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Section 2
Quality Account
Introduction
All providers of NHS Services in England are
required to produce an Annual Quality Account.
The purpose of a Quality Account is to inform the
public about the quality of services delivered by
the Trust. Quality Accounts enable NHS Trusts to
demonstrate commitment to continuous, evidence
based quality improvement and to explain progress
to the public.
Heart of England NHS Foundation Trust will be
referred to as HEFT or the Trust.

HEFT has agreed their vision of “Building Healthier
Lives” and the Trust’s values of “Honest, Caring,
Supportive and Accountable”.

Part 1
Chief Executive’s Statement
The Trust has continued to focus on delivering
high quality care and treatment to patients during
2016/17 whilst working on improving our position
in relation to finances and performance.
I have been Interim Chief Executive, with the Rt
Hon Jacqui Smith as Chair, since December 2015.
This is a dual role across HEFT and University
Hospitals Birmingham NHS Foundation Trust (UHB).
Since then there have been a number of interim
changes to the HEFT Board with members of the
Executive Board Directors from UHB in place for
all positions except the Chief Nurse, Director of
Operations and Director of Workforce. In the 18
months since we have joined the organisation
our priorities have been to bring financial and
operational stability to the organisation to ensure
we are delivering the best possible quality of care
to patients.
The most important task faced by the executive
team was to reinvigorate the clinical and support
staff to engage with addressing the challenges
and to take a more proactive approach to resolve
performance issues. This requires an on-going
cultural change across the organisation and will
take time to deliver, but appears to be progressing
well.
During this time we have implemented a new

operational structure to ensure clear roles,
responsibilities and accountabilities across the
organisation. In addition we have developed
a number of joint working groups between
the University of Birmingham Hospitals NHS
Foundation Trust and HEFT. The aim being to
encourage collaborative learning and sharing of
best practice from both organisations; for example,
reviewing serious incidents and taking a combined
approach to safety projects such as identification
and management of sepsis and the introduction
National Safety Standards for Invasive Procedures.

In line with national trends, the Trust has seen
unprecedented demand for its services with large
increases in Emergency Department attendances
and admissions, which has put significant pressure
on our ability to deliver planned treatments.
HEFT continues to be one of the best performing
Trusts in the country in relation to meeting cancer
operational standards.
Prior to NHS Improvement’s intervention HEFT was
concentrating on improving the basics and this
continues with a focus on:
•
•
•
•
•
•
•

Governance
Urgent care
Scheduled care
Information management and technology
Mortality
Culture and engagement
Financial stability

With regards to quality there has been some
progress against the improvement priorities laid
out in the Quality Report 2015/16 however, despite
a number of initiatives, the Trust has not improved
as much as planned in all of these. We will
therefore be carrying over two of these priorities
into 2017/18 priorities as outlined in Part 2.
An improvement priority carried over from
last year was to improve the response rate and
overall score in the Friends and Family Test in
the Emergency Department. This has shown a
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marked improvement with our response rate now
consistently above the regional average and the
positive responders very close to the regional
average.
The project to reduce maternal harm through
category 1 Caesarean section Quality Improvement
Programme (QIP) pathway will continue, although
not as an improvement priority for the Quality
Account 2017/18. Accuracy of data has been
identified as an issue to be addressed as some
of the results presented were disappointing and
may not reflect the improvement in practice. The
quality of some of the data extracted was poor
and therefore could not be included (see Part
2). This project has been presented at a number
of national safety conferences. It is planned that
a team from HEFT will present an update and
the lessons learned when undertaking a quality
improvement project at the CHFG (Clinical Human
Factors Group) Open Seminar, Human Factors and
Safer Births Event in Birmingham on 11th May
2017.

•
•
•
•

Reducing harm from deterioration including
sepsis;
Reducing medication related harm;
Reducing harm from pressure ulcers;
Reducing harm in maternity services.

The Trust was last inspected in September/October
2016 by the Care Quality Commission (CQC) as
part of the national inspection regime. The Trust
is awaiting the first draft report from the CQC.
During the inspection there was no enforcement
action taken by the CQC.
The Trust will continue working with
commissioners, healthcare providers and other
organisations to influence future models of care
delivery and deliver further improvements to
quality during 2017/18.
On the basis of the processes the Trust has in
place for the production of the Quality Report,
I can confirm that to the best of my knowledge
the information contained within this report is
accurate.

The Trust has therefore chosen to:
•

•

•

Continue with 1 of the 4 priorities from
2016/17; ‘Reduce avoidable harm to patients
from omission and delay in receiving
Parkinson’s disease medication’ for 2017/18.
Amend 1 of the 4 priorities from 2016/17;
‘Improve early recognition and management
of sepsis and reduce hospital acquired sepsis’.
The priority will now be to ‘Improve early
recognition and management of sepsis’.
Add reducing surgical site infection after major
surgery and improving Infection rates for C
Difficile and/or MRSA.

Dame Julie Moore
Interim Chief Executive Officer
Date: 24 May 2017

The Trust signed up in 2015 to the National Sign-up
to Safety Campaign which was launched in 2014.
This campaign aims to make the NHS the safest
healthcare system in the world. The ambition is
to halve avoidable harm in the NHS over the next
three years. Organisations were invited to join
the Sign up to Safety campaign and make five key
pledges to improve safety and reduce avoidable
harm. HEFT joined the Sign up to Safety campaign
in 2015 and made the following four Sign up to
Safety pledges:

6

Heart of England NHS Foundation Trust

Annual Report and Accounts 2016/17

Part 2

Priority 2:

Priorities for improvement 2016/17:

Improve early recognition and management of
sepsis and reduce hospital acquired sepsis;

Priority 3:

This part of the report sets out progress
made against the four priorities identified for
improvement during 2016/17, which were:

Reduce maternal harm through the category
Caesarean section 1 Quality Improvement
Programme (QIP) pathway;

Priority 1:

Priority 4:

Reduce avoidable harm to patients from omission
and delay in receiving Parkinson’s disease
medication;

Improve Friends and Family Test responses within
the Emergency Department.

The Trust has made progress against two of the four priorities.
No

Priorities for improvement

2016/17

2017/18

Comments

1

Reduce avoidable harm to patients
from omission and delay in receiving
Parkinson’s disease medication.

Yes

Yes

Targets and methodology kept the same for
2017/18.

2

Improve early recognition and
management of sepsis and reduce
hospital acquired sepsis.

Yes

Yes

Targets and methodology amended for
2017/18.

3

Reduce maternal harm through the
category Caesarean section 1 Quality
Improvement Programme (QIP)
pathway.

Yes

No

To be discontinued.

4

Improve Friends and Family Test
responses within the Emergency
Department (ED).

Yes

No

Consistent improvement in response rate
and positive recommender score. To be
discontinued.

Based on these improvements the Trust has chosen
to continue with 1 of the 4 priorities from 2016/17.
Priority 1: ‘Reduce avoidable harm to patients from
omission and delay in receiving Parkinson’s disease
medication’ for 2017/18. HEFT has not achieved
the 90% compliance target for Parkinson’s patients
receiving their medication within 30 minutes of
the prescribed time and so will continue with this
priority for 2017/18.
Priority 2 has been monitored via the national
sepsis CQUIN for which the Trust has partially
achieved in 2016/17 for both measures (inpatient
screening and initiation of treatment and day
3 review). For this reason HEFT has decided to
continue with the priority. The priority will be
amended to ensure better alignment of the Trust’s
aim with national priorities. The priority will now
be to ‘Improve early recognition and management
of sepsis and reduce hospital acquired sepsis’.
A further two local priorities have been agreed
for 2017/18 in line with a priority identified by

the Surgical Quality and Safety group and one
as a result of concerns around the Trust-wide rise
in MRSA and Clostridium Difficile cases. These
priorities were agreed at Quality Committee
following discussion at a multidisciplinary meeting.
Priority 3: Reducing surgical site infection after
major surgery is a new priority. Surgical Site
Infection (SSI) can lead to major morbidity and
even mortality. The majority of these infections
are considered preventable. A recent Quality
Improvement Project at Heartlands Hospital
demonstrated that the introduction of a ‘bundle
of interventions’ (BOI) reduced readmissions after
major abdominal surgery by >70%. In December
2016, the WHO and the American College of
Surgeons produced best practice guidelines aimed
at reducing SSI.
At the last visit CQC (2016) the Trust was unable
to provide surgical site infection (SSI) rates by
speciality and site. A multidisciplinary steering
group has been established in order to align our
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BOI to these global best practice guidelines and to
roll-out the bundle across the Trust in all theatres
that undertake major surgery where the risk of
SSI is high (such as major vascular, abdominal or
thoracic surgery) and where the consequences of
SSI can be particularly devastating for patients
(such as major joint replacement). The BOI will be
based on NICE Quality Standard 49 and includes
use of a ‘social wash’ prior to surgery, ChloraPrep®
for skin preparation, antiseptic impregnated
sutures, measures to reduce footfall in theatre flow
and change of instruments and drapes for skin
closure.
This priority demonstrates the Trust’s ability to
learn from patient outcomes. Embracing the BOI
shows how HEFT is focused on developing its
safety culture to embrace global recommendations
for best practice that aim to minimise harm from
surgical interventions. This investment in quality
will improve the safety of surgery in HEFT and
enhance our patients’ experience.
Priority 4: Improve infection rates for Clostridium
Difficile (C Diff) and MRSA. This is a new priority
which reflects our ongoing commitment to
reducing infection rates. Please refer to Part 3 for
more 2016/17 performance data.
These two new priorities will be measured via
quarterly reports to the Clinical Quality Monitoring
Group, using established Trust systems and
processes.

Priority 1: Reduce avoidable
harm to patients from
omission and delay in receiving
Parkinson’s disease medication
1. Aim and rationale
Missed and delayed doses of Parkinson’s disease
medication is known to be harmful. Patients
with Parkinson’s disease can deteriorate rapidly
in terms of their ability to move, speak and
swallow. Complications can prolong length of
stay in hospital, it is distressing for patients and
delays and omissions in medication can be lifethreatening. This problem is recognised nationally
and is the reason why Parkinson’s UK promotes
their “Get it on time” campaign.
The initial Trust baseline data (2015) showed only
53% of inpatients were receiving their Parkinson’s
disease medication within 30 minutes of the
prescribed time. The aim was to improve this from
53% to 90% across the whole Trust by December
2016.

2. Process for monitoring progress
Monitoring omissions and delays in Parkinson’s
disease medication is via the live medication
dashboard. The electronic dashboard provides
historical and ‘live’ data to ward areas, allowing
the review of reasons for delays and nonadministration.
The Parkinson’s Quality Improvement project team
meet monthly to monitor progress and report to
the Safer Medicines Practice Group (SMPG), which
is chaired by the Clinical Director of Pharmacy.
Parkinson‘s disease medication is now part of the
Nursing and Midwifery Care Quality Dashboard.
Progress on performance is reported monthly to
the Chief Executive’s Group (CEG) by the Chief
Nurse.

3. Current performance
The percentage of patients who received their
Parkinson’s disease medication within 30 minutes
of the prescribed time has improved across the
three hospital sites from 53% to 75%; however,
this is non-compliant with the 90% Trust target
(Graph 1a and 1b).
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It is expected that performance will continue to
improve as the nurse responder bleep system is
more widely utilised across all wards. In addition,
the stocks of emergency Parkinson’s disease
medication have increased and also added to the
pharmacy out of hours cupboard to support timely
administration.
Graph 1a: Trust wide improvement since project commenced for the period April 2013 – March 2017*

Graph 1b: Trust wide improvement for the period April 2016 – March 2017*

*Data has been taken from the Trust Medication
Dashboard.
Initial Trust wide data collected in January 2015 (31
days from 14th January to 13th February) showed
that 12.48% of Parkinson’s medications were
omitted.

sits at 4.70%.
As a Trust we prescribe approximately over 30,000
doses of Parkinson’s disease medication per year.
This improvement equates to thousands more time
critical medications being received correctly by
patients thereby reducing harm and medication
error.

Following the improvement interventions below,
data collected for the same period in 2016 and
2017 showed a significant decrease and currently

Heart of England NHS Foundation Trust

Annual Report and Accounts 2016/17

9

Table 1: Trust wide omissions in Parkinson’s disease
(31 days from 14th January to 13th February)
medications for the last three years:
2015
12.48%

2016
9.67%

2017
4.70%

4. Improvements and progress against
2016/17 initiatives:
4.1 Education
•
•
•

•

Parkinson’s disease educational film shared
Trust wide and included in training and
induction sessions for clinical staff.
Delivery of focussed teaching to different
groups of staff including visits to all adult
wards.
Parkinson’s disease intranet website with
resources and information shared Trust-wide,
now included in training and induction sessions
for clinical staff.
Flow charts and safety cards developed for the
management of Parkinson’s disease patients
who are “Nil by Mouth” or have swallowing
difficulties. These are available to all staff on
the Trust intranet and in the adult nursing
safety manual.

•

The project has received local and national
recognition. Project information has been
shared regionally and there has been national
dissemination via Sign-up to Safety national
newsletters and Parkinson’s UK. The educational
video has recently won an award at the Haelo film
festival.
In March 2017, the Parkinson’s Quality
Improvement team were winners of Parkinson’s
Excellence Network Awards which recognises
and celebrates outstanding services that make
a difference to people in the UK affected by
Parkinson’s disease. The project has also recently
been shortlisted for the HSJ Patient Safety Award.

4.2 Patient identification
•

•

Development of Parkinson’s disease medication
dashboard providing historical and ‘live’ data
to ward areas. This allows for the review of
reasons for delays and non-administrations in
Parkinson’s disease medications.
Parkinson’s disease medications added to
nursing ‘safety huddles’ and handovers.

4.3 Medication administration
•
•

The availability / stock level of emergency
Parkinson’s disease medication has increased
on all three sites.
Automatic bleep system implemented
alerting ward staff that a Parkinson’s disease
medication is due.

5. Initiatives to be implemented in
2017/18:
•

•
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Following feedback from the Patient
Experience team about the in hospital
experiences of patients with Parkinson’s
disease, the Trust’s patient self-administration
policy is under review.
A review of Trust-wide reasons for omissions
and delays in the administration of Parkinson’s
disease medication is currently underway to
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Monthly monitoring via Care Quality
Dashboard.
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Priority 2: Improve early
recognition and management
of sepsis and reduce hospital
acquired sepsis

to a delay in devising a framework for delivery
of the CQUIN. Therefore, it was agreed that in
Quarter 1 a pilot study could be undertaken with
a smaller cohort of patients to test the proposed
framework and systems and to identify errors and
inefficiencies.

1. Aim and rationale

Following the pilot a robust framework was
devised to support the successful transition to
full delivery by the Trust divisions in Quarter 2.
Alongside the basic data requirements of the
CQUIN further audit data has been included to
enable “deep dive” information to be sourced. This
will better enable Trust wide learning and promote
better outcomes for patients diagnosed with sepsis.

Sepsis is a life threatening condition that arises
when the body’s response to an infection injures
its own tissues and organs. Sepsis leads to shock,
multiple organ failure and death, especially if not
recognised early and promptly treated.
As part of the National Sign-up to Safety Campaign
the Trust aims to reduce avoidable harm by 50%
from failure to recognise sepsis by 2018. This will
be achieved by:
•
•
•
•

Reliable recognition and screening of sepsis;
Timely and reliable escalation and sepsis
treatment;
Reducing hospital acquired sepsis and
antimicrobial resistance;
Improving sepsis education and awareness.

The definition of sepsis has recently been
reviewed by the National Institute for Health
and Care Excellence (NICE). Studies have shown
that implementation of this new definition will
significantly increase the number of patients
labelled as septic, for example; within the intake
of medical patients we would expect an increase
of 50%. This will inevitably have an impact on the
reported statistics into 2017/18.

2. Process for monitoring progress
The national sepsis CQUIN 2016/17 promotes
timely identification and treatment for sepsis, both
in emergency departments and inpatient areas.
The national sepsis CQUIN is monitored by the
Performance team.
The CQUIN has two key elements for audit:
•
•

The percentage of patients who meet the
criteria for sepsis screening and are screened
for sepsis using a recognised screening tool.
The percentage of patients who present with
severe sepsis, Red Flag sepsis or septic shock
and are administered intravenous antibiotics
within the appropriate timeframe. In addition
these patients must have an empiric review
within three days of prescribing of antibiotics.

There was an initial delay in agreeing the final
CQUIN contract requirements. This contributed
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3. Current performance
Table 2: Sepsis CQUIN Results 2016-17
2A Part 1: Emergency - Sepsis Screening
2016-17
Total number of patients eligible for screening
Total number of patients screened

Qtr 1
150
84

Qtr 2
107
46

Qtr 3
67
31

Qtr 4
57
32

Total
381
193

% of eligible patients receiving screening

56.00%

42.99%

46.27%

56.14%

50.66%

Total number of patients eligible for screening
Total number of patients screened

2016-17
Qtr 1
27
5

Qtr 2
66
31

Qtr 3
62
43

Qtr 4
150
118

Total
305
197

% of eligible patients receiving screening

18.5%

47.0%

69.4%

78.7%

64.6%

Qtr 3
200
134
67.0%

Qtr 4

Total
320
162
50.63%

8

Qtr 2
90
28
31.11%
9

26.67%

10.00%

-

No Data

Qtr 2
45
25
55.56%
14

Qtr 3
62

Qtr 4

-

*56.82%

2B Part 1: Inpatients - Sepsis Screening

2A Part 2: Emergency - Antibiotic Administration

Total number of patients requiring antibiotics
Total number administered within 1 hour
% of patients receiving antibiotics within 1 hour
Total number also having an empiric review
% of patients receiving antibiotics & empiric review

2016-17
Qtr 1
30
No data

No data

2B Part 2: Inpatients - Antibiotic Administration
2016-17
Qtr 1
Total number of patients requiring antibiotics
Total number administered within 1 hour
% of patients receiving antibiotics within 90 mins
Total number also having an empiric review

No data

% of patients receiving antibiotics & empiric review

Total
107
25
-

37.78%

* Combined performance for Antibiotic
Administration and Empiric Review

4. Improvements and progress against
2016/17 initiatives

•

October 2016.
The Critical Care Out-reach Team (CCORT)
database has been modified to include
questions relating to sepsis.

4.1 Adult Inpatient areas
•
•
•
•
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A sepsis training session is delivered to all new
nurses at Trust induction.
Sepsis education is delivered on the new Acute
Illness Management (AIM) course.
The on-going promotion of the sepsis screening
pathway, for example, via the animated sepsis
screening educational video.
The Trust’s “Lesson of the Month” programme
has been utilised to raise awareness around
sepsis and sepsis screening in September and
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4.2 Paediatrics
•

•
•
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Sepsis teaching sessions have been delivered to
81% of qualified nursing staff (88 out of 108)
and plans are underway to train the remaining
20 nursing staff.
Sepsis scenarios have been included in the
paediatric emergency care study day.
The paediatric sepsis Moodle package is on
iSkills on the Trust intranet page.

4.3 Maternity
•
•

A maternity specific sepsis screening tool and
care pathway were launched in April 2016.
Maternity sepsis training continues as part of
the mandatory Obstetric Emergency Day and
since 2016 this has included scenario based
sepsis sessions.

5. Initiatives to be implemented in
2017/18:

1. Aim and rationale

A revised sepsis screening pathway that is based on
the latest NICE guidance is being developed and
piloted prior to Trust-wide launch.

5.1 Adult Inpatient areas
•

•

•

Changes are currently being made to the
Modified Early Warning Score (MEWS) charts to
include a sepsis screening prompt, which is due
to be launched in May 2017.
The Adult Modified Early Warning (MEWS)
Policy is being updated to reflect new guidance
integrating the sepsis pathway, which will be
launched in May 2017.
Nursing metrics audits will include the sepsis
screening element.

5.2 Paediatrics
•
•

There will be a further pilot and
implementation of the final paediatric sepsis
screening tool.
Paediatric Early Warning Score (PEWS) charts
are currently under review and will include a
sepsis prompt box.

5.3 Maternity
•

•

Priority 3: Reduce maternal
harm through the category
Caesarean section 1 Quality
Improvement Programme (QIP)
pathway

The Obstetric Modified Early Warning Score
(MEOWS) chart is currently under review and
will include a sepsis screening prompt. This is
due to be launched in May 2017.
Twelve month on going audits of severe sepsis
cases are currently in progress.

This quality improvement project was identified as
a priority by the multi-professional team at a staff
engagement event in 2012. The team reported
that, at times, when a category 1 CS (Caesarean
Section) was required the team did not always
perform effectively and/or efficiently and the
ability to achieve the 30 minute DDI (DecisionDelivery Interval) was challenging. The priority
has been monitored during 2016/17 at regular
directorate governance meetings.
A CS is classified as a category 1 when there is
immediate threat to the life of the woman or
foetus and national guidance recommends that
the procedure should be carried out as quickly as
possible after making the decision.
The need to achieve a specified DDI is supported by
quantitative data on various aspects of foetal and
maternal outcomes rather than the interplay of
factors that can affect this time period. Although
some work has been conducted in the UK to
examine where the systematic delays lie and how
to avoid them (Tuffnell et al. 2001).
It has been identified that more work is needed to
determine how to optimise the DDI interval and
evaluation of these factors could be used to inform
future NICE guidance, local service evaluation and
training of the multidisciplinary team (MDT).
The improvement project aimed to streamline the
decision to delivery pathway to ensure that delays
are minimised and to focus on:
•
•

Training
Leadership

2. Process for monitoring progress
Historically the DDI compliance for Category 1
CS was measured annually as an identified core
audit for maternity services. A retrospective audit
of hospital records was undertaken and reported
via the local clinical audit group. More recently
following the implementation of a maternity
information system (Badgernet) data can be
accessed easily and enables the service use the data
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more responsively to improve safety.

3. Current performance
The DDI compliance data demonstrates an
inconsistent improvement throughout 20152017; this is presented in Graphs 2 and 3 on
the next page. Some of the results presented
are disappointing and may not reflect the
improvement in practice; the quality of the data
extracted was poor and therefore could not be
included, for example, incomplete or missing fields.

Graph 2: DDI Compliance 2015/16

Graph 3: DDI Compliance 2016/17

4. Missing Data
There were a number of cases with missing data so the DDI could not be calculated. The results are
presented in Table 3 below.
Table 3: Number of cases with missing data by
hospital site and financial year.
Good Hope
Hospital
(GHH)

Birmingham
Heartlands
Hospital (BHH)

2015/16

23%

21%

2016/17

12%

17%

14
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5. Improvements and progress against
2016/17 initiatives
•
•
•
•

Developed and redefined pathway for
Category 1 CS with the MDT;
Staff have attended MDT human factors based
training;
Procured equipment to reduce time to prepare
for the procedure;
Radio-controlled clocks placed in theatre.

6. Initiatives to be implemented in 2017/18
It is expected that compliance with the DDI will
improve further following implementation of:
•
•
•
•
•
•

Improved IT training for all team members
to enable them to complete the maternity
information system accurately;
Engagement with the BHH team and re launch
the pathway;
Implementation of an anaesthetic decision
tool;
Monitoring ‘live’ compliance daily and
reporting reasons for delays;
Up scale human factor training supported by
money awarded from HEE (Health Education
England);
Consider monitoring the DDI for Category 1 CS
on the maternity dashboard.

Priority 4: Improve Friends and
Family Test responses within
the Emergency Department
1. Aim and rationale
The Friends and Family Test (FFT) is seen as
an important feedback tool that supports the
fundamental principle that people who use NHS
services should have the opportunity to provide
feedback on their experience. It asks people if they
would recommend the services they have used
and offers a range of responses. When combined
with supplementary follow-up questions, the FFT
provides a mechanism to highlight both good and
poor patient experience.
Graph 5 below shows that the Trust achieved
an average during the year of 82% positive
recommendation. The average score during
2015/16 was 79%. The average score for the region
was 85.6%.
The Trust has improved performance against the
regional score progressively over the previous
months. The gap in March 2016 was 12.7%. In
December this gap was 1%. A score of 86% in
February is the highest ever achieved FFT score in
the HEFT ED.

This project was presented at a number of national
safety conferences. A team from HEFT presented
an update and the lessons learned at a quality
improvement project at the CHFG (Clinical Human
Factors Group) Open Seminar, Human Factors and
Safer Births Event in Birmingham in May 2017.

Graph 5: HEFT FFT Emergency Department Response Rate and Positive
Recommender Score Compared with the Region. The dotted lines relate
to response rate and the complete lines relate to positive recommenders:
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2. Process for monitoring

•

Process continues to be monitored via the patient
experience dashboard and forms part of discussion
at divisional quality and performance meetings.
FFT is collected by a member of the Patient Services
team who visits every ward each week. The process
for completion of the forms on the ward is that
it is done without the guidance or input of staff,
unless required as stipulated in the national FFT
guidance. Staff ask patients or their relatives to
complete the form on the patient’s behalf and
this is then placed in the locked ward collection
box. Comments are collated and input via ward
performance dashboard for staff to see and act
upon.

•

Data from areas such as the Emergency
Department and Outpatients is collected via SMS/
text message and automated voice calls to a land
line number.

•

•

•

3. Current performance
The Trust’s average positive recommender score
over the period April – September 2016 for ED
was 80.4%. Over the following 6 month period,
October 2016 - March 2017, the Trust’s average
positive recommender score was 83.7%.

4. Improvements and progress against
2015/16 initiatives
•
•

•

•

16

Implementation of the revised divisional
structure has enabled closer monitoring and
support for the ED department.
Streaming nurses have been introduced in ED
to initially assess the patients before they are
formally triaged. This initiative has positively
impacted on patient flow within the ED and
enabled patients to be assessed in the right
area dependant on their requirements.
A patient information board has been created
in ED at GHH which provides information on
the patient journey in ED, for example, which
staff are on duty and processes and procedures
they may experience during their stay.
Additional staff have been appointed to
care for patients at busy times when waiting
to be assessed in cubicles. This is to ensure
patient safety and dignity is maintained
throughout busy periods. Initial care plans
are instigated during this time to ensure
individualised patient care needs are identified
and addressed. The assessment includes
observations, tissue viability and pain.
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•
•
•

Additional volunteers have been recruited
to ED. They provide valuable support for
patients and their relatives providing update
information and a point of contact. This has
proved beneficial to patients, carers and ED
staff.
House keepers have been appointed to support
ED and cater for the nutrition and hydration
needs of patients and their relatives during
their time in ED.
In response to complaint and FFT themes
there are now core trainers in ED for customer
service training. This training addresses issues
regarding staff attitude and behaviours,
de-escalation of incidents and the early
intervention and potential resolution of
concerns and complaints through effective
communication.
Tissue viability risk assessment and reporting
is an area of good practice in the ED. This is
to ensure initial screening and recognition of
patients potentially at risk and to implement
preventative actions.
‘You said we did’ information is displayed for
patients to see in ED. Positive feedback and
areas for improvement are highlighted and
initiatives to enhance patient experience are
showcased.
A HALO (hospital ambulance liaison officer) has
been funded for BHH ED to oversee patients
awaiting cubicles at busy times.
Quiet ‘safe’ areas are available for patients
who present with psychological issues where
they can be reviewed in a quiet environment.
Dedicated child friendly areas for children in
ED to make their experience less stressful as
possible.

5. Initiatives to be implemented
•
•
•
•
•
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The ED care quality metrics are currently
being reviewed and revised to ensure they are
appropriate for ED patients.
The possibility of a funded HALO for GHH is
currently being scoped.
An “Always Event” focussing on pain
assessment and management in ED is currently
being scoped.
The opportunity to enable 24/7 availability of
paediatric ED at GHH is currently being scoped.
A review of trolley mattresses is being
undertaken to enhance patient comfort and to
ensure maximum tissue viability. A pilot will be
undertaken.

Part 2:
Review of Services/Statements
of Assurance from the Board

the national clinical audits and 100% national
confidential enquires of the national clinical audits
and national confidential enquires which it was
eligible to participate in.

The Trust is required to include statements of
assurances from the Trust Board. These statements
are common across all NHS Quality Accounts.

The national clinical audits and national
confidential enquiries that HEFT was eligible to
participate in during 2016/17 are as follows. (Please
see Appendix 1).

1. Service income
During 2016/17, HEFT provided and/or subcontracted 124 relevant health services including
Acute, Specialised, Public Health and Community
Services.
HEFT has reviewed all the data available to them
on the quality of care in 124 of these relevant
health services.
The income generated by the relevant health
services reviewed in 2016/17 represents 100% of
the total income generated from the provision of
relevant health services by the HEFT for 2016/17.

2. Clinical audit
During 2016/17, 43 national clinical audits and
9 national confidential enquiries covered NHS
services that the Trust provides.

3. Participation in clinical audits and
national confidential enquiries 2016/17
The national clinical audits and national
confidential enquiries that HEFT participated
in, and for which data collection was completed
during 2016/17, are listed below alongside the
number of cases submitted to each audit or enquiry
as a percentage of the number of registered cases
required by the terms of that audit or enquiry.

3.1 Reviewing reports of national and
local clinical audits
The reports of six national clinical audits were
reviewed by the provider in 2016/17 and HEFT
intends to take the following actions to improve
the quality of healthcare provided:

During that period, HEFT participated in 95% of
Table 4:
Audit title
Myocardial Ischaemia National Audit
Project (MINAP)

Improvements identified
1.
2.
3.
4.

Continue to review the STEMI pathway on a monthly basis and further analyse all
breaches/act accordingly if necessary.
Review the timeliness of NSTEMI patients receiving coronary angiography <72
hrs,
Analyse breaches.
Establish a working party to review NSTEMI pathway on a prospective basis in
order to meet the BPT.

Falls and Fragility Fracture Audit
Programme- National Hip Fracture
Database 2016

1.
2.
3.
4.

Dedicated NOF list for trauma
Anaesthetist present at trauma meeting
Consolidate service to one site.
BPT achieved in 70% of cases

National Heart Failure Audit

1.
2.
3.
4.

Establish mechanism for BPT reporting.
Develop a coding validation process
Implement heart failure database on Dendrite with handheld devices
Continue to fully participate in the national heart failure audit, submitting 70% of
discharges.

Procedural Sedation National Audit

1.

Develop a new proforma for procedural sedation to include capnography as a vital
signs. Proforma will include planned sedation level required and level achieved.

Heart of England NHS Foundation Trust
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Table 4:
Audit title

Improvements identified

MBRRACE –UK Perinatal Mortality
Report

1. To improve data collection and aim for 100% completeness for:
•
Ethnicity
•
Smoking
•
Body mass index
•
Main cause of death
•
Intended type of care at booking
•
Birth weight
•
Gestational age at birth.

National Audit of Percutaneous
Coronary Interventional (PCI)

1.
2.
3.

Continue to review key performance indicators (STEMI and NSTEMI) pathways on
a monthly basis and further analyse all breaches.
Review the NSTEMI pathway. Incorporate the recent IMS project reviewing cardiac
pathways and service line reporting.
Review all PCI mortality patients.

3.2 Local Clinical Audits
The reports of 177 local clinical audits were
reviewed by the provider in 2016/17 and HEFT
intends to take the following actions to improve
the quality of healthcare provided (please see in
the table on next page). Staff undertaking clinical
audit are required to report any actions that
should be implemented to improve service delivery
and clinical quality to the Safety and Governance
Department via an electronic reporting system.
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Table 6: Specialty

Audit Title

Actions

Acute Medicine - BHH

AMU clerking proforma

Highlighting the importance of the different parts of the clerking
booklet to all junior doctors during induction.
Improvement in the quality of documentation by Medical staff - reaudit.
Removal of parts of nursing assessment as largely unused.

AMU Clerking Proforma
Audit

Improve the documentation by nursing and medical team.
Simplify and shorten nursing proforma.
Simplify the clerking proforma - less tick boxes

Are we managing alcohol
withdrawal appropriately?

Audit on the note keeping standards in AMU.
Improve the use of the AMU pro forma on alcohol withdrawal - Re
audit.
Teaching session for junior doctors and nurses on management of
Patients with alcohol withdrawal in A&E and AMU

Documentation within AMU

AMU clerking booklets and continuation sheets to be coloured to
clearly show any notes made on these sheets were written in AMU.
Distribution of audit results to all AMU health professionals. Dr to
impress importance of accurate documentation at induction of new
AMU doctors including need for;
a. Author name printed with each entry
b. Author signature with each entry. Re-audit to ensure
improvement

Acute Medicine - GHH

Acute Medicine - SH

Recognition and early
management of AKI (acute
kidney injury) on AMUs
across the West Midlands

AKI care bundle.
E-Alert system. Re-audit

AMU Documentation Audit

Feedback to nursing staff regarding audit results.
Include information on correct documentation on local induction.

Discharge Summaries Audit

To present audit results in the departmental and hospital audit
meeting.

Do patients with a label
of COPD have a formal
diagnosis with spirometry
according to NICE guidelines?

Re-audit in 6-12 months following presentation of results

Quality of Post take ward
round in AMU

The recommendation was given to ward managers to regularly
audit consultant based disposition and escalation plan.A separate
escalation treatment plan proforma was suggested only for DNACPR
patients.

Oxygen Prescribing on
Medical Wards

Oxygen prescribing to be looked at by senior staff as an ongoing
action from the Clinical Standards Group

Single Centre Retrospective
Analysis of Oral
Anticoagulation for Atrial
Fibrillation

Prescribing information poster to be developed
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Table 6: Specialty

Audit Title

Actions

Elderly - SH

An Audit of Clinical Records
in Ward 8, Solihull Hospital

Emphasise the need to use black ink and fully complete staff name,
grade and title.

Therapies

Audit of Dietetic
Documentation

Audit was fed back as a presentation to general team members.
Areas for improvement highlighted were:
Recording of biochemical markers.
Assessment of nutritional requirements, change in appetite,
assessment of compliance.
Clinical markers documentation of whether diet sheets were
provided or not.
Documentation of calculated requirements

Audit of Dietetic
documentation against
departmental standards

Record an estimated weight/BMI when actual measurement is
not available, and document that an actual measurement was not
obtained
An additional compulsory field in dendrite may help dietitians
to record the progress and compliance of their plan on review
consultations. This would make communication between dietitians
reviewing this patient clear.

Audit of Dietetic in-patient
management against
nutritional support standards
(NICE Guidelines).

Findings of audit to be disseminated to Dietetic general team. Areas
for improvement:
Trust policy in concordance with NICE recommendations specify that
all hospital inpatients should be screened for malnutrition (NICE
2006)
Screening for malnutrition should be carried out by HCP's with
appropriate skills and training (NICE 2006)

Audit of documentation in
the Cystic Fibrosis and HIV
Dietetic team compared
against HEFT therapies
documentation standards

Disseminate findings to Dietetic general team, report back areas for
improvement are:
1. Have relevant clinical biomarkers been recorded?
2. Has whether meeting nutritional requirements been recorded?
3. Have correct medical abbreviations used?
4. Were relevant biochemical markers recorded?
5. Was the time recorded?

20

Audit of documentation
practices against standards
in the Dietetic Elderly Care
Team.

Make sure that the time of contact on dendrite matches the time on
handover.
Record estimate or actual body weight.
Complete supplement codes.
Record biochemical markers.
Include diet history.
Include assessment of compliance to previous plan in the follow up
entry.

Electronic Case Notes
Standards Audit

Provide SLT team with access to presentation and outcomes from
the audit via SharePoint.
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Table 6: Specialty

Audit Title

Actions

Gastroenterology - BHH

An audit of therapeutic
paracentesis in hospital
inpatients: correct human
albumin solution prescribing
and administration.

To develop new guidelines for trust on paracentesis

An audit of therapeutic
paracentesis in hospital
inpatients: quality of
documentation.

Add documentation advice to liver guidelines

Assessment of junior
doctors' understanding
on management of
decompensated chronic liver
disease

New trust guidelines to be developed for CLD

Biologic audit Heartlands and
Solihull 2016

To email clinical lead regarding resources for IBD nurse led clinic

Management of
decompensated liver disease
within first 24 hours of
admission

National bundle adapted for local use

A review of IV vitamin B
and C prescribing as part of
assisted alcohol withdrawal
in HEFT

Circulate this audit to BSMHFT in-patient units to encourage use
of IM vitamin b/c for patients in alcohol withdrawal but also those
who are malnourished.

Gastroenterology - SH

Share with other BSMHFT RAID teams out with HEFT to encourage
optimal IV vitamin b/c prescribing at Queen Elizabeth Hospital and
City Hospital.

Heart of England NHS Foundation Trust

Annual Report and Accounts 2016/17

21

Table 6: Specialty

Audit Title

Actions

General Surgery

Management of acute large
bowel obstruction: colonic
stent / surgery within 48
hours

Present at clinical governance meetingDiscussed possibility of increasing stent service.
Advise colleagues to obtain CT scan as soon as possible in acute
large bowel obstruction cases.
Discuss the logistics of colorectal consultants to be available
to perform emergency large bowel operations even if upper GI
consultants are on-call.

Re-audit of concurrent use
of laxatives in patients on
opiate analgesia

Poster put up in office and surgical ward following 1st audit.

Retrospective analysis of
laparoscopic practice for
colorectal cancer between
two sites.

BMI documentation should be compulsory when patients are
referred to MDT.

Clinical Variation in Practice
of Cholecystectomy and
Surgical Outcomes

Patients admitted as emergencies should be considered for
cholecystectomy on same admission (though very dependent upon
local resources)

Appropriate maintenance
fluid management for
surgical patients

Increase awareness of guidelines with teaching sessions- ideally at
the start of FY1.
Day team to prescribe fluid for patients requiring maintenance fluids
overnight with a review of this requirement the next day.

Trust wide Consent and
Documentation audit

Consent: Ensure the white copy and trust information leaflet about
the operation is given to the patient after consent and ensure this
is ticked on the consent form. To email all of the consultants in the
department with findings:
1. Need to give patients white copy, and document that it's been
given
2. Consent confirmation section to be completed on relevant
patients
3. Ensure key demographics details are entered in every consent
form (e.g.: Name, DOB).
4. Training at induction for SHOs and SPRs on providing information
leaflets using ICARE and correct consenting procedure at induction.
Documentation: Emphasis at induction for SHOs and SPRs on
correct documentation. To email all of the consultants in the
department with findings:
1. Always need to record patient location 2. Always need to print
author's name 3. Always need to time entries. Re-audit.
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Table 6: Specialty

Audit Title

Actions

Renal

Factors influencing success
of CAPD.

A prospective multicentre study needs to be carried out to validate
the results of this analysis.

General Medicine Electronic
Handover Audit against
Royal College of Physician
handover guidance

Planned DNAR box on concerto
Planned White Space Box – enter bleep numbers on concerto
Planned changes to the TTO Box on concerto

Respiratory Medicine

EBUS audit and service at
Good Hope Hospital

Poster presented at the American Thoracic society conference

Thoracic Surgery

Antibiotic Prescribing in
Thoracic Patients

Encourage daily EP review during ward round.
Inform all junior doctors in the Thoracic unit regarding the Trust
Antibiotics guideline.
Present findings to the Thoracic team.
Speak to EP regarding making duration prescribing compulsory for
antibiotics

National Lung Cancer Audit
(LUCADA)

Recommendations from published national audit reports will be
reviewed and implemented by the directorate. Process for doing so
being implemented currently.

Patients experience of
thoracic research

Since the development of a specialised thoracic surgery research
team in 2010 the number of patient consented into clinical trials
increased 7 fold.
From staff interviews a recurring theme was that a clear team
structure and a specialist training aided them to be better patient
advocate not only in research but in the clinical pathway.

Trauma & Orthopaedics
- BHH

Quality of electronic
discharge summaries in the
Department of Thoracic
Surgery at the Birmingham
Heartlands Hospital

Actions not feasible as junior doctors cover multiple areas

Adequacy and Accuracy
of Total Joint Replacement
consent

Remind consultants of the importance of them taking consent and
the reasons why

Coding for total knee
replacement

Dissemination of the audit information to all doctors writing the
operation notes for TKR. Re-audit.

Re-Audit on the accuracy of
outpatient clinic outcomes
and coding.

Re-audit showed improved documentation and coding of outpatient
outcome.
We will keep clinicians more involved.
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Table 6: Specialty

Audit Title

Actions

Trauma & Orthopaedics
- GHH

Audit on functional outcomes
of distal radius fractures
treated with open reduction
and internal fixation

Open reduction and internal fixation of distal radius fracture with
locking plate yields a good radiological and functional outcome

Patellofemoral Joint
Replacement in an
independent centre-an
intermediate outcome study

Exclude patients who have any degree of osteoarthritis in the
weight bearing area of the knee from having this procedure,
as the study shows higher revision rate in those patients from
Patellofemoral joint replacement to Total knee replacement.

NICE clinical guidelines for
the management of atopic
eczema

1) BAD (British Association of Dermatology) to develop a
standardized atopic eczema proforma to capture audit points.

Dermatology

2) BAD to explore the possibility of online educational material to
be sent to patients and their carers.
An administrative error lead to incorrect
figures published on pages 84 and 85 in the
2015/2016 Quality Account. In 2015/2016 the
Trust reported participating in 34 national audits
and 2 confidential enquiries which equates to
participation in 97% of eligible audits and 100%
of confidential enquiries. The correct figures are 45
national audits and 6 confidential enquiries with
participation in 89% of eligible audits and 100%
of confidential enquiries. The 2015/16 account also
reported the Trust reviewed 15 national clinical
audit reports and 86 local clinical audit reports; the
correct figures are 18 and 166 respectively.

4. Research
The number of patients receiving relevant health
services provided or sub-contracted by HEFT in
2016/17 that were recruited during that period
to participate in research approved by a research
ethics committee:
NIHR (National Institute of Health Research)
portfolio studies: 			
5,350
Non-NIHR portfolio studies: 		

54

Total 					5,404
In 2015/16 the total number of patients recruited
was 6,086.
There are over 500 research projects being
undertaken across the Trust in various stages of
activity from actively recruiting patients into new
studies to long-term follow-up. In 2016/17 over 150
new research studies were given approval to start
within the Trust. There are 30 specialties across
the Trust currently taking part in research, with
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between one and six research active consultants in
each of these areas.
Clinical trials remain the largest research activity
performed at the Trust in terms of project numbers.
We have a mixed portfolio of commercial and
academic studies, the majority of which are
adopted onto the National Institute for Health
Research (NIHR) portfolio; HEFT was the 15th
highest recruiting Trust to NIHR studies in 2015/16,
this being the latest data available comparing
sites. Non-portfolio work is also undertaken and
this comprises of commercial clinical trials, student
based research or pilot studies for future grant
proposals.
During 2016/17 patient recruitment was highest
in Renal Medicine, Diabetes and Thoracic Surgery.
Some of this success is due to a HEFT investigator,
Dr Mark Thomas, whose Research for Patient
Benefit (RfPB) funded study looking at the
identification and management of acute kidney
injury has now completed recruitment. In one of
last year’s growth areas (Mental Health) one of our
consultants (Professor George Tadros) has recently
obtained funds from the same stream, such that
recruitment in this area is likely to rise sharply in
2017/18.
Areas to highlight research growth in 2016/17 are:
•

•
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Our highest recruiting specialties based on
numbers of patients entered into research
projects are Diabetes (899), Respiratory
Medicine (608) and Thoracic Surgery (341).
General surgery, in particular bariatric surgery
and Obstetrics and Gynaecology have seen
an increase in activity following a period of
investment into research infrastructure. Both

areas have recruited over 150 patients and
have each contributed 4.5% of the Trust’s
overall portfolio.

Graph 6: The Trust’s Research Portfolio by Directorate:

A&E 0.34%
Critical Care / Anaesthesia
Resuscitation 9.31%

2016/17 has seen the continuation of new
researchers leading grant applications and
development of new research collaborations,
both within the Trust and with external partners.
Academic appointments in recent years have
also strengthened collaborations with the Trust
and academic institutions. This has led to the
development of new research collaborations and
grants, some in a new direction for the Trust in the
areas of public health and patient safety.
Applications for funding, either led by HEFT or
with HEFT co-applicants, continues to be made
predominantly to the NIHR funding streams,
and for the year 2016/17 totalled in excess of £2
million. To date much of this is still awaiting the
outcome; with many NIHR funding streams taking
in excess of 8 months to inform the researchers of
the outcome of their application. We have seen
a continued increase in enquiries for advice in
the development of local projects, which are part
of further degrees, from junior doctors, nurses,
midwives and allied health professionals.
The Research Fellows Forum and Clinical Internship
Programme continue to deliver benefits in
educational terms for researchers. This year has
also seen the appointment of 5 Trust funded
doctoral research fellows working in the areas

ID, HIV and Microbiology
0.31%
Neurology 0.37%

Cancer 9.66%

Obs & Gynae 4.41%

Cardiology 0.88%

Ophthalmology 0.80%

Dementia 0.14%

Paediatrics 1.45%

Dermatology 3.38%

Renal Medicine 3.64%

Diabetes 25.55%

Respiratory 17.28%

Gastroenterology 0.85%

Rheumatology 0.43%

General Surgery 4.52%

Stroke 0.06%

Genetics 0.20%

Thoracic Surgery 9.69%

Health Services &
Delivery Research 6.05%

Vascular Surgery 0.68%

of infectious disease, respiratory, geriatric, renal
and diabetes medicine. There is a common theme
to several of the projects as conditions that are
prevalent in the HEFT patient population, and in
which health service design or clinical pathways
could be optimised. A similar programme in
surgical and other specialties is an ambition for
next year.
The Trust supported NHS Consultant Fellowship
posts continue, with new appointments this year
in Orthopaedic surgery (Mr Mark Dunbar), general
surgery (Ms Olga Tucker), respiratory medicine
(Dr Adel Mansur) and Immunology (Dr Thirumala
Krishna). We anticipate a portfolio of projects
from them in the area of post-operative recovery,
oesophageal cancer, severe asthma, penicillin
allergy and telemedicine over the years to come, in
conjunction with university partners at Birmingham
and Warwick.
This year has also seen the participation of the
Trust in a key NIHR/CRN (Clinical Research Network)
led patient experience survey, the results of which
demonstrated the value HEFT patients place on
participation in research. A grant submission is
also planned to work on ways in which patient
involvement can be enhanced in future.
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5. Commissioning for Quality and
Improvement (CQUIN)
A proportion of the HEFT income in 2016/17 was
conditional on achieving quality improvement
and innovation goals agreed between HEFT
and any person or body they entered into a
contract, agreement, or arrangement with for the
provision of relevant health services through the
Commissioning for Quality and Innovation (CQUIN)
payment framework.
Further details of the agreed goals for 2016/17 and
for the following 12 month period are available

electronically at http://www.institute.nhs.uk/world_
class_commissioning/pct_portal/cquin.html
The CQUIN values within the contract for the
financial year ending March 2017 represents
£12,282,898 of the Trust’s income and span the
Acute, Specialised Services, and Public Health
Contracts.
The table below list each of the CQUINs included in
the Framework and their status for 2016/17.
The CQUIN value within the contract was
£12,664,928 of the Trust’s income in 2015/16.

Table 7a:
Quarter 4
update
Provider

Ref

Title

Achievements as at end of
Q4, 2016/17

Acute

1a

NHS Staff health and wellbeing
Introduction of wellbeing initiatives

*Achieved

Acute

1b

NHS Staff Health and Wellbeing
Healthy food for NHS staff, visitors and patients

Achieved

Acute

1c

NHS Staff Health and Wellbeing
Improving the Uptake of Flu Vaccination for Front Line
Clinical Staff

Achieved

2a

Timely identification and treatment of Sepsis in
emergency departments
Screening
Antibiotic Administration
Empiric antibiotic Review

Quarter four
EmergencyDepartment
Departmentscreening
screening
Emergency
Partiallyachieved
achieved
Partially
Emergency Department
Department Initiation
Initiation
Emergency
of treatment
treatment and
and day
day 33 review
review
of
Not achieved.
achieved.
Not

Acute

2b

Timely identification and treatment of Sepsis in
Acute Inpatients departments
Screening
Antibiotic Administration
Empiric antibiotic Review

Acute

3a

Reduction in antibiotic consumption per 1000
admissions

2016/17 performance (to be
confirmed)

Acute

3b

Empiric review of antibiotic prescriptions

Achieved

Acute

4

Clinical Utilisation Review (CUR) Tool

Achieved up to Q3
Q4 performance (to be confirmed)

Acute

5

Effective Safe transfer and discharge of care

Acute

6

Monitor review and action plan all VTE occurrences
up to 90 days post discharge

Achieved

Acute

7

MDT Review of perinatal Deaths

*Achieved

Acute
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Inpatient
Inpatient Screening
Screening
Partially
Partially Achieved
Achieved
Initiation
Initiation of
of treatment
treatment and
and day
day 33
review
review
Partially
Partially achieved
achieved

*Achieved

Table 7b:

Achievements as at end Q4,
2016/17

Provider

Ref

Title

NHSE
Public Health

8

PAR scoring in Orthodontics

NHSE
Public Health

9

AAA
Improving access and uptake

NHSE
Specialised
Services

10

EGFR Monitoring system

NHSE
Specialised
Services

11

Neonatal Term Admissions

Achieved up to Q3
Q4 performance (to be confirmed)

Achieved

Achieved

*Achieved

*Achieved subject to confirmation from the Commissioner.
The Q4 Performance is not yet available for assessment for the peach coloured CQUINs
The following shows CQUIN Schemes for 2017-2019.
Table 7c:
Contract

Contract
Ref

CQUIN Description

Acute

1

Health and Wellbeing

Acute

2

Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis)

Acute

4

Improving services for people with mental health needs who present to A&E

Acute

6

Offering advice and guidance

Acute

7

E-Referrals one year CQUIN 2017-18

Acute

8

Supporting Proactive and Safe discharge

Acute

9a

Preventing ill health by risky behaviour tobacco and alcohol one year CQUIN
2018-19

Specialised Services

GE3

Hospital Medicines Optimisation

Specialised Services

CA2

Nationally standardised Dose banding for Adult Intravenous Anticancer Therapy
(SACT)

Specialised Services

IM2

Cystic fibrosis patient adherence (adult)

Specialised Services

WC5

Neonatal Community Outreach

Specialised Services

WC4

Paediatric Networked Care

Specialised Services

GE1

Clinical Utilisation Review

Specialised Services

CA3

Optimising Palliative Chemotherapy Decision Making

Public Health

-

Bowel Screening

Public Health

-

Orthodontics

Community

1

Health and Wellbeing

Community

10

Improving the assessment of wounds

Community

11

Personalised Care and Planning
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6. Care Quality Commission
HEFT is required to register with the Care Quality
Commission (CQC) and its current registration
status is registered with requirement notices (see
Tables 8). HEFT does not have any conditions on
registration. The CQC has not taken enforcement
action against HEFT during 2016/17. HEFT has not
participated in special reviews or investigations by
the CQC during 2016/17.
The Trust was last inspected in September/October
2016 by the CQC as part of the new national

inspection regime. During this inspection there
was no enforcement action taken by the CQC.
The Trust is currently awaiting the first draft
report from the 2016 CQC inspection. The CQC
ratings grid provided below by site are from the
previous inspection in December 2014 when there
were some requirement notices registered. N.b.
The CQC visit was unannounced and although
surgical services were visited an internal technical
difficulty prevented the CQC in being able to write
a detailed report and therefore the CQC report
states “not rated” for Surgery.

Table 8a: Birmingham Heartlands:
Safe

Responsive

Well-led

Emergency Care

Requires Improvement

Inadequate

Inadequate

Medicine

Requires Improvement

Requires Improvement

Requires Improvement

Surgery

Not rated

Not rated

Not rated

Maternity

Requires Improvement

Requires Improvement

Requires Improvement

Outpatients

Requires Improvement

Requires Improvement

Requires Improvement

Overall

Requires Improvement

Requires Improvement

Requires Improvement

Safe

Responsive

Well-led

Emergency Care

Requires Improvement

Requires Improvement

Requires Improvement

Medicine

Requires Improvement

Requires Improvement

Requires Improvement

Surgery

Not rated

Not rated

Not rated

Maternity

Requires Improvement

Good

Requires Improvement

Outpatients

Requires Improvement

Requires Improvement

Requires Improvement

Overall

Requires Improvement

Requires Improvement

Requires Improvement

Safe

Responsive

Well-led

Emergency Care

Requires Improvement

Requires Improvement

Requires Improvement

Medicine

Requires Improvement

Requires Improvement

Requires Improvement

Surgery

Not rated

Not rated

Not rated

Maternity

Requires Improvement

Good

Requires Improvement

Outpatients

Good

Good

Requires Improvement

Overall

Requires Improvement

Requires Improvement

Requires Improvement

Table 8b: Good Hope:

Table 8c: Solihull:
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Table 9: CQC Inspection Area Ratings for HEFT
source (CQC website Latest report published on 1
June 2015):
Rating
Safe

Requires improvement

Effective

Good

Caring

Requires improvement

Responsive

Requires improvement

Well-led

Requires improvement

10. Improvement of data quality
HEFT will be taking the following actions to
improve data quality (DQ):
•

•

7. Data Quality
HEFT submitted records during 2016/17 to the
Secondary Uses Service for inclusion in the Hospital
Episode Statistics which are included in the latest
published data.

•

Table 10: Percentage of records in the published
data which included the patient’s valid NHS
number is shown below:
Valid NHS Number

%

Admitted patient Care

99.69

Outpatient Care

99.83

Accident and Emergency

98.18

•

Table 11: The percentage of records in the
published data which included the patient’s valid
General Medical Practice code:
Valid GP Practice

%

Admitted Patient Care

100%

Outpatient Care

100%

Accident and Emergency

100%

8. Information Governance Toolkit
HEFT’s Information Governance Assessment Report
score overall score for 2016/17 was 40% and was
graded Red (not satisfactory).

9. Clinical coding error rate

A suite of DQ indicators form part of monthly
Directorate reports and will become a standing
agenda item on the Data Quality Steering
Group with action plans being put in place to
improve on performance.
Reports monitoring the timeliness against the
new target of within two hours for Admissions,
Discharges and Transfers (ADT) have been set
up with links on the Data Quality SharePoint
site for use by all operational inpatient areas.
A monthly DQ ADT matrix report detailing the
top three areas of concern across all divisions is
reported monthly to Matrons and Lead Nurses
and is monitored via the Care Quality Meeting.
The Trust employs a team of DQ staff within
the Finance Performance Directorate who raise
the importance of good DQ, validate activity
on a daily basis and also participate in the
training of staff in regards to the impacts of
inaccurate data as well as what good DQ looks
like for the Trust’s main systems.
A Data Quality Strategy and Data Quality Policy
are in place. The DQ team focuses on any areas
of concern that require improvement and
ensures actions are put in place to enable the
accurate reporting of data in a timely fashion
using the six dimensions of data quality model.

11. National quality indicators
A national core set of quality indicators has
been jointly proposed by the Department of
Health and Monitor (now NHS Improvement) for
inclusion in Trust Quality Reports from 2012/13.
The data source for all the indicators is the NHS
Digital (Note: formerly the Health and Social
Care Information Centre HSCIC) which has only
published data for part of 2016/17 for some of
the indicators. The Trust’s performance for the
applicable quality indicators is shown in Appendix
3 for the latest time periods available.
Further information about these indicators can be
found on the NHS Digital website:

http://content.digital.nhs.uk/

HEFT was not subject to the Payment by Results
clinical coding audit during the reporting period by
the Audit Commission (Note: the Audit Commission
has now closed and responsibility now lies with
NHS Improvement).
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Part 3:
Other information

management technicians will enable them to
prioritise their clinical pharmacy activity so that
patients admitted on or prescribed new high risk or
time critical medicines receive a timely review.

The selected indicators below relate to patient
safety, clinical effectiveness and patient experience
and present the Trust’s latest performance for
2016/17. Where applicable, these are governed by
standard national definitions.

The next patient safety initiative for the
medication safety work stream will be to focus on
reducing avoidable harm from high risk or time
critical medicines including injectable medicines.

Two of the patient safety initiatives for medication
safety and deteriorating patients are now part of
the Sign up to Safety campaign. There is further
information regarding this national programme
later in this report.

1. Patient Safety
1.1 Medication safety
Medication safety continues to be a high priority
for HEFT. The medication safety work stream,
aligned to Sign Up to Safety has been over-seeing
and leading on a number of improvement projects
to reduce avoidable harm from medication.

It is very important that information about any
changes to a patient’s medicines whilst they
have been in hospital is conveyed to the GP
or receiving healthcare setting at discharge.
Improving the quality of medicines information
at discharge has been a medication safety project.
A key performance indicator has been in place
to measure the proportion of discharge letters
containing information about whether a medicine
has started, been changed or stopped together
with the reasons why and to explicitly state where
there have been no intentional changes to preadmission medication. Using quality improvement
methodology the proportion of discharge letters
meeting the audit standards has improved over
the last few years from 51% in 2012/13 to 90.1% in
2016/17.

Reducing harm from missed and delayed doses has
been the focus for promoting timely administration
of antibiotics stat doses and treatment for
Parkinson’s disease. A medication bleep has been
introduced to alert staff across all three hospital
sites when doses are due and a ‘live’ dashboard has
been developed for both initiatives. The following
improvements have been seen with the antibiotics:
•

•

Antibiotics stat doses, from April 2016 to March
2017 – from 75.0 % to 79.8% given within one
hour. This supports the timely management of
sepsis.
The appropriateness of the use of piperacillintazobactam, i.e., prescribed in accordance with
guidelines or following microbiology approval
has improved from 71% at the end of 2015/16
to 83% at the end of 2016/17.

Antibiotic stat doses are now part of the Quality
Dashboard metrics. Continuing with the aim to
reduce harm from missed and delayed doses,
reports have been generated using enhanced
electronic prescribing functionality for a new pilot.
The enhanced electronic prescribing functionality
provides information to nurses about which
medicines are due to be administered later that
day and allows them to order the medicines
electronically if required. The key aim is to reduce
the number of medicines reported as unavailable.
A similar report for pharmacists and medicines
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Graph 7:

1.2 Deteriorating patients (sepsis)
Please see Priority 2 Improving early recognition
and management of sepsis and reduce hospital
acquired sepsis.

1.3 Infection control MRSA bacteraemia
There is a national zero tolerance for MRSA
bacteraemia. Nine post 48-hour MRSA bacteraemia
have been reported for 2016/17. Seven of these
cases were attributed to the Trust although one
of the seven was deemed to be a contaminant.
A MRSA reduction plan is being developed for
implementation throughout 2017/18.
Graph 8: MRSA bacteraemia cases for April 2014 to March 2017, with the annual threshold shown:

The trajectory for post 48 hour Clostridium
difficile cases was set at 64 for the year. The
Trust has exceeded this with a total of 76 cases
of Clostridium difficile reported. Each of these
underwent an in-depth post infection review
to determine whether the Clostridium difficile
could have been avoided. 58 of the 76 cases were
deemed to be unavoidable.
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Graph 9: C. difficile toxin-positive post-48 hour cases from April 2014 to March 2017 with the annual
threshold shown:

1.4 Incident reporting
The Trust actively encourages the reporting of
all types of incidents1 to ensure lessons can be
learned from such occurrences. A high level of
incident reporting is considered, by the Trust, as an
indication of a good safety culture.
Patient Safety Incidents (PSI) are broadly defined
as any incident causing or having the potential
to cause harm to a patient in receipt of care
or accessing Trust services. These incidents are
reported to the National Reporting and Learning
System (NRLS) in support of national data analysis,
comparison and learning.
Graph 10: Number of incidents reported to NRLS April 2012 – March 2017:

The definition of an incident is very broad and can be considered as any event which causes or has the potential to cause any of the
following;
•
Harm to an individual
•
Financial loss to an individual or the Trust
•
Damage to the property of an individual of the Trust
•
Disruption to services provided by the Trust
•
Damage to the reputation of the Trust

1
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Graph 11: Number of NRLS reportable incidents April 2012 – March 2017:

The incident reporting profile indicates that for
2016/17 the number of incidents reported has
increased over the financial year, with an overall
increase in low/no harm incidents and a decrease
in moderate/severe or catastrophic incidents. This is
an indication of a mature safety culture within an
organisation.
To date the Trust has reported 26,773 incidents
for this financial year. Of those 16,905 are patient
safety incidents reportable to the NRLS. This
demonstrates an increase in reporting compared to
the last financial year.

The incidents are reported from all locations where
Trust services are provided including primary
care settings. The profile of where incidents are
reported from remains broadly similar to last
year, with the majority of incidents reported from
Heartlands Hospital, Good Hope Hospital and
Solihull Hospital, which is a reflection of where the
Trust provides the majority of its services.
The top 10 categories of reported incidents present
little change in reporting patterns over this
financial year.

Graph 12: Top 10 Trust Incident Categories April 2016 - March 2017 (Note: Tissue Viability relates to
pressure ulcers):

Top 10 Incident Categories, April 2016 - March 2017
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Graph 13: Medication Incidents Reported to NRLS:

1.5 Serious Incidents (SI) and Never Events (NE) 2
The Trust uses incident risk rating and severity
of harm as one way to identify the most serious
incidents and decides how an incident should be
investigated.

or opportunity for learning), which are both
investigated by the Investigation team with clinical
experts assisting. This has resulted in the following
data for 2016/17:

In 2016/17 over 162 reported severe harm incidents
have been ‘scoped’ using the internal Initial
Incident Review proforma. The Trust has adopted
the approach to Serious Incident Investigation
that is in place at University Hospitals Birmingham.
There are now 2 categories of serious incidents;
STEIS reportable SI’s and Internal SI’s (SI reporting
criteria not met but deemed a safety concern

•
•
•

32 Serious Incident investigations in line with
the Trust Incident Management Policy and the
National Serious Incident Framework.
23 Internal Serious Incident investigations led
by the Trust Investigations Team.
30 local level RCA’s led by the Directorate
Team with oversight from the investigation/
governance teams.

Table 12: Trust Serious Incident Investigations from 2011/12 – 2016/17 (Note: NE is Never Event, PNE is a
potential Never Event):
Site

2011/12

2012/13

2013/14

2014/15

2015/16

2016/17

BHH

11

7 (2xNE)

7 (1x NE)

17 (1xPNE)

19 (5xNE)

30 (1xNE)

GHH

1

3 (1xNE)

4 (2xNE,
1xPNE)

6

5

21 (1xNE)

SH

5

1

3 (2xNE)

2 (1xNE)

4 (1xNE)

4

Other

-

-

1

-

-

-

Total

17

11

15

25

28

55

Never Events are defined as ‘serious, largely preventable patient safety incidents that should not occur if the available preventative
measures have been implemented by healthcare providers’.

2
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Table 13: Trust Serious Incident investigations 2016/17 by Division:
Total number Serious Incident Investigations
Division 1 – Clinical Support Services

3

Division 2 – Women & Children’s Services

17

Division 3 – Emergency Care

17

Division 4 – Medical Specialities

1

Division 5 – Surgery

17
confirmed that the DOC is required the patient or
patient’s representative is informed of the incident
by a nurse or doctor with appropriate seniority,
and where possible, the member of staff should be
known to the patient/patient representative.

This year the Trust has had two Never Events:
•
•

Wrong eye injection – Ophthalmology
(Division 5)
Misplaced naso-gastric tube – Stroke
(Division 3)

The Trust has continued to actively share and
disseminate learning from serious incident
investigations with ‘Safety Lessons of the Month’,
doctors’ ‘Risky Business Forum’ and ‘SI at a Glance’
reports. It is also continuing to work with the
commissioners to share learning from incidents and
best practice incident management across the local
healthcare economy.

1.6 Duty of Candour
As of November 2014, NHS England required
a contractual duty of openness to be included
in all commissioning contracts, called ‘duty of
candour’ (DOC). This meant that NHS organisations
were contractually required to tell patients
about adverse events where moderate, severe
or catastrophic harm has occurred, and ensure
that lessons are learned to prevent them from
being repeated. The essence of ‘being open‘ is
that patients, relatives and carers should receive
the information required to understand what
has happened, receive an apology, details of the
investigation and assurance that lessons will be
learned to help prevent the incident reoccurring.
These principles are not new, and are outlined in
the Trust’s ‘Being Open’ policy. This year the Trust
has taken the opportunity to review the process, by
which DOC is implemented.
Compliance within the Trust is monitored
monthly and data also provided to the Clinical
Commissioning Group (CCG).
Moderate and above harm incidents reported to
Datix (incident reporting software) are reviewed
by the handler as soon as is reasonably practicable
following the incident occurrence. The level of
harm is confirmed by the handler and if necessary
an initial incident review will be requested to
confirm the level of harm. Once it has been

Verbal DOC is applied within 24-48 hours, the
Duty of Candour Conversation: Verbal Notification
Proforma is completed and filed in the healthcare
records. The verbal DOC is followed up with
written DOC, if further investigation is going to
be undertaken; details are included in the written
DOC.
Following any investigation the report is made
available to patient/patient representative.
DOC compliance is reported to the Clinical
Commissioning Group (via the Trust’s Performance
Team) on a monthly basis. Compliance is assessed
on the tenth working day of each month for
incidents reported two months previously, i.e., two
months in arrears.

1.7 Morbidity and mortality
The Trust monitors monthly mortality rates using
crude number of deaths, the Hospital Standardised
Mortality Rate (HSMR), and the Summary Hospital
Level Mortality Indicator (SHMI) available from the
Hospital Evaluation Data tool (HED) and quarterly
from NHS Digital. It also monitors monthly surgical
mortality and complications outcomes provided
by the CRAB tool. (Copeland Risk Adjusted
Barometer).
The outcomes of the National Audits and surgeon
specific data are also reviewed. A regular report on
mortality indicators and review of alerts is reported
to Trust Board, Quality Committee and the Clinical
Quality Monitoring Group (CQMG).
The Trust has been trialling sending daily
emails detailing mortality information to senior
managers and this will be rolled out over the next
month. Any anomalies or unexpected deaths are
investigated with thorough clinical engagement.
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1.7.1 Summary Hospital-level Mortality
Indicator (SHMI)
The Health and Social Care Information Centre
(HSCIC) first published data for the Summary
Hospital-level Mortality Indicator (SHMI) in October
2011. This is the national hospital mortality
indicator which replaced previous measures such as
the Hospital Standardised Mortality Ratio (HSMR).
The SHMI is a ratio of observed deaths in a trust
over a period time divided by the expected number
based on the characteristics of the patients treated
by the trust. A key difference between the SHMI
and previous measures is that it includes deaths
which occur within 30 days of discharge, including
those which occur outside hospital.

measure can be used to identify whether hospitals
are providing good or poor quality care1. An
average hospital will have a SHMI around 100;
a SHMI greater than 100 implies more deaths
occurred than predicted by the model but may
still be within the control limits. A SHMI above
the control limits should be used as a trigger for
further investigation.
The Trust’s latest HSCIC published SHMI is 97 for
the period July 2015 to June 2016 which is within
tolerance band 2 and published on the HSCIC
website.
SHMI for April 2016 to November 2016 was 94 due
to 2,835 observed mortalities and 3027 expected.

The Summary Hospital-level Mortality Indicator
should be interpreted with caution as no single
Graph 14: Information taken from HED (Healthcare Evaluation Data) tool:

1.7.2 Hospital Standardised Mortality
Ratio (HSMR)
The Trust has concerns about the validity of the
Hospital Standardised Mortality Ratio (HSMR)
which was superseded by the SHMI but it is
included here for completeness. The validity and
appropriateness of the HSMR methodology used
to calculate the expected range has however been
the subject of much national debate and is largely
discredited. The Trust is continuing to robustly
monitor mortality in a variety of ways as detailed
above.
HEFT HSMR in 2016/17 (April- December) was 97:
1970 observed mortalities out of 2020 expected,
calculated using the HED tool.

Freemantle N, Richardson M, Wood J, Ray D, Khosla S, Sun P, Pagano, D. Can we update the Summary Hospital Mortality Index
(SHMI) to make a useful measure of the quality of hospital care? An observational study. BMJ Open. 31 January 2013.

1
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Graph 15: Information taken from HED tool:

The Trust has seen a steady decline in its monthly
HSMR over the last three years since a peak during
2013. It should be noted that following the move
to a new patient administration system in July
2014 it was identified that there was a period of
inaccurate inputting of the type of admission with
more patients being coded as emergency rather
than elective admissions. As a result the HSMR
and SHMI may have been affected for the periods
covering data July 2014-end of March 2015 and
was not reliable for mortality measurement. The
current data provided is based on reliable data.

1.7.3 Crude mortality
The graph below shows the Trust’s crude mortality
rates for emergency patients. The crude mortality
rate is calculated by dividing the total number of
deaths by the total number of patients discharged
from hospital in any given time period. The
crude mortality rate does not take into account
complexity, case mix (types of patients) or seasonal
variation.

Graph 16:

1.7.4 CRAB surgical mortality
Graph 17: The CRAB 30 day surgical mortality observed/expected (O/E) ratio continues to show a level at
or significantly below the normal ratio of 1, which means HEFT is within accepted limits.

*The final data point may be subject to change due to late reported data
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Graph 18: Overall risk adjusted surgical complication rate.
The overall morbidity rate for the surgical specialties has dropped to within the normal expected ratio.

1.8 Patient experience
The Trust measures patient experience feedback
received in a variety of ways, including local and
national patient surveys, the NHS Friends and
Family Test, complaints, concerns and compliments.
This vital feedback is used to make improvements
to our services and we are monitoring how these
improvements are embedded throughout the Trust.

1.8.1 Inpatient satisfaction
On all inpatient wards patients are asked to
comment on their experience with us. During 201617, 36,000 inpatients provided feedback. Patients
are asked to rate their satisfaction with the care
they received during the daytime and at night.
Patients’ experiences of services and care at the
weekend are also monitored.
As an overall measure over the year patients
reported 86% satisfaction (average data April 2016
– March 2017) with their care as a whole.
The Trust has an online dashboard which all ward
areas use to monitor patient, carer and relative’s
feedback about care provided. This includes both
the statistical ratings of their ward and also the
specific written comments that are also provided
by patients, carers and relatives. Whilst ward areas
look at these comments to identify themes to assist
in their continuous improvement, in the main these
comments are very positive and motivational for
staff in clinical areas, in understanding what they
have done well.
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The Divisional triumvirates are asked to report
their patient experience data monthly via ward to
Board reporting mechanisms and account for any
exceptions in performance.

1.8.2 Friends and Family Test (FFT)
The FFT is a single question survey which asks
patients whether they would recommend the NHS
service they have received to friends and family if
they were in need of similar treatment or care. In
line with national practice driven by NHS England,
the Trust presents results as a percentage of
respondents who would recommend the service
(either likely or extremely likely to recommend the
Trust’s care) to their friends and family.
The Trust undertakes this feedback work across
inpatient care, the emergency department,
maternity services, outpatients, day case surgery
and community services.
In the graphs below the solid lines represent
proportion of patients who responded positively
about their care. The dotted lines represent the
proportion of patients who participated. The grey
lines represent the regional picture; the coloured
lines represent the Trust’s performance.
The data below shows that the Trust achieved
an average during the year of 94% positive
recommendation. The average score during 2015
– 16 was 93.4%. The average score for the region
was 95%.
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Graph 19: FFT Inpatients (Note: HOE is HEFT):

The graph below shows that the Trust achieved
an average during the year of 82% positive
recommendation. The average score during 2015 –
16 was 79%. The average score for the region was
85.6%.
Graph 20: FFT Emergency Department:

Further information can be found in Priority 4.
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1.8.3 Patient comments (FFT)
Through its FFT work, the Trust received over
135,000 comments from patients, carers and
relatives about their experiences of care during
2016 – 17. The vast majority of these comments,
91%, have been positive reflections of care and
treatment and these comments are used at service
level to reinforce these positive examples to follow
with staff.

a particular rating though the FFT. The positive
nature of most of the comments are also used
to assist in staff morale and motivation in
understanding what it is that patients have
appreciated most about their care and treatment.
In conjunction with other feedback such as the
complaints and concerns, the suggestions for
improvement provide local areas with some
narrative about what patients would like to see
improved.

The online dashboard where these comments
can be accessed is embedded in practice across
the organisation. The graphs and tables below
show the proportion of positive versus requires
improvement comments by location.

A Patient Expertise Steering Group is being
established with matrons from Divisions and
specialties to review patient feedback and develop
work streams to improve patient experience across
the Trust.

The comments provided by patients are used
locally to understand why patients have provided
Graph 21:

Table 14:
HEFT Service

Top 3 Improvement Themes
Attitude

Outpatient

Care
Communication
Attitude

Emergency

Care
Waiting times
Attitude

Inpatient

Care
Environment
Attitude

Maternity

Environment
Care
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1.8.5 Learning from Excellence launched in
Maternity and Critical Care

Some specific examples are shown below.

1.8.4 Positive feedback
•

•

•
•
•
•

Whilst compliments are not yet routinely
collated across the Trust, 115 compliments have
been recorded during 2016 – 17 via the Trust’s
Patient Services Team. These compliments have
either been made within a letter of complaint
e.g. ‘the nurses on ward 21 were angels’ or as
a letters of thanks sent directly to the Patient
Services Team.
It should be noted that compliments are
received in a variety of ways across the Trust
from a thank you card, a verbal thank you,
boxes of chocolates for the ward staff through
to letters to the Chief Executive. At present
there is no overall collation of these, however
the comments received via the FFT referred to
above, do provide a useful indicator of what
drives compliments. Some examples of these
are provided below:
GHH Ward 2 – ‘Very professional, they
explained things to me and they are all very
friendly’.
SH AMU – ‘The nurse explained to us
everything that was happening, she was very
friendly and made me feel at ease’.
BHH 19 – ‘Communication very good, support
when needed and treatment explained when
asked about details.’
Community – ‘Staff were knowledgeable,
caring and great at providing strategies for my
daughter to help improve her condition. We
are grateful for the help we have received’.
(Children’s Nursing Services – Bishop Wilson
Clinic).

•

Safety in healthcare has traditionally focused
on avoiding harm by learning from error. This
approach may miss opportunities to learn from
excellent practice. Learning from Excellence
(LfE) will provide a way of identifying,
capturing, celebrating and learning from
episodes of excellence.

1.8.6 How the Trust is using this feedback
Our feedback, including complaints, tells us
that a large proportion of patient experience
improvements centre around how well we
communicate with patients, relatives and carers
and how we build our systems and provide care
and treatment with the patient in mind.
The continued development of the nursing quality
dashboard and the ward to Board assurance
framework will assist the Divisions by highlighting
feedback received and themes for action.
Over the year we have continued to work closely
with the Patient Community Panels (PCP) members
who have kindly contributed to the work-streams
described below:

Table 15:
Date

Task

Details

January to June 2016

PLACE (Patient Led
Assessments of the Care
Environments)

Members assisted with PLACE inspections on all 3 sites in the
role as patient inspectors.

April 2016

Quality Review

A quality review took place at Good Hope on Ward 17 in April
2016 and results fedback to ward and Division management.

May 2016

Maternity Surveys

Surveying of maternity patients. These were undertaken at Good
Hope and Heartlands hospitals and fedback to the Heads of
Division.

September and October
2016

Open visiting surveys

Patient, visitor and staff surveys were undertaken to obtain views
on the Open Visiting policy, which was introduced in 2015, on
behalf of the Deputy Chief Nurse.

September / October 2016

Telephone calls to wards

PCP members contacted inpatient wards/areas to survey staff
attitude, responsiveness (Kate Grainger – ‘Hello my name is . . .’
campaign)and understanding of open visiting.

October 2016

Mock CQC inspections

2 PCP members/Governors from each panel attended Mock CQC
inspections.
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October 2016

Improving the experience of
patients in pain

PCP participated in a task and finish group focussing on
improving the experience for patients in pain.

January 2017

Observing hand washing

Members assisted the Infection Control department with
observing of hand washing of staff and relatives.

February 2017 to June 2017

PLACE

Members assisted with PLACE inspections.

1.8.7 National survey programme
The Trust participated in the national inpatient
patient experience survey on behalf of the Care
Quality Commission (CQC).

A series of sessions will be held in 2017 with
senior clinical staff, in conjunction with the Picker
Institute, to understand the reason for the scores
report and to develop action plans for each of the
areas mentioned above.

1.8.8 National Inpatient Survey

1.9 Complaints

Areas highlighted for improvement included:

A rigorous quality assurance process was
implemented for complaint responses and
embedded at the beginning of 2016. Following
this the Trust sought to reduce the number of
open complaints and improve the timeliness of
complaint handling. The Trust has focussed on
how complaint responses are managed and the
improvements required, building on the work of
the previous year. The graphs below demonstrate
progress with this over the year.

•
•
•

Planned admission: Not offered a choice of
hospitals
Admission: Had to wait a long time to get a
bed on a ward
Discharge: Did not feel involved about
decisions about discharge from hospital

Graph 22: %Compliance with complaint closures within 30 working days:

* Data for March will be finalised mid May 2017
(30 working days from the end of March 2017).
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The Trust has a trajectory to reach 85% of
complaints closed within 30 working days by the
end of quarter 4 2018. This will be monitored
routinely throughout the year.
During the year 1,120 complaints were received
and 1309 complaints were closed. The bars in the
graph below represent the numbers by month.
Graph 23: Number of complaints received and closed by month:

The graph below demonstrates progress against
the reduction in the numbers of complaints live in
the system at a point in time.
Graph 24: Numbers of all current complaints by month:
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Complaint handling training has been provided
across the Trust to senior managers, heads of
nursing, matrons, and ward sisters/charge nurses.
This training has been interactive using live
(anonymised) examples of complaints received.
A thematic analysis of all complaints received is
undertaken. From the 1120 complaints received,
1936 themes were identified. The top ten of these
are shown in the graph below.

Graph 25: Themes evident in complaints:

Part of the quality review of each complaint,
prior to a final response being sent to the
complainant, focuses on the rigour of any actions
to be implemented as a result of each complaint
and whether actions are sufficient in order to
address the complaint. Divisional leads are working
with the complaints team to compile details
of all actions pledged as a result of complaint
investigations to allow them to monitor and ensure
lessons are learnt from complaints and provide
assurance that improvement to enhance patient
experience is taking place.

provided through contractual reporting to the
CCG. During the coming year Divisions will be
provided with a quarterly log of all actions,
which have been pledged through compliant
investigations. They will be asked to provide
assurance of the implementation of these actions.

Where failings in care and service are identified
through a complaint investigation, the Division
will provide an action plan detailing the measures
being taken to minimise the likelihood of a
recurrence. These actions are feedback to the
complainant either through the complaint
response or through a meeting with key senior
staff.

Some examples of improvements made as a result
of patient complaints include: tissue viability
training; information notice boards in place;
changes in practice to improve patient hygiene;
auditing buzzer proximity to patients; and a broad
range of training and refresher activities.

Assurance of action plan implementation is
delivered locally through divisional governance
structures and examples of action plans are
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Examples of this learning are customer care study
days facilitated by NHS Elect and the education
team, complaints training provided Trust wide
on an ongoing basis by the Heads of Patient
Experience.

1.10 Parliamentary Health Service
Ombudsman (PHSO)
The PHSO provides a service to the public by

Annual Report and Accounts 2016/17

undertaking independent investigations into
complaints that government departments, a range
of other public bodies in the UK, and the NHS in
England, have not acted properly or fairly or have
provided a poor service. The aim of the PHSO is to
provide an independent high quality complaint
handling service that rights individual wrongs,
drives improvement in public services and informs
public policy.
During 2016/17, the PHSO requested information
regarding twenty-seven complaints, an increase of
one compared with previous year 2015-2016.
Five complaints were upheld by the PHSO and six
were partially upheld. 14 complaints were not
upheld. The Trust was notified originally of these
referrals during 2016/17 or previously. A total of 16
complaints remain on-going or are in the process
of being scoped by the PHSO. The Trust has action
plans in place to address these issues or have acted
in accordance with PHSO advice.
The Complaints Department is currently in the

process of mapping the correlation between
re-opened complaints and those referred to the
PHSO to gain a more in-depth understanding of
why complainants may remain dissatisfied with the
initial responses to their complaints.

1.11 Single Oversight Framework
Please see Appendix 2.

1.12 Sign up to Safety
The national Sign-up to Safety Campaign was
launched in 2014 and aims to make the NHS the
safest healthcare system in the world. The ambition
is to reduce avoidable harm by 50% in the NHS
over the next three years and save 6000 lives.
The Trust joined the Sign-up to Safety Campaign
in December 2015. The Trust has committed to the
actions it will undertake in response to the five
National Sign-up to Safety pledges (table 16).

Table 16 – National Sign-up to Safety Pledges:

Prior to the formal sign up process staff were
consulted with to identify safety priorities. In
the interest of openness and transparency initial
priorities were drafted and then refined through
collaborative consultation with key teams and
individuals. Following this four safety priorities
were identified to reduce avoidable harm (table 2).
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Table 16 – HEFT Sign-up to Safety priorities:
•

babies resulting from suboptimal telephone
advice and triage of women within the
community.
To reduce avoidable harm to mothers and
babies from delays of access to theatre for
emergency caesarean section.

The Sign-up to Safety Steering Group meet
quarterly to monitoring the progress of the safety
priorities. Quarterly progress reports are submitted
to the Chief Nurse.

Improvement work concerning each of the
safety priorities is led by a designated Safety
Improvement Lead supported by a multidisciplinary Safety Improvement Team. The teams
work with relevant clinical areas to involve patients
and the public. Each safety priority has additional
work-streams which will focus on areas for
improvement.

Safety Priority 1 – reducing harm from
deterioration including sepsis
•
•

To improve early recognition and management
of sepsis and reduce hospital acquired sepsis.
To improve early recognition, appropriate
monitoring and management of patients at risk
of deterioration.

Safety Priority 2 – reducing medication
related harm
•
•
•

To reduce avoidable harm from omissions and
delays in medication.
To reduce avoidable harm from medication
errors.
To reduce avoidable harm from high risk
medicines (HRM’s).

Safety Priority 3 – reducing harm from
pressure ulcers
•
•

To reduce the number of avoidable grade 2,
and grade 3 device related pressure ulcers.
To reduce non-hospital grade 2 pressure ulcers
deteriorating to avoidable grade 3 pressure
ulcers.

Safety Priority 4 – reducing harm in
maternity services
•

46

To reduce avoidable harm to mothers and
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Table 16: Glossary of Terms:
Term

Definition

A&E

Accident & Emergency – also known as the Emergency Department

Acute Trust

An NHS hospital trust that provides secondary health services within the English National
Health Service

Administration

When relating to medication, this is when the patient is given the tablet, infusion or
injection. It can also mean when anti-embolism stockings are put on a patient.

Bacteraemia

Presence of bacteria in the blood

Bed days

Unit used to calculate the availability and use of beds over time

Benchmark

A method for comparing (e.g.) different hospitals

Care Quality Meeting

a HEFT meeting chaired by the Chief Nurse, which assesses the quality of care, mainly
nursing

CCG

Clinical Commissioning Group

Clinical Audit

A process for assessing the quality of care against agreed standards

Clinical Coding

A system for collecting information on patients’ diagnoses and procedures

Clinical Dashboard

An internal website used by staff to measure various aspects of clinical quality

Commissioners

See CCG

Concerto

Patient administration system

Congenital

Condition present at birth

CQC

Care Quality Commission

CQMG

Clinical Quality Monitoring Group; a HEFT group chaired by the Executive Medical
Director, which reviews the quality of care, mainly medical

CQUIN

Commissioning for Quality and Innovation payment framework

Datix

Database used to record incident reporting data

Day case

Admission to hospital for a planned procedure where the patient does not stay overnight

Division

Specialties at HEFT are grouped into Divisions

ED

Emergency Department (previously called Accident and Emergency Department)
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Term

Definition

Elective

A planned admission, usually for a procedure or drug treatment

Episode

The time period during which a patient is under a particular consultant and specialty.
There can be several episodes in a spell

Foundation Trust

Not-for-profit, public benefit corporations which are part of the NHS and were created
to devolve more decision-making from central government to local organisations and
communities.

GI

Gastro-intestinal

GP

General Practitioner

HCS

Healthcare Commissioning Services

Healthwatch Birmingham

An independent group who represent the interests of patients and the public.

HEFT

Heart of England NHS Foundation Trust

HES

Hospital Episode Statistics

HSCIC

Health and Social Care Information Centre

HSMR

Hospital Standardised Mortality Ratio

IT

Information Technology

ITU

Intensive Treatment Unit (also known as Intensive Care Unit, or Critical Care Unit)

MEWS

Modified Early Warning System

MINAP

Myocardial Ischaemia National Audit Project

Monitor

See NHS Improvement

Mortality

A measure of the number of deaths compared to the number of admissions

MRSA

Meticillin-resistant Staphylococcus aureus

Myocardial Infarction

Heart attack

NaDIA

National Diabetes Inpatient Audit

NBOCAP

National Bowel Cancer Audit Programme

NCAA

National Cardiac Arrest Audit

NHS

National Health Service

NHS Improvement

Independent regulator of NHS Foundation Trusts

NIHR

National Institute for Health Research
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Term

Definition

NRLS

National Reporting and Learning System

Observations

Measurements used to monitor a patient's condition e.g. pulse rate, blood pressure,
temperature

Peri-operative

Period of time prior to, during, and immediately after surgery

NHSE Public Health

Public Health England

PROMs

Patient Reported Outcome Measures

Prophylactic / prophylaxis

A treatment to prevent a given condition from occurring

RCA

Root cause analysis

Readmissions

Patients who are readmitted after being discharged from hospital within a short period
of time e.g., 28 days

Safeguarding

The process of protecting vulnerable adults or children from abuse, harm or neglect,
preventing impairment of their health and development

SHMI

Summary Hospital Mortality Indicator

SSNAP

Sentinel Stroke National Audit Programme

Trajectory

In infection control, the maximum number of cases expected in a given time period

UHB

University Hospitals Birmingham NHS Foundation Trust

VTE

Venous thromboembolism – a blood clot
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Part 4: Statements from
Stakeholders

2017/18.
1.6

Despite an inconsistent performance on
the quality improvement target of ‘reduce
maternal harm through the category
caesarean section1’ the Trust has taken a
decision to discontinue with this priority.
No explanation or rationale has been
provided, though some initiatives are
listed for acting upon in 2017/18.

1.7

Positive work has been undertaken by the
Trust in improving the Friends and Family
Test (FFT) responses within the Emergency
Department (ED). It is pleasing to see that
through the hard work and commitment
of staff the Trust has improved the
experience of patients, families and
carers. It was good to read that the
Trust has responded to complaints and
FFT themes to provide customer service
training in ED – this is clearly having an
impact.

1.8

Two new priorities are to be introduced
for 2017/18 – reducing surgical site
infection (SSI) after major surgery and
improve infection rates for Clostridium
difficile and/or MRSA. Though the
reader is provided with little detail on
the rationale for choosing these new
priorities; for example information on
the baseline and proposed targets for SSI
and details of the initiatives that will be
undertaken to support delivery against
these targets.

1.9

The Quality Account lacks information on
reduction in pressure ulcers; it would have
been good to have included this as it is a
priority identified in the Trust’s ‘sign-up to
Safety’ Pledge. Improvements were made
last year (2016/17) though the Trust failed
the year end KPI target for reduction of
Grade 3 pressure ulcers. There has been
much work undertaken in addressing
this issue and it would be helpful for this
to remain a focus, particularly as tissue
viability is the greatest reported reason
for incidents.

1.10

It was positive to read about the greater
psychological input being provided as a
response to the Sentinel Stroke National
Audit Programme data results together
with the improved admission pathway for
Stroke patients.

1.11

It was pleasing to read that the Trust
actively shares learning from Serious
Incident investigations through a variety
of forums and mechanisms across the
organisation.

1.12

The section on National Quality Indicators
is well presented and clearly provides
the reader with details of the Trust’s

Birmingham Cross City CCG
Heart of England NHS Foundation
Trust
Quality Account 2016/17
Statement of Assurance from
Birmingham CrossCity CCG May
2017
1.1

Birmingham CrossCity Clinical
Commissioning Group (BCC CCG), as
coordinating commissioner for Heart of
England NHS Foundation Trust (HEFT),
welcomes the opportunity to provide
this statement for inclusion in the Trust’s
2016/17 Quality Account.

1.2

A draft copy of the Quality Account was
received by BCC CCG on the 25th April
and the review has been undertaken
in accordance with the Department
of Health Guidance. This statement
of assurance has been developed in
consultation with neighbouring CCGs.

1.3

In the version of the Quality Account we
viewed some full year data was not yet
available and so we have not been able to
validate those areas; we assume, however,
that the Trust will be populating these
gaps in the final published edition of this
document.

1.4

1.5
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The Trust’s 2016/17 quality priority of
‘Reducing avoidable harm to patients
from omission and delay in receiving
Parkinson’s disease medication’ target of
90% was not achieved; however, there
have been significant improvements
across the three hospital sites, moving
from 53% to 75%. It is of note that the
Trust has received local and national
recognition for this work and in particular
the team winning the Parkinson’s
excellence in network award. The CCG
supports the Trust’s decision to maintain
this as a priority for 2017/18.
The CCG is pleased to note that the Trust
is to continue focusing on the issue of
sepsis in the coming year, revising the
scope to ‘improve early recognition and
management of sepsis’. The information
provided in the Quality Account does
not clearly state what the target was for
2016/17, how the Trust performed nor
does it identify what the target will be in
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performance, comparative national data
and information on actions to be taken to
improve results.
1.13

The CCG would have liked the account
to have contained more information on
infection control and the neonatal unit.

1.14

We have made some specific comments
to the Trust directly in relation to the
Quality Account which we hope will be
considered as part of the final document.
These include: gaps in data (sepsis);
completion of the ‘actions’ area of the
audit table; revision of the wording
around MRSA; and comments on the
complicated and technical aspects of the
mortality section.

1.15

As commissioners, we have worked
closely with HEFT over the course of
2016/17, meeting with the Trust regularly
to review the organisations’ progress in
implementing its quality improvement
initiatives. We are committed to engaging
with the Trust in an inclusive and
innovative manner and are pleased with
the level of engagement from the Trust.
We hope to continue to build on these
relationships as we move forward into
2017/18

Barbara King
Clinical Accountable Officer
Birmingham CrossCity CCG
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Healthwatch Birmingham
Statement from Healthwatch
Birmingham on Heart of England
NHS Foundation Trust Quality
Account 2016/2017
Healthwatch Birmingham welcomes the
opportunity to provide our statement on the
Quality Account for Heart of England NHS
Foundation Trust 2016/17. In line with our role, we
have focused on the following:
•
•
•

The use of patient and public insight,
experience and involvement in decisionmaking;
The quality of care patients, the public, service
users and carers access and how this aligns with
their needs;
Variability in the provision of care and the
impact it has on patient outcomes.

Patient experience and feedback
Healthwatch Birmingham recognises the Trust’s
use of different methods to measure patient
feedback including surveys, Friends and Family Test,
complaints, concerns, and compliments. Equally,
the use of these to make improvements to services.
What we would also like to see in next year’s
report is:
•

•

A demonstration of how patient feedback
and experiences have been used to develop
priorities for the 2018/19 Quality Account in
the 2017/18 Quality Account;
Changes in practice or improvement to services
that have been made as a result of patient
feedback and experience in the 2017/18 Quality
Account.

We commend the Trust on the improvement made
in the Friends and Family Test (FFT) scores although
unfortunately the positive responder rate is still
below the regional score for 2016/17. We note that
the response rate is above the regional score but
Graph 5 shows that whilst there was a significant
increase in the response rate between May and
December 2016, the response rate decreased
between December 2016 and February 2017 by at
least 6%. A comparison of the FFT scores indicates
that the positive responder rate is higher for
inpatients than for the emergency department.
Conversely, the Friends and Family Test scores
on patients having a positive experience of care
after being discharged from A & E has continued
to decrease (From 88.71 in 2013/14 to 79.50% in
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2015/2016) and is lower than the national average
(84.39%).
Healthwatch Birmingham recognises the changes
and plans that have been made to improve patient
experience in the Emergency Department. We
believe that plans to institute an ‘always event’ and
review the care quality metrics in ED will provide
the foundation for partnering with patients
and their families; and demonstrate the Trusts
commitment to person-centred care. This will
require the Trust to understand what is important
to patients and families. Therefore co-production
will be key to ensuring the Trust meets the
patients’ needs. In order to achieve this, there is a
need to further improve the FFT response rate.

Learning from patient feedback and
experiences:
We note that the Trust is using ‘excellent practice’
as a tool for learning in addition to learning from
feedback and complaints. We agree that this is
beneficial. The report states that concerns raised
through learning were on:
•
•
•

communication with patients, relatives and
carers;
how the Trust builds its systems and provide
care; and
treatment that is patient centred.

The Trust should indicate how it intends to
address these issues, for instance giving more
detail in the report on how the Trust will improve
communication with patients, relatives and carers.
We welcome the National Inpatient Experience
Survey conducted by the Trust on behalf of Care
Quality Commission. We ask the Trust to further
involve patients in review sessions to be held in
2017. This will help the Trust to better understand
the reasons for the scores received (in particular on
lack of choice and not feeling involved in decisionmaking around discharge) and develop plans that
will capture the needs of patients. We welcome
the Trust’s work to gain an in-depth understanding
of why people may remain dissatisfied with their
initial response for complaints cases that are
re-opened or referred to the Parliamentary and
Health Service Ombudsman (PHSO). This will help
the Trust to identify where changes are needed
including the complaints process. The Trust should
consider involving service users to deepen this
understanding.
Healthwatch Birmingham asks the Trust to
consider developing a strategic plan for involving
patients and the public. This would demonstrate
commitment across the Trust to using patient and
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public insight, experience and involvement in
order to understand barriers to improving health
outcomes. It will also make clear, arrangements for
collating feedback and experience.

Variability in healthcare
Parkinson’s disease
The Trust has not met its target of 90% of
inpatients receiving their Parkinson’s disease
medication within 30 minutes. For the 2016/17
period, the percentage increased to 75% and we
therefore welcome this priority being carried over
to 2017/18. The way data (Graph 1a and 1b) has
been presented does not give insight into how
each of the three hospital sites are performing
individually. Aggregating data based on Hospital
would make clear the change each hospital needs
to make to achieve this priority.
We welcome the inclusion of patient experiences
in the review being carried out by the Trust to
identify reasons for omissions and delays in the
administration of Parkinson’s disease medication.
We would like to see examples in the 2017/18
Quality Account on how patient experiences have
informed any changes you make following these
reviews.

Sepsis
Following the implementation of the framework
for delivering the CQUINN in Quarter 1 and 2,
improvement in the percentage of eligible patients
receiving screening in the Emergency Department,
has been inconsistent. The percentage of eligible
patients receiving screening has decreased in
Quarter 2 and 3 from 56% in Quarter 1 to 42.99%
in Quarter 2 and 46.27% in Quarter 3. We do
acknowledge the improvement for inpatients from
18.5% in Q1 and 68.4% in Quarter 3.
The report also indicates that in Quarter 2 only
31% of patients (emergency) requiring antibiotics
received antibiotics which increased to 67% in
Quarter 3. In addition, only 10% of the 31% in
emergency received antibiotics and an empirical
review compared to 37.78% for inpatients. We
are concerned that there appears to be a variation
in the quality of care received depending on
how individuals access the service. For instance,
inpatients are more likely to receive antibiotics and
a review in contrast to patients in the Emergency
Department.

Care Quality Commission rating
Based on a 2014 inspection, HEFT is rated ‘requires
improvement’ in all domains. It is also rated
inadequate in the ‘responsive and well-led’ domain
for emergency care (Birmingham Heartlands).
Good Hope rated ‘good’ under maternity for the
‘responsive’ domain. We note that the Trust is
awaiting results of a 2016 CQC inspection. We hope
to see improvement in these ratings based on the
action plans set out following the 2014 inspection.
Regarding the National Quality Indicators on
the Patient Reported Outcome Measures Scores
(PROMS), Re-admission, and patient experience
indicator, the Trust has not provided up to date
data. The Trust should also consider indicating the
national data to enable comparison. Considering
that the issue of readmissions and patient
experience were points of concern in the CQC
inspection of 2014, we would have liked to see
a clearer approach to addressing these issues. If
there is a plan in place, the Trust should consider
referring to this in the actions they intend to take.

Mortality
The report shows that the percentage of patient’s
deaths with palliative care coded at diagnosis or
speciality level has increased. When contrasted
with National performance, HEFT is 25.9% above
the best performing Trust (0.6%) on the mortality
indicator. We note that one of the initiatives taken
to address this indicator is the development of a
Patient Safety Group. We look forward to hearing
how the patient safety group has helped the trust
to make improvement and will continue to do so
through 2017/18.

Patient safety
The number of reported incidents continued to
increase over the years and there are 2,944 more
patient safety incidents reported by the Trust
(April 2016 and September 2016) compared to
the national average. More concerning is that
the number of reported incidents is 8267 with 57
resulting in serious harm for 2016/17. We agree
that higher reporting numbers are a sign of a
safety culture within the Trust but they could also
be a sign of variability in the quality of care.
We note that the Trust uses ‘Safety Lessons of the
month’, doctors ‘Risky Business Forum’ and ‘Serious
Incident at a Glance’ reports to share learning from
serious incident investigations. The Trust should
consider including examples of learning and the
impact on service delivery, access or quality.
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To conclude - we commend the Trust for being

one of the best performing trusts in the country in
relation to meeting cancer operational standards.
Equally, for winning the Parkinson’s Excellence
Network Awards which recognise and celebrate
outstanding services that make a difference to
people in the UK affected by Parkinson’s disease.
Andy Cave

CEO
Healthwatch Birmingham
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Joint Health Overview and
Scrutiny Committee comments
The Scrutiny Committee were disappointed with
the late submission of this year’s Quality Account
statement for discussion at their Scrutiny Board
meeting on Wednesday 26 April. Many of the
Councillors had not had the time to digest the
comprehensive information in the report. Some of
the Councillors commented on the nature of the
incomplete information and highlighted that they
felt unable to provide a coherent commentary as
there was incomplete data and a lot of the data
provided within the report had not been accurately
verified.
However, a number of comments were made
about the account at the joint meeting and this is
reflected below:
•

•

•

There was a need for greater numbers of
staff to have training in managing change
and problem-solving as a means of dealing
with challenges of working within the health
service.
There were still significant challenges in respect
of discharge that needed to be addressed,
particularly with managing the availability
and accessibility of appropriate medication.
It was hoped that the electronic prescribing
system would help improve efficiency and
effectiveness.
It was helpful to see more patient experience
data within the report but there was scope to
further improve this. It would be useful to see
more evidence of how patients / service users
have shaped changes in policy and practise,
the lessons learnt from Serious Incidents and
how the Trust ensures that there is no bias with
engagement and feedback activities.

The Scrutiny Committee will want to take a strong
oversight of the proposed merger between Heart
of England Foundation Trust and University
Hospitals Birmingham and the implementation of
the Birmingham and Solihull Sustainability and
Transformation Plan over the next 12 months.
Councillor Mrs G Sleigh, Chairman of Health and
Adult Social Care Scrutiny Board.
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Directors’ Statement of
Responsibilities
The directors are required under the Health Act
2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts
for each financial year.
NHS Improvement has issued guidance to NHS
foundation trust boards on the form and content
of annual quality reports (which incorporate
the above legal requirements) and on the
arrangements that foundation trust boards should
put in place to support the data quality for the
preparation of the Quality Report.
In preparing the Quality Report, directors are
required to take steps to satisfy themselves that:
•

the content of the Quality Report meets the
requirements set out in the NHS foundation
trust annual reporting manual 2016/17 and
supporting guidance
the content of the Quality Report is not
inconsistent with internal and external sources
of information including:

•

•
•
•
•
•
•
•

•

•
•
•
•

Board minutes and papers for the period
April 2016 to May 2017
papers relating to quality reported to the
board over the period April 2016 to May
2017
feedback from the commissioners dated
18/05/2017
feedback from governors dated 23/01/2017
/ 24/04/2017
feedback from local Healthwatch
organisations dated 17/05/2017
feedback from Overview and Scrutiny
Committee dated 18/05/2017
the Trust’s complaints report published
under regulation 18 of the Local Authority
Social Services and NHS Complaints
Regulations 2009, dated 26/04/2017 (this
is the date the Trust’s complaints data was
made available to the HSCIC)
2015 National Patient Survey (published in
June 2016; this is the latest available survey.
The 2016 survey has been delayed and is
unlikely to be published before June 2017)
2016 national staff survey March 2017
Head of Internal Audit’s annual opinion
over the Trust’s control environment dated
19/05/2017
CQC inspection report dated 01/06/2015

•
•

•

•

the performance information reported in the
Quality Report is reliable and accurate
there are proper internal controls over the
collection and reporting of the measures of
performance included in the Quality Report,
and these controls are subject to review to
confirm that they are working effectively in
practice
the data underpinning the measures of
performance reported in the Quality Report is
robust and reliable, conforms to specified data
quality standards and prescribed definitions, is
subject to appropriate scrutiny and review and
the Quality Report has been prepared in
accordance with NHS Improvement’s annual
reporting manual and supporting guidance
(which incorporates the Quality Accounts
regulations) as well as the standards to support
data quality for the preparation of the Quality
Report.

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

Rt Hon Jacqui Smith,
Interim Chair
Date: 24 May 2017

Dame Julie Moore,
Interim Chief Executive Officer		
Date: 24 May 2017

the Quality Report presents a balanced picture
of the NHS foundation trust’s performance over
the period covered
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Appendix 1: Clinical Audit
The national clinical audits (Table 1) and national
confidential enquiries (Table 2) that HEFT
participated in, and for which data collection was
completed during 2016/2017, are listed below
alongside the number of cases submitted to each
audit or enquiry as a percentage of the number of
registered cases required by the terms of that audit
or enquiry.
Table 1: HEFT National Clinical Audit Participation:

National audit HEFT eligible to participate in

HEFT participation
2016/17

Percentage of required number of
cases submitted

Adult Asthma

Yes

2016/17 Data unavailable at time of
report.

BAUS Urology Audits Radical Prostatectomy Audit

Yes

100%

BAUS Urology Audits - Nephrectomy audit

Yes

100%

BAUS Urology Audits - Percutaneous Nephrolithotomy
(PCNL)

Yes

Bowel Cancer (NBOCAP)

Yes

Cardiac Rhythm Management (CRM)

Yes

100%

Case Mix Programme (CMP) - Intensive Care Audit

Yes

100%

Diabetes (Paediatric) (NPDA)

Yes

Elective Surgery (National PROMs Programme)

Yes

Endocrine and Thyroid National Audit

Yes

Falls and Fragility Fractures Audit programme (FFFAP) Inpatient Falls
Falls and Fragility Fractures Audit programme (FFFAP) National Hip Fracture Database

2016/17 Data unavailable at time of
report.
100% (Latest data from 2016 NBOCAP
Report)

100% patients receive surveys.
6.69% patient response rate (Apr-Sep
2016/17)

Audit did not proceed

n/a

Yes

100%
100% data collected locally but unable to
submit to the national audit
Did not participate due to resource
implications.

Head and Neck Cancer Audit

Yes

Inflammatory Bowel Disease (IBD) programme / IBD
Registry

No

Major Trauma Audit

Yes

94%

Moderate & Acute Severe Asthma - adult and paediatric
(care in emergency departments)

Yes

100%

Myocardial Ischaemia National Audit Project (MINAP)

Yes

100%

Yes

66%

Yes

100%

National Audit of Dementia - Dementia care in general
hospitals
National Audit of Percutaneous Coronary Interventions
(PCI) (Coronary Angioplasty)
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National Cardiac Arrest Audit (NCAA)

Yes

100%

Yes

Data collection on-going.

Yes

Data collection on-going.

Audit did not proceed

n/a

National Clinical Audit for Rheumatoid and Early
Inflammatory Arthritis (NCAREIA) - Clinician/Patient
Baseline

Audit did not proceed

n/a

National Comparative Audit of Blood Transfusion
programme - Re-audit of the 2016 audit of red cell and
platelet transfusion in adult haematology patients

Yes

100%

National Comparative Audit of Blood Transfusion
programme - 2017 National Comparative Audit of
Transfusion Associated Circulatory Overload (TACO)

Yes

50%

National Comparative Audit of Blood Transfusion
programme - Audit of Patient Blood Management in
Scheduled Surgery - Re-audit

No

Did not participate due to resource
implications.

National Comparative Audit of Blood Transfusion
programme - Audit of the use of blood in Lower GI
bleeding

Audit did not proceed

n/a

Yes

Data collection ongoing – all patients who
consented are to be submitted.

National Chronic Obstructive Pulmonary Disease (COPD)
Audit programme - Pulmonary rehabilitation
National Chronic Obstructive Pulmonary Disease
(COPD) Audit programme - Secondary Care
National Clinical Audit for Rheumatoid and Early
Inflammatory Arthritis (NCAREIA) - Clinician/Patient
Follow-up

National Diabetes Audit – Adults - National Diabetes
Foot Care Audit
National Diabetes Audit – Adults - National Diabetes
Inpatient Audit (NaDia)
National Diabetes Audit – Adults - National Pregnancy
in Diabetes Audit
National Diabetes Audit – Adults - National Diabetes
Transition

Yes
Yes
Yes

100%

National Diabetes Audit – Adults - National Core
Diabetes Audit

Audit did not proceed
Data collection for
16/17 does not begin
until June

n/a

National Emergency Laparotomy Audit (NELA)

Yes

>90%

National Heart Failure Audit

Yes

70%

National Joint Registry (NJR) - Knee replacement

Yes

94%

National Joint Registry (NJR) - Hip replacement

Yes

80%

Yes

65%

Yes

100%

National Lung Cancer Audit (NLCA) - Lung Cancer
Clinical Outcomes Publication
National Neonatal Audit Programme - Neonatal
Intensive and Special Care (NNAP)
National Ophthalmology Audit - Adult Cataract surgery

Yes

National Prostate Cancer Audit

Yes

81%

National Vascular Registry

Yes

100%
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Oesophago-gastric Cancer (NOGCA)

Yes

95%

Paediatric Pneumonia

Yes

Data collection was ongoing to
30/04/2017.

Renal Replacement Therapy (Renal Registry)

Yes

100%

Sentinel Stroke National Audit programme (SSNAP)

Yes

100%

Severe Sepsis and Septic Shock
(care in emergency departments)

Yes

100%

UK Cystic Fibrosis Registry - Paediatric

Yes

100%

UK Cystic Fibrosis Registry - Adult

Yes

100%

Table 2: HEFT Clinical Outcome Review Programme Participation:
Audit Title

Participation in 2016/17

% of cases submitted

Child Health Clinical Outcome Review Programme Chronic Neurodisability

Yes

100%

Child Health Clinical Outcome Review Programme - Young
People's Mental Health

Yes

100%

Maternal, Newborn and Infant Clinical Outcome Review
Programme - Perinatal Mortality Surveillance

Yes

100%

Maternal, Newborn and Infant Clinical Outcome
Review Programme - Perinatal Mortality and Morbidity
confidential enquiries

Yes

100%

Maternal, Newborn and Infant Clinical Outcome Review
Programme - Maternal mortality surveillance and mortality
confidential enquiries

Yes

100%

Maternal, Newborn and Infant Clinical Outcome Review
Programme - Maternal morbidity confidential enquiries

Yes

100%

Medical and Surgical Clinical Outcome Review Programme
- Acute Pancreatitis

CORP performed 15/16

100%

Medical and Surgical Clinical Outcome Review Programme
- Physical and mental health care of mental health patients
in acute hospitals

Yes

100%

Medical and Surgical Clinical Outcome Review Programme
- Non-invasive ventilation

Yes

100%
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Appendix 2: Performance
against indicators included in
the NHS Improvement Single
Oversight Framework
In the 2015/16 Quality Account, trusts were
required to report performance for the Monitor
Risk Assessment Framework. This changed to the
NHS Improvement Single Oversight Framework
on 1 October 2016, and for the 2016/17 Quality
Account trusts are required to report only on
indicators common to both frameworks. Therefore
there are fewer indicators in the 2016/17 Quality
Account than the previous 2015/16 report.

Description of Target

Target
2016/17

2013-14

2014-15

2015-16

2016/17

Minimise rates of Clostridium difficile

≤64

82

75

61

76

Reduction of incidence of MRSA
bacteraemia (attributable cases)

0

8

1

5

7

91.44%

95.61%

Patients urgently referred with suspected
cancer by their GP or dentist waiting no
more than 2 weeks for first appointment

≥93%

92.86%

84.42%

Patients urgently referred with breast
symptoms (where cancer was not initially
suspected) by their GP waiting no
more than 2 weeks for first outpatient
appointment

≥93%

93.20%

79.18%

91.28%

95.49%

Patients waiting no more than one month
(31 days) from diagnosis to first definitive
treatment for all cancers

≥96%

97.92%

97.99%

98.75%

99.31%

Patients waiting no more than 31 days
for subsequent treatment where that
treatment is surgery - Surgery Modality

≥94%

98.44%

98.79%

98.20%

99.15%

Patients waiting no more than 31 days
for subsequent treatment where that
treatment is an anti-cancer drug regimen Anti Cancer Drug Modality

≥98%

100%

100%

99%

99.89%

Patients waiting no more than two months
(62 days) from urgent GP referral to first
definitive treatment for cancer (including
Rare Cancer)

≥85%

86.33%

85.12%

82.91%

97.08%

Patients waiting no more than 62 days
from referral from an NHS Screening
service to first definitive treatment for all
cancers - National Screening Service

≥85%

97.00%

90.65%

95.93%

87.61%

18 week incomplete RTT pathways

≥92%

96.29%

92.54%

90.53%

92.45%

Maximum waiting time of 4 hours in A&E
from arrival, to admission, transfer or
discharge

≥95%

93.02%

90.38%

88.13%

85.52%
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18 week incomplete pathways
The reported indicator performance has been
calculated based on all patients recorded as having
been referred to the FT for consultant led services
and who are on incomplete pathways at the end
of the period. Completeness of this information is
therefore dependent on the complete and accurate
entry of data at source (referrals received for
consultant led services) and the complete recording
of all those on incomplete pathways at period
end; it is not possible to check completeness to
source because referrals may be received through
different routes, for example, by letter, fax or via
the live ‘Choose and Book’ system or may have
been received in a prior period. Patients who
have not been identified within the population
will therefore not be included in the indictor
calculation. To the best of the knowledge of the
Trust, the information is complete.
Target

Maximum waiting time of 4
hours in A&E from arrival,
to admission, transfer or
discharge

18 week complete pathways

Maximum waiting time of 4 hours in A&E
from arrival, to admission, transfer or
discharge
The reported indicator performance has been
calculated based on all patients recorded as having
attended A&E. Completeness of this information is
therefore dependent on the complete and accurate
entry of data at source by the clinician who carries
out initial assessment or by A&E reception. Patients
who have not been correctly registered in A&E
will therefore not be included in the indictor
calculation. To the best of the knowledge of the
Trust, it is complete.

Definition

Criteria

Percentage of patients with a
total time in A&E of four hours
or less from arrival to admission,
transfer or discharge.

The indicator is defined within the technical definitions that
accompany Everyone counts: planning for patients 2014/15
- 2018/19 and can be found at www.england.nhs.uk/wpcontent/uploads/2014/01/ec-tech-def-1415-1819.pdf
Detailed rules and guidance for measuring A&E attendances
and emergency admissions can be found at https://
www.england.nhs.uk/statistics/wp-content/uploads/
sites/2/2013/03/AE-Attendances-Emergency- Definitionsv2.0-Final.pdf

Percentage of incomplete
pathways within 18 weeks
for patients on incomplete
pathways at the end of the
reporting period

The indicator is expressed as a percentage of incomplete
pathways within 18 weeks for patients on incomplete
pathways at the end of the period;
The indicator is calculated as the arithmetic average for the
monthly reported performance indicators for April 2015 to
March 2016;
The clock start date is defined as the date that the referral is
received by the Foundation Trust, meeting the criteria set out
by the Department of Health guidance; and
The indicator includes only referrals for consultant-led
service, and meeting the definition of the service whereby
a consultant retains overall clinical responsibility for the
service, team or treatment.

Heart of England NHS Foundation Trust

Annual Report and Accounts 2016/17

61

Appendix 3: National Quality
Indicators
The value and banding of the summary hospitallevel mortality indicator (“SHMI”) for the Trust for
the reporting period.

1. Mortality
Previous
Period
(July 2014 June 2015 )
HEFT

Current Period
(July 2015 - June 2016)
HEFT

National Performance
Overall
Best
Worst

(a) Summary Hospital
-level Mortality
Indicator (SHMI) value

1.09

0.97

-

0.69

1.17

(a) SHMI banding

2

2

-

3

1

(b) Percentage of
patients deaths with
palliative care coded at
diagnosis or speciality
level

20.9

26.5

0.6

54.8

The Trust considers that this data is as described for
the following reasons as this is the latest available
on the NHS Digital website.
It should be noted that during July 2014 - April
2015, following the implementation of a new
patient administration system PMS2, there were
some issues with data quality. There were issues
with the recording of the type of admission
(emergency rather than elective) which will have
had an effect on the risk adjustment for our
indicator. This will potentially have lowered our
SHMI level during that earlier time period but this
is now reliable data.
The Trust intends to take the following actions
to improve this indicator, and so the quality of its
services. The Trust will be adopting the technical
approach that University Hospitals Birmingham
NHS Foundation Trust (UHB) takes to improving
quality.
The Trust has also been reviewing and improving
our mortality framework and processes over the
last year taking into account the newly published
national guidance and further development of our
medical examiner’s role.
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Comments

The list below includes some of the current quality
care initiatives that are being undertaken:
•
•
•
•
•
•
•

Improving coding and data quality within the
clinical record to help capture data along with
local quality improvement projects;
Trust wide quality improvement projects;
Improving timeliness of administration of STAT
dose antibiotics;
Developed a Patient Safety Group;
Increased focus on sepsis and deteriorating
patient along with the launch of new MEWS
policy;
Focus on diabetes management;
Collaborative working with colleagues at
University Hospitals Birmingham on sepsis
management.

Palliative care
The Trust considers that this data is as described for
the following reasons:
•

Annual Report and Accounts 2016/17

An internal process flaw which resulted in a
significantly lower number of Trust palliative

care episodes being recorded was discovered in
April 2013 and addressed.
The Trust has taken the following actions to
improve this score, and so the quality of its services,
by continuing to monitor this data and validate on
a monthly basis.

2. PROMs
Trust Performance Latest
Patient Reported Outcome
Measures Scores (PROMS)

National
Average

Lowest
reported
Trust

Highest
Reported
Trust

0.082

0.089

0.016

0.162

0.135

0.152

0.099

0.016

0.152

0.397

0.425

0.411

0.449

0.330

0.525

0.299

0.288

0.320

0.337

0.261

0.430

Apr 14
- Mar
15

Apr 15
- Dec
15

Apr 16
- Sep
16

(i) groin hernia surgery

0.094

0.084

(ii) varicose vein surgery

0.12

(iii) hip replacement surgery
(iv) knee replacement surgery

The Trust considers that this data is as described for
the following reasons:

•

•

The Trust has focused on Trauma & Orthopaedic
(T&O) PROMS as they continue to be an outlier
in the CQC Intelligent Monitoring Report.

•

The Trust intends to take the following actions to
improve this score, and so the quality of its services,
by:

•

•

•

All activity is now undertaken within the Trust
and work is now focussed on the Solihull site
to reduce length for elective hip surgery. The
work within T&O also feeds into the Trust
overall LOS programme which is one of the

four key work streams 2016/17.
Continue work on the enhanced scheme
piloted at Solihull Hospital.
The enhanced recovery scheme and the focus
on the knee pathways are now starting to
show improvement and this approach will now
be applied to the hip pathway.
Improving the understanding of the data and
undertake a detailed piece of work on capacity
and demand across the T&O Directorate.
Continuing our work on improving both
Groin Hernia Surgery and Varicose Vein
Surgery which have both shown consistent
improvement month on month.

3. Readmissions

Percentage of
patients readmitted
to a hospital which
forms part of the
trust within 28 days
of being discharged
from a hospital
which forms part of
the trust during the
reporting period.

2010/11

(i) 0 to 15

11.87%

11.85%

(ii) 16 or over

8.07%

7.63%

2011/12

Trust
performance
Latest

National
Average

Lowest
reported
Trust*

Highest
Reported
Trust*

11.72%

9.57%

0.00%

50.00%

7.87%

7.26%

0.00%

22.58%

2012/13
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The Trust considers that this data is as described for
the following reasons:
•

The data is produced by the health and social
care information centre but it should be noted
that it is 4 years old.

•

The Trust intends to take the following actions to
improve this score and, so the quality of its services,
by:
•

•

Learning from recent multi-disciplinary audits
across the health and social economy in
relation to readmission rates, variance and
causative factors. This will also incorporate any
data quality improvement issues.
Further improving discharge practice via a
locally agreed CQUIN in line with best practice

•

guidance from NICE National Guidance 27
and the West Midlands Quality Review Service
Quality Standards on Transfer of Care from
Acute and Intermediate Care.
Evaluating results from the Solihull Discharge
Surveillance Pilot aimed at reducing
Readmissions and agreeing next steps through
the Trust workstream on reducing occupied
bed days.
Benchmarking specialties or care providers that
appear to be outliers to address any clinical
concerns or process factors and agreeing plans
with partners where necessary i.e. GPs, care
homes, community services, mental health and
social care.

4. Patient experience

Indicator

2013/14

2014/15

Trust
performance
Latest
2015/16

Trust’s responsiveness
to the personal needs of
its patients during the
reporting period

63.6

66.1

64.2

69.6

58.9

86.2

2013/14

2014/15

Trust
performance
Latest
2015/16

National
Average

Lowest
reported
Trust

Highest
Reported
Trust

88.71%

85.96%

79.50%

84.39%

46.33%

100.00%

Indicator

Friends and Family Test –
Patient having a positive
experience of care after
being discharged from A&E

The Trust considers that this data is as described for
the following reasons:
The data reflects that the organisation has worked
to make improvements to inpatient experience.
Whilst the decrease in the ED FFT score is not a
large one, this reflects that increasing demand
and the challenges associated with being one of
the largest and most diverse providers of acute
healthcare in the country means that ED patient
experience remains a priority for the Trust.
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National
Average

Lowest
reported
Trust

Highest
Reported
Trust

The Trust intends to take the following actions to
improve this score, and so the quality of its services,
by:
•
•
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Using the expertise and experience of
Community Patient Panel members to support
monthly ward quality reviews
Dedicated action plan and work to support
patient experience improvements in the ED,
including volunteers to support vulnerable

•

•

people receiving treatment in the department.
The increased use at ward level patient
comments made via the FFT. A quality
dashboard has been developed to facilitate
the use of these comments by supervisory ward
sisters.
Undertaking thematic analysis of patient
comments in conjunction with complaints
feedback.

•
•

Providing training for Trust staff in managing
and prevention of complaints.
Patient experience monitoring to understand
the differences in experience across weekdays,
weekends and during the night.

5. Staff experience

Indicator

2014

2015

Trust
performance
Latest
2016

Percentage of staff employed
by, or under contract
to, the trust during the
reporting period who would
recommend the trust as
a provider of care to their
family or friends

48%

55%

62%

The Trust considers that this data is as described for
the following reasons:

•

•
•

Stability of leadership at Board level and in the
Trust’s finances.
Introduction of Values Based Recruitment to six
areas, ensuring staff are appointed based upon
both technical and behavioural suitability.
Improving performance targets, leading HEFT
to be one of the best performing Trusts in the
country in relation to cancer.

Lowest
reported
Trust

Highest
Reported
Trust

70%

49%

85%

improve this score and so the quality of its services:

This data reflects the improvements that have been
seen across the organisation in the last 12 months:
•

National
Average

•
•

Continue with regular opportunities for staff
to give their feedback via the quarterly Staff
Friends and Family Test and full census of
National Staff Survey, reviewing key themes
and taking action in response.
Continue to embed the Trust’s values, with
values and behaviours incorporated into:
recruitment; induction; policies and procedures
Schwartz rounds will continue to be held,
giving staff time to reflect and to share
experience across staff groups.

The Trust intends to take the following actions:

Indicator

Percentage of staff
experiencing harassment,
bullying or abuse form
staff in the last 12
months

2014

25%

2015

27%

Trust
performance
Latest
2016

National
Average

Lowest
reported
Trust

Highest
Reported
Trust

24%

25%

16%

36%

(lower score is better)
KF26
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The Trust considers that this data is as described for
the following reasons:
The Trust has seen an improvement in the above
score and has taken action in the following areas:
•

Introduction of a Freedom to Speak
up Guardian and re-launch of the staff
Confidential Contacts to support staff with
concerns.
Bullying and Harassment Awareness Campaign
throughout January 2017 to encourage access

•

The Trust intends to take the following actions to
improve this score and so the quality of its services,
by continuing to raise awareness of the support
that is available to staff experiencing bullying
including:
•
•

2014

2015

White

86%

85%

86%

88%

78%

95%

BME

68%

63%

69%

76%

61%

96%

The Trust considers that this data is as described for
the following reasons:

•

The Trust has seen an improvement in the above
scores and has taken action in the following areas:
•

•
•
•
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Staff Confidential Contacts and the Trust’s
Freedom to Speak up Guardian.
Staff counselling advice line (available 24 hours
a day).

Trust
performance
Latest
2016

Indicator

Percentage of staff
believing that the
Trust provides equal
opportunities for
career progression
or promotion for
the workforce Race
Equality Standard
KF21

to support and reporting of concerns.

Trust wide action plan in place to monitor
progress against the Workplace Race Equality
Scheme (WRES) to ensure employees from
Black, Asian and minority ethnic (BAME)
backgrounds have equal access to career
opportunities and receive fair treatment in the
workplace.
Pilot of Unconscious Bias training has been
delivered to a group of managers.
Revised Trust’s Equal Opportunities policy
to reinforce the commitment of all staff to
workforce equality, diversity and inclusion.
Staff Inclusion Steering Group with a focus on

Heart of England NHS Foundation Trust

National
Average

Lowest
reported
Trust

Highest
Reported
Trust

improving staff and patient experience.
The establishment of employee networks to
support underrepresented groups across the
workforce.

The Trust intends to take the following actions to
improve this score and so the quality of its services:
•
•
•
•
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Review of BAME staff access to non-mandatory
training to ensure consistency and accuracy of
reporting.
Review of how staff should be reporting racial
abuse, harassment and bullying.
Interrogation of recruitment and selection
data to ensure fairness in shortlisting and
appointment processes.
Roll Out of Unconscious Bias training.

6. Venous Thromboembolism (VTE)

Indicator

Q1

Q2

Q3

Q4

Total FY
2016/17

National
Average

Lowest
reported
Trust

Highest
reported
Trust

Percentage of
patients who were
admitted to hospital
and who were risk
assessed for venous
thromboembolism
during the reporting
period

98.35%

97.70%

96.74%

97.47%

97.37%

95.67%

79.93%

100.00%

The Trust considers that this data is as described for
the following reasons:
Total 2016/17 VTE assessment was 97.37% against
a target of greater than 95% of inpatients risk
assessed.
The current system remains highly dependent on
the completion of the Venous Thromboembolism
Risk Assessment (VTE RA) via the Trusts electronic
prescribing (EP) system. An ‘ignore’ option allows
for rapid prescribing and administration of urgent
medicines without having to complete the VTE
risk assessment. Clinicians are reminded of any
outstanding VTE risk assessments to be made
when accessing either the prescribing option or
pathology results option of the electronic patient
record. A monitoring system of users selecting the
‘ignore’ option has been introduced with feedback
to individual doctors and team leaders overusing
this option.
A major improvement on the Trusts performance
has been the application of a revised ‘cohort’
list. This provides an exclusion list of pre-agreed
diagnostic criteria that do not require a VTE risk
assessment; this is based on length of inpatient
stay and type of procedure undertaken. In
addition, the Trust has introduced a smart
interconnected VTE RA algorithm to promote
better thromboprophylaxis decision making with
automated ‘preferred’ thromboprophylaxis.

The Trust intends to take the following actions
to further improve the proportion of patients
undergoing VTE risk assessment and the quality of
the assessment:
•

•
•
•

•

Raise awareness of the need to perform a VTE
RA in those areas who admit patients for more
than 12 hours but do not routinely use the
Trust’s electronic prescribing system.
Feedback to poorly performing areas on a
monthly basis.
Investigate the extension of the use of the
Trust’s electronic prescribing system to all
clinical inpatient areas.
Work with the IT department to automate
e-mail reminders that VTE RA’s have not been
completed on specific inpatients. Specific
consultant based performance metrics are now
being released on a monthly basis to improve
compliance with this screening programme.
Remind all clinical staff to complete the VTE RA
in those areas reliant on paper prescribing (ED,
AMU, SAU, ITU, and Ward 19).

All of the above actions are aimed to further
improve the numbers of VTE RA completed as well
as improve the quality of the thromboprophylaxis
prescribed.

There is a persistence of non-completion of VTE
RA in about 500-600 admissions per month. These
are monitored daily and fed back to respective
Clinical Divisions via Divisional Directors and the
Clinical Quality Management Group chaired by the
Executive Medical Director.
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7. Clostridium Difficile (C. Difficile)

Indicator

2013/14

2014/15

Trust Performance
Latest 2015/16

National
Average

Lowest
reported
Trust

Highest
reported
Trust

Rate per 100,000
bed
days of cases of
C. difficile
infection reported
within
the trust amongst
patients
aged 2 or over
during the
reporting period

16.7

16.9

13.5

14.9

0.0

66.0

The Trust considers that this data is as described for
the following reasons:
It is the latest available data on the NHS Digital
(formerly HSCIC) website.

•

The Trust intends to take the following actions to
improve this score and so the quality of its services,
by:

•

•

•

Post infection review of all post-48-hour toxin
positive cases of C. Difficile carried out jointly
with CCG and includes an audit of antibiotic
therapy.
Detailed Period of Increased Incidence (PII)

•

•

reviews with feedback for wards with two or
more cases of post 48 hours C. Difficile in any
28-day period.
Typing of individual strains of C. Difficile to
identify transmission incidents and outbreaks
thus facilitating timely and effective
management.
Implementation of a RAG rated monitoring
system for inpatients with C.Difficile to ensure
timely and effective management.
The use of Fidaxomycin in the treatment of
C.Difficile.
Faecal transplants for patients with protracted
or relapsing C. Difficile infection.

8. Patient Safety

Indicator

Apr 14 –
Sep 15

Oct 15 Mar 16

Trust
performance
Latest Apr 16 –
Sep 16

National
Average
(Apr 16 –
Sept 16)

Lowest
reported
Trust

Highest
Reported
Trust

(Apr 16 –
Sept 16)

(Apr 16 –
Sept 16)

Number of patient safety
incidents reported within
the trust during the
reporting period

7,383

8394

7899

4955

1485

13485

Rate of patient safety
incidents reported within
the trust during the
reporting period

34.0

36.76

33.75

-

21.15

71.81

68

Heart of England NHS Foundation Trust

Annual Report and Accounts 2016/17

The number of such
patient safety incidents
that resulted in severe
harm or death.

95

44

47

-

1

98

Percentage of such
patient safety incidents
that resulted in severe
harm or death.

1.29%

0.52%

0.59%

0.40%

-

-

The Trust considers this data is as described for the
following reasons:
The data is the latest available on the NRLS
website. Whilst there are some minor discrepancies,
due to the way that the information is collected
and updated, analysis of our local incident
reporting system provides similar data. The number
of patient safety incidents reported within the
Trust for the reporting period was 8267, and the
number of patient safety incidents resulting in
severe harm or death as 57 (0.68%).
The Trust considers a high level of incident
reporting as a sign of a good safety culture and
actively encourages staff to report both clinical and
non-clinical incidents. The Trust reporting profile is
shown in part 3 of this report. The patient safety
incidents are uploaded to the NRLS. The remaining
incidents are those that affect staff or property, or
where patients involved were not in the care of
the Trust at the time of the incident occurring; for

example, non-hospital acquired pressure ulcers.
The Trust intends to continue with the following
actions to increase the total rate of patient safety
incidents reported within the Trust, and so the
quality of its services. The Trust will continue
to maintain an on-going review of the incident
reporting procedures and management systems
including:
•
•
•
•
•

Review and adaptation of incident reporting
forms and codes.
Training needs analysis and production of
training programmes for staff.
Review and development of reporting and
dashboard facilities within Datix.
Review and update incident reporting and
management policies and procedures.
Continue to routinely monitor the Trust
incident reporting profile.
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Section 4 Auditor’s Opinion

This Annual Report covers the period 1 April 2016 to 31 March 2017
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