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Quality Report Part 1.

Statement of Quality from the Chief
Executive.

Warrington and Halton Hospitals NHS Foundation Trust is dedicated to the provision of high
quality care and clinical excellence which puts the patient at the centre of everything we do.

Our highly skilled workforce strives to produce the best outcomes for patients through reviewing
and re-designing services and through the delivery of patient focussed clinical care. We therefore
welcome this opportunity of demonstrating through our Quality Report to patients, their families,
and the wider publicthe relentless focus that the trust has on improving the quality of ourservices.

Importantly, we believe that our staff, governors, members and patients are the eyes and ears of the
organisation and through this positive engagement we ensure theirviews and observations are
capturedto guarantee that we are focussing on the things that will make the most differencein
supporting our ethos of high quality care for all.

The trust provides services tothe community across two sites. Warrington Hospital provides acute
and emergency facilities including Accident & Emergency, intensive care, maternity, medicine,
surgical services, paediatrics, outpatients and afull range of diagnosticand back up services. The
Halton campus provides arange of diagnostic, intermediate care, elective surgical, antenataland
outpatientservicesincludingaminorinjuries unitforlocal patients. The Cheshire and Merseyside
Treatment Centre at Halton General provides orthopaedicsurgery forboth sitesandincludesa
diagnostics centre with facility for magneticresonanceimaging (MRI) and computerised tomography
(CT) scanning.

During 2013/2014 we have continued to strengthen and perform well on quality, we have invested
in our staff by strengthening our clinical teams —more doctors, more nurses and more allied health
professionals. The trust has developed aframework of more devolved management through the
divisions which is supported by a range of leadership programmes. We have alsointroduced the
Bright Ideas scheme to support partnership working with staff in orderto develop ideasto enhance
quality and reduce costs.

In 2013/14 we introduced the Improving Quality: Patient Safety; Experience and Clinical
Effectiveness Strategy, which includes within its framework essential indicators which will require
consistentreview and monitoringto ensure asafe, high quality organisation. These indicators will
be monitored closely throughout 2014/15 and beyond. Quality performance informationis
reviewed and discussed within our governance structures at the following forums:

e Clinical Governance, Audit and Quality Sub-Committee
e Qualityin Care Committee (Governors)
e |nfection Control Sub-Committee



e SafetyandRisk Sub Committee
e Meetingsof the Board of Directors
e Meetings withthe commissioners of the trust’s services

The trust has a robust performance management framework and within the yearit has continued to
monitor services across the three domains of quality: patient safety, clinical effectiveness and
patientexperience. Qualityperformance informationisreviewed and discussed within our
governance structuresand reported ona monthly basistothe trust board. The trust meetsona
monthly basis with Commissionersin orderto discuss performance against quality performance
measuresincluding Commissioning for Quality and Innovation measures (CQUINs) contained within
the Contract for Healthcare Services.

Thisreportalso offers the trustan opportunity to describe arange of quality initiatives which are
central to our strategicframework of QPS - Quality, People, and Sustainability. Importantly, to
supportand provide assurance to this process we have established dynamicsystems for
continuously monitoring and improving the quality of our care and services.

This report charts progress on our quality improvement priorities established for 2013-2014, the
priorities were identified through feedback and regular engagement with staff, patients, the public,
and commissioners of NHS services, scrutiny group and othe rstakeholders. Progress onthe planned
improvementsis reported through the trust’s assurance committees, via the Council of Governors
and ultimately through to trust board.

In 2013-2014, our improvementpriorities were:

e Zerotolerance to hospital acquired MRSA bloodstream infections

e Reductioninincidentsthatresultinsevere orcatastrophicharm

e Pressure Ulcers—reduction

e Reductionin medication errors thatare related toinsulin.

e Reductionincatheterassociated UTI’s

e 62 day cancer access target

e SHMI — Mortality Rates

e Commissioner priorities —Commissioning for Quality and Innovation measures.

We are pleased toreportsignificantimprovements within the improvement priorities during 2013-
2014.

Excellent progress has been made in the manage ment of pressure ulcers and the trust has worked
hard to achieve a67% reductioninthe development of avoidable grade 3 pressure ulcersand a 33%
reductionintheincidence of all grade 2 pressure ulcers (forthis grade adistinction is not made
between unavoidable and avoidable). However, we wanttoimprove this evenfurther. The
management of pressure ulcersisanimportantaspect of care and will therefore continueasan
improvement priority for 2014-2015.



The report details the great progress made inthe reductionin medicationinsulinincidents of 10.5%,

and a 20% reductionin the actual number of catheterised patients who developed urinary infection
during 2013-2014.

The trust performed well in almost all ourimprovement priorities, with the ex ception of the number
of reported hospital acquired MRSA bloodstream infections where the trustis reporting 3 cases
againsta threshold of 0 (an increase from 2012-2013 when performance was 1 MRSA againsta
threshold of 3) and Clostridium difficile where the trustis reporting 31 cases of hospital acquired
Clostridium difficile infections against athreshold of 19 compared to 19 cases against a trajectory of
40 for 2012-2013. Reducinghospital acquired infection remains a high priority and the infection
prevention and control team continue to review processes to support the furtherreduction of
HCAIs.

The trust was disappointed when itwas namedin October 2013 (forthe period April 2012 — March
2013), as one of seven NHS trusts who had a higherthan expected SHMI, at 112.9. We had already
recognisedthatthis was a key area forimprovement. We created anumber of work streamsto
evaluate aspects of mortality and thus identified it as a key priority forimprovementin 2013/2014.
Followingasignificant focus on mortality reduction in the trust, we are very pleased to report that
since the January 2014 HSCIC publication (forthe period July 2012 — June 2013) the trust has had an
‘as expected’ SHMI score. The latest SHMI score available (HED system) is 105 for the period
February 2013 —January 2014. The SHMI is one of two mortality measures used inthe NHS, the
otherbeing HSMR (Hospital Standardised Mortality Ratio), which is 98 for the latest data period
available (March 2013 —February 2014).

The trust continues to perform well across all activity including meeting the Accidentand Emergency
(A&E) fourhour waits and we are delighted that A&E has achieved the yearend 95% access target
for 2013-2014. Thisis a great achievementand should notbe underestimated especially given that
many trusts are expected tofail the target thisyear. The team has worked incredibly hard to ensure
compliance with the target.

We understand that the time from when a suspicion of cancerto obtainingadiagnosis and
treatmentisraisedisa particularly distressing and anxious timeforboth the patientand their family.
The 62-day targetintends to ensure that these patients are prioritised to receivethe testsand
procedures they need to confirm orrefute cancer diagnosis as quickly as possible, and if canceris
diagnosedto begintreatmentas soon as possible. The targetisto achieve 85% of patients
diagnosed with cancerstarting treatment within 62 days of urgentreferral with asuspicion of cancer
or referral through A&E. In 2013-2014, Warrington and Halton Hospitals NHS Foundation Trust met
its National Target and Minimum standards for patients urgently referred with asuspicion of cancer
began treatmentwithin 62 days of theirreferral by GP (Open Exeter Position).

We are delightedtoreportthatthe trust has invested in new services including maternity, dementia
and the use of IM&T to supportenhanced clinical delivery. Tounderpin these services and changes



inthe way we work have also developed asuite of new strategy documents for nursing, dementia,
information managementand technology (IM&T) and quality. We have successfullyimplemented
the Friends and Family initiative across inpatient; accident and emergency and maternityservices,
investmentin aninfrastructure tosupportthisinitiative has resulted in asubstantial increasein
service user participation.

We have taken the opportunity throughout 2013-2014 to review our patient experience services and
have investedinthe team to ensure that we can provide timely responses to complaintsand
concerns. We are pleasedtoreporta 26% reductioninthe number of written complaints received
and are now working toward ensuring that the learning from what we are told by our patientsis
embeddedinevery day work. We have been very fortunate to have patient experience
representatives on some of our committees, and a particularexample of this has beeninthe area of
dementiawhere theirinputto service development has beeninvaluable.

Dementiacare was alsoselected as an area of focus for 2013-2014 with the specificaim of
promotingthe development of a culture within the organisation where everyone will be able to
recognise and help the many patients who now present with dementia. Atthistruststaff, are
dedicated, to providing the best possible care for patients with dementia. Our dementia strategy
sets out the framework by which we will achieve this. Within the strategy we have identified ten key
areas which are underpinned by action plans monitored by our dementiasteeringgroup. Overthe
past yearwe have ensured that Dementia Champions are in place at board level with ourdirector of
nursing and organisational development leading the way for those patients who are amongst our
mostvulnerable.

The trust, recognising the importance of ensuringthat our environmentis dementiafriendly used
the Kings Fund toolkits to assess how ‘dementiafriendly ourwards are. These results were then
used to inform oursuccessful bid to the Kings Fundin April 2013, where we were awarded £1.04m
to improve the environment for patient with dementia. Work has now been completed on our £1
million specialist ward which is now open for acute patients with dementiaat Warrington
Hospital.

In February the trust held a Quality Improvement Forward Planning event with all key stakeholders
to provide information on progress with quality improvement priorities and quality indicators for
2013/2014 as well as planningand agreeingaselection of improvement priorities for 2014/2015 to
take back for discussion with the board.

We were visited by the Care Quality Commission on two occasions during 2013/14 and have
performed wellinrelation to external assessment by the Care Quality Commission.

We have engaged throughoutthe yearwith our partner organisations to update themon the
progress made toward achieving ourimprovement priorities throughout the year. Earlyin 2014 we
invited our partnersto attend an eventto discuss the improvement priorities for 2014/15. We were
delighted that approximately 25 representatives from key stakeholder organisations including
Warrington Healthwatch; Halton Healthwatch; Warrington Borough Council; Governors; Assistant
Director of Nursingand Quality at Cheshire, Warrington and Wirral AreaTeam NHS England and the
external auditors forthe trust Price Waterhouse and Coopers (PWC) attended the event. Througha



programme of consultation it has been agreed that our quality improvement priorities for
2014/2015 will be:-

e Complaints—To improve the percentage of complaints responded to within timescales
agreed withthe patient. To provide detailed reports onthemesand lessonslearned asa
result of complaints.

e Falls—Establisha 10% reduction forfalls resulting in moderate - catastrophicharm.

e Improvementinlowest performingindicatorsinIn-Patient Survey —develop plans to make
improvementsinareas where we fall below nationalaverage and have not demonstrated
improvementin pasttwoyears

e Pressure ulcers—continue work onreducing pressure ulcers.

e Advancing Quality (AQ) Stroke and Pneumonia measures - Work streams toincrease
compliance with stroke and pneumonia measures toimprove patient outcomes.

In conclusion, this Quality Report evidences that we have made encouraging progressinimproving
the care and services we deliverto our patients, furthermore it demonstrates our determination to
continue toimprove all ourservices so that we can show our commitmentto our local communities.

| am pleasedto presentthis year’s Quality Report and the outline of the governance processes that
has allowed me and the trust board to authorise this document as a true and actual account of
quality at Warrington and Halton Hospitals NHS Foundation Trust.

Signed by the Chief Executiveto confirmthat, tothe best of her knowledge, the informationin this
documentis accurate.

i

Mel Pickup
Chief Executive
28" May 2014



Quality Report Part 2.
Improvement Priorities & Statement

of Assurance from Board

Introduction - Quality People and Sustainability

Itisacknowledged by the NHS Trust Development Authority (2013) that the long-planned reforms to
the NHS are now in place; “the publication of the reportinto the serious failings at Mid-Staffordshire
NHS Foundation Trust has rightly brought both the quality of care the NHS providesand the
accountability forits delivery into asharperfocus than everbefore; and the constrained financial
environmentinwhich we operate getstougheras we enterinto the business end of delivering
quality and productivity improvement plans. How each and every NHS Trust Board responds to the
challengesthe new environment poses will be critical to theirability to deliver high quality services
for theirpatients and communities —notjust for the year ahead butalso forthe mediumandlong
term. Creatingthe conditions forsuccess —defining what that looks like, ensuring each organisation
can draw on the necessary supportto delivertheirambitions, and having clarity on the
accountability for deliveringit—will be essentialto supporting NHS Trust Boards to meet that
challenge”.

To support this challenge of creating a balance between quality, staff and financial constraints the
trust has a strategicframework toimprove the performance of the organisation called Quality,
People, and Sustainability (QPS). This QPS framework which was developed in consultation with our
staff and governors enables us to continue to deliver good performance whilst striving to make year
on yearimprovements.

7\ . Excellence for our patients — Includes safety, effectiveness
(\ ” QUO | ”y and experience

Caring for our staff — About our workforce, how we engage

o~
with you and how we develop leadership and help enhance
(\ ) People Y 3 Frandinep

your careers and use your skills

Here for our community — A focus on good governance,

( "’ SUSTO'”O blln»y financial viability, the profile and perception of the trust and

growth.

QPS Framework

Overthe last few years, we have successfully delivered significant changes tothe way in which we
provide services which has allowed us to both improve the quality of services to our patients and to
ensure that we use the resources available to us as efficiently as possible. The development of QPS
givesthe trusta framework through which we can ensure the future quality and sustainability of our
servicesandthe development of our people. Duringthe yearwe have continued to strengthen and
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performwell on quality by investingin ourstaff in key areas, by strengthening our clinical teams —
more doctors, more nurses and more allied health professionals. Lead ership programmesarein
place including more devolved management through the divisions. We also introduced the “Bright
Ideas” scheme inorderto workin partnership with staff to avoid redundancies and develop ideas.
Importantly interms of quality the trust has invested in services including maternity, dementia,
CMTC and the use of IM&T to supportenhanced clinical delivery and we have developed new
strategies fornursing, dementiaand quality.

We have performed well inrelation to external assessment by the Care Quality Commission and
have implemented the Friends and Family initiative across inpatient; accidentand emergency and
maternity services, investmentin aninfrastructure to supportthisinitiativehasresultedina
substantial increase in service user participation. The trust meets ona monthly basis with
Commissionersinorderto discuss performance against quality performance measures contained
within the Contract for Healthcare Services.

However, for 2013/2014 we neededtofind savings of atleast £11m to meet national NHS efficiency
savingstargetsandin March 2013 we launched ourSustainability Challenge for2013/2014. We
were committed toworkingin partnership with staff tolook at the challenge and ensure that
permanentstaff would not be affected if atall possible. Work was carried out from March through
to May toidentify posts from ourvacancies that could be removed to save money and this objective
has been achieved with minimal impact on permanent staff in the trust. However sustainability was
alsodependentonthe successfuldelivery of our costimprovement programmes (CIP) schemes and
delivering the savings and efficiencies which was difficult to achieve, as such by the end of 2013 we
putinplace a system of internal financial turnaround until the end of March 2014 in orderto take
greaterand tighter control of the situation.

At the end of 2013/2014 the trust can reportthat it completed the financial year with a £2.8m deficit
whichisrolledintonextyear. The trust has developed atwoyearplan and for 2014/2015, itis
targetinga £1.5m deficit which willrequire cost savings of £12m.

Clearly 2013-2014 has beena challengingyearforthe trust but we have worked hard to ensure that
the patients we supportgetthe rightcare, whentheyneeditat the right time on the most suitable
site. Importantly, the trust has been successful in achievingall national targets from the operating
framework for2013-2014 in spite of a deteriorating national position. We achieved the 95%
Accident & Emergency access target for the year—with a final figure of 95.55% across the year and
alsothe 18 weekreferral totreatment target. The trustis pleasedtoreportthat it has delivered
18wks for over90% of all referrals forthe 6™ yearina row.

Improving Quality

Duringthe reporting year we have introduced the “Improving Quality: Patient Safety; Experience
and Clinical Effectiveness Strategy”, which includes within its framework essential indicators which
will require consistent review and monitoring to ensure asafe, high quality organisation. Our
missionisto provide 'High Quality, Safe Healthcare'. To enable usto achieve this, we have four
strategicobjectives. Theyare:
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e To ensure all patients are safe in our care.

e To give our patients the best possible experience.

e To be the employerof choice forthe health care we deliver.
e To provide sustainable local health care services.

The “Improving Quality” Strategy underpins these four objectives, aiming to deliver high quality safe
healthcare ina timely and responsive manner, provided in high quality, safe therapeutic
environments and maintaining compassionateand respectfulcare. Itdraws togetherthe various
initiativesto deliveraclear plan of how the trust will work to achieve this.

These objectives are delivered using the framework of QPS and the strategy aims to deliverthe

Quality arm from the QPS. The quality performance informationis reviewed and discussed within
our governance structures as shown below:

e Quality Governance Committee

Clinical Governance, Auditand Quality Sub-Committee
Patient Safety and Experience Action Group

Qualityin Care Committee (Governors)

Infection Control Sub-Committee

Meetings of the Board of Directors

e Meetings withthe commissioners of the trust’s service

Quality Governance Structure

O Quality

TRUST BOARD

OF DIRECTORS

Finance & Sustainability Strategic People Quality Governance
Committee Committee Committee
i Safety and Risk Sub- Infection Control
= Par‘-le I Safeguarding Gm' and Quality = i Sub-Committee NMAC
e Sub Committee (see page 3) (see page 3)

f il I | I

Hospita ong and Pauent Safety and| NurEing ana
mET Trarenscn raDGmup reormstion S| gt s et s T Grgan Donaton 2= achon e ] Ertessions

Miaery
‘Group == Tapz ramen At Cormittss Commates = = Patient Group Adwsory Group

{snoum nare
DIVISIONS it e

12



O Quality

TRUST BOARD
OF DIRECTORS

Finance & Sustainability Strategic People Quality Governance
Committee Committee Committee
Safety and Risk Sub- ion Control Sub- Emergency Planning Sub-
Information Govemnance and Committee e ramition Cormitioe
Comorate Records
Committee
Data Quality & Medical Devices| Security Fire Assurance Decontamination Water Safety fr— Business
Information Group Assurance Group Group Group Planni Continuity
Govemance Group ng Pianning Group
Safety & Risk

Leads Group

Estate Risk Anti Micribial
Group Steering

Group

Morstor e vioa Deveicn.

o i Raterrai Rapacting

=
siox)

e

2.1 Improvement Priorities

2.1.1 Improvement Priorities for 2013-2014

All of the followingimprovement priorities were identified following areview of the domains of
quality and reportedin 2012/2013 Quality Report. We also consulted with patients, governors,
commissioners, LINks, Healthwatch and otherexternalagenciesin ordertoinformthe board when
determining our priorities for2013/2014. The progress of each priority isdiscussed and red, amber
and green (RAG) rated against performance on a quarterly basis. Where possible we include
performance indicators to measure and benchmark progress and they are reported ona monthly
basis viathe Quality Dashboard to board.

The trust is committed to embracingimprovement across a wide range of quality issuesto achieve
excellenceinall areas of care. The followingsectionincludes areporton progress with our
improvement priorities for 2013/2014.

In 2013/2014, our improvement priorities were:
e Zerotolerance to hospital acquired MRSA bloodstream infections
e Reductioninincidentsthatresultinsevere orcatastrophicharm
e Pressure Ulcers—reduction
e Reductionin medicationerrorsthatare related toinsulin.
e Reductionincatheterassociated UTI’s
e 62 day cancer access target
e SHMI — Mortality Rates

e Commissioner priorities—Commissioning for Quality and Innovation measures.
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2.1.1.1 Zero tolerance to hospital acquired MRSA bloodstream infections

Healthcare associated infections (HCAIs) are infections that are acquired as a result of healthcare
interventions. There are a number of factors that can increase a patient’s risk of acquiringan
infection, but high standards of infection control practice reduce thisrisk. Although hospital
acquired infections are subjected to national mandatory surveillance this trustis committed to
reducingthe risk of harm associated with these infections and as such selected thisas an
improvement priority.

Withinthe reporting period the trust has reported 3 cases of hospital acquired MRSA bloodstream
infection (againstathreshold of 0) comparedto 1 case in 2012/13 (againsta threshold of 3). These
incidents underwentin-depth investigations and key learning points were shared across the trust
whichincluded:-
e Selectinganantibioticto provide cover for MRSA where patients are known to be colonised
e Documentation of long-term urinary catheterinsertion and maintenance to ensure
appropriate management
e Documentation of peripheral venous catheter site monitoring and dwelltime to ensure
appropriate management

2.1.1.1.1 Clostridium difficile

Within the reporting period the trust reported 31 cases of hospital acquired Clostridium difficile
infections against athreshold of 19 comparedto 19 cases againsta threshold of 40 for 2012/2013. A
variety of activities were focussed on tackling Clostridium difficile after notinganincrease in casesin
the early part of the year. This included, promotingisolation of symptomatic patients, enhancing
environment hygiene, hand washing awareness raising and promoting prudent use of antibiotics.
Antibiotics are arecognised risk factorfor Clostridium difficile however they are afundamental
aspectof treatinginfections. To promote prudent use of antibiotics anincrease in antibioticward
rounds has taken place. The trust also participatedinthe European Antibiotic Awareness Day (EAAD)
inNovember.

Although infection control will not remain as animprovement priority for 2014/15 it will continue to
be monitored and reported as a quality indicator for 2014/2015.

e Pleaseseesection3.2.1 for a more detailed analysis of the management of performancein
infection control at the trust.

2.1.1.2 Reductionin incidents that result in severe or catastrophic harm

Itis not usually possible to eliminateall risks but this trust believesit hasa critical duty to protect
patients as far as ‘reasonably practicable’. This means that we consistently reviewour practise to
reduce any unnecessaryrisk. Itisvital that we focus on the risks that really matter —those with the

potential to cause harm as such we selected this measure as animprovement priority for
2013/2014.

In December2013 the trust reported 7 incidents (*all finally approved) resultingin 4 with major
harm and 3 with catastrophicharm for the period 1° April 2012 until 31°* March 2013. The
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improvement priority threshold for 2013/2014 was therefore confirmed at6incidents. Asatthe 31°
March 2014 the trust is performing well, with 6 confirmed incidents of this severity however, there
are a further 11 incidents of this severity underinvestigation at this time.

Duringthis reporting period the trustis pleased to report a reductioninthe level of harmto our
patientsinrelationto pressure ulcers.

e Pleaseseesection3.2.2 & 3.2.3.

Whilstreductioninincidents thatresultin severe or catastrophicharm will not continue as an
improvement priority for 2014/2015, the trust hasin consultation with stakeholders decided to
continue with pressure ulcers and reintroduce falls asimprovement priorities for 2014/2015.

*NB: The trust hasin place a process whereby incidents on datix are assigned anapproval status indicating the stage that has been
reachedin the reviewprocess. During the review, the details of the incident are reviewed, investigated as appropriate and the severity of
harm caused is identified; this may be a different severity tothat initiallyassigned as this may notbe knownatthe time of reporting (e.g.if
a patient is awaiting anx-ray following afall). Anincident isgiven the status of finally approved when this process has been completed
and as partofthis, it is possible to assigna final severity of harm

2.1.1.3 Reductionin grade 2-4 pressure ulcers

Pressure ulcers, also sometimes known as bedsores or pressure sores, are a type of injury that affects
areas of the skinand underlyingtissue. Pressure ulcers occurin patients when the skin covering
areas where pressure is concentrated may break down causingan ulcerto develop. Pressureulcers
cause misery and pain for patients and the trust has worked hardinrecentyearsto reduce their
incidence.

Pressure ulcers canrange in severity from patches of discoloured skin to open wounds that expose
the underlyingbone or muscle. We grade them from Grade 1 whichis superficialto Grade 4 whichis
the most severe type of pressure ulcer. Pressure ulcers tend to affect people with health conditions
that make it difficult to move, especially those confined to lyingin abed or sitting for prolonged
periods of time. Itis estimated thatjust under, halfamillion people inthe UK will develop atleast
one pressure ulcerinany givenyear. Thisis usually people with an underlying health condition, for
example, around one in 20 people who are admitted to hospital withasuddenillness will develop a
pressure ulcer. Peopleover70years old are particularly vulnerableto pressure ulcers as they are
more likely to have mobility problems and ageing of the skin. Unfortunately, even with the highest
standards of care, it is not always possibleto prevent pressureulcersin particularly vulnerable
people. (NHS Choices)

During 2012/2013 we reported 18 avoidable* hospital acquired Grade 3 pressure ulcers againstan
improvement target of <=21 and an internal stretch target of <=19 for grade 3-4 pressure ulcers. We
alsoreported 166 hospital acquired grade 2 pressure ulcers (avoidable and unavoidable*) againstan
improvement target of 232 grade 2 pressure ulcers equatingto an overall 36% reduction for the
year. The trust was pleased with this performance but still recognises that the continued reduction
of pressure ulcersis achallenge and therefore established reduction in pressure ulceras an
improvement priority for 2013/2014 statingan improvement of afurther 10% reduction across all
grades namely <=149 grade 2 pressure ulcers and <=16 cases for grade 3 and 4 pressure ulcers.
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As at the 31°" March 2014 the trust is pleased to report the following reduction in grade 2-4 pressure
ulcers as aresult of the improvement work undertaken throughout the year. There hasbeena
substantial 66.7% reductionin grade 3 pressure ulcers, with 6confirmed grade 3 pressure ulcers.
We can alsoreporta 33% reductioninthe incidence of grade 2 pressure ulcers corresponding to 112
grade 2 pressure ulcers comparedto 166 grade 2 pressure ulcersin 2012/2013. Reducingthe
incidence of pressure ulcers remains a high priority forthe trust so will continue as animprovement
priority for2014/2015.

* Avoidable Pressure Ulcer: “Avoidable” means thatthe person receiving care developed a pressure ulcer and the provider of care did not
do one of the following: evaluate the person’s clinical conditionand pressure ulcer risk factors; plan and implementinterve ntions that are
consistent withthe persons needs and goals, and recognised standards of practice; monitor and evaluate theimpact of the interventions;

or revise theinterventions as appropriate.”

Unavoidable Pressure Ulcer: “Unavoidable” means that the person receiving care developed a pressure ulcereven thoughthe provider of
the care hadevaluated the person’s clinical conditionand pressure ulcer risk factors; planned andimplemented interventions that are
consistent withthe persons needs and goals; and recognised standards of practice; monitored and evaluated the impactof the
interventions; andrevised the approaches as appropriate; or theindividual person refusedto adhere to prevention strategies in spite of
education of the consequences of non-adherence” (Department of Health)

e Adetailed analysis of work and performance monitoring of pressure ulcers can be found at
section 3.2.2.

2.1.1.4 Reductionin medication errors related to insulin.

During 2012/2013 the trust targeted improvementsin relation to the reduction of medicineerrors.
Nationally there isalonghistory of medication errors associated with the use of insulin sowe
established athreshold of a 10% reductionin medication errors based on datafrom Quarter1 and
Quarter2 2012/2013. Thetrust alsosaw an increase inthe reporting of clinical incidentsinvolving
insulinduring 2012/2013 whichitfelt was due to both an addition of an insulin tick box within the
datix incident reporting system and increased awareness of the need toreport. We reported 57
insulinrelatedincidentsin 2012/2013 and established animprovementtarget of a further5%
reduction namely <=54 incidents for 2013/2014.

Theincidents which are all reported onto the incident reporting system datix are verified and
guality checked by the Deputy Chief Pharmacist. The trust has established the followinginclusion
criterianamelyincidents that have had a clinical impact/ had the potential to have a clinical impact
(nearmiss) will be included. Incidents that are not patientrelated e.g. wherethere are safe and
secure handlingissues willbe excluded. This patientsafetyindicatorisincluded onthe Quality
Dashboard which is monitored on a monthly basis by the board. Our DiabeticNurse Specialistteam
worked hard to support the ward teamsin this reductionand the trustis pleased to report that we
reducedinsulinincidents by 10.5% from 57 casesto 51 casesand therefore exceeded ourthreshold
of a 5% reduction thus achieving thisimprovement priority for2013/2014. Thiswill notcontinue as
an improvement priority for 2014/2015.

e Pleaseseesection3.2.6 for a detailed analysis of performance.
2.1.1.5 Reductionin catheter associated UTI’s

The trust is committed to improving patient care by reducing the incidence of catheter-associated
urinary tract infection (CAUTI) which can cause unpleasant symptoms for patientsand because it can
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be reasonably prevented through application of accepted evidence-based prevention guidelines. As
such we selected thisas animprovement priority for 2013/2014.

A urinary tract infection (UTl) isaninfection involving any part of the urinary system, including
urethra, bladder, ureters, and the kidneys. Urinary tract infections accountforapproximately 40
percent of all hospital-acquired infections annually, with approximately 80 percent of these hospital-
acquired urinary tract infections attributabletoindwelling urethral catheters. Thisiswhena tubeis
insertedintothe bladderthroughthe urethratodrainurine. Between 15-25% of hospitalised
patients receive urinary catheters duringtheir hospital stayanditis well established that the
duration of catheterizationis directly related to the risk for developinga UTl. With a catheterin
place, the daily risk of developing a UTI ranges from 3 percent to 7 percent.

Considerablework has been undertaken whichincludes the implementation of CAUTI maintenance
bundlesto optimize the care of patients who require urinary catheterization during acute care, and
to ensure that urinary catheters are removed as soon as clinically indicated. These two highimpact
interventions are based on expertadvice and national infection prevention and control guidance to
improve and measure the implementation of these key elements of care. The evidence base shows
that the risk of infection reduces when all elements within the clinical process are performed every
time and for every patientandthatit increases when one or more elements of aprocedure are
excluded ornot performed. Regularaudits are undertaken withinthe trustin orderto identify when
all elements have been performed; to see where individual elements of care have notbeen
performedandfinallyitenables ustofocus ourimprovement effort onthose elements which are
not being consistently performed.

The trust has successfully implemented the NHS Safety Thermometer whereby it undertakes a
monthly survey on one day of all appropriate patients, to collect data on four outcomes; pressure
ulcers, falls, urinary tractinfection (UTI) in patients with catheters and VTE. The Safety
Thermometer measures the percentage of patients who have experienced harminrelationto any of
theseissues. A decision was made to select CAUTI as an improvement priority going forward for
2013/2014 with agreementthatthe data source would be the Safety Thermometer.

We did not collect baseline dataon catheterassociated UTI’s forlast year’s Quality Report but felt
that it was important that we were able to produce some benchmarking datafrom 2012/2013 to
assistanalysis of performance on thisimportant qualityissue. The trusthas been submitting data
since May 2012 so we decided to extract the 2012/2013 data from the NHS Safety Thermometer and
calculate the rolling median as ourthreshold for 2013/2014.

We used 3 quality indicators to monitor thisimprovement priority as follows: -
e Numberof patientswho had a catheterand a UTI as a percentage of patients with a
catheter
e Numberof patients with catheterand UTI
e Numberof patients with catheterand UTI shown as a % of all patients surveyed.

This patient safety indicatorisincluded onthe Quality Dashboard which is monitored on a monthly
basis by the board. The data shows that overall there has been areductionin the actual number of
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patients with CAUTI and that the rolling median shows an overall reduction throughout the year with
the exception of one month when the reported figure was slightly above the baseline.
Improvements to the management of CAUTI have resultedinareductionininfections as such this
will not continue as an improvement priority for 2014/2015. Howeverthe trust determines thisto
be an important measure so we will continue to monitoras a quality indicatorand will report
performance inthe Quality Report nextyear.

e Pleasereferto section3.2.4 for a more detailed analysis of performance on CAUTI.

2.1.1.6 62 day Cancer Access Target

The time from when a suspicion of canceris raisedis a particularly distressing and anxious time for
both the patientand theirfamily. The 62-day targetintendsto ensure thatthese patients are
prioritised toreceivethe tests and procedures they need to confirm or eliminate cancer diagnosis as
quickly as possible, and if canceris diagnosed to begin treatment as soon as possible. Although this
targetisincludedin national mandatory surveillance the trust decided to select thisasan
improvement priority to maintain afocus onimproving early diagnosis and thus improve outcomes
for people with cancer.

The target is to achieve >=85% of patients diagnosed with cancer starting treatment within 62 days
of urgentreferral with asuspicion of cancer or referral through A&E.

In 2013-2014, Warrington and Halton Hospitals NHS Foundation Trust metits National Targetand
Minimum standards for patients urgently referred with a suspicion of cancerbegan treatment within
62 days of theirreferral by GP (Open Exeter Position). With regards to the reallocation positionthe
trust is now starting to feel the negative impact of moving onto the Manchester model. Quarter4
demonstratesthat we achieved the Cancer Waiting Time Position of 85% but when we look at the
percentage including reallocations we did not meet the threshold for January and February but did
comply with March. This correspondsto patient deferral and patients’ choice and because they are
inthe diagnostic phase of treatmentthey cannot be removed from the dataset.

62 day Cancer Waitby percentage

Target Quarter 1 Quarter 2 Quarter 3 Quarter 4 Annual
Rate

From Urgent | >=85% 88.29% 85.96% 89.80% 89.74% 88.93%
GP Referral
To
Treatment -
Open Exeter
Position
(Monitor)
From Urgent | >=85% 85.21% 85.53% 85.33% 81.30% 85.28%
GP Referral (adjusted
To for year-
Treatment - end)
Reallocation
Position
(cQc/PCT)
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Goingforward this will not be an improvement priority for 2014/2015 howeverthe trust will

continue to monitorthis as part of the national mandatory surveillance programme and will report
back inthe Quality Report 2014/2015.

2.1.1.7 SHMI - Mortality Rates

The Summary Hospital-level Mortality Indicator (SHMI) reports on mortality at trust level across the
NHS in England. Thisindicatoris produced and published quarterly as an experimental official
statisticby the Health and Social Care Information Centre (HSCIC) with the first publicationin
October2011. The SHMI isthe ratio between the actual number of patients who die at the trust, or
within 30 days of being discharged, and the numberthat would be expected todie, on the basis of
average Englandfigures. Anumberbelow 100indicates less thanthe expected numbers of deaths
and a numberabove 100 would suggest a higherthan expected number of deaths.

The trust was disappointed when, for the firsttime, it was named in October 2013 (forthe period
April 2012 — March 2013), as one of seven NHS trusts who had a higherthan expected SHMI, at
112.9. We had already recognised thatthis was a key area forimprovement. We created a number
of work streams to evaluate aspects of mortality and thus identified itas a key priority for
improvementin 2013/2014. Followingasignificant focus on mortality reductioninthe trust, we are
very pleased toreportthat since the January 2014 HSCIC publication (forthe period July 2012 —June
2013) the trusthas had an ‘as expected’ SHMI score. The latest SHMI score available (HED system) is
105 forthe period February 2013 —January 2014.

The SHMI is one of two mortality measures used in the NHS, the other being HSMR (Hospital
Standardised Mortality Ratio), which is 98 for the latest data period available (March 2013 —
February 2014).

Mortality ratios are complex indicators and there are multiple factors that contribute to the overall
score, including the quality of our documentation and coding. The Clinical Effectiveness Group has
responsibility forreviewing mortality and is currently driving progressin this area; particularly
focussing onsix key areas of activity agreed as priorities for 2013/2014:

e Reviewingthe trust’s care pathways and best practice care bundlesto ensure a high
standard of care forevery patient, every time.

e Reviewingthe care of patients with respiratory conditions to ensure thisis optimal at all
stages of theircare

e Ensuringquality and appropriate care at the end of patients’ lives.

e Promotingthe effective management of patients whose conditions deteriorate.

e Continuetoanalyse, understand, reportand use mortality and morbidity datatoimprove
outcomes.

e Ensure accurate and comprehensive documentation and coding.
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Palliative Care Focus Group November 2013
p— ——

Whilstthe trust has not achieved the required reduction to 100 for the SHMI, it should be stressed
that the positive result of work already undertaken is a SHMI score which isfallingona monthly
basis and a reductioninthe HSMR to below 100 in 2013/2014. Goingforward thiswill notbe an
improvement priority for 2014/2015 but the trust will continueto monitorthisasa quality indicator
and will report backin the Quality Report 2014/2015.

e Pleasereferto section3.3.1 for a more detailed analysis of both SHMI and HMSR.

2.1.1.8 Commissioner priorities
The trust has also achieved compliance against anumber of commissioner priorities contained
withinthe CQUIN framework whichinclude:

e Safety Thermometer(National)

e FamilyandFriends (National)

e Dementia(National)

e VTE (National)

e Advancing Quality - Acute Myocardial Infarction; Heart Failure; Hip and Knee; Pneumonia
and Stroke (Local)

e Forgetme Not (Local)

e Neonatal Nutrition (Local)

e HighQuality Care (Local)

e Effective Discharge (Local)

e Cancer Staging Data (Local)

e Digital Technology - Minimum of 4 media options to disseminate information (Local)

o Telephone Calls - 48 hours following discharge (Local)

Further detail on the compliance against the commissioner priorities can be foundin section 2.2.4
of this report.
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2.1.1.9 Focus on Quality — Key issues
In additiontothe agreed improvement priorities the trust board in partnership with staff and
governorsalsoagreedtofocus upon a number of keyissues around quality improvement as
follows:-
e Achieve animprovementinthe learning and analysis of complaints with themes relating to
attitude, care and treatment
e Torevolutionise the way that we manage complaintsto provide aresponsive patient
focussed service
e Developaculture within the organisation that ‘everyone’ willbe able to recognise and help
a patientwith dementia
e Develop ‘always events, i.e. what must we always do to ensure the quality of service.

Progress onthese qualityissues can be foundin Part 3 of this report.

2.1.2 Improvement Priorities and Quality Indicators for 2014 — 2015

2.1.2.1 How we identify our priorities

The priorities have beenidentified through receiving regularfeedback and regularengagement with
staff, patients, the public, and commissioners of NHS services, overseeing scrutiny groups and other
stakeholders. Progressonthe plannedimprovements willbe reported through the trust’s assurance
committees, via Qualityin Care - Governors and ultimately through to trust board. Divisional Annual
Planning ‘Strategy’ events have also been held to discuss and agree priorities and to discuss the
guality aspects of these priorities.

The trust held a Quality Improvement Forward Planning event with all key stakeholders,

approximately 25 representatives from key stakeholder organisations including Warrington
Healthwatch; Halton Healthwatch; Warrington Borough Council; Governors; Assistant Director of
Nursingand Quality at Cheshire, Warrington and Wirral Area Team NHS England and the external
auditors forthe trust Price Waterhouse and Coopers (PWC) attended the event.
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Quality Improvement Forward Planning Event — February 2014

The objectives forthe event were:-

e Provide anoverview of the Quality Report

e Provide an update on progress with quality improvement priorities and quality indicators for
2013/2014

e Planningforimprovement priorities for 2014/2015

e Planningforqualityindicators for 2014/2015

e Agree aselection of qualityimprovement priorities and indicators to take back for discussion
with the board.

Our staff, governors, members and patients are the eyes and ears of the organisation theirviews are
constantly sought to ensure that we are focussing on the things that will make the most difference.

2.1.2.2 Improvement Priorities for2014 — 2015
The trust board, in partnership with staff and governors, has reviewed data relating to quality of care
and agreed that our improvement priorities for 2014/15 will include:

Priority 1 Complaints

Reason for prioritising: We treatand care for a significant number of people every year and
the vast majority of patients have a positive experience however, when things gowrong, we
are committed to listening and reviewing practice in order to understand what happened so
that we can learnlessons to ensure that meaningfulimprovements are made. We continue
to learnthe lessons fromthe Francis PublicInquiry in to Mid Staffordshire NHS Foundation
Trust and be responsive to the published review of the NHS Complaints system by Ann
Clwydd, Member of Parliament and Professor Tricia Hart, particularly with regard to listening
and learning from complaints.

Goal:— To improve the percentage of complaints responded to within timescales agreed
with the patient. To provide detailed reports onthemesand lessonslearned as a result of
complaints.

Timeframe: March 2015

Priority 2 Falls

Reason for prioritising: Whilst the reduction of falls was notan improvement priority for
2013/2014 the trustremainedfocussed onimprovements and worked towards a challenging
new threshold inrelation toreducingfalls resultingin moderateto catastrophicharm. We
are committed to continuing the reduction of falls by increased surveillance, risk
assessments and review and through the work of the Falls Prevention Group (FPG). The
trust has decided select this as a key priority for 2014/15.

Goal:— Establish a 10% reduction for falls resultingin moderate - catastrophicharm.
Timeframe: March 2015

Priority 3 In-Patient Survey - improvementinlow performingindicators

Reason for prioritising: Listeningto patients'viewsis essential to providinga patient-
centred health service. The NHSin patientsurvey providesthe trust with intelligence
around the overall patient experience and itis vital that we review and act upon this
information to address poor performance.
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Goal:— Develop action plans toimprove low performing areas that relate to the inpatient
episode of care and where we fall below the national average and have not demonstrated
improvementin pasttwo years

Timeframe: March 2015

Priority 4 Pressure Ulcer Reduction

Reason for prioritising: Overthe past twoyearsthe trust has managed a sustained
reductionin grade 2-4 pressure ulcers and has not had a grade 4 pressure ulcer since March
2011. We wantto build onthiswork and continue to evidence furtherimprovementin the
management of pressure ulcers and have therefore decided to carry thisforward as an
improvement priority into 2014/2015.

Goal: The trust continuestoimplementits planned programme of actions to furtherreduce
pressure ulcers whichincludes:-
e Review of the trust policy on pressure ulcersisin progress, with particularreference
to the process by which we investigate Grade 3/4 pressure ulcers.
e Root cause analysisis conducted on all Grade 3/4 pressure ulcers which develop
withinthe trust;
e Miniinvestigations of all grade 2 hospital acquired pressure ulcers
Timeframe: March 2015

Priority 5 Advancing Quality (AQ) measures —Stroke and Pneumonia

Reason for prioritising: AQ works with cliniciansto provide trusts with aset of quality
standards which define and measure good clinical practice. The trusthas submitted data on
heart attacks, heart failure, hip and knee replacement surgery and pneumonia since AQwas
launchedin 2008 and subsequently submitted data into the treatment of stroke patients
from October2010. Care inhospital is always tailored toindividual needs but trusts must
delivereach measure to every patientto ensure they receive the highest standard of care in
hospital. AQreferstothisas the Clinical Process Measures and trusts aimto achieve 100 per
centsuccessrate.

Goal: Work streamsto increase compliance with stroke and pneumonia measures to
improve patient outcomes.
Timeframe: March 2015

2.1.2.3 Local Quality Indicators 2014/2015

The trust board, in partnership with staff and governors, has reviewed performance datarelatingto
quality of care and agreed that in addition to our improvement priorities that our quality indicators
for 2014/15 will include:

Patient Experience

Always Events

Complaints

Patient Experience Indicators
Patient Survey Indicators
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e Falls
e CAUTI
e NursingCare Indicators

e Medicines Management—development of indicators and on-going monitoring
HCAI
e Pressure Ulcers

Clinical Effectiveness
e SHMI & HSMR
e Dementia
e PROMS
e AdvancingQuality

Our successinachieving these priorities will be measured, where possible, by using nationally
benchmarkedinformation (e.g. Healthcare Evaluation Data (HED system) and National Inpatient
Surveyresults) and using measurement tools that are clinically re cognised (e.g. the pressure ulcer
classification tool of the National Pressure Ulcer Advisory Panel (NPUAP) and European Pressure
Ulcer Advisory Panel (EPUAP)). The improvement priorities will be monitored, and recorded viathe
Quality Dashboard whichis reported to board on a monthly basis.
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2.2. Statements of Assurance from the Board

During 2013-2014 the Warrington and Halton Hospitals NHS Foundation Trust provided and/or sub-
contracted seven relevant health services.

The Warrington and Halton Hospitals NHS Foundation Trust has reviewed all the dataavailable to
them on the quality of care in all of these relevant health services.

The income generated by the relevant health services reviewed in 2013-2014 represents 100% of
the total income generated fromthe provision of relevant health services by the Warrington and
Halton Hospitals NHS Foundation Trust for 2013-2014.

2.2.1. Data Quality

The data is reviewed through the board’s monthly review of the Quality Dashboard. The data
reviewed covers the three dimensions of quality—patient safety, clinical effectiveness and patient
experience. Oursuccessinachievingthe improvement priorities will be measured, where possible,
by using nationally benchmarked information from the NHS Information Centre; Healthcare
Evaluation Data (HED system); Advancing Quality Alliance (AQuA); NHS England datasetsincluding
the Safety Thermometer; Friends and Family, Dementia and VTE Risk Assessments and national
survey results. The trustalso uses measurementtoolsthatare clinically recognised forexample the
pressure ulcerclassification tool of the National Pressure Ulcer Advisory Panel (NPUAP) and
European Pressure Ulcer Advisory Panel (EPUAP).

The processes that we use to monitorand record our progress have been (orare scheduled to be)
audited by Mersey Internal Audit Agency to provide assurance on the accuracy of the data collection
methods employed.

2.2.2. Participationin Clinical Audit and National Confidential Enquiries

During 2013/2014 39 national clinical audits and 4 national confidential enquiries covered relevant
health servicesthat Warrington and Halton Hospitals NHS Foundation Trust provides.

During 2013/2014 Warrington and Halton Hospitals NHS Foundation Trust participatedin 37 (95%)
national clinical audits and 4 (100%) of the national confidential enquiries of the national clinical
audits and national confidential enquiries which it was eligible to participate in.

The national clinical audits and national confidential enquiries that Warrington and Halton Hospitals
NHS Foundation Trust was eligible to participate in during 2013/2014 are as follows:-

National Clinical Audits

Adult critical care (Case Mix Programme — ICNARC CMP)

Emergency use of oxygen (British ThoracicSociety)

National Audit of Seizure Management (NASH)

National Emergency Laparotomy audit (NELA)

National Joint Registry (NJR)

Paracetamol overdose (College of Emergency Medicine)

Severe sepsis & septicshock (College of Emergency Medicine)

Severe trauma

National Comparative Audit of Blood Transfusion programme Anti D Audit
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Bowel cancer (NBOCAP)

Head and neck oncology (DAHNO)

Lung cancer (NLCA)

Oesophago-gastriccancer (NAOGC)

Care of dyingin hospital (NCDAH)

Acute coronary syndrome or Acute myocardial infarction (MINAP)
Cardiac arrhythmia (CRM)

Heart failure (HF)

National Cardiac Arrest Audit (NCAA)

National Vascular Registry

Chronic Obstructive Pulmonary Disease

Diabetes (Adult) ND(A), includes National Diabetes Inpatient Audit National Pregnancy in Diabetes
Diabetes (Paediatric) (NPDA)

Inflammatory boweldisease (IBD)

Renal replacementtherapy (Renal Registry)

Falls and Fragility Fractures Audit Programme (FFFAP), includes National Hip Fracture Database
(NHFD)

Sentinel Stroke National Audit Programme (SSNAP)

Elective surgery (National PROMs Programme)

National Audit of Intermediate Care

National Rheumatoid and early inflammatory arthritis

Child health programme (CHR-UK)

Epilepsy 12 audit (Childhood Epilepsy)

Maternal, infantand Newborn programme (MBRRACE-UK)
Moderate or severe asthmain children - (College of Emergency Medicine)
Neonatal intensive and special care (NNAP)

Paediatricasthma (British ThoracicSociety)
National Audit of Seizure Management (NASH) —children

National Gout Audit

National NIPE Audit

Blood Cultures and longline infectionson NNU - Part of NNAP Audit

National Confidential Enquiries
Subarachnoid Haemorrhage Audit

Alcohol related Liver Disease
Tracheostomy Audit
Lowerlimb study

The national clinical audits and national confidential enquiries that Warrington and Halton Hospitals
NHS Foundation Trust participatedin, and for which data collection was completed during
2013/2014 are listed below alongside the number of cases submitted to each audit or enquiryasa
percentage of the number of registered cases required by the terms of thataudit or enquiry.

National Clinical Audits 2013/2014

. . . . . . % of cases submitted
National Clinical Audits Participated | Data collected 2013/2014
Adultcritical care (Case Mix Programme — . .
ICNARC CMP) v v On-going data collection
Em(.ergency use of oxygen (British Thoracic X NA NA
Society)
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National Audit of Seizure Management (NASH) | X NA NA

National Emergency Laparotomy audit (NELA) v \' 23 (100%)

National Joint Registry (NJR) \4 v On-goingdatacollection

Paracetamol overdose o

(College of Emergency Medicine) v v 50 (100%)

Severe sep5|s&§§pt|cshock (College of y v 50 (100%)

Emergency Medicine)

Severe trauma v v On-going data collection

National Comparative Audit of Blood 0

Transfusion programme Anti D Audit v v 100%

Bowel cancer (NBOCAP) v Vv Reportnot finalised
On-going data collection

Head and neck oncology (DAHNO) \4 v going

Lung cancer (NLCA) y v On-going data collection

. On-going data collection

Oesophago-gastriccancer (NAOGC) v \'

Care of dyingin hospital (NCDAH) v \' 50 (100%)

Acute coronary syndrome or Acute myocardial v v 357 cases submitted on-

infarction (MINAP) goingdata collection

Cardiac arrhythmia (CRM) v \' 102 (100%)

Heart failure (HF) v v 63'cases Smeltte.d on-
going data collection

National CardiacArrest Audit (NCAA) v v 88 (100%)

National Vascular Registry v \ 16.1 casessubmltt.ed on
going data collection

ChronicObstructive Pulmonary Disease \4 v 24‘cases SmeItte.d on-
goingdata collection

Diabetes (Adult) ND(A), includes National

Diabetes Inpatient Audit National Pregnancyin | V v 20 (100%)

Diabetes

Diabetes (Paediatric) (NPDA) v \' On-going data collection

Inflammatory boweldisease (IBD) v Vv 36 (90%)

Renal replacement therapy (Renal Registry) v v On-going data collection

Fallsand .Frag|l|ty Frac.tures/-.\udlt Programme 348 cases submitted on-

(FFFAP), includes National Hip Fracture \' ' oine data collection

Database (NHFD) going

Sentinel Stroke 0

National Audit Programme (SSNAP) v v >90%

Elective surgery (National PROMs Programme) | V ' On-going data collection

National Audit of Intermediate Care v v 85/87 (98%)

National Rheumatoid and early inflammatory y v On-going data collection

arthritis
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Data collection closed

Child health programme (CHR-UK) \' April13
13 cases submitted
Epilepsy 12 audit (Childhood Epilepsy) v 21 Questionnaires:
On-going data collection
Maternal, infantand Newborn programme . .

! v - Il
(MBRRACE-UK) On-goingdatacollection
Moderate or severe asthmain children -

. v 50 (1009
(College of Emergency Medicine) (100%)
Neonatal intensive and special care (NNAP) Vv 390 (100%)
Paediatricasthma 5
(British ThoracicSociety) v 17 (100%)
Na.t|onaIAud|tofSe|zure Management (NASH) - v 30 (100%)
children
National Gout Audit v On-going data collection
National NIPE Audit v On-going data collection
Blood Cultures and longline infections on NNU - . .

v On-going data collection

Part of NNAP Audit

National Confidential Enquiries 2013/2014

National Confidential Enquiries Participated Data collected | % Cases submitted
- . 2013/2014 | 2013/2014

Subarachnoid Haemorrhage Audit

v ' 100%
Alcohol related Liver Disease

v v 100%
Tracheostomy Audit

v v 100%
Lowerlimb study . .

v v On-going data collection

2.2.2.1.

National Clinical Audits — reviewed

The reports of 12 National Clinical Audits were reviewed by the providerin 2013 /14 and Warrington
and Halton Hospitals NHS Foundation Trustintends to take the following actions toimprove the

quality of healthcare provided.

Audit Title Actions for Improvement
Develop checklist of discussion topics, to be ticked off as covered (dated and
updated) and stored in the patients notes. Written information to accompany
this.

Epilepsy 12 Develop guidelines to outline referral criteria for ECG, MR, Tertiary referral and

developrecord sheetforthe notes.

Remind GP referrersand Dr Bedford, whofilters the outpatient referrals, thatall
fitsshould be seen by Lead Consultant.

The Missing Lung Cancers

To encourage data inputting. To look at multiple surgery for history. (Especially
from outside the truste.g. Liverpool Heart & Chest Hospital (LHCH).
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https://www.3e.co.uk/app9/main.aspx?p=ec242cb3-0be9-487e-b71b-b6f078e71c26&rid=/2df14d6b-1e8a-4c72-bccf-26cf8c5cbf18/
https://www.3e.co.uk/app9/main.aspx?p=ec242cb3-0be9-487e-b71b-b6f078e71c26&rid=/8eacd27c-b054-4b7d-9de3-2a6440096887/

To inform data inputters of potential errorsinherentin Lung Cancer Audit Data
Set (LUCADA) database and how to avoid them (e.g. Defaulting to null result).

To provide overview of dataandinterrogate it for robustness and accuracy.

Fracture Neck of Femur -

CEM Audit

To work closerwith orthopaedicteam.

National Audit of
Dementia

Complete admission pathway and forward to ratify at appropriate committee.
IT supportto facilitate collecting information on re-admissions

IT supportto record information on delayed discharges.

Cleareligibility criteriafor patients with dementia going tointermediate care
services.

Interpreting service can meetthe needs of patients with dementia.

Presentation of repeatauditresults.

Increase the rate of cognition assessment using standard tool forappropriate
patients.

Promote best practice inscreeningfordelirium.

National Audit of
Dementia continued

Confusion Assessment Method (CAM) screeningtool to be included inlocal
dementiaguideline.

Review existing policies relatingto Wandering and Restraint for compatibility
with national guidelines for dementia care.

Therapiststoidentify which standardised tools will be used to assess function.

Level of cognitive impairment using standard tool recorded on discharge letter.

Discharge letterstoinclude any mental healthissues.

Agree criteria of emergency/urgent/routine referrals.

Dementiachampion at directorate level.

Roll out of admission pathway which incorporates use of ‘Thisis Me’ document.

Roll outthe ‘Thisis me document’ on all adult wards admitting patients with
dementia.

Discharge policy toinclude the advice that dementia patients should be moved
onlyforclinical reasons pertaining to care or treatment.

Introduce the “forget me not” logo forall patients requiring extratime to
communicate because of cognitiveimpairment.

Develop local guidelines for management of dementiaincluding Behavioural and
Psychological Symptoms of Dementia (BPSD).

Implementation of revised care planning booklet to be given to patients/
relatives.

Promote the use of dementiaspecificcare plans within all adult wards.

Roll out of admission pathway whichincorporates:

Identification of main carerand discuss level of inputinto patient’s care that they
would like to have whilst on the ward

Use of the ‘Thisis Me’ document to facilitate the formulation of the care plan
with patientandrelatives.
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Discussion of the level of relatives/carer continued input to care on discharge
and where supportis needed.

BSUG National Audit of
Continence & Pelvicfloor

dysfunction surgery

Re-Audit

BTS National Emergency
Oxygen Audit 2012

Oxygen prescription policy

Continuingtraining of health professionals, Nursing staff on A7: short sessionson
the wards Summer 2013, Induction training for Foundationyear1(FY1) & other
Doctors from August 2013.

Specialist respiratory nurses input/teaching on Medical wards

National Comparative

Audit of Blood Transfusion:

Distribute finding to Foundation year 1’&2’s, Speciality Training Doctors /
Registrars and Consultantsinthe form of a “Bloody Matters” newsletter. Include
in trusts “Risky Business” newsletter.

“2011 Auditof Use of
Bloodin Adult Medical
Patients—Part 1”

Submitreportto the: Transfusion Team Meeting (TTM), Hospital Transfusion
Committee (HTC) and Clinical Governance (next meetings: TTM February 2013,
HTC April 2013, CG report May 2013)

Recommendationsto be presented to the Medical Consultants atthe “Grand
Round” (next meeting, as part of another presentation on relevant transfusion
issues).

Consultantsign off - CEM
Audit

Re-audit nationally when College recommends.

Aimto have more childrenin the <lyear old febrile groupincluded

Review currentITto assess for future implementation of audit (on-going).

National Emergency

Laparotomy Audit

Use of Dopplerforall of these cases.

Possum scoring of Mortality.

Further participationin National Audit

National Paediatric
Diabetes Audit (NPDA)-
Quality Accounts

To Improve collection of care process.
(Dieticianinput, chiropody, retinal screening)
HbAlc Leaflet (Blood Test)

To raise awareness to all staff.

Moderate / Severe asthma

Include systolic Blood Pressure on Asthma Pathway.

Exclude Blood Pressure measurement on auditcriteria

in Children National CEM
Audit

Re-auditin3years

Peak flow —re-educate practitioners regarding peak flow and if unable to
perform documentreasons why.

Ensure if any observations are not performed to document why.

Hip Fracture Database

Discuss all the patients who failed Best Practice Tariff (BPT) and look at possible
management forthe avoidable patients.

Review the lastten patient’sjourney tolook atany possible trends that may be
causingdelayed dischargesin orderto reduce length of stay.
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survey and education sessions.

2.2.2.2.

Participationin Local Clinical Audits

The reports of 257 local clinical audits were reviewed by the providerin 2013/2014 and Warrington
and Halton Hospitals NHS Foundation Trustintends to take the following actions toimprove the
guality of healthcare provided.

Local Clinical Audit—examples showing completion of the audit cycle.

AuditTitle

Actions forImprovement

Acute Medicine

Knowledge of
Intranet Hub.

To remove all out of date policies.

More focus on Hub policies atjuniorinduction.

Improve policy accessibility.

Improve search enginei.e. system that will pick up documentif spelling
Hypomagnasaemiaisincorrect.

Patientharmusing
global triggertool.

Risk Acute Kidney Injury (AKl)and role medications.

Awarenessrisk rehydration especiallyin elderly.

AKI pathway for trust.

Helpidentify AKI.

Review and cessation nephrotoxic medication where required.

Anaesthetics.

Perioperative care
for electivejoint
replacement
(current practice).

These findings to be discussed in Enhanced Recovery Pathway (ERP) meeting.

Needforstandardised Enhanced Recovery Pathway (ERP) forjoint
replacement.

Furtheraudit afterimplementing (ERP).

Data to be presented to Orthopedicians.

30 day mortality

Risk prediction scoring should be completed in all Emergency laparotomy

following patients.

laparotomy. Active surgical and anaestheticconsultantinputforall Emergency
Laparotomies.
Perioperative pathway to be putin place for the management of Emergency.
Laparotomies.
Cardiac outputto be monitoredintra-operativelyin all Emergency Laparotomy
patients.

Cardiology

Dual antiplatelet Re auditafter 6 months, and include higher number of patients.

therapy post Audit of the percentage of elective attending pre op clinic.

elective PCI. Percutaneous Coronary Intervention (PCl) should be postponed if patient can’t

attend pre op clinic.

Audit of time from procedure to follow up.

Cardiac Specialist Nurses (CSNs) should aimto see all elective Percutaneous
Coronary Intervention (PCl) cases within 4 weeks after the procedure.

Cardiac Specialist Nurses should develop pathway to capture all elective
Percutaneous Coronary Intervention (PCls), so early follow up could be
plannedinadvance.

Inpatient Coronary

To liaise with A&E link for Cardiology regarding increasing awareness of using
GRACE scoring on admission.
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Angiography for

Improved awareness of GRACE scoringto be highlighted to new medical staff

ACS/NSTEMI at induction.
patients. Standard Operating Procedure (SOP) to be finalised for C21 to have full control
of bed flow.
Re-audit 2014.
Child Health
Management of the | Dissemination of the Maternal GBS in Pregnancy and Management of the
Newbornwhere Newborn Audit Report at the following Group Meeting: Maternity Risk
Group B. Management Meeting.
Streptococcus. To improve compliance to the required best practice standard of 100%
Confirmed compliance with the completion of the Newborn postnatal observations
inmotheror individual staff members who do not comply with the local guideline will be
Newborn. identified and advised on anindividual basis regarding the need for compliant

documentation supported with aletter.

Implementation of the new local guideline ‘Management of the neonate at
risk of early onsetinfection including GBS sepsis’ incorporating the NICE
guidance for antibiotictherapy forearly onset sepsisinthe neonate with red
and non-red flagrisk factors. Implemented into practice onthe 3rd March
2014.

New Newborn Early Warning Score (NEWS) to be implemented to replace
current Newborn Postnatal Observations Chart as part of the new
‘Management of the neonate atrisk of early onsetinfectionincluding GBS
sepsis’ guideline. The NEWS chart provides specifictime frames forrequesting
a paediatricmedical review foraNewborn those scores with abnormal
observations.

Implement monthly monitoring of maternal GBS in pregnancy and
management of the Newborn cases and use of the NEWS chart from
implementation.

Re audit maternal GBS in pregnancy and managementof the Newbornin 6
months to evaluate compliance with completion of the new NEWS chart.

Dissemination of the results of the Maternal GBS in Pregnancy and
Management of the Newborn Audit to all the relevant staff in the Maternity
Unit including the Neonatal Unit through the Audit Summary viaemail.

TPN, Commissioning
for Quality and
Innovation (CQUIN).

Developing written guidelines for total parenteral nutrition (TPN)
administration.

Raising awareness of planned practice tostart TPN on day 1 - 2 for this group
of babies—this can be implemented immediately for babies born Sunday to
Friday morning.

Discussion re allowing peripheral TPN initially if delay in achieving central
access.

Purchasing standard TPN bags to enable easy initiation of TPN on day 1.

Supportfor Parents
in Actual or
suspected poor
outcome-June 12-
June 2013.

Continuedinclusion of CNST Update in the Neonatal Unit Mandatory Training
Programme.

The Neonatal Unit Manager and Neonatal CNST Lead will identify individuals
who are non-compliant with the local guideline and discuss documentation
and practice inrelation to how they can improve inthese key areas with future
cases.

Monitor on an individual basis the Newborn medical records of support for
parents documentation for any baby admitted to the Neonatal Unit at term
with a suspected oractual pooroutcome.

Engage the Bereavement Lead Midwifein assisting with undertaking the
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Supportfor Parentsin cases of actual or suspected outcome Audit.

Supportfor Parents
in Actual or
suspected poor
outcome-June 12-
June 2013.

Continuedinclusion of ‘Bereavement Support’ update on the Neonatal Unit
Mandatory Training Programme.

Email all neonatal nursing staff and senior paediatric medical staff regarding

compliance with the local guideline for Support for Parentsin cases of Actual
or Suspected Poor Outcome for the Baby inrelation to the documentation of
all verbal and resource support given to parents.

Dissemination of results from this Audit to all the Neonatal Unit nursing staff
through the Audit Summary Report with signature list.

Dissemination of results to: Child Health Departmental Meeting / Senior Staff
Meeting & Paediatric Audit Meeting.

Unanticipated
AdmissionstoNNU

Continuedinclusion of aRisk Management Update on the Local Neonatal Unit
(LNU) Mandatory Training Programme.

October 13- In cases of non-compliance - individuals will be approached, good practice and

December13. areas forimprovement with documentation discussed and supported witha
letter.
Continue to monitorthe unanticipated admissions of term new-bornstothe
LNU on a monthly basis and Proforma completion.

Diabetes.

Endocrine clinic:
Comparison of
Thyroid
management
against guidelines.

Attempt to establish full diagnosisin all cases not clearly Graves’ Disease.

Document biochemistry before commencing Autoimmune Thyroid Disease
(ATD) inall cases.

Documentrepeats Thyrotrophin Receptor Antibiotics (TRAB) before
discontinuing ATDin all cases.

Document Smoking status and cessation advice in all cases.

Introduction of
mandatoryinsulin
teachingas part of
WHH training.

To continue to provide insulin prescribing and administration courses for
nursing staff.

To teach Foundation level doctors aboutinsulin.

Evaluate by re-auditing effect of course/training oninsulin errors.

General Surgery

NHS breast All patientsto be listed within 31 days of MDT.

screening. All patients to be staged with Sentinel Lymph Node Biopsy (SLNB).
Document choice of operation.

Governance

Urinary Tract
Infections (UTI)
Outliers (Dr Foster).

The Palliative Care team has been revitalised in 2012/13 and referralsto the
team have increased dramatically. The implementation of the Amber care
initiativeis furtherimproving end of life care for patients.

Codingissues:

Followingthe initial review of 20 patients, the reviewers met with the coding
department managerto review processes and ensure accurate coding of UTls.
Specificcases fromthis extended review will be discussed, regarding UTls and
Liverpool Care Pathway (LCP).

Patients moving between wards and specialities:

New acute medicine model of care implemented including the opening of an
acute older persons and liaison unit on the 3/12/12. This will allow all patients
to be reviewed by aseniordoctor within 12 hours of admission and for the
patientto be moved once toan appropriate ward if admissionis deemed
necessary.

Audit of hospital acquired pneumonia.

Quality of UTI diagnosis:
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Raise awareness throughout the division of unscheduled care about making an
appropriate diagnosis of a UTI. This could be at induction, audit, grand round,
PC screensaver, posters ora combination of all these
Repeatsnapshotauditona regularbasisto ensure quality of diagnosis
improves and is sustained.

End of Care:

The trust Chief Executive Officer (CEO) is the executive sponsorof a
collaborative partnership. Thisincludes the acute hospital, older adults both
patients and carers, the ambulance service, clinical commissioning group,
community services, social services, primary care and the voluntary sector set
up thisyearto develop new ways of working across the whole of ourlocal
community.

Care of specific patients.

Level 1 investigation to be undertaken.

Management of patients with UTI.

Utilisingthe NICE guidelines, a UTI peersupport decision guide can be
developed and audited.

Compliance with trust policies and procedures.

Regarding medication omissions; quarterly trust wide audits beganin Q1
2012/2013, reductiontargets have beensetand complianceisreportedtothe
Board of Directors in the monthly Quality Dashboard.

Documentation:
Continue toraise awareness and audit medical record documentation.
Amend clerking proformatoinclude comorbidity.

Consent Audit.

Discuss at the May Clinical Governance, Auditand Quality Sub Committee to
delegated Consent of the present Trust doctors (Associate Specialists/Staff
Grades) to seeifthey require to have trained delegated Consent orshould this
justbe fornew trust Grade Doctors.

Re- Audit August 2013.

ADG to meetwith all Auditand Governance Leads to ensure the list of
delegated proceduresis kept up to date.

ADG to meetwith all Auditand Governance Leads to ensure the Audit is
discussed at Speciality Audit meetingsin conjunction with Audit Department.

Continue monthly education and training.

Ophthalmology.

Bacterial Keratitis
Audit.

Re-auditto ensure 100% compliance with Royal College of Ophthalmologist
(RCO) guidance.

Pathology.

A Regional Re-Audit
on outof hour
notificationto HPU
and Primary Care.

All Laboratories to have a written policy on communication of important
results to primary care agreed with GP out of hours. (This policy should be
agreedin conjunction with relevant PCT).

Organisms with potential of causing outbreaks should be notified to Health
protection Agency (HPA) now PublicHealth England (PHE). A list should be
agreed withthe local Health protection Agency Unit (HPU).

Consentto Blood
Transfusion.

Produce ‘Safety Alert’ onthe needto obtainand document consent.

Alertsend 16/07/2013; discuss with CG to the needto re-sendthisalert—new
alertsent30/10/2013.

Generate reportand submit to the Transfusion Team, HTC, Clinical
Governance Quality and Audit Sub Committee (CGQASC).

Produce ‘Bloody Matters’ highlighting results of the auditto circulate to all
clinical areas and submitfor ‘Risky Business’.
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Presentfinding at Laboratory Lunchtime Meeting +slide includedinto 2014
mandatory training.

Carcinomain
Prostate Chippings.

Appropriate number of blocks should be processed.

Reportsshouldinclude additional datain line with recommendations.

Malignant prostate to be reported by 2 histopathologists.

Radiology

Evaluate the
diagnosticadequacy
and safety of
percutaneousimage
guidedliverbiopsy.

On the page titled “Notes”, report as detailed as possible the procedure.

Coagulation checked and ok.

Consentobtained andsigned.

LA, dose and type of medication.

Type of USS guidance.

Targeted or not, right or left.

Type of needle, gauge, coaxial, passes.

Painscore.

Blood pressure, beats per minute (bpm), Sa02.

Accuracy of
Radioscopy lesion
localisation
technique.

Educate breastradiology team about advantages and efficacy of Radioscopy
Lesion Localisation (ROLLS) compared to wire localisation.

Presentfindings ata national meeting (to be presented at UK Radiology
Congress).

Re auditin 2 years.

Discuss findings with Breast surgeons.

Unscheduled Care
Division.

Discharge and
Transfer Policy.

To present findings to Director of Nursingand Associate (DoN’s) March 2014.

Discharge service to work with ward managers to achieve 100% compliance.

To present findings at the Clinical Governance, Audit & Quality Sub Committee
in March 2014.

To presentfindingstoclinical leads for Physiotherapy and Occupational
Therapy.

Re-Auditin 6 monthsreviewing policy checklist standard.

To present findings to Divisional Integrated Governance Groups.

Agreementtoinclude Discharge and Transfer of Care on corporate induction.

Scheduled Care

Division.

World Health Continue to monitorthe DATA from DWARF and continue to report back to

Organisation (WHO | the DIGG.

Checklist). Engage the clinical teamsintaking ownership inthe new WHO checklist.
Getting supportfrom our new divisional medical director and trust medi cal
director.

Continue toreportback to the theatre teams on compliance and examplesto
learn.

Planningto send staff tovisit some other organisations which do the check ist
a little differently and could support the efficacy of the check ist.

Vascular.

Preventionand All patients should receiveintravenous hydration pre- and post-contrast

Management of studies. All nephrotoxic medications should be withheld before the contrast

ContrastInduced
Nephropathyin
vascular patients.

studies.

Renal functions (ureaand electrolytes) should be checked before and 24-72
hours afterthe contrast studies.

Topics of assessingand managing patients undergoing contrast studies should
be includedinthe induction sessions forthe juniordoctors.
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Vascularunitand radiology departmentshould setup ariskassessment
protocol to stratify the contrast-related nephropathy and to manage patients
undergoing contrast studies.

Women’s Health.

Examination of the
Newborn Referrals

Dissemination of results from this Audit at the following Child Health Division
Meetings at Senior Staff Meeting and Paediatric Audit Meeting.

Audit. Implementation of oxygen saturation monitoring on all eligible new-borns as
part of the full physical Newborn examination.

Update with In the cases of non-compliance with the local guideline documentation

additional Individuals who are not compliant with the documentation requirements of

information the local guidelinewillbe identified and advised on anindividual basis
regardingthe need for compliant documentation.
Development of the input of referrals to the Paediatric Murmur Clinicand
Cardiac Clinicviathe Meditech System.
Development of the input of referrals to the OrthopaedicClinicfor hip follow-
up viathe Meditech System.
Dissemination of results from this Audit to all the health care professionals
who conduct the full physical examination of the Newborn through the Audit
Summary Reportviaemail.

KEY:

CEM College of Emergency Medicine

NNAP National Neonatal Audit Programme

AE Emergency care

CG Clinical Governance

GP General Practitioner

PN Practice Nurse

FY1/FY2 FoundationYear1 & 2

ST Speciality Training

SpR Registrar

BSUG British Society of Urogynaecology

ADG Associate Director of Governance

NICE National Institute for Health and Care Excellence

TRAb Thyrotropin receptorautoantibodies

CNST Clinical Negligence Scheme for Trusts (Maternity Standards for trusts)

GBS Group B. Streptococcus.

NNAP National Neonatal Audit Programme

NNU Neonatal Units

NBOCAP National bowel cancer audit programme

DAHNO Data for Head and Neck Oncologists

DWARF Data Warehouse

DIGG Divisional Integrated Governance Group

NLCA National Lung Cancer Audit

NAOGC National Oesophago-Gastric Cancer Audit

uss Ultrasound

ICNARC Intensive Care National Audit & Research Centre

BTS British ThoracicSociety

NIPE NHS Newborn and Infant Physical Examination Programme

MBRRACE-UK Mothersand Babies: Reducing Risk through Audits and Confidential Enquiriesinthe

UK

PROMS Patient Reported Outcome Measures

36



mhtml:file://P:/Clinical_Audit/Quality%20Accounts/2013%202014%20Quality%20Account%20Audits/CIRIS%20for%20Healthcare%20-%20Local%20Audit%20Actions%20Report%202.mht!https://www.3e.co.uk/app9/main.aspx?p=ee8bd7d8-66da-4c39-a5c2-e14510f5f039&rid=/fec485ce-6e95-4df9-a179-014b24a04028/
mhtml:file://P:/Clinical_Audit/Quality%20Accounts/2013%202014%20Quality%20Account%20Audits/CIRIS%20for%20Healthcare%20-%20Local%20Audit%20Actions%20Report%202.mht!https://www.3e.co.uk/app9/main.aspx?p=ee8bd7d8-66da-4c39-a5c2-e14510f5f039&rid=/fec485ce-6e95-4df9-a179-014b24a04028/
mhtml:file://P:/Clinical_Audit/Quality%20Accounts/2013%202014%20Quality%20Account%20Audits/CIRIS%20for%20Healthcare%20-%20Local%20Audit%20Actions%20Report%202.mht!https://www.3e.co.uk/app9/main.aspx?p=ee8bd7d8-66da-4c39-a5c2-e14510f5f039&rid=/fec485ce-6e95-4df9-a179-014b24a04028/
https://www.google.co.uk/url?q=http://www.hqip.org.uk/national-bowel-cancer-audit-programme-nbocap/&sa=U&ei=t69fU5WnGabH7Aba2IFA&ved=0CDIQFjAB&usg=AFQjCNEfrnisn6BudUEtsstd0LfaEMbZXw
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NPDA National Paediatric Diabetes Audit (NPDA) | RCPCH

NDA National Diabetes Audit

CRM Cardiac Rhythm Management

CHR-UK Child Health Reviews

PCI Percutaneous Coronary Intervention

ACS Acute Coronary Syndrome

NSTEMI Non-STsegment elevation myocardialinfarction
NCDAH National Care of the Dying Audit

GRACE Global Registry of Acute Cardiac Events

NB: Full details of the actions taken of all audits can be provided — please contact 01925 662736 for
more details

2.2.3. Participationin Clinical Research and Development

The number of patients receiving relevant healthservices providedor sub- contracted by Warrington
and Halton Hospitals NHS Foundation Trust in 2013/2014 that were recruited duringthat period to
participate inresearch approvedby aresearch ethics committee was 707.

Warrington and Halton Hospitals NHS Foundation Trust recognises that participationin clinical
research demonstrates our commitment toimproving the quality of care we offerboth by helping
ensure our clinical staff stay abreast of the latest possible treatment options and because active
participationinresearch leadsto successful patient outcomes.

In 2013-2014 the trust was involved in conducting 95clinical research studies (a 3% decrease on
2012/2013) inresearchin oncology, surgery, stroke, reproductive health, cardiology, rheumatology,
gastroenterology, ophthalmology, as well as paediatricand otherstudies.

Research and Development atthe trust is currently mainly supported through external income from
the Cheshire & Merseyside Comprehensive Local Research Network (C&MCLRN) together with
income obtained through grants and commercial work; the majority of this research being nationally
adopted studies as part of the National Institute for Health Research (NIHR). We also work withthe
topicspecificresearch networks and other health providerstoincrease NIHR clinical research
activity and participationinresearch.

The trust has also adopted the C&MCLRN Research Management and Governance operational
procedures and systems, including the NIHR Coordinated System for gaining NHS Permissions and
achieveditstargetoverthe period. The trustensuresthatall NIHR portfolio research activities are
conductedtothe higheststandards and undertaken within the framework of research governance,
strict legislation and recognised good clinical practice.

Most of the research carried out by the trustis funded by the NIHR. For 2013-2014 the trust
received £400,700 which funds 9 research nurses to support Principal Investigators with recruitment
and to assist with the management of NIHR studies ensuring that the study runs safelyandin
accordance with the approved protocol.

In 2013/2014 Warrington and Halton promotedit's Investigator Led Grant Awards Scheme and in
thisregard recently started partnership working with Manchester University. The aim of thisis to
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develop projects to take place overthe next 12 months which will provide a benefitto patients
whilstalso developing research investigators locally.

2.2.4. The CQUIN Framework

The Commissioning for Quality and Innovation (CQUIN) framework forms one part of the overall
approach on quality, which includes: defining and measuring quality, publishing information,
recognising and rewarding quality, improving quality, safeguarding quality and staying ahead.

The aim of the CQUIN payment frameworkisto supporta cultural shift by embedding quality
improvement and innovation as part of the commissioner-provider discussion. The frameworkis
intended to ensure contracts with providersinclude clearand agreed plansforachieving higher
levels of quality by allowing the commissioners to link a specificmodest proportion of providers’
contract income to the achievement of locally agreed goals. The locally agreed goals, which should
be stretching and realistic, are discussed between trust board, commissioners and providers and
included within contracts. Furtherdetails of the agreed goals for2013/14 can be found below and
details forthe following 12 month period are available online on the trust website.

A proportion of Warrington and Halton Hospitals NHS Foundation Trust’s income in 2013/2014 was
conditional upon achieving quality improvement and innovation goalsagreed between Warrington
and Halton Hospitals NHS Foundation Trustand any person or body they entered into a contract,
agreementorarrangementwithforthe provisionof relevant health services, through the
Commissioning for Quality and Innovation payment framework.

The monetary total for the amount of income in 2013-2014, conditional upon achieving quality
improvementand innovation goals, was £4,617m with a monetary total forthe associated payment
in2013/2014 of £4,580m received. In2012/2013 the trust received a monetary total forthe
associated CQUIN payment of £4.3m.

The trust achieved full compliance against all of the agreed CQUINs with the exception of the
“Forget Me Not” CQUIN whereby we failed to hold a Dementia Conference within the agreed
timescale and thus a payment of £36,866 was withheld. The trust had the following CQUIN goalsin
2013/2014 whichreflected both national priorities and Department of Health initiatives and also
reflectinglocal needs and the views of the patients and commissioners.

CQUIN Report 2013/2014

National | Venous- 95% of appropriate 5.00% £230,850
thromboembolism (VTE) | patients to berisk
Risk Assessment - assessed.
Reduce avoidabledeath,
disabilityand chronicill | Number of Root Cause
health from VTE. Analysis carried outon
hospital associated
thrombosis.
National | Dementia Carers survey 5.00% £230,850
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Dementia screening, risk
assessmentandreferral.

Named Lead for
Dementia and
appropriatetrainingfor
staff.

National

Familyand Friends

Establish a F&F Baseline
(acute in-patients & A&E
combined) of 15% or
more

Increaseinresponserate
thatimproves on Ql and
is 20% or over by quarter
4

Improved performance in
Staff Survey F&F question
- a better resultin
2013/2014 compared
with 2012/2013, or
remainingin the top
quartile.

Delivery of Friends and
Family roll-outfor
maternity services

5.00%

£230,850

National

Safety Thermometer

ST Monthly data
collectioninrelationto
pressureulcers;falls,
urinary tractinfection.
Improvement reduction
inthe prevalence of
pressureulcers.

5.00%

£230,850

Local

AdvancingQuality -
Application of quality
requirements basedon
evidence andresearch
to yield quality
outcomes for:-
e Pneumonia
e HeartFailure
e Acute
Myocardial
Infarction
e HipandKnee
e Stroke

Performance delivery for
each condition
demonstration annual
improvement againstthe
targets.

AMI 91.46%

Heart Failure 86.85%
Hip & Knee 92.23%
Pneumonia 75.23%
Stroke 62.57%

Implementation of new
quality targets.

2.00%

£92,340

Local

Forget me Not
coincide

Review the trust
Dementia Strategy,
introduce ‘Forget me not’
Introduce Dementia
Champions.

Nominate 2 dementia
friendly wards.

Assess ward environment
utilising thetool kit

5.40%

£249,318

The trust
incurred a
minor penalty
due to failure
to hold the
Dementia
Conference in
Q3, we
subsequently
agreed with
commissioners
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Assess all medical wards
androll out a planfor the
remainingward areas.

that the
conference
would be held
to coincide
with launch of
the Dementia
Ward and the
penalty will be
reimbursed at
that point.

Local

High Quality Care

Provision of high quality
carewhich places the
patient at the centre of
all caredecisionsis
fundamental to care
delivery. This CQUIN
requires the trust to
demonstrate this through
review and
implementation of quality
and nursingstrategies
and ensure the following
are delivered:-

Culture of patient centred
carevia use of a cultural
barometer

Effective Leadership
Workforce for safe care
delivery

Competent Health Care
Assistants.

22%

£1,014,587

Local

Effective Discharge

To supporteffective
dischargeand transfer of
carethe trustis required
to implement policiesand
processes inlinewith
best practice.

Increase patient
engagement withinthe
dischargeprocess.
Ensure effective multi-
disciplinary engagement
inplanningdeliveryand
dischargethereby
ensuringthatall
discharges aresafe,
patient focused and
reduce risk of harm.

24.30%

£1,125,396

Local

Cancer Staging Data

Data collection

Agree baseline
performance set
threshold

Deliver against
threshold, improve by
15% or achieve 60% by
end of Q3.

2.40%

£109,653
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75% target achieved for 3
consecutive months

Local

Telephone Calls48 Establish systemagree 10.40% £119,754
hours following criteriaandrisk
discharge. assessment.

Commence project and
pilotto ensure correct
patient cohort.

Service contacting 20% of
patients.

Evaluate projectand 45%
of patients receivingcalls.
Evaluate how servicehas
improved patient
outcomes and reduced
relianceon primaryand
secondarycare

Local

Neonatal Nutrition Improve proportion of 2.00% £92,340
pre-term babies who
startTPN by day 2.
Undertake quarterly
audits and action plans to
improve complianceby
Q4.

Local

Digital Technology Programme of work 11.50% £530,956
whichidentifies a
minimum of four
different options to
utilise mixed media
process to disseminate
information to patients,
carers and staff.

TOTAL

100% £4,617,015

2.2.5.

Care Quality Commission (CQC) Registration

Warrington and Halton Hospitals NHS Foundation Trustis required to register with the Care Quality
Commission andits currentregistration status is registered without conditions.

The Care Quality Commission has not taken enforcement action against Warrington and Halton
Hospitals NHS Foundation Trust during 2013-2014.

Warrington and Halton Hospitals NHS Foundation Trust has not participated in any special reviews or

investigations by the Care Quality Commission during the reporting period.

The trust is registered to provide the following services:

Assessment or medical treatmentfor persons detained underthe Mental Health Act 1983
Diagnosticand screening procedures

Family planning

Maternity and midwifery services

Surgical procedures

Termination of pregnancies

Treatmentof disease, disorderorinjury
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2.2.5.1 CQC Unannounced Inspection 2013/2014.

The CQC made one unannounced visits to Halton Hospital on the 30" September 2013, to review
systems, standards, audit and processes as part of the Regulated Activities for Quality and Safety.
The inspection which was unannounced started at the Minor Injuries Unit and then continued onto
the wards, pharmacy and Cheshire and Merseyside Treatment Centre (CMTC). The CQCinspected
the following standards as part of a routine inspection - care and welfare of people who use services,
consentto care and treatment, staffingand management of medicines. The feedback was excellent
— quotesfrominspectorsincluded thatit was “an enjoyable inspection” and they had “neverseen
such inspirational care ason B1”

e Thefull reportcan be foundat http://www.cqc.org.uk/directory/RWWHG

Extracts from the CQC inspection 3ot September 2013 reported October 2013.

How we carried out this inspection

“We beganourinspection on 30th September 2013 by visiting the Minor Injuries Unit outside of
normal working hours. We returned the following day 1st October 2013 and visited the Orthopedic,
Intermediate Care, Elective Surgical Services and Step down wards.. We saw that staff were well
supported and had regularpersonal development reviews. Training was monitored and we saw
evidence that staff had the opportunity to attend more specialist training courses when appropriate.
There were enough staff on duty at the time of our inspection and we saw that additional staff could
be accessed at short notice if required.”

What the inspection revealed.

“We spoke with patients and staff of different grades on all the wards we visited. Patients spoke
positively about theirexperience at Halton General Hospital. One said, “I much prefer this hospital to
another, | have beeninbothforlong periods of time and this hospital gives great attention to
patient care, | cannot praise staff highly enough, the nurses especially night staff are just fantastic
and very dedicated”. Patients we spoke to feltthatthey had a full and clearunderstanding of their
individual programmes of care and treatment. They commented that they feltthey were given
sufficient details and answers to any questions they may have, which they felt allowed them to make
informed decisions. They understood the care and treatment choices availableto them and were
given appropriate information and supportregarding their care or treatment.”

2.2.5.2 CQC Themed Review of Dementia Care 2013/2014
The CQC made one unannounced visits to Warrington Hospital on the 28" January 2014, to review
systems, standards, auditand processes as part of the themed review of dementiacare. This
inspection programme reviewed three main issues namely the quality of support provided to people
with dementiato enable themto maintain their physical and mental healthand wellbeing; how the
care provided aims to reduce admissions to hospitals from care homes and avoid unnecessary
lengths of stay in hospital and how services work together when people move from one service to
another. The CQC visited wards A2, A3, A8, B12 and CDU and inspected the following standards as
part of thisthemed review

e Qutcome 4 Care and Welfare of Patients

e Outcome 6 Cooperating with other providers

e QOutcome 16 Assessingand monitoring the quality of service provision
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The trust report, received in April 2014 showed that we had metall three standards reviewed by the
CQC. The full report can be found at http://www.cqc.org.uk/node/316324

2.2.5.3 CQC Intelligence Monitoring

The Care Quality Commission has published its fullrisk profiles and risk bandings of all NHS trusts for
the firsttime. It'sa new system known as Intelligent Monitoringand is a publication that we fully
supportas a way of highlightingriskinthe health service.

The intelligent monitoringis based on 150 indicators thatlook at a range of information including
patient experience, staff experience and statistical measures of performance including detailed
mortality rates, waiting time and access information, patient feedback and actual CQCinspection
results.

It basically pullstogetherinformation from every available accredited source to give aninformed
view and raise any questions necessary on the quality and safety of each hospital’s service. Ithelps
the CQC to know where tofocus their new, stringentinspection resources.

The CQC have now banded each trustinto one of six categories based on the risk fromthese
indicatorsthat people may notbe receiving safe, effective, high quality care - with band 1 being the
highestriskand band 6 the lowest risk. In March 2014 Warrington and Halton Hospitals NHS
Foundation Trust was placedintothe Band 5 category based on these indicators of ourservices and
care.

Whilstthese are notto be seen as formal league tables, they do give anindication of the overall
performance, qualityand safety ata trust and isa good position to be in. We have all been working
hard to build a culture of high quality, safe healthcare at Warrington and Halton Hospitals NHS
Foundation Trust. Whilstthere are always ways we can furtherimprove ourservices, we can be
proud of our achievements. This detailed analysis of performance provided by the report shows that
we movingintherightdirectionin ensuringthat we provide our patients with a service that they can
trust and that we can be proud of.

e Thefull reportscan be foundat http://www.cqgc.org.uk/directory/RWW

2.2.5.4 CQC new Inspection Regime (Keogh Framework)

As stated above the trust performance against these surveillanceindicators canif the trust is placed
ina high riskbandtriggeran inspection. The CQCwill now lead significantly biggerinspection teams
headed up by clinical and otherexperts thatinclude trained members of the public. They will spend
longerinspecting hospitalsand coverevery site that delivers acute services and eight key services
areas: A&E; maternity, paediatrics; acute medical and surgical pathways; care for the frail elderly;
end of life care; and outpatients. The inspections will be a mixture of unannounced and announced
and they will includeinspectionsinthe evenings and weekends whenitis recognised patients can
experience poor care.

Thistrust investsresources in ensuring that staff, understand these processes and it has since

February 2014 provided dropinsessionsinorderto raise awareness aboutthe new CQClInspection
Regime.
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€QC Awareness Sessions — February 2014

rr——

hat was the Keogh Review?

2.2.6. Trust Data Quality

Warrington and Halton Hospitals NHS Foundation Trust submitted records during 2013/2014 to the
Secondary Uses service forinclusioninthe Hospital Episode Statistics which are includedin the latest
publisheddata. The percentage of recordsin the published data:-

Which included the patient's validNHS Number was:

° for admitted patient care —99.5%
. for outpatient care —99.8%
° for accidentand emergency care —98.2%

Which included the patient's valid General Practitioner Registration Code was:

° for admitted patient care —99.2%

. for outpatient care —99.5%

. for accidentand emergency care —98.2%
2.2.6.1. Information Governance

Warrington and Halton Hospitals NHS Foundation Trust’s Information Governance Assessment
overall score for 2013/2014, was 68% and was graded as “not satisfactory”.

Performance will be monitored by the Information Governance and Corporate Records Group and
thenreported tothe IM&T Steering Committee whichisa sub-committee of the trust board.



Warrington and Halton Hospitals NHS Foundation Trust was not subject to the Payment by Results
clinical coding auditduring2013/2014 by the Audit Commission.

Warrington and Halton Hospitals NHS Foundation Trust will be taking the following actions to
improve data quality:

e We are workingtowards compliance atthe requisite level 2standard across all the
requirements contained within the Information Governance Toolkitin 2014/2015.The
Information Governance Toolkit action planis monitored at the Information
Governance and Corporate Records Group.

e Areporton the |G Toolkitfor2013/14 was recently produced by MIAA and was reviewed by
Audit Committee - an action plan will be taken forward.

2.3. Core Quality Indicators 2013/2014.

The 2012 Quality Account Amendment Regulations (10) state that trusts are required to report
againsta core set of quality indicators using the following standardised statement set out as follows:

Where the necessary datais made available to the trust by the Health and Social Care Information
Centre, acomparison of the numbers, percentages, values, scores or rates of the trust (as applicable)
are included foreach of those listed with:-

e Thenational average forthe data.

e The NHS trusts and NHS foundation trusts with the highestand lowest of the same, forthe
reporting period.

e Present,inatable format, the percentage/proportion/score/rate/numberforatleast the
lasttwo reporting periods.

Trusts are only required toinclude indicators that are relevant to the services they provide.
2.3.1a. Summary Hospital-Level Mortality Indicator (SHMI):

The value and banding of the summary hospital-level mortality indicator (“SHMI”) for the trust for
the reporting period was:

SHMI Coding

DATE PERIOD TRUST | BANDING | HIGHEST LOWEST NATIONAL
October 2012 — September 2013 110.21 | 2 118.59 63.01 100

Jul 2012 — June 2013 112.06 | 2 115.63 62.59 100

April 2012 —March 2013 112.9 1 116.97 65.23 100
January 2012 — December 2012 110.69 | 2 119.19 70.3 100
October 2011 - September 2012 111.26 | 2 121 68 100

July 2011 - June 2012 109.51 | 2 125 71 100

NB: This information is re based so there may be a variation from HED monthly reporting.
Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for

the followingreasons, inthatthisis a nationally accepted dataset which is submitted to the
Department of Health at agreed frequency. The trustisalso able to extract this information from
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the Healthcare Evaluation Data (HED) benchmarking system to facilitate furtheranalysis. Trustsare
banded 1-3 as follows:-

1 the trust’s mortality rate is ‘higherthan expected’
2 the trust’s mortality rate is ‘as expected’
3 where the trust’s mortality rate is ‘lowerthan expected’

To improve thisscore, and so the quality of its services, Warrington and Halton Hospitals NHS
Foundation Trust has:
e made significant progressin managing deteriorating patients, including the creation of a
Medical Emergency Team,
e createda Clinical Effectiveness Team and Clinical Effectiveness Group whichis attended by
two trust board members,
e workedclosely withthe North West’s NHS Advancing Quality Alliance; using theirreducing
mortality framework and data support to target our improvement efforts,
e ensuredthat mortality dataiswidely reported and understood across the organisation.

2.3.1b. Percentage of patient deaths with palliative care coded at eitherdiagnosis or speciality
level forthe trust for the reporting period.

Deaths with Palliative Care Coding

DATE PERIOD TRUST ENGLAND HIGHEST LOWEST
April 2012 —March 2013 17.2% 19.9% 44% 0.1%
January 2012 — December 2012 14.4% 19.2% 42.7% 0.1%
October 2011 - September 2012 11.6% 18.8% 43.3% 0.2%
July 2011 - June 2012 9.1% 18.2% 46.3% 0.3%

*The palliative care indicatoris a contextual indicator.

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreasons, inthatthisisa nationally accepted dataset which is submitted to the
Department of Health at agreed frequency. The trustisalso able to extract this information from
the Healthcare Evaluation Data benchmarking system to facilitate furtheranalysis.

To improve this score, and so the quality of its services, Warrington and Halton Hospitals NHS

Foundation Trust has employed a Palliative Care Consultant, provided specialist palliative care
servicestoa greater number of patients, and held an event toreview end of life care provision
across the organisation and ensure that patients receive the best care at the end of theirlives.

2.3.2. Patientreported outcome scores for (i) groin herniasurgery, (ii) varicose vein surgery, (iii)
hip replacementsurgery, and (iv) knee replacementsurgery.

This data is made available to the trust by the Health and Social Care Information Centre with regard
to the trust’s patient reported outcome measures scores for— groin hernia surgery, varicose vein
surgery, hip replacement surgery, and knee replacement surgery, during the reporting period were: -
http://www.hscic.gov.uk/catalogue/PUB11359
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Patient Reported Outcome Scores.

Groin hernia Hip replacement Knee Varicose vein
replacement

Average health Average health Average health Average health
Year Level . . . .

gain gain gain gain
2011/2012 | Trust 0.084 0.438 0.31 *
2011/2012 | England 0.087 0.416 0.302 0.095
2011/2012 | Highest 0.249 0.668 0.537 0.24
2011/2012 | Lowest -0.084 0.282 0.144 -0.134
2010/2011 | Trust 0.055 0.382 0.299 *
2010/2011 | England 0.085 0.405 0.298 0.091
2010/2011 | Highest 0.156 0.503 0.407 0.155
2010/2011 | Lowest -0.020 0.264 0.176 -0.007
2009/2010 | Trust 0.075 0.358 0.310 *
2009/2010 | England 0.082 0.411 0.294 0.094
2009/2010 | Highest 0.136 0.514 0.386 0.150
2009/2010 | Lowest 0.011 0.287 0.172 -0.002

* The trust does not undertake this procedure.

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreasonin that the PROMs data is a nationally agreed dataset. The datais collected,
processed, analysed and reported to the Health and Social Care Information Centre by a number of
organisations, including hospital trusts which perform PROMs procedures. PROMs calculate the
health gains after surgical treatment using pre- and post-operative surveys. The Health and Social
Care Information Centre is responsiblefor scoring and publishing of PROMs data as well as linking it
to otherdata sets such as Hospital Episodes Statistics.

Warrington and Halton Hospitals NHS Foundation Trust has taken the following actions as described
below toimprove this average health gain score and so the quality of its services, by delegating
responsibility for reviewing PROMs data to the Clinical Effectiveness Committee.

2.3.3. Emergencyreadmissionsto hospital within 28 days of discharge.
The data made available to the National Health Service trust or NHS foundation trust by the Health
and Social Care Information Centre with regard to the percentage of patients aged

e (to15; and

e 16 orover,
readmitted to a hospital which forms part of the trust within 28 days of being discharged froma
hospital which forms part of the trust during the reporting period.

Emergency readmissions to hospital within 28 days of discharge (age 16<) *

DATE PERIOD TRUST ENGLAND HIGHEST LOWEST
2011/2012 13.58 10.01 13.58 5.10
2010/2011 12.08 10.15 13.94 5.85
2009/2010 11.77 10.18 14.44 6.38

NB: Information Centre provides databy 16> not 15>
* Data for 2012/13 is not available from the Information Centre

47



Emergency readmissions to hospital within 28 days of discharge (age 16>) *

DATE PERIOD TRUST ENGLAND HIGHEST LOWEST
2011/2012 12.44 11.45 13.50 8.96
2010/2011 11.66 11.42 12.94 7.6
2009/2010 11.75 11.16 13.17 7.3

* NB: Information Centre provides data by 16> not 15>
* Data for 2012/13 is not available from the Information Centre
Datarelates to medium sized acute trusts.

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreasons, inthatthisisa nationally accepted dataset which is submitted to the
Department of Health at agreed frequency. The trustisalso able to extractthis information from
the Healthcare Evaluation Data benchmarking system to facilitate furtheranalysis.

Warrington and Halton Hospitals NHS Foundation Trust has taken the following actions toimprove
thisrate and so the quality of its services, by making changes to the internal scrutiny and review of
readmission data, redesigning the discharge service and continuing to develop readmissions
software to support access to improved ward based information

The changes made have resultedin a focused analysis of readmission rates within Divisional
Integrated Governance Groupstoidentify processissuesand trend data, which are locally and
organisationally acted upon to reduce readmission rates. The learningfrom whichfeedsintoa
whole system urgent care group as the trust continuesto supporta whole systems approach and
workin close collaboration with keypartneragencies toreduce readmissions to hospital within 30
days.

The Trust has alsoredesigned the Hospital Discharge Service whereby patients are risk assessed on
admission and those identified with complex discharge needs are robustly tracked and supported
throughto discharge.

The Trust is engagedintesting areadmission management software package that will potentially
supportthe development of risk stratification on discharge for some cohorts of patients. The focus
ison the creation of a rescue plan that would be made available on discharge from hospital to better
enable the patientand theircarerto manage at home and reduce the need for readmission.

2.3.4. Responsivenesstoinpatients’ personal needsinthe CQCnational inpatientsurvey:
The following datafortwo reporting periods with regard to the trust’s responsiveness to the
personal needs of its patients during the reporting period is made availableto the trust by the
Health and Social Care Information Centre.

€QC national inpatient survey:— personal needs.

DATE PERIOD TRUST ENGLAND HIGHEST LOWEST
2012/2013 66.7 68.1 84.4 57.4
2011/2012 66.2 67.4 85 56.5
2010/2011 67.4 67.3 82.6 56.7

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the following reasons, central to the trust ethosisthe view that patients deserve high-quality
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healthcare, and patients’ views and experiences are integral to successful improvement efforts. As
such itemploys Quality Health to undertake arobust and comprehensive survey of patients
experience on an annual basis.

Warrington and Halton Hospitals NHS Foundation Trust will take the following actions toimprove
this percentage and so the quality of its services, by reviewing the inpatient survey results
constructingan action planto improve yearonyear results. This will be supported by local surveys
which focus on the above aspects of the patient experience. The trust has also selected the
inpatientsurvey asanimprovement priority for 2014/2015 and will report progressinthe Quality
Reportnextyear.

2.3.5. Percentage of staff who would recommend the providerto friends or family needing care.
The data is made available to the trust by the Health and Social Care Information Centre viathe
National NHS Staff Survey Coordination Centre with regard to the percentage of staff employed by,
or under contract to, the trust during the reporting period who would recommend the trustas a
providerof care to theirfamily orfriends.

Staff who would recommend the providerto friends or family needing care by percentage.

DATE TRUST HIGHEST LOWEST ACUTE TRUSTS
2013 65% 93.9% 39.6% 67%
2012 58% 69% 35% 65%
2011 57% 89% 33% 65%

NB: National data for acute trusts = national score

Staff who would recommend the providerto friends or family needing care by score — Staff Survey
2013.
(the higher the score the better)

Scale summary score

Trust score 2013 3.66
Trust score 2012 3.56
National 2013 average for acute trusts 3.68
Best 2013 score for acute trusts | 4.25
1 2 3 4 5
Unlikely to Likely to
recommend recommend

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreason, in thatthisreport presents the findings of the 2013 national NHS staff survey
conducted by the Picker Institute on behalf of the trust. The Picker Institute utilises high quality
research methodology which ensures that appropriate samplingis undertaken across all staff groups
resultingina43% response rate.

Warrington and Halton Hospitals NHS Foundation Trust has taken the following actions toimprove
this score and so the quality of its services, by reviewing the staff survey results constructingan
action planto improve year onyear results. Thisis supported by local surveys usingtransparency
audit questions which focus on quality of care.
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2.3.6. Percentage of admitted patients risk-assessed for Venous Thromboembolism.

The data made available tothe National Health Service trust or NHS foundation trust by the National
Commissioning Board with regard to the percentage of patients who were admitted to hospital and
who were risk assessed forvenous thromboembolism during the reporting period.

Venous Thromboembolism (VTE) — percentage of risk assessments undertaken

Year Level Q1 Q2 Q3 Q4

2013/2014 Trust 95.54%. 95.60% 96.50% 95.76%*
National Average | 95.39% 95.69% 95.80% .
Highest 100% 100% 100% **
Lowest 78.78% 81.70% 77.70% o

2012/2013 Trust 95.40% 95.10% 94% 93.90%
National Average | 93.40% 93.80% 94% 94.20%
Highest 100% 100% 100% 100%
Lowest 80.80% 80.90% 84.60% 87.90%

2011/2012 Trust 95.60% 96.20% 95.40% 96.20%
National Average | 81% 88% 91% 93%
Highest X *okk 100% 100%
Lowest ok ek 32.40% 69.80%

* =Trust internal data only available for this reporting period.

w* = This data is not currently available from the Information Centre.

ek = This data has been archived andis unavailable.

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the following reasons, in that the trust has a well-developed system for undertaking risk assessments
on admission and ensuring the datais collated corporately and incorporated into the Quality
Dashboard for monthly reviewand monitoring by the Clinical Governance Committee and the trust
board.

Warrington and Halton Hospitals NHS Foundation Trust has taken the followingactions toimprove
this percentage and sothe quality of its services, by revisingthe logicfor cohortto ensure patients
receive riskassessment appropriately and streamlining processes to ensure all risk assessments are
logged electronically on completion.

2.3.7. Treating Rate of C. difficile per 100,000 bed days amongst patients aged two years and
over.

The data made available tothe National Health Service trust or NHS foundation trust by the Health
and Social Care Information Centre with regard to the rate per 100,000 bed days of cases of
C.difficileinfection reported within the trustamongst patients aged 2 or over duringthe reporting
period.

Warrington & Halton NHS Trust Clostridium difficile infections per 100,000 bed days:

DATE TRUST NATIONAL
2012/2013 9.4 17.3
2011/2012 21 21.8
2010/2011 35.9 29.6

The Information Centre only provides average by Trust (not by highest and lowest) and 201 3/14 data is not currently available.

50



Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreasonsinthatthe trust follows the national Clostridium difficile guidelines. Thereisa
robust system for data entry and validation which ensures all cases are entered onto the data
Capture system.

Warrington and Halton Hospitals NHS Foundation Trust has taken the followingactions toimprove

thisrate and so the quality of its services:

2.3.8.

Surveillance of cases/monitoring forincreased incidences in defined locations
Cohortisolation facility maintained to manage cases

Antimicrobial steering group with feedback to Clinicians onincidences of prescribing non-
compliance

Fidaxomicinintroduced fortreatment of patients with recurrent Clostridium difficile
infection

Textalertsto senior managersto report Clostridium difficile cases

Increase in ward based training formanagement of infectious diarrhoea, viral gastroenteritis
outbreaks and use of personal protective equipment

Safety alerts distributed on the management of potentially infectious diarrhoea

Please see section 3.2.1 for further information on improvementactions.

Patient Safety Incidents

The data is made available to the trust by the National Reportingand Learning System with regard to
the numberand, where available, rate of patient safety incidents reported within the trust duri ng

the reporting period, and the numberand percentage of such patient safety incidents that resulted

insevere harmor death.

Patient Safety Incidents — Rate of incidents per 100 admissions

DATE TRUST TRUST MEDIAN Lowest Highest
NUMBER

October 2012 - 9.1 3620 7.6 1.7 16.7

March 2013

April 2012 - 8.1 3257 6.7 3.11 14.44

September 2012

October 2011 - 8.7 3402 6.7 2.21 10.54

March 2012

NB: NRLS Report provides median rate of incidents per 100 admissions reported by all mediumacute trusts

Patient Safety Incidents Severe Harm / Death - Rate

DATE TRUST NATIONAL % PEER % LOWEST Highest
Severe Harm & 0% 0.05% 0.05% 0% 0.2%
Death

October 2012 -

March 2013

Severe Harm **0.15% (4) *<1% 0.6% 0 61
April 2012 - 0% 3.1%
September 2012

Death 0.0% (1) *<1% 0.2% 0 34
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April 2012 - 0% 1.3%
September 2012

Severe Harm 0.2% (4) *<1% 0.6% 1 80
October 2011 - 0% 3%
March 2012

Death 0.0% (0) *<1% 0.2% 0 14
October 2011 - 0% 0.6%
March 2012

NB - The Trust has reported by actual number & percentage by highest/lowest rates please note these will not necessarily be the same
trusts.
NB - *National = Severe Harm and Death combined. **Please see comments below.

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the followingreasonsinthatitdownloads all incidents via DATIX to the National Reportingand
Learning System withinthe agreed timescales.

The trust has again moved up in the comparative reporting rate report to 5th bestreporter (from
9th last time) havingincreased to 9.54 per 100 admissions (from 9.1). In addition the trust has
maintained the required frequency and the medianreporting speed of 5 days.

There isa discrepancy within ourreported degree of harm and the degree of harm shown in the
latest report. Duringthe reporting period 1* April 2013 until 31°* March 2014 the report shows 33
were categorised as severe harm (with aseverity of 4— major) and 9 have beenreported with a
severity of 5 as catastrophic(death) this should be 4severe harm and 4 catastrophic harm.

The trust has queried this with NHS England and it appears part of the reason for thisis that there is
no longera 2nd reporting deadline asthere used to be. The impactis that everythingneeds to be up
to date by the 1st deadlineand on this occasion the trust missed this.

The trust continues to work with all the Divisions to review and finally approve theirincidents.
Weekly audits of all outstandingincidents are sent out. In November 2013 additional mid-week
reports have been provided to ensure all incidents are updated by the required time.

Once the trust re-uploads all the data at the end of May 2014 the next NRLS report will be accurate.
All of the incidents have since been re-uploaded to the NRLS and since the CQCget theirdata
directly, our CQC profile will not be affected as they will have the most up to date.

2.3.9 Friendsand Family Test - Patient.

The data made available by NationalHealth Service Trust or NHS Foundation Trust by the Health and
Social Care Information Centre forall acute providers of adult NHS funded care, covering services for
inpatients and patients discharged from Accidentand Emergency (types 1and 2)

Warrington and Halton Hospitals NHS Foundation Trust considers that this datais as described for
the following reasons, in that thisis a nationally accepted dataset which is submitted to the

Department of Health at agreed frequency.

Duringthe reporting period 1*' April 2013 until 31°* March 2014 the trusts performed above average
in comparison with scores for England for inpatient Friends and Family. Howevera comparison of
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Accidentand Emergency dataagainst national average reveals under performance which has a
negative effectonthe overall combined score forthe trust.

Warrington and Halton Hospitals NHS Foundation Trust has taken the following actions toimprove
thisscore, and so the quality of its services, by:-

e developing Always Events as animprovement priority for 2014/2015

e ensuringlessonslearned from complaints take place

e undertakinglocal patient survey, developingand implementing actions

e monitoringviapatient experience indicators and make changes asrequired
Thisindicatoris new and nota statutory requirement for 2013/2014.

Friends and Family Net Promoter 2013/2014 (NHS England)

Month Trust - England - Trust — England - | Trust - England -
Inpatient Inpatient A&E A&E Combined Combined

April 80 71 63 49 76 63

May 76 72 52 55 73 65

June 80 72 54 54 73 64

July 76 70 56 54 70 63
August 76 71 20 56 58 64
September 77 71 46 52 60 62
October 82 71 48 55 63 64
November 75 72 42 56 58 64
December 71 71 35 56 53 64
January 78 72 42 57 60 64
February 81 72 45 55 69 63

March

NB: England data includes independent sector providers April — June 2013, from July the independent sector
is excluded.
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3.1 Introduction - Patient Safety, Clinical Effectiveness &
Patient Experience

Patients are at the centre of everything we do and providing high quality service forevery one of our
patientsisat the heart of our organisation. Ourmissionisto provide 'High Quality, Safe Healthcare'.
To enable us to achieve this, we have fourstrategicobjectives. Theyare:-

e To ensure all patients are safe in our care

e To give our patients the best possible experience

e To be theemployerofchoice forthe health care we deliver
e To provide sustainable local health care services

The quality of patient care and the safe, effective mannerin whichitis provided is the core business
of the NHS, and our trust strives to provide the best possible care in orderto remain a sustainable
health providerof choice. More recently there has beenamajornational policy shifttothe
importance attached to this. Building on the work of Lord Darzi’s ‘High Quality Care for All’ the
White paperpublishedin 2010 ‘Equity and Excellence; Liberatingthe NHS’ outlines the
government’s intention to establish improvementin quality and health care outcomes as the
primary purpose of all NHS funded care.

More recently, the Francis Report (2013) has focussed everyone’s attention nationally on the failings
of the NHS. This final report of the PublicInquiryintothe failingsin care at anothertrust provided a
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detailed and systematicanalysis of the factors contributing to those failures. Itidentified that
warningsigns existed and they could have revealed the issues earlier. Francis has provided the
foundationsforall health care providers tolook at their existing policies and strategiesin adifferent
light, to ensure thatsimilar failings are never repeated.

We have responded to the Francis Reportand the recommendations of the Francis Report have
beendevelopedintoan action plan which the trust board has monitored throughoutthe year. In
line with these recommendations we have reviewed and aligned two of our key strategies, Quality
Improvement Patient Safety Strategy and our Patient Experience Strategy to provide asingle
strategy “Improving Quality: Patient Safety, Experience and Clinical Effectiveness Strategy.”

Francis also cautioned that “A health service that does notlisten to complaintsis unlikely to reflect
its patients’ needs” and “A complaints systemthat does not respond flexibly, promptly and
effectively to the justifiable concerns of complainants not only allows unacceptable practice to
persist, itaggravatesthe grievance and suffering of the patientand those associated with the
complaint, and underminesthe public’s trustinthe service.” This trust hasinvested time and
resourcesinreconfiguringthe complaints and PALS service into anintegrated Patient Experience
Team who are committed to providing aresponsive patient focussed service.

o Pleasereferto section 3.4.3 for information on progress in the management of
complaints.

In line with two key principles of the Francis Report namely toimprove experience and reduce harm;
to be openand honest withthe publicwe decided to become amemberof the ‘Openand honest
care: drivingimprovement’ programme, established by NHS England. We have made a commitment
to publish asetof patient outcomes; patient experience and staff experience measures so that
patients and the publiccan see how we are performingin these areas. Thisincludes regular
publication of numbers of patients who develop pressure ulcers and patients that fall whilein
hospital. This combines the resultsfromthe Friends and Family Test, the NHS Safety Thermometer,
patientand staff experience surveys, patient stories, staffinglevels and nevereventsall in one place,
to not only build up a picture of care quality butalso of an excellentand openreporting culture. The
Open and Honest Reports forthis trust can be found on the trust’s website.

We continue towork with patients and staff to provide open and honest care, and through
implementing qualityimprovements, further reduce the harm that patients sometimes experience
whentheyarein ourcare.

While itisimportantto identify and deliver againstthe three separate elements patient safety,
clinical effectiveness and patient experience that comprise quality, itis critical to recognise that,
though different, they are all aspects of ‘high quality care’. Qualityisonlyachievedifall three of
these domains are presentequally and simultaneously in care and that deliveringon justone ortwo
inisolationisnotenough. Assuchitisessential thatourapproach providesan equal balance and
assurance on all aspects of quality within the organisation and that we can demonstrate, measure
and improve quality atall levels and throughout all areas of the trust. Our revised strategy draws
togetherthe variousinitiativesto deliveraclearplan of how the trust will work to achieve this.
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3.1.1 Data Sources

Throughout 2013/2014 we have continued to develop our quality indicators which are used to
evaluate the quality of ourservice. These indicators are monitored and reported viaa monthly
‘Quality Dashboard’ through the wider committees and to the trust board to provide assurance on
progress and improvements made in the areas of patient safety, clinical effectiveness and patient
experience. We know how importantitis to patients, theirfamilies and carers that when they have
to comein to hospital thatthey are going to receive the best possible care. We know they want
theircare to be delivered inacleanand welcoming environment, where they feel safe and free from
harm, so we try to ensure thatthese issues have been captured within our quality indicators.

The informationis collated from, whenever possible, sources which can be benchmarked with other
organisationsinordertoindicate the trust’s performance inrelation to others. Indicators allow
organisations to measure and benchmark progress toward goals and the trust submits and utilises
data fromthe Health and Social Care Information Centre (HSCIC). The HSCIC collates analyses and
publishes NHS dataon overa thousand indicators foreverything from quality to population health
and outcomes of treatments. Thisincludes measures such as Patient Reported Outcome Measures
(PROMs) in England whereby patients undergoing elective inpatient surgery for four common elective
procedures (hip and knee replacement, varicose vein surgery and groin herniasurgery) funded by
the English NHS are asked to complete questionnaires before and aftertheir operations to assess
theirperceived improvementin health.

The trust also subscribes to datix, which is web-based patient safety software for healthcare risk
management. Itdeliversthe following safety, riskand governance modules which enablethe trust
to have a comprehensive oversight of our risk management activities:

* Incident, adverse eventand near missreporting

= Patientrelations

= Malpractice claims management

= Riskassessment

= Safetyalerts

= Patientexperience and feedback

= Accreditation self-assessment

= Complaints, compliments, comments and concerns

In addition to this the trust hasinvestedinaclinically-led benchmarking system called Healthcare
Evaluation Data (HED), an online solution delivering information, which enables the trust to drive
clinical performancein ordertoimprove patient care.

The trust submits datato the NHS Safety Thermometer which was developed forthe NHS by the
NHS as a point of care surveyinstrument, it provides a ‘temperature check’ on harmthatcan be
used alongside other measures of harmto measure local and system progressin providing a care
environment free of harm forour patients. The trust undertakesamonthly survey on one day of all
appropriate patients, to collect dataon fouroutcomes pressure ulcers, falls, urinary tractinfection
(UTI) in patients with cathetersand VTE. The Safety Thermometer measures the percentage of
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patients who have experienced harminrelationto any of these issues and allows the trust to
identify weaknesses; make changes to practice and measure improvement.

Othersources of information come from Friends and Family; Inpatient; Outpatient and Staff Surveys
and in-house sources including audit, transparency surveys and observation.

Where available comparative and benchmark data has beenincluded and unless otherwise stated
the indicators are not governed by standard national definitions and the source of the data is the
trust’s local systems.

Trust data systems have beenreviewed and amended to more accurately reflect the description of
the incident(s), therefore comparative datafrom local systems may only available across two
reporting years and more historical data has not beenincluded.

We are continually implementing quality improvement initiatives to enhance the safety,
effectiveness and experience outcomes for our patients.

3.1.2. Data — Mersey Internal Audit Agency (MIAA) Reporting Framework Review

The Francis Reportinto the failings at Mid Staffordshire NHS Foundation Trust strongly reinforces
that quality should be at the heart of a patient-centred NHS. Quality of care providedis akey
responsibility of the boards of NHS foundation trusts. Monitor “the sector regulator for health
servicesinEngland whose jobitisto protectand promote the interests of patients by ensuring that
the whole sectorworks fortheir benefit” considers that maintainingand improving quality isan
importantindicator of the effectiveness of governance ata trust. More recently we have seena
numberof documentsissued providing guidance to trusts on the types of information that should be
reportedto trust boards.

In February 2013, Sir Bruce Keogh was asked to review the quality of care and treatment being
provided by a number of hospital trustsin England that had a higherthan average mortality rate
overthe last 2 years. The review process which was based on NHS National Quality Board guidance
involved analysing and compiling dataforeach trust inrelation to six key areas: mortality; patient
experience, safety, workforce, clinical & operational effectiveness; and leadership and governance.
This was the first time so much disparate data had been compiled forthe purposes of assessing
quality of care inthe NHS. (MIAA: Reporting Framework Review, 2014).

It isvital that boards scrutinise dataand importantly be confident that the datais meaningful and
trustworthy. They need assurance thatthe processes forthe governance of quality are embedded
throughout the organisation. Moreover, the board should understand the organisation and that
whatthey’re beingtoldistrue, accurate, fairand backed up with sufficient evidence. Thisrequires
good data quality systemsin place to deliverthat dataand a culture that supports ethics and
candour.

To support this process the Director of Nursingand Organisational Development requested our
internal auditors MIAA undertake areview of the trusts reporting framework. The overall objective
was to undertake a mapping exerciseto ascertain whether the information currently reported within
the trust isaligned tothe Keogh data set. The review alsofocussed upon:-
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e  Mappingout theinformation currently reported to key forums within the trust
e Undertakinga gap analysis againstthe Keogh data set
e  Ensuringthat mechanismwerein place to escalate areas of concern to the board.

The review has consisted of aseries of interviews with lead officers to identify whereinformationis
reported and the process for collating the reportedinformation. The reviewmade three
recommendations toimprove datarequirements and flow for effective quality governance namely: -

e Thereviewidentified anumberof indicators that are not currently being reported within
the trust. It acknowledgedthatnotallinformation can be reported directly to the trust
board. As such, the indicators should be reviewed, with an appropriate committee / sub -

committee identified to review the dataon a routine basis with a clear escalation processin

place to ensure the board are informed should any significant concerns be highlighted by

the indicators.

e Allindicators should be subject to appropriate validation routines / accuracy checks and
that procedure notes are developed to documentthe process followed

e  Thetrust should ensure that where reported figures are manually inputinto performance

reports/ subjecttofilteringin excelto produce the reported figure, thatfigures are
checked by a second officerto ensure consistency and accuracy of reporting.

3.1.3. Quality Dashboard 2013/2014
The information on this Quality Dashboard is also shared with our Governors and commissioners of
services to demonstrate how care for patientsis delivered and sustained improvements are

maintained.
Target / threshold | a1 | | @ | [ s | [ a2 | v |
Figures are totals or % for the month / qu |a|+e (except where stated)
HSMR {rolling 12 months, latest data available) <=100 % | 101 | %
SHMI (rolling 12 months, latest data available) =100 m 112 108 108
Total deaths in hospital 17 307 249 24 1w Ex} 289 | 1069
Regulation 28 - Prevention of future deaths report 0 0 0 1 1 0 0 0 0 1
Incidents resulting in Major or Catastrophic harm <7 (2012/13total)  [HNEONNINER “m
Incidents of major or catastrophic harm under investization N/A 0 0 1 0 0 0 0 0 2 1 3 1 3 3 7 1
Falls mederate, major and catastrophic harm) <=14 per year E n EN m
Falls [moderate, major and catastrophic harm) awaiting approval N/A 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Grade 3 and 4 Hospital Acquired (Avoidable) <=16 per year
Pressure |~ Grade 3 and 4 Hospital Acquired (Unavoidable) NfA 1 0 0 1 1 0 0 1 1 0 0 1 1 0 0 1 4
Ulcers Grade 3 and 4 Hospital Acquired (Not yet determined) NfA 0 0 0 0 0 0 0 0 0 0 0 0 ] 0 1 1 1
Grade 2 Hospital Acquired <=149 per year “
Grade 2 Hospital Acquired (under review) N/A 1] 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
MRSA 0 per year “ ﬂ
C difficile <=19 per year “ “#“
Never Events 0 per year
VIE % of patients risk assessed »=95% of patients
% harm free (Safety Thermometer (ST) TBC 58 98 9 98 98 99 98 97 98 98 99 98
Medication Errors Omitted doses (Quarterly audit) >=10% reduction in yr
Insulin related errors <=54 per year n “ “ m 8 16
CA— UTI: Number of catheterised patients who developed a UTI {ST) TBC 6 1 4 1 6 4 5 15 2 3 1 & 3 4 2 10 42
CA-UTI%of G patients whe developed a UTI (3T) TBC 111 018 0.7 113 073 083 03 03 0ig 053 075 055
Dementia Assessment (Part 1) >=90% of patients
Dementia Assessment (Part 2) >=90%: of patients
Dementia Assessment (Part 3) >=90% of patients
Clinical Nursing Indicators >=80% compliant No data collected No data collected
Acute M| Threshold >=91 46%
. Hip and knes >=02 23%
gi::’irt';'"g Heart failure >=86.85% [ =50 |
Pneumonia 275.23% [ 6437 |36 | a5 16 @ (w5 nmx wn [ ns | am ne 7L80
Stroke >=62.57% mm 5348 5349 75 m 5754 ; 5714 m 5616 5616 5616




3.1.4 Quality Indicators —rationale for inclusion

The following section provides an overview of the quality of care offered by the trust based on
performance in 2013/14 against 3 indicators foreach area of quality namely patient safety; clinical
effectiveness and patient experience. These indicators were selected by the board in consultation
with stakeholders and discussions with the Quality in Care Committee of the Council of Governors.
In the main, the trust has utilised indicators which are deemed to be both locally and nationally of
importance to the interests and requirements of patients. The overall purpose of thisinformationis
to informthe organisation of its effectiveness and performance andtoleaditina direction of
improvement by indicating specificissues/areas that need to be developed.

The report provides an explanation of the underlying reason(s) for selection and wherever possible
we referto historical dataand benchmarked dataif available, to enable readers to understand our
progressovertime and performance compared to other providers. We have also referenced the
data sourcesfor the indicators and if applicable included whether the datais governed by standard
national definitions.

Where these indicators have changed from the indicators used in our2012/2013 report, we have
outlined the rationalefor why these indicators have changed and where the quality indicators are
the same as those usedin the 2012/2013 reportand referto historical data, we have checked the
data to ensure consistency with the 2012/2013 report.

It should be noted that this sectionincludes quality indicatorsin support of the improvement
prioritiesoutlinedin section 2. Thisallows the trustto provide important historical datato show if
improvement work has had an impact on performance.
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3.2 Patient Safety

3.2.1. Infection Control

Within the reporting period 2013/2014, the trust threshold was 0 cases of MRSA, the trust has
reported 3 cases of hospital acquired MRSA bloodstream infection and 1 MRSA contaminant
comparedto 1 hospital acquired case in 2012/2013 (againsta threshold of 3).

The trust reported 31 cases of hospital acquired Clostridium difficile infections against athreshold of
19 compared to 19 cases againsta threshold of 40 for 2012/2013.

Despite the continued focus of activity, the trust was unable to achieve its threshold for Clostridium
difficile. Initiatives maintained/implemented thisyearincluded but are not limited to:-

e Surveillance of cases/monitoring forincreased incidences in defined locations

e Cohortisolation facility maintained to manage cases

e Antimicrobialsteering group with feedback to Clinicians onincidences of prescribing non-
compliance

e Fidaxomicinintroduced fortreatment of patients with recurrent Clostridium difficile
infection

o Textalertsto seniormanagersto report Clostridium difficile cases

e Increaseinwardbased trainingformanagementof infectious diarrhoea, viral gastroenteritis
outbreaks and use of personal protective equipment

o Safetyalertsdistributed onthe management of potentially infectious diarrhoea

e  Weekly multi-disciplinary team review of Clostridium difficile patients

e Revisiontohand hygiene signage and awareness raising events

e External review of governance arrangements

e Establishment of a multi-agency Clostridium difficile action group
For the nextfinancial year activity will be focussed on:-

e Increasing pharmacy time to supportantibioticward rounds

e Reviewof ITdevelopmentstoimprove access to the antibioticformulary (i.e. viaaniphone
app)

e Extendingthe use of hydrogen peroxidevapourfordecontamination of side rooms vacated
by Clostridium difficile patients. This requires investmentin staff trainingand will have an
operational impact as decontamination of side rooms willtake slightly longerthan
conventional disinfection methods

e Avrollingprogramme for decantand deep cleaning, using hydrogen peroxide vapour
following ward upgrades

e Commitmenttoreviewthe cleaningrequirementsoverthe 24 hour periodincluding task
teamstaffinglevels

e Sharinglearning from each Clostridium difficile case wherelapses in quality of care occurred

e Review of evidence on probiotics with aview toimplementingatrial in areas with a higher
incidence of Clostridium difficile cases.
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MRSA and Clostridium difficle:
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The data for thisindicatorisfrom a nationally prescribed data set, the indicatoris monitored via the
corporate performance report and the Quality Dashboard. The trust will continue to monitor HCAI
as a quality indicatorfor 2014/2015.

3.2.2. Pressure Ulcers

As previously stated in section 2the trust continued to focus on the managementand reduction of
pressure ulcersasan improvement priority for 2013/2014. The Prevention and Treatment of
Pressure Ulcers (NICE Clinical Guideline 29; 2005) offers best practice advice onthe care of adults
and children with pressureulcers. Thistrust has ensured that our current Pressure Ulcer
Management Policyisalignedto and complies with the NICE Guidance recommendations.

The trust has strengthened anumber of processesand sees astrongfocus on early patient
assessmentandthe documentation of the patient’s skin condition on admission as essential to good
practice. Thisis inline withthe NICE Guidance and critical to the prevention of pressure ulcers. The
Waterlow risk assessment tool and management planis usedforall patients who are admitted to
the hospital. The nursingdocumentation triggers the need to record skin condition on admissionto
hospital. The patient care plans promote the need to monitorand record skin condition, with
additional specificplans putin place if a patientdevelops a pressure ulcer.

Importantly the trust has worked towards increased accuracy in reporting of all Grade 2-4 pressure
ulcersto the risk managementteamviathe electronicincident reporting system, Datix. The
progressive increase in reporting pressure ulcers has provided us with the ability to know where and
when pressure ulcers develop which was critical to developing our strategicimprovement planto
prevent pressure ulcers. We have worked very hard inthe last 18 months to ensure that pressure
ulcers are recorded as those acquired in hospital and those acquired in the community so that we
can accurately reportand act to improve the incidence of pressure ulcers within the trust.

We established atarget of a 10% reduction on last yearfor all grades as such our 10% threshold for
grade 3 & 4 avoidable pressure ulcers acquired within the hospital was 16. Duringthe reporting
period we had 6 confirmed grade 3 avoidable hospital acquired pressures and no Grade 4 pressure
ulcerswhich represented a 67% reduction on 2012/2013. The trust is pleased toreportthat the

61



sustained improvement and management of pressure ulcers has resulted in asustained reduction
overathree year period as shown by the following graph.
Pressure Ulcers hospital acquired Grade 3: 2011/12 —2013/2014

Pressure Ulcers: ™ 2011/2012
Total hospital acquired grade 3 m 2012/2013
m 2013/2014
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Our threshold forall grade 2 pressure ulcers acquired within the hospital was afurther 10%
reductionto 149 and duringthe reporting period we have had 111 hospital acquired Grade 2
pressure ulcers which representsa33% reduction on 2012/2013.

Pressure Ulcers hospital acquired Grade 2: 2011/2012 - 2013/2014

Pressure Ulcers: W 2011/2012
Total hospital acquired grade 2 " 2012/2013
W 2013/2014
35 22
16 16

Number of pressure ulcers
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Two pressure ulcerlink study days have been held during 2013/2014 and the key lessons (Single
Point Lessons) from the framework for “pressure ulcer prevention” have been reiterated in areas of
concernwith a positive effect. Anexampleofthisisinthe Intensive Care Unitwhere there-
energising of the lessons supported effective leadership and innovative approaches to reducing
device related pressure ulcers.

These lessons underpinned the “No Avoidable Pressure Ulcers Campaigns” and the Worldwide Stop
Pressure Ulcer Day in Novemberwhichincluded using screen savers stating “Pressure Ulcers? Not on
our watch. We can preventthem”.

The trust also ensures thatthe correct equipment which conforms tothe NICE Guidance is
purchased and thisincludes ensuring that all standard foam mattresses within the trustare made of
a high specification pressure reducingfoam. The trust hires specialist equipment to meet specific
patient needs, theseinclude the dynamic mattress replacement systems such alow air loss therapy,
or occasionally airfluidised beds. The majority of beds within the Intensive Care Unit have dynamic
mattressesin place, and following assessment staff can orderappropriate mattresses.

The 471 electricprofiling bed frames withinthe trustalso assistin the prevention of pressure ulcers.
The trust participatedina trial of Park House - Phase 111 Mattress Replacement system whichiis
described asincorporating the latestininnovative features to help deliverthe optimum in patient
and pressure care forboth the treatmentand prevention of pressure ulcers. Importantly they are
recommended for patients who are deemed atavery high risk of developing pressure ulcers. The
pilot which was supported by staff from Park House was carried out in two clinical areas namely
Intensive Care Unitand A3 whichisa Care of the Elderly ward. Both patients and staff provided
feedback on performance, comfort, ease of installation and effect on pressure ulcer managementin
relationtoreducingthe incidence and deteriorationif a pressure ulcer was already present. The
product received positive feedback with A3 stating that although they had a number of very unwell
patients thatimportantly they did notreportany grade 2 pressure ulcers or deterioration of existing
pressure ulcers. Patients alsocommented thatthe mattresses were very comfortable and that they
sleptwell, staff reported that they were easy toinstall and lighterto use which minimised manual
handlinginjuries. The outcome from this audit was that the trust agreed to award the contract and
we are currently undernegotiationsto finalise arrangements. The Tissue Viability Team offers
advice on specialist equipment.

Bariatric patients (patients with anincreased body weight orsize) are at a particularriskand require
a collaborative approach to assessment of equipment needs, there isavery limited amount of
equipmentavailable to meetthe needs of this patientgroup. The trust has identified thisasanarea
for developmentin 2013/2014.

The trust has managed a sustained reductioninthe number of Grade 2 and 3 pressure ulcersand we
have not had a Grade 4 pressure ulcer within the trustsince March 2011. We know that it isthe
efforts of our nursingteams, supported by the Tissue Viability Teamin increasing patient care
interventions which has prevented Grade 3 pressure ulcers developinginto Grade 4. Similarly, our
plansto reduce Grade 2’s by early intervention and planning are being achieved.

Analysis of Grade 2 and 3 acquired pressure ulcers reveals the following trends:
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e Acuityofillness

e Poornutritional status

e Poorperipheral vascularsupply to skin (peripheral vascular disease / inotropicdrugs)
e Decrease in mobility

The trust continuestoimplementits planned programme of actions tofurtherreduce pressure
ulcers whichincludes:-
e Reviewofthetrustpolicy on pressure ulcersisin progress, with particularreference tothe
process by which we investigate Grade 3/4 pressure ulcers.
e Root cause analysisisconducted on all Grade 3/4 pressure ulcers which develop within the
trust;
e Miiniinvestigations of all grade 2 hospital acquired pressure ulcers

Thisinformationis collected using aninternationally recognised pressure ulcer grading tool devised
by National Pressure Ulcer Advisory Panel (NPUAP) and European Pressure Ulcer Advisory Panel
(EPUAP) and our measurement and data collection systems have been given ‘significant assurance’
by Merseyside Internal Audit Agency.

Pressure Ulcer Grade Definitions

1 Non blanching Erythema (reddened skin which remains reddened on fingertip pressure)
Discolouration of the skin, warmth, oedema, hardnessor pain. Bruisingmayindicate deep tissue injury (see
below).

2 Partial thicknessskinloss or blistering without slough (e.g. very superficialtop layer of skin)

3 Full thicknessskinlossinvolving subcutaneous tissue but not extending to underlying structures (mayormay

nothave tracking)

4 Fullthicknesstissue loss with exposed (or directly palpable) bone, tendon or muscle / Ulcer covered with thick
necrotictissue which masks the true extent of the damage

SDTI Suspected Deep Tissue Injury: An area of pressure related bruising mayindicate deep tissue injury.

Observe regularlyandre-grade as appropriate. Refer to Tissue Viability Nurse Specialist.

* Not all pressure ulcers are avoidable; there are situations that render pressure ulcer development unavoidable, including hemodynamic instability that is
worsened with physical movement and inability to maintain nutrition and hydration status and the presence of an advanced directive prohibiting artificial
nutrition/hydration and patient choice that inhibits full patient care. To be determined as ‘unavoidable’ the full circumstances of the patients care has to be
contemporaneously documented within the patients care records.

Acrossthe trustthere has beenanincrease inreportingand importantly in the accuracy of all
reporting. The trustis pleasedtobe inthe top 5% of all organisations reporting incidents tothe
National Patient Safety Agency which demonstrates a real culture of wantingto be openandto leam
fromincidentsthat occur. We didsee theinitial expectedincreasein reporting of pressureulcers
howeverthis was followed by asustained reduction overthe lastthree yearsin all grades of hospital
acquired pressure ulcers.

The Trust will continue to monitor pressure ulcers as animprovement priority for 2014/2015.

3.2.2.1 Pressure Ulcer CQUIN

Achievinganimprovement onthe baselinewithinthe Safety Thermometerfor pressure ulcer
prevalence was also established as a national CQUIN for 2013/2014. The first part of this CQUIN
relatestorecording the number of patients recorded as having a category 2-4 pressure ulcer (old or
new) as measured using the NHS Safety Thermometer on the day of each monthly survey. The
second part of the CQUIN relates establishing a baseline based on the results of the first six of the
yearand then showinganimprovement on this baselinefor pressure ulcer prevalence. The trust
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established abaseline median of 4.95 from data gathered from the Safety Thermometer forthe first

six months of the year. The trust agreed this baseline figure with commissioners. We then
monitored the rolling median on a monthly basis forthe latter half of the 2013/2014 and the trust is

pleasedtoreportthat we both achieved areduction and remained below this figure during this

period asfollows:-

Pressure Ulcer Median Rate

Month Rate | Baseline

April 5.19

May 6.04

June 471

July 3.95

August 3.83

September | 5.20

Rolling 4.95 Median 4.95
median

October 3.58 Annual RM =471
November 413 Annual RM =4.42
December 3.85 Annual RM =4.13
January 4.23 Annual RM =4.18
February 2.81 Annual RM =4.13
March 4.62 Annual RM =4.18

The Safety Thermometer (pressure ulcer) will continue as a national CQUIN for 2014/2015 andthe
trust will continue to monitorand report on this data.

3.2.3 Falls - Management and Reduction.
It isrecognisedthatfallsare one of our highest priority areasin reducing harmin the hospital
setting. Anumber of successful initiatives have been putin place overthe pasttwoyears to support

fallsreduction and theyinclude firstly the falls action scheme where senior nurses and therapists

attend wards and departments following afallin the areaand complete a mini-investigation of the
fall. The secondinitiative isthe “Falls Change Package” whereby anumber of ward-led innovations

are embeddedinto the way our nurses and otherstaff work to supportindividual patientswh o are
at risk of falls. Theseinclude:

Care and Comfort Rounds where we proactively take patients to the bathroom whenthey
cannot easily do so themselves without assistance and when we ensure they have their
belongings and beveragesinreach to avoid slipping when reaching forthem.

Bay tagging where a member of staff would notleave a bay of patients unattendedif a
patient withinthat bay was considered at such highrisk of falls. If they needtoleave the
bay, they will ‘tag’ a colleague whointurn cannotthenleave the bay. Thisis highly
successful, with medical staff, porters, therapists and support staff all thoroughly embracing
theideaof being ‘tagged’ to safeguard our patients from falling.

Toilet/commode tagging wherea patientis notleft unattended whilst using the commode or
toilet, of course inthis case it isimperative to maintain privacy and dignity whilst ensuring
that a very highrisk patientdoes not fall.

Changesto staff base where at night during peak timesforfalls, nurses are based outside
the entrance to, or within each individual bay
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e Safetycrosseswhere we provide real time data to staff, patients and visitors to the number
of falls that have occurred on the ward

Overall we have seen a28.28% reductionin falls since Q1 2012/13 andthistrend continuesto be
sustained. Ouraimnow s to furtherdrill downintothe root causesto effectan improvementin
2014/15.

During 2012/13 our threshold forfalls was 18 falls that resultin moderate to catastrophicharm, and
by the yearend we reported 16 moderate harm falls. Whilstthe reduction of fallswas notan
improvement priority for 2013/2014 we remained focussed onimprovements and calculated that
the trust’s new threshold monitored via the quality dashboard should be based on achallenging 10%
reduction on 2012/13 thus establishingathreshold of <=14 for this period.

Whilstthe trust can reporta reductionin moderate to catastrophicfalls by yearend we were
disappointed that we did not achieve our threshold in thatthere have been 15 approved moderate

fallsincidents for2013/2014. There have beennofallsresultingin major or catastrophicharm
during 2013/2014.

Falls 2011/2012 - 2013/2014

Falls: Total resulting in moderate, major and catastrophic harm
(finally approved only)
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Allfalls resulted in moderate harm, except 2 resultingin major harmand 1 resulting in catastrophic harm, allin 2012/2013

A furtherbreakdownis provided which shows the sustained improvementsin falls per quartersince
the start of our renewed campaign to reduce all fallsin hospital. The table below showsfalls where
no harm occurred as well as those with minorharm. It also includes for2013/14 the falls which
were classed as moderate (15 in total).

13/14 Q1 | 13/14 Q2 | 13/14 Q3 | 13/14 Q4

Patient Slips, Trips & Falls 251 256 246 246
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Once an investigation has taken place, each fall is sub-categorised. The table below provides a
breakdown of the top 5 sub-categories relating tofalls.

13/14 Q1 | 13/14 Q2 | 13/14 Q3 | 13/14 Q4
Found on floor 92 107 69 86
Fall from bed or trolley 40 33 29 33
Trip 23 14 32 27
Fall from Chair 23 22 18 25
Slip from Bed 17 20 36 23

In the early part of the yearwe focussed efforts ensuring that when a patient was ‘found onthe
floor’ a careful examination of what this meant was undertaken. Forexample, a patient could only
be truly classed as beingfound on the floorif there had been no witness to the fall, and the patient
was unable to explain how they had fallen. Thisallowed usto more appropriately apportion the fall
to a ‘trip’ for example if the patient was able to say what had happened and/orthishad been
witnessed. This allow ustothenfocus attentionin 2014/15 on the root causes of fallsin a more
sophisticated way. We have beenfortunateto be able tofund a new post, Patient Safety and
Quality Champion and the post-holderwill work very closely with the Falls Group to achieve the
reductionin falls that we have setourselves for 2014/15.

Furthermore, throughout 2013/14 oursenior nurses, matrons and therapy staff have continued to
supportour ward based staff to ensure a safe environment for our patients, thus reducing the
possibility forfalls as faras possible. We have monitored falls by ward and noted the most common
timesthata patient mayfall. Thiswas notedto be inthe early hours of the morning; therefore
wards have looked again at the activities of staff at that time, as well as at the patterns of nighttime
behaviourforindividual patients who are atrisk of falling. ArecentSafety Walkround on one of our
wards noted that in those patients who were frail and elderly there could be alink between the fall
and the timings and type of the night-time beverage. We have researched this thoroughly, and are
now planninga project group to try and make improvementsinthatarea.

The table below demonstrates the times of falls across all wards in one quarterin 2013/14.
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NB - This data is collected via the trust’s electronic incident reporting system Datix.

. Moderate Harm —an injury whichmay be a fracture, that isn’t permanent but which has the ability to reduce
mobility/movement

. Major Harm —an injury that results in either a fracture or an injury which contributes to long-term reduced
movement/mobility

. Catastrophic Harm —an injury that causes or significantly contributes to the death of a patientor to such significant
permanent injury as to be life changing.

*The trust has in place a process wherebyincidents on datix are assigned an approval status
indicatingthe stage that has beenreachedinthe review process. Duringthe review, the details of
theincidentare reviewed, investigated as appropriate and the severityof harm causedisidentified;
this may be a different severity to thatinitially assigned as this may not be known at the time of
reporting (e.g.if apatientisawaitingan x-ray followingafall). Anincidentisgiventhe status of
finally approved when this process has been completed and as part of this, itis possible toassign a
final severity of harm. Falls datais extracted from datix and included in the Quality Dashboard and
monitored on a monthly basis at board.

When patients fall (regardless of whetherthey experience harm or not), the incidentisreportedvia
the Datix system. This automatically informs amember of the senior nursingteam who will visit the
ward. Afull review of processes andriskassessmentsrequiredisthenundertaken.

If a fallisdeemedto be moderate, theninline with policy any investigation is completed within 30
days. Inline withthe Duty of Candour, the investigations are shared with the family within 10days
of completion and approval through the governance processes. The in-depth investigations we
undertake allows us to generate lessons learned, and make recommendations through an action
plan which teamswork through. We offersupportto our staff, families and patients throughout the
investigation process as we understand how stressful this can be.

We recognise the anxiety and distress thatin-patient falls cause for both the patient and their
family. This can be in the form of physical harm such as broken limbs, but oftenthereis
unquantifiable psychologicalharm done to previously independent people whose confidence is
destroyed forthe rest of theirlives. We believe that patients should be safe in our care and should
be protected from avoidable harm wherever possible. Therefore the trust has, in consultation with
stakeholders agreed to maintain falls management as a quality indicatorand reintroduce itas an
improvement priority for 2014/2015.

3.2.4 Catheter associated urinary tractinfections.

The trust is committed toimproving patient care by reducing the incidence of catheter-associated
urinary tract infection (CAUTI) it therefore selected this clinicalissue as animprovement priority for
2013/2014.

This was not an improvement priority in 2012/2013 so we did not collect CAUTI data on catheter
associated UTI’showeverwe felt thatit wasimportant that we were able to produce some

benchmarking datafrom 2012/2013 to assistanalysis of performance on this key quality issue.

As stated earlier the trust has been submitting data to the Safety Thermometer since May 2012 so
this has allowed us to establish a performance baseline based on 2012/2013 data in order to
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measure any improvement made during 2013/2014. We established 3indicatorsand extracted data
fromthe Safety Thermometerin relation to the following:-

e CA—-UTI: Numberof catheterised patients who developed a UTI (ST)

e CA-UTI % of catheterised patients who developed a UTI (ST)

e CAUTI rollingmedian - local agreement to benchmark against rolling median valueforlast
yearbased on 6 months from 2012/2013 against 2013/2014 median. STRolling Median
2012/2013 = 4.2

As stated we collected dataoveratwo year period on both the numberand percentage of
catheterised patients who developed a urinary tract infection.

Month CA - UTI: Numberof catheterised CA - UTI % of catheterised patients

patients who developed aUTI (ST) who developed aUTI (ST)

2012/2013 2013/2014 2012/2013 2013/2014
April Data collectionbeganin | 6 1.11

May 2012.
May 9 1 1.56 0.19
June 3 4 0.47 0.7
July 5 6 0.86 1.13
August 4 4 0.73 0.73
September 6 5 1.10 0.93
October 4 2 0.72 0.38
November 5 3 0.91 0.56
December 3 1 0.52 0.19
January 3 3 0.51 0.53
February 2 4 0.34 0.75
March 1 3 0.18 0.55

45 36 (*excludes 0.7 0.6

April)

*NB: Data collection did not take place until May 2012 so for the purpose of comparison we have used datafrom May 2013 -March
2014.

For 2013/2014 these twoindicators have beenreported viathe Quality Dashboard to trust board. A
comparison with 2012/2013 data indicatesan overall improvement of 20% reduction in the actual
number of catheterised patients who developed a UTI during 2013/2014. The average percentage of
catheterised patients who developed a UTI reduced from 0.7% to 0.6%.

We then employed athird indicatorbased on on the actual number of patients with a catheter
acquired infection as a percentage of all patients surveyed on thatday. We measured this through
the rolling median because thisis deemed to be a statistically strong methodology which smooth’s
out short-term fluctuations and highlights longer-termtrends or cycles. The rolling median which
was based on six months of data from 2012/2013 was calculated at4.2. We then monitored this
CAUTI data throughout 2013/2014 to ascertain if the monthly rate remained below this figure. We
are pleasedtoreportthat with the exception of September 2013 which showed aslightincrease
that thisanalysis confirmed ayearonreductionin catheteracquiredinfection.
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CAUTI - Rolling Median Data 2013/2014

MONTH ACTUAL ROLLING MEDIAN
APRIL 6.7* ¥
MAY 1 1
JUNE 3.2 2.1
JULY 4.3 3.2
AUGUST 45 39
SEPTEMBER 5 4.5
OCTOBER 1.8 3.9
NOVEMBER 2.7 32
DECEMBER 1 3
JANUARY 2.9 2.9
FEBRUARY 5 3
MARCH 3.4 32

*NB Excluding Aprildata

This will not continue as an improvement priority for 2014/2015 but the trust believes thisto be an
importantaspect of safety and will continue to monitorthe CAUTI indicator rates and will report
back inthe Quality Report nextyear.

3.2.5. NPSA ‘never events'.

One nevereventoccurred during 2013/2014. The neverevent recorded on datix wasanincident
relatingto Wrong Implant/Prosthesis whereby a patient for left knee replacement surgery had a
rightsided femoral componentimplanted. All actions relatingtothe recommendations have been
completed. The investigation report showsthatnoharm was caused to the patientand there would
be no long-term complications as aresult of thisincident. The trust explained everythingtothe
patientinline with our Duty of Candour.

The contractual obligation from the 1°* April 2013 means that all NHS organisations are required to
tell patientsif theirsafety has been compromised which has resulted in moderate (non-permanent
harm) and or severe (permanent harm) and or death outcome as a result of something notbeing
done. There mustbe an apology, appropriate investigation with recommendations to ensure that
lessons are learned and thus, reduce the risk of the incident being repeated.

The trust has always embraced a non-contractual duty of openness with patients. Howevernew
rulesto toughen transparency in NHS organisations and increase patient confidence hasresultedin
the Governmentcreatingregulationsthat require the NHS Commissioning Boardtoinclude a
contractual duty of opennessinall commissioning contracts from April 2013. Thisis known as Duty
of Candour.

3.2.6. Reduction in medication errors that are related to insulin.
A quarterly trust wide audit of omitted medicines has been carried out since April 2012; this
supports the trust inidentifying areas of concern thus enabling targeted improvements to be made.

In 2012/13 a targetof a 10% reduction based on datafrom Q1 and Q2 2012/2013 was established.
There were 57 incidents related toinsulin errors reported in 2012/2013 therefore the trust did not
meetitsinternal target of 10% reductioninerrors. However, duringthatyearwe did have improved
reporting which corresponded to the amendment to the datix system (the addition of aninsulin tick
box) and the consequentincreased awareness of the need toreportand by a campaignto focuson
allergy relatedincidents.
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For 2013/2014 the trustimprovementtarget was a 5% reductionin medication errorsrelated to
insulin, which translated to areductionin real termsfrom 57 insulin related incidents to >=54 for
2013/2014. Insulinrelated medication errors are discussed at the Medicines Safety Committee and
reported toboard on a monthly basis viathe Quality Dashboard. The chart below shows that the
trust exceeded itsimprovementtarget of a 5% reduction by achieving 10.5% reductionin the
numberofinsulin related errors reported on the trustincident management system datix.

Medication Errors: insulin related —2012/2013 - 2013/2014.

Medication Errors: insulin related
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Quality improvementinitiatives toreduce errorsinclude:-

e Diabetesnurses have been delivering training sessions to groups of staff including
pharmacists and junior doctors

e Mini-investigations are undertaken on all incidents.
e Increasedfocusoninsulinincidents withimmediatefollow up and review with staff

e Issuingsafetyalertstoraise awareness of key issues for staff

Goingforward thiswill no longerremain asan improvement priority butit will be reported as part of
the quality indicator on medicines management.

71



3.3 Clinical Effectiveness

3.3.1. Mortality - Summary Hospital-level Mortality Indicator (SHMI) & Hospital
Standardised Mortality Review (HSMR)

Both our SHMI and HSMR scores have been higherthan we would have liked in 2013/2014,
however, following asignificant focus on mortality reduction in the trust, we are very pleased to
reporta fallin both scores towards the target of 100 or less. Since the January 2014 HSCIC
publication (forthe period July2012 — June 2013) the trust has had an ‘as expected’ SHMl score and
the latest SHMI score available (HED system) is 105, for the period February 2013 — January 2014.
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The latest HSMR score available (HED system) is 98 for the period March 2013 — February 2014. The
chart above shows these rolling 12 month figures since April 2011. We have alsoimproved against
other North West trusts, having had the 4™ highest SHMI score in 2012/2013 to now havingthe 9"
highest out of 22 trusts, based on the latest available data. The trust has invested in a designated
Clinical Effectiveness function, aresponsibility of which isto monitorand reports these figures
widely across the organisation to a number of forums, and also to support staff and servicesto
understand the detail behind them, to drive improvements.

The Clinical Effectiveness Group has responsibility for reviewing mortality and is currently driving
progressinthisarea. In additiontoon-going qualityimprovement activity forexampleclinical audit
the trust has focussed onsix priority areas of activity; these are shown in the table below, with
examples of progress made in each area.

Priority Area
Reviewingthe trust’s
care pathways and best
practice care bundlesto
ensure a high standard of
care for every patient,

Specificactivity

The development of the trust Clinical Effectiveness function affords
greater capacity of supportto clinical teamsinthe cycle of continuous
improvement. Examplesinclude supporting the revision of pathways for
patients with Chronic Obstructive Pulmonary Disease (COPD) and a sepsis
pathway.
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everytime.

Ensuring quality and
appropriate care at the
end of patients’ lives.

Reviewingthe care of
patients with respiratory
conditionsto ensure this
isoptimal at all stages of
theircare

Promotingthe effective
management of patients
whose conditions
deteriorate.

Continue toanalyse,
understand, reportand
use mortality and
morbidity datato
improve outcomes.

Ensure accurate and
comprehensive
documentationand
coding.

Enhanced Recovery Pathways have beenimplementedinsurgeryin
2013/2014 to supportreduce the time patients have to spendin hospital
and promote faster patientrecovery.

Leadership of the Advancing Quality (AQ) programme has been assumed
by the Deputy Director of Nursing, and risks to itsimplementation and
achievement of compliance against the measures have been raised at
relevantforums. This new approach has raised the profile of this vital
initiativeand we believethis willimprove our processesandinturn,
patient outcomes.

The provision of Specialist Palliative Care has increased significantly in
2013/2014. See section 3.3.6 for more detail.

A process mappingexercise has been carried out regarding the patient
journey from admission to chest X-ray, toidentify any aspects of the
process which could be improved. Progressinthisareais being
monitored by the Clinical Effectiveness Committee.

COPD (launched north west wide in April 2014) and Pneumoniaare 2 of
the Advancing Quality programme measures. With the additional support
and seniordrive behind this programme, itis anticipated that Pneumonia
AQ compliance willimproveand COPD AQ compliance will be achieved.
The trust has made significant developments in this area with the
introduction of a Medical Emergency Team, revision of the Early Warning
Scoring system, standardising this across the trust and developingan “I
bleep” system, usingtechnology to greater effectin the coordination of
key personnel respondingto patients who deteriorate. A thorough
review was undertaken into the care of patients who had a cardiac
arrest; progress againstidentified actionsis being monitored by the
Clinical Effectiveness Group.

Trust staff awareness and understanding of mortality ratios has increased
significantly in 2013/2014. Data is presented at a variety of forums across
the organisationand an App has been developed to enable 24hour
access to the information from asmart phone, tablet or PC. A detailed
mortality reportis presented at the monthly Clinical Effectiveness Group
and quarterly at trust board. Thorough patient level reviews are carried
out where the data highlights the trustas an outlier.

As a member of AQUA’s Reducing Mortality Collaborative, the trust has
used AQUA’s framework for reducing mortality, which largely mirrorsthe
six key areas outlined here. To ensure mortality ratios are useful
indicators of the quality of care, trusts must make sure that their
documentation and codingis accurate as thisis the data from which the
scores are produced. The trust has undertaken work to ensure that we
continually, accurately and comprehensively document patient’s health
and the care theyreceive sothat the codingteam can assign the correct
codes.

We will continue to monitorand report mortality ratios in 2014/2015 and use the data as an
indicator of the quality of care we provide, supporting targeted improvements.
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3.3.2. Reducing harm to patients who are criticallyill — high impact interventions.

Our sickestand mostvulnerable patients are the ones treated within our Intensive Care Unit, and we
have introduced and monitored anumber of care bundlesto ensure the best possible safecare is
provided. The High ImpactInterventions (HII) from the Department of Health ‘Saving Lives’ initiative
are an evidence-based approach to key clinical procedures or care processes that can reduce the risk
of infection if performed appropriately. They have been developed to provide a practical way of
highlighting the critical elements of a particular procedure or care process (a care bundle), the key
actions required and a means of demonstratingreliability. Nosingleaction will produce effective
infection prevention and control practice and forany planned clinical procedure, thereare a number
of critical components founded onasolid evidence base that must be undertaken correctly to
reduce infectionrisk.

Sustainable reductionsin healthcare associated infections (HCAIs) require the engagement and
active involvement of all staff working within the critical care environment, supported by the
infection control team and clinical champions. Every clinician hasthe potential to significantly
reduce the risk of infection to their patients by ensuring that they consistently comply with evidence
based practice and guidelines when they undertake a clinical procedure.

The trust continuesto use the following high impactinterventions or care bundles withinits
Intensive Care Unit:

e Urinary Catheter:insertion

e Urinary Catheter: on-goingcare

e Ventilator Acquired Pneumonia

e Bloodstreaminfections: CVC on-goingcare
e CVCinsertion

e Peripheral cannulaon-goingcare

e Peripheral cannulainsertion

In 2011/2012 the trust achieved 97% compliance for ventilatoracquired pneumonia prevention and
100% for urinary catheterinfection prevention —we achieved ourgoals. Our planfor2012/2013

was to maintain this high standard so the trust established animprovement target of >=90% and
achieved compliance with each High Impact Intervention care bundle. The trust did not identify this
audit as an improvement priority going forward for 2013/2014 but we feltitwasimportant that we
continued to audit practice because regular auditing of the care bundle actions will support cycles of
review and continuous improvementin our care settings. The table shows the trust continuesto
improve compliance evidenced by the following cumulative compliance rates for 2012/2014
reportedinthe Quality Dashboard:

High Impact Intervention 2012/2013 2013/2014
Urinary Catheter:insertion 100% 100%
Urinary Catheter: on-goingcare | 99% 99%
Ventilator Acquired Pneumonia | 94% 96%
Blood streaminfections: CVC 100% 100%
on-goingcare.

CVCinsertion 100% 99%
Peripheral cannulaon-going 96% 97%
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care

Peripheral cannulainsertion 99% 99%

3.3.3. Dementia CQUIN and Forget Me Not Campaign

In 2012, a CQUIN for dementia was established to ensure that trusts identified patients with
dementia and other causes of cognitive impairment alongside their other medical conditionsin
orderto promptappropriate referral and follow up afterthey leave hospital. The trustachieved the
CQUIN target of over90% of patients beingassessed at each stage by Quarter4 as perour
contractual obligations reported through UNIFY the central returns dataset and the Quality
Dashboard. In 2013/2014 this CQUIN remained a national contractual agreement to ensure that
hospitals continued to deliver high qualitycare to people with dementia. Importantly for 2013/2014
this CQUIN alsoincluded additional components namely that trusts:-

e Willneedtoensure they have anamedlead clinician fordementiaand thatthisroleis
clearly documentedinthe individual’s job plan.

e Will provide and deliverappropriatetraining for staff.

e Willneedtosupportcarers by agreeingthe content of a carers audit with commissioners;
undertake amonthly carers auditand ensure the results are presented to the trust board, as
wellasimplementing any actions resulting from them.

The trust has worked hard at implementingthe CQUIN and is pleased to report that we achieved full
compliance with this dementia CQUIN for 2013/2014.

In addition to this national CQUIN, the trust agreed a local CQUIN called the “ForgetMeNot”
Campaign to ensure furtherimprovementsto services for our patients with dementia thisincluded:-

e reviewingthe trust DementiaStrategy and introducing the ‘Forget me Not Campaign’
e introduce Dementia Champions across the trust

e nominatingtwo dementiafriendly wards

e assessward environments utilisingthe dementia friendly tool kit

Dementiawill remain as a national CQUIN and a quality indicator for 2014/2015.

3.3.3.1. Warrington and Halton Hospitals - DementiaJourney

Dementiawas alsoselected asan area of focus for 2013/2014 with the specificaim of promotingthe
development of a culture within the organisation where everyone willbe able torecognise and help
patients with dementia.

At thistrust the staff are dedicated to providing the best possible care for patients with dementia.
The term 'dementia'describes aset of symptoms thatinclude loss of memory, mood changes, and
problems with communication and reasoning. There are many types of dementia. The most
common are Alzheimer's disease and vasculardementia. Dementiais progressive, which meansthe
symptoms will gradually get worse. (Alzheimers Society)
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Our Dementia Strategy sets out the framework by which we will achieve this. Withinthe strategy
we have identified ten key areas which are underpinned by action plans monitored by our Dementia
Steering Group. Aninformation leaflet which raises awareness around the ten areas has been
developed and distributed to staff. Overthe pastyearwe have ensured that Dementia Champions
are in place at board level with our Director of Nursing and Organisational Development leading the
way for those patients who are amongst our mostvulnerable. We have an identified bothasenior
medical and senior nursinglead fordementiaand have in place trained dementia champions both at
ward and departmentlevel; which include non-clinicaland clinical staff.

The trust recognising the importance of ensuring that our environmentis dementiafrie ndlyused the
Kings Fund Toolkits to review how ‘dementia friendly ourwards are. These results were then used
to inform our successful bid to the Kings Fund in April 2013, where we were awarded £1.04M to
improve the environment for patients with dementia. Work has now been completed onour £1
million specialist ward which is now open for acute patients with dementia at Warrington
Hospital.

Why we want to be dementiafriendly

e We wantour patients with dementiato be warm, fed and well cared for in the right
environment.

e We wanttheircare to maintain their pride and dignity.

e We wantto help eradicate the agitation and distress that often comes with dementia.

e We wantto helptheirfamilies and carerstofeel that patients with dementiaare safeinour
care and to know that patients with dementia are a priority forus.

e We wantour hospitalstolead the wayin dementia care, and to be able to demonstrate

success.
e We wantour approach to mean that patients with dementiaspend as little timein hospital
as possible.
Forget Met Not Campaign
S This campaign has successfully raised awareness of patients with dementia, and

cognitive impairment. We launched the use of the Forget Me Flower symbol behind

76


http://www.google.co.uk/imgres?q=dementia+forget+me+not&hl=en&sa=X&tbo=d&biw=1280&bih=818&tbm=isch&tbnid=pqyTijkJZfpo1M:&imgrefurl=http://www.newcastle-hospitals.org.uk/news/news-item-15218.aspx&docid=XgqdqhBAa4u5aM&imgurl=http://www.newcastle-hospitals.org.uk/Forget_me_not_flower2.jpg&w=370&h=357&ei=UMwPUfCaN4bJ0QWJ3oFA&zoom=1&iact=hc&vpx=2&vpy=116&dur=1077&hovh=221&hovw=229&tx=105&ty=116&sig=112259203119292474821&page=1&tbnh=148&tbnw=154&start=0&ndsp=34&ved=1t:429,r:0,s:0,i:82

the patient’s bed. The symbol reminds our staff that the patient either has a diagnosis of dementia
or has cognitive impairment and that they should ensure that theirapproachesto the patientare
appropriate. Thisisaccompanied by information to staff, carersand families about what this means
for the patient.

A programme of events, the “Forget Me Not Events”, provide focussed activities within ward areas
aimed at providing stimulation, diversion and helping to reduce the agitation andloneliness that so
often accompanies dementia.

“Forget Me Not” muffs (twiddle muffs)

The wards have a suite of activities, including games, memory boxes, and other products aimed at
keepinghands busy and stimulating the mind. This programme also includes musical events, and
will be developed toinclude otheractivities such as poetry recitals. Sofar this year our wards have
beenvisited by astring quartet, a choir, an a capellagroup and a ukulele band where patients and
theirrelatives enjoyed a positive and stimulating social experience overteaand cakes with our staff.
We have community knitting groups who make “Forget Me Not” muffs (twiddle muffs) to help keep
hands busy and reduce anxiety.

Iwiddlemuffs for dementia patients.

Made by patients on the unit,

Identified wards also have rummage boxes, activityboards, and games to help reduce the symptoms
associated with dementia and cognitiveimpairment.

The trust has also promoted the use of “Forget Me Not” silicone wristbands for patients, carers, staff
and families to raise awareness of dementia and cognitive impairment. We monitorthe movement
of patients with dementia, and putin place actions to restrict moves that are not in theirbest
interest. We are currently auditingasample group of patients with adiagnosis of dementiaor
confused state who were readmitted to our hospital within 30days of their discharge to see what
improvements we can make to ensure that they are supported to stay at home as far as possible.

A dementiatraining programme for staff is vital to ensuring the delivery of high quality care. The
trust has purchased two courses from an external training company who work in conjunction with
the Alzheimer’s Society in the development and delivery of dementia training. These workshops
specifically designed to support the Dementia Championrole provide a person centred approach to
dementia care offering support thatreflectsindividual needs. We also provide aone day workshop
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called “Supportingthe Dementia PatientJourney” whichis aimed at all staff groups who come into
contact with patients thathave dementia. The course provides trainingaround anumber of areas
including definitions of dementia; an understanding of how people with dementiacommunicate; a
virtual dementiatour—a practical exercise exploring the effects of dementia; on line dementia café;
maintaining skills—how to promote independence and supporting relationships —how to support
people with dementia & their carers

Our Specialist Nurse for Older People has produced a suite of care plans for patients with dementia,
delirium or cognitive impairment and we are reviewing our “Dementia Awareness Packs” for the
ward and department areas. From April we will be rolling out dementia e-learningand training
materials forall staff and we will hold a dementia exhibition on aregularbasisto promote the ward
and a greaterawareness of dementia.

We are proud of our achievementsin developing a culture whereby all staff willb e able to recognise
and help a patient with dementiaandin the summer 2014 the trust will hold a Dementia Conference
to celebrate and share the innovatory work that has taken place.

3.3.4. Compliance with regional targets set for Advancing Quality — reducing variation
Advancing Quality Alliance (AQuA) is an organisation which aims toimprove the quality of
healthcare; they are funded by members and customers including Foundation Trusts, Mental Health
Trusts and Clinical Commissioning Groups. They work with members and customers to promote and
share knowledge of best practice in ordertoimprove the quality of healthcare.

Advancing Quality (AQ) is one of AQUA’s programmes which aim to improve healthcare standards
providedin NHS hospitals across the North West of England and importantly reduce variation. Itwas
launchedin 2008 across all North West hospitals and originally focused on five clinical areas which
affecta lot of patientsinthe region namely heart attacks, heart bypass surgery, heartfailure, hip
and knee replacement surgery and pneumonia. The programme which isindependently researched
and evaluatedis deemedto be achievingits objectives. Followingthe early success of the
programme, AQexpanded intothe treatment of stroke patientsin October 2010, followed by
dementiaandfirstepisode psychosisinJanuary 2011.

AQ workswith clinicians to provide trusts with aset of quality standards which defineand measure
good clinical practice. Carein hospital is always tailored to individual needs but trusts must deliver
each measure to every patientto ensure they receive the highest standard of care in hospital. AQ
refersto this as the Clinical Process Measures and trusts aim to achieve 100 per cent success rate.
For example, if apatientis admitted into hospital suffering from pneumonia, two of the key Clinical
Process Measures would be to have theiroxygen levels assessed when they arrive in hospital and, if
antibiotics are prescribed that the patient receives them within six hours of arriving at hospital. It
aimsto give all patients abetterexperience of the NHS by ensuring that every patientadmittedtoa
North West hospital is given the same high standard of care. The ideais, if every hospital achieves
the AQ measures, it will help to:-

e Savelives.
e Reduce the numberof people being re-admitted into hospital.
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e Reduce complications.
e Decreasethelength of time patients have tospendin hospital.

The table below provides afive year summary of the trust performance from AQuA which shows
compliance with the CQUIN target forthis period.

Warrington & Halton NHS Trust - Advancing Quality Data*

Hip & Knee

YEAR Heart Attack | Heart Failure | Surgery Pneumonia Stroke
Yearl | 97.60% 73.42% 90.53% 82.11% NRC
Year 2 99.29% 90.12% 94.09% 84.16% NRC
Year3 | 9956% 90.66% 96.34% 86.52% NRC
Year4 | 9955% 95.41% 98.02% 88.98% 90.60%
Year5 | 99.45% 94.93% 98.48% 90.38% 88.90%
CQUIN

TARGET | 91.46% 86.85% 92.23% 75.23% 62.57%

. NRC - No results collected
(] * Published on the AQuA’s website

AQis alsoa local CQUIN forthetrust and we are performance managed foreach agreed condition
Pneumonia; Heart Failure; Acute Myocardial Infarction; Hip and Knee and Stroke in orderto
demonstrate an annual improvement against the targets. The above table reported viathe Quality
Dashboard demonstrates that for 2013/2014 the trust has achieved all measures with the exception
of pneumoniaand stroke.

Advancing Quality Measures 2013/2014
NB Quarter 4 data will not be available until July 2014.

The Advancing Quality Group meet on a monthly basis to discuss performance and to provide

MEASURE  TARGET ~ pp  mAY JUN Q1 JuL AUG  SEPT | Q2 ocT NOV DEC Q3
Heart >=91.46%

Attack

Hip >=92.23%

Knee

Heart >=86.85%

Failure 85.00

Pneumoni >=75.23%
o 64.37 . 68.90 70.00 70.26 70.31 70.93 71.80 71.80
Stroke >=62.57%

=02.0/7% d 55.75 57.54 57.14 56.16 56.16
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assurance that all clinical areas are reviewed and ensure appropriate monitoring mechanismsare in
place.

Going forward for 2014/2015 the AQmeasures described above willremain alocal CQUIN and
additional measures will be included in the CQUIN from April 2014, including Chronicobstructive
pulmonary disease (COPD); Hip Fracture; Sepsis; Acute Kidney Injury; Diabetes and Alcoholic Liver
Disease.

As previously stated during 2013/2014 the trust experienced issuesin meetingall the Stroke and
Pneumoniameasures and has therefore decided in consultation with stakeholders toinclude these
measures as an improvement priority for 2014/2015.

3.3.5 Reduction in readmissions.

The trust works toward reducing readmissions in accordance with contractual requirements with the
commissioners.

Please referto section 2.3.3 for furtherinformation

3.3.6. High Level Quality care at End of Life.

The trust has been part of the national Transform programme which aimstoimprove end of life care
inacute trusts, enabling more people to be supported tolive and die well intheir preferred place.
As part of the programme we have continued to use existing end of life care tools and are in
particularworking on the implementation of the 5 key enablers:

Key Enabler Progress

Advance Care Education about Advance Care Planningis a key priority for the nextfew

Planning months as the AMBER care bundle continues to be used on more wards and
will have specificrelevance to the opening of the new dementiawardinthe
hospital.
As part of the process of education regarding Advance Care Planning, road

80




shows specifically dealing with difficult conversations are planned from June
until the end of the year.

ElectronicPalliative
Care Coordinating
Systems (EPaCCS)

EPaCCS provide a shared locality record for health and social care
professionals. They allow rapid access across care boundaries, to key
information aboutan individual approaching the end of life, including their
expressed preferencesforcare. There iswork on-going with local Palliative
Care Services, local healthcare providers and the Cheshire and Merseyside
Palliativeand End of Life Care Network to develop an EPaCCS system which
will suitthe needs of the local population.

AMBER Care Bundle

The AMBER care bundleisa simple approach usedin hospitals when clinicians
are uncertain whethera patient may recoverand are concerned thatthey may
only have a few monthslefttolive. Itencourages staff, patients and families
to continue with treatmentinthe hope of arecovery, while talking openly
aboutpeople's wishes and putting plansin place should the worst happen.

The trust is implementingthe AMBER care bundle as part of the Transform
national initiative, led by NHS Improving Quality (NHSIQ). The care bundle has
beenimplemented on 10 wards across the trust, with furtherimplementation
planned onthe surgical unit. Arecentauditof deathsoccurringin hospital
found that the standard and content of the documentation including medical
planning, ceiling of treatment and communication with patients/families was
higherwhere the AMBER Care Bundle was used to support patients whose
recovery was uncertain.

Rapid Discharge
Home to Die
Pathway

Hospital is not where most people would choose to die although we know that
it iswhere the majority of people dodie. Where people have been identified
as dyingand they express apreference todie athome itis sometimes possible
to fulfil that wish by arranging discharges at short notice. These discharges are
complex however, and there are many elements which must come togetherto
maximise the chances of success. With thisin mind the Specialist Palliative
Care CNSteam has drafted a supporting pathway documentto try to ensure
that thisisdonerightevery time. The documentisreadyto go out for
consultationtothe wider healthcare teamanditis hopedthatit can be
implemented withinthe nextyear.

New anticipatory prescribing guidance for dying patients has recently been
launchedinthe trustalong with new processesforadministration sheets for
these medications to go home with patients so that they can receive symptom
controlin atimely mannerathome. This will complement the rapid discharge
pathway work.

A unified Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) policy was
implemented across the whole of Warringtonin October 2013 and thisis
aimed at reducing the number of unnecessary repeated conversations about
CPR when patients move to different settings. It also aims to reduce the
numberof inappropriate CPR attempts occurringinthe community.
Consideration of aDNACPR decision will be necessaryin planningarapid
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discharge of someone whois dying.

Liverpool Care Thisis a framework to guide high quality end of life care forthose in the last

Pathway for the hours and days of life. Since anational review of care of dying patients, it

Dying patient (LCP). | mustbe phased outinJuly 2014 and be replaced with individualised care
plans.

In line with guidance from the Leadership Alliance we in Warrington have
continued to use the LCP supported by open discussions with patients and
families aboutthisasithas previously been used very appropriately here.
There are plansin progress fora new individualised care plan documentto be
implemented inthe Summerto replace the LCP and to supportdoctors and
nurses caring for people who are dying.

The trust took part inthe 3™ round of National Care of the Dying Hospital
Auditin November 2013, and we awaitthe reportfrom this audit. The report
benchmarks the trust with otherunitsacross the country.

An overviewof the use of the key enablers set out by the Transform Programme. Note that where
the LCP is mentioned, this will be replaced by anindividualised care plan forthe dying patient.

-
The end of Me care pathway and koy enablery

Discussions as Assessment, care Delivery of high

Co-ordination Care in the
the end of ke planning and of Cace quality care in an last days of life Care after death

approaches revsew acute hospital

The use of the key enablers fromthe programme has benefitted the trust by:

e Improvingthe quality of the individual patient experience and the quality of care
e Supportingthe patienttodie inthe place of their choice
e Promotingthe development of askilled workforce withimproved staff morale and retention
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e Allowing more effectiveresource managementby areductionininappropriate interventions
e Managing and reducing unplanned hospital admissions
e Reducing complaints and enhancingthe reputation of the trust.

Support has been obtained from the Nationalteamin benchmarking the trust against otherearly
implementers and this has enabled monitoring of the progress we are making.

Data from the National End of Life Care Intelligence Network shows that our trust has a lower
numberof bed days inthe last year of life compared to the national average. The reasons for this
are several includingimproved discharge processes, improved i dentification of people who are
approachingthe end of life and involvement of the Specialist Palliative Care Teamto name but a
few.

The activity of the hospital Specialist Palliative Care Team has continued to see ayear on year
increase with around 700 new referralstothe teamin 2013/2014. We can alsoreportan increase in
the deaths coded as havinginput from Specialist Palliative Care. In response to the ‘More Care, Less
Pathway’ review, referral to Specialist Palliative Care has been recommended forall patients who
have beenidentified as dying. The aim of thisis to ensure that patients are receiving the care that
theyneedinthe last hours and days of life and that families are being supported and also that the
doctors and nurses looking afterthe patients have access to specialist support as they care forthese
people.

Education

Education has underpinned the improvements seeninthe trustin end of life care and all members
of the Specialist Palliative Care Team have delivered education to a variety of professionalsin the
organisation. Awell-attended link nurse programmeisin operation with ward nurses attending
teachingat St Rocco’s Hospice led by the Hospital Palliative Care Team and focussing on control of
symptoms, identification of dying patients, and otherissues pertinent to looking after patients at the
end of theirlives. Information from these days has been disseminated in the form of single point
lessons so that more staff have the opportunity to benefit from thiswork. There have beenseveral
sessions delivered by various team membersforjunior doctors who have been taught on subjects
such as identification and care of dying patients and safe discharges atthe end of life.

The AMBER Care Bundle

The continued implementation of the AMBER care bundle owes much to the tireless efforts of
Joanne Meredith whoisthe facilitatorfor this project, winning an award from the trustin 2013 in
recognition of the positive difference this activity makes to patients.

A 20-30 minute training session on the use of the AMBER care bundle has been delivered to 300
medical or nursing staff, they also receive on-going support fromthe facilitatorto enable roll out.
More than 600 patients have had their care supported by an AMBER care bundle. An AMBER
discharge proformais now being developed to communicate the discussions that have taken place in
hospital that care should be supported athome as per the patients wish and forre -admission to take
place onlyif absolutelyvital. Arecentcase note auditdemonstratedthatthe AMBER Care Bundle
usedto support patientswhenrecovery is uncertainimproved the standard and content of the
documentation including medical planning; ceiling of treatment and communication with
patients/families.
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A sample audit showed 0% rate of readmission for patients that had had care supported usingthe
AMBER care bundle and had been discharged and had died within 100 days of discharge during

Septemberand October.
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Trend analysis - tools used to support care for patients nearing end of life.

In the trust, approximately 20% of patients who die and whose deaths were expected have their care
supported by the Liverpool Care pathway (LCP). There hasbeen an expected reductionin numbers
followingthe review of the LCP in 2013 which recommended the gradual phase out of the pathway,
and to discontinue its use in by July 2014. Clinical staff and patients and families are being supported
by the specialist Palliative care team and facilitators during this transition period.
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3.4 Patient Experience

Followingthe publication of the Francis reportthere is heightened awareness and concern about the
experience that patients have in healthcare settings. The trust supportsthe ideology thatitneedsto
collectinformation; be open and transparent aboutthe experience of patients withinits care and
that information about patient experience should be publically available. Ensuringthatpeoplehave
a positive experience of care is also a key objective within the NHS Outcomes Framework. This trust
supportsthe view that patientexperience is as equally important as the other elements of the
quality agenda namely clinical effectiveness and patient safety, and that that it should be embedded
across our work to improve quality outcomes. “Thereisclear evidence that where patientsare

engagedintheirown care and have a good experience of care and treatment, clinical outcomes are
better” (NHS England, 2014)

The trust is committed to improving patient experienceas set outin the “Improving Quality: Patient
Safety, Experience and Clinical Effectiveness Strategy.” The implementation of the strategyis
supported by a numberof work streams and activities identified across all areas of the trust.

Priority actions forthe 2013/2014 included:

e Achieve animprovementinthe learningand analysis of complaints with themes relating to
attitude, care and treatment

e Torevolutionise the way that we manage complaints to provide aresponsive patient
focussed service

¢ Implementation of the Friends and Family CQUIN

o Develop ‘always events’, i.e. what must we always do for patients to ensure a quality
experience.

e Continue tomonitor mixed sex occurrences

e Developabasket of Patient Experience Indicators

e Evidence of CQCcompliance with regulations and outcomes

e Evidence of compliance with the recommendations of the Francis Report

e Improvements demonstratedinourln-patient Survey

e Successful implementation of a Patient Information Centre / Patient Experience ‘Hotline’

e Good Healthwatch reports and external reviews

The effective management of complaints and concernsisintegral to ensuring a positive patient
experience by addressingissues asthey arise and ensuring thatlessons are learntand poor practice
and systems are addressed.

Our commissioning arrangements for both national and local CQUINs for example the Friends &
Family Test continue to reflect the importance of us being responsive to patient feedback to improve
patientexperience. The trustalso participatesinall relevant national surveys, and has a number of
local approaches to evaluating the patient experience. Importantly, it continues to build its skills and
toolsto enable itto collectand analyse different sources of feedback from complaints, patient
stories, PALS and local surveysinorderto identify key issues that need to be addressed and then put
in place improvement plansthat deliveranimproved experience. More recently the trust hasalso
developed asuite of patient experience indicators which willallow us to monitor performance ona

85



monthly basisin key areas for example collecting dataon the rate of “Negative comments posted on
patientopinion; NHS Choices and/orthe CQC Experience Form.”

The evidence also demonstrates that “where there are high levels of co-worker support; good job
satisfaction, good organisational climate, perceived organisational support, low emotional
exhaustion and supervisorsupport, thereare links to good patient-reported experience. However
poor staff satisfaction is associated with worse standards of care” (NHS England, 2014) Withinyear
the trust has undertaken a cultural barometersurvey of all staff, developed an action plan and made
changesas required. Ithasalso established a project to develop and agree values and behaviours
which will shape the organisation, the objectiveis that the new values and behaviours will drivea
philosophy of improving services for the patient.

As well as encouraging staff feedback through nationaland local surveys we support processes to
enhance staff wellbeing. The trust has dedicated web pages to promoting and supportingsocial and
healthy living and also holds annual staff health and wellbeing events. The Staff Engagementand
Wellbeing Event held in September 2013 attracted sponsorship from companies and was attended
by approximately 350 members of staff. The focus of the event was to promote healthy lifestyles,
with the activities such as the smoothie bike, cycling challenge and gym attendances.

The planned Friends & Family Test for staff due to start in 2014 and the staff survey results will also
provide abarometer of staff experience. We also ensure that staff feedback around the quality of
the patient care provided in our organisationsis publicly available through forexample Open and
Honest, whichis available at:

e www.whh.nhs.uk -transparency section

The following section provides an appraisal of progress against the patient experience key priorities.

3.4.1. Eliminating Mixed Sex Accommodation.

All providers of NHS funded care are expected to eliminate mixed-sexaccommodation, except
where itisin the overall bestinterest of the patient, in accordance with the definitions setoutinthe
Professional Letter CNO/2010/3. The trust measures, inline with nationally prescribed guidance any
occurrence of mixed sex accommodation by determining whetherthey are ‘clinically justified (i.e.
“in the overall bestinterest of the patient” such aswhen both male and female patientsare inthe
Intensive Care Unit) or ‘non-clinically justified’ (when male and female patients share either sleeping
accommodation or bathrooms and toilets).

In 2012/2013 the trust threshold was for full compliance with no reported breaches however, whilst
we reported 23 mixed sex occurrence breaches, thiswas a44% reductionon 2011/12 whenthe trust
had 41 breaches. For2013/2014 the trust again established azerotolerance threshold anditwason
target to meetthis objective until September 2013. Until this time the trust believed thatthere was
alocally agreed protocol withthe CCGthat stated if an MSO occurredin specificareas of the trust
for example the Clinical Decisions Unitand GP Assessment Unit (GPAU) then the breach will not be
liable for penalty aslongasitis resolved withinan 8 hour time limit. However, when the trust made
arequesttothe Departmentof Health (DoH) to rescind an MSO which afterinvestigation they
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discovered had breached forlessthan 8 hours the DoH refused to grantthe revision request stating
that the length of time foran MSO is not relevant. The trusttheninstituted areview and a paper
was presented to the Executive Team (ET) forthe ET to agree that reporting practise would change
inline with furtherguidance fromthe DoH. Unfortunately despite rigorous monitoring and changes
to patient flow, the trust has continued toreport breachesinthese areas. Howeveritdoes ensure
that each breach/cluster has been reviewed using aroot cause analysis and remedial action plans
constructed and submitted to the CCG within fourteen days of month’s endin accordance with
contractual agreements.

In 2013/2014 the trust can report that followingareview as described above that there were no
reported breaches for February and March 2014 and a total of 24 breaches by yearend. Please see

graph below fora three yearcomparison. The trust will report progressin the Quality Report
2014/2015.
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3.4.2. AlwaysEvents

In additiontothe agreed improvement priorities the trust board in partnership with staff and
governorsalso agreedtofocus upon a numberof keyissues around quality improvement which
included the development of “always events.” Always events are aspects of patient care that should
always happen for patients to ensure a quality experience. The trusthas held a number of focus
groups with patients; staff and governorsto agree a small number of always events which we will
monitorthroughout 2014/2015. It wasimportantto seekthe ideas and suggestions of both staff
and patientrepresentatives. Focus Groups for staff and Governors provided lots of ideas about
quality measures. Alocal healthcare event “Get Engaged” provided an opportunity to ask members
of the publicand representatives of patient groups and third sector organisations what were the
always events they would appreciate.

Itisvital that Always Events are measurable and can be implemented and monitored within current
resources/budgets. Some suggestions, while they would demonstrate excellent quality of care,
could not be easilyintroduced or monitored. A process of distillation has left us with the following
Always Events. The nextstage isto planimplementationand ensure thatthere isan audit trail
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inherentinthe system. We will monitorthe Always Events throughout 2014/2015 and reportthem
as a quality indicatorin the Quality Report nextyear.

The Always Events will be:-

e Everypatienthasa jugand glassthat is withinreach and has sufficientfluid.

e The name of the patients named nurse will always be displayed above the bed

e Anycomplaintorconcern will be addressed as soon as possible and as close to the bedside
as possible. Staff will bleep senior nurse to deal with complaintif needed.

e Painreliefisadministered ontime, everytime.

3.4.3. Complaints and Compliments

The year 2013/14 was a very challenging one interms of complaints handlinginthe trust. A
combination of staff attrition and system problems in the central complaints handlingteam and
capacity and workload pressures, particularly in the Unscheduled and Scheduled Care Divisions le ft
the trust with a considerable backlog of late complaints and relationships with complainants were
sometimes affected.

A real team effort has been made to improve systems in to provide meaningful responses to those
complainants where complaints were late, and in ensuring that we keptin touch as far as possible.
We spent considerable time in restructuring of the team; the resultis that our systemison a more
even keel, though we believethere isroom foreven more improvement. We recognise the hard
work and effort of many of our staff across all the divisions, the Patient Experience Team/corporate
nursingteam and at executivelevel toimprovethe handling of complaints.

In orderto meetthe expectations of the board, the commissioners and, mostimportantly, the public
we must continue toimprove the systemsin place and ensure that the methods we employ to
investigateand learn from complaints provideassurance and demonstrateatransparentand
committed process and staff who wantto acknowledge failures and learn from them.

The complaints processisan important source of data and feedback forthe trustinits planto improve
the patientexperience. The priority forthe forthcomingyearis to build onthe progress made during
2013/14. The Patient Experience Team continues to provide support to divisional staff when dealing
with complaints and there are regular divisional meetings with key members of staff to discuss the
progress and handling of complaints. Havingspentthe lastyearimprovingthe strategicsystemsand
working practices, the teams across the trust will look to develop the skills of clinical and managerial
leadsininvestigating complaints and strengthening the learning and assurance aspects of complaints
during 2014/2015.

Specificpriority actions relating to complaints for 2013/14 included:

e Achieveanimprovementinthe learningandanalysis of complaints with themes relating to
attitude, care and treatment

e Torevolutionise the way that we manage complaintsto provide aresponsive patient
focusedservice

e Successful implementation of a Patient Information Centre / Patient Experience ‘Hotline’
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Until April 2013 this service comprised 1 WTE Patient Relations Manager, 2 WTE Patient Relations
Officers, 1WTE PALS officer,and 1 WTE Administration Assistant. The period from May until
December 2013 was one of buildinganew team and ensuring that they, and the systems could
maintain the complaint function whilst developing the service to be more effective and efficient to
meetthe key performance indicators mandated by the Complaints Regulations (2009) and our
commissioners as well as meeting quality standards required by the Care Quality Commission (CQC).
Since May 2013 the service has developed toinclude all patient experience functionsandis now
called the Patient Experience Team. The Patient Relations Manager (now Patient Experience
Matron) isresponsibleforleadership of the Patient Experience Team, and herremitincludes
complaints; PALS; Friends and Family, national surveys, growing the volunteer scheme and the
development of both formal and informal feedback mechanisms, all of which help to provide amore
responsive patient focused service. The Director of Nursingand Organisational Development has
executiveresponsibility andis authorised by the trust board to oversee the trust-wide management
of complaints. The Deputy Director of Nursing, Quality and Patient Experience has delegated
responsibility for the strategicdevelopment of the patient experience agenda.

A remedial action plan was putin place to direct the actions to improve the complaints handling
function. Many of the recommendations were predicated on the ability to comprehensively
demonstrate thatthe investigation of complaintsis thorough and open and any failings are
identified with the appropriate actions putin place and completed. Soforthis nextyear, the Trust
will concentrate on providing consistently effective investigation and action planningandto ensure
divisions are capturing the evidence that thisis happening.

The trust deals with complaints and concerns from patients and users, theirfamily and carers, in
accordance with local complaints policies and procedures and the CQC Essential Standards of Quality
and Safety. All complaints which are recorded on datix are reviewed by the Director of Nursingand
OD priorto response letters being sentto the complainant from the Chief Executive Officeror
Deputy Chief Executive Officer. This providesan additional level of assurance thatresponses are
well crafted and answer the questions asked, as well as ensuring that the Director of Nursingand OD
has a good grasp of practice issues, patient experience and improvements planned.

Formal Complaints received by Trust 2010/2011 — 2013/2014

2010/11 | 2011/12 | 2012/13 | 2013/14

Total formal complaintsreceived | 491 505 571 422

Complaints closed within timescale

As can be seen fromthe table below, in April 2013 the percentage of complaints closed intime was
under50%. The numberof complaints already out of agreed timescales has made achieving the 94%
target agreedinthe local contract very difficult. The close rate for April 2014 did meetthe target
and recentaudits show that the majority of complaints are beingansweredin atimely manner.
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% Complaints Closed within required timescale
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NB: Approximatetimeframes - Low to moderate = 15 days; Moderate = 30 days and High to extreme =
50 days The new policy allows the divisional staff investigatinga complaint to determine how long
they will need tocomplete the investigation.
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Apr-13 | May-13 | Jun-13 | Jul13 | Aug-13 | Sep-13 | Oct-13 | Now-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14
mNotUpheld | 17 6 8 = 10 16 18 11 17 17 8 12
mPart Upheld| ¢ 6 13 10 8 22 31 14 27 15 8 24
m Upheld 5 2 4 1 5 7 = 7 5 1 6 8
m Withdrawn 6 2 4 4 6 1 5 5 3 4 5 4
= Total 37 16 28 24 28 46 63 37 52 37 27 48

Top 5 Complaints Subjects

12/13 12/13 13/14 13/14 13/14 13/14

Q3 Q4 Ql Q2 Q3 Q4
Care 84 67 19 21 9 14
Treatment 31 59 10 17 21 20
Waiting Times 24 41 8 14 13 25
Communication Problems | 49 38 14 15 16 24
Attitude 32 28 12 12 15 23

The majority of complaints are fall into one of 5 categoriesin orderforthe trust to identify the main
themes; thisenables usto decide what actions we need to prioritise to help usimprove the service
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we provide toour patients. Asdescribed below, improvementsin reporting will promote more
customised reporting forteams, services and divisions, while still providing the overview of broader
themes.

MIAA Review

A review of complaintsin April 2013 by Mersey Internal Audit Agency (MIAA) assigned “Limited
Assurance”. Asecondreview, completedin April 2014 shows “Significant Assurance” to the
complaints function of the trust, and while there are still improvements and developments to make,
the current systemslook to be fitfor purpose. We are very proud of our turnaround achievements
inthisyear

Lessonslearned

The trust is committed to providing excellent care for all our patients. This meansthat not only will
the care we provide be safe and effective, but thatthe patients’ experience of that care isthe bestit
can be. Itisessential that whatthe patientstell usislistenedtoand understood, whateverform the

feedback takes. Thisfeedback could be inthe form of compliments and thanks, comments,

concerns, complaints, or completion of satisfaction surveys. We have a duty then, once we have
listened and understood, to focus on these experiences and make improvements (lessons learned)

based on patients own views and concerns.

The quarterly Governance Reportincludes examples of lessons learned and reflects divisional

reporting of local complaints.

Description of Complaint

Actions

Learning

Division: WCSS

Patient received telephone call
from the hospital telling her that
INR was 1.8 when itwasinfact
3.0. This was a transcription error
that had prompted the call when
the mistake was realised.

(this was before drugs were
prescribed)

Investigation showed:

A contributory factor was an
interruption that distracted the
staff member’s attention and
broke her concentration.

The anticoagulantstaff members
have been advised to ensure that
they complete a taskor get to a
safe point before stoppingto assist
with another task.

The anticoagulantstaff members
have also been advised to locate
themselves ina quiet area when

they are working on tasks

requiring concentration.

A copy holder has been provided.
This has aruler that allows the
operator to lineup the patient’s
name with their INR result.

Improvement needed: staff
working practices needed review
andreflection.

Notable practice:INR recorded
prompted pharmacistto ring
patient to check possiblecause
andled to identification of error.

91




Description of Complaint

Actions

Learning

Other safety measures outinplace
were alsoshared with
complainant.

Division: WCSS:
Complaintabout father’s
discharge, in particular aboutthe
physiotherapyinputthat left
father without zimmer frame
identified as needed. This was
acknowledged as anoversight.

Alert was issued to remind all staff
that patients must be discharged
with appropriateaids. Also,ifaids
cannot be taken inhomeward
bound transport, therapy staff
must be informed.

Improved dischargeplanningand
update for, ward staffregarding
the importance of ensuring MDT
inputis properly noted and
actioned.

Division: Scheduled Care

Patient unhappyas she felt that if
she hadreceived surgery on her
wristwhen she firstattended AED
she would have had a better
outcome to how her wristhas
healed. She had been left with
residual painandsomeloss of
function. After receivingher
responseshe remained unhappy.

A meeting with the consultant
revealed that the patient felt that
the initial conservative treatment
of her fracture was influenced by
her age and/or the fact thatshe
had attended AED on a weekend.
This had not been explicitinthe
original complaintand was not
influenced by any incidentduring
her admission, butby her
belief/fear that healthcareis ageist
andservices areless efficientat
weekends.

The consultantwas ableto allay
these concerns and review all the
decisions made. Patient was
reassured that treatment plan had
been based on clinicalissues and
appropriateaction was taken.

Reinforces the value of meetings
with clinical professionals asa way
to ensure patients canarticulate
their concerns and staffhave an
opportunity to explain
care/treatment face to face.

Need to offer meetings earlyon,
not as anoption at time of return.

Division Scheduled Care:
Familyraisedtheir concerns
around the manner and attitude of

a member of nursingstaff

Full investigation by Matron
Staff member dealt with through
trust disciplinary procedure.
Letter of apologysentto family

Individuallearningfor nurse
named incomplaint.
Monitoringand performance
management inplace.

Division: Unscheduled Care
Daughter of elderly lady with
Dementia had serious concerns
about the infection control
practices onward, including
patient information, cross
infection, obtaining of samples.

Felt that staffhad labelled patient
as incontinentof urine, when this
wasn’t the case. Was upset that
her mother’s mobility was
seriouslyimpaired whileshewas
inhospital and thatshe was

Meeting arranged and senior
divisional nurses wereableto
answer questions and
acknowledge some failings.

Main grievances were the decision
to admitand the length of time
before discharge. Some issues
with GP care. Complainantfeltit
inappropriatefor optimum care of
someone with Dementia. Other
issues were notresolved, e.g.
eating and drinking. Complainant
felt nurses should strongly
encourage eating, as she does, but
nurses concerned that they would

Feedback to ward staff — asked to
reflect on issues raised.

Learning needs re: infection
control brought to attention of
Infection Control Team.

Meeting is often best choice of
responseto discusscomplex
issues, to build
rapport/relationship with
complainantand work
constructively with dissatisfied
serviceusers.
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Description of Complaint

Actions

Learning

unableto walkat the time of her
discharge. Felt that she was not
encouraged to walkand needed
appropriate physiotherapyinput.
Alsothat patient’s age was the
reason she was not appropriately
mobilised. Unhappy about
essential nursingcareprovided to
her mother, including hygiene
measures and cleansingand
availability of the nurse call buzzer.
She felt that staff did not
sufficiently encourage patientin
eating and drinking. She feels that
she needed more persuadingand
that nursingstaff were unwilling to
do this.

be putinposition of forcing
patient to eat. Complainant
accepted this.

Associate Director for Infection
Control was ableto discuss
infection control issues raised and
highlighted training needs for
ward.

Senior nurses ableto discusscare
of patients with dementia and
recent new initiatives. Provided
Health Passportto complainant
and twiddle-muff for her mother.

Associate Director of Nursing
invited complainantto attend
divisional meeting to talk about
her experiences.

Complainantsatisfied with
outcome and complaintclosed.

Unscheduled Care:
Complaintabout personal care
provided to late mother on
Assessment Ward. Complainant
waited unacceptablylongtime
after pullingnursecallto attend to
mother’s soiled bed linen. Was
alsounhappy with attitudes of
nursing staff (Agency nurseand
carer) regardingthe incident

AssistantMatron hadearly
meeting with complainant. She
was ableto reassurecomplainant
of her intentions to address the
careand attitude concerns raised
with the ward andidentified
planned support by education
department for carers onthe
ward.

Meeting with ward team to
highlightissues and discuss
improving practiceand
communication.

Ward manager addressed issues
raised with Carer and Matron
referred to NHSP to be addressed
with agency nurse.

Reflection for, ward nursingteam
on respectful and personal care.
Improved communication with
relatives.

Improved support for carers and
flagging of anyindividualand team
issues.

As already explained, it was agreed in the last Quality Report that the success of this new team will

be measuredviaa range of outcomes as follows:

Successful implementation of a Patient Information Centre/Patient Experience Hotline

Calls to the Patient Experience Team out of hours are picked up the next working day and responded
to appropriately. We trialled the Patient Experience Officers working later hoursin orderto ensure

that if a complainant contacted us beyond 5pm then we could immediately respond. We found that
there were very few calls or queries beyond that time, meaning that we looked at alternative ways

of makingiteasierforpeople to contactus. A new mailinbox named “patient experience” rather
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than “complaints” is being launched with the new trust website. This will encourage patient
feedbackthatis positive, as well as queries and questions, and this will be accessed with sufficient
frequencytorespondina proactive way. We will revisit some shift working forthe Patient
Experience Teamfollowing the review of the working practices of PALS; this will be during 2014/15.

We have some very exciting future plans foraPatient Information Centre, and these include
utilisation of the current membership office as a patient experience “hub” manned by volunteers
and containingthe PALS office. Development of the volunteer role within the patient experience
teamis onlyjust beginning, with volunteersinvolvedin taking and logging PALS calls and
administering surveys on our wards. Amore responsive PALS service provides anoutletforpeople
inneed of supportto air concerns and this helps toreduce the number of formal complaints
received. The PALS model in place at Warrington and Halton Hospitalsisincreasingly rare in acute
trusts, in thatthereisa named PALS Officer, now supported by Patient Experience Officers, who is
highly visible and accessible to patients,families and the public, basedin the main entrance of the
main hospital site. The planstodevelop and enhance this provide an excellent opportunity to
strengthen the service.

Improvementin number of formal complaints

Figuresfor2013/2014 have showna 26% reductioninthe numberof formal complaints.
Total formal complaints handled 2012/13 - 571

Total formal complaints handled 2013/14 - 422

Total concerns handled 2013/2014 — 92

Wheneverthe Patient Experience Team s able to close a concern without progressionto a formal
complaint, the workload on divisionaland particularly clinical and shop floor staff is significantly
reduced. This hasalso helpedtobuildthe confidence of the Patient Experience Officers who are
betterable tosupportthe PALS function with this experience.

Improvementin the learning and analysis of themes and trends from complaints, evidenced by
reports and to be followed through action planning and monitoring.

Thereisa needtoimprove the consistency and quality of action planning and in providing assurance
that learningand improvement has happened. More trainingforstaff and support by the divisional
teamsto ensure those investigating complaints can meet the required standardsis required. The
divisions are also committed to ensure that the progress and completion of action plansis
monitored on the CIRIS system.

Improvementsinthe Datix system will provide betterreporting of themes and trends to support
divisionaland strategicfocus forimprovement. This will enable far more timely recognition of poor
quality and systemissuesthatare undermining care. Forexample, forthe first time the Pharmacy
departmentwill have access tovery specificreports about the types of medicationissues that
patients are complainingabout. Inthe past medication complaints would most likely be assigned
underthe subject of treatmentorcare. This will also be the case with nutritional issues, transfer of
care, referral and very specifically care associated with mental capacity, end of life care, privacy and
dignity. Thisisallinthe spiritof the Francis Report findings and reflects the type of concerns that
the mediareportregularly and that undermine the publicconfidence in the NHS.
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Evidence of CQC compliance with regulations and outcomes

Monitoring of these isincludedinthe new policy and twice yearly audits will be done to monitor
compliance. Monthly triangulation meetings ensurethat themes and trends across complaints,
claimsand incidents are tracked and actioned. Quarterly reports of action plansto the Clinical
Governance, Quality and Audit Sub Committee will identify good practice and outliers.

Evidence of compliance with the recommendations of the Francis Report

During 2014/15 we will be launching ournew quarterly board report, beginningin July 2014. Thisis
intendedin response to Mr Francis’ recommendationthatthe board are assured that we have
listenedto, heard aboutand learned from the things ourcomplainantstell us. It will alsoinclude the
quality of complaintresponses, standards and performance against targets.

Good LINks reports and external reviews.

As stated MIAA report April 2014 has shown significantimprovementin systems and performance.
Complaints dataandintelligenceforms part of the Equality & Diversity System assessments by
HealthWatch.

The trust has, in consultation with stakeholders, agreed to maintain complaints managementasa
qualityindicatorand alsotointroduce itas an improvement priority for 2014/2015.

3.4.4. National Surveys Results 2013

Results of the National Surveys inform comprehensive multi-disciplinary action plans focused on
these specificareas. The progress of improvements to practice will be monitored throughout the
yearto ensure thatour planis being successfullyimplemented.

3.4.4.1. National Inpatient Survey 2013

Listening to patients'views is essential to providing a patient-centred health service. The NHS in
patientsurvey provides the trust with intelligence around the overall patient experience anditis
vital that we review and act upon thisinformation to address poor performance.

In 2014/2015 we have selected improvementinlow performingindicators from the 2013 In Patient
Survey as an improvement priority. We will develop action plans toimprove areas where we fall
below the national average and have not demonstrated improvementin pasttwo years

3.4.4.2. Inpatient Surveys — National Patient Experience CQUIN
The trust is committed to ensuringayearon yearimprovement of patient survey responses to how
hospitals “patients want to be treated by” improvementin responsesto the following 5 key
questions:-
(National Patient Experience CQUIN);

e Wereyouas involved as you wanted to be in discussions aboutyourcare?

e Didyou findsomeone totalk toabout your worries and fears?

e Wereyougivenenough privacy when discussing your condition ortreatment?

e Wereyoutold about medication side effects to watch out forwhenyouwenthome?

e Wereyoutold whoto contact if you were worried about your condition once you le ft hospital?
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CQUIN Inpatient Survey Questions 2011-2013
National Inpatient Survey Question| 2011 Results 2012 Results | 2013 Results

1. Were you involved as much as you
wanted to be indecisions aboutyour 47% 48% 57% 57%
care?

2. Didyou find a member of hospital
staff to talk to about your worries or 38% 31% 41% 41%
fears?

3. Were you given enough privacy when

discussingyour condition or treatment? | 72% 70% 70% 77%
4. Dida member of staff tell you about
the medication side effects to watch 38% 43.% 40% 39%

for? (following discharge)

5. Did hospital staff tell you who to
contact if you were worried about your 64% 71% 76% 72%
condition? (following discharge)

Historically the composite score forthe five questions was data was provided to the trust forthe
CQUIN, howeverthis measure has been suspended sothe datais nolongeravailable. Overall the
guestions with the exception of “Were you given enough privacy when discussing your condition or
treatment?” showed that we scored above orequal to othertrusts. The above table showsan
improvedresponsetothree out of five questions.

3.4.4.3. National Maternity Survey 2013

Withinthe reporting period the trust participated inthe 2013 National Maternity Survey which
captures data on women’s experience of maternity services. The latest publication uses data
collected between May and August 2013, from women who gave birth in February 2013. Similar
surveys were carried outin 2010 and 2007.

The survey providesinformation on experience across all three stages of the maternity pathway:
before birth (antenatal), duringlabourand birth, and in the first few weeks after birth (postnatal).
For the firsttime, the 2013 maternity survey provided the opportunity forwomento provide free -
text comments about their maternity care.

Overall the results were positive showing the trust to be the same as othertrustsin managinglabour
and birth and the quality of staff and betterthan other trustsinrelationto care in hospital after the
birth. In relation to post natal care in hospital; breast feeding support and initiation the trust saw a
significantimprovementinits overall scoresin comparison to the 2010 survey. The Maternity
Survey report has been reviewed by the divisionand the departmentis addressing actions.
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83. Labour and birth -

S4. Staff -

S5. Care in hospital after the birth -

Better

3.4.4.4. National Staff Survey 2013
We are pleased to say that the results from the 2013 NHS Staff Survey have been published and

have shown an excellentimprovement from the previous years in the majority of scores across the
trust.

The surveyis carried outindependently and asks a series of questions toa random sample of 830
staff from across the trust.

In terms of the headlinescores:

e We scored above the national average in terms of engaging with staff, with staff ranking the
hospital(s) amongst the best 20% in the NHS for being able to contribute towards
improvements at work and for staff motivation. We scored 3.80 out of 5 —againsta national
average of 3.74.

e We scored above the national average for developing staff, support from immediate managers
and equality in terms of career progression and development

e Staffexperiencing physical violence dropped from 5% in 2012 to 1% in 2013

e Thetrust alsoimproveditsscore forstaff feeling satisfied with the quality of work and patient
care that they deliver.

e Perhaps mostimportantly, staff recommending the trust as a place to work or receive
treatmenthasrisento be alongside the nationalaverage across the NHS.

The trust saw a slightdipinits scores for providing equality and diversity trainingin the yearand for
the percentage of staff reporting any errors witnessed in the last month. We still score below the
average on health and safety traininginthe last year —but that’s because we have a three year
programme for updating health and safety training.

There’sbeenalot of workin the lastyear on engaging and communicating with staff and improving
health and wellbeingacross the trust and the trust isdelighted to see the positive scoresin the
survey. People wereatthe centre of our QPS framework and the trustis committed to working
towards furtherimprovementsin staff engagement.

3.4.5. Patient Opinion

Patient Opinion was founded in 2005 and is an independent non-profit feedback platform for
health services. Its philosophy istosupport honestand meaningful conversations between patients
and health services with the view that patientfeedback can help make health services better.
Basically health service users can share their story of usinga health service; patient opinion will send
theirstory to staff so that they can learn fromit; the trust can offera response with the ultimate
goal beingto help staff change services. Patients can submittheir comments directly onto the
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Patient Opinion website or can post comments on Patient Opinionviaaformonthe NHS Choices
website and both websites publish the comments.

Both websites provide feedback on how users rate the service in terms of whetherthey would
recommend our hospital friends and family if they needed similar care and treatment; cleanliness;
staff co-operation; dignity and respect; involvementin decisions; and same sex accommodation.
However, NHS Choices provides an overall star rating of 1 — 5 stars and the trust is currently
achievingafourstar rating based on 87 reviews. Users are also asked to rate aspects of the service

as follows:-

Service Number of ratings Star rating
Cleanliness 80

Staff Co-operation 81

Dignity and Respect 80

Involvementin decisions 78

Same-sex accommodation 60

The trust is committed to acknowledging all comments and if the service userexpresses concerns we
will try to addressthemin our response orencourage the reviewerto contact the PALS Team for
furtherdiscussions.

This quality indicator will support the Complaints Managementimprovement priority and willbe
reportedinthe Quality Report 2014/2015.

3.4.6 Friendsand Family

The NHS Friends and Family Testis a new opportunity for patients toleave feedback ontheircare
and treatmentthey received at Warrington and Halton NHS Foundation Trust. The feedback willbe
usedto review ourservices fromthe patient perspectiveand enable usto celebrate success and
drive improvementsin care.

When patientsvisitour Accidentand Emergency (A&E) Department fortreatment, orare admitted
to hospital, they are asked to complete ashort postcard questionnaire when they are discharged.
They basically tell us how likely they are to recommend the ward/ A&E department to friends and
familyifthey needed similar care ortreatment. The patient’s responseisanonymous and they will
be able to postthe card into the confidential box on theirway out of the ward or A&E. The boxes
are emptiedregularly to process the information and provide reports to the ward managerand
matron.

The trust sends the forms to iWantGreatCare to analyse and reporton our results ona monthly
basis. Patients also the option of leavingaresponse online at: http://warrington-halton.iwgc.net
If a patientis unable toanswerthe question, afriend orfamily memberiswelcometorespond on
theirbehalf. Usersare also asked to rate theirresponses and thisis translated into two ratings
which are reported through to the board viathe Quality Dashboard. The firstratingis a star rating
to a maximum of 5 starsand the secondis the Net Promoterscore up toa maximum of 100. The
resultsfor2013/2014 are as follows:-
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Friends and Family Ratings 2013/2014

Month Star Rating NetPromoter
April 4.7 76
May 4.7 72
June 4.7 73
July 4.7 70
August 4.5 58
September 4.5 59
October 4.6 63
November 4.6 60
December 4.5 56
January 4.6 61
February 4.66 69
March 4.61 65

NB | Want Great Care includes maternity F&F ratings from October 2013

The ratings are published on both NHS Choices and inthe Open and Honest publication whichis
published on the NHS England trust websites.

The Friends and Family Test isalso a national CQUIN aimed atincreasing the combined response
rate from Accidentand Emergency and Inpatient wards from 15% in quarter 1 to 20% or over by the
31°" March 2014. This CQUIN also required that Friends and Family was rolled out to maternity
services. The truststruggled to achieve the required combined 15% response rate by the end of
quarterone but following areview of systems has consistently achieved acombined response in
excess of 20% since quartertwo. The rolloutto maternity services was successfully achieved within
the requiredtimescales. Family and Friends will remain a national CQUIN for 2014/2015 in orderto
rollit outto otherdepartments;increase the overall response rate and improve the net promoter
scores.

3.5. Maternity Unit

The Maternity Unit received funding of £450k from the Department of Health foran upgrade to the
facilities within the Delivery Suite. The refurbished Delivery Suite opened in the Summer of 2013,
the unitnow has ensuite facilities in every room and has two birthing poolsinits Active Birthing
Suite. Ward C23 wasalso refurbishedtoinclude an Induction of Labour Bay. Funding was also made
available to update the Bereavement Suite within the Maternity Unit.
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The Maternity Unit has its own Facebook page whichis very popular with women and holds regular
live question and answer sessions.

Midwifery staff now providearange of complementary therapies which include: aromatherapy;
hypnobirthing and pregnancy yogawhichis held at the Village Hotel in Warrington. These
complementary therapies are also proving to be popularand are fully booked for monthsin
advance.

Our Maternity Services continueto provide the best possible care to mothers and families during
pregnancy and childbirth. In March 2014 we putstepsin place offer extramonitoring forour
women inlabour, which has attracted some media attention. The monitoring offerhasbeenin
placeinresponse to a small trend of lower birth weights and women presenting with otherrisks
such as decreased fetal movement, which have caused higherrisks forsome babiesinthe later
stages of pregnancy and labour.

We have identified anincreased number of intrapartum events (i.e. issuesin labour) over the last 12
months which have been investigated orare currently beinginvestigated. Inallinstances we have
requested external peer review from other maternity units sowe can use theirindependent findings
to improve practice. Eachindividual case has beenreviewed very carefully to understand whether
there was anythingthat could have been done differently at any stage in the pregnancy or labourto
have preventedthe tragicoutcomes. These reviews have not shown any causal link between the
different cases and have shown that overall we have a very safe service. Howeverbecause we have
seen thissmall cluster, we have alsoinvited the Royal College of Obstetricians and Gynaecologists to
come and carry out an overarching review for us which will take place overthe coming weeks.”
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The Maternity Unit will be implementing GROW which is a personalised system of measuring fetal
growth, inJune 2014 and all midwifery staff have been trained to use the GROW charts. The
departmentisalso reviewingthe risk assessment processes and policies.

3.6 Safety Conference — October 2013.

The trusts first Safety Conference a major eventaimed at all staff across our hospitals was held in
October2013. The conference which was attended by overone hundred delegates provided a
platformtolookin detail ata serious patient safety incident, subsequentlessons learned and the
work the trust has done to improve safety, comply with the latest national standards and to look at
where we are, where we want to be and importantly how all staff could contribute to making
improvements. The dayincluded a mix of keynote nationaland local speakers; interactive
workshops and marketplace events. The dayincluded a mix of keynote nationaland local speakers;
interactive workshops and marketplace events.

Mel Pickup (CEO) opened the conference by reflecting on her own experiences of both positiveand
negative aspects of healthcare. This was followed by a presentation about the serious patient safety
incident at this trust where we identified our failings and described the lessons that had been
learned following this failure to provide safe care. Thiswas followed by arange of sessionsincluding
Duty of Candour; Transparency in Care; NHS Safety Culture; Organisational Approaches to Patient
Safety; Reducing Mortality and Leadership for Safety. The marketplace eventsincluded stands on
Busting the Myth: SHMI and HSMR; Managing the Deteriorating Patient; National Early Warning
Score System and Governance Systems and Processes to Provide Assurance. Over half of the
delegates completed the evaluation forms stating that the sessions were engaging; excellentand
thought provoking. Overall this was an extremely successfulevent which will be held againin
October2014.

3.7 Speak out Safely (SOS).

Warrington & Halton NHS Trust signed up to this new Nursing Times campaignin
ﬁ September2013. The trustis committedto supporting every member of staffin
b& feelingableto raise concerns about wrongdoing or poor practice whenthey see it
SPEAKD | SAFELY  @nd confidentthattheir concerns will be addressed inaconstructive way.

It isabout our commitmentto acting when staff, identify agenuine patient safety concernand our
duty to patients.

The trust sees patient safety as our prime concern and that staff are often best placed toidentify
where care may be falling below the standard our patients deserve. In orderto ensure our high
standards continue to be met, we want every member of our staff to feel able to raise concerns with
theirline manager, oranother member of the managementteam. We wanteveryoneinthe
organisationtofeel able to highlight wrongdoing or poor practice when they see it and confident
that their concerns will be addressed in a constructive way.

Importantlyitisvital thatthe trust createsa culture in which staff will be supported if they speak up
about genuine concerns, and patients need to know that you and the board will act on these
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concerns. The trustalso has a Whistleblowing Policy which provides a clear processforreporting
concerns.

3.8 Nursing Strategy launch -5 E’s (3 year strategy).

During 2013/2014 the trust launchedits new strategy for Nursing and Midwifery which describes
how we will deliver high quality safe healthcare provided in quality environmentsin atimelyand
responsive manner and maintaining compassionate and respectful care.

It draws togetherthe variousinitiatives to deliver aclear plan of how the nurses and midwives will
work to achieve this. The strategyintroducesthe conceptof the 5E’s whichis our vision on what

nursing and midwifery means and how we want nurses and midwives to represent the trust.
The 5E’s are:-

Warringten and Halten Hospitals [TH

A=} Fourdaton Tt

4. Nursing and Midwifery — The 5E's

What are the 5E's?

Everyone counts

L] loping
roe

Empowering
individuals

Effective and safe
Essential care all the time

%

3.9 Performance against Key National Priorities (see table below)
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Governance Risk Rating - (Monitor) 2013/14

Warrington and Halton Hospitals

NHS

Mar-14
NHS Foundation Trust
All targets are QUARTERLY
Level One - National Targets Target Weighting Apr-13 May-13 Jun-13 QTR-1 Jul-13 Aug-13 Sep-13 QTR-2 Oct-13 Nov-13 Dec-13 QTR-3 Jan-14 Feb-14 Mar-14 QTR-4
o e a5 ? w _
Qtri: 5
Clostridium Difficile Qtr2: 10
Qtr3: 14
Total Qurd: 19 6 6 4 16 3 4 1 7 8 4 5 17 8 3 5 16
MRSA Bacteraemia - (Hospital Acquired Target) 0 1.0 % 1 0 0 1 0 0 1 1
Surgery >94% 100.009%100.00% | 100.00%] 100.00%| 100.00% | 100.00% | 100.00% | 100.00%| 100.00% [ 100.00% [ 98.00% | 99.00% | 100.00% | 100.00% | 100.00% | 100.00%
) 1.0 (Failure
All Cancers:31-day wait for for any of the
second or subsequent Anti Cancer Drug Treatments >98% 3=faiwre | [100.00%|100.00%|100.00%]100.00%]100.00%]100.00% | 100.00% ] 100.00%| 100.00% | 100.00% | 100.00% | 100.00%  100.00% | 100.00% [ 100.00% [ 100.00%
freatment overal rget)
Radiotherapy (not performed at this Trust) >94%
From Urgent GP Referral for Suspected
) Cancer (Open Exeter Position) >85% 1.0 (_leur:e 87.95% | 88.12% | 86.89% | 88.29% | 85.00% | 86.89% | 86.00% | 85.96% | 92.00% | 85.10% | 90.90% | 89.80% | 85.71% | 89.61% | 93.06% | 89.74%
All Cancers:62-day wait for for either
First treatment . . 'agLfi\?f:HSt
From NS Cancer Screening Service »90% weer | [100.00%|100.00%| 100.00% | 100.00% | 100.00% | 100.00%  100.00%| 100.00%| 100.00%| 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00%| 100.00%
Admitted patients 90% 1.0 90.93% | 91.01% | 91.41% | 91.03% | 91.19% | 91.02% | 90.52% | 90.92% | 91.70% | 91.34% | 93.29% | 92.06% | 92.44% | 92.81% | 93.37% | 92.62%
Referral to treatment Waiting |y on-admitted patients 95% 1.0 98.04% | 97.76% | 98.17% | 97.99% | 97.69% | 97.96% | 97.77% | 97.80% | 98.07% | 97.78% | 97.28% | 97.72% | 97.26% | 98.06% | 97.97% | 97.65%
Incomplete Pathways 92% 1.0 92.13% | 92.11% | 92.46% | 92.23% | 92.81% | 92.41% | 92.94% | 92.71% | 93.31% | 93.45% | 93.72% | 93.49% | 94.09% | 94.40% | 94.66% | 94.25%
Level Two - Minimum Standards Target Weighting Apr-13 May-13 Jun-13 QTR-1 Jul-13 Aug-13 Sep-13 QTR-2 Oct-13 Nov-13 Dec-13 QTR-3 Jan-14 Feb-14 Mar-14 QTR-4
All Cancers: 31-Day Wait From Diagnosis To First Treatment >96% 0.5 100.009% | 100.00% | 100.00%] 100.00%| 100.00%| 100.00%| 98.00% |100.00%|100.00%| 97.00% | 98.00% | 98.50% | 99.00% | 98.50% | 98.50% | 98.67%
Urgent Referrals (Cancer Suspected) >93% 1.0 (Faiure | | 96.40% | 95.60% | 95.58% | 95.00% | 95.81% | 95.20% | 94.52% | 95.18% | 93.00% | 95.40% | 94.40% | 94.20% | 93.15% | 94.02% | 96.31% | 94.49%
Cancer: Two Week Wait From for either =
Referral To Date First Seen s B Pati c N 'al:gi\f:n“
Ir):irt?thl(;n;Z?:ec;:S)t atients (Cancer Not >93% target) 97.70% | 96.30% | 95.60% | 96.00% | 94.62% | 93.00% | 93.98% | 94.00% | 93.85% | 95.54% | 97.99% | 96.50% | 93.55% | 93.00% | 93.4% | 93.32%
L 3 A&E Maximum waiting time of 4 hrs from _
AGE Clinical Quality arrival to admission/ transfer/discharge >=95% 1.0 - 96.34% | 98.03% | 96.03% | 95.09% | 95.29% | 95.64% | 95.33% | 95.23% - 95.61% | 95.20% - 96.21% | 96.96% | 95.68%
Failure to comply with requirements regarding access to healthcare for
people with a learning disability N/A 1.0 No No No No No No No No No No No No No No No No
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Other Indicators Target Weighting Apr-13 May-13 Jun-13 QTR-1 Jul-13 Aug-13 Sep-13 QTR-2 Oct-13 Nov-13 Dec-13 QTR-3 Jan-14 Feb-14 Mar-14 QTR-4
Risk of, or actual, failure to deliver commissioner requested services N/A 4.0 No No No No No No No No No No No No No No No No
CQC compliance action outstanding N/A Special No No No No No No No No No No No No No No No No
CQC enforcement action within last 12 months N/A Special No No No No No No No No No No No No No No No No
CQC enforcement notice currently in effect N/A 4.0 No No No No No No No No No No No No No No No No
l'\)/:z‘dlzrizf CQC concerns or impacts regarding the safety of healthcare N/A Special No No No No No No No No No No No No No No No No
Major CQC concerns or impacts regarding the safety of healthcare provision| ~ N/A 2.0 No No No No No No No No No No No No No No No No
'grouzt ruengeilstlreag)ugleclare ongoing compliance with minimum standards of N/A special No No No No No No No No No No No No No No No No
Overall Governance Risk Rating 10 | 10 | 10| 10 | 10 | 10| 10 | 10 1.0 | 1.0 1.0 | 1.0 | 10

Total Points 0 - 0.9 Green, 1 - 1.9 Amber-Green, 2 - 4 Amber-Red, 4 or above Red)

Additional Notes:

18 Weeks Referral to Treatment

Performance is measured on an aggregate (rather than specialty) basis and NHS foundation trusts are required to meet the threshold on a monthly basis.

Consequently, any failure in one month is considered to be a quarterly failure for the purposes of the Compliance Framework.

Failure in any month of a quarter following two quarters’ failure of the same measure represents a third successive quarter failure and should be reported via the exception reporting process.
Failure against any threshold will score 1.0, but the overall impact will be capped at 2.0

** Clostridium Difficile & MRSA Bacteraemia

Monitor’s annual de minimis limit for cases of MRSA reflecting a governance concern is set at 6. the de minimis for C-Diff is set at 12.

See table below for the circumstances in which we will score NHS foundation trusts for breaches of the MRSA objective.

Monitor will assess NHS foundation trusts for breaches of the C. difficile and MRSA objectives against their objectives at each quarter using a cumulative year-to-date trajectory.

Criteria Will a score be applied
Where the number of cases is less than or equal to the de minimis limit No
If a trust exceeds the de minimis limit, but remains within the in-year trajectory# for the national objective No
If a trust exceeds both the de minimis limit and the in-year trajectory for the national objective Yes

If a trust exceeds its national objective above the de minimis limit Yes (and a red rating will be applicable)

# Assessed at: 25% of the annual centrally-set objective at quarter 1; 50% at quarter 2; 75% at quarter 3; and 100% at quarter 4 (all rounded to the nearest whole number, with any ending in 0.5 rounded up).
Monitor will not accept a trust’s own internal phasing of their annual objective or that agreed with their commissioners.
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3.10. Governors’ visits

The Governors’ Council hasinitiated aseries of unannounced visits to ward and department
areas to observe issues of care and treatmentin orderto provide assurance to the mand,
importantly, to their constituents about the quality of service provided by the trust.

A summary, provided by the trust’s Lead Governor, is available with section 4.1.

3.11. Training & Appraisal
Training and Appraisal Completion

Target Year End Results
Mandatory Training
Health & Safety 85% 88%
Fire Safety 85% 75%
Manual Handling 85% 75%

Additional Fire Safety and Manual Handling sessions are in place toimprove these figures.

Staff Appraisal
Non-medical 85% 69%
Medical & Dental Consultants 100% 85%
Medical & Dental — 100% 77%
consultants and career
grades (excludingjunior
doctors)

Each division and professional group are now being performance monitored onamonthly
basisto identify improvements they have made to compliance with training requirements.
Divisions have been reminded of the need to make further progress and Clinical Leads will
be giving this matter greater priority.

3.12 Quality Report request for External Assurance

Warrington and Halton NHS FT has requested the trust auditors PWCto undertake
substantive sampletesting of two mandated indicators and one local indicator (as selected
by the governors) included inthe quality reportasfollows:

1 C. difficile; - Number of Clostridium difficile (C. difficile) infections, as defined below,
for patientsaged two or overonthe date the specimen was taken.
Data definition- A C. difficileinfection is defined as a case where the patient shows clinical

symptoms of C. difficile infection, and using the local trust C. difficile infections diagnostic
algorithm (in line with Department of Health guidance), is assessed as a positive case.
Positive diagnosis on the same patient more than 28 days apart should be reported as
separate infections, irrespective of the number of specimens takenin the intervening period,
or where they were taken.

Acute providertrusts are accountable forall C. difficile infection cases for which the trustis
deemed responsible. Thisis defined as acase where the sample was taken on the fourth day
or laterof an admission to that trust (where the day of admissionis day one).
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2. Maximum waiting time of 62 days from urgent GP referral to first treatment for all
cancers; Percentage of patients receiving first definitive treatment for cancer within 62 days
of an urgent GP referral for suspected cancer.

Denominator - Total number of patients receivingfirst definitive treatment for cancer
following an urgent GP (GDP or GMP) referral for suspected cancerwithinagiven period for
all cancers (ICD-10C00 to C97 and DO5).

Numerator - Number of patients receiving first definitive treatment for cancer within 62
daysfollowing an urgent GP (GDP or GMP) referral for suspected cancer withinagiven
periodforall cancers (ICD-10C00 to C97 and DO05).

3. Pressure Ulcers (local) - The indicatoristhe total number of grade 3 or 4 pressure
ulcersthat are hospital attributable. The indicatoris restricted toin-patients only. Pressure
ulcersthat are present on patients on admission are deemed community attributable

In undertakingtheirtests formandatedindicators, auditors willneed to document the
systems used to produce the specified indicators, perform a walkthrough of the systemto
gainan understanding of the data collection process, and then test the indicators
substantively back to supporting documentation to gain assurance over the six dimensions
of data quality. The auditorwill provide areportonits findings and recommendations for
improvements on thisindicatorto the board of directors and the council of governors of the
trust.

3.13. Quality Report amendments post submission for 3" Party Commentary
Overview of the Outcomes of Governor Observation Visits to Wards July 2013 and
September 2013 section (4.7.1) was removed from Quality Report on the 23 April and
replaced with aSummary of Governor Observation Visits for 2013/2014.

The Quality Report (V5) stated the trust reported two Never Events however the incident
reportedin February was reviewed via trust governance processes and because the patient
did not suffer permanentharmthisincidentdoes notfitthe criteriafora Never Eventand
was therefore removed.

Pressure Ulcer(3.2.2) removed community pressure ulcer dataonly related to quarters 1 &
2.

Participation in Research and Development (2.2.3) included 29" April 2014.

Clinical Audit and National Confidential Enquiries (2.2.2) included 29" April 2014.
Fallssection (3.2.3) additional paragraphinserted.

Mortality (3.3.1) inserted.

SHMI (2.1.17) data inserted.

High Level Quality Care (3.3.6) updated.

Complaintssection (3.4.3) updated with narrative and activity for 2013/2014.

Trust Data Quality (2.2.6) inserted.

Quality Dashboard inserted

Governance Risk Ratinginserted

Trainingand Appraisal (3.10) inserted.

Advancing Quality datainserted (3.3.4)
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Typographical errorin the final paragraph of the Introduction - Quality Peopleand

Sustainability on page 10 of the Quality Report which originally stated deficit of 31.5m but
shouldread £1.5m.

CQUIN Framework (2.2.4) statementinserted and table updated.

Governors Statementon QR (4.7) inserted and later modified 20" May 2014.
Trust request for External Assurance (3.11) inserted.

Maternity Unit (3.5) inserted.

Patient Safety Incidents (2.3.8) supporting narrative inserted.

Pressure Ulcer definition providing clarity between avoidable and unavoidable.
Warrington CCG statementinserted.

Cancer 62 day wait —annual data inserted.

HSMR & SHMI updated data inserted.

CQUIN table —minoramendmenttotable.
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Quality Report Part 4
Statements

Statements from Clinical Commissioning Groups, Healthwatch and Overview and
Scrutiny Committees

Statements fromthe following stakeholders are presented within this document unedited by
the trust and are produced verbatim.
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4.1. Statement from Warrington Clinical Commissioning Group

INHS |

Warrington
Clinical Commissioning Group

e
N

Excedlance for l'.

_/

Arpley House

R’ 01525 843650 110 Birchwood Boulevard
Please Ask For: John Wharton Millennium Park
John.wharton@warmingtoncog.nhs.uk Birchwood
Warrington

WA TAH

st Tel: 01925 843690

21 M&]‘_\," 2014 PA: Sam Lowe

Samantha_ lowe@warringtonceg.nhs uk
www. warringtonccg.nhs.uk
Karen Dawber

Director of Nursing

Warrington & Halton Hospitals Foundation Trust
Lovely Lane

Warnngton

WAB1QG

Dear Karen
Re: Quality Account 2013-2014

Many thanks for the submission of the Quality Account for 2013-2014, and for the
presentation to local stakeholders with the Local Area Team. This letter provides the
response from Warnngton CCG to your Quality Account.

The account affirms the work that is being carried out by the trust and which is regularly
discussed through the mechanisms which we have in place; contract monitoring, the
established strong focus on quality and the rigorous SUI process are all contrnibutory
factors to ensure that both commissioner and provider are warking collaboratively to
improve care and agree appropriate actions and monitoring when the patient experience
has not been to the standard we all aspire too. | believe that these forums have built on
our relationship and cemented our united approach to delivering high standards of health
care to the local population.

Warrington CCG welcomes the work delivered by the Trust in relation to improving
patient care for the local population and wishes to continue the healthy relationship that
we have for future planning of health care delivery. We also wish to congratulate you for
the impressive work which you have carried out, particularly in the area of reducing
pressure ulcers and your continued focus on improving the care of patients with
dementia.

Warmrington CCG welcomes the confident feedback which you received from your Care
Quality Commission (CQC) unannounced visit in the latter part of last year. Our own
hospital walkabouts with the trust have also proved highly advantageous to provide
assurance to board members and lay representation. The inclusion of your planned
Quality Priorities for 2014/15, particularly regarding the planned monitoring and
reporting of Always Events and Ward Quality is also most welcome.

3P Chair: Dr Andrew Davies ME ChB Interim Chief Officer.  John Wicks
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| conclude by informing you that we are looking forward to working with the Trust
throughout 2014/15, helping to improve the quality and delivery of services for the
local population and ensuring that the provider is waorking towards delivering the three
key domains of the CCG'S quality strategy safety, effectiveness and expenence remain
at the heart of health care provision.

| believe that this is an accurate and honest account of your organisation and wish to
congratulate you on your work.

Yours sincerely,

John Wharton
Chief Nurse & Quality Lead
Warrington Clinical Commissioning Group
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4.2. Statement from Halton Clinical Commissioning Group

NHS

Halton Clinical Commissioning Group

First Floor
Runcorn Town Hall
Heath Road
Runcorn

Cheshire

WaT 5TD

Tel: 01928 £83479
www. haltonceg.nhs.uk

21 May 2014
Our Ref: QAAWHHFT/14

Karan Dawber

Director of Nursing

Warmrington & Halton Hospitals Foundation Trust
Lovely Lane

Warrington

WAS 1QG

Dear Karen
Re: Quality Account 2013-2014

Many thanks for the submission of the Quality Account for 2013-2014, and for the presentation to
local stakeholders on 6th May 2014. This letter provides the response from NHS Halton CCG to
the Quality Account.

Although the CCG has been a fully authorised body for just 12 months, we have, | believe had a
goad working relationship prior to authorisation and since. NHS Halton CCG is a member of the
Contract Quality Group, which scrutinises the key quality indictors in the Quality Schedule and
CQUINs in partnership with Warrington CCG, who are the co-ordinating commissioner; these are
proving to be both effective and useful. The Clinical Focus Group meetings are working well and
the ability to maintain links to your clinicians has been very useful.

NHS Halton CCG welcames the work delivered by the Trust in relation to improving care for
patients with Dementia, and congratulates you on your success in this area. The CCG notes the
delivery against your planned improvements target, and in particular the delivery of the reduction
in Pressure Ulcers and Medicines Relaled incidents against your internal stretch targets. NHS
Halton CCG is also pleased to note the delivery against the commissioner quality priorities and
would like to commend the trust on its progress in relation to visible clinical leadership.

NHS Halton CCG notes that the Trust has received very positive feedback from the Care Quality
Commission in relation to the unannounced inspection during September 2013. The CCG are
also pleased to see the planned Quality Priorities for 201442015, in particular the plannad
monitaring and reporting of Always Events, Ward Quality
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NHS |

Halton Clinical Commissioning Group

First Floor
Runcorn Town Hall
Heath Road
Runcorn

Cheshire

WAT 5TD

Tel: 01928 £93479
www.haltoncecg.nhs.uk

We look forward to working with the Trust throughout 2014/15, helping to improve the quality of
services for our patients through the NHS coniractual mechanisms and the review and
management of Serious Incidents, applying good governance and ensuring lessons are learnt

throughout the Trust

-~ Jan Snoddon

Chief Nurse/Quality Lead
NHS Halton CCG

Email: jan.snoddon@haltonceg.nhs.uk
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4.3. Statement from the Halton Health Policy Performance Board

_ho

HALTON S
BOROUGH COUNCIL v R INFC
T T Our Ref EST
MS‘ M F'ickup_ If you telephone Emma Sutton-Thompson
Chief Executive please ask for
Warrington Hospital
Lovely Lane Your ref
Warrington Date 19" May 2014

Cheshire, WAS 1QG

E-mail address Emma.Sutton-Thompson
@halton.gov.uk

Dear Ms Pickup,

Warrington and Halton Hospitals NHS Foundation Trust Quality Accounts 2014

Further to receiving a copy of your draft Quality Accounts and the Joint Quality Accounts
event held on 6" May that your colleagues Alison Lynch and Hannah Grey attended to
present a summary of your Quality Accounts, | am writing with the Health Policy and
Performance Board comments. The Health Policy and Performance Board particularly
noted the following key areas:

During the year 2013/14 the Trust identified a number of priorities to be achieved during
this year. The Board noted the following:

+ Zoro tolerance to hospital acquired MRSA bloodstream infections - Trust has
reported 3 cases of hospital acquired MRSA bloodstream infection, compared to 1
case in 2012/13. Although this is an increase, the Board notes the initiatives that
have been implemented to work towards zero tolerance.

+ Clostridium difficile — the Trust reported 31 cases of hospital acquired Clostridium
difficile infections against a threshold of 19 compared to 19 cases against a
trajectory of 40 for 2012/2013.

s Reduction in grade 2-4 pressure ulcers — the Trust reported a 72% reduction in
grade 3 pressure ulcers and 33% reduction in the incidence of grade 2 pressure
ulcers. Whilst these percentage reductions are good, the Board would still like to
see the actual number of cases reduced further.

* Reduction in medication errors related to insulin - The Board is pleased to note that
the Trust reduced insulin incidents by 10.5% from 57 cases to 51 cases and
therefore exceeded your trajectory of a 5% reduction thus achieving this
improvement priority for 2013/2014.

It's all happening INHALTON

Communities Directorate
Runcorn Town Hall, Heath Road, Runcorn, Cheshire WAT 5TD ( \)
Tel: 0151 907 8300 e

INVESTOR B PIOPLE
www.halton govuk
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The Board are pleased to note the following Improvement Priorities for 2014 — 2015:

« Complaints - To improve the percentage of complaints responded to within
timescales agreed with the patient.
Falls - Establish a 10% reduction for falls resulting in moderate - catastrophic harm.
In-Patient Survey - improvement in low performing indicators - Develop action
plans to improve low performing areas that relate to the inpatient episode of care
and where we fall below the national average and have not demonstrated
improvement in past two years
s Pressure Ulcer Reduction - The Trust continues to implement its planned
programme of actions to further reduce pressure ulcers which includes:-
« Review of the Trust Policy on pressure ulcers is in progress, with particular
reference to the process by which we investigate Grade 3/4 pressure ulcers.
« Root cause analysis is conducted on all Grade 3/4 pressure ulcers which
develop within the trust;
= Mini investigations of all grade 2 hospital acquired pressure ulcers
= Advancing Quality (AQ) measures — Stroke and Pneumonia - Work streams to
increase compliance with stroke and pneumonia measures to improve patient
outcomes.

The Board would like to thank Warrington and Halton Hospitals NHS Foundation Trust for
the opportunity to comment on these Quality Accounts.

Yours sincerely,

e Ls;uéfw{%wm

Councillor Ellen Cargill
f’f‘? Chair, Health Policy and Performance Board
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4.4. Statement from Warrington LINk

— Statement from Warrington LINk was requested on 17" April 2014, howeveraresponse
was not available at date of publication.
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4.5 Statement from Warrington Health and Well Being Overview and Scrutiny
Committee — Statement from Warrington Health and Well Being Overview and

Scrutiny Committee was requested on 17t April 2014, however a response was not
available at date of publication.
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4.6 Statement from the Halton Healthwatch

Healthwatch Halt
Seefatonﬁgu:e en healthw tCh

Public Hall Street
Runcorn Halton

Cheshire WA7 1NG
Tel 01928 592405

Email: info@healthwatchhalton.co.uk
Web: www.healthwatchhalton.co.uk

Healthwatch Halton’s Statement

for the Quality Account
of Warrington & Halton Hospitals NHS Foundation Trust 2013-14

“Healthwatch Halton thanks the Trust for the opportunity to comment on the Quality
Account for the year 2013-14.

It is a well prepared report and the Trust should be complimented on this, however,
for members of the public, Healthwatch Halton would appreciate a succinct exec utive
summary with clear statements of future priorities and a ‘traffic-light’ system to
measure the progress of last year’s priorities.

Members welcomed the continued improvements in addressing the priorities set for
the year. Hospital acquired infections such as MRSA and C.difficile have been reduced
considerably and members are pleased to note that the Trust will continue to monitor
this closely.

Through having a Healthwatch representative on the Patients’ Experience Group, we
have been able to keep the Healthwatch Manangement Committee up to date on
issues within the Trust. Healthwatch members have also valued the opportunities to
take part in the PLACE visits at the hospitals.

We welcome the governors’ report on the outcomes of their unannounced
observation visits.

We recognise the efforts of the Trust to engage with key stakeholders during the past
year and we appreciate that feedback from a variety of sources informed the priority
choices for 2014-15, however, we feel that some of the goals lack definition.

We hope that on-going meaningful dialogue with patients, carers and the wider
community will help the Trust ensure their priorities are achieved.”
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4.7 Statement from the Trust’s Council of Governors

Statement from the Trust’s Council of Governors 2013/2014

Q1 Do the priorities reflect those of the population the Trust serves?
Governorsthinkthisistrue. We supportthe emphasis on patientsafety, patientexperience
and clinical effectiveness documented throughout the Quality Report. Patients, their
relatives, carersand the hospital’s key stakeholders have all identified these as three areas
of paramountimportance. Due to the dedication, commitment and hard work of staff, our
hospitals continue to enjoy an excellent reputation within our communities. Each year
targets are agreed with the hospital’s Governors and staff should be congratulated for
continuingto achieve many of the improvement targets.

The Quality Report highlights the Trust’s focusin reducing the risk of patients acquiring a
pressure ulcerorexperiencingaserious fall during their stay in hospital. Duringthe lastyear
the risk to patients of acquiringa Grade 2 pressure ulcer was reduced by 33%. The Accident
and Emergency department exceeded the national target for seeing 95% or more patients
withinfourhours. The care and treatment of patients who experience dementiais
outstandingand targets fortreating people who have a heart attack, heart failure, hipand
knee surgery have been exceeded.

The Summary Hospital level Mortality Indicator (SHMI) and Hospital Standardised Mortality
Rates (HSMR) rates continue toimprove and demonstrate that the Trustis being effective in
reducingthe rates. These improvements show thatthereisanincreased vigilance and drive
amongstthe Trust’s medical and nursing staff to furtherimprove patient care and patient
safety.

The likelihood of acquiring a hospital infection has reduced significantly during the last five
years. The Governors were disappointed to see aslightincrease inthe number of cases of
MRSA and C.difficileduring 2013/2014. Every effortis made to ensure these infections are
not passed from one patientto another. We also appreciate thisisa problem, notonly for

our Trust, but for most Trusts in the North West.

Many of the key performance indicators show a successful year with improvementsin many
areas. Ina yearof considerablefinancial pressure and having to make substantial savings
through a year on year Cost Improvement Programme, itis atribute to the management of
the Trust and all the staff that these improvements have taken place.

Q2 Are there any important issues missedin the Quality Report

We believe mostsignificantissues have been addressed. The Quality Reportisvery detailed
and thorough and assists the Governorsin holdingthe Board to account. They provide
comprehensive information detailing patient’s views of the care and treatment they have
received. More datahas become available during 2013/2014 to enable Governorsto
monitor patient and staff experiencesinthe Trust. The Friendsand Family Test was
introducedin April 2013. The CQUIN Inpatient Survey shows yearonyearimprovementsin
the positive comments the Trust receives from inpatients. The percentage of staff who
would recommendthe Trustto friends and family needing care increased inthe lastyear.
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The Trust had prioritised complaints as an area where improvements were required and this
year has recorded a reductioninthem. Thereisfurtherworkto do and Governors are
pleased to note that this area has again beenincludedinthe Trust’s priorities for 2014/2015.

The Trust now participatesinthe NHS England initiative Open and Honest Care; Driving
Improvements. This hasfurtherincreasedthe level of accountability and publicscrutiny. It
isnow possible to compare the performance of our Trustin areas of patientsafetyand
patient care with other Trusts inour local area and inthe region.

Once a month Governors undertake a Ward Observation Visit. These visits have been
welcomed by staff, patients and theirrelatives. Governors are able to receive firsthand
assurances that the hospital wards are clean and that the correct proceduresforinfection
control are being used and patients are provided with privacy and dignity. We ask patients
for theirviews aboutthe quality of the nursing and medical care they receive. The visits
have provided Governors with an understanding of how hospital wards function and the
high standard of medical and nursing care demanded by our patients and the hospital’s
inspectors the Care Quality Commission (CQC).

Q3 Has the Trust demonstrated that it has involved patients and the public in the
production of the Quality Report?

Public, Partnerand Staff Governors, Halton and Warrington Health Watch and local
authority staff, have been fully involved in discussing the content of the Quality Report
duringworkshops andinthe bi monthly and dedicated meetings of Governor’s Qualityin
Care Committee. Focus groups have beenintroduced forthe firsttime thisyearandthe use
of online surveys have taken place to find out the views of the Trust members. Member
engagementacross the Trust’s catchment areas has increased with Trust staff and
Governors talkingto membersin GP practices, town centre shoppingareas, outpatient
clinicsand at large events such as the Hospital’s Open Day and Warrington Disability Day.

Governors have actively sought to engage with patients and contribute to a process of
improving services. Discharge isanimportant part of the patient experience. Governors
feel thisservice should be periodically reviewed to ensure patients experience a safe, timely
and effective discharge. Governors have involved formerinpatientsin surveys and spoken
to themina focus group to find out how they think the discharge process could be
improved.

Outpatientservices are provided at both hospital sites and for most patientsitis theirfirst
contact with the Trust. Governors have spokento manyoutpatientsandreceived
suggestions about how the service could be improved. Theircomments have been passed
on to the Trust for consideration. Carers play acrucial role in supporting many patients
duringtheirtime in hospital and after theyleave. Governors have worked with unpaid
carers, hospital staff and local Carers’ Centres to develop a Carer Strategy for the Trust.
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Duringthe last year Governors have supported measures toimprove member, patientand
staff feedback and encouraged the Trust to take action on whatthey have to say about
servicesandthe way they are delivered.

The Quality Reportshows the Trust isin the process of implementinginnovations around
delivery of recruitmentand training. Thisisto be welcomed. Governors are aware that the
rates for staff receiving mandatory training, in particular, fire safety and manual handling,
needtoincrease.

The Governors were pleased to see animprovementin the number of medical and dental
staff receivingan annual appraisal during the lastyear. We are satisfied that plansarein
place to increase the number of non-medical staff receiving an annual appraisal. Governors
believethe Trust’s staff are its most valuable asset and without their commitmentand
continual personal developmentit would not be able to deliver safe, high quality,
compassionate care toits patients.

Q4 Is the Quality Report clearly presented for patients and the public?

Governors find the formatand section headings helpful. The Quality Report contains
considerable detail commensurate with the complex and diverse range of services provided
by an Acute Hospital Trust. We believe the Quality Report tobe accurate. The graphs and
accompanying explanations help the publicand members to understand clearly the progress
made in many areas of patientsafety and patient care.

GovernorsintheirQualityin Care Committee have contributed their views on many aspects
of the quality of services provided by our hospitals and endorsed the continued effort to
improve the readability and appearance of the Quality Report. Governors encourage all
Trust membersand others who are interested in our hospitalsand their performanceto
read the Quality Report.
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4.7.1. Report on Governor ward observation visits - Ward Inspections 2013/2014
Background and the way we conduct each ward observation visit.

Governorled ward observation visits beganin October 2011. They were initiated by the then
Lead Governorin consultation with the Director of Nursing. This has led to a broadening of
the role of the Governorsin this trust. A small team of Governors has been established to
undertake the visits and report their findings. A timetable for monthly ward observation
visits has been agreed and they will continue until December 2014.

The visits are designed to provide assurance tothe Trust’s Governorsthatthe best possible
standard of medical and nursing care is provided to patientsin ourhospitals. The Governors
use a checklist developed by the Care Quality Commission (CQC). Thisacts as a guidein
assistingthe Governorsto assess the standard of care being provided. The team undertaking
the visits usually consist of 3to 5 Governors.

The visits usually take place between 11.30am and 2.00pm. A checkis made of the display
boards outside the wards. These containimportantinformation about whether any patients
on the ward have recently had a fall, experienced a pressure ulcer, whetherthere had been
a delayed discharge and what the level of staff sicknessis onthe ward was . Everyvisitis
unannounced. If award has not beenvisitedinthe previous 12monthsitislikely to be
selected.

During 2012/2013 the focus of the visits was on wards specialisingin elderly care. In
2013/2014 the focus has been on all adult general medical wards at Warrington Hospital.
Due to the innovative nature of the work taking place with patients who have dementia they
alsovisited the ward that specialises in the care and treatment of patients with this
condition.

At the end of a ward visitthe Governors meetand compose areport detailingall aspects of
the visit. A copy of the report is provided to the Director of Nursingand Organisational
Development, the Associate Director of Nursing, Quality and Patient Safety, Chief Operations
Officerand Deputy Chief Executive. A copy is forwarded to the Care Quality Commission.
The Governor’s Quality in Care Committee meeting every two monthsis provided with a
copy of the report and has an opportunity to discussiit.

Environment

Overall the Governors found the wards to be busy and active areas. The main corridorin
each ward contains the ward clerks, doctors and allied medical professionals such as
occupational therapists, physiotherapists and the nursing managers and nursing staff. It
contains storerooms, patienttoilets and bathrooms and provides access to the bays and side
rooms where the patients are located. The buzzerlightsindicating a patientrequires
attentionalsoare locatedinthisarea. The team have been presentat shift changesand
have observed handover meetings between nursing staff. Information about patients and
the care theyrequire iscommunicated between outgoing teams and ingoing teams.

The areas containingthe nurse’s station were free of clutterand are brightand well
illuminated. On one ward the Governors saw the Friends and Family Test score sheet
proudly displayed for patients and visitors to see. The ward that specialisesin dementiacare
has drawings of local landmarks displayed and a Warrington Transport Bus Stop.
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Staff

In 2013/2014 Governors beganto talk to various members of staff on the wards about their
roles. This has beenveryinformativeand has helpedinthe understanding of how the wards
are managed and the pressures which staff may experience. Forexample Governors now
fully appreciate the role of the housekeeperin the smooth running of the wards. They check
that the ward equipmentis serviceableand check and order stock in the storerooms. They
ensure thatthe buzzers are workingand have been observed servinglunch and taking
patientsto the toilet. During their visits Governors have met occupational therapists and
physiotherapists who ensure patients are mobile and getthem out of bed and help themto
walk and exercise. Governors have spoken to health care assistants, ward clerks and ward
managers who have described whatthey do to help theirward run smoothly, how their
wards are staffed, how beds are allocated and how patient care is managed.

Leadership onthe wardsis crucial and Governors are pleasedto reportthey have seen many
examples of outstanding teamwork.

Governors pay particularattentionto the interaction between the nursing, medical staff and
the patients. First names are always used and they have neverwitnessed a member of staff
using an inappropriate term when communicating with a patient. Patient name and
informationis displayed above theirbed and thisinformation indicates whetherthey are at
a highrisk of a fall or have dementia.

Some staff, onthe wards, pointoutto the Governorsitems of equipmentthat may be faulty
or changes which would improve patient care or the appearance of the ward. Theirviews
are alwaysincludedinthe Governor’sreport onthe ward visit. In many instances this has led
to the staff suggestions beingimplemented and the improvements being made.

Privacy and Dignity

Governors observe whetherthe curtains around the patient’s bed are fully drawn when a
doctor or personal care isrequired. They listen to and observe how patients are spokento.
They record if patients are appropriately dressed and whether they have they been washed,
theirhaircombed and the men shaved. No concerns have beenreportedinthisarea. All
patients were presentable and treated with respect and their dignity maintained. For
example onavisitto one ward they observed a disorientated patient removingan item of
clothing which was promptly dealt with by the nursing staff.

Infection Control

Governors check that staff wash their hands and they wear gloves and aprons whenindirect
contact with patients. Atthe end of each bed there may be a hand sanitizer bottle. They
check that all medical support staff, health care assistants and nurses use the hand gel when
they move from patient to patient. Patients are issued with hand wipes priorto being
provided with lunch.

The areas of concernthe Governors have reported is occasionally they have observed some
doctors wearinglongsleeve garments. Patients, on some occasions, have not been asked if
they wanted to go to the toiletand be offered hand wipes priortoa meal being served. On
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rare occasions Governors have observed equipment, such as a blood pressure cuffand a
finger oxygen monitor, has notbeen cleansed when used on different patients.

Medication

Usually after lunch has been served and cleared away some patients are administered with
their medication. Governors willwatch the administration of medicines and check that
wateris available and assistance is provided should it be required.

Each bay has a locked medicine cupboard and Governors observe if checks are made on the
identity of the patient before certain medicines are administered.

The team have observed diabeticpatients having their blood sugarlevels taken and then
being advised toreduce/increasetheirsugarlevels.

Some patients have commented to Governors, during their visit, on the level of medication
they have been provided with and the regularity they receive it. Theirview s the frequency
of administering medicine is a decision of the doctors and they will not comment on this
area. Some patients have praised the hospital staff for reducing the medication provided by
their GP. Governors have not observed any practicesin the ad ministration of medicine
which have caused concern.

Food

Most patients were found to have been satisfied with the food provided. Occasionally the
food orderedinthe morningis not whatsome patients wanted for lunch. Every effort was
made to accommodate the patient’s wishes and find an alternative. Red trays were provided
to indicate that a patient could notfeed themselves and required assistance. On one ward,
foodfor an Asian patient, was broughtin by a member of his family.

Many patients were coaxed and encouraged to eatand drink. Health care assistants and
nursing supportwere always on hand to offerassistance where it was required. Many staff
usedthisinteraction as an opportunity totalk to the patients, sometimes about theirfamily
situation ortheirhobbies. In these situations the Governors have seen considerablecare,
attention and compassion being provided to patients.

Cleaning

A checkis always made onthe cleanliness of the patienttoilet areas, bathrooms and the
length of the emergency cords. The team check behind lockers for dustand whether
spillagesanditems onfloors are promptly cleared up.

At notime, inthe last year, have they voiced concern about the standard of cleaning. All the
wards have dedicated domesticstaff. They work tirelessly to maintain ahigh level of
cleanliness. The bathrooms, toilets, floors and all patient areas have been spotlessly clean.
Spillages are promptly cleaned up and the floors around patient’s beds clear of trip hazards
or fallenitems. Many domesticstaff, in addition to the health care assistants, were observed
multi-tasking and assist with the serving of tea and coffee to patients (and occasionally to
visiting Governors).

Patients

Patient care should be of the highest standard. The Governors always ask the patients about
theirviews of the health care they are provided with. They ask patients about the food they
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are givenandthe noise levels onthe wards during the day and at night. They ask aboutthe
nursing and medical care they receive and whetherthey are satisfied with how they are
beingtreated.

All the patients the Governors have spokento have praised the nursing care very highly.
Theyall comment on theirlevel of commitmentand how hard everybody works. Doctors
and otherhealth professionals were also highly praised for their attention to detail and
sensitiveapproach to dealing with the patientsintheircare. Patients felt they had received
information about their condition and the treatment they were being given.

Only on one occasion did we feel ward staff were working under pressure and required
additional assistance. Ontwo occasions a patientcommented about the level of noise
during the night. This was on an acute medical ward where some patients required
treatmentwhich disturbed otherswho were tryingto sleep. The patient’s comments were
reportedto the appropriate members of staff.

On a positive note Governors have heard many comments from patients who have used
otherhospitals. One diabetic patient said he preferred Warrington Hospital to Leighton
Hospital. Aresident of Liverpool, when takenill, asked the ambulance to bring himto
Warrington Hospital in preference to any Liverpool hospital.

Conclusion

The ward observation visits have become an important part of the role of a Governor. They
are designedto provide the trust’s Governors with an assurance that patients from
Warrington and Halton are being provided with the best possible care. In publishing this
report Governors are able to assure the trust’s members, staff and their patients that they
believethistobe the case. Theirfindings, during the numerous visits, have been confirmed
by a recentunannounced visit by the Care Quality Commission (CQC) to some of the same
wards that Governors visited during 2013/2014.

The Governorvisits to the wards have helped them to understand how they are managed
and the roles of various staff. It demonstratesto the many patients and staff that their
trust’s Governors not only attend committees but want to see and hearfor themselves what
itisliketobe a patientin Warrington Hospital and Halton Hospital.

At the end of March 2014 23 ward observation visits will have taken place. In 2013/2014 the
wards visitedwere A1, A2, A3, A4, A6, A7, B14, B18, B19 and the Intensive Care Unit (ICU).
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Annex: Statement of directors’ responsibilitiesin
respect of the Quality Report

The directors are required underthe Health Act 2009 and the National Health Service
Quality Accounts Regulations to prepare Quality Accounts for each financial year.

Monitor has issued guidance to NHS foundation trust boards on the form and content of
annual quality reports (whichincorporatethe above legal requirements) and on the
arrangements that foundation trust boards should putin place to support the data quality
for the preparation of the quality report. In preparingthe Quality Report, directors are
requiredto take steps to satisfy themselves that:

e thecontentof the Quality Report meetsthe requirements set outinthe NHS
Foundation Trust Annual Reporting Manual 2013/2014;

e thecontentof the Quality Reportis notinconsistent with internal and external
sources of informationincluding:

o Board minutesforthe period April 2013 to April 2014

o Papersrelatingto Quality reported tothe Board overthe period April 2013 to
April 2014;

o Feedback fromthe Commissioners, Halton Clinical Commissioning Group (CCG)
dated 21/05/2014 and Warrington CCG dated 21/05/2014;

o Feedbackfrom Governorsdated 12/05/2014;

o Feedbackfromlocal Healthwatch organisations, namely Healthwatch Halton,
dated 20/05/2014;

o Thetrust’s complaints report published underregulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated
28/05/2014;

o Feedbackfromotherstakeholdersinvolved in the sign-off of the Quality Report,

namely Halton Health Policy Performance Board dated 19/05/2014;

The 2013 national patientsurvey;

The 2013 national staff survey;

Care Quality Commission quality and risk profiles dated 31/05/2013;

Intelligent Monitoring Reports dated 13/03/2014 and 21/10/2013;

The Head of Internal Audit’s annual opinion overthe Trust’s control

environment dated 30/04/2014;

e the Quality Report presentsabalanced picture of the NHS foundation trust’s

performance overthe period covered;

O O O O O

e the performance information reportedin the Quality Reportis reliable and accurate;

e thereare properinternal controls overthe collection and reporting of the measures
of performance includedin the Quality Report, and these controls are subject to
review to confirm that they are working effectively in practice;

e thedata underpinningthe measures of performance reported in the Quality Report
isrobust andreliable, conforms to specified data quality standards and prescribed
definitions, is subjectto appropriate scrutiny and review; and the Quality Report has
been preparedinaccordance with Monitor’s annual reporting guidance (which
incorporates the Quality Accounts regulations) (published at www.monitor-
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nhsft.gov.uk/annualreportingmanual) as well as the standards to support data
quality forthe preparation of the Quality Report (available at
www.monitor.gov.uk/sites/all/modules/fckeditor/plugins/ktbrowser/ openTKFile.p

hp?id=3275

The directors confirmto the best of theirknowledge and belief they have complied with the
above requirementsin preparing the Quality Report.

By order of the Board
Mel Pickup Allan Massey
Chief Executive Chairman

28" May 2013
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Independent Auditor’s Limited Assurance Report to the
Council of Governors of Warrington and Halton
Hospitals NHS Foundation Trust on the Annual Quality
Report

We have been engaged by the Council of Governors of Warrington & Halton Hospitals NHS
Foundation Trustto performanindependentassurance engagementin respect of
Warrington & Halton Hospitals NHS Foundation Trust’s Quality Report for the yearended 31
March 2014 (the ‘Quality Report’) and specified performance indicators contained therein.

Scope and subject matter

The indicators forthe yearended 31 March 2014 in the Quality Reportthat have been
subjectto limited assurance (the “specifiedindicators”) consist of the following national
priority indicators as mandated by Monitor:

Specified Indicators Specified indicators criteria
(exact Section where criteria can be found
in the Quality Report)

Rate of Clostridium Difficileinfection Section 3.12
Maximum waiting time of 62 days from Section 3.12
urgent GP referral to first treatment for all

cancers

Respective responsibilities of the Directors and auditors

The Directors are responsibleforthe content and the preparation of the Quality Report in
accordance with the specified indicators criteriareferred to on pages of the Quality Report
as listed above (the "Criteria"). The Directors are also responsible forthe conformity of their
Criteriawith the assessment criteriasetoutinthe NHS Foundation Trust Annual Reporting
Manual (“FT ARM”) and the “Detailed requirements for quality reports 2013/14” issued by
the Independent Regulator of NHS Foundation Trusts (“Monitor”).

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

e The Quality Reportdoes notincorporate the matters required to be reported on as
specifiedin Annex 2to Chapter 7 of the FT ARM and the “Detailed requirements for
quality reports 2013/14”;

e The Quality Reportis not consistentinall material respects with the sources
specified below; and

o Thespecifiedindicators have notbeen preparedin all material respectsin
accordance with the Criteria and the six dimensions of data quality setoutinthe
“2013/14 Detailed guidanceforexternalassurance on quality reports”.

We read the Quality Reportand consider whetheritaddressesthe content requirements of

the FT ARM, and considerthe implications forourreportif we become aware of any
material omissions.
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We read the otherinformation contained in the Quality Report and consider whetheritis
materially inconsistent with the following documents:

e Board minutesforthe period April 2013 to April 2014

e PapersrelatingtoQuality reported to the Board overthe period April 2013 to April
2014;

e Feedbackfromthe Commissioners, Halton Clinical Commissioning Group (CCG) dated
21/05/2014 and Warrington CCG dated 21/05/2014;

e Feedbackfrom Governorsdated 12/05/2014;

e Feedbackfromlocal Healthwatch organisations, namely Healthwatch Halton, dated
20/05/2014;

e Thetrust’s complaints report published underregulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009, dated 28/05/2014;

e Feedbackfromotherstakeholdersinvolvedinthe sign-off of the Quality Report, namely
Halton Health Policy Performance Board dated 19/05/2014;

e The 2013 national patientsurvey;

e The 2013 national staff survey;
Care Quality Commission quality and risk profiles dated 31/05/2013;

e Intelligent Monitoring Reports dated 13/03/2014 and 21/10/2013;

e TheHead of Internal Audit’s annual opinion overthe Trust’s control environment dated
30/04/2014;

e CQClInspectionreports, forinspections carried outon 28/01/2014 (Warrington) and
01/10/2013 (Halton);

e Thetrust’s quarterly Governance Statements dated 31/07/2013 (Q1), 30/10/2013 (Q2),
29/01/2014 (Q3) and 30/04/2014 (Q4);and

e Thetrust’s 2013/14 Annual Governance Statement.

We considerthe implicationsforourreportif we become aware of any apparent
misstatements or material inconsistencies with those documents (collectively, the
“documents”). Our responsibilities do not extend to any otherinformation.

We are in compliance with the applicable independence and competency requirements of
the Institute of Chartered Accountantsin England and Wales (“ICAEW”) Code of Ethics. Our
team comprised assurance practitioners and relevant subject matter experts.

Thisreport, includingthe conclusion, has been prepared solely forthe Council of Governors
of Warrington & Halton Hospitals NHS Foundation Trust as a body, to assistthe Council of
Governorsinreporting Warrington & Halton Hospitals NHS Foundation Trust’s quality
agenda, performance and activities. We permit the disclosure of thisreport within the
Annual Reportforthe year ended 31 March 2014, to enable the Council of Governors to
demonstrate they have discharged their governance responsibilities by commissioning an
independentassurance reportin connection with the indicators. To the fullest extent
permitted by law, we do notaccept or assume responsibility to anyone otherthan the
Council of Governors as a body and Warrington & Halton Hospitals NHS Foundation Trust for
our work or thisreport save where terms are expressly agreed and with our prior consentin
writing.

Assurance work performed
We conducted this limited assurance engagementin accordance with International Standard

on Assurance Engagements 3000 ‘Assurance Engagements otherthan Audits or Reviews of
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Historical Financial Information’ issued by the International Auditingand Assurance
Standards Board (‘ISAE 3000’). Our limited assurance proceduresincluded:

e reviewingthe content of the Quality Report againstthe requirements of the FTARM
and “Detailed requirements for quality reports 2013/14”;

e reviewingthe Quality Report for consistency againstthe documents specified
above;

e obtaininganunderstanding of the design and operation of the controlsin placein
relationtothe collation and reporting of the specified indicators, including controls
overthird party information (if applicable) and performing walkthroughs to confirm
our understanding;

e basedon ourunderstanding, assessingthe risks that the performance againstthe
specifiedindicators may be materially misstated and determining the nature, timing
and extent of further procedures;

e makingenquiries of relevant management, personnel and, where relevant, third
parties;

e consideringsignificant judgements made by the NHS Foundation Trustin
preparation of the specified indicators;

e performinglimited testing, on aselective basis of evidence supporting the reported
performance indicators, and assessing the related disclosures; and

e readingdocuments.

A limited assurance engagementislessin scope thanareasonable assurance engagement.
The nature, timingand extent of procedures for gathering sufficient appropriate evidence
are deliberately limited relative to areasonable assurance engagement.

Limitations

Non-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matterand the methods used for
determining suchinformation.

The absence of a significant body of established practice on which to draw allows forthe
selection of different butacceptable measurement techniques which canresultin materially
different measurements and can impact comparability. The precision of different
measurementtechniques may alsovary. Furthermore, the nature and methods usedto
determine suchinformation, as well asthe measurement criteriaand the precision thereof,
may change overtime. Itis importanttoread the Quality Reportinthe contextof the
assessmentcriteriasetoutinthe FT ARMand the Criteriareferred toabove.

The nature, form and content required of Quality Reports are determined by Monitor. This
may resultin the omission of information relevantto other users, forexample forthe
purpose of comparingthe results of different NHS Foundation Trusts.

In addition, the scope of our assurance work has not included governance over quality or

non-mandated indicatorsinthe Quality Report, which have been determined locally by
Warrington & Halton Hospitals NHS Foundation Trust.
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Conclusion

Based on the results of our procedures, nothing has come to our attention that causes usto
believethatforthe yearended 31 March 2014,
e The Quality Reportdoes notincorporate the mattersrequired to be reportedonas
specifiedin Annex 2to Chapter7 of the FT ARM and the “Detailed requirements for
quality reports 2013/14”;
e The Quality Reportisnot consistentin all material respects with the documents
specified above; and
e thespecifiedindicators have notbeen preparedin all material respectsin
accordance with the Criteriaand the six dimensions of data quality setoutinthe
“2013/14 Detailed guidance forexternal assurance on quality reports”.

QAWQ/W(—QFP% Wp.

PricewaterhouseCoopers LLP
Chartered Accountants
Manchester

29/05/2014

The maintenance and integrity of the Warrington & Halton Hospitals NHS Foundation 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.
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Appendix

Glossary

Appraisal

method by which the job performance of an employeeis evaluated

Bariatricsurgery

(weightlosssurgery)includes avariety of procedures performed on people
who are obese.

Care quality
commission (CQC)

Independent regulator of all health and social care servicesin England.
Theyinspect these services to make sure that care provided by them meets
national standards of quality and safety.

Clinical audit

isa processthat has beendefined as "a quality improvement process that
seekstoimprove patient care and outcomes through systematicreview of

care againstexplicit criteriaand the implementation of change.

Clinical
commissioning

Clinical commissioning groups (CCGs) are NHS organisations set up by the
Health and Social Care Act 2012 to organise the delivery of NHS servicesin

group (CCCG) England.
Clostridium difficile | A Clostridium difficile infection (CDI) is a type of bacterial infection that
(C diff) can affect the digestive system. It most commonly affects people who are

staying in hospital.
(CMCLRN) Cheshire and Merseyside Comprehensive Local Research
Network

Commissioning for

Thisis a systemintroduced in 2009 to make a proportion of healthcare

Quality and providers’ income conditional on demonstratingimprovementsin quality
Innovation and innovationin specified areas of care.

(CQUIN)

Dr Foster isa provider of healthcare information and benchmarking solutions to

enable healthcare organisations to benchmark and monitor performance
against key indicators of quality and efficiency.

Friends and Family
test (FFT)

Since April 2013, the following FFT question has beenaskedinall NHS
Inpatientand A&E departments across England and, from October 2013, all
providers of NHS funded maternity services have also been asking women
the same question at different points throughout their care :

“How likely are you to recommend our [ward/A&E
department/maternity service] to friends and family if they needed

similar care or treatment?”

Governance risk
rating

MONITOR publish two risk ratings for each NHS foundation trust, on:
Governance (rated red, amber-red, amber-green orgreen); and

Finance (rated 1-5, where 1 represents the highestriskand5 the lowest).

Governors

Governors forman integral part of the governance structure that existsin
all NHS foundation trusts; they are the direct representatives of local
community interestsin foundation trusts

Healthwatch

Healthwatchis a body that enables the collective views of the peoplewho
use NHS and social care services toinfluence policy.

131



http://en.wikipedia.org/wiki/Job_performance
http://en.wikipedia.org/wiki/Employee
http://en.wikipedia.org/wiki/Obese
http://en.wikipedia.org/wiki/Continuous_improvement
http://en.wikipedia.org/wiki/Health_and_Social_Care_Act_2012
http://en.wikipedia.org/wiki/National_Health_Service_(England)
http://www.monitor.gov.uk/home/about-nhs-foundation-trusts/how-monitor-regulates-nhs-foundation-trusts/assessing-governance-ri
http://www.monitor.gov.uk/home/about-nhs-foundation-trusts/how-monitor-regulates-nhs-foundation-trusts/assessing-financial-ris

Healthcare
evaluation data
(HED)

Clinical benchmarking system to support clinical expertsin more effective
management of clinical performance.

Hospital episode
statistics (HES)

is a database containinginformation about patients treated at NHS
providersin England.

Hospital
Standardised
Mortality Review

isan indicator of healthcare quality that measures whetherthe death rate
at a hospital is higherorlowerthanyouwould expect.

(HSMR)
Information ensures necessary safeguards for, and appropriate use of, patientand
governance personal information.

Making every
contact count

isabout using every opportunityto talk to individuals about improving their
healthand well being

(MECCQ)

Mandatory The Organisation has an obligation to meetits statutory and

training mandatory requirements to comply with requirements of external bodies
e.g. Health & Safety Executive (HSE), trainingis provided to ensure that
staff are competentin statutory and mandatory

Monitor assess NHS trusts forfoundation trust statusand license foundation trusts
to ensure they are well-led, interms of both quality and finances

MRSA Methicillin-resistant Staphylococcus aureus (MRSA) is a bacterium
responsible forseveral difficult-to-treat infections in humans.

National The purpose of NCEPOD is to assistin maintaining and improving standards

confidential of medical and surgical care for the benefit of the publicby: reviewing the

enquiries management of patients; undertaking confidential surveys and research; by

(NCEPOD) maintainingand improving the quality of patient care; and by publishing

and generally making available the results of such activities.

National inpatient
survey

collects feedback onthe experiences of over 64,500 people, who were
admitted toan NHS hospital in 2012.

National institute
for healthand
clinical excellence
(NICE)

Is responsible for developing aseries of national clinical guidelines to
secure consistent, high quality, evidence based care for patients using the
National Health Service.

National institute
of health research

Organisation supporting the NHS.

(NIHR).

National patient leads and contributes toimproved, safe patient care by informing,

safety agency supporting and influencing organisations and people workingin the health
(NPSA) sector.

National reporting | isa central database of patientsafetyincidentreports. Since the NRLS was
and learning setup in 2003, overfour million incident reports have been submitted. All
system (NRLS)

information submitted is analysed to identify hazards, risks and
opportunities to continuously improve the safety of patient care
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http://www.monitor-nhsft.gov.uk/monitors-new-role/licensing-providers
http://en.wikipedia.org/wiki/Methicillin
http://en.wikipedia.org/wiki/Bacterium
http://en.wikipedia.org/wiki/Infection

Neverevents are serious, largelypreventable patient safety incidents that should not
occur if the available preventative measures have beenimplemented.

NNHS outcomes reflects the vision set outin the White Paperand contains a number of

framework indicators selected to provide a balanced coverage of NHS activity. toact as

a catalyst fordriving up quality throughout the NHS by encouraging a
change in culture and behaviour.

Openand Honest

North of England Trusts produce and publish monthly reports on key areas
of healthcare quality.

Palliativecare

focusesontherelief of painand other symptoms and problems
experiencedinseriousillness. The goal of palliative care isto improve
quality of life, by increasing comfort, promoting dignity and providinga
support systemtothe personwhoisill and those close tothem.

Patient Reported
Outcome
Measures (PROMs)

provide ameans of gainingan insightinto the way patients perceive their
health and the impact that treatments oradjustments to lifestyle have on
theirquality of life

Payment by results
(PBR)

provide atransparent, rules-based system for paying trusts. It will reward

efficiency, support patient choice and diversity and encourage activity for

sustainable waiting time reductions. Payment will be linked to activity and
adjusted for casemix.

Riddor Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
1995
Secondary users The Secondary Uses Service isthe single, comprehensive repository for

services (SUS)

healthcare datawhich enables arange of reportingand analyses to support
the NHS in the delivery of healthcare services

Safety isa local improvementtool for measuring, monitoring and analysing

thermometer patientharmsand 'harm free'care.

Subarachnoid Subarachnoid haemorrhage is aleakage of blood beneath the arachnoid
?aer‘r;orrhage membrane of the brain, from a major blood vessel. Itaffectsaperson
SAH

suddenly and usually without any prior warning.

Summary hospital-
level indicator
(SHMI)

reports mortality attrust level across the NHS in England using standard
and transparent methodology.

Urinary tract
infection (UTI)

isan infection that affects part of the urinary tract

Venous

thromboembolism
(VTE)

A venousthrombosis or phlebothrombosis is ablood clot (thrombus) that

forms withinavein. Aclassical venousthrombosisis deep vein thrombosis
(DVT), which can break off (embolize), and become alife-threatening

pulmonary embolism (PE).
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http://en.wikipedia.org/wiki/Phlebothrombosis
http://en.wikipedia.org/wiki/Blood_clot
http://en.wikipedia.org/wiki/Vein
http://en.wikipedia.org/wiki/Deep_vein_thrombosis
http://en.wikipedia.org/wiki/Embolism
http://en.wikipedia.org/wiki/Pulmonary_embolism
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