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 Part 1 Introduction

Chief Executive Introduction 

The Trust’s top priority is the safety of its services. This quality account is therefore a critical report for us to highlight the improvements we have made and to identify where further work is still required. Two principal improvements are worth highlighting at the outset:
· Firstly, the CQC’s report published in June 2017 moved the rating of the Trust’s Safe Domain from Inadequate (May 2015) to Requires Improvement. While there is further work still to be done, it demonstrates the steps being taken are moving the Trust in the right direction. 
· Secondly, the Trust’s mortality rates (as measured by SHMI; Standardised Hospital Mortality Index) are now back well within the expected range.
In addition, it should be noted that the Trust has maintained its vigilance for infection control. Clostridium difficile (C. Diff) rates remain well below the national benchmarks; however, there were two cases of MRSA in 2017/18.
This report sets out our full range of quality measures, notes the good progress against all of our quality priorities in 2017/18 as well as setting out the priorities for 2018/19. The report recognises the many areas of partnership the Trust is working on and highlights the feedback from partners as a key part of our assurance process.
Quality improvement remains a top priority for the Trust in 2018/19 and I look forward to reporting further improvements in our next report. 
I’d like to close by thanking all my colleagues for the work they have done to bring about these improvements for our patients. I confirm that the information in the document is an accurate reflection and I commend the report to you.

[image: ]
James Rimmer
Chief Executive, May 2018
Trust Profile - What we do


	Weston Area Health NHS Trust (WAHT) is a 266 bedded district general hospital which includes 5 Maternity beds and 5 intensive care unit beds.  The hospital provides acute emergency services for adults including emergency, critical care, medicine and surgery together with supporting diagnostic services.  In addition, the hospital provides a range of planned services including general surgery, urology, orthopaedics, and other planned treatments such as endoscopy, haematology and some cancer care.

Children’s and Young Peoples Community Health Services including Child and Adolescent Mental Health Services are provided from two children’s centres located in Weston-super-Mare and Clevedon.  

	
Activity

The Trust has an annual activity of circa 48,000 Emergency Department attendances, 15,000 planned day case and elective admissions, 14,000 emergency admissions and 89,000 outpatient attendances and procedures (forecast activity for 2017/18). During 2017/18 the midwifery led maternity unit delivered 139 babies.

Resident population


	The effective population currently using WAHT services is estimated to be circa 160,000 to 180,000 (Source: WAHT commissioned GE Finnamore Report, 2016). In addition to the local population, Weston super Mare attracts 8 million tourists and ~500,000 staying visitors each year and in peak season; up to 10% of emergency department attendances are by out-of-area tourists. Included in the population figures above is the population of North Sedgemoor which has an estimated population of 48,400 (GP registered population).

Business model and management
Hospital Management


	



Range of informal clinical networks, some joint appointments and service level agreements




Services provided within Weston Area Health NHS Trust

During 2017/2018 Weston Area Health NHS Trust (WAHT) provided 41 relevant health services with 3 relevant health services were sub contracted. 

The Table below demonstrates number of services provided within WAHT, the red denotes health services sub contracted



	Medicine
	Cardiology
	Critical Care
	High Dependency Unit/ Intensive Care Unit

	
	General Medicine
	Women
	Midwife Led Births

	
	Diabetic and Endocrinology Medicine
	Paediatrics
	Day Case

	
	Rheumatology
	
	Outpatients

	
	Gastroenterology
	
	Community Paediatrics

	
	Geriatric Medicine
	Cancer
	Acute Oncology

	
	Stroke Medicine
	
	Outpatient Oncology

	
	Respiratory 
	
	Haematology

	
	Frailty
	
	Chemotherapy

	Surgery
	Urology
	
	

	
	General Surgery
	Specialist
	Haemodialysis

	
	Gynaecology
	
	Stroke; Acute Stroke Unit

	
	Trauma and Orthopaedics
	
	Sexual Health

	
	Upper Gastrointestinal Surgery
	
	Dermatology

	
	Colorectal Surgery
	
	Palliative Care

	
	Breast 
	
	Child and Adolescent Mental Health

	
	Ophthalmology
	Other
	Private Patients Unit

	
	ENT (Out Patients Only)
	
	Radiology

	
	Anaesthetics
	
	Pharmacy

	A&E
	Major
	
	Pathology

	
	Minor
	
	Therapies
Audiology

	
	Primary Care
	
	



Partnership Working

2017/18 saw a significant focus on quality for WAHT and delivering clinical safety remains a high priority. The Trust have progressed the development of their formal partnership arrangements with University Hospitals Bristol NHS Foundation Trust to ensure that clinical pathways for both general and specialist services are in place and to maintain peer management support for the Trust. 
The Trust operates a number of joint clinical appointments and rotas with other NHS Trusts to ensure sustainable delivery of local services.  

Community services (excluding community-based Children’s services, maternity services and paediatrics provided by Weston Area Health NHS Trust) are provided by  North Somerset Community Partnership, and Mental Health services for adults are provided by Avon and Wiltshire Mental Health Partnership NHS Trust.

The three commissioning groups (CCG) of Bristol, North Somerset and South Gloucestershire (BNSSG) have in 2017/2018 been working through a merger of the three CCG’s to become one CCG which will be known as BNSSG.

The launch of the Healthy Weston Programme in October 2017 led by BNSSG Commissioning Group has provided a fresh platform for working with University Hospitals Bristol Foundation Trust, Community and Primary Care providers locally in a way that has not been previously experienced. Strong clinical engagement is driving the design of new models of care that will see services traditionally deliver in hospital transformed into out of hospital care pathways. This work is set to continue into 2018/19 with commissioning intentions outlined for implementation from April 2019.  

Local NHS bodies and other providers

The Trust’s largest commissioner is North Somerset CCG, accountable for £281 million of NHS spending in 2017/18, 54% of which is acute services spending.  Most of the acute services spending is with local providers and WAHT accounted for circa £67 million of the expenditure in 2017/18. Increasingly, operational planning and commissioning is being conducted within a “single commissioning voice” with a single set of commissioning intentions for all BNSSG CCGs.  

We recognise that we work in collaboration with our other providers which includes the local health and social care economy including two Local Authorities – North Somerset Council, responsible for North Somerset and Somerset County Council, responsible for the Sedgemoor area of Somerset. 

Planning for service delivery is also increasingly being undertaken on a BNSSG-wide basis as part of the Sustainability and Transformation Plan, “Healthier Together”.  This approach is intended to overcome inefficiencies, duplication, variation and unnecessary boundaries and interfaces for patients and staff to navigate and ensure that care is provided in appropriate care settings for patients. 

The key principles behind the planning work currently being undertaken are:  

· We will deliver care consistently and at scale as part of a fundamental change in the way we respond to demand. 
· We will remain responsive to individuals and local communities and ensure appropriate care and support in the right place at the right time. 
· We will ensure parity is a golden thread running through the whole of health and social care provision








The table below describes these key principles and drivers 
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Our vision and values

The vision of Weston Area Health NHS Trust is to:

Work in partnership to provide outstanding healthcare for every patient

By achieving this vision we will:

	Deliver your local NHS with Pride.
	Deliver joined up care which feels integrated for patients and their families.
	Enable patients from Weston-super-Mare, North Somerset and North Sedgemoor to access a full range of services.
	Deliver services which are valued and respected by patients, carers, commissioning CCGs and referring GPs.

Our key strategic aim is to:

Deliver safe, caring and responsive services

This vision and strategic aims are supported by a series of local values which guide actions, behaviors and decision making within the organisation and which are consistent with the NHS Constitution.
These values are:

[image: ]


  People and Partnership – working together with colleagues, other organisations and agencies to achieve high care standards or specifically helping a service user, visitor or colleague.

Reputation – actions which help to build and maintain the Trust’s good name in the community.

Innovation – demonstrating a fresh approach or finding a new solution to a problem.

Dignity – contributing to the Trust’s Dignity in Care priorities (Care and Commitment, Communication, Compassion, Competence).

Excellence and equality – demonstrating excellence in and equality of service provision.
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Review of Quality Account 2017/2018

Introduction

Delivering high quality safe and efficient healthcare is important for WAHT and our patients and is at the heart of our mission and vision. As with all NHS organisations, balancing the need to deliver high quality care in the context of increasing demand and complex patient needs, whilst increasing productivity, is a continual challenge. Quality Accounts are annual reports to the public from NHS providers about the quality of the services provided. Since April 2010 all providers of NHS services are required to publish an annual Quality Account. They aim to enhance accountability to the public for the quality of NHS services. The Quality Account for WAHT sets out where the Trust is doing well, where improvements in quality can be made and the priorities for the coming year.

Priorities for Improvement

Last year, we identified 6 specific areas of practice where we wanted to see improvements in 2017/18. These were a combination of ambitions we had not fully realised within 2016/17 and new priorities aimed at improving different aspects of the three domains of quality; patients safety, patient experience and clinical effectiveness. A progress report is provided below, demonstrating the overall outcome of the extent to which we achieved each priority and includes a reminder of why we selected each priority. Achievement has been categorized by ‘RAG’ rating with; 
Red - not achieved, Amber – measure not fully met but improvement evident, and Green - achieved. Overall, we fully achieved three of the priorities and made significant progress and achieved in part in the other three as per the table below.

	
	Quality Priority
	RAG status of achievement
	

	1.
	Reducing avoidable deaths
	
	Green

	2.
	Improving discharge from hospital
	Partly achieved
	Amber

	3.
	Organisational development
	
	Green

	4.
	Workforce development
	Partly achieved
	Amber

	5.
	Strengthening governance
	Partly achieved
	Amber

	6.
	Pressure ulcer reduction
	
	Green




Review of Quality priorities 2017/2018 and our performance

How did we do against last year’s priorities? 

Priority One: Reducing Avoidable Deaths

Why we chose this priority;
Around 50% of deaths occur in hospitals; it is thought that 3-5% of hospital deaths are potentially preventable. It is also felt that learning from deaths is not given sufficient priority.
Our aims:
We will implement the National Quality Board’s Learning from Deaths framework to look for learning points and potential avoidability in the cases of patients who have died during their hospital admission.


	Goal
	Measure
	Achievement Status 

	We will implement and use the structured judgement tool as standard to review the deaths of patients who have died during their hospital admission.
	By the end of quarter 3, 33% of patients who have died in hospital should have a mortality review using the structured judgement tool.

Cases which have been deemed likely avoidable will have a further review and investigation.

We will demonstrate an improvement in the Hospital Standardised Mortality Index (SHMI) as compared to our peers.


	Achieved
At the end of 2017/2018 we achieved the standard of 50% of patients have undergone a structured judgement review. 
There were 192 deaths with 11 mandatory reviews and 65 non-mandatory reviews.
No deaths undergoing a structured judgement review were deemed likely avoidable (a score of 1 & 2).
The SHMI has continued to improve and we are now aligned with our peers. [image: ]

	We will embed the process of learning from deaths within all specialities.  

Learning points will be shared with relevant individuals and teams, along with the wider organisation using the patient safety magazine and the Clinical Effectiveness Showcase meeting.

The learning identified also informs quality improvement projects.

	All teams should run a regular mortality meeting to discuss learning points following review.

Cases which have been deemed likely avoidable will have a further review and investigation.

	Learning has been fed back to individual teams, where relevant, by the reviewer.
Learning has been shared to a wider audience using the hospital patient safety magazine, through quality improvement projects (focussing on venous thromboembolism screening, abnormal sodium, end of life care) and via the Clinical Effectiveness Showcase.
The orthopaedic and surgical teams have a robust process for reviewing and learning from patient deaths.

Medical teams now have more robust processes for reviewing and learning from patient deaths. However, it has been difficult to embed this on wards with a high turnover of senior medical staff and/or locum junior staff. Following our achievement of the 50% of reviews this demonstrates our ongoing improvement plan with learning from deaths. 







What difference did it make?

The Learning from deaths framework has enabled the Trust to review the current practices and with the structured judgement review identifies a robust system. This has enabled the medical staff to determine how the care given through a non-judgmental, unbiased and structured way and how any learning has been fed back into the organisation, this has been managed within the directorates as part of their governance meetings. 

The Learning from the structured reviews has more often demonstrated evidence of good practice rather than poor practice and has provided us with an opportunity to celebrate at the same time as sharing areas where care could be improved.

Learning is shared within the organisation in a number of different ways including:

· Departmental and Directorate Mortality and Morbidity Meetings
· Directorate Governance Meetings
· Teaching sessions
· Hospital Patient Safety Magazine
· Directly to staff members themselves
· Safety message of the month posters
· Clinical Effectiveness Showcase Meeting

The Trust’s Clinical Effectiveness Group (CEG) was relaunched in the new format in September 2017 and is a multi-professional body (currently co-chaired by the Medical Director, Associate Medical Director and Deputy Director of Quality and Safety) to ensure a robust clinical effectiveness cycle where data about the care of our patients is triangulated and understood and learning themes are discussed. 

What will we do next?

Continue to develop the structured judgement review and CEG will also commission key audits and quality improvement projects as well as directing the sharing of important learning through the organisation.



Priority Two: Improving discharge from hospital

Why we chose this priority;
Being in hospital longer than is necessary increases risk for patients and is expensive and inefficient. 
Our aim:
· We will work closely with patients and their families to improve our discharge planning. 
· We will begin to plan for discharge home much earlier and improve our communications with patients and their families. 
· We will improve our information on medications for patients to take home.

	Goal
	Measure
	Achievement Status

	We will integrate our current discharge service.
	The responses to the national patients survey of 2016 will improve by 5% for question 51 – involved in decisions around discharge

We will reduce the number of ‘bed days lost’ from 600 per month to 250 per month
	Achieved in part
We achieved a 5% improvement in question 51
The numbers of 'bed days lost' has reduced overall and whilst it has not yet reached 250 overall there is a downward trajectory, please see table below
During 2017/18 we improved the way we help our wards to plan for people who may require support on discharge, as well as those who are not ready to return home, or who have chosen to move into a care home (complex discharges).
The main improvement we have made is the introduction of an Integrated Discharge Service (IDS) – we built upon the Discharge Planning team we had in place (using their vast experience and expert knowledge) to develop an integrated team incorporating staff from North Somerset Community Partnership and Social Services who work together in the best interests of our patients.  .
We also produced new forms to provide the information needed for us and our external partners, such as Social Services, to assist with discharges. 
We educated the wards in how to use the new forms and how the Case Managers from the IDS would work with them to support them in making sure those patients could be discharged quickly and safely, with the right support.


	
	
	This team work closely together to ensure the planning for those more complex discharges begins much earlier so once the team looking after a patient has decided that they were ready to leave the hospital, the Case Manager from the IDS could make arrangements for that as soon as possible.


	We will embed the SAFER bundle on our inpatient wards
	The percentage of patients readmitted within 24 hours will reduce.
95% of inpatients will agree an expected date of discharge (EDD) within 24 hours of assessment.

	Achieved in part
We have not reached the target of 95% of inpatients will agree an expected date of discharge (EDD) within 24 hours of assessment. We have introduced agreeing expected dates of discharge with patients but this is not yet embedded. Work across the organisation is continuing with achievement to be completed in 2018/2019.





What difference did it make?

By making the changes described above, the Integrated Discharge Service were able to ensure that patients were referred to the right services and that external partners coming in to support the discharge process had access to the right information when they came in.

By working together to improve our processes has enabled us to arrange for our patients to be discharged as safely as possible, as soon after being declared ready to leave hospital.

The chart below shows the numbers of bed days lost (this is the number of days spent in hospital after the team have agreed the patient is fit to leave) counted on the last day of each month – it must be noted that this does not refer to Delayed Transfers of Care Bed Days Lost – these are reported monthly via NHS England:





The trend line shows that although there is still room for improvement, on the whole the figures have improved across the last 9 months (since we started to capture the data on a daily basis).

What will we do next?

Improvements to discharge are a lengthy task involving our health and social care system partners.  We have pathways available for discharge in North Somerset that are not available in Somerset, to improve this we will work with our community colleagues to ensure that all of our patients have access to the same services, irrespective of where they live.

We are also working with partners to develop pathways that do not currently exist.  One such pathway is if a patient is diagnosed with a delirium – for example this is when a patient has a period of increased confusion often following a period of illness.  

Currently there is no clear pathway for those patients and they remain in hospital until the delirium has resolved and they are thought to be fit for discharge, in order to prevent this  we are working with partners across Mental Health, Community Partnership and Social Services to agree a pathway to support these patients to leave hospital when they are no longer medically unwell.

Priority Three: Organisational Development

Why we chose this priority;
The focus of Organisational Development (OD) within WAHT is to build the Trust’s capacity and capability to achieve its goals through planned development of staff and improvement and reinforcement of the strategies, structures and processes that lead to organisational effectiveness. The launch of the Healthy Weston Public Consultation and the announcement of a potential merger with University Hospitals Bristol NHS Foundation Trust is the start of a period of great change and transition for the Trust.
.
























Our aim:
· We will focus on developing leadership capability of all managers and leaders in the Trust.

	Goal
	Measure
	Achievement Status

	We will develop an in house leadership development programme.
	Improvement in staff survey response to Theme 7;

KF10 Support from immediate managers
	Achieved
The 2017 staff survey results show there has been no statistically significant change in this Key Finding since the 2016 survey.
We have launched a 2 day Leadership Fundamentals programme to improve our leader’s capability. This commenced in January and will be evaluated after the course.

We have run an overseas nurse recruitment campaign.
We have expanded our apprenticeship programme into clinical roles.

	Introduce ‘staff conversation’ to improve communications between managers and staff.
	KF5 Recognition and value of staff by managers and the organization

KF6 Percentage of staff reporting good communication between senior management and staff
	Achieved
The 2017 staff survey results show there has been no statistically significant change in this Key Finding since the 2016 survey.

To improve communication between managers and staff we introduced:
•A weekly Chief Executive letter to all staff distributed as an email and incorporated in the newsletter.
•A monthly question and answer session with the Chief executive open to all staff, Ask James!



What difference did it make?
The Leadership Fundamentals programme and communications from the Chief Executive have been well received by staff, initial feedback has been very positive. The longer term impact of this new programme cannot be evaluated yet, but this will be undertaken in 2018 and reported to our People and Organisational Development Committee.

We have successfully recruited 21 overseas nurses and extended our apprenticeship programme to 
include Nursing Assistants.


What will we do next?
In 2018 the Organisational Development agenda will focus on building on the foundations that have been put in place in 2017.  

We will extend our management and leadership offering both within the organisations and across the system to support the implementation of the Healthy Weston Vision. Our Health and Wellbeing offering will be improved to include the launch of a health and wellbeing calendar and monthly newsletter.

We will expand the apprenticeship programme to increase the number of apprentices and roles as well as invest further in the recruitment and retention of staff.  An internal organisational communication strategy will be developed to further improve communications between managers and staff.

Priority Four: Workforce Development

Why we chose this priority;
We believe that by investing in staff we support the quality and safety of patient care.
Workforce development is essential to have the right staff with the right skills at the right time.  By investing in our staff we will improve the quality and safety of patient care.

Our aim:
· We will seek to stabilise our workforce by reviewing roles and increasing development opportunities.
	Goal
	Measure
	Achievement Status

	We will develop career pathways utilising the apprenticeship levy, taking into account the need to remodel existing roles.

	Our Workforce Strategy and delivery plans agreed.

Increased percentage of services delivered in conjunction with partners.

Position scoped and business plan developed.

	Achieved
We have introduced nursing assistant apprenticeships that will be the foundation of the nurse apprentice pathway.

	We will develop an Advanced Practice Framework for Nursing and Allied Health Professionals.

	
	Achieved in part
We have been a pilot site working with NHS Improvement to develop this role and there has been progress but not to full implementation as yet.

	Proactively develop opportunities to work in partnership with other Providers.

	
	Achieved in part
We have been involved in the local workforce action board within BNSSG – work is progressing.

	Development of a frailty service.

	
	Achieved in part
Continue to progress with this but not implemented as yet.

	New Medical Director will review job plan time to provide the governance requirements of the Trust.
	
	Achieved in part
This has been reviewed and implementation is underway.




What difference did it make?
These activities have demonstrated to staff and those we work with in Weston that we value our staff and are willing to invest in their future.  With recruitment and selection being a challenge for Weston our ability to grow and develop our staff will be key to our future success.

What will we do next?
In 2018 we are committed to growing our apprenticeship programme further in terms of numbers and range of occupations.  A key focus will be developing effective workforce plans that will support the transformation of the organisation over the next 5 years.

Priority Five: Strengthening Governance

Governance is defined as; structures and processes that are designed to ensure accountability, transparency and responsiveness. Strengthening Governance is the ability to learn and reflect to make changes that reduce the risk of recurring incidents. This ensures continuous improvement to the quality of care and outcomes for patients and staff.

Why we chose this priority;
We recognise that staff involvement in the oversight of the quality and safety of care requires improvement.

Our aim:
· We will further develop the oversight of care at the Trust – this includes our learning from when things go wrong.

	Goal
	Measure
	Achievement Status

	We will increase the organisational awareness of good governance.

	Regular governance meetings occur in all Departments.

The Hazard and Heart line reporting consistently linked into governance.
	Achieved in part
Each directorate are holding monthly governance meetings. Not all medical/surgical sub-specialities within the directorates are holding regular governance meetings.
There has been progress with the integration of the Hazard and heart line, evaluation of the progress is being compiled but not completed. 

	Improve learning from serious incidents and sharing good practice.

	Monthly safety reminders (posters and newsletters) distributed to staff.

	Achieved
These have been available. 
A quarterly magazine called WESMILE with material included is distributed to all staff.

	Work with partners to ensure governance processes are aligned and standardised.
	100% compliance with submission of reports to the CCG (within 60 days).
	Achieved in part
We have successfully had our contract performance notice regarding submission of reports removed. There is ongoing work regarding the internal processes to ensure that this is maintained.




What difference did it make?
The directorates have identified what can and do go wrong during care and understand the factors that influence this. There have been lessons learnt from serious incidents that have occurred and these have and will continue to be discussed at different forums such as; Clinical Effectiveness Group, Harm Free Group, Directorate Governance meetings, Falls steering group, Pressure injury steering group, Medicines Optimisation group and where action taken to prevent recurrence has been shared. In addition to this directorates have put systems in place to review, share, learn and reduce risks. There is now a patient safety magazine and this has generated awareness and conversations regarding improvement.

The learning that has been shared following serious incidents has also generated quality improvement projects which are overseen by the clinical audit and quality improvement hub.

What will we do next?
We recognise that all staff involvement in the oversight of the quality and safety of care requires ongoing improvement.
 
We will:
· Improve capacity within the Governance team
· We will increase the organisational awareness of good governance through training and quick guide tools.
· Improve learning from serious incidents through peer reviews and service reviews and a Trust wide learning panel.
· Ensure continued sharing of good practice. 
· Continue to work with our partners to ensure governance processes are aligned and standardised across BNSSG.

Priority Six: Reducing the number of pressure ulcers

Why we chose this priority;

Pressure sores are debilitating for patients and largely avoidable injuries which cost the NHS millions of pounds every year.

Our aim:
· We will considerably reduce avoidable pressure sores for our patients 










	Goal
	Measure
	Achievement Status

	We will considerably reduce avoidable pressure sores for our patients
	By the end of March 2018 we will achieve a 25% reduction in hospital acquired pressure ulcers.
	Achieved
In 2016/17 we reported 35 grade 3 and 4 pressure ulcers acquired in hospital (a serious incident).
In 2017/18 we reported 17 grade 3 and 4 pressure ulcers (which included pressure ulcers that deteriorated from grade 2). 
This is a 50% reduction [image: cid:image010.png@01D3F1E5.B15D1A70]

	We will increase our tissue viability leadership in the Trust.
	
	Achieved
We are actively focusing our leadership of tissue viability through Ward Wednesday, Sisters, Matrons and Associate Director of Nursing for Emergency and Surgery

	We will increase our work with partners in health and social care – to promote pressure ulcer prevention at home.
	
	Achieved
We are actively involved with the BNSSG pressure ulcer programme, a strategy and launch will commence in April 2018



Quality Priorities for 2018/2019 and how we will achieve them 

Engagement in reviewing the quality priorities has been welcomed and informed by; 

· 2 Quality Conversation engagement events held in November 2017 and February 2018, supported by attendance from our staff, the Patients Council, Healthwatch, NHS Improvement, and Bristol, North Somerset, and South Gloucestershire (BNSSG) Clinical Commissioning Group. 
· The Care Quality Commission action plans agreed following the inspection of the Trust in March and December 2017.
· National requirements included in the NHS Constitution and Five Year Forward View.
· The priorities of our commissioners – incorporating agreed CQUIN targets 
· The needs of our population as changes have occurred within certain patient pathways, partnership working with University Hospitals Bristol and the temporary overnight closure of the Emergency Department in July 2017.
· The experiences of our patients – captured by the work of our Patients’ Council, Patient Experience Review Group and Healthwatch North Somerset.
· Performance data about the Trust – including mortality, incidents, falls, pressure ulcers, complaints/PALs contacts and audit data.
· Our corporate risk register and Board Assurance Framework.
· An external review of our governance processes.  


This year’s priorities have been widely discussed; these were taken forward by the Executive Leads for quality; the Director of Nursing and Medical Director for review and approval by the Trust’s Quality and Safety Committee which is chaired by a Non-Executive, Senior Management Group and finally the Trust Board. Following these reviews and agreed through the current governance structure with each priority led by an Executive Director.

1. Improving Frailty and Dementia care within hospital
2. Reducing Harm from Pressure Damage
3. Continue development of our workforce
4. Learning from Deaths in hospital and improving end of life care
5. Reduce delays in hospital to improve patient safety
6. Enhancing the way we communicate to influence care and service development
7. Reducing harm from Medicines

How will we measure progress of these priorities? 

A clinical lead and supporting working group will be identified for each priority to drive it forward, which will wherever possible utilise existing groups. Improvement measures will be set within the areas outlined above and the data will be collected and analysed to track progress. 

Accountability for overall progress will be achieved through the Trust’s Quality and Safety Committee and the Senior Management Committee. 

A wide range of quality measures are reported to the Board every month as part of an Integrated Board Report. This report is included in the public session of the Trust Board and is published on the Trust’s external website. 

In addition, quality measures are reviewed at the Quality and Patient Safety Sub Group chaired by Bristol, North Somerset and South Gloucestershire (BNSSG) CCG, NHS England who commission specialised services, NHS Improvement who are the Trust’s performance regulators and the Care Quality Commission who regulate care delivery at the Trust.
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Priority One: Improving Frailty and Dementia Care within the hospital

Executive Lead: Director of Nursing

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be collected
	Milestones/
Trajectory

	To implement and deliver a front door frailty service.
	· Produce a model of care framework.
· Develop the workforce to support frailty at the front door. 
· Reducing the number of frail patients that have to be admitted
· Reducing their length of stay. 
	Advanced Clinical Practice (ACP) framework will assist with workforce development. 
	Electronic Staff Record.

Admissions from Cerner available via IT analyst.

Length of stay data from IT analyst.
	ACP programme in place by March 2019.


	To develop and support Dementia care initiatives across the Trust through delivery of a Dementia strategy within WAHT.
	· Production of a Dementia strategy by 2019, developed and supported by Ward and Department  staff
· Embed the principles of ‘John’s Campaign‘ and enable flexible visiting times for Carers.
	Commencement of a Dementia Nurse to lead strategy.
 
Ward sisters to embrace and implement the concept and benefits of John’s campaign principles e.g flexible visiting times.

Carer’s evaluation review at patient experience review group. 
	Dementia Steering Group.

Patient Experience Review Group.
	Develop strategy by March 2019.

Test the principles of flexible visiting on 1 ward by end of July 2018 plan to roll out Trustwide by March 2019.

	Improve access of activities for those with Dementia whilst in hospital.
	·  Availability of therapeutic activities for patients within hospital in key wards. 
· Improved recognition of Dementia on admission through screening of 90% of patients. 
·  Reduced length of stay for patients with Dementia and Improve discharge outcomes .ie reduction in readmission rates of patients. 
	Ensure frailty plan/strategy and services are in alignment with North Somerset and Somerset. 
	Collection of activities available on wards.

Increase % of Dementia screening on IPR 

Data analysis of readmission  
	Assess baseline and increase by 20% of activities by March 2019. 


By March 90% of patients screened for dementia.


















Priority Two: Reducing Harm from Pressure Damage

Executive Lead: Director of Nursing

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be collected
	Milestones/
Trajectory

	To reduce the number of Grade 2- 4 hospital acquired pressure injury. 
	Reduction by 25% of Grade 2 hospital acquired pressure injury
Grade 3 – 50% reduction
Grade 4 – 100% reduction.

Days since last pressure injury per ward (Grade 2,3,4 ). 
	Further education of staff in the prevention and identification of pressure injury.

Work across BNSSG community on improvement in identification and care in order to prevent further deterioration of injury when admitted to hospital. 
	Safety thermometer data. 
 
Datix validated pressure injury. 

Monthly reporting by ward. 
	By March 2019 a reduction of 25% Grade 2, 50% Grade 3 and 100% Grade 4 from 2017/2018.

	Increase staff knowledge and responsiveness to pressure injury.
	Directorate Level SWARM (a rapid review of an incident immediately post identification) for all Grade 2.

Executive Level SWARM completed – every Grade 3 or 4.
	Improvement in accuracy of reporting and a Reduction in number of pressure ulcers occurring.

Sharing of root cause analysis and action plans. 

Multi professional involvement, increased visibility at the bedside by Senior Nurses and Tissue Viability Nurse. 

Increase in resource for Tissue Viability Service required. 
	Completion of SWARM stickers in patient notes
Completed 72 hour reports confirming SWARM Grade 3/ 4. 

Audit through Perfect ward. 

Action Points discussed at Ward Sisters meeting named Ward Wednesday. 
	By December 2018 improvement in accuracy of validated pressure damage.


All wards completing monthly audits by March 2019.
























Priority Three: Continuing development of our workforce

Executive Lead: Director of Human Resources
	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be
	Milestones/
Trajectory

	Develop and implement a recruitment and retention delivery plan as part of a Workforce strategy.
	To see a reduction in the staff turnover rate to 15% from 17.5%.
	To finalise the plan and strategy. 
	ESR – Workforce data
	Delivery plan to be finalised and approved by SMG and implemented in May 2018.

	To support directorates to develop workforce plans that accurately reflects the Trust’s objectives and changing workforce requirements over the next 3 years.
	Trust Operating plan 2019/20 clearly identifies planned changes to workforce that will enable the Trust to deliver its strategy.  

To ensure workforce model aligns to patients and service need, make use of new roles to ensure the provision of quality care and continuity of service.
	To clearly set out expectations in relation to workforce plans.

Use of apprenticeship levy and develop a range new roles within organisation. 

Advanced clinical practice staff in post.
	Evaluation of performance against Trust. 

ESR – Workforce data job profiles.
	Expectations to be circulated by 30th June 2018.

Support to be provided to directorates for the 2019/20 plans.

	To improve/increase the capability of WAHT leaders & managers.
	Improvement in Staff Attitude Survey scores for:
KF5 - Recognition and value of staff by managers and the organisation.
KF6 – Staff reporting good communication between senior management and staff.
KF10 – Support from immediate managers.
	To extend the Leadership and Management Development offering to include a development programme open to all mid-level leaders.
	Programme Evaluations. 
Staff Attitude Survey Results 2018.
	Programme design Apr – May 2018
Programme delivery to commence in late June 2018.
























Priority Four: Learning from deaths in hospital and improving end of life care

Executive Lead: Medical Director

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be
	Milestones/
Trajectory

	Embed the structured judgement review within the organisation.
	Monitor the percentage of deaths undergoing mortality review on the Mortality Database.

Establish regular directorate mortality reviews.
	Deliver teaching to MAU,  Sandford and Surgical teams with help from consultants at internal directorate meeting named -  Cabinet meeting
	Generated from a mortality database report.

Minutes of the meetings.
	Aim 50% reviews by end of quarter 1, 2018

To establish meetings by end of July 2018

	Improve our relative’s experiences when a patient has died.
	Gather feedback from bereaved families to understand their experience of care in the Trust and incorporate learning within the work plan.

Improved staff confidence, skills and knowledge through education.
	Audit. 

Deliver teaching to all staff groups within the organisation. 
	Data collection reported to patient experience group and clinical effectiveness group
	By the end of 2018 have collected information from bereaved families/carers about improved communication and experience at the time of death.

By April 2019 have implemented changes based on feedback to demonstrate improved communication and satisfaction.

	Develop and implement an end of life strategy following national guidance. 
	The identified outcomes from the National Audit for End of Life.
	Develop an implementation workplan for the next 5 year.
	Improved outcomes from the annual national audit of End of Life Care. 
	Increase the numbers of patients whose life ends in a place of their choosing and whose family/carers report satisfaction with the care they receive at the time of their death.


















Priority Five: Reducing delays in hospital to improve patient safety

Executive Lead: Director of Operations

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be collected
	Milestones/
Trajectory

	NHS Improvement SAFER patient flow bundle - will be embedded within all areas of the Trust.
	Daily report on SAFER in all areas
75% attendance by consultant on board round.
	Work with University Hospitals Bristol to improve Cardiology pathway.

Ensure consistent Multidisciplinary team (MDT) attendance at board rounds every day.
	Audit.

Monthly Performance Management Review (PMR).
	50% consultant attendance by September
75% by March 2019.


	Embed the national campaign for End Pyjama (PJ) Paralysis (#endpjparalysis) within the Trust to reduce length of stay of patients.
	End PJ paralysis information on all wards and bays via poster.

Information on all admission letters and discharge information
	Recommence Assessment Fit training.

Launch of #endpjparalysis in April 2018.
	Education attendance lists.

National Audit on app for #endpjparalysis.
	Posters in all ward areas on end PJ Paralysis by Sept 2018.

Admission booklets updated by December 2018.

	Utilise Red and Green days to increase discharge.
	Informing all staff  what a red day is
Work with NHS Improvement Emergency Care Improvement Programme (ECIP) to increase staff awareness.

Increase morning discharges.

Increase use  of discharge lounge
Reduce Length of Stay to national average as indicated by Healthcare intelligence and quality improvement services - CHKS.
	Trial ‘Ticket Home’ initiative on Cheddar Ward then implement across organisation.
	Board rounds.

Monthly PMR.
	Ticket home in place by Sept 2018.

	Reduce bed occupancy.
	Right patient in right place including speciality bed.
	Increase used of Cerner Millenium computer system to include speciality of patients so flow team can repatriate to correct ward.
	Cerner Millenium (PAS).
	Twice daily updated information – Sept 2018














Priority Six: Enhancing the way we use communication to influence care and service development

Executive Lead: Director of Human Resources

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be collected
	Milestones/
Trajectory

	Develop an internal organisational communication plan that : 
· Improves staff engagement.
· Ensures staff are more aligned with the organisations values, vision, objectives and priorities. 
  
	Improvement in Staff Attitude Survey scores for:
KF6 – Staff reporting good communication between senior management and staff.

KF7 - Able to contribute towards improvement at work.
% of positive ‘Happy App’ (staff engagement and feedback app indicating what went well) comments to have increased at first 6 month review.
	Consult and engage with key groups to seek feedback/ideas against an agreed plan.

To undertake a lessons learned from Radiology where the ‘Happy App’ is currently operational. 

 To develop a plan to roll this out within the organisation ensuring necessary resources are available.
	Staff Attitude Survey Results 2018
	Plan to be developed by 31st July 2018
Implementation from 1st September 2018.
Initial evaluation March 2018 of
‘Happy App’ to be operational throughout Trust by 31st December 2018.

	Assess the process for producing, and the quality of information for patients that is produced by the communications team  to ensure that the process is effective and the information is of a high quality. 
	Contribution towards improvements in metrics that measure communication with patients. 
	Review the Trust’s patient information service, its process and performance. 

Engagement with divisions to ensure visibility of performance and issues and improved joint working in the future. 

Pull together proposals for improvement and agree these with internal stakeholders.
Implement changes. 
	Complaints, PALs service, patient experience scores. 
	Assessment of process, performance and quality by 31 May. 
Engagement with divisions in June.
Launch of changed process by mid-July. 





















Priority Seven: Reducing harm from medicines

Executive Lead: Medical Director

	Key Objective
	Suggested Outcome measures
	Comments / Next Steps
	Where will the data be collected
	Milestones/
Trajectory

	Reducing the harm to patients from medication errors.
	Reduced % of medication incidents with harm.

Reduced omitted doses of critical medications.

Reduced delayed administration of critical medication.
	Develop multidisciplinary quality improvement projects to understand, measure and improve performance at ward level.
	Datix.

Medication audits.

Quality improvement project reporting.
	Reduce overall incidents due to medication errors by 10% during 2018/19.

	Ensuring patients receive the correct medication both in hospital and when discharged 
and  that GPs receive the correct information about all discharge medications.
	Increased number of patient receiving medicines reconciliation within 48 hours of admission.

Improved accuracy of discharge prescriptions.

Reduced % medication incidents raised by primary care.
	Train and deploy pharmacy staff described in trusts pharmacy transformation plan to improve medicines reconciliation in key areas.

Increase use of connecting for care to ensure accuracy of medications on admission.

Improve timeliness and accuracy of discharge summaries. 
	Pharmacy reporting.

Medication audits.

Medicines Reconciliation reports.
 
Discharge summary accuracy audits.
 
GP, north Somerset partnership and CCG datix.
	Deliver trust improvement trajectory to attain required medicines reconciliation by December 2018.

Improve discharge summary prescription accuracy by 50%.

	Ensuring patients understand their medications.
	Provide detailed discharge information cards for patients and their relatives/carers.
	Develop methodology to ensure key medicines are explained prior to discharge in a consistent and easy to understand way.
	Complaints.

GP, north Somerset partnership and CCG datix.
	A reduction in complaints and incidents around poor medication understanding. 

	Reducing delays to timely patient discharge due to medication issues.
	Reduction in numbers of patients not discharged before 10am due to pharmacy reasons.
	Ensure pharmacy resources are distributed optimally to support early discharge.
 
Relaunch 3 at 3 campaign to identify patients for early discharge the day before. 
	Performance team repots on reasons for discharge delays.
	Increase numbers of patients discharged before 10 am. 

	Ensuring antibiotics are only used for the right patients.
	Reducing the inappropriate use of intravenous antibiotics.

Increasing the numbers of patients with antibiotic therapy guided by a positive microbiology result.

Reducing the number of days patients are prescribed antibiotics unnecessarily.
	Engage with clinical teams and microbiology staff to reduce empirical antibiotics, optimise antibiotic treatment length and switch to oral medication as soon as indicated.
	Antibiotic stewardship audits. 
	Improve relevant antibiotic audit results and deliver intravenous antibiotic review CQUIN.





During 2017/2018 Weston Area Health NHS Trust provided and/or sub-contracted 3 relevant health services.

Weston Area Health NHS Trust has reviewed all the data available to them on the quality of care in all of these relevant health services. 

The income generated by the relevant health services reviewed in 2017/2018 represents 88% of the total income generated from the provision of relevant health services by Weston Area Health NHS Trust for 2017/2018.

Sign up to Safety 

We remain committed to the Sign up to Safety Campaign and the five key pledges and these are evident throughout our quality priorities for 2018/2019:

1. Commit to reduce avoidable harm in the NHS by half and make public the goals and plans developed locally. 
2.  Make organisations more resilient to risks, by acting on the feedback from patients and by constantly measuring and monitoring the safety of services.
3. Be transparent with people about progress to tackle patient safety issues and support staff to be candid with patients and their families if something goes wrong.
4. Take a leading role in supporting local collaborative learning, so that improvements are made across all of the local services that patients use.
5. Help people to understand why things go wrong and how to put them right, including giving staff the time and support to improve and celebrate the progress.

Ward to Board reporting for quality is a key area of focus, the introduction of ‘Perfect Ward‘ (information technology solution)  in 2017  has been used to audit and report real time quality of care in  inpatient areas, this remains in the early stages of implementation and will plan to be optimised and fully embedded over the next 6 months.

Participation in Clinical Audits

During 2017/2018 there were 28 national clinical audits and 5 national confidential enquiries that covered relevant health services that WAHT provides.

During that period WAHT participated in 82 % of the national clinical audits and 100% of the national confidential enquiries which we were eligible to participate in. 

The national clinical audits and national confidential enquiries that WAHT participated in, and data collection was completed during 2017/2018 are listed below alongside the number of cases submitted to each audit or enquiry as a percentage of the number of registered cases required by the terms of that auditor enquiry. 

There were a small number of national audits that we chose not to take part in.  This was, for example, because our patient case mix did not meet the necessary criteria – or because of a shortage of clinical staff to undertake the audit.







	National Clinical Audit Title
	% Participation Rate if data completed In 2017/18

	Acute Coronary Sydrome or Acute Myocardial Infarction (MINAP)
	Continuous data collection

	Diabetes (Paediatric) (NPDA)
	Continuous data collection (Data submitted via Bristol)

	National Chronic Obstructive Pulmonary Disease Audit
	Continuous data collection

	National Heart Failure Audit
	Continuous data collection

	Pain in Children
	0%

	Procedural Sedation in Adults
	8%

	National Diabetes Audit – National Diabetes Inpatient Care
	100%

	Sentinel Stroke National Audit Programme (SSNAP)
	Continuous data collection

	Fracture Neck of Femur
	98%

	Bowel Cancer (NOCAP)
	Continuous data collection

	National Hip Fracture Database
	Continuous data collection

	Case Mix Programme (CMP)
	Continuous data collection

	National Joint Registry (NJR)
	Continuous data collection

	Elective Surgery (National PROMS programme)
	Continuous data collection

	Inflammatory Bowel Disease (IBD) programme
	0%

	National Audit of Breast Cancer in Older Patients
	Continuous data collection

	National Emergency Laparotomy Audit (NELA)
	Continuous data collection

	National Lung Cancer Audit (NLCA)
	Continuous data collection

	Oesophago-gastric Cancer (NAOGC)
	Continuous data collection

	Prostate Cancer
	Continuous data collection

	National Comparative Audit of Blood Transfusion programme - Audit of O negative red cells
	0%

	National Comparative Audit of Blood Transfusion programme - Audit of Red Cell & Platelet transfusion in adult haematology patients
	0%

	Inpatients Falls
	100%

	Learning Disability Mortality Review Programme
	Continuous data collection

	National Maternity and Perinatal Audit
	Continuous data collection

	National Cardiac Arrest Audit
	Continuous data collection

	National Vascular Registry
	Continuous data collection (Data submitted via Bristol)

	
UK Parkinson’s Audit
	100%

	National Confidential Enquiry into Patient Outcome & Death (NCEPOD)
	Did WAHT participate?

	Chronic Neurodisability
	Yes

	Young People’s Mental Health
	Yes

	Cancer in Children, Teens and Young Adults
	Yes

	Acute Heart Failure
	Yes

	Perioperative Diabetes
	Yes



The reports of 35 local clinical audits and quality improvement projects were reviewed by WAHT in 2017/2018 and WAHT intends to take the following actions to improve the quality of healthcare provided. The outcomes of the audits are shared with relevant staff at specialty meetings and directorate governance meetings. The Clinical Audit Team maintains a register of all local (and national) audits, their results, and the subsequent actions by the Trust.

Examples of actions arising from these audits that the Trust has implemented or intends to implement to further improve the quality of care are provided:

	Clinical audit title
	Outcomes

	Urine microscopy audit in the preoperative assessment of lower limb arthroplasty patients
	100% of patients with symptoms are tested.
Asymptomatic patients are tested.
Clinical guidance outlining symptoms designed to avoid unnecessary testing in progress.

	3rd Re-audit of CT guided lung biopsy
	All compiled results of 2007 - 2017 are within British Thoracic Society guidelines. (Slight increase in haemoptysis latterly therefore monitor in future)
Drainable pneumothorax rate <1/3 of national guidelines.
Monitor pneumothorax rate. This has mildly increased due to needle used (Multi-Disciplinary Team requires core biopsy), and nature of lesions that are referred.

	Does the clinical assessment of feverish children under 5 at WGH ED meet the national RCEM guidelines?
	Compared to previous audit in 2011 there has been a significant improvement in the recording of observations in feverish children.
100% <5yr olds have had a temperature recorded.  95% had Respiratory Rate and Sp02 recorded.  90% had Heart Rate recorded.
Only a total of 50% of cases audited had a full set of observations taken at triage.

	Have breast cancer presentations changed over the years as a result of breast cancer screening: a 17 year review
	Since the introduction of breast cancer screen there has been a trend towards a reduction in tumour size.



NICE Quality Standards

NICE Quality Standards are concise sets of prioritised statements designed to drive measurable quality improvements within a particular area of healthcare.  They are derived from the best available evidence such as NICE guidance and other sources accredited by NICE.  Quality standards consider all areas of care, from public health to healthcare and social care.

A revised process for the implementation of all NICE guidance, including NICE Quality Standards, has been put in place during 2017/18.  A gap analysis is undertaken by the Directorate lead and the whole process is supported and managed through the Quality Improvement Hub.  The Clinical Effective Group receives high level reports, with onward assurance through to the Quality and Safety Committee.

During 2017/18, 16 new Quality Standards were published, 11 of which were deemed relevant to our services.  The gap analyses are sent to the clinical leads/teams for completion.  










	Date commenced
	Title
	Specialty
	Status

	Oct 17
	Sinusitis (acute): antimicrobial prescribing 
	Microbiology
	Under review

	Date
	Title
	Specialty
	Status

	Oct 17
	Child abuse and neglect 
	Community Paediatrics, Seashore Centre, ED
	Under review

	Oct 17
	Cerebral palsy in children and young people 
	Community Paediatrics, Seashore Centre
	Under review

	Oct 17
	Reslizumab for treating severe eosinophilic asthma 
	Respiratory
	On BNSSG formulary

	Oct 17
	Tofacitinib for moderate to severe rheumatoid arthritis 
	Rheumatology
	On BNSSG formulary

	Nov 17
	Sarilumab for moderate to severe rheumatoid arthritis
	Rheumatology
	On BNSSG formulary

	Nov 17
	Asthma: diagnosis, monitoring and chronic asthma management 
	Respiratory
	Under review

	Date
	Title
	Specialty
	Status

	Oct 17

	Cataracts in adults: management 
	Ophthalmology
	Under review

	Oct 17
	Autologous chrondrocyte implantation for treating symptomatic articular cartilage defects of the knee 
	Trauma and Orthopaedics
	Under review

	Oct 17
	Brentuximab vedotin for treating relapsed or refractory systemic anaplastic large cell lymphoma 
	Haematology
	On BNSSG formulary

	Oct 17
	Tests in secondary care to identify people at high risk of ovarian cancer 
	Gynaecology
	Under review

	Nov 17
	Glaucoma: diagnosis and management 
	Ophthalmology
	Under review

	Dec 17
	Transvaginal mesh repair of anterior or posterior vaginal wall prolapse 
	Gynaecology
	Under review

	Nov 17
	Nivolumab for previously treated squamous non-small cell lung cancer
	Oncology
	On BNSSG formulary

	Nov 17
	Nivolumab for previous treated non-squamous small cell lung cancer
	Oncology
	On BNSSG formulary

	Nov 17
	Aflibercept for treating chorodial neovasculariation
	Ophthalmology
	On BNSSG formulary

	Nov 17
	Venetoclax for treating chronic lymphocytic leukaemia
	Haematology
	On BNSSG formulary

	Nov 17
	Regorafenib for previously treated unresectable or metastatic gastrointestinal stromal tumours
	Oncology
	On BNSSG formulary

	Nov 17
	Ibrutinib for treating Waldenstrom’s macroglobulinaemia
	Haematology
	On BNSSG formulary





Research

We undertake many different types of research in the Trust.  This ranges from simple studies using questionnaires or sample collection right up to complex studies offering different therapies or new treatments.

Access to high quality research studies gives patients the opportunities to have therapies and treatments that may not be available yet.

Participation in research enables our staff to remain up to date with the latest treatments and contributes to achieving the best outcomes for our patients.

The number of patients receiving relevant health services provided or sub-contracted by WAHT in 2017/2018 that were recruited during that period to participate in research approved by a research ethics committee totaled 253 patients participating in 28 recruiting studies. 

Approximately 325 patients are being followed up from previous years to see how they are progressing following treatment.


































We have recruited patients into the following studies:

	Project
	Speciality
	Recruited

	Add-Aspirin Trial - Investigating whether aspirin can reduce the risk of their cancer coming back.
	Cancer
	1

	Bridging the Age Gap in Breast Cancer
	Cancer
	1

	Exploration of the patient experience in Giant Cell Arteritis
	Rheumatology
	1

	MOCAM - Questionnaire for people with back pain.
	Physiotherapy
	1

	PBC Genetics Study – for patients with Primary Biliary Cirrhosis
	Gastroenterology
	1

	ROCS – Radiotherapy for patients with oesophageal cancer stenting study.
	Cancer
	1

	UNIRAD – for women who have a high risk of their breast cancer returning.
	Cancer
	1

	STAMPEDE – comparing different treatments for men with prostate cancer.
	Cancer
	2

	BADBIR – a registry of people with psoriasis
	Dermatology
	3

	EMBARC: European Bronchiectasis Registry
	Respiratory
	3

	PANTS-E – Inflammatory bowel disease study.
	Gastroenterology
	3

	PATCH – comparing different treatment s for men with prostate cancer.
	Cancer
	3

	PRED 4 - Predicting Serious Drug Side Effects in Gastroenterology
	Gastroenterology
	3

	ADDRESS 2 - Incident and high risk type 1 diabetes cohort.
	Diabetes
	4

	Satisfaction and Wellbeing in Anaesthetic Training.
	Anaesthetics
	4

	Screening and diagnosis in psoriasis and psoriatic arthritis.
	Rheumatology
	4

	HORIZONS: Understanding the impact of cancer diagnosis and treatment.
	Cancer
	6

	Towards UK post Arthroplasty Follow-up recommendations: UK Safe – a study for patients who have had a hip replacement.
	Orthopaedics
	6

	TrialNet – for people with type 1 diabetes.
	Diabetes
	7

	Aphasia and Spirituality Toolkit Pilot Study – a study assessing a toolkit used to look at the spiritual health of people with speech problems.
	Speech & Language Therapy
	10

	Vedolizumab long term safety study – for people with ulcerative colitis or Crohn’s disease.
	Gastroenterology
	10

	Toxicity from biologic therapy (BSRBR) –  registry of patients with rheumatoid arthritis
	Rheumatology
	10

	How people with IA perceive and understand patient activation – for patients with inflammatory arthritis.
	Rheumatology
	13

	MAMMO-50 – a study looking at the frequency of follow-up mammograms for women who have had breast cancer.
	Cancer
	15

	PrEP Impact Trial – for people at risk of HIV.
	Sexual Health
	18

	I-CARE – Inflammatory Bowel Disease Cancer and Serious Infections in Europe study.
	Gastroenterology
	20

	Determinants of prognosis in stroke – a study collecting information and blood samples for people who have had a stroke.
	Stroke
	42

	CANDID – for people with suspected cancer.
	Cancer screening
	60

	Total
	
	253



Offering studies to patients locally increases access for our patients.  Alternatively they would miss out on the opportunity or they would have to travel a distance to a larger hospital. 

For example the PrEP Impact Trial is looking at treatment for people who are at risk of contracting HIV.  This treatment is not currently funded for NHS patients in England.

We have a number of new studies that will open to recruitment in the next year.  We will continue to seek high quality research studies that are of relevance to our patients and fits with the Healthy Weston initiative.

This will be in partnership with neighbouring NHS Trusts and will develop as our services evolve.

National and Local Quality improvement and innovation goals (CQUIN)

A proportion of WAHT income in 2017/2018 was conditional upon achieving quality improvement and innovation goals (CQUIN) agreed between WAHT and the Commissioners (BNSSG CCG) who contract us to deliver services and the provision of relevant health services, these have been agreed over a two year contractual basis 2017/2018 is Year 1 and 2018/2019 Year 2 through the Commissioning for Quality and Innovation payment framework. Further details of the agreed goals for 2017/2018 and for the following 12 month period are available electronically within NHS Digital.

However there are some that are nationally agreed that we have to deliver in conjunction with any local CQUIN. We agree on innovations which improve clinical quality in key areas. 

Some of the income generated from delivering these services is conditional on us achieving our CQUIN targets for 2017/2018, 2018/2019 will have some elements of the CQUINs that have differing targets to achieve. Full details of the goals set, together with how we have performed against each of them is shown below:

	CQUIN
	Description of indicator
	Value of CQUIN
	Achieved

	Improving the health and wellbeing of NHS Staff
	Improve the support available to NHS Staff to help promote their health and wellbeing in order for them to remain healthy and well. Including the Flu Vaccination


	1a 0.083%
1b 0.083%
1c 0.083%
	0%
100%
50%

	Identification and Early Treatment of Sepsis & Antimicrobial resistance
	Systematic screening for Sepsis of appropriate patients and where sepsis is identified, to provide timely and appropriate treatment and review. 
Reduction in antibiotic consumption and encouraging focus on antimicrobial stewardship and ensuring antibiotic review within 72 hours.


	 2a 0.063%
 2b 0.063%
 2c 0.063%
 2d 0.063%
	35%
100%
100%
67.67%

	Advice and Guidance
	To deliver a proof of concept Advice and Guidance service.  To design and setup the Advice and Guidance service in 2 specialties and run for a 6-month period. 

	 0.25%
	95%

	
CQUIN
	
Description of indicator
	
Value of CQUIN
	
Achieved

	Improving services for people with mental health needs who present to A&E.
	MH trust, acute trust review progress against data quality improvement plan and all confirm that systems are in place to ensure that coding of MH need via A&E HES data submissions is complete and accurate, to allow confidence that Q4 submissions are complete and accurate. Assurances provided to CCGs accordingly.

Mental health provider, acute provider to agree formally and assure CCG that they are confident that a robust and sustainable system for coding primary and secondary mental health needs is in place. 

	 0.25%
	100%

	E-referrals
	This indicator relates to GP referrals to consultant-led 1st outpatient services only and the availability of services and appointments on the NHS e-Referral Service. It is not looking at percentage utilisation of the system.
	 0.25%
	100%

	Supporting Proactive and Safe Discharge
	Map and streamline existing discharge pathways across acute, community and NHS-care home providers and roll-out protocols in partnership across local whole-systems.
Develop and agree with commissioner a plan, baseline and trajectories which reflect expected impact of implementation of local initiatives to deliver the part b indicator for year 1 and year 2. As part of this agree what proportion of the part b indicator for each year will be delivered by the acute provider and what proportion will be delivered by the community provider. Achievement of part b will require collaboration between acute and community providers.

	 0.25%
	95%

	Risk Reserve
	
	0.50%
	100%


	Sustainability and Transformation Programme
	
	0.50%
	100%



2017/2018 has shown that we have achieved an overall performance of 91.57% in comparison to 2016/2017 which achieved 63%.

Below tables demonstrate the achievement of income related to 2017/2018 conditional upon achieving quality improvement and innovation goals, and achievement of the associated payment in 2016/2017.


	CQUINs 2017/18
	Total 

	Staff Health &Well Being
	 

	Healthy food
	64,353

	Flu vaccinations
	32,177

	Sepsis (ED)
	19,306

	Sepsis (IP)
	48,265

	Sepsis (72hr review)
	36,199

	Antibiotic/000
	42,000

	A&E services for MH
	193,060

	Advice & Guidance
	144,795

	e-referrals
	193,060

	Discharge
	106,183

	Ongoing involvement STP
	386,120

	Risk Share
	386,120

	Total
	1,651,637


	CQUINs - 2016/17
	Total 

	Health & Wellbeing Initiatives Option B
	201,158

	Healthy foods
	201,158

	Flu vaccinations - Clinical Staff
	0

	Sepsis identification in Emergency departments
	0

	Sepsis identification in Acute inpatient setting
	60,344

	Reduction in antibiotic consumption per 1,000 admissions
	120,695

	Empiric review of antibiotic prescriptions
	40,233

	Advice and guidance
	112,648

	Providing a robust medicines reconciliation service to patients
	241,389

	Living Beyond Cancer
	201,158

	Implementation of Treatment Escalation Plans
	181,041

	Achieving 62 day cancer target (GP referred)
	100,579

	Total
	1,460,402



Care Quality Commission Inspection and action delivery

Weston Area Health NHS Trust (WAHT) is required to register with the Care Quality Commission (CQC) and its current registration status is ‘registered without conditions or restrictions’. The Care Quality Commission has not taken enforcement action against WAHT during 2017-2018. WAHT has not participated in any special reviews or investigations by the CQC during the reporting period 2017/2018. 
During February and March 2017 the Trust received a comprehensive inspection to review Medical Care including Care of the Elderly, Surgery, Critical care and Urgent and Emergency care. No other services were reviewed on this occasion.
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At the time of the inspection the CQC highlighted concerns in the Emergency Department, in relation to medical staffing. This presented an “inadequate” rating and the Trust was given a warning notice in relation to Section 29a in relation to the “safety and responsiveness” domain. 

The Trust responded to the warning notice and took rapid action to address the concerns raised, the CQC report was published in June 2017 and identified improvements within the safety domain across Medicine, Surgery and Critical Care however noted concerns within the Emergency Department in relation to medical staffing and in response to the report this led to the temporary overnight closure of the Emergency Department in July 2017. 

An improvement programme was established across the Trust to address the 24 ‘must do actions’ and 47 ‘should do actions’. The Trust has responded well to this improvement programme demonstrating improvements.

An unannounced CQC inspection to the Emergency Department took place in December 2017 reporting improvement in Emergency and Urgent Care, a further 5 ‘must do actions’ and 1 ‘should do action’ were added to the original improvement plan and at this time the CQC did not remove the section 29a warning notice.
Robust management of a CQC action plan is reviewed within monthly senior management team meetings, monthly Directorate Governance meetings and at the Board Quality and Safety Committee.
Hospital Episode Statistics and Secondary Users service

Weston Area Health NHS Trust submitted records during 2017/2018 to the Secondary Uses service for inclusion in the Hospital Episode Statistics which are included in the latest published data. 

Keeping details of the care provided across the NHS is important for patients and the organisation.  Hospital Episode Statistics (HES) is a store of data containing 125 million patient records each year from all NHS hospitals in England. This data is collected during a patient's time at hospital and allows hospitals to be paid for the care they deliver. HES data is also used to support the NHS and its partners in planning, commissioning, management, research, audit, public health, and operating the Payment by Results system (a reimbursement mechanism for acute care payments).
	
The data below is provided by the Health and Social Care Information Centre and shows the quality of records submitted by Weston Area Health Trust. This shows that Weston has improved the data 

submitted and continues to exceed the National Average. WAHT was not subject to the Payment by Results clinical coding audit during the reporting period 2017/2018 by the Audit Commission.

The table below includes the percentage of records in the published data:

	Weston Area Health NHS Trust
	Weston
2016/17
	2017/18 (Apr – Jan)

	
	
	Weston
	National average

	% of records including the patient’s valid NHS number:

	
	
	

	Admitted patient care
	99.9%
	99.9%
	99.4%

	Outpatient care
	100.0%
	100%
	99.5%

	Accident and emergency care
	99.7%
	99.8%
	97.3%

	
% of records including the patient’s valid General Medical Practice Code:
	
	
	

	
Admitted patient care
	
100.0%
	100%
	99.9%

	Outpatient care
	100.0%
	100%
	99.8%

	Accident and emergency care
	100.0%
	100%
	99.3%




Information Governance Toolkit score 

Information Governance is the term used to describe all the legal rules, guidance and best practice that apply to the handling of information.  Good information governance keeps the information we hold about our patients and staff safe and secure. The Information Governance Toolkit is the way we demonstrate that we comply with the information governance standards set by the Department of Health.  

Weston Area Health NHS Trust Information Governance Assessment Report overall score for 2017/18 was 71%, with a level 2 or above across all requirements and was graded green. 

Action we have taken to improve data quality 

Weston Area Health NHS Trust has taken the following actions to improve data quality:

· We continue to monitor our data quality. The Trust has a Data Quality Policy and an Information Improvement Team. This policy, along with a wide range of others relevant to data quality, is regularly reviewed by the Trust’s Health Informatics Committee which also monitors the work of the Information Improvement Team and Health Informatics in general. 
· We have set up new initiatives, including the establishment of a Data Quality Group with our commissioners which will steer the data quality improvement plan.  This is attended by the Information Improvement Manager, finance, Information, and data warehousing. 
· The Board regularly discuss a very wide range of data regarding quality and patient safety, operational performance, human resources and finance. This helps to improve data quality and presentation through robust discussion, questioning and analysis by Executive Directors, non-executive directors, patients’ representatives and members of the general public.  


The Trust has also set up a Classification Group to ensure all appropriate activity is recorded and complies with national guidance.

In order to achieve further transparency the Trust continues to benchmark its date against HES via CHKS statistics (an independent provider of healthcare intelligence and quality improvement services.).  

‘State of the art’ protection

With the increase in Cyber Security incidents across the world, the trust’s capital programme has invested a significant financial sum in order to reduce the risk of cyber-attacks and to ensure patient and employee data is protected.

The Trust has an annual cycle of penetration testing in order to identify any weaknesses to the network, but further investment has been made to enhance the back-up and recovery of data as well as heightened cyber-attack detection and neutralisation.  

There has also been a significant amount of activity regarding upgrading and enhancing some of the trust’s clinical systems.  This will give the trust greater functionality but also a platform to develop more clinical and administration benefit in future.

Learning from patient deaths

During 2017/2018 649 of WAHT patients died. This comprised the following number of deaths which occurred in each quarter of that reporting period:

	Reporting period Quarter 
	Number of patients died

	Quarter 1
	166

	Quarter 2
	116

	Quarter 3
	192

	Quarter 4
	175

	Total
	649



Following the nationally mandated National Quality Board implementation of the Learning From Deaths Framework, the trust collected and published robust data for Quarter 3 and Quarter 4 which WAHT has subjected to a case record review or an investigation to determine what problems (if any) there were in the care provided to the patient, including a quarterly breakdown of the annual figure.

By March 2018 167 structured judgement reviews were undertaken with 46 case record reviews and 1 investigation have been carried out in relation to 367of deaths included above 

In 1 case a death was subjected to both a case record review and an investigation. 












The number of deaths in each quarter for which a case record review or an investigation was carried out was 1:

	Reporting period Quarter 
	Number of patients died
	Structured judgement review
	Mandated review
	Review and investigation

	Quarter 1
	166
	
	
	

	Quarter 2
	116
	
	
	

	Quarter 3
	192
	76
	11
	0

	Quarter 4
	175
	91
	35
	1

	Total
	649
	167
	46
	1




1 representing 0.15% of the patient deaths during the reporting period are judged to be more likely than not to have been due to problems in the care provided to the patient.

In relation to each quarter, this consisted of:

	Reporting period Quarter 
	Number of patients died
	% of deaths per quarter
	problems in the care
	% of deaths judged

	Quarter 1
	166
	25.5
	
	

	Quarter 2
	116
	17.9
	
	

	Quarter 3
	192
	29.6
	0
	

	Quarter 4
	175
	27
	1
	0.15%

	Total
	649
	
	
	



Serious incident reporting or concerns raised by family about standards of care prompt a Serious Incidents(SI) case review other deaths are subject to a case record screening (led by Chief Registrar using Royal College of Physicians and West of England Academic Health Science Network methodology) cases of concern are then further discussed with departmental teams. A description of actions which Weston Area Health NHS Trust has taken in the reporting period 2017/2018, and proposes to take following in 2018/2019 are evidenced within the previous section of reviewing of quality priorities 2017/2018. As a consequence of what has been learnt during the reporting period 2017/2018 an assessment of the impact of the actions which were taken during the reporting period, this has been identified within 2018/2019 quality priority four – learning from deaths and improving end of life care.


Patient Activity


[image: ]

‘Elective’ Inpatients are patients who come into the hospital for planned operations, procedures and treatment. ‘Emergency’ patients are admitted without an appointment and generally need urgent treatment.

The population the hospital cares for has a higher than average proportion of people who are elderly and frail, which means patients often are treated for more than one condition and, on occasions, their discharge is dependent on suitable care being available for them at home or in the community.

The average length of stay refers to the average number of days that patients spend in hospital. It is measured by dividing the total number of days stayed by all inpatients during a month by the number of admissions or discharges. Day cases are excluded. A lower length of stay demonstrates efficient, proactive planning of the whole process of care, as well as active discharge planning.  
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The graph above shows all of the hospital activity between 2010/11 and 2017/18.  The following graphs describe the performance against plan for those seven years.  (‘Plan’ is the level of activity each year expected by the hospital in agreement with the Clinical Commissioning Group).
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Outpatient Clinics

The Trust provides a wide range of specialist clinics, some of which are supported by visiting consultants from University Hospitals Bristol.  These services reduce the need for local residents to travel long distances for specialist opinion and support. The Trust has observed a reduction of referrals and first outpatient attendances in orthopaedics and urology. 

Mandated quality indicators

	Mandatory Indicator 
	WAHT 
2017/2018
	National Average
	WAHT
2016/17
	Comments

	Venous Thromboembolism risk assessment
	79.28%
	95%
	79.93%
	The Trust considers that this data is as described as there is a focus on VTE risk assessment performance due to challenges in relation to meeting the national standard of 95%. Significant improvements have been made and sustained during 2017/18, overseen internally through the Quality & Safety Committee and externally through the CCG Quality Sub Group. The related Contract Performance Notice was lifted during the 2017/18 year following conclusion of the related Remedial Action plan. 

	Clostridium Difficle rate per 100,000 bed days (patients aged 2 or over)
	4.39
	13.84
	10.35
	The Trust considers that this data is as described for the following reasons: rate is as described in the official HCAI Data Tool provided by Public Health England and is validated closely on a case by case basis by the Trust’s Infection Control Team. The Trust has seen an improved position within the last year and the quality of its services by continuing to focus on improvement actions to continue to reduce C. Difficile infection. 

	Rate of patient Safety Incidents reported per 1,000 bed days
	46.64%
	
	
	The Trust considers that this data is as described as it is supplied by the National Reporting and Learning System (NRLS) and is consistent with internal data reviewed on a monthly basis during the year and reported to the Board. The Trust will act to improve this rate, and so the quality of its services by continuing to review incident data at Harm Free Group, Clinical Effectiveness Group and Quality and Safety Committee to encourage open and transparent reporting and to identify improvements to practice and learning.

	Percentage of patient safety incidents resulting in severe harm or death 
	0.08%
	
	0.4%
	The Trust considers that this data is as described as it is supplied by the National Reporting and Learning System (NRLS) and is consistent with internal data reviewed on a monthly basis during the year and reported to the Board. The Trust will act to improve this rate, and so the quality of its services by continuing to review incident data to encourage open and transparent reporting and to identify improvements to practice and learning.

	Responsiveness to inpatients’ personal needs
	44.7%
	38.3%
	46%
	The Trust considers that this data is as described as it is obtained directly from the Picker National survey. The Trust intends to take the following actions to improve this percentage and so the quality of its services by continuing to collect feedback from patients, carers and relatives through a variety of different sources utilising the Patient Council and Patient Experience Review Group.

	Percentage of staff who would recommend the provider
	55%
	71%
	55%
	The Trust considers that this data is as described as it is directly extracted from National Survey data and the trend variation from previous year is consistent to inform ongoing improvement actions. The Trust will act to improve this percentage, and so the quality of its services by revitalising the approach taken to staff feedback to target improvement actions rapidly in order to address themes. 

	Summary Hospital-level Mortality Indicator (SHMI) value and banding
	April 16-March 17

1.05
	July 16-June 17

1.03
	Oct 16-Sept 17

1.03
	The Trust considers that this data is as described as it is obtained directly from CHKS and analysed through Clinical Effectiveness Group and Quality and Safety Committee. The Trust intends to take the following actions to improve this percentage and so the quality of its services by continuing with this approach and following the Learning from Deaths Framework and has more robust processes in place for monitoring mortality.


	Percentage of patient deaths with specialty code of ‘palliative medicine’ or diagnosis code of ‘palliative care’
	April 16-March 17

3%
	July 16-June 17

2%
	Oct 16-Sept 17

1%
	The Trust considers that this data is as described as it is obtained directly from CHKS and analysed through Clinical Effectiveness Group and Quality and Safety Committee. The Trust intends to take the following actions to improve this percentage and so the quality of its services by continuing with this approach and following the Learning from Deaths Framework and has more robust processes in place for monitoring mortality.

	Patient Reported Outcome Measures
	The Trust considers that this data is as described as it is obtained directly from
National PROMs information site. The Trust will act to improve this percentage, and so the quality of its services by analysing the outcome scores and continuing to focus on participation rates for the preoperative questionnaires. Please see below section in relation to specific data related to PROMS.

	Emergency readmissions within 28 days of discharge: age 0-15 
	2.91%
	England 10%
	The Trust considers that this data is as described as it is obtained directly from the national Information Centre site. Nationally comparative data is not available. The Trust intends to take the following actions to improve this percentage and so the quality of its services by monthly review within clinical directorates of its own monitoring data within the Performance Assurance Framework. This will identify adverse trends and agree actions to reduce unplanned readmissions.

	Emergency readmissions within 28 days of discharge: age 16 or over 
	8.11%
	England 11.4%
	The Trust considers that this data is as described as it is obtained directly from the national Information Centre site. Nationally comparative data is not available. The Trust intends to take the following actions to improve this percentage and so the quality of its services by monthly review within clinical directorates of its own monitoring data within the Performance Assurance Framework. This will identify adverse trends and agree actions to reduce unplanned readmissions.



Patient Reported Outcome Measures (PROMs) 

The Trust has participated in the Patient Reported Outcome Measures (PROMs) programme since April 2009 for hernias, knee and hip replacements only as the service for varicose veins is not provided at WAHT.  The programme involves patients completing a pre-operative questionnaire and then a questionnaire either 3 or 6 months after the operation (dependent on type of operation).  

The Trust is responsible for identifying relevant patients, offering them a pre-operative questionnaire and returning completed questionnaires to the national coordinating centre.  The Trust posts the initial questionnaire to patients before they attend pre-operative assessment.  This allows any queries to be discussed in person at that appointment.  The questions are based on quality of life measures.  

The national coordinating centre data return includes all surveys returned to it – even when patients turn out to not be eligible – hence the percentage participation rate sometimes exceeds 100%. Also the centre takes a long time to process the results – therefore the data is only available a year in arrears.

PROMS Participation Rate:

	WAHT Participation Rate April 15 to March 16	NHS Participation Rate April 15 to March 16	WAHT Participation Rate April 16 to March 17	NHS Participation Rate April 16 to March 17
Hernia	39.50%	59.50%	21%*	80.9%
Hip	75.50%	85.90%	60%*	85.9%
Knee	100%	93.70%	106%*	94.6%

*Figures are not confirmed

PROMS Performance:
	WAHT Health Gain Average April 15 to March 16	NHS Health Gain Average April 15 to March 16	WAHT Health Gain Average April 16 to March 17	NHS Health Gain Average April 16 to March 17
Hernia	Not measurable**	0.084	Not measurable**	0.086
Hip	0.405	0.427	0.395	0.437
Knee	0.318	0.313	0.334	0.324

**”Not measurable” means numbers of patients who responded were so low that the analysis was withheld by NHS Digital for confidentiality reasons.


The performance data shows that the trust performance is similar to the national average for hip and knee. 

The hernia performance is suppressed by the national database on the grounds of patient confidentiality i.e. the number of patients participating is so small that the results may enable individual patients to be identified.

Hospital readmission
The data made available to the trust by NHS Digital with regard to the percentage of patients aged 
(i) 0 to 15; and
(ii) 16 or over,

who have been readmitted to a hospital which forms part of the trust within 28 days of being discharged from a hospital which forms part of the trust during the reporting period. The readmissions within 28 days for 17/18 are below:

	Age Range
	Site Numerator
	Site Denominator
	Apr 17 - Mar 18

	16+ years
	2278
	28098
	8.11%

	0-15 years
	26
	895
	2.91%









Reducing harm from infection

Clostridium Difficile infections 

The table shows the rate of Clostridium difficile (C.Difficile) infections there have been at the Trust per 100,000 bed days. (Children under 2 are not included)

	
	2016/17
	2017/18

	

	Weston
	Weston
	National average

	Rate per 100,000 bed days of cases of C. difficile infection
	10.35
	            4.39
	13.84



We are pleased to report that we have further reduced our low rate of C. difficile infections during 2017/18. This equates to four reportable cases which have all been assessed against national guidance.  We have been able to clearly demonstrate that there have been no cases of cross transmission between patients on our wards. There were also no lapses in care identified that led to the patient developing an infection of C. difficile; for example, inappropriate antibiotic prescribing.

This continued success is due to a variety of strategies which have been implemented and embedded over the last 3 years.

At Weston, a high proportion of patients admitted to this hospital are over 65 years in age and up to a third of them are receiving antibiotic treatment at any one time. These are significant risk factors for C. difficile acquisition.

The strategies that have contributed to this success include:

1. Continued updating of our antibiotic guidance and the use of mobile technology in the form of a Smart phone App to enable our Doctors to access these guidelines at the point of care.
1. Full time antimicrobial pharmacist in post.
1. Daily auditing of antibiotic prescribing by a designated pharmacist and the Consultant Microbiologist with prompt feedback to prescribers and their teams. 
1. Update of the Diarrhoea Assessment Tool to assist clinical staff with the prompt isolation of symptomatic patients and in determining when specimens should be sent.
1. Installing macerators to the ward sluice areas to improve the timely disposal of waste products. This has removed the risk of non-disposable products not being cleaned effectively.

The Trust will continue to support the work across the local health community and meets quarterly with the Commissioners to discuss and improve antimicrobial prescribing and to review learning from incidents across the health care economy.

MRSA (Meticillin Resistant Staphylococcus Aureus) bloodstream infections

All MRSA bloodstream infections are reported nationally and are assigned as being related to the Trust, or not related to the Trust (acquired in the community or other settings) following a post infection review. 
Two cases were reported during 2017/18 against the Trust’s zero trajectory. The Trust had not had a case of MRSA bloodstream infection for over 900 days prior to this.  Both cases were fully investigated and involved patients post orthopaedic surgery. Learning has been identified with improving MRSA screening, labelling of MRSA screens and checking of results. Ward registered nurses are now able to prescribe treatment to reduce MRSA on the patient’s skin in a timely manner. MRSA screening will be extended from May 2018 to include screening the groin as well as the nose to identify more MRSA carriage.



MSSA (Meticillin Sensitive staphylococcus aureus) bloodstream infections

The same reporting and investigation for MSSA bloodstream infections is carried out as for MRSA infections.  
The Trust has achieved a 50% reduction against the number of cases of MSSA reported in 2016/17; reporting three cases this financial year.  Post infection reviews for each case were completed. A traumatic urinary catheterisation led to one of the cases; the patient was known to have MSSA in their urine. Learning was identified in relation to catheterisation practice and subsequent management. The source for the other two cases was unable to be confirmed. Evidence of good practice was noted in relation to care of intravenous devices. 
 The use of cannulation and blood culture collection packs is now embedded in practice and has contributed to these reductions.


Hand Hygiene Audit
Monthly internal audits continue to be undertaken by Infection Prevention and Control Link Practitioners. Hand hygiene is audited in all clinical areas and departments using the Infection Prevention Society’s Quality Improvement Tools.  This encompasses the World Health Organisation’s ‘5 moments of hand hygiene’ to determine compliance and identify specific areas for improvement.  ‘Bare below the Elbow’ compliance is continually monitored in the clinical areas and any concerns addressed at the time of the audit.  
External validation hand hygiene audits are completed quarterly in four clinical areas. The areas chosen for these audits are not just those with a low compliance percentage but those areas that consistently report 100%. Results from these audits are often lower than the ward reported audits. Areas for improvement are fed back to the respective teams.



Escherichia coli bloodstream infections

There has been a new focus this year on the reduction of Escherichia coli (E. coli) bloodstream infections. E. coli infections represent 65% of Gram-negative infections. The UK Government is targeting a 50% reduction in healthcare associated Gram-negative bloodstream infections by 2020. 

Part of the Quality Premium for 2017/18 has been a requirement to achieve a 10% reduction (or greater) in all E. coli bloodstream infections. This is being led at Commissioner level with input from provider organisations.
The Trust reported 132 cases of E. coli bloodstream infection in 2016/17 and has reported 105 cases this financial year indicating a 20% reduction. 

Over 85% of these infections are present when the patient is admitted to hospital. The cases that develop in hospital (healthcare associated) are fully investigated and any learning identified is fed back to both the medical and nursing teams. 

Mortality Outcomes – SHMI

The Trust reviews a large number of indicators on a regular basis to ensure that patients receive safe and effective care when receiving treatment in the hospital.  

A key indicator is the Summary Hospital-level Mortality Indicator (SHMI) which is published on a quarterly basis from NHS Digital.  SHMI compares the actual number of deaths following time in hospital with the expected number of deaths.  The expected number of deaths is estimated using the characteristics of the patients treated; age, sex, method of admission, current and underlying medical condition(s).  It covers patients admitted to hospitals in England who died either while is hospital or within 30 days of being discharged.

What did we do?

The most recent SHMI data published during 2017/18 pertains to the period of October 2016 to September 2017 and is within the “as expected” category for the trust.  This represents a stabilisation and improvement over three successive quarters:

Weston Area Health NHS Trust	April 16 to March 17	July 16 to June 17	Oct 16 to Sept 17
SHMI value	1.05	1.03	1.03
National Upper Limit	1.13	1.13	1.13
National Lower Limit	0.88	0.88	0.89
Banding	As expected	As expected	As expected



Next steps

The current SHMI ratio for the Trust is 1.03 which has returned to within the normal distribution range of all acute trusts for the third reporting period. The Clinical Effectiveness Group will continue to monitor all the mortality data on a monthly basis.




Venous Thromboembolism (VTE)
	
It is a national requirement that 95% of patients admitted to hospital should be assessed on their risk of developing a venous thromboembolism (blood clot) within 24 hours of admission.

What did we do?

The VTE risk assessment collection process became more robust during 2017/18 and the Trust’s compliance with the required standard for VTE assessment has continued to improve.   The Trust achieved the required 95% target during Quarter 4. We continue to focus on specific areas of rapid patient turnover to ensure we consistently achieve the required 95% target.

What difference did it make?
The information below shows the percentage of patients who were admitted to hospital and who were risk assessed for venous thromboembolism during the reporting period.



What will we do next?
Now that the data collection process is more robust, efforts are being concentrated on understanding the common themes in patient records where we are unable to demonstrate completion of a risk assessment and also looking at those ward areas where completion figures is low. Quality improvement continues to be driven by front line nursing and medical teams with VTE being one of the Quality Improvement projects being completed.




Friends and Family Test – Patients

The Friends and Family Test is a single question survey which asks patients whether they would recommend the NHS service they have received to friends and family who need similar treatment or care. As well as the standard six-point response for wards we have included additional questions to generate a richer data base to inform learning and change. The Trust introduced this survey tool in January 2013 for all acute wards and the Accident and Emergency (A&E) Department. In October 2013 the survey was extended to include Maternity services. Each Directorate and ward receives a breakdown of the outcome of their survey results to allow them to take relevant action. In October 2014 the survey was extended to outpatients.

The Trust Friends and Family response rate and recommendation score is compared with the average scores for NHS acute services across England. 

The results for 'Would Recommend' have been calculated using the formula:

Recommend (%) =                                                      (Extremely Likely + Likely)  
                                                                                       All responses x 100 

The responses are divided into four categories; inpatients outpatients, maternity and A&E attendees. Our maternity, outpatients and results and A&E recommendation score has compared favourably with the national average. 

The tables below give further detail.

	
	
	 
	Apr-17
	May-17
	Jun-17
	Jul-17
	Aug-17
	Sep-17
	Oct-17
	Nov-17
	Dec-17
	Jan-18
	Feb-18
	Mar-18

	 
	In-Patient
	Trust
	94%
	94%
	97%
	95%
	95%
	97%
	94%
	96%
	95%
	97%
	98%
	96%

	Would
Recommend
	
	England
	96%
	96%
	96%
	96%
	87%
	87%
	96%
	96%
	96%
	96%
	96%
	96%

	
	A&E
	Trust
	88%
	92%
	93%
	95%
	87%
	82%
	79%
	79%
	90%
	100%
	95%
	88%

	 
	
	England
	87%
	87%
	88%
	86%
	87%
	87%
	87%
	87%
	85%
	86%
	85%
	84%

	
	Out patient
	Trust
	93%
	89%
	92%
	95%
	96%
	95%
	99%
	97%
	98%
	95%
	96%
	98%

	
	
	England
	94%
	94%
	94%
	94%
	94%
	94%
	94%
	94%
	94%
	94%
	94%
	94%

	
	Maternity
	Trust  1
	100%
	96%
	100%
	96%
	100%
	100%
	89%
	100%
	100%
	100%
	86%
	100%

	
	
	England
	97%
	96%
	96%
	96%
	96%
	97%
	96%
	*
	97%
	97%
	97%
	97%

	
	
	Trust 2
	100%
	100%
	100%
	100%
	100%
	89%
	100%
	100%
	100%
	100%
	100%
	100%

	
	
	England
	96%
	97%
	97%
	96%
	96%
	96%
	96%
	*
	97%
	97%
	97%
	97%

	
	
	Trust 3
	100%
	100%
	100%
	100%
	100%
	63%
	100%
	100%
	100%
	100%
	100%
	100%

	
	
	England
	95%
	95%
	95%
	94%
	94%
	94%
	94%
	*
	95%
	95%
	95%
	95%

	
	
	Trust  4
	100%
	100%
	98%
	100%
	100%
	92%
	100%
	97%
	100%
	100%
	100%
	100%

	
	
	England
	98%
	98%
	98%
	98%
	98%
	98%
	98%
	*
	98%
	98%
	98
	98%

	
	
	 
	
	
	
	
	
	
	
	
	
	
	
	

	Response Rate
	In-Patient
	Trust
	40.4%
	41.9%
	41.4%
	44.2%
	33.4%
	35.7%
	31.5%
	35.5%
	31%
	26.7%
	37.5%
	43.7%

	
	
	England
	25.9%
	26.3%
	26%
	26.2%
	13.9%
	12.6%
	25.5%
	25%
	22.1%
	23.3 %
	24.5%
	23.2%

	
	A&E
	Trust
	4.9%
	5.2%
	4.5%
	3.5%
	5.2%
	4.4%
	2.9%
	3.8%
	1.6%
	1.1%
	1.5%
	5%

	
	
	England
	12.5%
	12.5%
	13%
	12.8%
	13.6%
	12.5%
	12.7%
	12.9%
	11.6%
	12.2 %
	13.4%
	12.8%

	
	Maternity (Births)
	Trust
	66.7%
	73.7%
	21.4%
	81.3%
	50%
	38.1%
	47.4%
	100%
	100%
	100%
	100%
	100%

	
	
	England
	23.9%
	23.9%
	24%
	23.6%
	22.7%
	22.4%
	23.3%
	*
	19.2%
	22.5%
	23.4%
	21.3%


Friends and Family Test –Staff  

The staff friends and family test (SFFT) is an organisational temperature check to see how staff are feeling.  It takes place every quarter except for quarter 3 when the staff attitude test is undertaken.

Staff are asked to answer two questions and have the opportunity to provide more detailed comments.  

The 2 questions we ask are:

"How likely are you to recommend this organisation to friends and family if they needed care or treatment"

"How likely are you to recommend this organisation to friends and family as a place to work"

	Staff Friends and Family Test Results 2017/18

	
	Quarter 1
	Quarter 2
	Quarter 4

	
	Question 2
	Question 1
	Question 2
	Question 1
	Question 2

	Recommended
	59%
	62%
	44%
	61%
	53%

	Not Recommended
	29%
	15%
	35%
	15%
	31%

	Neither/Don't know
	12%
	23%
	21%
	24%
	16%

	Total
	100%
	
	100%
	100%
	100%



[image: ][image: ]The following graphs show the proportion of staff that would recommend or not recommend the Trust to a friend or family member for care/ treatment or as a place to work in 2017/18.
Part 3: Other Information

Patient Safety	

Falls	

Falls have been identified from incident reporting and safety thermometer data as key areas for improvement, and feature as the Trust focus for the year. A history of falls in the past year is the single most important risk factor for further falls while in hospital. By undertaking an assessment of all people within six hours of admission we are able to determine the level of care required to minimise the risk of falling during the hospital period. Reports of falls range from people who nearly experience a fall to those who have come to harm and have required further and unexpected hospital treatment as a consequence. With an increasing number of frail and elderly patients particularly in WAHT geographic area the potential for falls is high.

Our position in the rate of falls in 2017/2018 has decreased and has not met our planned 20% reduction for adult inpatient falls. There has been an increase of 9.93% and a 22% increase with harm, a full thematic review is being conducted in order for the Trust to gain more understanding of causes in order that improvement work can be completed. 
In 2017 – 2018 on average the Trust saw;
•          1.33 falls per day
•          9.4 falls per week
•          40.5 falls per month

In year falls have increased by 44 = 9.93% and falls with harm by 2 = 22%
Improvement plans using Quality Improvement methodology, led by the Associate Director of Nursing and Matron for Surgery, is in place and is regularly monitored by the Trust’s Harm Free Care Group.
The NHS Safety Thermometer provides a 'temperature check' on harm that can be used and this is monitored alongside our ‘perfect ward’ audit app to measure local progress in providing a care environment that is free of harm for patients, along with robust internal monitoring of Datix incidents. An annual thematic review of harm will be undertaken by the lead matron for falls.

During the last year the Trust has been piloting a dementia/delirium pathway on selected wards to identify and support those most at risk of falling, early mobilisation from surgery especially for patients admitted with a fractured neck of femur and the development of a new enhanced care supervision team who can be deployed to wards to offer physical help or assist with putting care plans in place. 

Below is a table which shows our falls with harm in 2017/2018










[image: ]Total Inpatient Falls and Falls with Harm Requiring Serious Incident Requiring Investigation (SIRI)

 












Pressure Ulcers

The National Institute for Health and Care Excellence (NICE) recommends that services should be commissioned from and coordinated across all relevant agencies encompassing the whole pressure injury care pathway. A person-centered, integrated approach to providing services is fundamental to delivering high quality care to people with pressure injuries and to prevent the development of pressure injuries in people at risk. 
In 2016/17 we reported 35 grade 3 and 4 pressure ulcers acquired in hospital (a serious incident), whereas in 2017/18 we reported 17 grade 3 and 4 pressure ulcers (which included pressure ulcers that deteriorated from grade 2). This is a 50% reduction.
WAHT has over the last year heavily focused on reducing their grade 3 and 4 hospital acquired pressure ulcers, with the continuation of the education plan for staff in relation to pressure ulcers and a review of the pressure ulcer steering group has resulted in a more focused approach. This still remains a priority for the organisation in 2018/2019 and the focus will be grade 2 and maintaining and improving on reducing grade 3 and 4, at the end of March 2018 we recorded 54 days since the last grade 3 pressure ulcer was reported.



Pressure ulcers per grade 
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There is commitment from the Trust at all levels to achieve this improvement programme to deliver the required reduction. The Trust is committed to sustaining a continued reduction for all avoidable pressure injuries which occur within our care, and involves a continued collaborative strategy across Bristol, North Somerset and South Gloucestershire (BNSSG) to enable a system-wide impact.
Preventing deterioration:

Care of the deteriorating patient and escalation of unwell patients

Unrecognised deterioration is where a patient’s health becomes worse and this is not picked up and acted on quickly. This year we continued to work on improving the recognition, escalation and management of deteriorating patients. Sepsis, as the most common cause of deterioration, blood clots in the lungs, sudden onset of confusion, and acute kidney injury (AKI) were brought into the wider deteriorating patients programme. To monitor a patient’s risk of deterioration we use a National Early Warning Score (NEWS). This means that all inpatients within the hospital have their physiological observations (respiratory rate, levels of oxygen, pulse, blood pressure, level of consciousness and temperature) measured and recorded in accordance with the Hospital Deteriorating Patient and Escalation Policy. 

Cardiac arrests in hospital are rarely a sudden event, so we have tried to reduce our cardiac arrests by focusing on NEWS scoring and escalation of unwell patients.

What did we do?

Over the last year we have focused on:
•	Setting up two Quality Improvement (QI) projects for the deteriorating patient and one for escalation of the deteriorating patient. The aim is to improve Safety Huddles, National Early Warning Scores, (NEWS) escalation and the use of Situation, Background, Assessment, and Recommendation (SBAR). 
•	Continuing to improve NEWS scoring and vital signs recording, and we recognise this as the most effective tool for identifying at-risk and deteriorating patients.
•	Improving the measurement and use of SBAR as a tool to improve timely and effective escalation and response.
•	Increasing the education around deteriorating patient, monitoring of patients deteriorating and escalation to the appropriate medical teams. The table below shows how many staff have been trained on a month by month basis in the last six months. 

	Month
	Number of Staff Trained Per Month Deteriorating Patient and Escalation 

	September 2017
	8

	October 2017
	25

	November 2017
	63

	December 2017
	78

	January 2018
	101

	February 2018
	91

	March 2018 
	46

	Overall
	412 (Plus additional 317 trained through resus and trust induction) = 729



What difference did it make?

· We have seen that NEWS scores are being recorded accurately. However, we have learnt that we need to achieve 100% of NEWS scores being accurately recorded.
· We have seen an increase in the percentage of observations being recorded in the emergency department when a patient is admitted as an emergency.
· We have increased our staffs’ confidence in caring for a deteriorating patient by using simulation scenarios and holding deteriorating and sepsis study days.
· We have seen an increase in appropriate medical plans being put in place for patients who have become unwell, thus helping us keep those patients safe.
· Continued improvement in the reduction of true cardiac arrests
· Increased training of the deteriorating patient through practical assessment, simulation and focused debriefing for all foundation doctors and nursing staff.
· We have seen an increase in nursing staff attending ALERT courses



What will we do next?

What we plan to achieve for 2018/19

•	Explore further opportunities to increase training in clinical areas.
•	Shared learning throughout the organisation.
•	To build on and continue gathering data using new audits.
•	To introduce NEWS2 to the organisation. NEWS2 is the next phase of NEWS and the forms have been updated to include a new section to score oxygen saturation in patients with respiratory failure to ensure the most appropriate prescription of supplemental oxygen if required. It also recognises the importance of the onset of new confusion as a sign of deterioration; therefore AVPU will be changing to ACVPU. Further to this, in those with a known or suspected infection, there is a strong emphasis on the use of NEWS2 to help identify sepsis.
•	The Trust aims to implement an initiative known as e-observations which is proven to reduce further deterioration and cardiac arrests.

Sepsis 

Sepsis is the body’s overwhelming and life-threatening response to infection that can lead to tissue damage, organ failure and death. In other words, it is your body’s overwhelming response to infection. Infections which can give rise to sepsis are common, and include lung infections, urine infections, and infections in wounds or the joints. It is paramount that sepsis is recognised early and treated promptly (within one hour of diagnosis) using the sepsis six, which is six simple interventions that is the most effective lifesaving treatment used in medicine. 

Sepsis affects 250,000 people a year in the United Kingdom (UK). The UK Sepsis Trust (2017) highlighted that sepsis kills more than 44,000 per year. To put this into context, sepsis now claims more lives than breast, bowel and prostate cancer combined and is the second biggest cause of death in the UK after cardiovascular disease. Failure of healthcare staff to detect or act on the patients who have the signs and symptoms of sepsis can lead to delays in treatment that lead to further patient harm. We know that for each hour that goes by where sepsis is not treated mortality rates increase by 8% per hour.	

What did we do?

•	The Trust employed a Lead Nurse for Deteriorating Patient and Sepsis to focus on sepsis improvement and education work within the organisation.
•	Provided sepsis education to over 450 members of clinical staff in 17 weeks. Education consisted of early Sepsis recognition, treatment, escalation and care of the septic patient.

	Month
	Number of clinical staff Trained Per Month Sepsis 

	September 2017
	19

	October 2017
	44

	November 2017
	80

	December 2017
	95

	January 2018
	101

	February 2018
	91

	March 2018 
	48

	Overall
	478




•	Promoted sepsis awareness within the hospital and within the local community.
•	Registered nurses and Allied Health Professionals have been trained to identify sepsis and who they should escalate concerns to. 
•	All clinical and non-clinical staff joining the trust is trained in Sepsis awareness and promotion at trust induction. 
•	A strong emphasis on sepsis care throughout the organisation where we have created a learning culture and sharing of safety lessons to learn from past harms and look at what we can do to improve using quality improvement methodology.
•	Sepsis champion role has been introduced, where Registered Nurses and Nursing Assistants deliver further sepsis training to their teams and discuss good practice.
•	A new Sepsis screening tool was developed and launched in the emergency department criteria to use and is derived from the National Institute of Clinical Excellence (NICE) guidelines. This helps us ensure patients are being screened for sepsis and treated quickly.
•	A new maternal and post-partum sepsis screening tool has been developed. 

•	Undertook process mapping our neutropenic sepsis pathway and redesigned these introducing neutropenic sepsis alert cards.
•	A sepsis quality improvement project has been set up. 
•	Working in collaboration with our coding teams. 
•	Since September 2017 we now have a multidisciplinary approach to the sepsis CQUIN and so the Emergency Department Consultant, Pharmacist, Lead Nurse – Deteriorating patient and sepsis and the Quality Improvement team are involved in the CQUIN audit.

What difference did it make?

· Improved our care delivery to patient with sepsis. 
· The Trust has achieved better results of identification and treatment of sepsis for all our inpatients, achieving an average of 100%. We achieved 88% for quarter 4 and this was following our sample size being small. 
· The Trust has increased compliance with our sepsis screening tool from 17% to 95% in six months (See chart below). 
[image: ]

· Our timely identification of sepsis in the emergency department averages at 85%. 
· Our results in reviewing our patients receiving intravenous antibiotics between 24 and 72 hour. We have achieved over 90% each month within the last two quarters.
· A Patient Group Directive has been developed for our emergency department for increasing those available to deliver intravenous antibiotics
· There has been a reduction of sepsis related incidents.
· Our sepsis crude mortality has decreased











Average Sepsis CQUIN for each quarter for ED 2017/18
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Average Sepsis CQUIN for each quarter inpatients 2017/18
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What will we do next?

•	Achieve and maintain over 90% for Intravenous antibiotics administration to patients who have red flag sepsis in the emergency department.
•	Aim to ensure: that all our patients are screened for sepsis on admission or when there are signs of deterioration whilst an inpatient and receive the sepsis six within one hour of red flag sepsis.
•	Aim to reduce our Intensive care admissions caused by sepsis.
•	Aim to have trained 1000 members of staff in sepsis by July 2018 through the implementation of a sepsis e-learning tool.
•	Aim to improve the way we document sepsis care and treatment decisions in our patient notes.
•	Aim to improve the way we communicate sepsis to our patients and their relatives ensuring an open and honest relationship between staff and families.
•	Aim to set up a Somerset and North Somerset sepsis support group working with the UK Sepsis Trust to achieve this.


Medicines Management
Medicines management is the process by which the Trust reduces the risk of harm to our patients from the medicines that we give and supply. It involves the purchase, receipt, supply, prescribing, administration and disposal of medicines and makes sure that all staff who handle medicines do so legally and safely.
What did we do?
All incidents and near misses involving medicines are reviewed each month by the Trust Medication Safety Officer. Lessons learned and actions to prevent recurrence are fed back to ward sisters, junior doctors and directorate governance teams each month. Safety posters are regularly featured around the Trust.    

Wards share learning from projects they have undertaken with the Medication Safety Officer so that actions that help to reduce omitted or delayed administration of medicines are spread across the Trust.

All prescribers now have access to Summary Care Records which gives them the information they need to accurately prescribe a patient’s regular medicines when they arrive in hospital. 

What difference did it make?

The number of reported medicines related incidents has fallen by 26% within 2017/2018 from 2016/2017. The overall number of incidents that caused harm to a patient has reduced but the proportion of all incidents that have caused harm has increased from 11 to 15%

	Year
	Number of medication incidents
	Number causing low harm
	Number causing moderate harm
	Number causing severe harm
	Number resulting in death

	16/17
	596
	65
	2
	0
	0

	17/18
	439
	60
	4
	0
	0



The number of reports of omitted or delayed administration of medicines declined from189 last year to 119 this year. This is still the most commonly reported medication incident so work will continue next year.
The number of differences found by the pharmacy team when checking medicines prescribed on admission has remained the same at an average of 1.5 for each patient who has had their medicines checked. 

What will we do next?

•	Include within 2018/2019 quality priorities following feedback from Clinical Effectiveness Group

· Continue to feed back to all staff who handle medicines the lessons learned from incidents that occur in the Trust. Look at different ways of feeding back to staff to make sure that messages stay fresh and relevant.

•	Raise awareness around the Trust of those high risk medicines that are most likely to cause harm to patients and the safety procedures that are in place to reduce risk when they are used.

•	Make sure the learning from the medicines related never event is put into practice on all wards in the Trust.

•	Make an e-learning training package available for all clinical staff to improve their understanding of the effect of delayed or omitted medicines. 

•	Work with prescribers to improve the accuracy of prescribing of medicines on admission and increase the follow up of issues identified.

Managing patient safety incidents and duty of candour

The Trust is committed to minimising the risk of harm to patients in the course of their treatment and care. However incidents do occur and we aim to adopt a proactive approach to prevent incidents and learn lessons to improve patient safety. When things go wrong in care, it is vital incidents are recorded to ensure learning can take place. By learning, we mean people working out what has gone wrong and why it has gone wrong, so that effective and sustainable actions are then taken locally to reduce the risk of similar incidents occurring again. The timely and appropriate dissemination of learning following a serious incident is core to achieving lessons are embedded in practice. An open and learning culture operates within the Trust and all patient safety incidents are reported to the National Reporting and Learning System (NRLS) and the Care Quality Commission (CQC). The Trust adheres to the principles of Being Open and Duty of Candour as defined by National Health Service England (NHSE). The Duty of Candour ensures incidents resulting in harm of moderate levels or worse are investigated and a structured process followed to ensure the patient, patients’ families or other involved persons are informed throughout the investigation and provided with explanations of the investigation findings.

Total Reported Patient Safety Incidents 2017/2018




Actual impact of patient safety incidents 2017/2018



Over view of Serious Incidents and Never Events for 2016/17 and 2017/18
	 
	2016
	2017
	Total

	Anaesthetic-Theatres
	0
	1
	↑

	Appointment and Clinics
	1
	0
	↓

	Communication Issues
	1
	0
	↓

	Delay in Care
	56
	12
	↓

	Discharge
	1
	0
	↓

	Equipment
	1
	0
	↓

	Infection Control
	1
	1
	↔

	Maternity
	2
	0
	↓

	Medication
	1
	4
	↑

	Pathology - Specimen
	1
	1
	↔

	Patient Action
	1
	0
	↓

	Patient Fall
	9
	11
	↑

	Pressure Ulcer
	41
	18
	↓

	Security
	2
	1
	↓

	Skin Trauma
	0
	1
	↑

	Treatment
	6
	2
	↓



Never Events

There has been one Never Event which was reported in November 2017, this was categorised as 

• Oral/enteral medication or feed/flush administered by any parenteral route 

This was thoroughly investigated and learning was identified and shared across the Trust.

What did we do?

· There has been Root cause analysis training that was provided to 15 staff within the Trust in July 2017.
· We have worked in partnership with the CCG’s to close a number of outstanding investigations.

What will we do next?

Learning across the Trust needs to be embedded further. Changes and improvements in process, policy, systems and procedures relating to patient safety will be reviewed in 2018/19.

Key learning points that will be shared more widely fall into the following areas:

•	Understanding and identification of solutions to address incident root causes that may be relevant to other teams, services and provider organisations.
•	Identification of good practice that reduced the potential impact of the incident, and how they were developed and supported.
•	Systems and processes that allow early detection or intervention that will reduce the potential impact of the incident.
•	Lessons from conducting the investigation that may improve the management of investigations in future.

Seven Day Service

The Seven Day Hospital Services ambition is for patients to be able to access hospital services which meet four priority standards every day of the week.  The four standards are:

•	Standard 2 – Time to first consultant review
•	Standard 5 – Access to diagnostic tests
•	Standard 6 – Access to consultant-directed interventions
•	Standard 8 – Ongoing review by consultant twice daily if high dependency patients, daily for others

And will ensure patients:

•	Don’t wait longer than 14 hours to initial consultant review
•	Get access to diagnostic tests with a 24-hour turnaround time – for urgent requests, this reduces to 12 hours and for critical patients, one hour
•	Get access to specialist, consultant-directed interventions
•	With high-dependency care needs receive twice-daily specialist consultant review, and those patients admitted to hospital in an emergency will experience daily consultant-directed ward rounds.

What did we do?

During September 2017, the trust participated in the Seven Day Hospital Service Survey by looking at patients admitted as an emergency for one week to assess compliance with two standards:

•	Time to First Consultant Review
•	Patient informed of diagnosis, management plan and prognosis within 48 hours.

What difference did it make?

The information below shows the results of the trust’s Seven Day Service Survey from September 2018:

Table 1: Time from admission to 1st consultant review:

	
	Weekday
	Weekend
	Total

	Proportion of patients reviewed by a consultant within 14 hours of admission at hospital
	51%
	52%
	51%





Table 2: Time from admission to patient aware of diagnosis, management plan and prognosis:

	
	Weekday
	Weekend
	Total

	Proportion of patients made aware within 48 hours of admission to hospital
	19%
	14%
	18%



What will we do next?

The trust is planning for the next survey which is due to take place in April 2018, where all four standards will be measured.  Staff awareness of accurate and clear documentation within the patients’ medical notes is part of an improvement plan to increase our compliance with the standards.

Patient and Staff Experience

Improving Patient Experience 

We aim to provide the highest quality services ensuring the patient experience whilst using the Trust services is the best that can be offered. From reviewing the survey results in full with staff, patient representatives and members of Healthwatch we are focusing on aspects that are important to patients and those that had higher problem scores. The agreed areas for improvement are being developed with staff and patients.

Involvement of Patients and the Public and Involving our Board in staff and patient experience

The voice of the patient and our staff is highly values at Weston Area Health NHS Trust. Every second month patients/carers and staff share a story at the Public Trust Board meeting, this is also shared with staff through various forums.

The patient council representative attends the Trust Board in order to share the patient experience agenda and they are also active within different committees such as Quality and Safety, Nursing and Midwifery, Patient Experience Review Group, Infection Control committee and Clinical Effectiveness Group. They are also active in a number of audit projects. Ongoing recruitment to the Patient Council is essential to  continue to  maintain the  value of their contribution.

Supporting our Workforce - Staff Survey Questions
[bookmark: _Toc355089312]
National staff survey 2017

Overall there has been a very disappointing set of staff survey results for 2017.

Staff recommendation of the organisation as a place to work or receive treatment

The scores for Q21a, Q21c and Q21d of the survey feed into Key Finding 1: Staff recommendation of the organisation as a place to work or receive treatment.  Table 1 below illustrates how a deterioration in two of these questions which has slightly decreased the overall score for Key Finding 1.  Possible scores range from 1 to 5 with 1 being the minimum score and 5 the maximum.



Table 1:  Scores in Key Finding 1

	
	Question
	2016

	2017
	Average for acute trusts

	Q21a
	Care of patients / service users is my organisation’s top priority
	70%
	65%
	76%

	Q21c
	I would recommend my organisation as a place to work
	52%
	46%
	61%

	Q21d
	If a friend or relative needed treatment, I would be happy with the standard of care provided by this organisation
	58%
	55%
	71%

	KF1
	Staff recommendation of the organisation as a place to work or receive treatment
	3.58
	3.46
	3.75




Overall Staff Engagement

The overall indicator of staff engagement is calculated by using the questions that make up Key Findings 1, 4 and 7.  

Table 2 below illustrates that the overall staff engagement score has declined slightly from the 2016 survey results, from 3.73 to 3.67. The average score for acute Trusts in 2017 is 3.79 compared to 3.81 in 2016 


Table 2:  Scores in Overall Staff Engagement

	
	Key Finding
	2016
	2017
	Change since 2016 survey
(benchmark change)
	Ranking against all acute trusts


	KF1
	Staff recommendation of the trust as a place to work or receive treatment
	3.58
	3.46
	
Decrease
 
	Worst 20%

	KF4
	Staff motivation at work
	3.88
	3.85
	No change

	Worst 20%

	KF7
	Percentage of staff able to contribute towards improvements at work
	71%
	67%
	No change

	Below Average

	
	Overall staff engagement score
	3.73
	3.67
	Decline
	Worst 20%










Top and Bottom ranking scores in 2017

Tables 3 and 4 below identify the areas where the Trust has scored most and least favorably. 

In the highest ranking scores table below (Table 4), key finding 27 and 29 remain one of the highest scores for a second year running. 

Table 3:  Key Findings with the Top Ranking scores

	
	Key Finding
	Score 2016

	Score 2017

	Average for acute trusts


	
KF 27

	Percentage of staff / colleagues reporting most recent experience of harassment, bullying or abuse
	48%
	49%
	45%

	KF29
	Percentage of staff reporting errors, near misses or incidents witnessed in the last month
	91%
	91%
	90%

	KF13
	Quality of non-mandatory learning or development.
	4.05
	4.07
	4.05

	KF16*

	Percentage of staff working extra hours
	72%
	72%
	72%

	KF9
	Effective Team working
	3.70
	3.71
	3.72


	*The lower the score the better

In the bottom ranking scores table below (Table 5), key findings 3, 25 and 28 remain as two of the worst scores for a second year running.   

Table 4:  Key Findings with the Bottom Ranking scores

	
	Key Finding
	Score 2016

	Score 2017

	Average for acute trusts


	
KF28*
	Percentage of staff witnessing potentially harmful errors, near misses or incidents in last month
	42%
	42%
	31%

	KF3
	Percentage of staff agreeing that their role makes a difference to patients / service users
	88%
	86%
	90%

	KF6
	Percentage of patients agreeing their role makes a difference to patients/service users
	25%
	20%
	33%

	KF25*
	Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months
	34%
	36%
	28%

	KF5
	Recognition and value of staff by managers and the organisation.
	3.31
	3.28
	3.45


		*The lower the score the better
In order to try and triangulate the results in the entire survey the Director of Human Resources has reviewed the worst performing ‘themes’ and notes the following priorities for improvement;
Errors and incidents
Staff in the Trust often report that they witness potentially harmful errors, near misses or incidents (KF28)
Staff have medium confidence that the issue reported will be dealt with fairly or effectively (KF30)-  and have a medium confidence in the security of reporting unsafe clinical practice (KF31).

Health and wellbeing
· Staff continue to report that they have felt work related stress in the last 12 months (KF17)
· Staff continue to feel pressure to come to work (KF18)- and don’t feel that the Trust or their manager takes interest in or action to support their health and wellbeing (KF19)

Managers
· The level of recognition and value felt by staff by manager and the organisation remains unchanged (KF5)
· Staff have responded that communication between them and senior management has remained the same (KF6)
· Staff report that they don’t feel support from their immediate manager (KF10)

Patient care & experience
· Staff have reported no change in their staff satisfaction (KF2) and the difference their role makes to patients / service (KF3)

Violence, harassment & bullying
· Staff have reported continuing experience of physical violence from non – staff in the last 12 months (KF22)- and from staff (KF23)
· Staff who experience violence will report it (KF24)
· Staff continue to experience harassment, bullying or abuse from non-staff (KF25) - and less from staff (KF26)
· Staff who experience harassment, bullying or abuse from staff will report it (KF27)

Further analysis of the results relating to the different staff groups will be undertaken, together with a review of the 2016 NHS Staff Survey Action Plan.

The Trust will review the actions that were completed in response to the 2016 staff survey as they appear to have had little or no impact as many of the key findings have deteriorated.

Supporting Apprenticeships

The Trust recognises the important contribution that apprentices can make to the workforce.  Working with Weston College, we have continued to recruit a number of apprentices into administrative roles and are pleased that a high proportion are appointed to permanent positions at the end of their training. We also employ apprentice Laboratory technicians and in addition we have recruited apprentices into Nursing Assistant roles and hope this will form the foundation of a learning pathway for the non-registered nursing workforce that will utilise the on-going developments in vocational training and ultimately aims to grow an internal route into professional registration.

The Apprenticeship Levy and the development of higher level standards including degree level apprenticeships, will continue to have an impact on the way in which we train our workforce of the future.  


Continuing Professional Development

Competent staff with regular access to training, who work well in teams, and are supported by effective leaders deliver safer, more effective care. Developing the skills of our workforce is vital in ensuring that our staff remain up-to-date with best practice.  During 2017 we have been able to support staff in attending conferences in their specialist areas and investing in access to a large number of externally provided clinical and non-clinical learning programmes including leadership and management development courses.

We were also pleased to have been able to take advantage of 28 funded places on CPD modules run by the University of the West of England and commissioned by Health Education England South West.  Courses included Critical Care in Practice, End of Life Care, Physical Assessment and Clinical Reasoning and Principles of Emergency Care amongst others.

Freedom to Speak up Guardian

A Freedom to Speak Up (F2SU) Guardian is a senior member of staff based in NHS trusts. Their role is to work with trust leaders to create effective local processes to enable staff to raise concerns about patient safety and advice and support staff who seek to do so.

In his review of care concerns at Mid Staffordshire Foundation Trust, Robert Frances QC found that staff are reluctant to raise concerns due to;
· The potential impact on their own career
· The fear of being labelled a trouble maker
· Loyalty to colleagues – who may be implicated
· A lack of confidence that raising a concern will make a difference

Frances noted that the impact on those who have raised concerns has been considerable, specifically;
· Serious impact on mental health
· Reduced career chances

The Trust Board Secretary was appointed as the Freedom to Speak Up Guardian in September 2016 and has met monthly with the Chief Executive Officer and regularly with the Non-Executive Lead for the role – as well as regularly reporting to the Board. 
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The Freedom to Speak Up Guardian agrees with the member of staff raising a concern the best way forward and supports them to the point of resolution. The concern themes are collated and discussed by People and Organisational Development Committee and the Board.

Managing Complaints 

Learning from PALS and complaints 

The Trust has a well-established Patient Advice and Liaison Service (PALS) and a complaints-management system, supported and facilitated by a Senior Manager. Both services are used to ensure that patients and people using Trust services are supported in navigating the system and finding resolution to questions, concerns and complaints.  The information from these questions, concerns and complaints is routinely analysed and used to inform service development and reported to the Trust Board through formal monthly reports. 

The Senior Manager for complaints and PALS actively engages in supporting the development of staff to ensure they are able to respond appropriately and sensitively to complaints, whilst handling sensitive situations and data. Staff training in complaints resolution is available a part of the Trusts annual corporate training programme and remains high on the training agenda for the Trust. 

The Trust received a total of 235 formal complaints which represents a decrease on the last year’s total of 251 for 2016/2017. 

The Trust looks for trends in complaints to see if there are any recurring or growing issues that may need special attention. The main subjects of complaint are around medical treatment and communication. The proportion of complaints linked to medical treatment has risen significantly. The most significant increase however is the number of complaints linked to staff attitude.  To improve the standards of care the Trust has delivered a number of initiatives related to each theme: 

Medical treatment from doctors
· Establishment of Clinical effectiveness Group which oversees the quality of clinical care, mortality, quality improvement and audit. The group also receives Governance reports from the Directorates.
· Appointment of a number of key staff; an Associate Medical Director in April 2017, Chief Registrar in August 2017 and an Emergency Department Consultant clinical lead.
· Review of the terms of reference for the Emergency Directorate Clinical Cabinet. 

Staff attitude
· The Trust has committed to pilot “Sage and Thyme” a model for effective communication which started in 2018.
· Value based interview questions are being used in the recruitment process.
· There has been a refocus on Clinical Supervision to support nursing staff. 
· Leading with a can do attitude – delivery of transformational change projects throughout the year.
· Staff feedback on learning and change of practice following incidents/complaints has been a focus.
· A greater focus on the ‘patient story ‘ across the Trust with the aim of making the  patient experience real for staff.
· A key initiative to monitor and improve the standards of care for patients in Ward Wednesday which involves formal weekly ward working and visits by the Matrons, Director of Nursing, Deputy Director of Quality and Safety and Associate Director of Nursing and other senior nurses. The purpose is to monitor how care is delivered, specifically looking at the dignity, safety and the welfare of patients. 

A new role of Patient Safety and Quality Facilitator introduced in January 2017 has improved engagement and responsiveness to incident and complaint investigations/responses within the Directorates.
Throughout the year the themes of all complaints are reviewed. Directorates report on the learning that has been identified from the complaints resolved during the month. The Matrons and Departmental Managers ensure that any learning identified through complaints is shared across teams within the Directorates and that all improvements identified are fully implemented.  

Complainants are always invited to come into the Hospital and discuss their concerns with the relevant staff, and this helps staff to get a better understanding of how things are from a patient’s or family’s perspective as well as helping patients and families to hear the staff view.

The table below shows the main types of complaints received during 2017/18 and the changes from last year.



Main types of complaints received during 2017/18:

	
	2015/16
	
	2016/17
	2017/18

	Complaints about staff attitude - %
	6%
	
	6%
	12%

	Complaints about medical treatment - %
	23%
	
	24.7%
	37.9%

	Complaints about nursing care - %
	10%
	
	12.9%
	8.7%

	Complaints about communication - %
	23%
	
	31.5%
	17.9%



Parliamentary and Health Service Ombudsman

The Parliamentary Ombudsman can investigate complaints when individuals feel they have been treated unfairly or have received poor service from government departments and other public organisations and the NHS in England. The Ombudsman can decide not to investigate, to agree with how the original complaint was dealt with, or to uphold a complaint and insist that the public organisation puts things right.
During 2017/18 three complaints were accepted by the Ombudsman for investigation. The Ombudsman is still considering their decision on all of these cases. 

Complaints Satisfaction

All complaints closed for over a month are sent a satisfaction survey. The results are received back to and reported by the Complaints Manager. 

116 (up to 31.12 17) people were sent a survey between 1st April 2016 and 31st March 2017 and 43% returned a completed survey. 
The complaints team take all feedback seriously. The figures below show a decrease in satisfaction from the complainant compared to the previous year. However, a larger response may have produced varying results.

1. When asked if they understood that they could be supported when raising a complaint, 52% of complainants agreed
2. 60% of complainants felt listened to and understood
3. When asked if they could communicate their concerns the way they wanted 76% of people agreed
4. When asked if they felt their complaint made a difference 46% of complainants agreed
5. 60% of complainants felt their complaint had been handled fairly.

Responsiveness to Personal Needs – National Patient Survey Results in 2017/18 

The annual adult inpatient survey is carried out in all Trusts (www.cqc.org.uk). 83 out of the 156 Trusts use a company called Picker to manage this – and at the time of writing only the results from Picker Trusts are available. The survey is based on a sample of consecutively discharged inpatients who attended Weston in the summer of 2017. 1182 questionnaires were sent to patients.  The Trust received 528 completed responses giving a response rate of 44.7%, slightly lower than the previous year of 46%.
	WAHT
	2016
	2017

	
	Weston
	National
	Weston
	National

	Survey response rate
	46%
	45%
	44.7%
	38.3%



This data compares us with the 83 Picker Trusts.

When benchmarked against the other 83 other Trusts, our Trust was significantly better than average on four questions, significantly worse than average on 20 questions and showed no significant differences on 38 questions.

Whilst the survey has highlighted positive aspects of patient experience, one of the responses worsened significantly; this was discharge and did not feel involved in decisions about discharge from hospital.

Others included:
1. Hospital: room or ward was very/fairly clean – unchanged at 98%.
1. Planned admission: specialist given all necessary information 96%
1. Hospital: always enough to drink 95%
1. Hospital: no shared sleeping with opposite sex 95%
1. Care: always enough privacy when being examined or treated increased to 93% 

Most patients are highly appreciative of the care they receive. There is however also room for improving the patient experience.

Pleasingly the report indicates improved responses regarding;
· The experience of discharge from hospital in particular delayed by 1 hour or more
· Shared sleeping with opposite sex 
· Choice of food offered
· Privacy when being examined or treated in A&E Department

Areas of concern and ongoing improvement include;
1. Discharge; being told the side-effects of medications
1. Discharge; not fully told of the danger signals to look for
1. Overall; did not receive any information explaining how to complain
1. Nurses; did not always know which nurse was in charge
1. Knowing which nurse was in charge of care
1. Discharge; did not feel involved in decisions about discharge from hospital
1. Discharge; did not definitely know what would happen next with care after leaving hospital
1. Discharge; not given notice about when discharge would be
1. Discharge; did not always get enough support from health or social care professionals

Detailed analysis of the 2017 survey results and our response will be published on www.waht.nhs.uk.  A detailed action plan will be developed from this feedback and will be made available on the Trust’s website.

Perfect Ward

Perfect Ward is the smartphone application app used for healthcare staff inspections and it provides assurance for ward leaders to monitor the quality of care that is being delivered and the app allows hospital to save ‘admin’ time and give more time to patients. It also enables access to real time information. 

What did we do?

The Perfect Ward app was implemented in 2016 at Weston Area Health NHS Trust. There are selected questions relating to the standards of care, defined by the Care Quality Commission (CQC) which helps our staff and patients ensure that their areas are meeting the CQC five domains which are:
•	Are they safe?
•	Are they effective?
•	Are they caring?
•	Are they responsive to people’s needs?
•	Are services well led?

Over the last year we have made significant improvements to the questions we ask, also ensuring that we capture how our staff feel and what we could be doing better. This helps teams and services provide sufficient assurance to demonstrate we are doing all we can to improve and share learning and safety lessons. 

We work closely with ‘Perfect Ward’ and have explored many inspection processes and have found several issues that undermine the effectiveness of the inspection process, these have been explored and alterations made.

What difference did it make?

· It has enabled us to receive real time results and feedback on quality of care being delivered
· Improved the quality of the inspection audits, working and collaborating with teams, senior nurses and the patient experience manager;
· We have developed a Standard Operating Procedure so that teams know what the Trusts expectations are. 
· Many areas have been able to utilise their audit results ensuring their effectiveness and efficiency is shared amongst the teams so that improvements can be made. 
· We have developed a network for ongoing learning and development.
· We are currently interviewing our staff to find out about their existing processes, understand their issues and frustrations with their current process and obtain examples of their inspections that they were happy to share with other areas to help bring teams together. Matrons and Associate Directors of Nursing are also able to have an overview of their areas.

What will we do next?

· We still have a long way to go to ensure that the Perfect Ward is utilised and sustained by Ward Sisters and Matrons. However, so far the Perfect Ward has significantly improved our staff understanding of what a good inspection process is and they have been able to take away clear guidance to improve their own process.
· We aim to have 100% compliance with the Perfect Ward app on a monthly basis.
· Ensure that the audits are reviewed and presented at monthly Directorate Governance meetings, Ward Wednesday and Harm Free Care.
· Embed the feedback from the audits to demonstrate improvements in the quality of care.

Improve Cancer Patient Experience (access & working with patients/carers)

Cancer services within the Trust are made up of many different areas and require the input of a range of teams and services to support day to day delivery. There are many pathways inclusive of the service, with associated performance indicators such as the 62 day GP referral pathway.

The Trust, along with neighboring Acute Trusts (University Hospitals Bristol NHS Foundation Trust and North Bristol Trust) aspires to provide the best possible service to the patients that are referred into the service. 

The Trust has seen overall stable, positive performance against a vast majority of the performance/pathway measures and recognises the need to continue to develop and work towards increased compliance with the 62 day pathway.

We aim to provide a comprehensive holistic service meeting the physical, psychological and spiritual needs of all cancer patients and their loved ones.

What did we do?
We have made some significant changes as to how we monitor, measure and deliver some of our services during this time and have initiated new processes to support a seamless pathway for our patients. Some of this is remains an area of focus for the coming year and thinking about cancer services specifically, the Urological and Colorectal cancer pathway as well as continuing work to deliver the National Optimal Lung pathway.

We have successfully accessed funding to support the Living Well with and Beyond Cancer initiative. This will provide resources to deliver health and wellbeing events specifically focusing on life style, managing symptoms and empowering patients to be more involved in their access to services as required.

What difference did it make?

We have seen a positive response within the organisation to the work undertaken and continue to work closely with external organisations such as NHS Elect to support delivery of the items identified. 

There has also been progress in moving forward service re-design and development projects that will assist in supporting patient pathways in line and equally, support the Trust position of the 62 day pathways. Through project work initiated, there have also been positive steps forward in greater collaborative working, both in terms of main cancer pathways, but also the wider work streams with our partners.

What will we do next?

Through this work, we continue and anticipate seeing improvement against our 62 day pathway and performance. This will also be achieving through working with our partner organisations and across the system to deliver.

There will also be progress against delivering further service developments within site specific pathways and further roll out of the Living with Well and Beyond Cancer project in line with local, regional and national guidance/collaboration.

End of Life Care

End of life care is support for people who are in the last months or year of their life.

End of life care should help you to live as well as possible until you die, and to die with dignity. The people providing your care should ask you about your wishes and preferences, and take these into account as they work with you to plan your care. They should also support your family, carers’ or other people who are important to you. 

You have the right to express your wishes about where you would like to receive care and where you want to die. You can receive end of life care at home or in care homes, hospices or hospitals, depending on your needs and preference.
 
People who are approaching the end of life are entitled to high-quality care, wherever they’re being cared for.

What did we do?

Different health and social care professionals may be involved in your end of life care, depending on your needs. For example, hospital doctors and nurses, your GP, community nurses, hospice staff and counsellors may all be involved, as well as social care staff, chaplains (of all faiths or none), physiotherapists, occupational therapists or complementary therapists.
 
If you are being cared for at home or in a care home, your GP has overall responsibility for your care. Community nurses usually visit you at home, and family and friends may be closely involved in caring for you too. 

In hospital when people are dying we ensure that their symptoms are well controlled, such as pain, nausea (being sick), agitation/restlessness or noisy chest sounds. We do this by checking the patient regularly. We ask the nurses on the ward to write this down on a symptom based observation chart. If a patient has pain for example the nurse can give some pain relieving medicine to help relieve the pain.

The Doctors looking after the patient will also have a conversation with the patient if they are able to and also those people important to the patient, such as family or friends. This conversation is then written in the patient’s medical notes. This includes the patient’s wishes and how they would like to be cared for, we call this the last days of life care plan. This will also include food and drink as patient is able to manage.

When the patient is in the last days of life, we use a symbol/sign above their bed or on the side room door so that all hospital staff are aware that the patient is dying. This means that the patient who is dying is not unnecessarily disturbed, and those who are important to the patient can be given support if needed.

We send out questionnaires called the VOICES survey to bereaved relatives so that they are able to give us feedback on how well we cared for their loved one. This information is fed back to all ward staff, so that we can continue to improve.

We also provide regular teaching sessions to all staff to make sure they are all kept up to date with end of life care.
What difference did it make?

By ensuring we have a detailed end of life plan for the patient, this allows us to make sure we follow the patient’s wishes as closely as we can. For example this could be aiming to get a loved one home if that is their wish or to the local hospice to die. This ensures that all patients are treated as an individual which is really important in patients last days of life.

It also ensures that the patient and those close to them have time to express their wishes to the Doctors and Nurses caring for the patient.

By having this conversation with the patient and those important to them they are able to come to terms with the fact that they are dying, and also allow time to have important conversations and make plans if they want touch as discussing their funeral or finances.

What will we do next?

As a Trust we are involved in the National Audit for End of Life, which is due to be completed by the end of 2018. Every hospital in the country takes part in this audit. The results from this will allow us to see how we compare to other hospitals, what we do well, and areas in which we can improve. 

The palliative care team will also commence a regular monthly session for staff to drop in and ask any questions in regards to End of Life Care. This year we will also participate in Dying Matters Week and will focus this on Advanced Care Planning (this is where a person can write down their wishes or tell those close to them what they would like to happen if they were dying). 

The main area that the palliative care team will focus on in this coming year is ensuring that doctors are able to identify patients who are in the Last year of their life.

Dementia Care

People with dementia are sometimes in hospital for conditions for which if it were not for the presence of dementia, they would not need admitting. Approximately 25 percent of hospital beds are occupied by a person with dementia. Patients with dementia are more likely to be re admitted, will stay in hospital for longer, and are more likely to die in hospital than patients without dementia.

We all have an important role in helping to achieve better outcomes for patients with  dementia There is a continuing commitment to providing a dementia friendly hospital, to provide compassionate and high quality care to patients and their families.

What did we do?

We reintroduced the multidisciplinary Dementia Steering Group Monthly meeting and have attendance from the Alzheimer’s Society dementia support workers to the group’s monthly meeting

We are working with Dementia UK to introduce an ‘Admiral Nurse’ service to the Hospital to support patients with Dementia, their relatives, carers, friends and staff to improve understanding of dementia.

We have developed Dementia friends training for all groups of hospital staff to attend.

During 2017/18 we have introduced an ‘enhanced supervision team’ to support patients and staff on the inpatient wards care for patients with Dementia. This is a team of nursing assistants who have additional training in the care and interaction needs of patients with Dementia.
 
Dementia training is now mandatory and incorporated in staff inductions and will be offered within a new Safeguarding training day being introduced from April 2018 for existing staff.


What difference did it make?

The Dementia steering group provides multidisciplinary meetings to discuss the care of dementia patients in hospital and collaboration with agencies working in the community.  This provides a focus and highlights the care requirements in the acute setting, and how to support patients through a multidisciplinary approach.

The enhanced supervision team is allocated to all wards to support patients with dementia, cognitive impairment, and delirium. They engage the patients in a range of activities whilst providing supervision.     

Progress has been made in caring for inpatients with dementia since the introduction of the local dementia strategy and framework 2014-2017, these include:

•	Launch of a new Dementia Care Pathway 
•	Improved support and advice for carers 
•	Introduced guidance to support patients with challenging and agitated behaviour 
•	80% of all inpatients areas have at least one Dementia Champion 
•	Engagement with carers of people with dementia to obtain monthly feedback on their experiences of care and support given by the hospital

What will we do next?

· Review and update the local Dementia Strategy.  There will be recurrent themes from the local
Dementia Strategy and framework plan 2014-2017 that will continue in the new Dementia Strategy for 2017-2020. These include:
•	Dementia screening 
•	Dementia training 
•	Carer feedback 

The local Dementia Strategy and framework 2017-20 incorporates the next steps to reflect the on-going commitment to deliver excellent dementia care at WAHT.

Carers 
 
Weston Area Health NHS Trust recognises and values the vital role of carers in the health and well-being of people they care for.

We therefore aim to encourage the active involvement and respectful treatment of carers and are committed to ensuring that carers are supported throughout their time at WAHT.

We recognise that carers have vital knowledge on the patient’s condition, needs and wishes.


What did we do?

We introduced a weekly carers meeting on the stroke ward including carers support workers who also attended and provide feedback on experience. 

The ward sisters review the detailed feedback from friends and family. 

We have a patient experience meeting responsible for actions to address any gaps and deficiencies identified by carers.  

What difference did it make?

Feedback from the carers meeting on the stroke ward was very positive because the relatives and carers felt listened to, they saw action being taken and information giving and signposting to support organisations for additional support was also available.

The Ward sister’s action the feedback from friends and family ensuring that the ward teams are aware and learn from this feedback and that it is acted upon. 

What will we do next?

We will review the Trust’s Carer’s involvement policy and ensure it is updated to reflect the feedback we have received.

With the benefits gained, from the carers meeting on the stroke ward we plan to introduce a similar carers meeting on Kewstoke ward to improve liaison between all staff and carers, to ensure a positive and supportive patient and carer experience.

Safeguarding Children  

Safeguarding Children is concerned with ensuring that children are kept safe from harm. Where risks to children are identified, we have a statutory duty to take the necessary actions to minimise the risk. This involves working closely with families and other departments and agencies, sharing information appropriately and in a timely manner, to enable the correct support to be implemented.  

At a strategic level it is about monitoring safeguarding practices in the Trust, promoting good practice, providing staff with training, advice and support to carry out their roles effectively, engaging in multi-agency work, and implementing best practices that are identified locally and nationally.

What did we do?

The implementation of improved monitoring of Children’s Social Care referrals has been positive and work is continuing to be progressed with implementing the Neglect tool kit within our Trust. 

The Safeguarding Children’s team consists of a Safeguarding Midwife and a Named Nurse who was on maternity leave for this financial year. The position was covered part time for some of the year by 3 different people. Unfortunately this has meant that few new improvements were made, however safeguarding requirements were maintained. The Named Nurse returned part-time in January 2018, and the staffing requirements for this service are currently under review to ensure that the appropriate level of staffing is in place.
What difference did it make?

The service was maintained through cover from other members of staff and there have been some improvements in capturing data which is recognized as an ongoing development.


What will we do next?

We have a clear work plan for 2018 / 2019 which include:
•	Level 3 Children’s Safeguarding training – improving compliance and reviewing which staff should be receiving level 3 training
•	Child Protection Information Sharing – National project using the NHS Spine to check children coming through unscheduled urgent care settings to identify those known to be at risk (those on Child Protection Plans and Looked After Children)
•	Policy, procedure and protocol updates – these will include, children on adult wards, safeguarding children pathways between Emergency Department and Advanced Nurse Practitioner Service, recording adult domestic abuse in a child’s record, ED notifications for out of area children or those not registered with a GP.
•	Working with the North Somerset Safeguarding Children Board partners to contribute to the introduction and implementation of One Front Door (a multi-agency safeguarding referral unit).
•	Supervision – re-introduce peer and 1:1 supervision throughout the Trust (which has lapsed over the last year in the absence of a fulltime, substantive safeguarding children practitioner)
•	With the formal partnership working with University Hospitals Bristol there will be a lot of work required to align the 2 services and further build on existing relations between our teams.
•	Serious Case Reviews (SCR) – we are involved in 2 ongoing SCRs and will need to work closely with internal and external children’s services to provide supervision/debriefing therapeutic work and to implement the recommendations into practice.
•	CQC – preparations for the Safeguarding CQC inspection that are due.
•	Audit programme – review and renew the Safeguarding audit programme.

Safeguarding Vulnerable Adults

Safeguarding is everybody’s business…. All Trust staff are encouraged to report concerns for any element of suspected abuse (as detailed in the Care Act 2014) This clear message is promoted throughout statutory mandatory safeguarding training. Safeguarding awareness training for all staff at is currently 96%.   

The following data from North Somerset Local Authority supports that there have been 114 concerns raised by WAHT staff during the 2017/18 reporting year. For context, a total of 178 concerns were raised by WAHT staff during the entire 2016/17 reporting year.

‘Weston Area Health Trust have raised concerns about a variety of types of abuse both internal and external, including pressure ulcers, and self-neglect. The table below summarises the concerns by type or types of abuse that have been recorded for concerns. One concern raised may include different elements of abuse.

	Types of Abuse for Concerns Raised by WAHT
	Number of instances (allows for multiple reason for concern and multiple types of neglect)

	Financial and Material
	10

	Neglect - Medication Error
	7

	Neglect - Pressure Ulcer
	36

	Neglect and Acts of Omission
	39

	Other 
	3

	Physical
	19

	Psychological/Emotional & Sexual
	9

	Serious Self-Neglect
	19

	TOTAL
	142


Outcomes for Safeguarding Concerns where the Concern was raised by WAHT 

53% of concerns raised by WAHT during 2017/18, resulted in a local authority safeguarding enquiry. This indicates a high level of appropriate reporting. 

Deprivation of Liberty Safeguards

The new Supreme Court ruling on Deprivation of Liberty Safeguards (DoLS) came into force in March 2014.  The Trusts position for identification of eligible inpatients and consequent submission of applications has improved.  The data in the following graph reflects the improvement within this area of Safeguarding.   The data supports 2017/18, it should be noted that a new court ruling in 2017 ceased the requirement for DoLS on inpatients receiving intensive care and length of stay has reduced for general inpatients and for inpatients with a learning Disability and Dementia thus reducing the need for DoLS in 2017/18


Learning Disability

The Trust provides a robust Learning Disability service for both inpatients and outpatients.  The service is overseen by the Named Nurse for safeguarding adults at risk with clinical support from the Complex Needs Sister.  The service accepts referrals for people with a Learning Disability that require reasonable adjustments or pre admission best interest planning. 
The Trust recorded 100 emergency admissions (0.7% of all general emergency admissions), 14 elective admissions (0.7% of all elective admissions) and 46 day cases (0.3% of all day cases) for people with a Learning Disability in 2017/18.  The safeguarding team were actively involved and made 116 contacts with patients with a Learning Disability within this timeframe, this has reduced from 2016/17 data, however the Trust has seen a decline in people with a Learning Disability using Trust services during 2017/18.  
The Trust Learning Disability steering group was resurrected in 2017 with an exciting work plan including making a film with North Somerset People First. The North Somerset Learning Disability partnership board was disbanded by the Local Authority at the beginning of 2018.  The Trust will be represented at a new partnership working group commencing in April 2018 led by North Somerset People First.
The Trust submits quarterly commissioned standards data to the commissioner for acute learning disability care. The data is favourable and reflects the Trust delivering a safe and inclusive service.





Clinical Effectiveness 

Cancelled Operations

The Trust recognises that having to cancel operations is distressing for patients and their families at a time that is already worrying.  The national target is to cancel no more than 0.8% of operations for the year. Unfortunately, due to the significant pressures experienced nationally during the winter months there was a need to cancel elective operations during this period. However, cancellations during Winter reduced significantly from 2016/17 following changes to bed management and increase bed capacity to manage increase in emergency admission.
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Stroke

All Trusts have been set a target to ensure 80% of stroke patients spend 90% or more of their stay in a specialised stroke unit. In 2017/18 the Trust achieved 83.54% this is a decrease from 2016/2017 84.28% but is above the required standards of 80%.

MRSA (Meticillin Resistant Staphylococcus Aureus) bloodstream Infections

The Trust recorded two cases of hospital apportioned MRSA blood stream infections for 2017/18, against a target of zero. Actions identified as learning include monitoring of practice (including hand washing), enhanced screening practices, awareness of colonisation, isolation practices and care of invasive devices.

Escherichia coli bloodstream infections

Part of the Quality Premium for 2017/18 has been a requirement to achieve a 10% reduction (or greater) in all E. coli bloodstream infections. This is being led at Commissioner level with input from provider organisations.

The Trust reported 132 cases of E. coli bloodstream infection in 2016/17 and has reported 105 cases this financial year, achieving a 20% reduction. 

Performance against national priorities and access standards
Access to Clinical Services

Four Hour Emergency Access Target[image: cid:ii_jhk6204h12_16390deddc336b02]

Many patients initially come to the Emergency Department (ED) for care. The following graph demonstrates that over the past seven years, emergency department attendances have decreased by 16.38%.  Following a CQC inspection visit at the end of February 2017, Emergency and Urgent Care Services were rated Inadequate as there were not enough doctors to safely staff overnight rotas. Responsiveness (patient flow) was also rated Inadequate. On grounds of patient safety the Trust implemented a temporary overnight closure of ED from 22:00 – 08:00hrs at Weston from 4th July 2017 including ambulances and walk-in patients. 

The Trust is required to meet the standard of 95% of patients spending four hours or less from arrival to admission, transfer or discharge. The Trust did not achieve the target with a final position of 84.88%[image: cid:ii_jhk6204h12_16390deddc336b02]. 
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The 4 hour standard is a key quality indicator for hospitals and patients to ensure that patients are seen, treated and then admitted or discharged from the Emergency Department within 4 hours. 

Within the standard there are a number of timings that support how we treat patients, these are:
•	Transferring patients in the emergency department from an ambulance within 15 minutes
•	Having an initial assessment by a qualified clinician within 15 minutes of arrival
•	Having a review a by a decision making clinician within 60 minutes.

The indicator is defined within the technical definitions that accompany Everyone Counts: planning for patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-content/uploads/2014/01/ec-tech-def-1415-1819.pdf. Detailed rules and guidance for measuring ED attendances and emergency admissions can be found at: https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/03/AE-Attendances-Emergency-Definitions-v2.0-Final.pdf
The indicator is calculated as the % of patients who have a total time in ED of four hours or less from arrival to admission, transfer or discharge, compared with the total unplanned ED attendances.

We also strive to ensure that all patients have a clear treatment plan within 2 and a half hours from arrival.

We have implemented a SHINE safety document that is a quick assessment and documentation check. We audit this monthly to ensure patients are receiving appropriate and safe treatment. This is led and monitored by the Emergency Department Safety Sisters.

The Nurse in Charge and Consultant in Charge of the Emergency Department meeting regularly to ensure the department is and patients are being safely and effectively managed.

We have implemented primary care streaming from the 31st October 2017, so patients that do not need our Emergency Department can be seen by a qualified clinician so they can be treated and discharged.

We have implemented live reporting so we can ensure we take timely action to ensure patients receive the correct and timely treatment.

Table below shows 50% compliance recorded as per West of England Academic Health Science Network
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Table below shows 100% compliance recorded as per West of England Academic Health Science Network and recorded from September 2017 only.
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Our Shine audit has increased to 92% of 100% of patients screened from 24% which was seen in November 2017, the improvement from January 2018 is the benefit of the safety sisters within the Emergency Department, whose focus is regarding patient safety. 
Between 20 and 40 patients a day are being seen by our primary care service, freeing up time for our Emergency Department Doctors and Nurses to see more unwell patients.

We are supporting our Senior nurses and Doctors in the Emergency Department to ensure they have the skills required to effectively lead and manage the department.

We are reviewing our escalation standards, so they are clear concerning when to escalate and what actions will be taken.

We will open our new expected patient unit in early 2018/2019, so patients referred and accepted by our medical specialties do not have to wait in the Emergency Department for a bed.

6 week diagnostic waits

The monthly diagnostics collection collects data on waiting times and activity for 15 key diagnostic tests and procedures, the below demonstrates where we have performed against national data, during the reporting period 2017/2018 a refurbishment of our endoscopy unit had an impact on our capacity and alternative arrangements were put in place at the time. There has also been a change from National Institute for Health and Care Excellence (NICE) guidance on CT angiography pathway this has increased the time it takes to complete.  
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Table: 6 week diagnostic waits





18 Weeks Referral to Treatment Access Target[image: ]

The Percentage of incomplete pathways within 18 weeks for patients with incomplete pathways at the end of the reporting period 2017/2018 is a key quality indicator for hospitals. 
The Trust performed well against this national target which sets a maximum of 18 weeks from initial point of referral to the start of any treatment necessary for planned care. This demonstrates that the Trust continues to deliver efficient and effective pathways of care to our patients. The national target is 92%
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RTT Incomplete

The Trust has continued to retain a high level of compliance throughout the last financial year against the RTT standards, with exception being February 2018. The Trust remains committed to ensuring compliance is retained as we move into the new financial year April 2018 – March 2019 so that patients are actively monitored and progress through their pathways in a timely manner.
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The indicator is defined within the technical definitions that accompany Everyone Counts: planning for patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-content/uploads/2014/01/ec-tech-def-1415-1819.pdf. Detailed rules and guidance for measuring referral to treatment (RTT) standards can be found at http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waitingtimes/rtt-guidance/
The indicator is calculated as the % of patients on an incomplete pathway at the end of the reporting period that have been waiting no more than 18 weeks, compared with the total number of patients on an incomplete pathway at the end of the reporting period.
Cancer Patients

The 2009 Cancer Reform Strategy sets out eight national cancer performance objectives for Trusts to deliver against.  During 2017/18 the Trust met four of the national targets.
The following table sets out the eight key targets and the Trust performance against each.
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Long waiting specialties 
	
The information pertained within the graph below is representative of information collected and demonstrated within our Somerset Cancer Registry and this may vary slightly from that published nationally due to the nature of data and historic data quality issues. 
Table: Long wait specialities – compliance against 62 days performance
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Clinical Review whilst on waiting list

The Trust is committed to a zero tolerance approach to patients waiting over 52 weeks in their pathway. 

The Trust has incurred one breach against this metric during the last financial year which had been subject to the Trust’s full internal and clinical review process. Every effort is made to monitor and progress patients through their pathway and from the learning outcomes from the long wait incurred, the Trust has set an internal standard of 35 weeks to further reduce the risk of patients progressing to a 52 week position.

Clostridium difficile Infections

A Clostridium difficile Infection is a type of bacterial infection that can affect the digestive system. It more commonly affects people who are receiving health care either in the hospital or in a community residential setting.  The two most commonly quoted risk factors for this infection are age (over 65 years) and receiving antibiotic treatment.  Weston, therefore, has a large ‘risk group’ since a high proportion of patients admitted to the hospital fall into these categories.  
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Venous Thromboembolism
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It is a national requirement that 95% of patients admitted to hospital should be assessed as to their risk of developing a venous thrombosis (blood clot). Completion of a risk assessment for venous thromboembolism in eligible patients has continued to show a sustained improvement. 

Improving the discharge of patients from hospital

We discharge many patients each day to a variety of settings, and for the majority this is a positive experience. However, we continue to strive to improve the process of discharge, working closely with partners to reduce the length of time patients stay in hospital when they no longer need acute care services. We aim to ensure that all patients are able to receive the right care, in the right place, at the right time. It is really important when a person is admitted to hospital that they feel included in the planning for them to leave the hospital as soon as they are able to do so.  

Part of our work around “Improving Discharge from Hospital” is to ensure those patients and their relatives or carers are involved in discussions around their discharge from the time the people looking after them start to talk about it, so that the patient’s wishes are considered from the outset.  

Also, we try to ensure that, where possible, people are able to go back to wherever they lived before coming into hospital, even if that means we have to arrange for some support to be provided, such as carers or a therapist in the short or longer term.

Discharge to Assess (D2A) – if the evaluation is that a patient will not be safe between visits staff are able to refer for Pathway 2 or 3. These are beds that are available in the community where the patient may receive ongoing rehabilitation (P2), or if no goals are identified, will be able to transfer to a care home bed (P3) whilst their long term care needs are assessed.

Integrated Discharge Service (IDS) – During 2017/18 we improved the way we help our wards to plan for people who may require support on discharge, as well as those who are not ready to return home, or who have chosen to move into a care home (complex discharges).

The main improvement we have made is the introduction of an Integrated Discharge Service (IDS) – we built upon the Discharge Planning team we had in place (using their vast experience and expert knowledge) to develop an integrated team of people from health and social care who could work together in the best interests of our patients.  The health and social care professionals work closely with patients and carers to ensure early assessment of needs and ensure discharge plans are developed as soon as possible, to support patients to leave the hospital as soon as they are able to.

We changed the way we worked within the team to follow new processes, the main one was where we split the wards so they had a “link” into the team who was always there for support, but if they were not the best person to deal with a specific patient they could ask another member of the team to step in and manage that particular discharge.  The service has now been in place during 2017/2018 and the partnership model has progressed further with improved systems and processes implemented to develop more efficient and effective discharge pathways. There continues to be further development of the IDS to ensure key performance indicators are developed to reduce unnecessary delays in transfer of care, and to support the development of the D2A pathways across BNSSG partners.

Single Referral Form - We have produced new forms to provide the information needed for us and our external partners, such as Social Services to assist with discharges.  We have educated the wards in how to use the new forms and how the Case Managers from the IDS would work with them to support them in making sure those patients could be discharged quickly and safely, with the right support.

Discharge Lounge – we have developed the existing area on the ground floor and increased accessibility by lengthening opening hours to improve flow throughout the Trust. The role of the discharge lounge is to accommodate patients who are waiting to go home that day. This enables their ward bed to be vacated early to enable any new admissions to have prompt access to a hospital bed at a time when they are acutely ill.

What will we do next?

The fact we had more control over our processes meant that we were able to arrange for our patients to be discharged safely, as soon after being declared ready to leave hospital, as possible. There are further improvements required; we have pathways available for discharge within North Somerset that are not available in Somerset. We aim to work with our community colleagues to ensure that all of our patients have access to the same services, irrespective of where they live.

We are also working with partners to develop pathways that do not currently exist.  One such pathway is if a patient is diagnosed with a delirium – for example this is when a patient has a period of increased confusion often following a period of illness.  

Currently there is no clear pathway for those patients and they remain in hospital until the delirium has resolved and they are thought to be fit for discharge, therefore we are working with partners across Mental Health, Community Partnership and Social Services to agree a pathway to support these patients to leave hospital when they are no longer medically unwell.

Annex 1

Statements of assurance 

Statement from Healthwatch North Somerset
Healthwatch North Somerset welcomes the opportunity to provide a statement in response to the
Weston Area Health Trust Quality Account produced for the year 2017/2018.

Overall, the WAHT Quality Account provides a comprehensive reflection on quality performance during 2017/18.  We recognise the challenging climate in which the Trust has operated over the previous year including the temporary closure of A&E overnight.  
We note the six priorities for 2017-18 and the achievement or partial achievement of all priorities and the commitment to continue to with those that were not fully achieved.  
We note the priorities for 2018-19 and welcome the inclusion of Priority 6 – “Enhancing the way we use communication to influence care and service development”.  We hope that this will include actions that will improve patient experience.  
Healthwatch North Somerset provides public feedback to WAHT on an ongoing basis and there is a good range of positive feedback as well as areas which the public would seek improved experiences – the public feedback received aligns with the detail provided with this Quality Account.   
We note that overall the staff engagement scores are disappointing but note that the Trust is taking steps to resolve this through the implementation of Priorities 3 and 6. 

Eileen Jacques
Chief Officer 
[image: cid:image001.jpg@01D3E912.7E474740]     

11th May 2018












Statement from Health Overview and Scrutiny Panel – North Somerset Council
Response to Weston Area Health NHS Trust Quality Account 2017/18
QA Presented by Sarah Dodds Director of Nursing and Natasha Goswell, Deputy Director of Quality and Safety

The Panel fully recognises the significant challenges faced by WAHT in 2017/18, following on from the temporary closure of the Emergency Department, sustained periods of peak demand on services, long term recruitment difficulties and very challenging winter pressures.   

CQC have clearly been pleased with improvements made although the Section 29a warning has not yet been lifted.   The potential merger with University Hospitals Bristol Trust is considered to be an opportunity to assist with these improvements.

In that context, the Panel notes the significant changes in the management team and welcomes the encouraging evidence within the 2017/18 Quality Account of improved partnership working with neighbouring trusts and evidence of improvements in patient flow in the Emergency Department.  

Roz Willis
Chairman, Health Overview & Scrutiny Panel
North Somerset Council

Tuesday 2 May 2018

















Statement from Patient Council
The Patient Council is a group of dedicated volunteers who work as critical friends of the hospital with the aim of supporting the best care for patients.
· The council are aware of the growing population in North Somerset with a special notice of the ongoing housing development on the old Westland site. This will inevitably lead to families moving to Weston and the likelihood of a increase in needs both for maternity and child related care.
· We have been involved with the work of Healthy Weston and have been made fully aware of the financial challenges. 
· Recruitment of staff remains a concern both for specialism in emergency care and the recruitment of midwives. The council are concern that because of these factors overnight care in both A&E and Ashcombe have been temporarily closed.
· It is of concern that in North Somerset both the rates of suicide and alcohol misuse have risen.
· We look forward to the appointment of Dementia Nurse and the development of a strategy taking note of our patients.
· Many of our patients are over 70 and are frail. We welcome the delivery of a model of care to support the frail patients.
· Pressure sores are both painful and distressing to the patients so it is good to see the work that is improving the outcomes.
· Because of the media highlighted uncertainty about the future of the hospital it is understandable that the moral of staff remains low in some areas. It is hoped that the planned strategy will be clear and finalised by may
· The Trust is noting that there is still work to save possibly 3.5% of deaths and that learning from deaths is not given a sufficient priority.
· Work is active in the reducing the number of days a patient is in hospital. The staff have signed up to the PJ paralysis campaign. We are not aware of the 'ticket home's trial on Cheddar
· Communication continues to be a ongoing issue and a imbedded not a add on attitude needs to commenced.
· The patient council work with PALS and note their attitude to achieve the best outcome for distressed patients.
· Concern still exists around all medicine incidents 
· We note that due to the snow and winter pressures elective operations were temporarily cancelled but overall the Trust has improved from the previous year.
· The Trust continues to be proactive in infection control
· Deteriorating patients are now monitored under the NEWS which has led to increased staff training with improved intervention on Sepsis.
· The Trust provides holistic service for cancer patients and we are pleased they have received funding for living well and beyond cancer.
· The Trust continues to be compassionate towards its end of life patients.
· We note that whilst carers are introduced to weekly meetings on Kewstoke ward it is unclear what support or recognition carers receive elsewhere.
· Safeguarding for both children and adults needs more work on the policy  but it does appear to be recognised by staff as everyone's business
· Discharge still needs more work with its community partners
· Overall the Patient Council recognise that the Trust by listening to patient stories and collecting data are updated with current patient journeys. These stories come from a variety of patients both bad and very positive and are included in the Trust board meetings.
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Margaret Blackmore.   BEd (Hons)
Chair Patient Council
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Bristol, North Somerset, South Gloucestershire CCG Statement on Weston Area
Health Trust’s Quality Account 2017/18

This statement on Weston Area Health Trust’s (WAHT) Quality Report 2017/18 is made by NHS Bristol, North Somerset, South Gloucestershire Clinical Commissioning Group (BNSSG CCG) and on behalf of its commissioning colleague NHS Somerset CCG.

BNSSG CCG welcomes WAHT’s quality account which provides a comprehensive reflection on the quality performance during 2017/18. The data presented has been reviewed and is in line with data provided and reviewed through the monthly quality and performance contract meetings.

The BNSSG CCG noted that the CQC inspection in June 2017 identified improvement in safety across Medicine, Surgery and Critical Care however noted concerns in the Emergency Department in relation to medical staffing that led to the temporary overnight closure of the Emergency Department in July 2017. The report of the CQC unannounced inspection in December 2017 reported improvement in Emergency and Urgent Care
although further action to embed improvement within the service is required. Commissioners will continue to work with the Trust to ensure safe provision of services within the Emergency Department is achieved.

BNSSG CCG has undertaken assurance visits to the Trust to the Emergency Department, Medical Admissions Unit, Intensive Care Unit as well as an Infection Control Visit during the year. These visits not only provided assurance of the quality of care delivered, but also enabled BNSSG CCG to develop a shared understanding of the issues and challenges faced by the Trust and to facilitate close and collaborative working to improve quality.

BNSSG CCG is pleased to note that quality performance at WAHT significantly improved during the year in a number of key patient areas including reducing the number of hospital acquired pressure ulcers, achieving compliance with VTE assessments ahead of agreed trajectory, meeting the C Difficile target by reporting significantly less than the target number of cases and exceeding the 10% target decrease in E. coli bacteraemia by reporting a 20% decrease.

Unfortunately BNSSG CCG notes that there has been an increase in the number of falls and that the Trust has not met its target to reduce adult inpatient falls by 20%. The Trust has undertaken action to support patients at risk of falling; however the CCG would welcome further explanation and analysis on non-achievement of this target including a clear objective to reduce the number of falls in 2018/19.

Whilst improvements have been made during the year, the Trust has not achieved compliance with the 62 day Cancer Standard. BNSSG CCG looks forward to continuing improvement to achieve this standard.

The CCG notes that WAHT has not included any narrative regarding their progress including analysis of achievement or where CQUINS have not been met for year one of the CQUIN programme for 2017/19.

Of the 6 quality priorities identified by WAHT for 2017/18, the BNSSG CCG notes that 3 have been achieved and 3 have been partially achieved. We acknowledge the action that has been taken to learn from mortality reviews, welcoming the reduction in avoidable deaths and the improvement in the SHMI to bring the Trust into line with peer organisations. Additionally it is notable that the Trust has now achieved its objective of 25% reduction in avoidable pressure injuries.

It is disappointing that the objective to achieve stabilisation of the workforce has not been fully achieved with results from the national staff survey identifying a decline in staff recommendation of the organisation as a place to work and an increase in the number of staff experiencing bullying and harassment at work. The CCG supports the continued focus on developing the workforce to address these key areas.

The objective to ensure governance processes are aligned and standardised has not been fully achieved. Whilst improvements have been made the Trust has not been able to sustain the submission of Serious Incident Root Cause Analysis Reports within 60 days. Additionally the timeliness and standard of discharge letters to GPs has been a challenge for the Trust and an area that requires further improvement. The CCG supports the continued focus of the Trust in achieving good governance within these areas.

The national inpatient survey published in 2017 has shown a decrease in the number of respondents and a worsening in responses particularly in relation to being involved in decisions regarding discharge. It is noted that the Trust is developing a detailed action plan to address the feedback from the patient survey and that it will be made available to patients on the Trust website. The appointment of the new role of Patient Safety and Quality Facilitator is notable to improve engagement and responsiveness to incidents and complaints. The decrease in complaints from 2016/17 is noted.

The CCG is supportive of the quality priorities chosen by the Trust for 2018/19. BNSSG CCG will continue to work closely with the Trust to address areas that require further development or need including

· To support the Healthy Weston Initiative to design new models of care to improve services for patients
· Closer working across the healthcare community to share learning to support the reduction in healthcare associated infections including MRSA, C. difficile and E.coli bacteraemia
· Closer working across the healthcare community to review themes arising from 
Serious Incidents and Never Events to share learning to improve patient safety

Bristol, North Somerset, South Gloucestershire CCG acknowledges the improvement the Trust has made in 2017/18 that is demonstrated through the quality account. We note the areas that have been identified by the Trust for further improvement and we look forward to working with the Trust in 2018/19 to deliver those improvements.

Anne Morris, Director of Nursing and Quality,      Cecily Cook, Deputy Director of Nursing and Quality.
11th May 2018


Annex 2

Statement of Directors’ responsibilities in respect of the Quality Account

Weston Area Health NHS Trust, as an NHS Trust has opted to follow the NHS Improvement guidance as applicable to Foundation Trusts which states that:
The Directors are required under the Health Act 2009 and the NHS (Quality Accounts) regulations to prepare Quality Accounts for each financial year. NHS Improvement has issued guidance to NHS Foundation Trust Boards on the form and content of annual quality reports (which incorporate the above legal requirements) and on the arrangements that NHS Foundation Trust Boards should put in place to support the data quality for the preparation of the Quality Report.
In preparing the Quality Report, Directors are required to take steps to satisfy themselves that:
· The content of the Quality Report meets the requirements set out in the NHS Foundation Trust Annual Reporting Manual 2017/18 and supporting guidance;

· The content of the Quality Report is not inconsistent with internal and external sources of information including:
· Board minutes and papers for the period April 2017 to the date of this statement
· Papers relating to Quality reported to the board over the period April 2017 to the date of this statement
· Feedback from the Commissioners dated 11 May 2018
· Feedback from local Healthwatch organisations dated 11 May 2018
· Feedback from Overview and Scrutiny Committee dated 2 May 2018
· The Trust’s Complaints Report published under Regulation 18 of the Local Authority Social Services and NHS Complaints Regulations 2009, dated 14 May 2018
· The 2017 National Patient Survey dated January 2018
· The 2017 National Staff Survey dated 6 March 2018
· The Head of Internal Audit’s annual opinion over the trust’s control environment dated 22 May 2018
· Care Quality Commission Inspection Report dated 14 June 2017 and 14 February 2018

· The Quality Report presents a balanced picture of the NHS Trust’s performance over the period covered;

· The performance information reported in the Quality Report is reliable and accurate;

· There are proper internal controls over the collection and reporting of the measures of performance included in the Quality Report, and these controls are subject to review to confirm that they are working effectively in practice.

· The data underpinning the measures of performance reported in the Quality Report is robust and reliable, conforms to specified data quality standards and prescribed definitions, is subject to appropriate scrutiny and review; and

· The Quality Report has been prepared in accordance with NHS Improvement’s annual reporting manual and supporting guidance (which incorporates the Quality Accounts regulations) as well as the standards to support data quality for the preparation of the Quality Report.

The Directors confirm to the best of their knowledge and belief they have complied with the above requirements in preparing the Quality Report.
By order of the Trust Board

[image: C:\Users\fisherj\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\ICASVCVU\Grahame signature.JPG]                                    [image: ]
Grahame Paine, Chairman					James Rimmer, Chief Executive
Date:  25th May 2018						Date:  25th May 2018






















Annex 3 
Independent Auditors’ Limited Assurance Report to the Board of Directors of Weston Area Health NHS Trust on the Annual Quality Report 

We have been engaged by the Board of Directors of Weston Area Health NHS Trust to perform an independent assurance engagement in respect of Weston Area Health NHS Trust’s Quality Report for the year ended 31 March 2018 (the ‘Quality Report’) and specified performance indicators contained therein.

Scope and subject matter 
The indicators for the year ended 31 March 2018 subject to limited assurance (the “specified indicators”) marked with the symbol  [image: ] in the Quality Report, consist of the following national priority indicators as mandated by Monitor:

	Specified Indicators
	Specified indicators criteria (exact page number where criteria can be found)

	Percentage of incomplete pathways within 18 weeks for patients with incomplete pathways at the end of the reporting period.
	See pages86-87 in the Quality Report.

	Percentage of patients with a total time in A&E of four hours or less from arrival to admission, transfer or discharge.
	See page 90 in the Quality Report.



Respective responsibilities of the Directors and auditors 
The Directors are responsible for the content and the preparation of the Quality Report in accordance with the specified indicators criteria referred to on pages of the Quality Report as listed above (the "Criteria").  The Directors are also responsible for the conformity of their Criteria with the assessment criteria set out in the NHS Foundation Trust Annual Reporting Manual (“FT ARM”) and the “Detailed requirements for quality reports for foundation trusts 2017/18” issued by Monitor (operating as NHS Improvement) (“NHSI”). 

Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything has come to our attention that causes us to believe that:

· The Quality Report does not incorporate the matters required to be reported on as specified in the FT ARM and the “Detailed requirements for quality reports for foundation trusts 2017/18”;
· The Quality Report is not consistent in all material respects with the sources specified below; and
· The specified indicators have not been prepared in all material respects in accordance with the Criteria set out in the FT ARM and the “Detailed requirements for external assurance for quality reports for foundation trusts 2017/18”. 

We read the Quality Report and consider whether it addresses the content requirements of the FT ARM and the “Detailed requirements for quality reports for foundation trusts 2017/18”; and consider the implications for our report if we become aware of any material omissions. 

We read the other information contained in the Quality Report and consider whether it is materially inconsistent with the following documents:  
 
· Board minutes for the financial year, April 2017 and up to the date of signing this limited assurance report (the period); 
· Papers relating to quality report reported to the Board over the period April 2017 to the date of signing this limited assurance report; 
· Feedback from the Commissioners Bristol, North Somerset and Gloucestershire CCG dated 11 May 2018; 
· Feedback from Local Healthwatch organisations Healthwatch North Somerset dated 11 May 2018; 
· Feedback from Overview and Scrutiny Committee dated 2 May 2018;
· The Trust’s complaints report published under regulation 18 of the Local Authority Social Services and NHS Complaints Regulations 2009, dated 14 May 2018; 
· The latest national and local patient survey dated January 2018; 
· The latest national and local staff survey dated 6 March 2018; and
· Care Quality Commission inspection, dated 14 June 2017; and
· The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 22 May 2018.

We consider the implications for our report if we become aware of any apparent misstatements or material inconsistencies with those documents (collectively, the “documents”). Our responsibilities do not extend to any other information. 

Our Independence and Quality Control 
We applied the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics, which includes independence and other requirements founded on fundamental principles of integrity, objectivity, professional competence and due care, confidentiality and professional behaviour. 
We apply International Standard on Quality Control (UK) 1 and accordingly maintain a comprehensive system of quality control including documented policies and procedures regarding compliance with ethical requirements, professional standards and applicable legal and regulatory requirements.

Use and distribution of the report
This report, including the conclusion, has been prepared solely for the Board of Directors of Weston Area Health NHS Trust as a body, to assist the Board of Directors in reporting Weston Area Health NHS Trust’s quality agenda, performance and activities. We permit the disclosure of this report for the year ended 31 March 2018, to enable the Board of Directors to demonstrate they have discharged their governance responsibilities by commissioning an independent assurance report in connection with the indicators. To the fullest extent permitted by law, we do not accept or assume responsibility to anyone other than the Board of Directors as a body and Weston Area Health NHS Trust for our work or this report save where terms are expressly agreed and with our prior consent in writing. 

Assurance work performed 
We conducted this limited assurance engagement in accordance with International Standard on Assurance Engagements 3000 (Revised) ‘Assurance Engagements other than Audits or Reviews of Historical Financial Information’ issued by the International Auditing and Assurance Standards Board (‘ISAE 3000 (Revised)’). Our limited assurance procedures included: 

· reviewing the content of the Quality Report against the requirements of the FT ARM and the “Detailed requirements for quality reports for foundation trusts 2017/18”;
· reviewing the Quality Report  for consistency against the documents specified above; 
· obtaining an understanding of the design and operation of the controls in place in relation to the collation and reporting of the specified indicators, including controls over third party information (if applicable) and performing walkthroughs to confirm our understanding;
· based on our understanding, assessing the risks that the performance against the specified indicators may be materially misstated and determining the nature, timing and extent of further procedures; 
· making enquiries of relevant management, personnel and, where relevant, third parties;
· considering significant judgements made by the NHS Trust in preparation of the specified indicators; 
· performing limited testing, on a selective basis of evidence supporting the reported performance indicators, and assessing the related disclosures; and
· reading the documents.

A limited assurance engagement is less in scope than a reasonable assurance engagement. The nature, timing and extent of procedures for gathering sufficient appropriate evidence are deliberately limited relative to a reasonable assurance engagement. 



Limitations 
Non-financial performance information is subject to more inherent limitations than financial information, given the characteristics of the subject matter and the methods used for determining such information. 

The absence of a significant body of established practice on which to draw allows for the selection of different but acceptable measurement techniques which can result in materially different measurements and can impact comparability. The precision of different measurement techniques may also vary. Furthermore, the nature and methods used to determine such information, as well as the measurement criteria and the precision thereof, may change over time. It is important to read the Quality Report in the context of the assessment criteria set out in the FT ARM and “Detailed requirements for quality reports for foundation trusts 2017/18”and the Criteria referred to above. 

The nature, form and content required of Quality Reports are determined by NHSI. This may result in the omission of information relevant to other users, for example for the purpose of comparing the results of different NHS Trusts. 

In addition, the scope of our assurance work has not included governance over quality or non-mandated indicators in the Quality Report, which have been determined locally by Weston Area Health NHS Trust.

Basis for Disclaimer of Conclusion — Percentage of incomplete pathways within 18 weeks for patients on incomplete pathways at the end of the reporting period
The 18 week indicator is calculated each month based on a snapshot of incomplete pathways.  We were unable to obtain the snapshots for all 12 months to be able to perform our testing.

As the Trust has not reviewed or updated the underlying data set, we were unable to access accurate and complete data to check the waiting period from referral to treatment reported across the year.

Conclusion (including disclaimer of conclusion on the Incomplete Pathways indicator)
Because the data required to support the indicator is not available, as described in the Basis for
Disclaimer of Conclusion paragraph, we have not been able to form a conclusion on the Incomplete
Pathways indicator.

Based on the results of our procedures, nothing else has come to our attention that causes us to believe that for the year ended 31 March 2018: 
· The Quality Report does not incorporate the matters required to be reported on as specified in the FT ARM and the “Detailed requirements for quality reports for foundation trusts 2017/18”;
· The Quality Report is not consistent in all material respects with the documents specified above; and
· The Percentage of patients with a total time in A&E of four hours or less from arrival to admission, transfer or discharge indicator has not been prepared in all material respects in accordance with the Criteria set out in the FT ARM and the “Detailed requirements for external assurance for quality reports for foundation trusts 2017/18”. 


[image: ]
PricewaterhouseCoopers LLP 
Bristol 
29 June 2018
The maintenance and integrity of the Weston Area Health NHS Trust’s website is the responsibility of the directors; the work carried out by the assurance providers does not involve consideration of these matters and, accordingly, the assurance providers accept no responsibility for any changes that may have occurred to the reported performance indicators or criteria since they were initially presented on the website.

Changes Made to our Quality Account Following the statements received to us:

In response to suggestions from Price Waterhouse Coopers we have provided additional data to reflect the national guidance.
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SHMI	October2015  to September 2016	January2016  to December 2016	April 2016 to March 2017	July 2016 to June 2017	October 2016  to September 2017	1.1499999999999999	1.1100000000000001	1.06	1.03	1.03	
Bed Days Lost	June	July	August	September	October	November	December	January	February	March	557	464	344	443	538	398	344	426	318	495	

MRSA
Berrow	April	May	June	July	August	September	October	November	December	January	February	March	Harptree	April	May	June	July	August	September	October	November	December	January	February	March	MAU	April	May	June	July	August	September	October	November	December	January	February	March	Kewstoke	April	May	June	July	August	September	October	November	December	January	February	March	Uphill	April	May	June	July	August	September	October	November	December	January	February	March	Draycott	April	May	June	July	August	September	October	November	December	January	February	March	Sandford	April	May	June	July	August	September	October	November	December	January	February	March	Steepholm	April	May	June	July	August	September	October	November	December	January	February	March	Cheddar	April	May	June	July	August	September	October	November	December	January	February	March	Hutton	April	May	June	July	August	September	October	November	December	January	February	March	1	1	ITU	April	May	June	July	August	September	October	November	December	January	February	March	Waterside	April	May	June	July	August	September	October	November	December	January	February	March	Month
Number of Hospital Acquired 
Cases
MSSA
Berrow	April	May	June	July	August	September	October	November	December	January	February	March	Harptree	April	May	June	July	August	September	October	November	December	January	February	March	MAU	April	May	June	July	August	September	October	November	December	January	February	March	Kewstoke	April	May	June	July	August	September	October	November	December	January	February	March	1	Uphill	April	May	June	July	August	September	October	November	December	January	February	March	Draycott	April	May	June	July	August	September	October	November	December	January	February	March	Sandford	April	May	June	July	August	September	October	November	December	January	February	March	Steepholm	April	May	June	July	August	September	October	November	December	January	February	March	1	Cheddar	April	May	June	July	August	September	October	November	December	January	February	March	Hutton	April	May	June	July	August	September	October	November	December	January	February	March	1	ITU	April	May	June	July	August	September	October	November	December	January	February	March	Waterside	April	May	June	July	August	September	October	November	December	January	February	March	Month
Number of Hospital Acquired 
Cases
Trust Hand Hygiene Audit	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	0.97	0.97	0.97	0.96	0.97	0.98	0.98	0.98	0.98	0.96	0.97	0.97	VTE Risk Assessment Compliance
Apr-17	May-17	Jun-17	Jul-17	Aug-17	Sep-17	Oct-17	Nov 17 	Dec-17	Jan 18 -	Feb 18 -	Mar-18	50.75	45.93	47.34	80.63	78.55	81.040000000000006	93.34	93.68	94.75	95.49	94.8	95.16	Percentange %
Incidence of Falls per 1,000 bed days	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	4.0999999999999996	6.8	3.6	4.5999999999999996	4.5999999999999996	6.5	5.4	7.1	5.8	7.1	7.1	5.7	Incidence of hospital Grade 2-4 pressure ulcers per 1,000 bed days	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	2.56	0.79	2.74	2.14	1.4	0.9	1.6	1.3	1.88	2.6	1.6	1.5	% of accurate NEWS scores	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	100	100	100	95	98	100	97	100	98	99	100	97	96	% of observations completed on admission to ED Majors within 30 minutes 	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	94	93	95	95	99	97	95	98	99	97	98	99	98	% of AVPU recoreded 	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	92	95	96	92	91	89	92	99	98	100	100	100	99	% of patients with a NEWS of 5 or more with appropriate medical plan in place	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	97	100	100	100	100	98	% of patients screened for sepsis on inpatient wards who have a NEWS of 5 or more 	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	100	100	100	100	100	100	100	100	100	100	66	100	100	Target -  100%	42795	42826	42856	42887	42917	42948	42979	43009	43040	43070	43101	43132	43160	100	100	100	100	100	100	100	100	100	100	100	100	100	
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2016/17 2017/18 

Day Cases 14,267 13,270

Elective Inpatients 1,442 1,507

Emergency Inpatients 14,179 13,950

Total Admissions 15,621 15,457

Average Length of Stay 3.2 3.25

Emergency Department Attendances 53,242 47,601

Outpatients 105,036 98,145
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National Target 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

% Operations Cancelled  ≤0.8% 0.60% 1.10% 0.18% 2.21% 1.81% 6.95% 2.77%

% Cancelled Operations 

Rebooked Within 28 days 

≥95% 100% 100% 100% 99.88% 100% 95.45% 94.44%
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ED Safety Checklist Key Performance Indicator (KPI) Dashboard Please enter all KPI information in the Monthly Data Input Tabs

[Trust] All information on this Dashboard is automatically pulled from the individual monthly data input sheets.  Please do not manually enter any information on this dashboard

Month 1 Month 16 Month 17 Month 18 Month 19 Month 20 Month 21 Month 22 Month 23 Month 24 Month 25 Month 26 Month 27

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

50 50 50 50 50 50 50 50 50 50 50 50

29 22 27 30 29 29 43 43 42 40 50 50

58% 44% 54% 60% 58% 58% 86% 86% 84% 80% 100% 100%

NEWS  Red Green

Shin

Majors only 

patients 

audited

Vital Signs Measured on admission to ED 49% 80% 97% 100% 96% 100% 97% 100% 82% 88% 78% 88% 98% 98%

NEWScore Recorded on admission to ED 49% 80% 79% 100% 93% 97% 86% 90% 82% 88% 78% 88% 98% 98%

Vital Signs Measured Hourly 49% 80% 93% 100% 93% 100% 100% 100% 77% 73% 78% 57% 76% 76%

NEWScore Recorded Hourly 49% 80% 75% 95% 85% 97% 69% 93% 77% 73% 78% 57% 76% 76%

Investigations Initiated (if applicable)

IV access + care plan 49% 80% 100% 100% 100% 100% 100% 100% 85% 80% 80% 86% 98% 96%

Blood tests 49% 80% 100% 100% 100% 100% 92% 100% 90% 96% 86% 94% 100% 100%

Pain

Pain Score at Triage (within 1st Hour) 49% 80% 72% 86% 85% 97% 90% 97% 79% 86% 76% 79% 94% 98%

Analgesia administered at Triage (if appropriate) 49% 80% 63% 84% 68% 94% 81% 94% 57% 50% 51% 39% 96% 100%

Pain Score assessed Hourly 49% 80% 96% 95% 93% 100% 93% 97% 70% 79% 85% 60% 73% 76%

Analgesia administered within time limits 49% 80% 95% 94% 82% 100% 85% 87% 55% 54% 47% 45% 72% 73%

Chest Pain

ECG Recorded within 10 minutes of arrival 49% 80% 100% #N/A 100% 100% 100% 75% 100% 83% 50% 67% 84% 96%

ECG reviewed by Dr within 30 minutes of ECG 49% 80% 100% #N/A 100% 100% 100% 100% 78% 82% 60% 100% 84% 92%

Pathways

Stroke - CT within 1st Hour 49% 80% #N/A 50% #N/A #N/A #N/A #N/A #N/A 0% #N/A 100% #N/A 0%

Stroke - Pathway Completed 49% 80% #N/A 100% #N/A #N/A #N/A #N/A #N/A 0% #N/A 100% #N/A 0%

#NOF - X ray within 1 hour 49% 80% 0% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 100% 100% #N/A 33%

#NOF - Pathway Completed 49% 80% 100% #N/A #N/A #N/A 100% #N/A #N/A #N/A 100% 100% #N/A 20%

Sepsis - Pathway Completed 49% 80% 100% 100% 100% 100% 100% 100% 0% 0% 100% 71% 100% 67%

Patient Care

Next of kin aware within 2 hours of admission 49% 80% 89% 95% 96% 97% 100% 100% 81% 81% 95% 90% 98% 96%

Refreshments offered within 2 hours of admission (if not NBM) 49% 80% 85% 95% 90% 100% 74% 85% 55% 54% 64% 65% 87% 90%

Total Applicable 

Notes

Total Notes Pulled

% Compliance
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ED Safety Checklist Key Performance Indicator (KPI) Dashboard

[Trust]

Month 22 Month 23 Month 24 Month 25 Month 26 Month 27 Month 28

Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

50 50 50 50 50 50 50

15 13 12 18 26 35 35

30% 26% 24% 36% 52% 70% 92%

NEWS  Red Green

Vital Signs Measured on admission to ED 49% 80% 82% 88% 78% 88% 98% 98% 100%

NEWScore Recorded on admission to ED 49% 80% 82% 88% 78% 88% 98% 98% 100%

Vital Signs Measured Hourly 49% 80% 77% 73% 78% 57% 76% 76% 98%

NEWScore Recorded Hourly 49% 80% 77% 73% 78% 57% 76% 76% 98%

Investigations Initiated (if applicable)

IV access + care plan 49% 80% 85% 80% 80% 86% 98% 96% 100%

Blood tests 49% 80% 90% 96% 86% 94% 100% 100% 100%

Pain

Pain Score at Triage (within 1st Hour) 49% 80% 79% 86% 76% 79% 94% 98% 100%

Analgesia administered at Triage (if appropriate) 49% 80% 57% 50% 51% 39% 96% 100% 100%

Pain Score assessed Hourly 49% 80% 70% 79% 85% 60% 73% 76% 98%

Analgesia administered within time limits 49% 80% 55% 54% 47% 45% 72% 73% 94%

Chest Pain

ECG Recorded within 10 minutes of arrival 49% 80% 100% 83% 55% 67% 84% 96% 100%

ECG reviewed by Dr within 30 minutes of ECG 49% 80% 78% 82% 50% 100% 84% 92% 98%

Pathways

Stroke - CT within 1st Hour 49% 80% #N/A 0% #N/A 100% #N/A 0% #N/A

Stroke - Pathway Completed 49% 80% #N/A 0% #N/A 100% #N/A 0% #N/A

#NOF - X ray within 1 hour 49% 80% #N/A #N/A 100% 100% #N/A 33% #N/A

#NOF - Pathway Completed 49% 80% #N/A #N/A 100% 100% #N/A 20% 0%

Sepsis - Pathway Completed 49% 80% 0% 0% 100% 71% 100% 67% 89%

Patient Care

Next of kin aware within 2 hours of admission 49% 80% 81% 81% 92% 90% 98% 96% 100%

Refreshments offered within 2 hours of admission (if not NBM) 49% 80% 55% 54% 63% 67% 87% 90% 100%

Total Applicable 

Notes

Total Notes Pulled

% Compliance
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Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 17/18

Performance 99.60% 99.90% 99.42% 96.54% 95.54% 96.68% 97.43% 99.07% 98.15% 98.98% 99.28% 99.47% 98.29%

Numerator

2007 2086 2216 2484 2358 2297 2466 2343 2234 2223 2202 2258 27174

Denominator 

2015 2088 2229 2573 2468 2367 2531 2365 2276 2246 2218 2270 27646
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2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

18 Weeks Incomplete Pathway 90.12% 90.47% 92.99% 94.72% 97.20% 93.71% 92.94%
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National 

Target

2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

Breast Symptoms referred to a specialist 

who are seen within 2 weeks of referral

≥93% 97.20% 96.60% 93.50% 90.90% 88.68% 89.10% 94.56%

31 days for second or subsequent cancer 

treatment- surgery

≥94% 100.00% 98.60% 95.30% 99.30% 98.81% 99.46% 94.66%

31 days for second or subsequent cancer 

treatment- drug treatment

≥98% 100.00% 100.00% 99.10% 99.97% 99.08% 96.36% 97.82%

National screening programme who wait 

less than 62 days from referral to 

treatment

≥90% 95.80% 98.10% 86.40% 100.00% 92.05% 100.00% 76.92%

Cancer reform strategy 62 upgrade 

standard

≥90% 94.20% 93.40% 86.10% 77.96% 94.73% 93.20% 80.95%

2 week wait (urgent GP appointment to 1st 

outpatient appointment)

≥93% 96.50% 96.00% 95.30% 97.26% 96.30% 91.55% 94.14%

NHS cancer plan 31 day standard ≥96% 99.80% 100.00% 99.20% 99.65% 98.84% 100.00% 98.40%

NHS cancer plan 62 day standard ≥85% 92.30% 88.30% 81.40% 89.08% 77.50% 77.00% 70.73%
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2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

Target (No More Than) 16 12 11 17 17 17 18

Cases Recorded 20 19 17 20 10 10 4
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National Target  2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

%  Patients VTE 

Assessed

≥90% 95.00% 96.10% 78.95% 97.16% 95.34% 63.02% 82.02%
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