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About this document
What are Quality Accounts and why are they important?
Quality Accounts are annual reports to the public about the quality of services that providers of
healthcare deliver and their plans for improvement. The purpose of our Quality Account is to:
 Assure our patients and their carers of our commitment to delivering quality services – focusing on
those that need most attention.
 Report to the public on the progress we have made in the priorities we have set.
 Look forward and explain to the public the priorities that we have identified for improvement over
the coming year.
Quality embraces three important areas:
 Patient safety.
 Patient outcomes.
 Patient experience.
Our mission is to put the patient first by delivering great care to every patient, every day, focusing on
providing high quality, compassionate care that is:
 Safe and effective.
 Creates a positive experience that meets the expectations of our patients, their families and carers.
 Is responsive and delivers the right treatment, in the right place at the right time.
Our Quality Account contains information about the quality of our services, including the improvements
we have made during 2015-16 against the priorities that we set and sets out our key priorities for next
year (2016-17). This report also includes feedback from our patients and commissioners (the NHS
organisations who buy our services) on how well they think we are doing.
Last year we set ourselves eight priorities. Having reviewed our progress in achieving these priorities
and, following a process of engagement, we plan to refresh these priorities in 2016-17 and our new
priorities are described in part two of the report.
This report is divided into four parts:
Part one looks at our performance in 2015-16 against the priorities and goals we set for patient safety,
clinical effectiveness and patient experience. If we have not achieved what we set out to do we explain
why and outline how we intend to address these areas for improvement.
Part two sets out the quality priorities and goals for 2016-17 and explains how we decided on them,
how we intend to meet them and how we will track our progress.
Part three sets out our Statements of Assurance. These statements of assurance follow the statutory
requirements for the presentation of Quality Accounts, as set out in the Department of Health’s Quality
Accounts regulations.
Part four sets out further performance information which also follows statutory requirements.
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The annexes at the end of the report include the comments of our external stakeholders and provide
supplementary information including:
Annex one: Statements from key stakeholders.
Annex two: Our response to the statements.
Annex three: Statement of Directors’ responsibilities in respect of the Quality Account.
Annex four: Independent Auditor’s Limited Assurance.
If you or someone you know needs help understanding this report or you would like a printed copy or
would like the information in another format such as large print, easy read, audio or Braille, or in
another language, please contact our PALS on 020 8296 2508 or email pals@esth.nhs.uk.
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About the trust
It’s our mission to provide great care to every patient, every day. And with more than 880,000 people
coming to our hospitals for care and treatment every year, our 4900 staff and 500 volunteers work
around the clock to keep our busy hospitals running smoothly.
We offer a range of services to the people of South West London and North East Surrey, including
Sutton, Merton and Epsom.
Our two main acute hospitals are:
Epsom Hospital
Epsom Hospital serves the southern part of the catchment area and provides an extensive range of
inpatient, day and outpatient services. It has an accident and emergency (A&E) service, and undertakes
the majority of our elective inpatient surgery activity.
There is also an extensive range of diagnostic and supporting services, including pathology, radiology
(including CT, MRI and ultrasound scans) and vascular diagnostic services, and a busy modern, newly
refurbished purpose-built day care and day surgery unit.
We also host the world-renowned South West London Elective Orthopaedic Centre (SWLEOC) which we
run in conjunction with neighboring trusts on a partnership basis from the hospital. SWLEOC is now the
largest hip and knee replacement centre in the UK and one of the largest in Europe.
St Helier Hospital
St Helier Hospital is our largest site, providing services to people in South West London, including Sutton
and Merton. The hospital has a comprehensive range of diagnostic facilities within pathology and
radiology (including MRI and CT scanning, ultrasound and vascular diagnostic services), an A&E
department, an urgent care centre and a range of outpatient facilities. It also undertakes all of our
emergency surgery.
St Helier Hospital is also home to:



The South West Thames Renal and Transplantation Unit, which provides acute renal care and
dialysis and is integrated with the St George's Hospital transplantation programme.
Queen Mary's Hospital for Children, our dedicated children's hospital. It includes inpatient
paediatric beds, paediatric outpatient services and a dedicated paediatric day surgery unit.

We also provide services from Sutton Hospital and the Jubilee Health Centre.
As teaching hospitals, the trust plays a key role in the education and training of tomorrow's doctors,
nurses and other health professionals. The trust works in partnership with St George’s Hospital and St
George’s Medical School in south London to deliver high quality education and research. Outside St
George’s Hospital, Epsom and St Helier University Hospitals NHS Trust supports the education of a larger
number of medical students than any other teaching hospital in south London.
For more information about the trust, our sites and the services we offer, visit www.epsomsthelier.nhs.uk.
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Foreword from the Chief Executive
Hello, my name is Daniel Elkeles, and I’m the Chief Executive of Epsom and St Helier University Hospitals
NHS Trust. On behalf of myself and all of the hospital’s dedicated staff, I welcome you to our eighth
annual Quality Account.
The report outlines our approach to continuously improving the quality of the service we provide to
patients, the progress we have made during 2015-16 and our plans for the coming year. This foreword
gives me the opportunity to pick out some key highlights, but I encourage you to read the report in
detail to understand what we have done well, and what we need to improve upon in the year ahead.
Our statutory requirements
All health and adult social care providers who provide regulated activities are required by law to be
registered with the Care Quality Commission (CQC). To do so, providers such as ourselves, must show
they are meeting their quality and safety standards. We are registered with the CQC and were
inspected in November. At the time of writing we are awaiting their report, but have already taken
robust action to address all the concerns they raised with us at the time of the inspection.
What quality means
The word quality can mean different things to different people, but at Epsom and St Helier we are clear
that quality embraces three important areas:
•
•
•

Patient safety
Patient outcomes
Patient experience.

Our mission is to put the patient first by providing great care to every patient, every day. We do this by
focusing on providing high quality, compassionate care that is:
•
•
•

Safe and effective
Creates a positive experience that meets the expectations of our patients, their families and
carers
Is responsive and delivers the right treatment, in the right place at the right time.

Patient safety
An absolutely fundamental aspect of keeping our patients safe is to ensure that we have the right
amount of staff on our wards and in departments. In April 2015 we set ourselves the target of
increasing our substantive workforce by over 200 and reducing our vacancy rate from 15% to below 8%.
I’m very pleased to report that, as we draw near to the end of the year, we are on track to achieve these
targets. This has, and will, continue to have a significant impact on the safety of our patients.
Patient outcomes
I am also pleased to report that our performance is strong against the Government's key healthcare
standards, including the time patients have to wait for operations, and I am confident that we will
continue to meet the vast majority of the targets they set. You can find out more about these
measurements, and how we are doing at www.epsom-sthelier.nhs.uk/our-performance.
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One of the fundamental reasons for our existence is to save lives and this is measured at a national level
by Hospital Standardised Mortality Rates (HSMR). I’m delighted to tell you that for the year ending 30
November 2015 our HSMR is 91. This is statistically better than the expected for all trusts (100) and in
the top quartile of acute trusts in the country!
Patient experience
We know that we have good outcomes for patients, and that the vast majority of our patients receive
safe, harm-free care. We also know that we receive very many compliments and thanks from those that
we care for, but we have not succeeded in increasing the measurement of patient’s experience as we
had aimed to. This is an area that we must get right in the year ahead and we have strengthened our
focus and commitment to meet this as a key priority.
As you read this year’s Quality Account you will see that our investment in extra staff this year designed to help us hit quality and access targets - resulted in our hitting cancer referral to treatment
times that we hadn’t met before and better mortality rates than ever before. We also have far fewer
pressure ulcers than before and our C. difficile rate is well below trajectory. Overall, of the 8 priorities
we set ourselves for quality, we improved our position on 7 and I’m sure that you would agree that was
a worthwhile investment.
Kind regards,

Daniel Elkeles
Chief Executive

7

About the Patient First Programme
Since the launch of the Patient First Programme in December 2013 it has fast become a social
movement. The programme is focused on continually improving the quality of the care that we give our
patients and is aimed at achieving our first trust value - to ‘Put the patient first’. This innovative
programme has been developed to help us see things from a patient’s perspective.
The philosophy of the programme is to empower our staff to take action locally and to work
collaboratively for better outcomes of care, challenging any behaviour or standards that undermine
great care, and driving forward meaningful change. To date, over 2,000 members of staff have
completed the programme.
Patient First continues to focus on improving the quality of the care that we give our patients. We are
making a difference and, as a result of Patient First, individuals and teams across our hospitals continue
to make exciting changes, such as:







Specially designed ‘post it’ note pads issued to patients so that they can jot down any questions
they wish to ask the team in charge of their care. These are checked regularly by our staff.
Staff wear a ‘do not disturb dispensing medication’ tabard when dispensing medication to the
patients. These help to reduce the time it takes to complete the drugs round and, with fewer
interruptions, helps the nurse to focus on her task making it safer.
Staff volunteering initiative – helping our non-clinical staff interact with, and support, patients at
mealtimes.
Staff are encouraged to wear an age simulation suit for a day, to understand the mobility issues
our elderly patients have.
A pilot scheme has been launched in the Acute Medical Unit at St Helier hospital to look at ways
of reducing the noise at night. The team have introduced a designated ‘quiet zone’ between
10pm to 6am.

Since inception, the programme has used a real ‘Board to Ward’ approach, with our executive team
working closely with colleagues across the organisation to facilitate Patient First sessions, support staff
in making and fulfilling ‘I will’ pledges, and helping to drive through change. The all-level involvement in
the programme is fostering better awareness and understanding of the overall patient experience
strategy, and encouraging more cohesive working to ensure that everyone is working towards the same
goals.
We held our inaugural Patient First conference on the 14th of October 2015 which was attended by over
130 people including staff, patients and external stakeholders. The conference showcased the fantastic
work our staff have been involved with and the changes that have been made (and that continue to be
made) as a result of Patient First.

The conference helped to shape the ‘Where next for Patient First?’ and the priorities for 2016-17 with
the key emphasis on tackling the main themes from our patient feedback with the view to learning
from, and improving, outcomes. A key priority will be to look at ways of improving communication
between our staff and our patients.
Finally, to cap off an outstanding year of Patient First achievements, in June 2015 the Trust won a
national award; the Healthcare People Management Association (HPMA) special achievement award for
work in patient experience. Following this success, in November 2015 the Trust were named as finalist
in the ‘Compassionate Patient Care’ category of the prestigious Health Service Journal (HSJ) awards.
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Supporting patient safety and ‘being open’
Signing up to Safety
In September 2014, following trust wide discussion, the trust ‘signed up’ to the national safety campaign
launched by the Secretary of State for Health in June 2014 to drive safety improvements within
healthcare. The ambition of the campaign is to halve avoidable harm in the NHS over a three year
period, saving lives as a result. In signing up to the campaign the trust published its ‘safety pledges’
which can be found at www.epsom-sthelier.nhs.uk.
In terms of safety improvements, we have agreed four areas of focus:





Monitoring and responding to abnormal fetal heart rates.
Escalation of the deteriorating patient.
Patient falls.
Sharing learning within the organisation.

In December 2014 the trust bid for additional funding available from the NHS to support our safety
improvement plan. In March 2015 it was confirmed that the trust had been successful in three of the
four bids and £565,137 was allocated to the trust to financially support us in taking forward our plans.

Our Duty of Candour
In October 2014, regulations came into force that put a positive duty on the trust to act in an open and
transparent way and to disclose information to patients when there is a suspected error or things go
wrong and result in harm.
The trust has a number of processes in place to support us in meeting our duty. Firstly, we have an
electronic incident reporting system. This is used by all staff to report incidents as they occur and all
staff are encouraged to do this. Incident reports are reviewed daily and, where an incident report
suggests that further investigation is required this is put in place. At the same time we check to ensure
that there has been communication with the patient or their family about the incident and, where harm
has occurred, follow up the conversation with a letter. We will undertake an investigation of all harm
incidents and will share the outcome of the investigation with the patient and their family, working to
answer any questions they may have.

Staff survey results
In supporting our local improvement plans the trust undertakes an annual staff survey. The staff survey
undertaken in 2015 demonstrated that the trust was above average in 47% of areas, average in 31% of
areas and below average in 22%. In addition, our staff feedback has put us in the top 20% nationally for
staff feeling engaged, which is determined by how many of our staff would recommend our hospitals as
a place to work or receive treatment, their motivation at work and their ability to contribute to
improvement.
The staff survey results for 2014-15 indicate that 26% of our staff have experienced harassment, bullying
or abuse over the past 12 months. Of those staff, 25% were white and 29% were from black and
minority ethnic (BME) communities. The trust recognises that there is an absence of information to
analyse the reasons for this, as only a small number of cases are reported formally. The trust is
implementing the National Guardian Scheme, an NHS wide initiative, which will provide support to any
staff member raising concerns. The scheme also allows for better centralised data collection on common
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issues, including the identification of particular staff groups and ethnicity. We recognise the importance
of staff both feeling safe at work and confident to report poor behaviour.
The staff survey results for 2014-15 indicate that 83% of our staff believed that the trust provides equal
opportunities for career progression or promotion. Of those staff, 87% were White and 71% were from
black or minority ethnic (BME) communities.
In addition to this information, the recently published 2014-15 Equality Analysis Report indicates that
the trust has lower representation by BME staff in more senior posts. Additional resource has been put
in place for project work to identify and address issues in recruitment and retention of staff. A specific
aspect of that work will focus on what action is needed to improve access to promotion and opportunity
for our BME staff and other staff covered by protective characteristics of the Equality Act.
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Our CQC inspection
The Care Quality Commission (CQC) is the regulator for all health and social care services in England and
is the organisation that checks that our services meet the appropriate standards for care.
The trust services were inspected by the CQC in November 2015 and the CQC Report on the findings of
their inspection was published on 27 May 2016. As we expected there are things for us to be proud of
as an organisation, as well as areas that we need to improve
Key findings
 Our overall rating is Requires Improvement.
 SWLEOC has been rated as Outstanding, which is great news for all concerned.
 The Renal service (including the satellite dialysis units), Outpatients &Diagnostics and End of Life
Care were rated as Good.
 The areas rated as Requires Improvement are: Urgent and Emergency services, Critical care,
Children’s services and Medical care – at St Helier
 Surgery at St Helier has been rated as Inadequate for the “Safe” domain and for “Well led”
 Maternity has been rated as Inadequate for Well Led, across both sites.
We had identified many of the areas that had concerned the CQC and had programmes of improvement
ongoing, particularly on recruitment of staff. At the time of inspection the CQC expressed serious
concerns about critical care and we took swift and decisive action to address these concerns. The CQC
have also recognised the limitations placed upon our staff by our estates.
Overall, it has been a very useful process and many of the areas that the CQC identified were already
the subject of improvement programmes. The CQC’s highlighting of them has helped us accelerate
progress. We have robust plans in place to improve in all the areas that the CQC have identified as
concern. In our five year strategy, which we published in April 2015, we recognised that one of our
challenges was to consistently provide high quality care across all the services we provide. The CQC
report confirms for us that we still have work to do to ensure that we do provide consistently high
quality care.
The following grids summarise how the CQC rated our services following our CQC inspection.
St Helier hospital:

Urgent and emergency services
Medical care
Surgery

Safe

Effective

Caring

Requires
improvement
Requires
improvement

Requires
improvement

Good

Good

Requires
improvement
Requires
improvement
Requires
improvement

Inadequate

Good

Requires
improvement
Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement
Requires
improvement

End of life care

Good

Good

Good

Outpatients and diagnostic imaging

Good

N/A

Renal

Good

Overall

Requires
improvement

Critical Care
Maternity and Gynaecology
Services for children and young people

Responsive

Well-led

Overall

Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement

Requires
improvement

Requires
improvement
Requires
improvement

Good
Inadequate

Inadequate

Requires
improvement

Requires
improvement

Requires
improvement
Requires
improvement
Requires
improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Good
Good

Inadequate
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Epsom hospital:
Safe

Effective

Caring

Responsive

Well-led

Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement

Requires
improvement

Good

Requires
improvement

Requires
improvement

Good

Good

End of life care

Good

Outpatients and diagnostic imaging

Urgent and emergency services
Medical care

Overall
Requires
improvement

Good

Good

Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement

Good

Good

Inadequate

Good

Requires
improvement

Requires
improvement

Good

Good

Good

Good

Good

Good

Not rated

Good

Good

Good

Good

SWLEOC

Good

Outstanding

Good

Good

Outstanding

Outstanding

Overall

Requires
improvement

Requires
improvement

Good

Requires
improvement

Requires
improvement

Requires
improvement

Safe

Effective

Caring

Responsive

Well-led

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Surgery
Critical Care
Maternity and Gynaecology
Services for children and young people

Good

Good

Good

Good

Requires
improvement
Requires
improvement

Good
Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement

Our overall rating for the trust:

Overall

Overall
Requires
improvement
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Our performance at a glance – the progress we have made
Improving patient safety
Priorities

Our target

Summary of performance

Priority 1 -To reduce the
number of healthcare
associated Clostridium difficile
(C.difficile) infections to no
more than 39 cases.

No more than
39 cases of
C.difficile

Met
The trust had reported 30 ‘apportioned’ cases of C. difficile.

Priority 2 - To reduce the
number of healthcare
associated Methicillin Resistant
Staphylococcus Aureus (MRSA)
bacteraemia infections.

Zero cases of
MRSA

Not met
The trust has reported five trust apportioned cases of MRSA
bacteraemia, of which four were classified as avoidable and one
as unavoidable.

Priority 3 - To reduce avoidable
harm: fall, pressure ulcer,
urinary tract infection (in
patients with a urinary
catheter) and venous
thromboembolism.

To make year
on year
reductions

Met
Good progress against national benchmarks
Progress has been made in reducing harm across the measures
described.

Priority 4 - To ensure
compliance against statutory
and mandatory training
requirements and
staff appraisal.

95% compliance
with statutory
and mandatory
training

Good progress. Met
We achieved an average training completion across all of our
statutory and mandatory training of 85.65% for the year.

Priority 5 - To reduce clinically
unexpected re-admissions
through review and redesign of
patient pathways.

No more than
6.6% of patients
being
readmitted to
hospital as an
emergency
within 30 days
of a previous
admission.

Good progress
While there has been some improvement this has continued to
be a challenge throughout the year and we have continued with
our work to enhance care pathways for our most vulnerable
patients. This priority will remain a focus of continued
attention.

To improve
processes.

Good progress.
During 2015 the trust continued to engage multi-agency
colleagues to develop and test initiatives to improve discharge
processes and communication. Good progress across a number
of initiatives.

Comparison to
2014-15


Improved
position


Improved
position


Improved
position for all
areas

Improving patient outcomes

Priority 6 – To improve our
discharge processes.

Within our core subjects detailed here we have exceeded our
95% target in 5 areas


Improved
position


Improved
position


Improved
position

Improving our patient experience
Priority 7 – Demonstrating
continuous improvement in our
patient experience through the
‘Friends and Family Test’

Improved A&E
and Inpatient
response rates.

Not met
The Friends and Family Test has been rolled out across the trust.
While recommender scores remain high the trust overall
response rate has seen a decline and will be an area of focus
over the coming year.

Priority 8 – To improve the
awareness and diagnosis of
dementia, using risk
assessment, in the acute
hospital setting.

90% for the
areas of
screening, risk
assessment and
referral.

Nearly met
Towards the end of the year the trust did not meet the standard
for risk assessment and this was thought to be associated with
the busy winter period. We are reviewing our systems and
processes for the capture of the assessments


Worsening
position


Improved
position
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Part one: Our priorities for quality improvement in 2015-16
Last year we set ourselves eight priorities. In this part of the Quality Account we describe our
achievements against each of these priorities under the headings of improving patient safety, improving
patient outcomes and improving the experience patients have in our hospitals.

Improving patient safety:
Priority 1 -To reduce the number of healthcare associated Clostridium difficile (C.difficile) infections to
no more than 39 cases.
Why is this important?
C. difficile infections increase length of stay for patients with symptoms ranging from mild diarrhoea
illness to life threatening infections. C. difficile can exist as normal gut flora in some people and whilst
normally not causing problems can go on to cause infections in certain circumstances (such as when
antibiotics are given). Cases of C. difficile are more common in hospitals where there is more antibiotic
use and this then potentially exposes other patients to risk of becoming colonised with the organism.
Last year the Department of Health set us a challenging limit of no more than 39 cases of C. difficile
infection and our ability to deliver care within this limit remains a key quality indicator. While the trust
has shown improvement over the last few years in reducing the incidence of C. difficile, and we have
met the target, we recognise that a sustained focus is required to ensure we continue to drive down the
number of cases.

What we said we would do in 2015-16
We wanted to continue our drive and focus on four main areas of care:





Prompt isolation of patients with diarrhoea.
Sending samples for testing and early confirmation of diagnosis.
Ensuring appropriate cleaning of the environment.
Ensuring prudent antibiotic prescribing and antibiotic stewardship.

We wanted our focus to remain on these areas to ensure that everything was being done to get the
basics right. To that end we planned to embed the provision of hand hygiene at mealtimes, increase
side room provision and work closely with GP colleagues and Clinical Commissioning Groups to reduce
the number of C. difficile infections in the community, thereby reducing the carriage rates of admissions
to the trust.

What we did
There are a number of ways that incidence of C. difficile infections can be reduced and during 2015-16
we took the following actions:


As infection can occur following the use of antibiotics and is most frequently seen in places
where lots of antibiotics are used, we have issued a pocket guide to doctors which reinforces
essential information in our policy describing when antibiotics should and should not be used.
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We have introduced electronic prescribing in the majority of our clinical areas and will shortly be
using this system to generate daily prescribing reports. These will give us better oversight of
antibiotic prescribing and use across the trust.
We are continuing to use enhanced cleaning processes in areas where we know there have been
outbreaks of certain infections, e.g. viral gastroenteritis.
We have a 24 hour microbiology service which facilitates prompt diagnosis and treatment of any
suspected or confirmed C. difficile cases.
The care of each patient with a confirmed C. difficile infection contracted whilst in our care is
reviewed by the Ward Management Team with a view to ensuring the care was managed
appropriately and to share any learning where we feel the care could have been improved.
We have been undertaking weekly C. difficile ward rounds at St Helier hospital led by a
gastroenterologist, microbiologist and infection control nurse to discuss and agree the on-going
management of confirmed C. difficile infections.
We have introduced measures to assist patients with their hygiene prior to eating at mealtimes,
including the provision of antimicrobial hand wipes for patients unable to wash their hands.
We have continued to work closely with GP colleagues and Clinical Commissioning Groups (CCG)
to reduce the numbers of C. difficile infections contracted in the community; this helps in
preventing the infection being brought into the hospital environment when patients are
admitted. We have quarterly C. difficile meetings to update and involve our lead CCG in trust
apportioned C. difficile infections. We also provide support to our colleagues in the risk
assessment and management pathway of community C. difficile infections.

What this means for you as a patient
If you develop diarrhoea in hospital every effort will be made to move you to a single room. Staff will
ask you to provide samples to be sent for testing to help determine if there is an infectious cause for
your diarrhoea. Several infection control precautions will be put in place and these are designed to
minimise the risk of spreading any potential infection to other patients. If your room does not have an
en-suite bathroom you will be given a dedicated commode labelled with your name. Other equipment
for your use will also be labelled.
Staff will wear gloves and aprons when giving you close contact care such as assisting you with washing
or toileting, and the room or bed space will be put on an increased cleaning programme.
Your visitors will not need to wear gloves and aprons but will be asked to wash their hands thoroughly
with soap and water whenever leaving the room.
Ideally while we are trying to determine the cause of your diarrhoea the door to your room will remain
closed. If an infectious cause is identified you will be informed by your doctor or nurse who will explain
to you what this means and any treatment needed.

How did we perform in 2015-16?
Figure 1 demonstrates the improvements the trust has made in reducing the incidence of C. difficile
infection. The graph shows the total number of cases that have been identified by the trust. This is then
further broken down to show the number of cases that are ‘apportioned’ to the trust and those that are
identified as being acquired in the community – i.e. the patient had the infection before being admitted
to hospital.
It can be seen that improvements have been made over the years, and this has continued in 2015-16
with significant improvement compared to the previous year.
16

As at the end of March
2016, the trust had
reported 30 ‘apportioned’
cases of C. difficile
infection. This means that
the trust met the year-end
target of no more than 39
‘apportioned’ cases of
C. difficile infection during
the 2015-16 financial year.
We will continue our focus
on this very important
priority in 2015-16.

Priority 2 - To reduce the number of healthcare associated Methicillin Resistant Staphylococcus Aureus
(MRSA) bacteraemia infections.
Why is this important?
MRSA is a common skin bacterium that is resistant to some antibiotics. Mostly it will be carried
harmlessly by patients on their skin. An MRSA infection occurs when the bacteria finds its way into the
body through a break in the skin and starts to multiply. This is known as an MRSA bacteraemia.
MRSA remains an important cause of healthcare associated infection, causing a range of illnesses from
line infections, chest infections through to infections within the blood. Reducing the number of
healthcare associated infections including MRSA bacteraemia infections continues to be a priority for
the trust and it is essential in providing safe care to our patients that we do everything we can to reduce
the likelihood of patients getting an infection with MRSA whilst they are in our care.
MRSA bacteraemia has been highlighted by the Department of Health as a marker of infection control
practices and every trust in the country has been set a target of zero trust apportioned cases of MRSA
bacteraemia.
It is essential to providing safe care to our patients that we do everything we can to reduce the
likelihood of patients getting an infection with MRSA whilst they are in hospital.

What we said we would do in 2015-16
We wanted to continue to ensure that the basics were in place with regards to:




Screening the appropriate patients for MRSA on admission.
Decolonising patients with surface MRSA colonisation.
Good hand hygiene.
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We also said we would:




Roll out the new infection control guidelines and policies with a focus on vascular access care for
peripheral and central lines.
Review our MRSA screening in line with updated guidance from the Department of Health.
Continue to focus on the essentials of infection control including hand hygiene and blood
culture technique as part of rolling programme of education and training for our staff.

What we did





We have rolled out the new infection control guidelines and policies and these are now
available on the wards as both a hard copy and via the staff intranet. There is a focus on
vascular access (peripheral and central line) care as this is a known source of MRSA infection.
We have introduced a new MRSA screening policy, within the infection control policy, in line
with the updated guidance which includes the screening of in-patients in high risk clinical areas.
We are currently working on making better use of information technology (IT) in order to ‘flag’
both patients with a history of MRSA and newly detected MRSA patients by generating an alert.
This will benefit patients by facilitating timely treatment.
We have installed infection control isolation pods (ICEPODS) on the A3 surgical ward and the
Harry Secombe renal ward in order to improve our MRSA isolation facilities, as a solution where
single rooms are not available.

What this means for you as a patient
On your admission to hospital you may require screening for MRSA. This will entail a swab being taken
from both of your nostrils and the folds of your groin to look for the organism. If it is detected then a
nurse or doctor will tell you of the result and explain what will need to be done. This will include moving
you to a side room if appropriate. Staff undertaking close contact care will wear gloves and aprons. If it
is thought appropriate, staff will undertake a decolonisation regime. This involves using wash cloths to
clean the skin for five days, which are impregnated with an antimicrobial agent and the use of a special
shampoo hat twice in the five day course. The shampoo hat also has the special antimicrobial agent
contained within it and cleans the scalp area. In addition to these you will also be prescribed medication
for each nostril to reduce the carriage of MRSA in the nose.
While you are in hospital it might be necessary for you to have a plastic tube, known as a cannula (or
venflon), inserted into a vein to allow us to give you medicines or fluids directly into your blood stream.
This tube will usually be placed in the back of your hand. If needed, these tubes can remain in place for
around 3-5 days and should be replaced if they are not working properly or the area around the
insertion site becomes red. Your nurse will check your cannula twice a day for signs of infection and it is
very important that anyone accessing the tube washes or gels their hands immediately prior to having
contact with it. The tube will be put in using an aseptic technique and will be held in place with a clean
dressing which should have the date of insertion written on it. The area where the tube was inserted
may feel bruised or sore, however if you feel any pain when it is being used we ask you to inform your
nurse who can assess if it needs to be removed.
If you are admitted to the Renal Unit and we detect MRSA colonisation or infection you may be
admitted to the isolation pod (ICEPOD) which creates a single room space with the aim of containing the
spread of the MRSA bacteria.
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How did we perform in 2015-16?
In 2015-16 the trust has reported 5 trust apportioned cases of MRSA bacteraemia, of which 4 were
classified as avoidable and 1 as unavoidable. In line with previous years, the 2015-16 MRSA guidelines
from the Department of Health is to have no avoidable cases.
In accordance with national guidance, all of the cases of MRSA bacteraemia have undergone a detailed
review to ensure that the trust is able to fully understand the cause of the incident and to put in place
any measures required to reduce the risk of the incident occurring again. Learning is discussed at our
Infection Control Committee and shared across the trust through our Directorates. Where specific
actions are identified, these are included and actioned through our Infection Control Annual Plan.
These 4 avoidable cases mean that the trust did not meet the Department of Health target that there
will be no avoidable MRSA bacteraemias in 2015-16.

Work is on-going to sustain the
reduction in the incidence of
avoidable MRSA bacteraemia in the
trust and figure two demonstrates
the significant improvements that
have been made with 2015-16
showing the sustained lowest level
of incidence since we started
monitoring this healthcare
associated infection

Priority 3 - To reduce avoidable harm: fall, pressure ulcer, urinary tract infection (in patients with a
urinary catheter) and venous thromboembolism (also known as VTE).
Why is this important?
We recognise and understand the distress that is felt by both the patient and their loved ones when,
following admission to hospital, preventable harm occurs and over the last year we have been working
to minimise the risk of preventable harm from occurring.
This priority has focussed on reducing harm from falls, pressure ulcer, urinary tract infection (in patients
with a urinary catheter) and venous thromboembolism (an umbrella term for potentially serious blood
clots called deep vein thrombosis (DVT) and pulmonary embolism (PE)). A DVT usually develops in the
leg or pelvis. Sometimes part of the blood clot breaks off and ends up in the lung (PE) where it can block
the blood supply).
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What we said we would do in 2015-16
We wanted to continue to use our nursing and midwifery strategy to drive improvement and embed
change and planned to focus on two areas:




Giving our ward leaders time to ‘care and lead’ their staff through increased wte staffing. From
April 2015, we also committed to a phased approach to increase the number of supervisory days
which our ward leaders would take from three to five days a week. This would give ward
leaders time to develop staff through working with them clinically and providing training and
support to their staff. It would also give the ward leader time to review and implement changes
to improve both the patient experience and outcome through reviewing what could be
improved or changed to reduce avoidable harm from a fall, pressure ulcer, catheter related
urinary infections and venous thromboembolism.
The launch of a new induction programme for clinical staff. Our aim was to provide greater
opportunity for staff to participate in interactive learning including experiencing some of the
challenges older people face. For example, through the use of the older persons simulation suit
which allows staff to experience how it feels to be at a high risk of falling.

What we did
In 2015- 2016 we increased our whole time equivalent nursing staff numbers by 203, with a direct
intention of improving the standard of care provided through the reduction in agency staff usage. This
alleviated some of the pressures on staffing caused by our previously high vacancy rates. In year they
were reduced from 15% to under 7%., allowing nursing staff to focus on our priorities.
Falls
Our work to increase our focus on falls management and reduce the risk of falls and subsequent injuries
in the acute setting forms part of our ambition to reduce avoidable harm within the trust. Our overall
goal is to reduce the number of preventable falls and increase the misdiagnosis of the symptoms of a
fall. This forms part of our ‘Sign up to Safety’ campaign.
As part of this work we have developed a locally led Falls Prevention Programme which embraces
evidence based practice and is designed to meet the specific needs of the trust. This includes the
development of a small falls prevention team to provide greater leadership, visibility and education to
our staff. We are providing education through a multi-professional approach and falls prevention
training is now provided to junior doctors when they join us through their induction programme. The
falls team spend focused time in wards, which gives us the opportunity to understand the ward culture
and provides ward staff with healthy challenge to their management of high risk patients.
All nursing staff are given a falls prevention manual during their induction. We have also developed a
two hour teaching programme for staff and provide ward based teaching.
We have developed a falls and dementia focused ward which provides care for patients who are at high
risk of falls.
Our falls steering group is going from strength to strength with nurses, doctors and therapy staff
meeting every month to discuss our progress.
Sadly sometimes patients do suffer harm from a fall, which can extend their hospital stay. If this
happens the falls prevention lead meets with our senior nursing leadership team within 72 hours to
examine what happened in detail. The emphasis is on learning and the early meeting means that any
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necessary actions can be put in place quickly. In addition, the ward feels supported and lessons learnt
from the patient fall are cascaded to staff much more quickly.
Urinary tract infection (UTI)
About 20% of our inpatients will have a catheter at some stage during their hospital stay. Urinary
catheters can make an individual more susceptible to infection and it is important that we ensure
patients who have a urinary catheter in place receive appropriate care to minimise the risk of urinary
tract infection.
We have therefore continued to train staff in correct catheterisation technique and catheter
management. We have also looked at the number of catheters that we insert to see if these are all
appropriate and examined the quality of catheter care, making quality improvement changes as a result.
Pressure ulcers
The trust uses the European pressure ulcer classification system to classify pressure damage. Old and
new pressure damage is reported via our incident reporting system and each incident is reviewed and
confirmed by our tissue viability nurse to ensure accuracy of reporting and appropriate treatment plans.
We have established a tissue viability champion group to keep wards up to date with latest information
on the classification and treatment of pressure damage and to help monitor the effectiveness of
prevention interventions.
We have also introduced multidisciplinary team safety boards for patients to see how we are doing on a
number of safety initiatives. The boards include a section that the wards complete to share with
patients and their visitors the last date when a patient developed pressure damage while on the ward.
These have evidenced to our patients long periods of pressure damage free days.
Venous Thromboembolism (VTE)
The VTE nurses continue to embed the VTE prevention policy into practice through teaching for all
clinical staff including trust induction programmes and mandatory training. The VTE nurses are a regular
presence on the wards and encourage doctors and midwives to complete VTE risk assessments for
patients on admission to hospital. This aims to ensure that patients’ VTE risk is correctly identified and
appropriate thromboprophylaxis is prescribed and administered in a timely manner.
By ensuring that all measures are in place for VTE prevention, the rate of avoidable hospital associated
thrombosis (HAT) is reduced. The VTE nurses investigate every episode of HAT using a systematic tool
to determine if potential harm was sustained by the patient. If this is the case then we will speak with
the patient to inform them that we will investigate their care to understand what happened and what
can be learned. Investigation outcomes are shared with the patient.

What this means for you as a patient
The work of our falls team has supported our staff’s awareness and understanding of falls and is
increasing our patients’ safety.
As examples:


A patient fell from their chair whilst trying to get up on their own. A post falls meeting was
undertaken with staff within 72 hours of the patient falling. It was identified that the staff break
times needed to change to ensure that we had the most numbers of staff available at times
when our patients are at a higher risk of falling.
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A patient fell on the ward shortly after being transferred from our assessment unit. A post falls
meeting was undertaken with staff within 72 hours of the patient falling and it was identified
that the ward had not been informed by the assessment unit that the patient was at high risk of
falling. It was then identified that there was no standard ‘patient handover’ document used by
the assessment unit and that the quality of handover was variable. As a result we are reviewing
the ‘patient handover’ process and new handover documentation is being designed for the
assessment units to use which will include a specific section on falls risk.
It was identified by the falls prevention nurses that some wards were using ‘old’ assessment
documentation. This had also been highlighted at our post fall review meetings. As a result, the
falls team have visited every ward to ensure that all the incorrect documents have been
removed and replaced with the correct paperwork from our current policies.

How did we perform in 2015-16?
Our performance measure is the NHS ‘safety thermometer’ which was launched nationally in April 2012
as a way to provide a ‘temperature check’ on harm. The safety thermometer provides a quick and
simple method for surveying harms and analysing results and allows wards to measure defined harms
and the proportion of patients that are harm free.
It can be seen from Figure 3 below that we are above the national average for most of the time in
providing harm free care. We are reducing harm across the measures described and our commitment
to consistently reduce harm in line with this priority will continue in 2015-16.

22

Improving patient outcomes
We are committed to providing our patients with the best possible care in the safest possible
environment. It is important that our patients experience an improvement in their health as a result of
their treatment and this section reviews the goals that we identified in 2015 to enhance the
effectiveness of the care we provide.
Priority 4 - To ensure compliance against statutory and mandatory training requirements and
staff appraisal.

Why is this important?
A high quality, appropriately trained workforce is essential for the delivery of quality patient care and
this will always be a priority for us. It is important that our staff receive the training they need in order
to carry out their roles safely.
We are signed up to the National Framework for Statutory and Mandatory Training which means our
core subjects are delivered to the national standards and outcomes.
Statutory and mandatory training includes 10 core subjects:











Infection control.
Resuscitation.
Manual handling.
Equality and diversity.
Health & safety.
Information governance.
Child protection.
Fire prevention.
Safeguarding adults.
Conflict resolution.

What we said we would do in 2015-16
In supporting staff to meet the obligation of their statutory and mandatory training we planned:







An emphasis on staff demonstrating compliance with our Statutory and Mandatory Training
Policy.
Changes to reduce the time it takes to complete the mandatory training programmes.
Developments to offer more ‘on-line’ options for completion.
A more competency-based approach which would include assessment of skills to ensure staff
demonstrated proficiency.
An emphasis on appraisal compliance to reach our 95% target by year end.
Development of a talent management framework and approach for senior managers to support
us in identifying and developing leaders across the trust to continuously improve delivery of
care.
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What we did
We have continued to record and monitor our staff’s compliance with their Statutory and Mandatory
training through our WIRED system. This allows individuals and managers to view training records that
are ’traffic lighted‘ for compliance (green, amber, red).
We have developed our own E Learning site which has allowed us to ensure the training is specific to our
trust as well as ensuring it meets national guidelines. By doing this our staff are able to complete an
assessment at the beginning of the training to see if they require full training or not. This means our
staff are not spending unnecessary time updating training when they already have the skills and
knowledge. We will be developing this further in 2016-17 for all subjects.
We continue to work with other local hospitals across South West London to streamline training.
We have also further reviewed our appraisal process and introduced a new approach. The new
approach means that everyone in the trust has time with their manager to agree their objectives and
create a personal development plan. Managers are then required to meet with everyone in their team
at least twice a year to review progress and discuss what support their team need to achieve their
objectives. Ideally, managers will be meeting with their staff more than this but we have set a baseline
for all staff to support their development.
Appraisals should be a positive experience where individual successes, value and contribution are
recognised, and should be supported by a mid-year review and end of year review. In April, we’ll be
launching a new online tool to make sure objective setting and appraisals are as straightforward and as
meaningful as they can be. We have already started to train a small number of people in the new
system, known as Actus and this will be rolled out over the coming year.

What this means for you as a patient
Developing our own learning system means our staff training can be tailored to the needs of our own
patients and incorporate our own trust policies and procedures.
Developing assessments mean our staff do not have to be released as frequently from their department
or ward to refresh training when they are already competent.
The change in our appraisal process and cycle will support our staff in being clear about their personal
responsibilities and priorities. Having clear objectives with measurable outcomes gives staff something
to aim for, assess and recognise their achievements and decide how they prioritise their time. We
believe it is important these are linked to the trust’s objectives so that staff can see how they contribute
to the overall success of the organisation as well as make sure we’re all pulling in the same direction.
We have also made sure that a conversation about how our staff demonstrate how they behave in line
with the trust’s values is part of the performance and development review process. It is also important
to review performance regularly to make sure individuals and teams are on track to achieve their
objectives.
Research has linked appraisals to positive patient outcomes in the health sector. We hope that the
initiatives that we have taken in supporting our staff training and appraisal support and enhance the
experience of our patients.
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How did we perform in 2015-16?
We achieved an average training completion across all of our statutory and mandatory training of
85.65% for the year.
Within our core subjects detailed here we have exceeded our 95% target in 5 areas. Figure four shows
the progress that we have made and identifies that we have exceeded the required 95% compliance for
all staff receiving infection control training.

Priority 5 - To reduce clinically unexpected re-admissions through review and redesign of
patient pathways.
Why is this important?
Whilst we have continued to make good progress in this area we recognised the need to continue to
build on our progress with the continued aim of reducing the number of unexpected readmissions to
our hospitals, particularly in light of the increasing age and acuity of the patients that are presenting to
both our hospital sites.

What we said we would do in 2015-16
We planned to continue to work with our partner organisations to embed the models of integrated care
for Respiratory and Care of the Elderly patients during the year. We also planned to work with our
commissioners and local borough colleagues to further develop a number of the initiatives that we
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introduced during the winter of 2014-15 to support patient care. These included the provision of intravenous antibiotics in the community and the provision of night sitters to prevent patient admissions for
social reasons. Finally, we planned a continued focus on seven day working, leading to senior medical
review of patients at the weekend.
Our aim was to reduce the number of unexpected readmissions within 30 days of discharge to achieve
the target of no more than 6.6% of patients being readmitted to hospital as an emergency within
30 days of a previous admission.

What we did
Advance planning of a patient’s discharge from hospital is central to ensuring that readmissions are
avoided. Social workers, therapists and mental health workers work closely with ward staff, discharge
co-ordinators and those managing our beds across the hospital sites to ensure that all discharges are
managed safely. We also work closely with our commissioners to ensure that available beds in the
community are used appropriately to relieve pressure on the hospital system and to ensure that
patients are properly supported when they leave hospital. Access to night sitting is available for those
who require additional support at home.
We continue to develop ambulatory care services that enable people to receive hospital care without
being admitted into a bed. Over the winter we have increased the number of doctors and nurses
working in ambulatory care, especially at weekends. This allows us to run a seven day service for people
who need treatment but do not need to be in a hospital overnight.
Our respiratory service has also been extended over the winter to cover hours between 8am and 8pm
Monday to Friday and 8am until 1pm on Saturdays. The respiratory team work closely with our
emergency department to advise on the care of patients who attend feeling unwell and to avoid an
admission where possible. They also provide a hotline for advice for patients and staff in the
community. Since November 2015 we have avoided 26 admissions (12% of those presenting).
Patients who are well but require intravenous antibiotics can, in many cases, be cared for in their own
homes with community nurses visiting to administer their medication. Where there are gaps in this type
of community service we are exploring the option of using alternative agencies to help us to manage the
care of more people requiring intravenous medication at home.
A key development in the latter part of the year has been the opening of our Community and Diagnostic
Assessment Unit (CADU) at Epsom. Staffed by local Surrey GPs, therapists and nurses, the aim of CADU
is to avoid the need for admission in those aged 65 and over. This is a new and innovative way of
working as older people who visit their GP frequently can now be booked in for a comprehensive
assessment with access to hospital tests as required. This bypasses the emergency department and the
need for admission as we aim to be able to discharge people within the day from CADU with, if
necessary, a level of increased support tailored to their individual need.

What this means for you as a patient
Between November and mid March the respiratory team has seen 217 patients and has avoided 26
admissions (12%). Patient ages ranged from 87-37.
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Most of the admissions were avoided on a Monday and Thursday (5), followed by Wednesday and
Friday (4), Saturday (3), Tuesday (2) and Sunday (1). These patients presented with COPD (Chronic
Obstructive Pulmonary Disease), asthma, shortness of breath or difficulty breathing.
39 patients were admitted for 1 day and of these, none re-attended within a week having received post
discharge telephone support from the respiratory clinical nurse specialist.

Our Community and Diagnostic Assessment Unit
An 83yr old lady (Mrs D) was referred to our Community and Diagnostic Assessment Unit (CADU) from
the Emergency Department after admission there with inability to cope and loss of mobility.
Blood tests showed an iron deficiency anaemia and evidence of infection. An electrocardiogram - or
ECG – (which is a simple and useful test which records the rhythm and electrical activity of the heart)
showed a fast irregular heartbeat.
On listening to Mrs D’s heart, the CADU doctor discovered a heart murmur which had not been
identified previously and the GP was advised to refer Mrs D for cardiac investigations.
Mrs D was treated for cellulitis of both legs with oral antibiotics and was assessed in CADU by the
Occupational Therapist and Physiotherapist. They recommended an increase in her package of care to
four times a day carer visits. The therapists also visited Mrs D at home after her discharge from CADU;
they provided equipment and the environment was cleared of hazards and made generally safe.
Mrs D was then followed up for a further 72 hours by the CADU team and referred on to the Red Cross
district nurses for continence assessment and a physiotherapist for on-going mobility rehabilitation and
review.
There was some significant confusion regarding Mrs D’s medication on the day after her admission to
CADU and this was resolved by the CADU team speaking to the regular GP and the community
pharmacist; this was made possible by CADU having access to the GP medical records using a web based
GP system.
Mrs D has remained at home following her discharge from the CADU and the warden at her home
reported to the CADU team that she was coping satisfactorily with the help of her increased care and
"seemed much better".
Benefits to Mrs D, the GP and the hospital:





Mrs D remained at home in accordance with her wishes.
Mrs D was referred immediately on to community services.
Important medication issues were resolved by cooperation between the CADU, the MultiDisciplinary Team (MDT), the patient's GP and the community Pharmacist.
It was concluded by the CADU MDT that the intervention by the services provided by CADU
almost certainly prevented a prolonged (possibly up to 2 weeks) acute hospital admission in
view of Mrs D’s impaired mobility and previous difficulty coping, all of which was further
complicated by the presence of anaemia (due to a recent upper gastrointestinal bleed) and also
an acute infection (cellulitis) of both lower limbs.
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How did we perform in 2015-16?
Figure 5 shows our performance for this priority.
While there has been some improvement in some months, this has continued to be a challenge
throughout the year and we have continued with our work to enhance care pathways for our most
vulnerable patients. This priority will remain a focus of continued attention.

Priority 6 – To improve our discharge processes.
Why is this important?
There has been much research nationally relating to the effective and appropriate discharge of patients
from hospital and the evidence suggests that comprehensive assessment, discharge planning, discharge
support and education can have positive effects on patient outcomes and satisfaction.
In working to ensure effective discharge from our hospitals progress has been made both in the
information we provide and in the planning and support that is offered. We wanted to maintain the
focus on this important element of our patients’ care.
Our aim has been to build on the progress made to ensure all patients benefit from a well-informed,
planned, timely discharge and evidence based best practice is embedded at the point of care. This
means ensuring shared responsibilities, reduced duplication, and better multi-agency working. Patient
forum events suggested our patients wanted us to better communicate their plans for discharge during
their in-patient stay. This has remained a high priority for the trust and has been supported with a
continued focus to ensure our most vulnerable patients are receiving the ‘next steps document’ during
their in-patient stay.

28

What we said we would do in 2015-16
We planned to continue our collaborative working with partners and voluntary agencies to ensure
continuing and sustainable improvements and we prioritised the following areas for 2015-16.
Improve communication and discharge processes for our patients admitted to hospital through:




Continued working with Healthwatch Sutton to progress actions identified within the Joint
Improving Discharge Action Plan.
Engagement with our partners and voluntary organisations to complete an evaluation of
progress and agree further recommendations.
Working together to further develop and co-design patient and carer information relating to
discharge processes and care available following discharge from hospital. It was proposed that
this work include review of the ‘Going Home Plans’ and ‘Next Steps’ documents piloted during
2014.

Collaborative Working across Health, Social and Voluntary Sectors:


As part of the National Better Care Programme (which aims to achieve improvements in patient
experience and quality of care provision) we planned to work with our commissioners and
Borough and Voluntary Sector (Merton, Sutton and Surrey Downs) colleagues on a number of
initiatives that incorporated elements to support improved discharge and care following
discharge from hospital. Some examples of initiatives included:
a) Developing joint assessment processes across services.
b) Supporting earlier discharge including piloting ‘Discharge to Assess’ models of care. These
involve enhanced discharge for patients that no longer require acute hospital care but require
further assessment for on-going support in the community.
c) Improved referral processes and co-ordination of care following discharge from hospital
through the development of multiagency teams to agree changes that will improve pathways
for patients and carers.

What we did
During 2015 the trust continued to engage multi-agency colleagues to develop and test initiatives to
improve discharge processes and communication. The following progress has been made against the
Better Care Fund Initiatives:


The continuing healthcare assessment process has been improved by employing a specific case
manager who is based on site to undertake patient assessment at Epsom as soon as a referral is
received. This has reduced the time patients have to wait for an outcome of assessment.



A ‘discharge to assess’ (DTA) model is in place at Epsom and is gradually being increased. A
patient is identified for DTA before 1pm and is accompanied home by an Occupational Therapist
and Social Care Practitioner as standard along with the patient’s carer and / or family member
to have any necessary assessments in their own home. Packages of care are arranged and
necessary equipment is provided on the day to enable the patient to stay at home. A GP is also
available to visit at home if required.
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An integrated digital care record has recently been introduced at St Helier which allows staff in
the acute admissions unit to access GP records and (limited) social care records. Feedback is
currently being collected to measure the effectiveness of this programme. Work is in progress
to potentially provide GPs and social care access to acute records.



A Community & Diagnostic Unit (CADU) for over 65’s has been introduced at Epsom Hospital.
The unit allows patients to be treated and discharged home, avoiding possible admission to
hospital. Patients and carers were involved with development of the service design. The unit is
run by a team of GPs, therapists, the Older Persons’ Advice and Liaison Service (OPALS) nurses
and has direct access to social care re-ablement and overnight sitters if needed. Referrals are
taken from GPs, Community Matrons, the emergency department and acute wards. A follow up
service is provided in the form of phone calls, home visits and referral to the community medical
team. This service continues to be developed and is expanding.



Seven day services transformation is currently underway with a pilot to improve weekend
working set for the end of March 2016. Progress made so far is:


On site Consultant presence has been increased in both Emergency Departments and
Acute Medical Units to ensure patients assessments occur in a timely way.



Radiologists are on site between the hours of 9 – 12 at weekends. Reporting is available
via an external company out of hours to speed up x-ray results.



Improved structure of medical handover twice a day.



Increased obstetric consultant establishment.



Increase paediatric consultant establishment.



Social care available on site on Saturdays at Epsom.

The red bag initiative:
The red bag initiative has been developed in partnership by Sutton Clinical Commissioning Group,
Epsom and St Helier University Hospitals NHS Trust, Sutton and Merton Community Services, London
Ambulance Service and representatives of the care homes and is designed to support care homes in
Sutton, the London Ambulance Service (LAS) and St Helier Hospital to meet the requirements of the
forthcoming National Institute for Health and Care Excellence (NICE) guidance on transition between
inpatient hospital setting and care homes. The focus is on elderly residents in care homes who are
transferred to the emergency department at St Helier hospital by LAS. The pathway requires a senior
member of staff from the care home to visit the resident and discuss the care that will be needed for
when the resident goes home to the care home.
The red bag contains standardised paperwork, medication and personal belongings, and it stays with the
care home resident from the time they leave the home to go to hospital until the time they return to
their care home at the end of their stay in hospital.
The standardised paperwork will ensure that everyone involved in the care for the individual resident
from a care home will have vital information to hand about the resident’s general health, e.g. the
current concern, and any medication they are already taking.

What this means for you as a patient
A case study of a patient’s experience of the Community & Diagnostic Unit (CADU)
Mr B was referred to CADU by his GP with a persistent, unexplained cough for three months, together
with chest pain, shortness of breath and diminished appetite for two weeks. Treatment by the GP with
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two courses of antibiotics had not improved his condition. Mr B underwent a blood test, chest x-ray and
urine tests. Following review of these results an urgent abdominal CT scan was also undertaken.
Although the chest x-ray had not suggested any malignancy the CT scan showed a likely lung primary
tumour with secondary tumours in the lung and liver. The GP referred Mr B for a specialist respiratory
care team assessment and he was seen by the team whilst on CADU. Mr B was informed of the
diagnosis whilst on CADU and with his brother alongside him. He was able to go home with an
appointment for the local cancer service for further investigation and treatment by the respiratory
team. The CADU nurse followed up Mr B by phone following discharge and his GP was informed by the
CADU doctor.
The CADU provided a one-stop assessment and organised the investigations Mr B needed to provide the
GP with a rapid diagnosis of his persistent and prolonged, unexplained symptoms. This included access
to specialist advice and support and resulted in cancer treatment being expedited.

How did we perform in 2015-16?
The above describes the work that is ongoing to improve our discharge processes.

Improving our patient experience
We are committed to ensuring that our patients have the best possible experience whilst they are in our
hospitals and have an on-going programme of work to help us to understand and enhance the patient
experience.
Priority 7 – Demonstrating continuous improvement in our patient experience through the
‘Friends and Family Test’.
Why is this important?
Our mission is to put the patient first by delivering great care to every patient, every day, focussing on
providing high quality, compassionate care. The Friends and Family Test is one of the ways patients can
feedback to us about their experience and whether they would recommend us to their family and
friends. We are able to compare our results with other trusts helping us to understand how well we are
doing in meeting and exceeding patient expectations.

What we said we would do in 2015-16
In 2015-16 we said we would ensure that the response rate to the Friends and Family Test remained
consistently strong. We planned to drive down the number of detractor and neutral scores by
identifying recurring themes and issues and ensuring these were actioned at a local level wherever
possible.
To support this we said we would roll out the ‘you said, we did’ approach across the trust, engaging our
staff in using the narrative feedback alongside other patient feedback relating to their services to
identify and action improvements. We said these would be clearly displayed on information boards on
wards and in clinics and they would be updated on a monthly basis. We aimed to recruit patient
experience volunteers to support us in keeping the published information up to date.
31

We also said we would:





Work with Picker to pilot a bespoke feedback form for patients with learning disabilities.
Ensure that positive comments about individual staff were shared with managers and the staff
concerned and that these comments are used to celebrate and share good practice.
Capture an evidence base of improvements made and ensure that learning and best practice is
shared across the trust.
Work to ensure we capture information from respondents to help us understand whether we
are supporting all patients, including those with disabilities, to access the opportunity to
provide feedback.

What we did
To provide additional options for patients to respond to the Friends and Family Test survey and to
maximise our patients’ opportunities to give feedback, the trust introduced a text option for patients
using our Outpatients and Accident and Emergency Departments.
We successfully launched the “you said, we did” approach across the trust in November 2015. This
engages staff in using the narrative feedback from the Friends and Family Test that relates to their
service, enabling them to identify themes and take early action to improve the patient experience in
their area. The feedback and actions taken are now clearly displayed on information boards on wards
and in clinics across the trust. To support us keeping the information up to date, we are in the process
of recruiting patient experience volunteers.
We worked with Picker Institute Europe to ensure patients are given the opportunity to tell us about
their age, gender, any disabilities and their ethnicity and we will use this information to understand
whether we need to provide more support to patients to enable them to respond to the survey.
To support patients with visual impairment in responding to the survey, yellow cards were introduced
for ophthalmology services.
Children and young people friendly cards and hand held devices were made available for the children’s
wards to ensure patients have access to age appropriate methods of response and to complement this,
a further initiative known as “Pants and Tops” was introduced to the children’s wards.
The Pants and Tops approach uses washing lines which hang in each of the children’s wards. The play
team support children and young people to design an item of clothing and say what is ‘top‘ about being
in hospital and what is ‘pants’. From feedback from the Friends and Family Test and the Pants and Tops
approach there have been the following activities and plans for improvement:






Holding adolescent evenings facilitated by a play specialist to provide support and
focussed activities.
A review of the food, including ‘super taste testers’.
The development of a play team bringing our play specialist to work as one team.
A request for free Wi-Fi has been made.
Development of more information leaflets.

As part of the Friends and Family Test patients and their carers have given us feedback about our
staff and we have received positive feedback about a number of our staff. Feedback is always shared
with staff involved and staff who are named on three separate occasions in one quarter receive a letter
of thanks from the Chief Nurse.
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What this means for you as a patient
The Friends and Family Test gives you the opportunity to let us know how you felt about your
experience, as close to the time of your visit as possible. This means that we can quickly identify
opportunities for improving our services and share feedback about good practice and praise for
individual staff across our trust.
Examples of improvements made following feedback from the Friends and Family Test include:




Following feedback about delays in discharge, Simon Stewart Ward recruited a new Discharge
Co-ordinator.
Following feedback about a lack of blinds on Frank Deas Ward, these were provided.
Following feedback about communication from midwives, the Women’s Health team are
planning a tailored “listening to learn” project in 2016, to improve midwifery communication
skills.

How did we perform in 2015-2016?
The trust has achieved an overall response rate of 24.8% for Inpatients, 9.6% for A&E, and 22.3% for
maternity question 2
When patients rate our services through the Friends and Family Test they are asked to use the following
to tell us how likely they would be to recommend our services:






Extremely likely
Likely
Neither likely nor unlikely
Extremely unlikely
Don't know

The recommender score is reported. This is the total number of patients who gave either likely or
extremely likely to recommend as a response, expressed as a percentage of the total responses.
Figure 7-1 shows our performance in offering the Friends and Family test to our patients.
Figure 7-2 shows our patients recommender score.
Figure 7-3 shows how our performance compares with neighbouring trusts.
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Figure 7-3: Benchmark with neighbouring trusts
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Priority 8 – To improve the awareness and diagnosis of dementia, using risk assessment, in the acute
hospital setting.
Why is this important?
Dementia awareness, diagnosis and care remain a national priority and therefore a priority for us. The
number of people who have dementia is steadily increasing but there are still a large number of people
who are undiagnosed and do not have access to the correct help and, potentially, the supportive
treatment they may need. A large number of patients who are admitted into our hospitals may have
undiagnosed dementia and by finding them and properly assessing them we can help to get them
diagnosed. This can lead to them getting the support and help that they and their carers require.
This priority was introduced in 2012-13 with the aim of improving the quality of care patients with a
diagnosis of dementia were receiving. By continuing to highlight this as a priority we aimed to sustain
and continue to build on the achievements we have made since 2012-13.
By improving the awareness and therefore the opportunities for the early diagnosis of dementia we can
improve the quality of the patient care and enhance the experience of both our patients and their
carers.
Through early identification we can ensure that patients have access to the right treatments and
services allowing patients to have choice about their care.

What we said we would do in 2015-16
Our vision is to continually provide excellent dementia care for our patients and we aim to build on the
work already being carried out. In order to achieve this we identified five main aims:
Aim one: Our patients living with dementia will be cared for by staff that have the necessary skills and
values to care effectively.
We planned, and aimed to complete, a programme of dementia awareness training for all clinical staff
(including doctors) during induction training and all clinical staff of Care of the Elderly wards by the end
of quarter four 2015-16. Within the programme staff would also be trained to manage behaviours of
patients living with dementia and document these behaviours in a chart which will be monitored by
regular audits throughout 2015-16. Our aim was to see a reduction of incidents in what may be
perceived as challenging behaviour by the end of 2015-16.
We also aimed to hold sessions for the Executive and Non-Executive team in APA (A Positive Approach)
training which focuses on understanding the behaviours of patients living with dementia and promotes
a positive approach to patients with this condition.
Aim two: We will work in partnership with our patients and their carers and they will feel listened to,
valued and treated with respect and dignity.
We wanted to act on feedback from the carers’ survey completed by carers of patients living with
dementia on the Care of the Elderly wards. We also wanted to ensure that carers felt they have a role in
the care of the patient during their stay in hospital and are included in discussions about the patient.
We planned to achieve this by encouraging carers to take an active role in their loved ones’ care, such as
assisting with meals, and to monitor progress by asking carers if they felt included in the care of the
patient through the carers’ survey.
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Aim three: We will continue to assess our patients at risk of developing dementia and provide a service
which is responsive to their needs.
We planned to continue to use FAIR (Find, Assess, Investigate and Refer) for all patients at risk of
developing dementia. Using the FAIR model, we aimed for all initial assessments for dementia to be
carried out for patients over the age of 75 within 24 hours admission.
Aim four: We will provide person centred care to our patients living with dementia that will be based on
the needs of the individual and will maintain their dignity and personhood.
We wanted each patient living with dementia to have a ‘This is Me’ document available at the end of
their bed. The documents include a picture of a ‘forget-me-not’ flower in the clear front pocket of the
Care Chart. The document has been included in the staff training programme so everyone from porters
to consultants are aware of the significance of the bright blue flower and that information about a
patient can be found on the reverse. Included in the document is information about the patient such as
important people in their lives, favourite food, likes, dislikes and hobbies which enable opportunities to
open a conversation for the staff. The trust aimed to roll out the document to more wards, with the
ultimate aim of incorporating the document into the daily life of every ward across the trust.
Aim five: Our environments will be dementia friendly.
During 2015-16 we aimed to carry out an environmental assessment on identified wards using the Kings
Fund Environmental Assessment tool. Following the assessments an action plan was to be developed
for improvements which would consider the impact of changes on patients living with dementia.

What we did
As a result of the delivery of dementia awareness training to clinical and non-clinical staff including
members of the Executive Board, we have equipped the trust to continue to provide excellent care and
support for patients living with dementia and their carers.
We have continued to utilise the FAIR (Find, Assess, Investigate and Refer) assessment model to support
activity aimed at achieving the dementia Commissioning for Quality and Innovation (CQUIN) scheme
which drives local quality improvement goals. All patients admitted to the trust over the age of 75 years
will receive an initial assessment.
Every patient living with dementia has ‘This is me’ documentation completed on admission and the trust
will continue to work with outside agencies, for example, The Alzheimer’s Society, to encourage the use
of the ‘This is me’ concept within the community setting.
The newly created Community Assessment and Diagnostic Unit (CADU) has been specifically designed
using dementia friendly colours with support from The Alzheimer’s Society. This has been shown to
help people living with dementia, who may experience difficulty with sight and perception.
C2 Ward at St Helier hospital has been specifically designed to be dementia friendly and includes
features known to help people feel less disorientated and confused.
‘Dementia suitcases’, ’rummage boxes’, ‘forget me not care charts’ and ‘twiddle muffs’ continue to be
used on the wards to support our patients to reminisce, distract, stimulate and start conversations and
both staff and visitors are encouraged to use them.
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What this means for you as a patient
As a result of the awareness training being undertaken within the Trust, the tools we are using to
support our patients living with dementia and looking at the environments in which we care for our
patients we will improve patient care.
The following case gives an example of how we are doing this.
Betty was trying to leave the ward. She was becoming frustrated and wanted to go home. A nurse
encouraged Betty to sit at a table and have a cup of tea. Betty sat at the table and the nurse showed
her the ‘forget me not’ suitcase and they started a conversation about the ration book and how Betty
had lived in the war. At the end of the session Betty was settled and went back to her bed and the
nurse had learnt something about living and working during wartime Britain.

How did we perform in 2015-16?
Figures 8-1 and 8-2 demonstrate the trust performance in assessing and screening the defined group of
patients for the risk of dementia against the standard of 90% for the areas of screening and risk
assessment. Due to winter pressures, the trust had some challenges in meeting the standard during
these months for screening but constantly remained above previous year’s performance.
There was a drop in dementia risk assessment in February 2016 and this may be associated with eth
winter period. We are reviewing our systems and processes for the capture of the assessments.
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Part two: Our priorities for quality improvement 2016-17
How our priorities were chosen
In presenting our priorities for improvement in 2016-17 we have taken into consideration our progress
against last year’s priorities, which were continued from 2013-14. Some of the priorities are now
secured as business as usual, whilst others require continued focus. We have also considered the local,
regional and national picture, our overall performance as well as the views of patients, our
commissioners and patient representatives from our Healthwatch groups and the Overview and Scrutiny
Committees of our local authorities.
Following a process of engagement, including discussions with senior managers at the Trust Executive
Committee, we have agreed that the eight priorities identified for focus in 2015-16 should be refreshed.
Six new priorities are presented. These priorities have been endorsed by the Trust Board and reflect the
agreed trust corporate objectives for 2016-17. The priorities aim to provide a continued focus for our
clinical teams to embed achievements and demonstrate continued improvements. In maintaining our
focus on these priorities we will also maintain our focus on the actions agreed. We strongly believe that
doing the basics really well, every time, is what is required to secure continued improvement and will
support us to deliver our mission to put the patient first by delivering great care to every patient, every
day, focusing on providing high quality, compassionate care that is:




Safe and effective.
Creates a positive experience that meets the expectations of our patients, their families
and carers.
Is responsive and delivers the right treatment, in the right place at the right time.

Improving our patient safety
Priority 1 - To maintain a focus on infection control
Why is this important?
The reduction of Healthcare Associated Infections (HCAIs), including Clostridium difficile (C. difficile) and
Methicillin Resistant Staphylococcus Aureus (MRSA) bacteraemia infections, remains a priority and it is
essential that we continue to do all we can to reduce the risk to our patients of acquiring a HCAI while
they are in our care. Infections increase length of stay for patients and cause symptoms ranging from
mild diarrhoea illness to life threatening complications.

What we will do in 2016-17
We will continue to ensure that we have measures in place to assess the risk of, prevent, detect and
control the spread of infections, including HCAIs, as follows:


The trust has enrolled in a nationwide programme led by the Trust Development Authority to
improve existing infection control which will help us to develop novel ways of working over the
coming year. We will complete an analysis of our current practice to help identify areas of
practice where we could improve.
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An external review of infection control practice will be organised by the Director of Infection
Prevention and Control with the aim of ensuring that we are doing all we can to reduce and
control infection.
We will be reviewing different hand hygiene strategies including innovative systems of
electronic monitoring of hand hygiene.
The isolation of patients helps to minimise the spread of infection such as MRSA and C. difficile.
We plan to continue increasing our single room provision across the trust, either by converting
existing ‘bay’ areas into single rooms or by obtaining further isolation pods (ICEPODS).

How will we monitor and report our improvement?
We will be monitoring and reporting on our performance monthly to our Trust Executive Committee.
Key areas of performance monitoring and reporting will include:





Trust-apportioned MRSA and C. difficile cases.
The results of hand hygiene audits.
Auditing of the compliance against special measures put in place within wards where MRSA
infections have occurred.
The investigation of reported incidents in relation to infection control and prevention.

All HCAIs will be reported quarterly to the Infection Control Committee.
The findings of investigations of trust-apportioned cases of both MRSA and C. difficile will continue to be
presented at the infection control committee, which meets every two months. Membership of the
committee includes Consultant Microbiologists, infection control nurses, divisional leads e.g. Matrons
and Heads of Nursing, Clinical Commissioning Group leads and a representative from the CCDC
(Consultants in Communicable Disease Control). The Matrons and Heads of nursing will disseminate
learning to their clinical areas.

What will our target be?
No more than 39 C. difficile infections.
There will be no avoidable MRSA bacteraemia in 2016-17.

Priority 2 – To reduce avoidable harm with a focus on unwitnessed falls.
Why is this important?
We chose this priority in consultation with our stakeholders as we agreed the importance of continuing
the work that has begun within the trust to drive down the number of patient falls and associated harm
through a programme of prevention. We recognise that although we have made progress there is still
more we can do to prevent patients being harmed because of a fall.
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What we will do in 2016-17








We will continue with the teaching programme both within the practice and classroom settings
and will make this training mandatory for all clinical staff in the coming year.
We will work collaboratively with the trust simulation suite to give staff ‘hands on’ training and
support using real scenarios in a supportive setting.
We will undertake stake holder workshops to share learning regarding falls prevention
awareness.
We will undertake staff workshops to share learning across the multi professional staff groups.
We will celebrate the success of our staff giving recognition to wards who achieve 30 days or
more without any falls.
We will continue to embed the post falls process including a 72 hour post falls meeting to
ensure immediate actions and lessons learnt are undertaken.
We will learn from our newly developed falls and dementia focus ward, including the outcome
of open visiting, and will cascade good practice to other Care of the Elderly wards.

How will we monitor and report our improvement?
We will monitor and report each month on the following:




The number of unwitnessed falls by division.
The number and severity of falls monthly per 1000 bed days.
The percentage and number of staff who have received falls training within each division.

Reports will be made to the falls steering group meetings which are overseen by our Clinical Quality
Assurance Committee.

What will our target be?
To reduce the number of unwitnessed falls in the trust by 50% over the coming year.

Improving our patient outcomes
Priority 3 - To embed the trust management of the acutely ill patient policy.
Why is this important?
Management of acutely unwell patients in hospitals remains increasingly challenging and demanding
due to the nature and complexity of illness. With increasing numbers of patients presenting to hospital
for urgent and emergency treatment and care, our hospitals need robust and effective clinical pathways
to support the effective and appropriate management of the acutely unwell patient in the early stages
of their admission and during their hospital stay.
Patients admitted with acute illness are at risk of further deterioration which can lead to adverse
outcomes. Our aim is to improve the recognition and care of acutely ill patients thus helping to ensure
that patients receive timely, appropriate treatment in the best care setting.
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We have developed a policy to guide our management of the acutely ill patient. This includes ten key
principles of care as follows:










Principle 1: Consultant input and review of acute admissions as soon as possible and or
within 12 hours of admission to hospital with continuity of care by senior doctors.
Principle 2: Clear documentation of the patient’s treatment, management and escalation plan.
Principle 3: Robust monitoring to support timely identification and escalation of care to improve
safety and effectiveness.
Principle 4: Effective communication between junior doctors and consultants and also
between consultants of same/different specialties to improve patient safety and outcome.
Principle 5: Multi‐disciplinary team (MDT) involvement in timely management of the seriously ill
patient with clear roles and responsibilities established.
Principle 6: Establishing a 'ceiling of treatment' and DNACPR (Do Not Attempt Resuscitation)
decisions by consultants, communication with patients and their family.
Principle 7: Handover of patients between junior doctors and between consultants.
Principle 8: Referral pathways to Critical Care to be followed with consultant‐to- consultant
referral.
Principle 9: Improving out‐of‐hours consultant input between 5‐7pm by establishing evening
review of sick patients and meeting amongst consultants on‐call for Medicine, Critical Care,
Renal, Anaesthesia and Surgery to improve patient safety, outcome and experience.
Principle 10: Promoting cultural changes to achieve goals.

An analysis of progress in 2015 suggested that there is still a lot of work needed to fully embed this
policy and principles.

What we will do in 2016-17
We plan to increase the number of our Emergency Department and Acute Medical Unit Consultants to
allow more direct consultant care for new patients presenting to our hospitals.
In addition we will:









Increase the number of consultant ward rounds in our highest risk areas including the Acute
Medical Unit (AMU), Surgical Assessment Unit (SAU) and Critical Care facilities with the aim that
those patients admitted with an acute illness are seen by consultants on the wards within 12
hours of admission.
Review the provision of care at weekends to reduce the gap in care that may happen between a
weekend and a week day.
Improve the treatment of patients with sepsis by improving the screening of patients presenting
to hospital for sepsis, and the early use of appropriate antibiotics. We will continue to improve
the recording of the nursing observations electronically through the use of the ‘VitalPac’ system,
and use this system to alert doctors about patients who are becoming acutely unwell.
Improve our documentation of ‘DNACPR’ orders, and enhance the process of documenting
suitable escalation plans for our adult patients.
Embed our nurse-led Acute Response Team to support the ward teams managing acutely ill
patients, and to improve and coordinate care between the different medical teams.
Increase the presence of critical care consultants on our Acute Medical Unit to identify patients
that would benefit from more intensive support.
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How will we monitor and report our improvement?
We will:
 Repeat the baseline audit of our progress against the ten ‘key principles’ set out in our
Managing the Acutely Ill Patient Policy (MAIP) with the expectation that we will see improved
compliance with the principles.
 Identify all deteriorating patients and review the parent team and critical care team consultant
involvement in the patients care specifically monitoring referral times and admission to Critical
Care.
 Review all cardiac arrests that occur outside of the Critical Care and Emergency Departments to
review the care practice.
 Report on out of hour’s referrals to Critical Care to identify remediable causes for deterioration
and prevent this.
 Review the documentation of appropriate treatment escalation plans on our wards including
the documentation of a patients ‘ceiling of care’. Where the ceiling includes a ‘DNACPR’ (Do not
attempt resuscitation) order this will be audited for appropriate completion.
 Audit the accurate coding and screening of patients with sepsis, and the provision of timely
antibiotics to treat the underlying infection. This will form part of an ongoing audit programme.
 Actively participate in the National Emergency Laparotomy Audit which reviews the
management of acutely unwell surgical patients.
 Review the introduction of the newly introduced, nurse led, ‘Acute Response Team’.
 Monitor the early identification and escalation of patients who trigger concern electronically
through recorded observations on our ‘VitalPac’ system.
The above will be reported through our Manging the Acutely Ill Patient Steering Group and subgroups.

What will our target be?
We will aim to improve our performance in all of the above actions through:









Improved compliance with principles of good patient care set out in our Managing the Acutely Ill
Patient Policy.
To increase documented consultant involvement in the care of acutely ill patients prior to ITU
transfer to above 80%, and to increase the frequency of referrals to Critical Care within day time
hours.
Continued reduction of life threatening events, peri-arrest and cardiac arrest in the trust with
documented learning from audits, and reduction in the numbers of cardiac arrests in these care
settings.
Increased number of patients who have a decision made and documented on their ‘ceiling of
care’ and ‘DNACPR’.
Reduced rate of cardiac arrest in hospitals.
Increased numbers of patients screened for and diagnosed with sepsis. Increased numbers of
patients receiving timely appropriate antibiotics.
Improved compliance rates with national targets for care of patients requiring an emergency
laparotomy.
Increased compliance with observations performed within the recommended timeframe.
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Priority 4 - To reduce unnecessary hospital admissions and readmissions by increasing the number of
patients that are able to be cared for and discharged through our Community Assessment
and Diagnostics Unit (CADU).
Why is this important?
Our Community Assessment and Diagnostic unit (CADU) was chosen as a priority as it offers an
alternative way of caring for people who are over 65 and require quick access to a specialist opinion or
hospital tests without requiring the services of our Accident and Emergency department. It is important
as it provides a link between GP services in the community and the hospital. CADU is staffed by GPs,
therapists and nurses who aim to review patients and discharge them home within the day with
increased support or follow up care if necessary.
This is a one stop service and allows people to have access to a comprehensive assessment with access
to hospital diagnostic facilities; thus helping us to respond to a patient’s increased need while reducing
the need to attend the Emergency Department (ED) or have a hospital admission.

What we will do in 2016-17
We will continue to develop the CADU to ensure that people over 65 years of age have rapid and easy
access to services without the need to attend the ED.
We will work closely with GP partners to publicise the availability of this service and encourage them to
identify patients they consider may be at high risk of needing emergency care in the coming days or
weeks. In doing this we deal with pending problems before they became a reality.
In order to help with early discharge from hospital we will offer support to those who need it for up to
72 hours after discharge from hospital. This is delivered by our hospital based nursing team. Following
this, patients will be referred to local community and social services. This support aims to reduce the
risk of readmission to hospital.
We will continue to work closely with our ED to ensure that any patient suitable for CADU is quickly
moved out of the ED and into CADU to avoid an unnecessary admission.
We will explore how further integration can be achieved using this unit as the conduit between hospital
services and the community.

How will we monitor and report our improvement?
A performance scorecard will be developed to monitor the progress and benefits of this service to the
whole care system.
Patient satisfaction will be monitored with the help of the Red Cross.

What will our target be?
We will aim to see seven patients each day through the CADU. This will be achieved through direct GP
admission, ED diverts and ambulance service decisions to bring patients to CADU rather than ED.
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Improving our patient experience
Priority 5 - To demonstrate continuous improvement in our patient experience through a focus on all
types of patient feedback, including the ‘Friends and Family Test’ (FFT).
Why is this important?
Our mission is to put the patient first by delivering great care to every patient, every day, focussing on
providing high quality, compassionate care. The Friends and Family Test is one of the ways patients can
feedback to us about their experience and we want to offer more opportunities for patients and their
carers to give feedback along the care pathway. We are able to compare our results with other trusts
helping us to understand how well we are doing in meeting and exceeding patient expectations and
using feedback to improve care.

What we will do in 2016-17
In the first half of the year we will develop and implement a pilot project aimed at improving the
opportunity for inpatients or their carers to give feedback on their experience within the first 24 hours
of their hospital stay. This will be implemented on one ward at each site.
The learning from this will be reviewed and best practice will be shared in the second half of the year
with a plan for implementation across the trust to commence by the end of the year.
We will explore options for improving the opportunity for patients to provide more frequent feedback
and seek to commission a supplier of a service that will enable us to ask patients tailored questions
about their experience in the area they have received care and to change these over the course of the
year in accordance with the needs of local action plans.

How will we monitor and report our improvement?
An action plan for implementation of the frequent feedback options for the trust will be developed once
a supplier has been commissioned. The action plan will be presented at the Improving Patient
Experience Committee (IPEC) meeting and actions against this will be monitored through the committee
on a quarterly basis over the coming year.
There will be detailed reporting of progress made in response to the frequent feedback we receive and
this will include providing evidence of improvements made in response to the feedback we receive from
patients and carers. This will be monitored through the IPEC in the quarterly divisional updates to the
Committee.
An action plan for embedding a ‘you said, we did’ project will be developed and presented at the
quarter one IPEC meeting. Progress against this will be monitored through the IPEC in the quarterly
divisional updates to the Committee. An audit will be undertaken in August 2016 and February 2017 to
review progress at an individual ward and unit level and the findings of these audits will be reported to
the trust Clinical Quality Assurance Committee.
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What will our target be?




We will introduce a new service to capture more frequent feedback across the trust
within 2016-17.
We will complete the “first 24 hours” pilot project by August 2016.
We will seek to achieve measurable improvement against the questions we ask patients about
their experience and for there to be a trajectory of sustained improvement by the end of the
year.

Priority 6 - To improve the lived experience of people who have dementia and their loved ones whilst in
our care.
Why is this important?
The trust is committed to providing care that is tailored to the needs of patients with dementia who are
acutely unwell, and supporting them and their relatives and carers during their time in hospital, through
to their recovery and return home.
We know that at any one time, there are up to 90 patients with dementia receiving care within the
hospital. This demonstrates that there is a huge demand for a more specialist approach to this group of
patients. So we agreed to prioritise patients with a diagnosis of dementia and who need the care of
dementia trained staff in a dementia friendly environment.

What we will do in 2016-17
We will continue to develop the ward which is specifically designed to include features known to help
people with dementia feel less disorientated or confused.
We will continue to ensure that all patients transferred to the ward have comprehensive ‘this is me‘
documentation completed. This will include information about the patient such as important people in
their lives, favourite food, likes, dislikes and hobbies which enable opportunities to open a conversation
for the staff and support the patients care.
We will provide a room for relatives to allow them to stay overnight and for longer periods of the day,
through open visiting for loved ones.
We will recruit and train staff to develop and enhance their skills and knowledge to improve the lived
experience of patients and their loved ones throughout their hospital admission.
We will develop a seven day volunteer programme to provide greater social interaction and activities.
We will reach out to the local community though the media.
We will develop greater trust wide understanding of the lived experience of a patient with dementia
through key flagship events including ‘making mealtimes special’ and ‘seeing the person first’.
We will train all staff to become ‘Dementia Friends’ trust wide.
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How will we monitor and report our improvement?
Monthly updates of progress will be provided at trust quality and patient safety committees.
We will introduce monthly quality measures that are important to the individual’s well-being.
These measures will include:









The time patients are transferred to the ward.
The number of falls within the ward.
Length of stay.
Percentage of ‘this is me’ completed.
Percentage of loved ones feedback given, encouraging relatives to complete the Friends and
Family Test.
The number of readmissions.
The number of complaints.
The number of staff trained to be a ‘Dementia Friend’.

What will our target be?
We have set ourselves the following targets which will be monitored through the Dementia Care
Steering Group:








Increase staff training in ‘this is me’ by 10%.
Patients not to be transferred after 7pm.
Reduction of falls identified through our incident reporting system, Falls Steering Group and falls
team.
Reduction of admission by 1 day.
Reduction in the number of readmissions by 2017 – seeing evidence of progress across 2016.
Reduction of complaints by relatives of patients with living with dementia by 2017 – seeing
evidence of progress across 2016.
All new staff will receive dementia friends awareness training at induction, and to complete
training of existing staff by 2017.
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Part three: Statements of Assurance
These statements of assurance follow the statutory requirements for the presentation of Quality
Accounts, as set out in the Department of Health’s Quality Accounts regulations.

Review of services
Between April 2015 and March 2016 Epsom and St Helier University Hospitals NHS Trust provided 41
NHS (Clinical) services. These services are provided across six clinical directorates: (1) Medicine, (2)
Surgery, Critical Care and Anaesthetics, (3) Women’s & Children’s services, (4) Regional services (Renal &
EOC), (5) Clinical services and (6) Outpatients.
The trust has reviewed all the data available to them on the quality of care in 100% of these
NHS services.
The income generated by the NHS services reviewed in 2015-2016 represents 100% of the total income
generated from the provision of NHS services by Epsom and St Helier University Hospitals NHS Trust for
2015-2016.

Participation in clinical audit and review
Clinical audit is a simple tool to review clinical practice against best evidence standards identifying
actions to improve the quality of patient care and treatment.
National confidential enquiry is a form of national audit looking at potentially avoidable factors
associated with poor outcomes.
During 2015-16, 29 national clinical audits and 4 national confidential enquiries covered NHS services
that the trust provides.
During 2015-16 the trust participated in 29 (100%) of the national clinical audits and 4 (100%) national
confidential enquiries of those which it was eligible to participate in.
Tables two and three below list the national clinical audits and national confidential enquiries the trust
was eligible to participate in during 2015–16. The tables also detail the national clinical audits and
national confidential enquiries the trust participated in during 2015–16.
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Table two: List of national clinical audits the trust was eligible to participate in
National Clinical Audits

Is the trust
participating?

1. Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP)

Yes

2. Bowel Cancer (NBPOCAP)

Yes

3. Case Mix Programme (CMP)

Yes

4. Diabetes (Paediatric ) (NPDA)

Yes

5. Elective Surgery (PROMS)

Yes

6. Emergency Use of Oxygen

Yes

7. Falls and Fragility Fractures Audit Programme (FFFAP)

Yes

8. Inflammatory Bowel Disease (IBD) programme

Yes

9. Major Trauma: The Trauma Audit & Research Network (TARN)

Yes

10. Maternal, Newborn and Infant Clinical Outcome Review Programme (MBRACE-UK)

Yes

11. Medical and Surgical Clinical Outcome Review Programme, National Confidential .
Enquiry into Patient Outcome and Death

Yes

12. National Cardiac Arrest Audit (NCAA)

Yes

13. National Comparative Audit of Blood Transfusion Programme

Yes

14. National Diabetes Audit – Adults

Yes

15. National Emergency Laparotomy Audit (NELA)

Yes

16. National Heart Failure Audit

Yes

17. National Joint Registry (NJR)

Yes

18. Lung Cancer (NLCA)

Yes

19. National Prostate Cancer Audit

Yes

20. Neonatal Intensive and Special Care (NNAP)

Yes

21. Oesophago-Gastric Cancer (NAOGC)

Yes

22. Paediatric Asthma

Yes

23. Procedural sedation in adults (care in emergency departments)

Yes

24. Renal Replacement Therapy (Renal Registry)

Yes

25. Rheumatoid and Early Inflammatory Arthritis

Yes

26. Sentinel Stroke National Audit Programme (SSNAP)

Yes

27. UK Parkinson’s audit

Yes

28. Vital signs in children (care in emergency departments)

Yes

29. VTE risk in lower limb immobilisation (care in emergency departments)

Yes

National Complicated Diverticulitis Audit (CAD) – not eligible as the trust did not participate 14-15.
UK Cystic Fibrosis Registry – data collected by Royal Brompton.
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Table three: List of national confidential enquiries the trust was eligible to participate in
Is the trust
participating?

National Confidential Enquiries
Mental Health

Yes

Acute Pancreatitis

Yes

Sepsis

Yes

Gastrointestinal Haemorrhage

Yes

The national clinical audits and national confidential enquiries that the trust participated in, and for
which data collection was completed during 2015-16, are listed in tables four and five 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 enquiry.
Table four: Completed national clinical audits 2015-16
Is the trust
eligible to
participate?

Is the trust
participating?

% of cases
submitted

1. Acute Coronary Syndrome or Acute Myocardial
Infarction (MINAP)

Yes

Yes

80%**

2. Bowel Cancer (NBPOCAP)

Yes

Yes

Unavailable

3. Case Mix Programme (CMP)

Yes

Yes

100%

4. Diabetes (Paediatric ) (NPDA)

Yes

Yes

100%

5. Elective Surgery (PROMS)

Yes

Yes

n/a – patient
returns

6. Emergency Use of Oxygen

Yes

Yes

100%

7. Falls and Fragility Fractures Audit Programme (FFFAP)

Yes

Yes

100%

8. Inflammatory Bowel Disease (IBD) programme

Yes

Yes

100%

9. Major Trauma: The Trauma Audit & Research Network
(TARN)

Yes

Yes

77%

10. Maternal, Newborn and Infant Clinical Outcome
Review Programme (MBRACE-UK)

Yes

Yes

100%

11. Medical and Surgical Clinical Outcome Review
Programme, National Confidential . Enquiry into
Patient Outcome and Death

Yes

Yes

See table 5

12. National Cardiac Arrest Audit (NCAA)

Yes

Yes

100%

13. National Comparative Audit of Blood Transfusion
Programme
Use of blood in haematology
Audit of patient blood management in scheduled
surgery

Yes

Yes

14. National Diabetes Audit – Adults

Yes

Yes

100%

15. National Emergency Laparotomy Audit (NELA)

Yes

Yes

100%

16. National Heart Failure Audit

Yes

Yes

68%**

National Clinical Audits

100%*
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Is the trust
eligible to
participate?

Is the trust
participating?

% of cases
submitted

17. National Joint Registry (NJR)

Yes

Yes

100%

18. Lung Cancer (NLCA)

Yes

Yes

99%

19. National Prostate Cancer Audit

Yes

Yes

98%

20. Neonatal Intensive and Special Care (NNAP)

Yes

Yes

100%

21. Oesophago-Gastric Cancer (NAOGC)

Yes

Yes

Unavailable

22. Paediatric Asthma

Yes

Yes

100%

23. Procedural sedation in adults (care in emergency
departments)

Yes

Yes

100%

24. Renal Replacement Therapy (Renal Registry)

Yes

Yes

100%

25. Rheumatoid and Early Inflammatory Arthritis

Yes

Yes

Optional for
patients

26. Sentinel Stroke National Audit Programme (SSNAP)

Yes

Yes

100%

27. UK Parkinson’s audit

Yes

Yes

100%

28. Vital signs in children (care in emergency
departments)

Yes

Yes

100%

29. VTE risk in lower limb immobilisation (care in
emergency departments)

Yes

Yes

100%

Is the trust
participating?

% of cases
submitted

National Clinical Audits

*EOC participation in national audit. Local audit has been undertaken for St Helier
st

**Submission deadline 31 May 2016

Table five: Completed national confidential enquiries 2014-15

National Confidential Enquiries
Mental Health

Is the trust
eligible to
participate?
Yes

Yes

13% (still
ongoing)

Acute Pancreatitis

Yes

Yes

22%

Sepsis

Yes

Yes

88%

Gastrointestinal Haemorrhage

Yes

Yes

56%
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National and local clinical audits reviewed
The reports of five national clinical audits were fully reviewed by the trust in 2015-16 and
recommendations discussed by the appropriate committee and action plans implemented. Details are
presented in table six below. Reports on some of the audits were from 2013-14 or 2014-15 due to when
reports were received.
Table six: National audits reviewed
National Audits reviewed in 2015-16
Audit report
Directorate/Specialty discussion

Areas of Action

National Paediatric DiabetesChildren’s Health

The plan to submit trust data as 1 unit rather than per site is to
commence from April 2016.
There is further discussion within the Multi-Disciplinary Team (MDT)/
management in women & Children’s division to ensure areas are fully
staffed, as some funded sessions have not yet been recruited.

BTS Adult community acquired
pneumonia audit - Medicine

Teaching sessions for A&E registrars on the diagnosis and management
of community acquired pneumonia are planned for April 2016.
The respiratory team are offering teaching sessions to postgraduate
doctors from April 2016.
Regular Respiratory Morbidity and Mortality meetings are now taking
place trust wide.

Case Mix Programme CMP (ICNARC)

The Intensive Care Unit team are reviewing the notes of 10 patients
experiencing post-unit hospital death to identify themes for further
monitoring / audit / action.

National Emergency Laparotomy
Audit (NELA)

The Managing the Acutely Ill Patient Policy incorporates the following as
one of its ten core principles:
“Consultant input as soon as possible in acute admissions and
consultant review as soon as possible or within 12 hours of admission to
hospitals with continuity of care by consultant”.
The surgical directorate have completed an option appraisal and have
agreed changes to the current Consultant job plans to extend
consultant cover 8-8, 7 days a week which will ensure this target is met.
These changes have been costed and included in the directorate
business plan and will be implemented within the next 3 months
(planned implementation date: January 2016).
The consultant anaesthetists and surgeons were reminded of the
importance of ensuring that lists have an appropriate amount of cover
at the joint meeting in September 2015. The surgeons were also made
aware of the need to see all patients before surgery takes place.
In order to improve the amount of cover available two consultant
anaesthetists will be recruited.
As a result of the joint meeting in September 2015, the Surgical
Consultant Lead for NELA has agreed to take responsibility for
implementing a formal risk assessment system. This will involve
updating the forms used in the clinical notes and the consent form.
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Data is being collected when delays in accessing theatres occurs to
enable the causes to be identified. This could potentially be used for
making a business case for the creation of a ‘separate priority theatre’.
The Surgical Lead for NELA will be leading on the possible appointment
of an ‘Acute Abdomen Advanced Nurse Practitioner’.
The London Quality Standards recommend that written reports for CT
scans are provided within one hour of them taking place. This has led to
the creation of a radiology reporting service available during regular
working hours and outside of these hours.
From the 17th June 2015 an external contractor, Medica, has taken over
the provision of written reports for CT scans outside of regular working
hours. The reports will be produced within one hour.
Consultant radiologists are available during regular working hours and
also at St Helier from 5pm to 8pm Monday to Friday, and from 9am to
12pm on Saturday to Sunday. As a result of the joint meeting in
September 2015 the radiologists have been informed of the need to
produce written reports within one hour. The clinical lead for radiology
is addressing the need to produce timely reports.
Currently not all lists are covered by a consultant anaesthetist during
regular working hours. When a consultant anaesthetist is not available a
senior registrar or staff grade doctor covers the list.
Out-of-hours lists have sufficient cover due to the availability of the oncall consultant anaesthetist.
The creation of a departmental standard and formal protocol for intraoperative optimisation will also be assessed when the next NELA report
is published next year.
A new referral process using the electronic system, Clinical Manager,
will be implemented. This will be led by the Surgical Lead for NELA.
Since September 2015 a multi-disciplinary approach to care has been
put in place. This involves input from surgeons, microbiologists,
pharmacists, nutritionists, physiotherapists, discharge co-ordinators,
speech and language therapists and stoma nurses. A consultant
Intensivist will see the patient three times a day and will decide on the
multi-disciplinary approach required.
The electronic system, Clinical Manager, was updated in April 2014 to
create a critical care discharge summary for patients once they have
stepped down from HDU. This ensures that the multi-disciplinary care
continues when the patient is moved on to a ward. The step down
process is being addressed as part of the CQUIN programme.
The daily post-operative ward round is already occurring. The Clinical
Director for Surgery and Surgical Lead for NELA have informed the
surgeons that two ward rounds should take place every day.
As part of the Managing Acutely Ill Patients (MAiP) project a critical care
future strategy document was created in October 2015. The strategy
was written by the Critical Care NELA Lead along with the help of a
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number of critical care colleagues. It aims to assist the trust in making
future plans to optimise the critical care service and meet the patient
needs, particularly surgical and medical patients who are acutely ill.
The Sepsis Control Programme was started in October 2014 to address
the poor rate of antibiotics administration within the recommended
time of 1 hour. In March 2015, directorate sepsis champions were
appointed in surgery, medicine, paediatrics, obstetrics and gynaecology
and renal. A working group led by the Lead for Infection Control and the
Critical Care Lead for NELA was started in October 2015. A policy for
managing sepsis has been created and was finalised in November 2015.
Training in CRISIS simulation was started in August 2015. The Director of
Medical Education will be responsible for implementation of the
training. The training will cover management of patients who are
septic, acutely ill patients and the escalation of such patients.
Mandatory training was introduced for junior doctors in November
2015. Training sessions are in the process of being arranged.
TARN

Time to CT was discussed. The patients in Q2 were reviewed. The
majority of calls are very low impact falls.
All eligible patients to be reviewed each month to ensure care has not
been compromised by any delays to CT due to various presentations.

We reviewed the reports of just over 200 local clinical audits in 2015-16 at clinical audit half day
meetings and the appropriate directorate management team meeting for actions and implementation.
Learning from audits is also shared by joint specialty audit half day meetings, educational meetings and
by presentation and posters at the clinical audit open afternoon, held annually.
Table seven details actions in relation to a sample of local audits.
Table seven: Actions taken relating to local audits
Actions from local audits 2015-16
Audit title
Directorate/Specialty discussion
Drug Chart Audit (Women’s health)

Actions taken/ to be taken
Any errors identified via spot checks on prescription charts are fed back
to individuals with a letter and a 1 to 1 meeting. Repeated errors are
subject to management action.
Training for all midwives on midwifery exemptions. Assessment
consists of 1 to 1 meeting with discussion and competency paper.
Trust Guidelines on medicine administration require up-dating.
Re-audit within 1 year before August 2016

Care of Women with late still births
(Women’s health)

Update checklist to include all investigations- awaiting approval from
guideline group.
Discussions taking place to negotiate more hours devoted to
bereavement midwife role.
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Ensure non-invasive test when post mortem declined is included in the
guideline and checklist (being updated).
Create awareness for staff to include training for doctors and update for
band 7s (being included in band 7 update days).
Re-audit instrumental delivery
(Women’s Health)

Registrar to be called to review cases after 1 hour – Labour ward
manager to be informed – implemented Feb 2016.
Where there is delay from decision for operative delivery to delivery > 1
hour, the registrar must document clearly the reason for the delay.
Registrar to complete all aspects of the operative notes in the birth
notes including diagrams, swab counts & post-op plan. Registrars to be
informed via risk newsletter and local newsletter
All perinatal institute notes at induction for doctors to be made familiar.
The Clinical Governance team have made operative vaginal delivery
consent forms available on Labour Ward for staff to use.
Plan to re-audit in January 2017.

Management of Parkinson’s disease
medications (Medicine)

Leaflets were circulated amongst ward pharmacists in June 2015.
Pocket guides to medications and emergency management of patients
with Parkinson’s disease were distributed to staff on the wards within
the trust and leaflets, detailing review of medications when patient are
nil by mouth, were presented at two grand rounds in June 2015.
A pharmacy pilot is currently being undertaken on a number of wards to
review the use of bedside signs highlighting when a patient requires
medications out of usual drug round times.
The online policy detailing the self-administration procedure was
informally presented at grand round in June 2015. This was done to
raise awareness that the policy existed.

Venous Thrombo-Embolism (VTE) –
reducing the risk (Medicine)

Education for all clinical staff, including new doctors on assessment of
VTE on admission, has been undertaken at FY1 induction and at
specialty induction.
An alert box has been included on clinical manager to alert staff about
nd
the provision of written and verbal information – this went live on 2
June 2015.
An audit commenced in February 2016 monitoring if patients are
offered extended (post hospital) VTE prophylaxis in accordance with
National Institute for Health and Care Excellence (NICE) guidance.

After the Liverpool Care Pathway
(LCP): how well are clinical teams
using the “Principles of caring for the
dying patient” interim guidance to
provide individualised care plans for
dying patients? (End of Life Care)

Palliative Care Clinical Nurse Specialists and end of care life facilitator
visit each ward with a folder of end of care life resources – educating
and informing ward staff, targeting medical / nursing & allied health
professionals.

Patients information and consent for
Ozurdex implant- (Ophthalmology)

Develop pre-printed consent forms for Ozurdex Implantation so that all
risks are standardised, ensuring that the following risks are
documented: retinal detachment raised IOP, cataract and infection.

Nurse induction teaching includes sessions on guidelines in the trust.
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Design and implement an information leaflet for the procedure of
Ozurdex implant insertion to support that 100% of patients receive an
information leaflet; this to be documented on consent forms, as per
General Medical Council (GMC) guidelines.
All patients to have a paper consent form in their notes, as per GMC
guidelines.
Surgical Airway Audit (Critical Care)

Raise awareness of the location of the emergency crico kits (bottom
drawer of difficult airways trolley in anaesthetics rooms, in difficult
airways box in resus).
Obtain a difficult airways trolley in resus to ensure consistency in
approach across the trust.
Session to be arranged in the simulation suite for emergency crico kit
use.

Trauma clinic letters audit (Trauma
and Orthopaedics)

To create a clinic letter template for Trauma patients.

Documentation of plan for follow up
clinic appointments (Trauma and
Orthopaedics)

All clinicians reviewing patients in clinic to document on the outcome
sheet any interventions required on arrival at next follow up
appointment so they can be actioned as soon as the patient arrives in
clinic, thus reducing delays.

Participation in clinical research
The number of patients receiving NHS services provided or sub-contracted by the trust in 2015-16 that
were recruited during that period to participate in research approved by a research ethics committee
was 521.
Participation in clinical research demonstrates our commitment to improving the quality of care we
offer and making our contribution to wider health care improvement. Our clinical staff stay abreast of
the latest treatment possibilities and active participation in research leads to successful patient
outcomes.
During 2015-16 we were involved in conducting 68 clinical research studies. There were 116 clinical
staff participating in research approved by the research ethics committee at the trust during
2015-16. These staff participated in research covering 14 medical specialties.
In 2015-16 165 publications have resulted from our involvement in National Institute for Health
research, which shows our commitment to transparency and desire to improve patient outcomes and
experience across the NHS.
Our engagement with clinical research also demonstrates our commitment to testing and offering the
latest medical treatments and techniques.
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Commissioning for Quality and Innovation (CQUIN) payment framework
A proportion of the trust’s income in 2015-16 was conditional on achieving quality improvement and
innovation goals agreed between the trust and local commissioners through the ‘Commissioning for
Quality and Innovation payment framework (CQUIN)’.
The following details the CQUINs taken forward in 2015-16:
(i) National CQUINs
1) Acute Kidney Injury (AKI)
This CQUIN focuses on AKI diagnosis, management in hospital, transfer of care and monitoring of kidney
function after discharge to primary care. Improvement is measured through the percentage of patients
with AKI treated in an acute hospital whose discharge summary includes each of four key items of
information listed below:
1.
2.
3.
4.

Stage of AKI (a key aspect of AKI diagnosis);
Evidence of medicines review having been undertaken (a key aspect of AKI treatment);
Type of blood tests required on discharge for monitoring (a key aspect of post discharge care);
Frequency of blood tests required on discharge for monitoring (a key aspect of post discharge
care).

2) Sepsis
This CQUIN has two main indicators: Sepsis Screening and Antibiotic Administration.
Sepsis Screening is focussed on incentivising the screening of a specified group of adult and child
patients in emergency departments and other units that directly admit emergencies. Sepsis screening is
not required for all emergency patients, as there are clinical reasons why screening is unnecessary or
misleading in some patient groups.
Antibiotic Administration focuses on administering intravenous antibiotics within 1 hour to all patients
who present with severe sepsis, Red Flag Sepsis or septic shock to emergency departments and other
units that directly admit emergencies.
3) Dementia
This CQUIN has three main indicators: FAIRI (Find, Assess, investigate, Refer and Inform), Staff Training
and Supporting Carers.
FAIRI is about the proportion of patients aged 75 years and over to whom case finding is applied
following an episode of emergency, unplanned care to either hospital or community services. Of these
cases, this indicator then looks at the proportion appropriately assessed for Dementia. Finally, this
indicator then looks at those referred for further diagnostic advice in line with local pathways agreed
with commissioners, who have a written care plan on discharge which is shared with the patient’s GP.
Staff Training is about ensuring that appropriate dementia training is available to staff through a locally
determined training programme.
Supporting Carers is about ensuring that carers of people with Dementia and Delirium feel adequately
supported.
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(ii) Local CQUINs
1) Asthma Care Bundle (ACB)
To work towards all admitted patients aged over 5yrs being discharged with a completed ACB which
includes:
-

Referral to smoking cessation for patient, parents or carers if smoker
Satisfactory inhaler technique
Satisfactory use of peak flow monitoring and symptom understanding
Information and Action Plan
Shared information with Primary Care

Other important elements of this CQUIN include staff training, patient surveys and engagement with
primary and community partners.
2) Medicines Optimisation
To initiate and develop a process for identifying patients admitted with issues involving medicines.
Following consultation with target groups, communicate with Community teams and Primary Care to
establish a process for timely and appropriate medicines review or recommended intervention. The
CQUIN aims to improve quality of care, experience and education for patients, support reduction in
preventable admissions and readmissions and improve interface and communication with community
and primary care teams.
3) South West London – Inter Hospital Transfers (IHT)
To establish a South West London inter-hospital transfer network to coordinate and resolve issues
relating to clinically indicated transfers. This CQUIN requires collaboration between the four SW London
acute providers: Croydon, St George’s, Kingston and St Helier. The CQUIN also then involves
establishing a means of monitoring and reporting compliance with each of the adult and paediatric IHT
standards and finally, full achievement of each of the agreed adult and paediatric inter-hospital transfer
London Quality standards by the end of 2015/16.
4) South West London – Strategic Data Sets
This CQUIN requires the trust to provide agreed data sets on Children’s (PAU), Urgent Emergency Care
(AEC Activity), A&E Discharges and Delayed Transfers of Care (DTOCs) to help identify areas where
improvements are required, enhance integration of services and help inform the 5-year strategy.
5) South West London – Obstetric Consultant Presence
To meet the target of 114 hours consultant obstetrician presence by January 2016 and develop clear
plans for achieving full compliance with London Quality Standards workforce standards by 2018.
6) Fractured Neck of Femur
For all patients to be routinely offered fascia iliaca block (a localised anaesthetic) as soon as possible
after admission in order to provide the patient with optimal dynamic analgesia and reduce the dose and
side effects of opioid analgesia. Also, for all patients to be assessed for appropriateness for
perioperative critical care input as stated in the London Quality Standards.
7) South West London Elective Orthopaedic Centre (SWLEOC) Specialist Post Op Complications Clinic / Improved Pain Management
To improve the management of post-operative complications the SWLEOC will initiate, develop and
implement a new clinical pathway for patients suffering from post-operative orthopaedic surgery
complications (pain/infection/mobility issues). This CQUIN aims to provide accessible, responsive
consistent care with appropriate treatment for patients.
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8) Surrey – Planned Care Redesign
This CQUIN has two main indicators: Engagement and Adoption & Operationalisation.
Engagement is about having trust representation at monthly Elective Care Joint Forums and bi-monthly
Clinical Advisory Group (CAG) meetings as scheduled by Surrey Downs CCG.
Adoption & Operationalisation is about the degree of compliance with the automated Individual
Funding Request (IFR) application and the agreed process for prior notification of Procedures of Limited
Clinical Effectiveness (POLCE) via the Blueteq system.

(iii) NHS England CQUINs
1) Hepatitis C Networks
The CQUIN focuses on developing partnership working across services which treat patients for Hepatitis
C. Providers across networks are responsible for developing a working group for this CQUIN, mapping
patient pathways and producing a plan to improve partnership working.
2) HIV: Reducing unnecessary CD4 monitoring
To embed an evidence based approach to monitoring CD4 counts for management of HIV treatment, in
line with international guidelines.
3) Management of Oral Formulation of Systemic Anticancer Therapy (SACT)
Implementation of improved prescribing practice aimed at achieving reduction in the level of Oral SACT
that is “wasted” (i.e. issued to patients but not taken by patients). This is informed by the Policy on
Management of Oral formulations of Systemic Anticancer Therapy (SACT).
4) Adult critical care bed management
To reduce delayed discharges from Intensive Care Units to ward level care by improving bed
management in wards.
5) Neonatal Community Nursing
This scheme is designed to improve community nursing support enabling timely discharge for babies
<36 weeks gestation. The scheme should be read in association with the Neonatal Discharge QIPP
Scheme.

Care Quality Commission registration
We are required to register with the Care Quality Commission (CQC) and our current registration is
unconditional.
The CQC has not taken enforcement action against us during 2015-16 and the trust has not participated
in any special reviews or focused investigations by the CQC during 2015-16.
In November 2015, the CQC undertook a comprehensive inspection of the following services:






Urgent and emergency services
Medical care (including older people’s care)
Surgery
Critical care
Maternity and gynaecology
59







Services for children and young people
End of like care
Outpatients and diagnostic imaging
Renal services
The South West London Elective Orthopaedic Centre

During the inspection, the CQC raised concerns about the quality of our Critical Care services, and
despite good clinical outcomes, the inspection team found poor clinical practice and a lack of
leadership. In response to these concerns:
 We have asked St George's Hospital (whose critical care service was rated as outstanding) to
provide on-site leadership for our service. An experienced senior consultant is now based full
time in our unit at St Helier and will become the Operational Clinical Lead and a Nurse
Consultant in Intensive Care will also join the team.
 The trust has established an Acute Response Team (ART), which includes an Acute Response
Nurse (a senior nurse) and a Registrar and is available 24/7 on both sites. Their role is to ensure
we identify deteriorating patients early and treat them quickly and effectively. They also have
responsibility for ensuring fast access and admission to ITU where required.
The CQC’s report was received in May 2016. Overall the CQC has rated our services as ‘Requires
Improvement’. A detailed action plan will be produced in response to the CQC inspection and report
and taken forward over the coming year.

Data quality
Good quality information underpins the effective delivery of patient care and is essential if
improvements in quality of care are to be made. Improving data quality, which includes the quality of
ethnicity and other equality data, will improve patient care and improve value for money.
We will be taking the following actions to improve data quality:





Meetings with service areas and matrons to improve timely and accurate recording throughout
the trust.
Communication, training and process flowcharts for clinical and administrative staff on data
items that must be collected, such as ethnicity, registered GP, NHS numbers, admission details
and discharge details.
Monitoring reports of patient information to ensure that fields are valid, such as registered GP,
NHS number and A&E treatment codes, outpatient procedure coding, admission method and
source and discharge details.
Audit to ensure activity is recorded accurately within trust clinical systems and patient
case notes.

During 2015-16, we submitted records to the Secondary Uses Service for inclusion in the Hospital
Episode Statistics which are included in the latest published data. The percentage of records in the
published data:
1) Which included the patient’s valid NHS number was:
 97.7% for admitted patient care.
 99.4% for outpatient care.
 95.7% for accident and emergency care.
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2) Which included the patient’s valid general medical practice code was:
 100% for inpatient care.
 100% for outpatient care.
 100% for accident and emergency care.
Source: SUS Data Quality Dashboard April 2015 – December 2015

Information governance toolkit attainment levels
The information quality and records management attainment levels assessed within the information
governance toolkit provide an overall measure of the quality of data systems, standards and process
within an organisation.
Our information governance assessment report overall score for 2015-16 was 72% and was graded
as Green.
The Information Governance Toolkit is available on the Health and Social Care Information Centre
(HSCIC) website at www.hscic.gov.uk.

Clinical coding error rate
Epsom and St Helier University Hospitals NHS Trust was subject to the Information Governance Clinical
Coding Audit during July 2015 as required by the Information Governance Toolkit. The audit was carried
out by a Clinical Classification Service (CCS) Approved Clinical Coding Auditor.
The aim of the audit was to evaluate the quality of the coded clinical data by making comparisons
between the source document and the information held on the Patient Administration System (PAS).
The results of the Audit were as follows:





Primary diagnosis accuracy: 95.0%
Secondary diagnosis accuracy: 97.8%
Primary procedures accuracy: 97.3%
Secondary procedures accuracy: 98.2%

Clinical coding translates the medical terminology written by clinicians to describe a patient’s diagnosis
and treatment into standard, recognised codes. The accuracy of this coding is a fundamental indicator
of the accuracy of the patient’s records.
This audit was based on a sample of 200 finished consultant episodes and was randomly selected across
all specialities.
Further information about the Payment by Results audit programme is available at
http://systems.hscic.gov.uk/data/clinicalcoding.
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Part four: Further performance information
The following performance information gives comparative information on a core set of quality
indicators as determined by the Department of Health. The information is taken from nationally
published sources, according to the guidance.
All indicators use source data from the NHS Information Centre,
https://indicators.ic.nhs.uk/webview/.
Indicators are shown for the last three available reporting periods. The time periods are
specified against each indicator value.

Preventing people from dying prematurely and
enhancing quality of life for people with long-term conditions
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to; (a) the value and banding of the
summary hospital-level mortality indicator (“SHMI”) for the trust for the reporting period; and
(b) The percentage of patient deaths with palliative care coded at either diagnosis or specialty
level for the trust for the reporting period.
Preventing people
from dying
prematurely and
enhancing quality of
life for people with
long-term conditions

Jan 2014 –
Dec 2014

Apr 2014 –
Mar 2015

Jul 2014 –
Jun 2015

National
average

Highest
performance

Lowest
performance

a) Summary
Hospital-level
Mortality Indicator
(SHMI)

99.0

98.2

97.8

100.0

120.9

66.1

As
Expected

As
Expected

As
Expected

38.2%

38.1%

39.3%

26.0%

52.9%

0.0%

b) The percentage
of patient deaths
with palliative care
coded at either
diagnosis or
specialty level

Note: The palliative care indicator is a contextual indicator
The trust performance is shown for the three most recent published reporting periods
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Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The data underlying the summary hospital-level mortality indicator is reviewed quarterly
before publication and signed off by the Joint Medical Director.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:





The mortality group, chaired by the Associate Medical Director, is held quarterly to review
mortality reports and audits.
The trust has implemented a process to support review of all in hospital deaths. An initial
review is completed by medical teams and supports identification of sub optimal care to
ensure lessons are learned. This is being implemented across the trust.
In the event of identified care failings an in depth review will be completed. There will also
be an audit of cases where no care failings are identified to ensure our processes remain
robust.
Each directorate has mortality review embedded in education and audit half days.

Helping people to recover from episodes of ill health or following injury
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre during the reporting period with regard to the trust’s
patient reported outcome measures scores for:
(i) groin hernia surgery,
(ii) varicose vein surgery,
(iii) hip replacement surgery, and
(iv) knee replacement surgery.
Helping people to recover from
episodes of ill health or following injury

Apr 2013 –
Mar 2014

National
average

Highest
performance

Lowest
performance

(i) Groin hernia surgery

Low numbers
– no scores
available

0.085

0.139

0.008

(ii) Varicose vein surgery

Low numbers –
no scores
available

0.093

0.150

0.022

(iii) Hip replacement surgery

0.447

0.436

0.544

0.311

(iv) Knee replacement surgery

0.318

0.323

0.425

0.215

Notes:
Performance, national average and highest and lowest performance scores are for the EQ-5D index case mix adjusted
average health gain.
Data for the Hip & Knee replacement represent the primary surgery
Reporting period - 2013/14 financial year (Published August 2015)
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Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


PROMS measure a patient's health-related quality of life for four specific procedures via
patient completed questionnaires both before and after surgery. We are therefore able to
validate national statistics against our own data.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


PROMS scores are reviewed and discussed at Divisional Governance Committees where
actions are agreed and monitored as appropriate.

Helping people to recover from episodes of ill health or following injury
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to the percentage of patients aged:
(i) 0 to 15; and
(ii) 16 or over,
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.
Helping people to
recover from episodes
of ill health or following
injury

2009/10

2010/11

2011/12

National
average

Highest
performance

Lowest
performance

i) Patients aged 0 to
15

7.44%

6.41%

6.40%

10.01%

14.94%

0%

ii) Patients aged 16 or
over

13.06%

13.02%

13.80%

11.45%

17.15%

0%

Notes:
The trust performance is shown for the three most recent published reporting periods
Reporting period is April 2011 – March 2012 (Published December 2013). No further update available. The Health &
Social Care information centre have indicated that the next readmission report will be available in Aug 2016

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The trust reviews clinical indicators relating to emergency readmissions that are published
by the Health and Social Care Information Centre each quarter. These indicators are
compared to the data held on the trust’s patient administration system to check that the
published indicators are a reasonable reflection of our activity. This is reviewed by the
Medical Directors.
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Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


Actions taken, and the progress we have made, to reduce the number of unexpected
readmissions following discharge are described in the Quality Account.

Ensuring that people have a positive experience of care
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to the trust’s responsiveness to the
personal needs of its patients during the reporting period.
Based on NHS England – Patient Experience Surveys (Inpatient)
Ensuring that people
have a positive
experience of care

2012/13

2013/14

2014/15

Responsiveness to the
personal needs of
patients

67.4

65.3

65.5

National
average

68.9

Highest
performance

Lowest
performance

86.1

59.1

Notes:
The trust performance is shown for the three most recent published reporting periods (Published August 2015)
Data collected for hospital stays between June and August (survey collected between September and January over the
respective years)

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The source of the information is an overall score from 5 questions in the National Inpatient
Survey. The trust is confident that the process for collecting the survey information was
followed appropriately and as such, results are representative.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


The trust gathers information for the NHS England Patient Experience Surveys as is required
nationally. The trust analyses the results of this feedback and acts on any areas of
improvement as identified.
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Ensuring that people have a positive experience of care
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to the percentage of 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.

Ensuring that people
have a positive
experience of care

Staff who would
recommend the
trust to their family
or friends

2013

65%

2014

65%

2015

72%

National
average

69%

Highest
performance

Lowest
performance

93%

37%

Notes:
The trust performance is shown the most recent published reporting period
Survey collected September to December over the respective years
National average data relates to NHS Trusts
Reporting period: National staff survey 2015 (Published February 2016)

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The source of the information is the NHS Staff Survey. The trust is confident that the
process for collecting the survey information was followed appropriately and as such,
results are representative.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


The trust gathers information for the NHS Staff survey as is required nationally. The trust
analyses the results of this feedback and acts on any areas of improvement as identified.
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Ensuring that people have a positive experience of care –
the Friends and Family test - inpatients and patients discharged from Accident and Emergency
Friends and Family Test – Patient. The data made available by National Health Service trust or
NHS foundation trust by the Health and Social Care Information Centre for all acute providers of
adult NHS funded care, covering services for inpatients and patients discharged from Accident
and Emergency (types 1 and 2).
Ensuring that people have a
positive experience of care –
the Friends and Family test inpatients and patients
discharged from Accident and
Emergency

Q1
2015/16

Q2
2015/16

Q3
2015/16

Apr-Jun

Jul- Sep

Oct-Dec

Patients who would
recommend the trust to their
family or friends (Inpatient and
A&E combined Score)

96.2%

95.2%

92.8%

Friend and Family Response
Rate (Inpatient and A&E
combined score)

13.9%

14.2%

17.9%

National
average

Highest
performance

Lowest
performance

92.1%

100%

60.8%

Including
Independen
t Service
Providers

Including
Independen
t Service
Providers

Including
Independen
t Service
Providers

18.1%

100.0%

3.8%

Including
Independent
Service
providers.

Including
Independent
Service
providers.

Including
Independent
Service
providers.

Notes:
The trust performance is shown for the three most recent quarters published in 2015-16 (April - December 2015)
National performance is based on the January 2016 data

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The trust reports its Friends and Family Test results each month to the Department of
Health and is confident that the process for collecting the survey information was followed
appropriately and as such, results are representative.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


We regularly feedback to staff the patient comments we have received, so that these can
form the basis of team-meeting discussions to improve the experience of patients in our
hospital.



The trust has commissioned the Picker Institute Europe to provide materials and
technological support for managing the Friends and Family Test process. This increases the
opportunities for patients to tell us about their experience and support us in meeting the
needs of all of our patients in the most accessible way. Managers have access to the scores
and comments for their areas to enable them to identify themes and make improvements in
a timely way.
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Treating and caring for people in a safe environment and protecting them from avoidable harm
- venous thromboembolism
The data made available to the National Health Service trust or NHS foundation trust by NHS
England with regard to the percentage of patients who were admitted to hospital and who were
risk assessed for venous thromboembolism during the reporting period.

Treating and caring for people in
a safe environment and
protecting them from avoidable
harm – venous
thromboembolism

Q4
2014/15

Q1
2015/16

Q2
2015/16

Q3
2015/16

National
average

Percentage of patients who
were admitted to hospital and
who were risk assessed for
venous thromboembolism

94.3%

95.2%

95.0%

94.3%

95.5%

Highest
Lowest
performance performance

100%

61.5%

Notes:
Reporting period is 2015-16 Q3 national data - October – December 15 (Revised May 2016)

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The trust has established regular reports that identify which patients have had a VTE risk
assessment. The VTE indicator is reviewed at Directorate and Executive level.



The trust provides a monthly report at Consultant and ward level to identify variations in
practice. This is followed through at Directorate performance meetings.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


The trust aims to have completed VTE assessments in 95% of patients and there is ongoing
training and support for the doctors who complete the assessment.



The trust has implemented a process to ensure that where there have been incidents of
hospital acquired thrombosis an investigation is completed to help us understand what
happened and to ensure that lessons are learnt.



The trust continues to monitor this target to ensure that performance continues to improve.
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Treating and caring for people in a safe environment and protecting them from avoidable harm
- C. difficile
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to the 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.

Treating and caring for people in a
safe environment and protecting
them from avoidable harm -- C.
difficile

2012/13

2013/14

2014/15

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

29.5

16.7

16.9

National
average

15.1

Highest
Lowest
performance performance

62.2

0

Notes:
The trust performance is shown for the three most recent published reporting periods. Rate is based on the total
number of C.Difficile trust apportioned.
Reporting period is April 2014 – March 2015 (Published July 2015)

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The trust has a process in place for reporting C. difficile infections to the Health Protection
Agency (HPA). Any case of C. difficile infection is reviewed and reported to the HPA in a
timely manner.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


The trust has put in place various initiatives to minimise the risk associated with C. difficile
infection. These are described in the Quality Account and include a continued focus on the
key areas of prompt recognition of the symptoms of C. difficile and sending a stool sample
for testing, prompt isolation and prudent antimicrobial prescribing.
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Treating and caring for people in a safe environment and protecting them from avoidable
harm - Patient safety incidents
The data made available to the National Health Service trust or NHS foundation trust by the
Health and Social Care Information Centre with regard to the number and, where available, rate
of patient safety incidents reported within the trust during the reporting period, and the number
and percentage of such patient safety incidents that resulted in severe harm or death.
Treating and caring for people in a safe
environment and protecting them from
avoidable harm - Patient safety incidents

Number and rate of patient safety
incidents reported within the trust,
and the number and percentage of
such patient safety incidents that
resulted in severe harm or death

Oct 2013 –
Mar 2014

6.28 per 1000 bed
days

April 2014 –
Sept 2014

3406 (27.83 per
1000 bed days)
35 incidents that
resulted in severe
harm (30) or
death (5) 1.0%

Oct 2014 –
Mar 2015

4297 (33.12 per
1000 bed days)
24 incidents that
resulted in severe
harm (20) or death
(4) 0.6%

Notes:
The trust performance is shown for the three most recent published reporting periods
Reporting period is October 2014 – March 2015 (Published September 2015)
Data for October 2013- March 2014 was republished in April 15

Epsom and St Helier University Hospitals NHS Trust considers that this data is as described
for the following reasons:


The trust has a detailed policy for the reporting and management of incidents. All incidents
are reported via a web based risk management system and anonymised details of incidents
are exported weekly to the National Reporting and Learning Service – a national risk
management database.

Epsom and St Helier University Hospitals NHS Trust has taken the following actions to
improve this score, and so the quality of its services, by:


The trust continues to emphasise the importance of staff reporting patient safety incidents
and inform all new staff of the trust policy and procedures at induction. The level of
incident reporting and associated harm is monitored by directorate and reported quarterly
to the Clinical Quality Assurance Committee. All Serious Incidents are reported to the trust
Board each month.
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Annex 1: Statements on the engagement process for the development of
the quality accounts
Local Involvement Networks: Healthwatch

Healthwatch Sutton
We, Healthwatch Sutton, accept this report and confirm that, to the best of our knowledge, this
accurately and fairly reflects the quality of services delivered by the Trust in 2015-16. It is great
to see the continued emphasis on patient experience as a core contributor to quality.
We are also glad that the development of the Patient First programme has made good progress
over the year with the development of several new initiatives. The ‘special achievement’ award,
received by the Trust, quite rightly reflects the achievements of this programme.
The Trusts commitment to improve the number of responses to the Friends and Family Test is
welcomed. Only by receiving a good volume of responses will the Trust be able to demonstrate
accurately the quality of service from a patient perspective down to service or ward level.
Over 400 local people have told us what their priorities are in relation to health and social care.
When we analysed these responses we found that inpatient services and outpatient services
both featured in their top 3.
To reflect these findings, we have worked closely with the Trust to develop and implement a
project to find out patients’ views about outpatient services. Our volunteers visited waiting
areas and asked patients to complete a short survey. The results were published with an
accompanying list of both commendations and recommendations. We were pleased to see that
the Trust has responded positively with a series of actions to improve some areas of service
delivery.
We have just launched a new project looking at the experience of patients staying on wards at
both St Helier and Epsom hospital. We have developed a very constructive and productive
relationship with Epsom and St Helier University Hospitals NHS Trust, that we feel accurately
reflects our mutual commitment to improve quality and patient experience.
Yours Sincerely,

Pete Flavell
Pete Flavell
Healthwatch Sutton Manager

David Williams
David Williams
Chair – Healthwatch Sutton
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Healthwatch Surrey comment on Epsom and St. Helier University Hospitals NHS Trust
Quality Account 2015/16.
As the independent consumer champion for health and social care, we have been asked to
comment within this Quality Account. Our organisation exists to give the people of Surrey and
voice to improve, shape and get the best out of health and care services. We have chosen to use
this opportunity to reflect the views and experiences of people that have interacted with us.
Local people interact with Healthwatch Surrey in excess of 10,000 times each year. These
interactions take place on the high street, in other public locations, in places where services are
delivered and in the course of providing our own services (information, advice and NHS
Complaints Advocacy). We also undertake activities that focus on understanding the views of
those that are often seldom heard.
In the 12 months up to 31st March these interactions led to 2,485 experiences being shared
with us.


114 of these experiences related to services at Epsom and St. Helier University Hospitals
NHS Trust.



A significant number of the experiences shared with us have been negative (48%),
however a number of positive experiences have also been shared with us about this
service (25%).



There is a lower proportion of negative experiences (48%) reported to us about this
service than for hospital services generally in Surrey (53%).



There is a lower proportion of negative experiences (48%) reported to us about this
service compared with the general sentiment reported to us about health and care
services (51%).



The strongest theme within the negative experiences reported to us is the “patient
pathway” (17 experiences) and in particular with regard to discharge and the coordination of services. Amongst the negative experiences another recurring theme was
poor communication both between health professionals, and health professionals and
patients.



A number of the negative experiences reported to us demonstrated that the values set
out in the Trust’s mission were not always met.



Based on the experiences shared with Healthwatch Surrey for all NHS services it is clear
that making it easier to make an NHS complaint remains a top priority for people.

This evidence should be considered alongside other data presented by the Trust and within a
wider context, which includes:


When we have sought to engage with the Trust in the previous 12 months over a
particular issue we have found it difficult to gain assurance that the Trust has taken
action based on the information provided by Healthwatch Surrey.
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The Public Health Service Ombudsman – which deals with complaints not resolved by the
NHS – has reported that in 2015 they undertook seven investigations into complaints
that could not be resolved between local people and the Trust.



Regulatory bodies – Monitor and NHS Trust Development Authority – have published the
Learning From Mistakes League (March 2016) within which the Trust appeared 95th out
of the 230 NHS trusts in England and was identified as having a ‘good reporting culture’.



Healthwatch Surrey has a close working relationship with the Care Quality Commission
and regularly shares information to inform their inspection activity.

We look forward to continuing to work with the Trust to ensure that the people of Surrey have a
voice to improve, shape and get the best from health and social care services.

Kate Scribbins
Chief Executive
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Health Overview & Scrutiny Committees
Sutton Scrutiny Committee
Statement regarding Epsom & St Helier NHS Trust Quality Account 2015/16
Sutton Scrutiny Committee is pleased to comment on the Epsom & St Helier NHS Trust Quality
Account 2015/16.
The Committee thanks the Trust for this Quality Account, detailing the progress the Trust has
made towards their 2015/16 targets - some of which are now described as "business as usual" and the new priorities they plan to address in 2016/17.
The Committee has appreciated regular engagement with the Trust this year, and would
welcome further opportunities in 2016/17. In particular, the Committee looks forward to
engaging with the Trust as they develop their Estates Strategy, so that we can continue to
support Epsom and St Helier in their journey towards a clinically and financially sustainable
future.

Epsom & Ewell Borough Council’s Health Liaison Panel
Thank you for giving the Epsom & Ewell Borough Council’s Health Liaison Panel (HLP) the
opportunity to comment on your final draft of the Epsom and St Helier University Hospitals NHS
Trust Quality Plan 2015-2016. I have circulated the document to the other members of the HLP
for their input.
I would like to thank you for having invited me to attend the events that you have held in recent
months to both look at the progress on your previous Quality Account and to help to agree the
next one. These have been useful meetings and I feel that it is beneficial for those of us who
have an interest in our local health provision to have been included.
The account does appear to reflect the information that we have received over the year, and
what was agreed at the meetings.
We have a few specific comments on the account –
Part 1
P34 – 35: Your aim is to provide dementia awareness training for all clinical staff during their
induction, and all clinical staff on Care of the Elderly wards by the end of quarter 4. You report
that this training was provided to clinical and non-clinical staff. However it does not say what %,
or which, non-clinical staff received this training. Surely this type of training should be provided
to all staff who are likely to have contact with patients, including reception staff, porters etc.
The HLP were impressed by the steps taken to meet Priorities 5 and 6 in the first part of the
document associated with taking care of elderly patients and the discharge processes. The CADU
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initiative appears to have the potential to make a significant difference to the health of our local
community. It seems a particularly innovative and effective way of handling the non-urgent but
often chronic conditions found in the more senior of the patients. For such patients it is beyond
question that they need properly informed and designed care packages so they can remain at
home but under close scrutiny, rather than extended stays in valuable hospital beds when they
could just as easily and much more happily be living at home. CADU can provide a more
appropriate service, with less waiting, in suitable surroundings, and should prove to be better
value for money.
It is disappointing that the ‘Friends & Family’ response rates and responses were not better, this
looks to be an area where more work is needed – both to improve the numbers taking part and
to address issues raised. However your ‘Pants and Tops’ scheme appeared an excellent way of
engaging with youngsters.
Priority 8: We are pleased to hear that the FAIR assessment is being use and hope that the initial
assessments have been, and will continue to be, within 24 hours of admission where the
patient’s condition allows. The ‘This is Me’ document initiative sounds an excellent resource and
hope the ‘aim’ to roll this out to other wards will be achieved. With our aging population this is
likely to become an issue for a greater percentage of hospital patients.
Part 2
The plans and priorities appear focussed and to follow on well from the work achieved in the
current year. However, a couple of areas where clarification would be appreciated P39-40: Priority 3, Principle 1 – Does the ‘consultant input and review….within 12 hours’ apply at
weekends too, and is it always a consultant with the appropriate speciality?
P45: The meaning of ‘Reduction of admission by 1 day’ did not appear clear.
The HLP does have concerns about how the work proposed will be achieved in the current
financial climate. We understand that the deficit is now in the region of £28M, significantly
higher than the original projection of £17M for 2015-16 made last autumn. It will be
disappointing if some of the excellent initiatives have to be abandoned just because of such
financial pressures.
Liz Frost
Chairman, HLP
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Commissioner Feedback
Sutton Clinical Commissioning Group
RE: Epsom and St. Helier University Hospitals NHS Trust Quality Account 2015-16
Thank you for giving Sutton CCG the opportunity to comment on the Quality Account for Epsom
and St. Helier Trust 2015-16. Our statement is as follows:
NHS Sutton CCG, on behalf of the South West London CCGs, is pleased to support the Trust in its
publication of the 2015-16 Quality Account. Having reviewed the mandatory detail of the report,
we are satisfied that the Quality Account incorporates the mandated elements required, based
on available data.
The CCG is pleased that the Trust has achieved the majority of the Government’s key healthcare
standards by the end of 2015-16. The CCG must also commend the Trust for the response and
action it has already taken as a result of the CQC inspection that took place in November 2015,
despite this report not being published at the time of writing this response.
The CCG has been actively involved in supporting the Trust with continuous monitoring through
Clinical Quality Review Group (CQRG) and supporting a number of service developments
including Dementia, Older people, Ambulatory Care, Respiratory and Diabetes pathways.
The Trust has a good history of appropriate reporting of Serious Incidents, which is indicative of
its open and transparent approach around issues affecting patient safety. The CCG would agree
wholly that there is further work needed to ensure that learning from all incidents is firmly
embedded into practice and service delivery. The Trust has always demonstrated good
engagement and working relationships with the CCG in matters relating to patient safety and has
welcomed challenges posed by the CCG in this area to ensure services are safe for patients.
Throughout 2015-16 the Trust has continued to improve its Health Care Acquired Infections. The
CCG supports the continued focus on this in 2016-17 to ensure further improvement is achieved.
The CCG would have welcomed more in this report on about antibiotic stewardship and a little
more detail on the work the Trust has undertaken in the detection of Sepsis, all of which has
been improved in 2015-16 and has had a positive impact on patient care. It would also be
helpful to include benchmarks and further metrics to give the reader a better understanding of
the level of improvement that has been achieved.
The CCG supports the priorities for 2016-17 and is pleased that the Trust has committed to the
national ‘Sign up to Safety’ campaign, which aims to halve avoidable harm in the NHS. The
implementation of this campaign will support ongoing initiatives and the 2016-17 priorities in
working to reduce the number of falls, monitoring and responding to abnormal foetal heart
rates, learning from incidents and improving the care of the deteriorating patient. The CCG is
looking forward to hearing about the impact of these initiatives in 2016-17.
The CCG were also very pleased to hear about the implementation of ‘safety huddles’ in 2015-16
and, although they are not mentioned in this report, we are interested to learn more about how
these will be rolled out across all areas of the Trust in 2016-17 and the impact this will have on
patient safety. Whist not a standalone priority, the CCG would also like to ensure the VTE target
is achieved and maintained this year, as there has been a recent dip in performance.
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The CCG are very pleased to see the management of the acutely ill patient as a priority in
2016-17 and is supportive of the actions proposed to improve this.
The CCG recognise the challenges the Trust has had with staffing shortages and the positive
recruitment work which has been undertaken to improving, in particular, nurse staffing levels. In
noting this positive work, this does not detract from the need for staff to have access education
and training, including statutory/mandatory training and high quality appraisals, on which the
CCG continues to require assurance. The CCG is also pleased to see how the Trust is responding
to the staff survey.
It is reassuring to see that improving the patient experience continues to be a priority in 2016-17.
The CCG would like to see significant improvement in this area as plans are implemented.
Whilst the report acknowledges that there have been problems identified with the hospital
discharge process, it does not explore in detail some of the continuing problem areas relating to
discharge. The CCG would like to see more information about how the Trust plans to address
some of these issues in the coming year, especially at the St. Helier site. We would also value
more information about how Trust Safeguarding processes have been improved for both adult
and children, incorporated the requirements of the Care Act (2014) and responded to making
safeguarding personal to the individual.
The CCG has been really impressed with the how the Trust is beginning to transform the care of
people with dementia and is delighted that this is again a priority for the coming year.
Sutton CCG with their partner CCGs look forward to continuing to work closely over the coming
year with Epsom and St. Helier University Hospitals NHS Trust. Overall, the CCG would like to
compliment the Trust for the frank dialogue we are able to have with their senior staff. We look
forward to continuing to work in partnership to deliver high quality, effective care for our
patients.

Dr. Chris Elliot FRCGP
Chief Clinical Officer
NHS Sutton Clinical Commissioning Group

Surrey Downs Clinical Commissioning Group response to the Epsom and St Helier
University Hospitals NHS Trust Quality Account 2015/16
Surrey Downs Clinical Commissioning Group has reviewed the Epsom and St Helier University
Hospitals NHS Trust Quality Account and would like to respond to its content.
As detailed in the account, the Trust has made good progress in a number of areas and this has
impacted positively on patient experience. There has been a lot of focus over the year on
reducing the incidence of Health Associated Infections and this is reflected in the reduction in the
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number of C difficile cases attributed to the Trust. We are pleased that there will be a continued
emphasis on reducing the number of avoidable infections in 2016/17 through working with
external partners with a particular focus on developing innovative solutions. An area we would
like the Trust to provide further focus on is hand hygiene and wider improvements in infection,
prevention and control, we believe this will have a positive effect for patients over the year.
The Trust has continued to show a commitment to improving patient experience during the year.
The continued development of the “Patient First Programme” has been positive and has enabled
the Trust to continue to implement the improvements that really matter to patients and to do
this on a “real time” basis.
The Trust has worked collaboratively with the CCG over the year and has been supportive of the
work streams supporting our programmes of service redesign. The Clinical Assessment and
Diagnostic Unit which was developed in partnership with local stakeholders such as GP Partners,
Central Surrey Health Surrey and Social Services has been successful and has enabled patients to
receive a comprehensive assessment outside a more acute facility and has avoided a number of
unnecessary admissions as a result.
We were pleased to see the Trust’s continuing participation in national clinical audits. We
commented last year that it would have been helpful to include the results of those in this
Quality account for information and would like to repeat that observation regarding this year’s
report.
Looking forward to 2016/17, we would agree with the priorities that have been chosen by the
Trust which will support Surrey Downs Quality Strategy and Integrated Commissioning Plans over
the next year and will continue to improve the quality and safety of services that are provided by
the Trust.
Surrey Downs CCG looks forward to continuing to work with the Trust to meet the quality
aspirations of patients, carers, members of the public, stakeholders, partners and staff.
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Annex 2: Our response to the statements
The Trust is grateful for the considered responses from all our stakeholders and their input in
developing our Quality Account. These have been helpful and will be considered with the
relevant stakeholders in 2016-17.
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Annex 3: 2015-16 Statement of Directors’ Responsibilities in respect of
the Quality Report
The directors are required under the Health Act 2009 to prepare a Quality Account for each
financial year. The Department of Health has issued guidance on the form and content of annual
Quality Accounts (in line with requirements set out in Quality Accounts legislation).
In preparing their Quality account, directors should take steps to assure themselves that:







The Quality Account presents a balanced picture of the trust’s performance over the
reporting period.
The performance information reported in the Quality Account is reliable and accurate.
There are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Account, and these controls are subject to review to
confirm they are working effectively in practice.
The data underpinning the measure of performance reported in the Quality Account is
robust and reliable, conforms to specified data quality standards and prescribed definitions,
and is subject to appropriate scrutiny and review.
The Quality Account has been prepared in accordance with any Department of Health
guidance.
The trust will ensure that all the information provided in this report is not false or
misleading.

The directors confirm to the best of their knowledge and belief that they have complied with the
above requirements in preparing the Quality Account.

By order of the Board (to be signed on completion)

Laurence Newman
Chairman
31st May 2016

Daniel Elkeles
Chief Executive
31st May 2016
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Annex 4: Independent Auditor’s Limited Assurance Report to the
Directors of Epsom and St Helier University Hospitals NHS Trust on the
Annual Quality Account
We are required to perform an independent assurance engagement in respect of Epsom and St
Helier University Hospitals NHS Trust NHS Trust’s Quality Account for the year ended 31 March
2016 (“the Quality Account”) and certain performance indicators contained therein as part of our
work. NHS trusts are required by section 8 of the Health Act 2009 to publish a quality account
which must include prescribed information set out in The National Health Service (Quality
Account) Regulations 2010, the National Health Service (Quality Account) Amendment
Regulations 2011 and the National Health Service (Quality Account) Amendment Regulations
2012 (“the Regulations”).
Scope and subject matter
The indicators for the year ended 31 March 2016 subject to limited assurance consist of the
following indicators:
 Percentage of patients risk-assessed for venous thromboembolism (VTE)
 Rate of clostridium difficile infections.
We refer to these two indicators collectively as “the indicators”.

Respective responsibilities of directors and auditors
The directors are required under the Health Act 2009 to prepare a Quality Account for each
financial year. The Department of Health has issued guidance on the form and content of annual
Quality Accounts (which incorporates the legal requirements in the Health Act 2009 and the
Regulations).
In preparing the Quality Account, the directors are required to take steps to satisfy themselves
that:
 the Quality Account presents a balanced picture of the Trust’s performance over the period
covered;
 the performance information reported in the Quality Account is reliable and accurate;
 there are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Account, 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 Account is
robust and reliable, conforms to specified data quality standards and prescribed definitions,
and is subject to appropriate scrutiny and review; and
 the Quality Account has been prepared in accordance with Department of Health guidance.
The Directors are required to confirm compliance with these requirements in a statement of
directors’ responsibilities within the Quality Account.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether
anything has come to our attention that causes us to believe that:
 the Quality Account is not prepared in all material respects in line with the criteria set out in
the Regulations;
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the Quality Account is not consistent in all material respects with the sources specified in
the NHS Quality Accounts Auditor Guidance 2014-15 issued by DH in March 2015 (“the
Guidance”); and
the indicators in the Quality Account identified as having been the subject of limited
assurance in the Quality Account are not reasonably stated in all material respects in
accordance with the Regulations and the six dimensions of data quality set out in the
Guidance.

We read the Quality Account and conclude whether it is consistent with the requirements of the
Regulations and to consider the implications for our report if we become aware of any material
omissions.
We read the other information contained in the Quality Account and consider whether it is
materially inconsistent with:
 Board minutes for the period April 2015 to June 2016;
 papers relating to quality reported to the Board over the period April 2015 to June 2016;
 feedback from the Commissioners dated 31/05/2016;
 feedback from Local Healthwatch dated 31/05/2016;
 the Trust’s complaints report published under regulation 18 of the Local Authority, Social
Services and NHS Complaints (England) Regulations 2009, dated 26/08/2015;
 feedback from other named stakeholders involved in the sign off of the Quality Account;
 the latest national patient survey dated 15/12/2015;
 the latest national staff survey dated 22/03/2016;
 the Head of Internal Audit’s annual opinion over the trust’s control environment dated May
2016;
 the annual governance statement dated 22/05/2016;
 the Care Quality Commission’s Intelligent Monitoring Report dated May 2015.
We consider the implications for our report if we become aware of any apparent misstatements
or material inconsistencies with these documents (collectively the “documents”). Our
responsibilities do not extend to any other information.
This report, including the conclusion, is made solely to the Board of Directors of Epsom and St
Helier University Hospitals NHS Trust.
We permit the disclosure of this report to enable the Board of Directors to demonstrate that
they have discharged their governance responsibilities by commissioning an independent
assurance report in connection with the indicators. To the fullest extent permissible by law, we
do not accept or assume responsibility to anyone other than the Board of Directors as a body
and Epsom and St Helier University Hospitals NHS Trust for our work or this report save where
terms are expressly agreed and with our prior consent in writing.
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Assurance work performed
We conducted this limited assurance engagement under the terms of the guidance. Our limited
assurance procedures included:
 evaluating the design and implementation of the key processes and controls for managing
and reporting the indicators;
 making enquiries of management;
 testing key management controls;
 limited testing, on a selective basis, of the data used to calculate the indicator back to
supporting documentation;
 comparing the content of the Quality Account to the requirements of the Regulations; and
 reading the documents.
A limited assurance engagement is narrower in scope than a reasonable assurance engagement.
The nature, timing and extent of procedures for gathering sufficient appropriate evidence are
deliberately limited relative to a reasonable assurance engagement.

Limitations
Non-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matter and the methods used for
determining such information.
The absence of a significant body of established practice on which to draw allows for the
selection of different but acceptable measurement techniques which can result in materially
different measurements and can impact comparability. The precision of different measurement
techniques may also vary. Furthermore, the nature and methods used to determine such
information, as well as the measurement criteria and the precision thereof, may change over
time. It is important to read the Quality Account in the context of the criteria set out in the
Regulations.
The nature, form and content required of Quality Accounts are determined by the Department of
Health. This may result in the omission of information relevant to other users, for example for
the purpose of comparing the results of different NHS organisations.
In addition, the scope of our assurance work has not included governance over quality or nonmandated indicators which have been determined locally by Epsom and St Helier University
Hospitals NHS Trust.
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Conclusion
Based on the results of our procedures, nothing has come to our attention that causes us to
believe that, for the year ended 31 March 2016
 the Quality Account is not prepared in all material respects in line with the criteria set out in
the Regulations;
 the Quality Account is not consistent in all material respects with the sources specified in
the Guidance; and
 the indicators in the Quality Account subject to limited assurance have not been reasonably
stated in all material respects in accordance with the Regulations and the six dimensions of
data quality set out in the Guidance.

Grant Thornton UK LLP
Grant Thornton House
Melton Street
Euston Square
London
NW1 2EP
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Your feedback
We welcome your comments and are always interested to hear your views on the trust, our
services, and our publications
Please contact:
PALS – our Patient Advice and Liaison Service if you need information, support or advice about
our services on 020 8296 2508 or email pals@esth.nhs.uk
Communications and Corporate Affairs – if you would like more information or want to tell us
what you think about the trust publication or website on
020 8296 2406 or email communication@esth.nhs.uk
If you would like a copy of this report, or any other trust information, in large print, Braille, or a
different language please contact our PALS on 020 8296 2508 or email pals@esth.nhs.uk
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