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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 high quality services – focusing 
on those that need most attention. 

 Report to the public on the progress we have made against 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 2017-18 against the priorities that we set and determines our key priorities for 
next year (2018-19).  This report also includes feedback from our patients and commissioners (the NHS 
organisations who pay for our services) on how well they think we are doing. 
 
Last year we set ourselves six priorities.  Having reviewed our progress in achieving these and, following 
a process of engagement with our commissioners, patient representatives our local authorities, we have 
agreed that three of the six priorities identified for focus in 2017-18 should be refreshed and continue in 
2018-19.  In addition, three new priorities were agreed.  More detail can be found in part two of the 
document from page 28. 
 
This report is divided into four parts: 
 
Part one looks at our performance in 2017-18 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 2018-19 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 
Account 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 Patient Advice and Liaison Service (PALS) on 020 8296 2508 or 
email est-tr.PALS@nhs.net. 
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About the Trust   
 
It’s our mission to provide great care to every patient, every day.  
 
We are proud to 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.  The hospital has an accident and emergency (A&E) service and 
brand new Urgent Care Centre, offers a full range of maternity services and is where the majority of our 
elective inpatient surgery activity is undertaken. 
 
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, purpose-
built day care and day surgery unit.  The hospital also has a dedicated children’s inpatient ward, and a 
brand new children’s outpatient department which opened this year. 
 
We also host the world-renowned South West London Elective Orthopaedic Centre (SWLEOC) which we 
run, in conjunction with neighbouring Trusts, on a partnership basis from the hospital.  SWLEOC is one 
of the largest hip and knee replacement centres in the UK and 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 service, 
an urgent care centre and a range of outpatient facilities.  It also has a new Assisted Conception Unit, 
offering a personalised and sensitive service to couples who are having problems conceiving.  St Helier is 
the site where all of Trust’s emergency surgery takes place. 
 
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 the Malvern Centre (on the former Sutton Hospital site), Leatherhead 
Hospital, and the Jubilee Health Centre. 
 
With two 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.epsom-sthelier.nhs.uk.  You can also follow us on Twitter and find us on Facebook.



 

 
6 

 

Foreword from the Chief Executive   
 
Welcome to our Quality Account of 2017-18, a report that outlines our approach to improving the 
quality of the service we provide to patients, the progress we made during the past year and our plans 
for the coming 12 months.  
 
I am incredibly proud to be the Chief Executive of Epsom and St Helier, and would like to take this 
opportunity to say a huge thank you to our staff and volunteers for another year of hard work and 
unwavering commitment.  
 
Like many other NHS trusts across the country, we saw a significant increase in the number of very sick 
people who needed expert care in life-threatening or emergency situations.  Over a very long winter 
period (from November to March) we saw an almost 20% increase in patients requiring majors A&E 
(where we treat serious conditions such as chest pains, stomach pains or pregnancy problems) and in 
resuscitation (where immediate lifesaving care is needed).   
This surge in demand across our most specialised and acute areas had a significant impact on the way 
we operated throughout the year, and had implications for staff and services across the Trust. 
 
However, with team work, planning, and the support of our colleagues in primary and social care, we 
were able to keep our hospitals running smoothly and maintain our focus on providing compassionate 
care.  In total, we provided care to people on 904,098 occasions – that’s 2,476 appointments, A&E 
attendances and procedures every day. This figure incorporates 167,190 people who came to our A&E 
departments and 4,648 births (plus an additional 123 babies who were born at home under the expert 
care of our midwives). 
 
In order to keep up with the increasing demand on our most acute services, we had to keep a firm focus 
on the recruitment of permanent staff and we are delighted to say that, at the end of the financial year, 
we had 100 more clinical staff working on the front line than we did the previous year (and 300 more 
than this time in 2015). 
 
Keeping our patients safe and providing timely care 
 
We have a strong record in achieving the A&E access standard (which states that at least 95% of patients 
attending A&E should be treated, admitted or discharged within a maximum of four hours), and in 
previous years have been one of the few trusts to exceed the standard.  As a result of the significant 
increase in the demand on our emergency and inpatient services, this year we were just shy of the 
standard and ended the period at 93.15%.  Although we are disappointed that this figure was not above 
the 95% standard, we remained as a strong performing trust and already have plans in place to make 
sure we can meet the standard next year. 
 
We are very proud of the high level of care we provide to our patients, and are pleased to say that 
mortality rates at our hospitals are far lower than expected too.  This is measured at a national level by 
Hospital Standardised Mortality Rates (HSMR).  For the period of February 2017 to January 2018, our 
HSMR is 93.  This is statistically better than expected for all Trusts (100) and of 151 acute Trusts we have 
the 51st lowest relative risk or mortality. 
 
An absolutely fundamental aspect of keeping our patients safe is to ensure that we have the right skill 
mix and numbers of staff on the wards and in departments.  As part of the National Quality Board 
guidance (2013) all NHS Trusts are required to assure themselves that there is sufficient staffing capacity 
and capability to provide high quality care to patients on all wards, clinical areas, departments, services 
or environments day or night, every day of the week.  We have invested heavily in recruiting more 
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substantive staff this year, and as you can see by our reduction in the use of agency staff and continued 
strong performance, that has certainly paid off. 
 
You can find out more about our performance and the measurements we use at:  
www.epsom-sthelier.nhs.uk/our-performance. 
 
Epsom and St Helier 2020-2030 – a long term plan for our future 
 
2017-18 was a landmark year for the Trust as we set out scenarios for the future of our hospitals beyond 
2020.  Before 2015, the Trust didn’t have a long-term strategy, and talk of our organisation’s future was 
usually clouded by rumours of possible closures, or was subject to the outcomes of reviews over which 
we had no control.  But this year, we have been able to completely turn that around. 
 
The progress and improvements in care we have made in recent years means that we were afforded the 
space and respect that we so desperately needed in order to have a conversation about our own future.  
In July, we published ‘Providing high quality healthcare services 2020 to 2030’, which built on 
engagement work launched in 2015 and was based on the feedback of more than 600 hundred local 
residents, as well as staff at the hospitals.  The main aim of this involvement work was to make a case 
for creating a specialist facility for acutely sick patients, where majors A&E, inpatient beds for children, 
births and complex emergency surgery would be delivered on one site.  Doing so would mean that our 
acute clinical staff are concentrated in one place, enabling us to meet and exceed more care standards, 
fill rotas more effectively and provide care in buildings which we believe local people and our staff 
deserve. 
 
Following 13 weeks of intense engagement we held over summer and into October (during which I and 
other Executive Directors from the Trust spoke at 47 public meetings in the community and hosted 31 
drop-in briefings and staff meetings) we were able to publish and then approve as a Board, our Strategic 
Outline Case (often referred to as a SOC) for new a specialist acute hospital.  The SOC builds on our case 
for change (namely that, because of our ageing buildings and the challenges we face in funding and 
staffing duplicate services at two different sites, we know that we cannot carry on as we are forever), 
and provides more information about the potential scenarios for our future. 
 
The document builds on the scenarios put forward in the engagement material, including creating a new 
acute specialist facility at Epsom Hospital, at St Helier Hospital, or co-located with The Royal Marsden at 
Sutton Hospital.  It includes more detail about how a single acute site would allow us to further improve 
patient care and achieve all the additional clinical quality standards we are required to meet, including 
round-the-clock seven days a week consultant cover for our sickest patients. 
 
The SOC also includes an initial financial analysis of all three of those scenarios, which shows that 
consolidating acute care on to one site (representing 15% of the patients we serve) while continuing to 
run general services as they are now (that’s 85% of our patients) would mean a reduction in our annual 
deficit of at least £36 million, and in one scenario, eliminating it altogether.  A preliminary estimate of 
capital investment required to deliver the facility ranges between £377 million and £444 million, 
depending on site. 
 
Building and planning for our future  
 
The work we have done for Epsom and St Helier 2020-2030 looks at our long term future and how we 
can best provide care for generations to come, but the fact is – there are a number of urgent repairs and 
improvements we need to make now.  
That’s why, in the past 12 months, we invested a record £28 million into improving our estates and 
facilities and, at the end of the year, secured an incredible £100 million to invest in our estates over the 

http://www.epsom-sthelier.nhs.uk/our-performance
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next three years.  As patients and visitors to our hospitals will know, our buildings are very old, and our 
ageing estate can sometimes hamper the care we provide.  As a result, this record investment has been 
warmly welcomed, and has resulted in some fantastic developments, including:  
 

 Endoscopy processing units for both sites – £1.4 million               

 Our new Urgent Treatment Centre at Epsom – £1 million 

 Our new adult Audiology Department – £965,000 

 The new accessible lift in Ferguson House – £848,000 

 Antenatal and Paediatric Outpatients at Epsom – £750,000 

 Medical Ambulatory Care Unit at St Helier – £750,000 

 Mary Moore Ward refurbishment at St Helier – £700,000 

 Education Centre at St Helier – £ 541,000 

 League of Friends Shop and Tea Room at St Helier – £141,000 

 Surgical Care Suite at Epsom – £193,000. 

 
While the recent improvements will mean that we can continue to provide great care for the next few 
years, they are not enough to secure our long term future, or to overcome all of the challenges our 
ageing buildings and current configuration cause us.  To secure a long term future that is clinically and 
financially sustainable, we need to build a state-of-the-art, brand new facility (on one of our existing 
hospital sites) where our sickest patients will be cared for (you can read more about our Epsom and St 
Helier 2020-2030 plans at https://www.epsom-sthelier.nhs.uk/epsom-and-st-helier-2020-2030). 
 
Steady finances 
 
Like most other NHS organisations across the country, we faced a significant financial challenge this 
year.  That has meant taking some tough decisions, but I would like to assure all of our patients, visitors 
and local people that we did that without compromising patient care.  
 
We have ended the year with a Financial Performance deficit of £13.4 million, which is £4.4 million 
smaller than the deficit of £17.8 million that was agreed with our regulator at the start of the financial 
year. 
 
Meeting the Government's healthcare standards, combined with our good patient feedback, 
improvements in patient care and ending the year in the financial position that we planned for, is great 
news and is testament to the hard work of our staff and volunteers and the support of our 
commissioners. 
 
 

Kind regards, 

 
Daniel Elkeles  
Chief Executive 
 

https://www.epsom-sthelier.nhs.uk/epsom-and-st-helier-2020-2030
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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 maintain a focus on infection 
control. 

No more than 39 C. 
difficile infections.   

Not Met - C. difficile 
The Trust reported 40 ‘apportioned’ cases of C. difficile.   
This is 1 more case than 2016-17 

There should be  
no avoidable  
MRSA bacteraemias. 

Not met - MRSA 
The Trust has reported 5 ‘apportioned’ cases of MRSA bacteraemia.  
This is 1 less case than 2016-17. 

Priority 2 – Learning from deaths in hospital. A number of measures 
were set.  Please see the 
detail in the report. 

Good progress 
The Trust has developed its processes for identifying, reviewing and 
learning from deaths and has outlined the roles and responsibilities of 
staff involved in that process in the policy “Policy for mortality 
reporting and mortality peer review process”.  The process to support 
learning from death are in place and we have made two reports to the 

Trust Board on progress and outcomes. 

Improving patient outcomes 

Priority 3 – To improve the recognition and 
management of patients with sepsis. 

Sepsis recognition at 90% 
for both A&E attendances 
and inpatients. 
 

Good progress 
There has been a significant improvement in the recognition of sepsis 
in A&E.  It has increased from 44% in 2016-17 to 91% in 2017-18.  
 
There has been a modest improvement in the recognition of sepsis for 
inpatients.  It has increased from 58% in 2016-17 to 61% in 2017-18. 

Priority 4 – To work with external stakeholders 
to reduce the incidence of potentially avoidable 
hospital admissions and readmissions. 

A number of measures 
were set.  Please see the 
detail in the report. 

Good progress 
We have taken forward programmes of work for both Epsom and St 
Helier Hospitals which have improved our patient experience and 
supported a reduction in potentially avoidable hospital admissions 
and readmissions. 

Improving our patient experience 

Priority 5 – Demonstrate continuous 
improvement in our patient experience through 
a focus on all types of patient feedback, including 
the ‘Friends and Family Test’, concerns and 
complaints and feedback from patient 
representative groups such as Healthwatch. 
 

A number of measures 
were set.  Please see the 
detail in the report. 

Met 
We have progressed the development of the patient experience 
dashboard which incorporates feedback from complaints, NHS 
Choices, the Patient Advice and Liaison Service and social media. 
 
We have expanded the library of patient stories with a particular focus 
on those who have raised concerns.  The stories are used in training 
sessions and study days. 
 
The Patient First Programme is now supported by a matron who has 
assisted staff with developing actions to address areas identified as 
requiring improvement. 

Priority 6 – To improve the lived experience of 
people who have dementia and their loved ones 
whilst in our care. 

For every care of the 
elderly ward to complete 
a 1.5 hour audit monthly. 

Good progress 
Staff have been trained to undertake the observational audits.  The 
results are discussed with senior nurses and ward staff.  The audits are 
being undertaken on a number of the care of the elderly wards. 



 

 
10 

 

Part one:  Our priorities for quality improvement in 2017-18 
 
Last year we set ourselves six 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 our patients have in our hospitals. 

 
 
Improving our patient safety 
 
Priority one – To maintain a focus on infection control 
 
Why is this important? 
 
Maintaining a focus on infection control has been a priority for the Trust for a number of years and this 
focus remains important.  Over the last year our aim has been to improve patient safety, comfort, 
experience and quality of care through reduced risk of exposure to hospital acquired infection. 
 
 
What we said we would do in 2017-18 
 
We said we would:  
 

 Continue our focus on hand hygiene and standardise the use of hand hygiene products, 
communicating a basic message for hand hygiene across the Trust. 

 Strengthen our compliance with MRSA (Methicillin-Resistant Staphylococcus Aureus) screening in 
accordance with our local policy, ensuring that any patient identified as having MRSA has 
appropriate decolonisation in accordance with policy. 

 Review our guidelines for testing patients with C. difficile ensuring these remain in line with 
national guidelines. 

 Ensure that all clinical staff are aware of, and are practising in accordance with, the latest guidelines 
for ‘Aseptic Non Touch Technique’. 

 Ensure clinical staff are complying with national guidelines to reduce the risk of harmful organisms 
becoming resistant to antibiotics. 

 Improve our infection control training programme to ensure it fully educates all staff in infection 
prevention and control according to their role. 

 Implement a robust ‘deep cleaning’ programme to ensure that all ward areas undergo a ‘deep 
clean’ as part of a rolling annual programme 

 
 
What we did 
 
We have worked to embed our Infection Prevention and Control Improvement Plan and Strategy. 
 

 We have monitored the number of areas compliant with the submission of hand hygiene audits 
and, when compared with 2016-17, compliance has improved.  The average hand hygiene 
compliance for 2017-18 is 91.6 %.  The number of departments submitting hand hygiene audits has 
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increased from 71 to 94.  Auditing and reporting of ‘Bare Below the Elbow’ compliance has  
also commenced. 

 

 We have standardised and implemented new hand hygiene products in all areas across the Trust 
including new hand gel and soap dispensers.  In addition, we have implemented a programme to 
support the awareness of staff of the importance of hand hygiene compliance and being ‘Bare 
Below the Elbows’ in clinical areas.  This programme includes posters in clinical areas and individual 
staff communication. 
 

 MRSA screening of patients on admission continues.  Compliance with this policy is audited each 
month with results shared widely to support and embed compliance.   
 

 Decolonisation (a process of eradicating or reducing asymptomatic carriage of MRSA) of 
previous/known MRSA positive patients on admission has been implemented and decolonisation 
products are provided trust-wide on the wards.  We are also working to develop specific guidelines 
for nursing staff (a Patient Group Directive) which will allow staff to commence decolonisation of 
MRSA for patients who need it without the need for a doctor’s prescription.   
 

 We continue to undertake robust Post Infection Reviews in all cases of MRSA blood stream 
infections.  
 

 C.difficile management is subject to on-going review using a comprehensive tool which merges the 
Trust Root Cause Analysis template with the national tool for investigation.  This new tool supports 
our review and learning from all reported cases of C.difficile.  
 

 We are implementing a strategy for Aseptic Non-Touch Techniques (ANTT) and training on induction 
has commenced and guidelines developed.  As an example, the guidelines for the selection, care 
and management of intravascular devices in adults has been written and implemented and includes 
competencies and care plans for patients. 

 

 We have appointed a Vascular Access Clinical Nurse Specialist to support the training of our staff  
in all aspects of vascular access including awareness of Trust policy and understanding of the 
devices available.  

 

 We have continued to monitor antibiotic prescribing and have reviewed this in all Post Infection 
Reviews to support learning.    

 

 The infection control training programme has been reviewed and updated and training continues 
across the Trust. 

 

 The deep clean programme, which involves emptying an area to allow our staff to carry out a more 
comprehensive clean than would normally be undertaken day to day, is up and running and 
continues across the Trust. 
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What this means for you as a patient    
 
Over the last year we have worked to embed our Infection Prevention and Control Improvement Plan and 
Strategy with a strong emphasis on the importance of all clinical staff maintaining good hand hygiene, 
demonstrating compliance with Bare Below the Elbow guidance, compliance with Aseptic Non-Touch 
Techniques, and compliance with guidance for the managements of patients with infections.  We have also 
worked to learn from our investigations into cases of infection and to share learning widely across the Trust.  
This means that whether you are being treated as an inpatient or being seen in our outpatient department, 
you should see our staff washing or gelling their hands before they attend to you and complying with 
infection control practices.  
 
Our aim is always to reduce the risk of a patient picking up a hospital acquired infection while in our care. 
 
 
How did we perform in 2017-18? 
 
Figure 1 demonstrates our reporting of C difficile cases and 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. 
 
The graph demonstrates that for the years for the last two year (2015-2017) the Trust was reporting below 
its limit figure (the annual trajectory).  For this year, the Trust has reported 40 cases of C difficile – one case 
above the imposed limit of 39 cases. 
 
Figure 2 shows the number of reported of MRSA bacteraemia in the Trust.  For the period up until March 
2018 the Trust reported 5 Trust apportioned cases of MRSA bacteraemia.  In line with previous years, the 
guideline from the Department of Health is to have no avoidable cases of MRSA. 
 
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 Divisions.  Where specific actions are identified, 
these are included and actioned through our Infection Control Annual Plan. 
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Priority two – Learning from deaths in hospital 
 
Why is this important? 
 
Each day hundreds of people come to our hospitals.  Most people receive treatment and are able to go 
home.  However, a number of people will die here and whilst most deaths are unavoidable it is important 
that we review these cases to ensure our care remains safe.  
 
A Care Quality Commission review in December 2016, “Learning, Candour and Accountability” found that 
some hospitals were not giving learning from death sufficient priority and therefore were missing valuable 
opportunities to identify and make improvements in quality of care.  In March 2017, the National Quality 
Board introduced new guidance to support hospitals and reduce the amount of variability on how hospitals 
learn from these cases.  
 
Measures included: 
 

 Identifying a board-level leader as patient safety director to take responsibility for this work within 
our Trust. 

 Following a national framework for identifying potentially avoidable deaths, reviewing the care 
provided and learning from mistakes. 

 Ensuring that investigations of any deaths are thorough and kind, and genuinely involve families  
and carers. 

 Publishing information on deaths in our hospitals and how we have learnt from these cases.   
 
 
What we said we would do in 2017-18 
 
We said we would: 
 

 Consistently review all in-hospital deaths, proactively undertaking further investigation where failings 
in care were identified. 

 Promote and support involvement of patients’ families in investigations. 

 Support robust systems to reduce the risk of avoidable death through monitoring  
and escalation 

 
 
What we did 
 
The Trust is fully committed to implementing the national policy.  We have identified our Non-Executive 
Director, Pat Baskerville CBE, to have oversight of this work.  Dr Ruth Charlton, our Deputy Chief Executive 
and Joint Medical Director, is the Executive Lead responsible for ensuring that the national policy is 
implemented within the Trust. 
 
The Trust has developed its processes for identifying, reviewing and learning from deaths and has outlined 
the roles and responsibilities of staff involved in that process in the policy “Policy for mortality reporting and 
ƳƻǊǘŀƭƛǘȅ ǇŜŜǊ ǊŜǾƛŜǿ ǇǊƻŎŜǎǎέ.  This policy is available on the Trust website.  
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In summary  
 
The Trust review process has been defined at two levels: 
 

 Level one:  Clinical team review and documentation 
A level one review identifies those patients that will go on to a higher, level two, review 
 

 Level two review: A higher level of review that is performed by trained staff using a specific 
methodology (Structured Judgement Review).  Cases for review include:  
 

 deaths where the bereaved or staff raise significant concerns about the care 

 deaths of those with learning disabilities or severe mental illness  

 deaths where the patient was not expected to die  

 

Structured Judgement Review is a method of looking at the care of a patient throughout their hospital 
admission and has been developed with the Royal College of Physicians.  It is the recommended method of 
reviewing deaths.  
 
Three members of our senior staff are now trainers in this methodology and will be training other staff 
members over the coming year.  
 
The Mortality Group submits a quarterly report to the Trust Board.  The first report was made in December 
2017 and included information on the number of deaths in the Trust each month, the number of deaths 
which have had a mortality review, the number of cases which were deemed to be more than 50% likely to 
have been preventable and the number of deaths of patients with learning difficulties and severe mental 
health diagnosis. 
 
 
What this means for you as a patient    
 
The vision of this national project is that learning and action resulting from mortality review will be more 
effective and visible.  Through the greater Board oversight of this aspect of quality and safety, learning and 
action resulting from mortality review will lead to improvements in quality of care for patients who attend 
the Trust. 
 
 
How did we perform in 2017-18?  
 
The following dashboard presents the progress we have made in our review of deaths since we started 
formal review in October 2017. 
 
As described above – our process is defined at two levels: 
 

 Level one is to review all of our deaths that are ‘in scope’.  The scope is defined through our 
Trust policy and is approximately 75% of all deaths within the Trust.  For the six months of our 
new process the dashboard shows that we had 683 (of a total of 905 deaths) ‘in scope’ for a 
level one review and that we have completed 135 of these reviews (20% of identified cases).  
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We are slowly increasing the number of reviews being competed and fully expect that over the 
next year this relatively low percentage of reviews will increase. 

 

 Level two review.  As described above, our policy presents specific criteria that direct us to 
undertake a more detailed review at ‘level two’.  The dashboard shows that in the reporting 
period we identified 114 cases that required a level two Structured Judgement Review (SJR).  Of 
these, 47 cases (53%) have been reviewed and learning identified.  The Structured Judgment 
Reviews have demonstrated areas of good clinical practice – as examples – we have seen 
patients arriving in Accident and Emergency Department with sepsis being seen promptly and 
managed in accordance with our sepsis protocols.  Clinicians have made and communicated 
comprehensive management plans and patients in our acute medical units have been seen 
within 14 hours by consultant.  We have also identified learning.  As examples - themes include 
ensuring time critical drugs are given appropriately and monitoring of our patient fluid balance.  
Learning is shared at a number of forums within the Trust and we continue to strengthen our 
processes to support these important reviews. 
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Improving our 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 2017 to enhance the effectiveness of the care  
we provide. 
 
 
Priority three – To improve the recognition and management of patients with sepsis 
 
Why is this important? 
 
Sepsis is a common acute condition due to an infective process in the body that affects all age groups.   
It is a time critical condition which, if not treated quickly, can lead to severe sepsis, septic shock,  
multi-organ failure and death.  It has been estimated that sepsis accounts for approximately 44,000 deaths 
in the United Kingdom every year and nationally, recognition remains poor.  Sepsis presents a diagnostic 
challenge as signs and symptoms can be subtle and diagnosis is dependent upon a culture of awareness of 
this condition.  The initial management of a case of sepsis utilises basic interventions which when combined 
together act to reduce the risk of ongoing deterioration and adverse outcome to our patients. 
 
 
What we said we would do in 2017-18 
 
We planned to launch an updated policy on sepsis recognition and management and to have a Trust wide 
campaign to raise awareness of the condition.  We also planned to develop an online e-learning sepsis tool 
aimed at increasing awareness and understanding amongst medical and nursing staff in both adult and 
paediatric settings. 
 
 
What we did 
 
Over the year we have had an active programme to raise awareness and recognition of sepsis and its 
management.   The programme was rolled out early in the year with the following achievements: 
 

 An updated Sepsis policy was ratified by the Trust (separated into adult and paediatric policies) 
based on the NICE guidelines and including simplified algorithms for patient management.  

 The policy was launched during a sepsis awareness week early April 2017 with good engagement by 
staff in events focussing on education and training. 

 Sepsis stickers were launched and are now included in blood culture packs to prompt clinicians to 
consider a diagnosis of sepsis in any patient having blood cultures.   

 A5 fliers were distributed to emergency departments and credit card size reminders given out to 
medical and nursing staff.   

 Sepsis awareness now features as a screensaver on all Trust computers. 

 The online e-learning sepsis tool, which is aimed at increasing awareness and understanding 
amongst medical and nursing staff in both adult and paediatric settings, is in development.  
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What this means for you as a patient    
 
Sepsis is a potentially life threatening condition and is a medical emergency.  Sepsis may not always be 
obvious and early diagnosis is important.  Early aggressive treatment increases the chances of a patient’s 
survival and every hour that treatment is delayed increases the risk of death. 
 
Helping staff to recognise sepsis is essential in early recognition and prompt treatment in this life 
threatening condition 
 
 
How did we perform in 2017-18? 
 
Sepsis recognition continues to improve –.with audit data indicating recognition in the Emergency 
Department at 92% (up from 44% in 2016-17) and inpatient’s at 61% (up from 58% in 2016-17).  In 2017 
audit data showed that as sepsis recognition and antimicrobial administration improved in the Emergency 
Department there was a fall in deaths in ITU attributed to sepsis.   
 
 
Priority four – To work with external stakeholders to reduce the incidence of potentially avoidable hospital 

admissions and readmissions 
 
Why is this important? 
 
It has remained a priority for us to continue our programme of work to actively review the way we organise 
and deliver care to reduce the incidence of potentially avoidable hospital admissions and readmissions.  This 
focus is important for our patients, as we develop new initiatives to support them at different stages along 
the patient journey, from preventive management of people at high risk of admission, through to services 
that manage acute illness (or exacerbations of chronic illness) without resorting to hospital admission.  
Other interventions focus on individual patients, from developing skills in self-care to wider interventions 
such as care pathways and coordinated responses to acute medical problems for a given population. 
 
 
What we said we would do in 2017-18 
 
We aimed to focus on two initiatives; one at Epsom Hospital and one at St Helier Hospital, to build on the 
work from previous years. 
 
 

What we said we would do in 2017-18 

Epsom Hospital We will build on the first phase of the Epsom Health Care ‘@ home’ service which was introduced in 2016.   
 
This service provides a whole system, coordinated approach to care for people aged 65 and over in the Epsom 
Health and Care locality, as defined by the population registered with the 20 GP practices that form GP Health 
Partners Limited (one of the partners of Epsom Health and Care). 
 
The ‘@ home’ service aims to: 

 Enhance the quality of life for frail elderly people with complex care needs across Epsom through the 
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provision of integrated care. 

 Coordinate the delivery of person-centered care to enable more people to remain living independently 
at home.  

 Improve people’s experience of care by coordinating the expertise of multiple health and social care 
professionals acting together for their benefit. 

 Meet patients’ needs pro-actively in their home environment offering an alternative to attending A&E 
and ensuring that a care plan is in place when needed. 

 Achieve good clinical outcomes as well as value for money by reducing unplanned hospital admissions, 
length of stay and inappropriate use of A&E. 

St Helier Hospital Safe discharge is important in reducing the risk of readmission. Within Mary Moore Ward we aimed to 
introduce a multidisciplinary discharge programme – ‘Home First’ – to support improvements in our discharge 
planning for those patients with complex needs. 
 
On admission to the ward, staff will progress work that will have begun during the patient’s care on our acute 
medical wards to gather all information relevant for the patients discharge.  The team on Mary Moore Ward 
will meet with partners from the local authority, community services and commissioners to review all patients 
on the ward identifying blockages to discharge and putting robust actions in place to support the patient’s safe 
discharge. 

What we did 

Epsom Hospital Over the last year we have developed the Epsom Health Care ‘@ home’ service into a strong team consisting of 
GPs, Community Matrons, Nurses, Therapists, Social Care Reablement Workers and Care Coordinators.  The 
service provides coordinated care to people over the age of 65 through its integrated, multidisciplinary team 
which spans the hospital and the community. 
 
Epsom Health and Care has fully established both arms of the service which consist of: 

 Community Hub @ home – Providing multidisciplinary assessment, care coordination and care 
planning.  The team provides longer term support to people aged 65 and over for up to 12 weeks. 

 Enhanced @ home – Consisting of: 
- An early discharge service which offers a ward presence and multidisciplinary discharge 

planning to support people to return to their own homes as quickly as possible.  The team 
provide an ‘enhanced package of care’ to support patients in their home for up to 72 hours 
before handover to the ‘community hub @ home’ and mainstream services. 

- A rapid response service offering rapid assessment in the person’s own home as an alternative 
to attending A&E. 

St Helier Hospital Improved environment 
Mary More Ward has been relocated to the new refurbished environment of B6.  This 16 bedded area is 
brighter, has more windows with natural light and significantly more space than the previous ward area.  There 
is space for dining tables and patient groups.  This has enhanced the opportunity for patients to remain socially 
active during the day time. 
 
Improved leadership 
The ward area continues to be effectively led by a consultant nurse and is now linked with a medical consultant 
(a Geriatrician) who can provide advice and guidance for patients with more complex care needs.  The ward 
leadership has been strengthened through the recruitment of two ward based matrons and an increase in the 
number of band 6 staff. 
 
Continued collaboration 
There is a daily safety huddle within the ward which focuses the team for each day.  In addition, there is a 
twice weekly multidisciplinary team meeting which includes healthcare professionals from the community 
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services.  This has improved effective team working, encouraging independence and discharge planning. 
 
We have worked with Sutton and Merton community colleagues to improve the health and social care plans of 
our patients.  This has led to further work within the Trust to improve the discharge process for all patients. 
 
We have strengthened the medical leadership which has helped to improve the day to day care for patients 
with complex needs.  
 
The focus on reablement and therapeutic care for patients has been strengthened.  This has been achieved 
through nurses providing social support which enhances the focus on social care within the ward.  
 
The nurse from the Older Persons Assessment and Liaison Team is working closely with the ward to strengthen 
nursing care for frail elderly patients.  The ward has increased the amount of occupational therapy and 
physiotherapy support to improve the reablement, with a focus on improved independence and discharge.  
 
Patients are assisted with undertaking activities that would form part of their daily life, for example, washing 
and dressing.  The ward has adopted the ‘Ending PJ Paralysis’ initiative which aims to get patients out of bed 
and moving.  
 
The ward is also taking part in a programme to assist with enabling patients to shave.  The Trust is keen to 
progress this care for all inpatient areas. 
 
Improved admittance planning for B6 
The consultant nurse manages the flow of patients through the ward area.  They review referrals and there is a 
list of patients awaiting admittance to the ward area.  This ensures safe admittance to the ward and leads to a 
safer environment as only patients who meet the criteria are admitted to the bed spaces.  This has reduced 
risk within the ward environment.  Ward staff continue to monitor risks raised via incident reports. 
 
Improved discharge planning and process 
B6 Ward has focused on multidisciplinary working to improve the discharge process for our patients.  This joint 
approach is led by the Consultant Nurse and Consultant Geriatrician and has resulted in a more proactive 
approach to problem solving.  The whole ward team, including the ward clerk are engaged with this process 
with a clear focus on safe, efficient and effective discharge. 
 

What this means for you as a patient 

Epsom Hospital The service aims to meet your health and care needs at home to enable you to remain living at home as 
independently as possible.  If and when a hospital admission is necessary, the team will support you back to 
your home environment as early as possible. 
 
Whether assessed in your home or supported back home from hospital, to make sure that you can safely 
manage at home, the service we will provide you with an ‘enhanced package of care’ for up to 72 hours. 
Where further support is necessary, the ‘hub @ home’ team can provide further care for up to 12 weeks.  The 
team will guide you through health and social care systems in order to gain fast and effective access to further 
appropriate services.  All steps taken and care provided will be recorded in your ‘integrated care record’ which 
your GP will have access to, ensuring that they have an overview of your future care. 
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St Helier Hospital The package of care for each patient has been agreed and reviewed by a multidisciplinary team of healthcare 
professionals. 
 
Patients are: 

 cared for in an improved ward area which has reablement at the core of the service. 

 dressed and encouraged to mobilise as much as is possible within the ward area. 

 enabled to be discharged home or to a care environment with a package of care that suits  
their needs. 

How did we perform in 2017-18? 

Epsom Hospital More people have been receiving better care, at home: 

 The ‘@ home’ service has supported over 1700 patients in 2017-18. 

 On average 3 patients remain at home and 2 brought home sooner each day. 

 Equivalent 1 ward patients being actively looked after at home. 
 
People are receiving care in the right setting: 

 6% reduction in the number people requiring an overnight admission at hospital for over 65s. 

 EHC cohort of patients are spending less time in hospital than they were the previous year. 

St Helier Hospital Many of the patients admitted to the Step Closer to Home Ward are frail and have multiple comorbidities.  It is 
therefore important that they receive care that is focused on their individual needs.  In order to achieve this, 
daily nurse consultant led ward rounds have been introduced to enable the timely identification and 
management of patients whose condition is deteriorating.  Twice weekly multidisciplinary team meetings have 
also been introduced.  They are attended by a wide range of health and social care professionals including 
nursing staff, medical staff, therapists, social workers and a discharge coordinator.  The meetings enable care 
to be effectively coordinated across multiple specialties and organisations.  They also ensure that any issues 
preventing timely discharge can be identified and resolved.  This multidisciplinary approach to working enables 
patients to receive personalised treatment and ensures that they are discharged safely with appropriate 
packages of care in place.   
 
In addition to the multidisciplinary team working, a number of initiatives have been introduced to reduce 
delays in discharging patients. These include: 

 The requirement for all patients transferred from other wards to be reviewed by the nurse 
consultant/junior doctor, physiotherapist and occupational therapist within 24 hours of arrival.   This 
enables patients’ care needs to be assessed and ensures that discharge planning can be commenced 
promptly.   

 Staff on the ward starting to prepare patients’ discharge summaries and medication at least 24 hours 
before the estimated date of discharge.   

 
Patients and their families are regularly involved in decisions relating to their care.  This has led to an increase 
in patient satisfaction as evidenced by Friends and Family Test data for the ward.  The data indicates that 
95.02% of our patients would recommend the service for the period of October 2017 to January 2018.  This is 
higher than the Trust’s recommended score of 93.6% for inpatient stays.  
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Improving our patient experience 
 
We are committed to ensuring that our patients have the best possible experience whilst they are in our 
hospitals.  As such, we have an on-going programme of work to help us to understand and enhance the 
patient experience.   
 
 
Priority five – Demonstrate continuous improvement in our patient experience through a focus on all types 

of patient feedback, including the ‘Friends and Family Test’, concerns and complaints and 
feedback from patient representative groups such as Healthwatch 

Why is this important? 
 
Our mission is to put the patient first by delivering great care to every patient, every day, focusing on 
providing high quality, compassionate care.  The Trust offers patients’ a variety of options to feedback their 
experience, including the Friends and Family Test, patient surveys, concerns and complaints.  It is important 
that we use this feedback to understand where we can make immediate improvements and where we can 
plan longer term solutions to improve patient experience.  
 
 
What we said we would do in 2017-18 
 
We aimed to embed a near real time approach to understanding and responding to patient feedback across 
the organisation.   
 
 
What we did 
 
We have made progress with the development of a comprehensive dashboard of patient experience metrics 
at ward/department level, which will pull together feedback from the Patient Advice and Liaison Service 
(PALS), complaints, NHS Choices, social media and formal compliments.  In order to ensure that frontline 
areas and teams have easy access to real-time patient feedback obtained through response to the Friends 
and Family Test (FFT), we moved to an updated online system that is more user friendly and allows for 
richer quick-time analysis of feedback and results.  We have developed clear action plans in response to the 
results of both the Children and Young People’s Survey 2016 (published October 2017) and Maternity 
Survey 2017, identifying areas of focus for the coming year.  The action plan in response to the Emergency 
Department Survey 2016 (published September 2017) is in development, as is a partnership project with 
Healthwatch Sutton to conduct a more focused survey in the ED at St Helier Hospital in order to understand 
key issues and opportunities for improvement.  Progress will be reported to and monitored by the 
Improving Patients’ Experience Committee.  
 
We continue to implement FFT across the Trust and, following a downturn in response rates towards the 
end of 2016-17 and beginning of 2017-18, have successfully re-introduced postcard response options in all 
areas to give people more choice and opportunity to provide their feedback following care at our hospitals. 
This included the introduction of bespoke postcards for children and young people, and for parents with 
babies being cared for in our Neonatal Unit and Special Care Baby Unit. 
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Basic guidance for all staff on accessing FFT information was disseminated through internal all staff 
communications, and the Patient Experience Team continues to provide bespoke training to staff where 
requested or where a need has been identified, helping to create improved ownership of patient experience 
feedback at a local level.  This scheme of work also included an audit of all ‘You said, we did’ (evidencing 
learning from and actions taken as a result of feedback received) activity and information, helping to 
support a continuous cycle of up-to-date learning and further embedding with staff the importance of 
listening and responding to feedback. 
 
In early 2018, we revised information for patients, carers and visitors regarding sharing feedback (including 
raising concerns), using input from service users.  For the first time, this information pulls together and 
promotes all the Trust channels (PALS, complaints, social media, Chief Executive) for providing feedback on 
services and experiences.  The leaflet has been crystal marked by the Plain English Association, and provides 
clear guidance for anyone wishing to share their feedback about our hospitals and services.  The material 
has been printed and made available in all areas.  In addition, we reviewed our interpreting and translation 
services, creating updated information advising people how they can access additional communication 
support if English is not their first language, ensuring that they are able to access services and share their 
views. 
 
We have added progressively since quarter two to a growing library of patient stories, focusing particularly 
on engaging people who have raised concerns to share their experience, both of care and how the Trust 
listens and responds to feedback.  These stories are used in training sessions and study days, and will 
continue to be built into patient experience training across the Trust.  
 
In 2017-18, we undertook a review of Patient First, and introduced a senior nursing role (Matron) to help 
lead the programme.  The Matron for Patient First has worked clinically in specific areas, identified using 
information from PALS contacts highlighting particular issues or trends in feedback received, as well as 
feedback received via the FFT, Patient First email and the Freedom to Speak Up Guardian.  The Matron for 
Patient First works closely with ward staff to identify areas of good practice and areas for improvement, 
providing advice and support (in partnership with the Ward Manager and relevant Matron) to empower 
staff to make changes.  Action plans have been developed for each area, progress against which is 
monitored at the Improving Patients’ Experience Committee. 
 
A review of the current Patient First core training is underway, with a view to moving training to elearning in 
order for it to be accessed and delivered more flexibly.  In addition, a comprehensive introduction to Patient 
First has been introduced to training for doctors and nurses, and the content of Trust induction was 
reviewed to provide a stronger overview of Patient First and the Trust’s wider patient experience work.  
 
The complaints process has been through a comprehensive review, in partnership with key divisional 
colleagues and using feedback from complainants.  The objective of this review is to ensure the most timely 
response to complainants, and appropriate ownership at the local level to ensure learning and action from 
feedback. The new process is due to be implemented in quarter one of 2018-19. 
 
Further development of the patient voice was a key area of focus towards the close of the year, and will 
continue as a primary objective in 2018-19 and beyond.  Through partnerships, such as close working with 
local Healthwatch organisations, we have started work to develop a number of patient and carer forums 
that will provide increased opportunity for people to feedback on services, help make changes, and become 
involved in the development of services across the Trust. 
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What this means for you as a patient    
 
Providing and more proactively promoting a range of means through which you can share your feedback 
and concerns gives you more opportunity to share your views and help us improve the services we provide. 
By sharing your feedback and getting involved, you help us to recognise successes, share best practice, and 
identify clear actions for implementing change where we have the opportunity to develop or improve the 
services we provide.   
 
By drawing all of this information together and creating stronger relationships with staff responsible for, 
and involved in, the provision of care across our hospitals, we are better able to understand and respond to 
what you are telling us, and to make changes as a result.  
 
Examples of changes made this year as a result of your feedback include: 
 

 Availability of wheelchairs in the public car park, for people who are not able to walk to or from  

the car park. 

 Introduction of microwavable meals available 24/7 for women post-labour, following feedback that 

meals were not always available at the times needed.  

 Introduction of the Elmer theatre trail at Epsom Hospital, for children going to surgery, following 

positive feedback from Queen Mary’s Hospital for Children. 

 Established an Admissions Suite for Swift Ward day surgery patients, to provide a quiet and 

comfortable environment for patients who are waiting for their operation and are nil by mouth.  

This was implemented following feedback received through the Friends and Family Test. 

 Improved signage for public facilities, such as toilets, following feedback that existing signs were not 

always easily visible.  

 Refurbishment and expansion of the Haematology Day Unit, creating more space and a comfortable 

environment for patients (feedback that the existing area was cramped and made protecting 

privacy and dignity challenging). 

 Additional wayfinding volunteers following feedback from visitors, staff and volunteers regarding 

positive impact of assistance provided by these volunteers. 

 
 
How did we perform in 2017-18? 
 

 100% of PALS contacts were acknowledged within two working days – in line with Trust-set target. 

 100% of formal complaints acknowledged within three working days – in line with statutory target. 

 62% of complaints responded to within agreed timescale.  The Trust recognises that it remains 

behind target but there is a clear positive trend in improvement with performance averaging at 69% 

in Q3 and Q4 (up from 55% in Q1 and Q2), and reaching 73% in March 2018.  There has been an 

overall improvement from 2016-17, and improvement in each quarter of 2017-18, and we will 

continue to work to achieve our target of 75%. 
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 The results of the latest national surveys in which the Trust took part can be found as follows: 

 

- Inpatient Survey www.cqc.org.uk/provider/RVR/survey/3  

- Emergency Department Survey www.cqc.org.uk/provider/RVR/survey/4  

- Children and Young People’s Survey www.cqc.org.uk/provider/RVR/survey/14  

- Maternity Survey www.cqc.org.uk/provider/RVR/survey/5  

 
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 ‘recommend 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.  We also report on 
our performance in offering the FFT to our patients.  The graphs below show our patients’ recommend 
score and our performance in offering the FFT to our patients for inpatients, Accident and Emergency 
services and maternity services. 
 
It can be seen that the response rate for inpatients and A&E remains stable and, in the latter part of the 
year, in line with the response rate of 2016-17.  The recommend score for inpatients is also stable, 
remaining at 90% or above throughout the year.  The Maternity response rate (question 2 - Birth)  remains a 
challenge, which will continue to be looked into in the coming year, but pleasingly the recommend score 
remains consistently high at around 96-99%, showing overwhelmingly positive experience of our 
Maternity  services overall.  The A&E recommend score is consistently lower than in 2016-17 – this is an 
area of focus and one of our Quality Account priorities for the coming year, including partnership with 
Healthwatch to better understand people’s experience and help identify actions for improvement. 
 
 
 

http://www.cqc.org.uk/provider/RVR/survey/3
http://www.cqc.org.uk/provider/RVR/survey/4
http://www.cqc.org.uk/provider/RVR/survey/14
http://www.cqc.org.uk/provider/RVR/survey/5
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Priority six – To improve the lived experience of people who have dementia and their loved ones whilst  
in our care 

 
Why is this important? 
 
As part of our commitment to delivering great care to every patient, every day, we constantly evaluate 
 how we deliver care.  We then use what we learn from this process to ensure we continue to do the best 
for our patients and their families and carers.  We can only offer truly person-centred care if we try to look 
at the world from the point of view of those we care for and if we are dedicated to improving their sense  
of wellbeing. 
 
 
What we said we would do in 2017-18 
 
We said we would work with an external consultant from Dementia Care Matters to implement and embed 
Qualitative Interactive Schedule Audits.  Originally devised by Dementia Care Matters, the Qualitative 
Interactions Schedule involves a range of training in patient interaction and observational audits that 
encourage us to live the experience of patients, in order to understand how we can improve our care and 
compassion.  These audits are designed to evaluate the service as a whole, not to appraise staff as 
individuals, and thus to give direction for service improvement and development.  The audits are a powerful 
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tool in improving people’s quality of life and have been found to give staff at all levels a greater sense of 
personal fulfilment in the work they do.  In 2017-18 we planned to introduce these audits to all care of the 
elderly wards across the organisation and share the learning across the general medical and surgical wards. 
 
 
What we did 
 
We provided training for at least one member of nursing staff from each of the medical and care of the 
elderly wards across Epsom and St Helier hospitals. 
 
As part of the training, these staff were supported to undertake observational audits across a selection of 
wards.  This training helped staff to understand the impact and effect (both positive or negative) of our care 
and interactions on our patients.  
 
The results of the audits are discussed with the Trust senior nurses and ward staff and support staff to 
understand the importance of using every opportunity to provide lots of social interactions with our 
patients. 
 
 
What this means for you as a patient    
 
As a patient, we know that being in hospital can sometimes be very frightening due to the different 
environment, routines and number of different staff caring for you.  You have also told us that sometimes 
staff do not see you as an individual.  So through the provision of greater social intervention we aim to 
greatly enhance your wellbeing whilst an inpatient. 
 
 
How did we perform in 2017-18? 
 
45 staff have received training from Dementia Care matters to support implementation of the Qualitative 
Interactive Schedule Audits.   
 
The Qualitative Interactive Schedule Audits have been undertaken at different times of the day for example 
during a mid morning period when daily hygiene, patient observations and doctors ward rounds are being 
undertaken.  While we have not achieved the ambition of all ward areas completing a monthly audit, we are 
continuing to monitor and embed this. 
 
There is greater recognition of staff positive interactions with patients who they are caring for.  As an 
example ‘A staff nurse in one bay was singing with patients whilst tidying up in the bay and was encouraging 
patients to join in.’ 
 
 
In addition to training provided by Dementia Care Matters, 247 practitioners have undertaken the study day 
for looking after patients with Dementia delivered by Kingston University and we have reviewed the patient 
pathway in the emergency department for patients living with dementia. 
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Part two:  Our priorities for quality improvement 2018-19 

 

How our priorities were chosen 
 
In presenting our priorities for improvement in 2018-19 we have taken into consideration our progress 
against last year’s priorities.  We have also considered the local, regional and national picture, our  
overall performance as well as the views of patients, patient representatives, our commissioners and  
local authorities.   
 
Following a process of external stakeholder engagement and internal discussions with senior managers at 
the Trust, we have agreed that three of the six priorities identified for focus in 2017-18 should be refreshed 
and continue in 2018-19.  In addition, three new priorities have been agreed.   
 
These priorities have been endorsed by the Trust Board and reflect the Trust corporate objectives for  
2018-19.  The priorities aim to provide a continued focus for our clinical teams to progress and embed 
achievements and demonstrate continued improvement.  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. 
 
In addition to the specific reporting and monitoring actions detailed for each priority below, there will be a 
quarterly report to our Trust Executive Committee and Patient Safety Quality Committee which will then be 
shared with our Clinical Commissioning Group, Local Healthwatch groups and our Overview and Scrutiny 
Committees. 
 
 

Improving our patient safety 
 
Priority one – To improve the proportion of our patients seen daily by a Consultant  
 
 
Why is this important? 
 
The provision of seven day services is about ensuring our patients receive consistent, high quality, safe care 
every day of the week.  A substantial body of evidence exists which indicates significant variation in 
outcomes for patients admitted to hospitals as an emergency at the weekend across the NHS in England. 
 

In 2013 the NHS Services Seven Days a Week Forum developed 10 clinical standards aimed at ending 
variations in outcomes in care at the weekend with the aim that by 2020, 100% of the population will have 
the same access to consultant assessment and review, diagnostic tests and consultant-led intervention 
every day of the week. 
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Of these 10 standards, four priorities have been identified by NHS England for focus.  This Quality Account 
priority focuses on standard 6 (as detailed below): 
 

Standard six:  Ongoing review 
All patients on the Acute Medical Unit (AMU), Acute Surgical Assessment Unit (ASU), and Intensive 
Therapy Unit (ITU) and other high dependency areas are seen and reviewed by a consultant TWICE 
DAILY (including all acutely ill patients directly transferred and others who deteriorate). 
 
Once transferred from the acute area of the hospital to a general ward patients should be reviewed 
during a consultant-delivered ward round at least ONCE EVERY 24 HOURS, seven days a week, unless it 
has been determƛƴŜŘ ǘƘŀǘ ǘƘƛǎ ǿƻǳƭŘ ƴƻǘ ŀŦŦŜŎǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜ ǇŀǘƘǿŀȅΦ 

 
 
What we will do in 2018-19 
 

 Consultant job plans will be updated to ensure adequate time is allocated to consultants to carry 
our daily reviews. 

 Standard proformas will be implemented across the Divisions to ensure daily ward rounds are being 
accurately recorded. 

 We will continue to participate in the seven day service survey which takes place twice a year to 
monitor and assess if daily ward rounds are being routinely performed and documented throughout 
the Trust. 

 Results of the national seven day service survey will be presented at quality half days within the 
main divisions and reports will be sent to the Clinical Quality Assurance Committee to monitor 
compliance and ensure any barriers to achieving 100% compliance are openly discussed . 

 From this action plans will be devised  to ensure forward progression towards meeting 100% 
compliance by 2020 is maintained 

 
 
How will we monitor and report our improvement? 
 
The Trust will monitor and measure progress through the completion of the externally reportable Seven Day 
Self-Assessment Tool administered by NHS England and NHS Improvement on a six monthly basis through to 
2020-2021.  This survey, allows the management of patients admitted in an emergency to be measured 
against this key priority clinical standard for seven day services. 
 
 
What will our target be?  
 
We aim to show consistent and sustained improvements at the completion of each survey allowing us to 
achieve 100% compliance by 2020. 
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Priority two – Learning from avoidable deaths in hospital 
 
Why is this important? 
 
Last year we committed to ‘learn from avoidable deaths in hospital’.  This was a new priority in 2017-18 and 
our progress over the last year is described on page 14 of this document.  Our commitment to identify and 
make improvements in quality of care from the review of deaths remains and we will work over the next 
year to strengthen and embed the important work that we have begun. 
 
 
What we will do in 2018-19 
 
We will: 
 

 Consistently review all in-hospital deaths, proactively undertaking further investigation where failings 
in care are identified. 

 Promote and support involvement of patients’ families in investigations. 

 Support robust systems to reduce the risk of avoidable death through monitoring and escalation. 
 
 
How will we monitor and report our improvement?   
 
We will monitor our progress through our committee structure taking reports through to our Trust Board.  
 
 
What will our target be? 
 
The Trust policy ‘Policy for mortality reporting and mortality peer review process’ details the requirements 
of a mortality review process supporting Divisions to adopt the principles of routine and systematic 
mortality review.  The Trust aspires to all deaths being reviewed and progress will be monitored through 
monthly reports to the Reducing Avoidable Death And Harm (RADAH) Committee and quarterly reports to 
the Trust Board. 
 
Trust review process is at two defined levels: 

 Level one:  Clinical team review and documentation 
A level one review will identify those patients that will go on to a higher , level two review 
 

 Level two review: A higher level of review that is performed by trained staff using a specific 
methodology (Structured judgement Review).  Cases for review will include: 
 

 deaths where the bereaved or staff raise significant concerns about the care 

 deaths of those with learning disabilities or severe mental illness  

 deaths where the patient was not expected to die  
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Improving our patient outcomes 
 
Priority three – To improve the recognition and management of patients with sepsis   
 
Why is this important? 
 
Sepsis is a common acute condition due to an infective process in the body that affects all age groups.  It is a 
time critical condition which, if not treated quickly, can lead to severe sepsis, septic shock, multi-organ 
failure and death.  It has been estimated that sepsis accounts for approximately 44,000 deaths in the United 
Kingdom every year and nationally, recognition remains poor.  Sepsis presents a diagnostic challenge as 
signs and symptoms can be subtle and diagnosis is dependent upon a culture of awareness of this condition.  
The initial management of a case of sepsis utilises basic interventions which when combined together act to 
reduce the risk of ongoing deterioration and adverse outcome to our patients. 
 
This was a new priority in 2017-18 and our progress over the last year is described on page 17 of this 
document.  We are committed to embedding the work that has begun and this priority will remain an 
important focus for us over the coming year 
 
 
What we will do in 2018-19 
 
We aim to: 
 

 Support staff recognition and management of sepsis through focussed training.   

 Improve the screening of patients presenting to hospital for sepsis, and the early use of appropriate 
antibiotics 

 
 
How will we monitor and report our improvement?   
 
We will monitor: 
 

 Our progress in training specific groups of staff aiming to see a consistent increase in the numbers of 
staff trained.   

 
We will also monitor through audit: 
 

 The timely identification of patients with sepsis in emergency departments and acute  
inpatient settings 

 The timely treatment of sepsis in emergency departments and acute inpatient settings 
 
 
What will our target be? 
 
We aim to see progress through our ongoing monitoring with increasing numbers of staff being trained with 
associated improvements in the identification and early treatment of sepsis. 
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Priority four – To work with external stakeholders to reduce the incidence of potentially avoidable hospital 
admissions and readmissions 

 
 
Why is this important? 
 
It remains a priority for us to continue our programme of work to actively review the way we organise and 
deliver care to reduce the incidence of potentially avoidable hospital admissions and readmissions.  This 
focus is important for our patients and their carers and has featured in the Quality Account over a number 
of years as we have worked to respond to the changing health environment – developing innovative new 
ways of to support our patients’ at different stages of their care, from preventive management of people at 
high risk of admission, through to services that manage acute illness (or exacerbations of chronic illness) 
without resorting to hospital admission.  Other interventions focus on individual patients, from developing 
skills in self-care to wider interventions such as care pathways and co-ordinated responses to acute medical 
problems for a given population. 
 
 
What we will do in 2018-19 
 
We will do this by strengthening our strong partnership arrangements through: 
 

 The establishment of Sutton Health and Care Alliance and 

 Expanding our approach to integration in Surrey through being the host of the Integrated Dorking, 
East Elmbridge and Epsom Alliance.  

 
Working in a fully integrated way, both partnership arrangements will: 
 

 Reduce the number of people needing emergency admission by providing rapid access to enhanced 
health and social care services at home through the respective @home services  

 Improve our multi-agency approach to discharge planning establishing a streamlined assessment 
which means people are supported to leave the acute hospital as soon as there is no medical value to 
their care being provided in this environment 

 Establish on both sites step closer to home or post-acute units (B6 on St Helier Site and Croft 
Community on Epsom site) run as part of our partnership arrangements, focusing on people with 
complex health and care needs and their transition back to the community. 
 

 

How will we monitor and report our improvement?   
 
We will monitor and report our improvements through 
 

 Monthly meetings of the respective Partnership Boards 

 Quarterly reports to the Epsom and St Helier Hospitals Trust Board 

 Monthly contract monitoring meetings with commissioners  

 Regular reports to Healthwatch and our Lay Partners 
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What will our target be? 
 
We will have a range of targets including 
 

 Patient/citizen experience measures (which for Sutton will be monitored independently by 
HealthWatch through ‘I’ statements developed by local people. 

 Clinical quality outcome measures. 

 System impact measures including measuring reductions in AE attendances; emergency admissions; 
length of stay in the acute hospital. 

 Staff experience measures. 
 
 

Improving our patient experience 
 
Priority five – Responding to our patients’ experience in the Emergency Department, specifically looking at 

the Friends and Family Test, and feedback received through the Patient Advice and Liaison 
Service and complaints 

 
 
Why is this important? 
 
Improving the patient experience is one of the Trust’s key objectives and forms a central part of our mission 
to provide great care to every patient, every day.  Our Emergency Departments are incredibly busy, 
providing urgent and emergency care day and night throughout the year.  We know that a trip to the 
Emergency Department can be extremely worrying, both for our patients and for their carers or loved ones. 
It is important that we not only see and treat people in a timely way, but that the care we provide and what 
patients experience in the Emergency Department is as good as it possibly can be. 
 
During 2017-18, patient feedback, received primarily through the Friends and Family Test (FFT) and the 
results of the National Emergency Department Survey, has shown a negative trend in patient experience, 
with fewer people indicating they would recommend the service to their friends and family (and a 
corresponding increase in the number of who said they would not recommend).  It is important that we 
understand the reasons behind this and in turn proactively pursue opportunities to make and embed 
improvements, as well as build on existing good practice. 
 
 
What we will do in 2018-19 
 
We will: 
 

 Work with Healthwatch to understand the drivers for the patient feedback and experiences. 

 Draw together feedback from the Friends and Family Test, Patient Advice and Liaison Service (PALS) 
contacts, complaints and the National Emergency Department Survey to identify key areas of focus 
for improvement and development of existing good practice. 

 Benchmark with other busy two site Emergency Department facilities to learn from their experiences 
and the actions they take/have taken to improve. 

 Develop a patient/public participation group to inform improvements. 
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How will we monitor and report our improvement?   
 
The Friends and Family Test feedback, which is collated and reviewed on a monthly basis, will be a key 
indicator of improvements.  The ‘recommend score’ (which tells us how likely people would be – or not – to 
recommend our services to their friends and family) is a good indicator of overall patient experience and 
will help identify overall impact of any changes made and high level improvement.  These scores are 
reported monthly in the Trust’s Integrated Performance Report, which is discussed with senior leadership, 
at the Trust Board and published on our website.  We will review the FFT feedback, as well as feedback 
received in PALS and complaints, on a monthly basis to analyse the qualitative feedback which contains 
richer information about specific experiences and individual views.  This will be used to monitor 
improvement more closely, allowing us to identify key themes and trends, measure any change, and assess 
actions taken to improve patient experience and inform any additional steps to be taken. 
 
An action plan will be developed using feedback/results of the in-depth patient experience survey 
conducted by Healthwatch.  This action plan will be developed in partnership with Healthwatch and the 
division.  Themes from PALS and complaints will also be used to identify key areas of focus and, once 
published, the 2018 Emergency Department results will be used to further develop the action plan.  The 
action plan will be reviewed and updated each quarter, and will be monitored at both divisional governance 
meetings and at the Trust’s Improving Patient Experience Committee. 
 
Progress reports will be included as part of the quarterly Patient Experience Update, which is presented to 
the Trust’s Improving Patients’ Experience Committee (which includes representation from Healthwatch, 
patients and volunteers), Patient Safety and Quality Committee, and our Clinical Quality Reference Group at 
which we report to and are held accountable by our commissioners.   
 
 
What will our target be? 
 
We want to improve the experience of patients, their carers and loved ones in our emergency departments. 
We have set the following targets to measure our success with this priority: 
 

 To improve the FFT recommend score to 87% or above (from a 2017-18 low of 83% in January 2018); 
this will also bring us in-line with the national average (and above the London average  
of 84%).  

 To improve the FFT not recommend score to 8% or lower (from a 2017-18 high of 10.3% in January 
2018); this will also bring us in-line with the national average. 

 To improve results from the 2016 Emergency Department Survey. In the 2018 Emergency Department 
Survey, our targets are to be ‘about the same’ or ‘better’ than all other trusts in all areas of the 
survey; and to show improvement in the one area (‘pain’) in which we were worse than other trusts in 
2016 Emergency Department Survey. 
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Priority six – Strengthening the Trust involvement with carers  
 
Why is this important? 
 
With 1.4 million people providing 50 or more carer hours a week for a partner, friend or family member, 
they make a significant contribution to society and the NHS.  The Department of Health’s mandate to NHS 
England includes ensuring that the NHS becomes dramatically better at involving carers as well as patients 
in care.  We need to do more to help identify, support and recognise their vital roles.  
 
Working in partnership with carers is an integral part of ensuring we deliver the best possible care to our 
patients, and that services are designed, developed and delivered in a way that takes into account the 
diverse needs of the communities and people we serve.  Carers are uniquely positioned to help inform and 
support the care and services we provide, and it is essential we recognise their value, develop how we work 
with them, and increase the opportunities for carers to be actively involved. 
 
 
What we will do in 2018-19 
 
We will: 
 

 Develop an expanded carers survey to understand and inform where improvements can be made. 

 Work with local carers groups to gain feedback and suggestions for improvements. 

 Develop a carers participation network to inform changes. 

 Relaunch the Trust Carers Guideline. 

 Support staff engagement with carers through strengthening advice, guidance and training. 
 

 
How will we monitor and report our improvement?   
 
A project plan with clear actions and a timeline will be agreed and shared with local carers groups.  Progress 
against this will be kept under review monthly by the Director of Communications and Patient Experience 
and Head of Patient Experience, with formal monitoring and reporting every quarter at the Improving 
Patient Experience Committee.  Following the establishment of a carers participation network, we will share 
this action plan for further discussion and monitoring of progress from the perspective of carers.  
 
We will use feedback from the carers survey, FFT, PALS and complaints to monitor any trends or key issues 
relating to the experience of carers in our hospitals, including how we recognise and involve them. 
Feedback from the carers survey will be collated and analysed on a monthly basis.  The carers survey will be 
a key indicator of improvements and will help identify overall impact of any changes.  We will review the 
carers survey feedback, as well as feedback received via the FFT, PALS and complaints, on a monthly basis to 
analyse the qualitative feedback from carer or about their experience.  This information contains richer 
information about specific experiences and individual views.  This will be used to monitor improvement 
more closely, allowing us to identify key themes and trends, measure any change, and assess actions taken 
to improve how we work with carers and inform any additional steps to be taken. 
 
Updates provided as part of the quarterly Patient Experience Update, presented to the Trust’s Improving 
Patients’ Experience Committee (includes representation from Healthwatch, patients and volunteers), 
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Patient Safety and Quality Committee, and our Clinical Quality Reference Group at which we report to and 
are held accountable by our commissioners.   
 
 
What will our target be? 

 

 To introduce an expanded carers survey, to be designed in partnership with carers. 

 To have the carers survey available on every ward and in every outpatient area in the Trust.  

 To have a carers participation network in place and actively contributing to the Trust. 

 To review, relaunch and embed the Carers Guideline, using feedback from the carers survey and input 
from carers (including local carers groups and the Trust’s own carers participation network). This will 
include embedding John’s Campaign across the Trust. 

 To develop an information resource for staff, providing guidance, information and basic training on 
working with carers. This will include a small suite of stories from carers and their experiences, to be 
used to support training and awareness. 
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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  
 
During April 2017 and March 2018 Epsom and St Helier University Hospitals NHS Trust provided and/ or 
subcontracted 44 relevant health services 

 
Epsom and St Helier University Hospitals NHS Trust has reviewed all the data available to them on the 
quality of care in 100% of these relevant health services 
 
The income generated by the NHS services reviewed in 2017-2018 represents 100% of the total income 
generated from the provision of relevant health services by Epsom and St Helier University Hospitals NHS 
Trust for 2017-2018.  
 
 

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.   We are committed to participating in relevant National Confidential Enquires to help 
assess the quality of healthcare nationally and to make improvements in safety and effectiveness. 
 
During 2017-18, 31 national clinical audits and 5 national confidential enquiries covered NHS services that 
the Epsom and St Helier University Hospitals NHS Trust provides. 
 
During 2017-18 the Epsom and St Helier University Hospitals NHS Trust participated (97%) of the national 
clinical audits and 100% of the national confidential enquiries of the national clinical audits and national 
confidential enquiries 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 2017–18. The tables also detail the national clinical audits and national 
confidential enquiries the Trust participated in during 2017–18. 
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Table two:  List of national clinical audits the Trust was eligible to participate in, and those participated in for which 
data collection was completed 
 

National Clinical Audits 
Is the Trust 

participating? 

% of cases submitted 

1. Acute Coronary Syndrome or Myocardial Infarction (MINAP) Yes 
54% 

Deadline 25.5.18 

2. BAUS Urology Audits – Nephrectomy Yes 100% 

3. BAUS Urology Audits – Percutaneous Nephrolithotomy Yes 100% 

4. BAUS Urology Audits – Urethroplasty Yes 100% 

5. BAUS Urology Audits – Stress Urinary Incontinence in Women Yes 100% 

6. Bowel Cancer (NBOCAP) Yes 100% 

7. Case Mix Programme (CMP) Yes 100% 

8. Diabetes (Paediatric) Yes 100% 

9. Elective Surgery (National PROMs Programme) Yes 
Not available – patient 
returns via external 
organisation 

10. Endocrine and Thyroid National Audit Yes 100% 

11. Falls and Fragility Fractures Audit programme (FFFAP) Yes 100% 

12. Fractured Neck of Femur (care in emergency departments) Yes 100% 

13. Inflammatory Bowel Disease (IBD) Registry, Biological Therapies 

Audit 
Yes 100% 

14. Learning Disability Mortality Review Programme (LeDeR) Yes 
Data is being submitted first 
initial review completed and 
one other request received. 

15. Major Trauma Audit (TARN) Yes 
Locally reporting 86% of 

known cases  

16. Maternal, Newborn and Infant Clinical Outcome Review Programme Yes 100% 

17. National Cardiac Arrest Audit Yes 100% 

18. National Chronic Obstructive Pulmonary Disease (COPD) Yes 100% 

19. National Comparative Audit of Blood Transfusion Programme 
a) Re-audit of the 2016 Audit of Red Cell and Platelet Transfusion in 

Adult Haematology Patients 
b) 2017 National Comparative Audit of Transfused Associated 

Circulatory Overload (TACO) 
c) Audit of Patient Blood Management in Adults Undergoing Elective, 

Scheduled Surgery – Re-audit 

No 

a) Insufficient number of 
cases to participate 

b) 100% 
c) 100% 

20. National Diabetes Audit Yes 100% 
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National Clinical Audits 
Is the Trust 

participating? 

% of cases submitted 

21. National Emergency Laparotomy Audit (NELA) Yes 100% 

22. National Heart Failure Audit Yes 67%  

23. National Joint Registry Yes 100% 

24. National Lung Cancer Audit (NLCA) Yes 100% 

25. National Maternity and Perinatal Audit Yes 100% 

26. National Ophthalmology Audit Yes 100% 

27. Pain in Children Yes 100% 

28. Procedural Sedation in Adults (Care in Emergency Departments) Yes 100% 

29. Prostate Cancer Yes 100% 

30. Sentinel Stroke National Audit Programme Yes 100% 

31. Serious Hazards of Transfusion (SHOT): UK National Haemovigilance 

Scheme 
Yes 

100% 

32. UK Parkinson’s Audit Yes 100% 

 
 

Table three details the national confidential enquiries the Trust was eligible to participate in during 2017–18 
and confirms Trust participation in each one. 
 

Table three:  National Confidential Enquiries 2017-18 

National Confidential Enquiries 
Is the Trust 

participating? 

% of cases submitted 
Clinical questionnaires 

Cancer in Children, Teens and Young Adults Yes 

No relevant clinical cases 
Organisational 
questionnaire returned to 
NCEPOD 
Data collection closed on 
31

st
 January 2018 

Acute Heart Failure Yes 25%  

Perioperative Diabetes Yes Study still open 

Chronic Neurodisability Yes 

39% admission 
questionnaires 
100% lead clinician 
questionnaires 

Young people’s mental health Yes 
29% clinical questionnaires 
100% organisational 
questionnaires 
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National and local clinical audits reviewed 
 
The reports of 12 national clinical audits were reviewed by the Trust in 2017-18 and Epsom and St Helier 
University Hospitals NHS Trust intends to take the following actions to improve the quality of healthcare 
provided. Details are presented in table six below. 
 

Table four:  National audits reviewed 

National Audits reviewed in 2017-18 

Audit report 
Directorate/Specialty discussion 

Areas of Action 

National Paediatric Diabetes Audit 
(NPDA) 
 
Presented at September 2017 Child 
Health quality half day 

The National Paediatric Diabetes audit is run by the Royal College of 
Paediatrics and Child Health and aims to improve the care provided to 
children with diabetes, their outcomes and the experiences of patients and 
families. 
 
The national report for this audit was published in July 2017 and covered 3 
years of admission data. 
 
Based on the report results, the Trust has taken the following actions to 
ensure the data collected and reported is accurate:  
 
Diabetes team  

 To ensure admissions are entered accurately and in a timely 
manner.  

 Move to using the admission to ward date rather than the date the 
patient presented to the Emergency Department to ensure data is 
accurate.  

 Staff have been reminded to ensure diagnostic coding is clearly 
noted. 

 There has been a move to change the discharge summary codes so 
that they match the NPDA dataset. 

 
General paediatric team  

 Reminder to the paediatric team to ensure the diabetes team is 
notified of all admissions in a timely manner. 

 To complete all discharge summaries accurately. 

National Inpatient Diabetes Audit 
(NaDIA) 
 
Presented at September 2017 Medicine 
quality half day 

The National Inpatient diabetes audit is (NaDIA) is a snapshot audit of 
diabetes inpatient care in England and Wales.  The audit is delivered 
through the Health and Social Care Information Centre (HSCIC) working in 
partnership with Diabetes UK. 
 
The results indicate that the St Helier site is an outlier for medication, 
prescription and insulin errors compared to the national average.  
 
The number of patients receiving a foot risk assessment was also lower at 
both the Epsom and St Helier sites compared to the national average.  
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The following actions have therefore been taken by the Trust: 
 

 Plans are in place to increase the number of diabetic specialist 
nurses at both the Epsom and St Helier sites.  

 A dietician and additional podiatrists have been recruited with a 
view in the long term to create a specialist diabetic foot team.  

 An insulin screensaver was launched to remind staff about insulin 
safety and mandatory training on insulin e-prescribing and 
administration has been launched. 

National Dementia Audit 
 
Presented at November 2017 Medicine 
quality half day 

The National Dementia Audi measures the performance of general hospitals 
against criteria relating to care delivery which are known to impact upon 
people with dementia while in hospital and is run by the Royal College of 
Psychiatrists. 
 
The following actions and recommendations have been put forward within 
the Trust:  
 

 Posters and leaflets about dementia have been displayed widely 
within the Trust. 

 The Trust uses a Patient passport and “this is me”.  “This is me” 
helps healthcare professional to build a better understanding of the 
patient.  There is also a flower sticker to indicate if a patient has 
dementia which is stuck on the medical notes, the patient passport 
tells staff what the patient’s preferences are, and this helps identify 
and make patients with dementia more comfortable. 

 There are plans to pilot a dementia focused area at St Helier at the 
end of each ward. If the pilot is successful it will be replicated Trust 
wide. 

National Audit of Inpatient Falls (NAIF) 
 
Presented at January 2018 Medicine 
quality half day 

The National Audit of Inpatient Falls (NAIF) is designed to capture data from 
acute, community and mental health hospitals relating to falls, and is based 
on NICE guidance and advice from NHS Improvement (NHSI).  It is hosted by 
the Royal College of Physicians. 
 
Although work still needs to be completed to reduce the number of falls 
within the Trust we have consistently been meeting our internal target of 
reducing falls by 6% year on year. 
 
The following actions and recommendations have been put forward based 
on the latest audit results: 
 

 To include Delirium as part of the Dementia induction presentation 
given to all junior doctors.  Also to explore the effectiveness of 
offering dementia and delirium training online as another resource 
for members of staff. 

 It has been proposed to elect Continence Champions made up of a 
ward nurse from each department.   

 Empower doctors to challenge nurses if patients are only receiving 
lying blood pressure, both lying and standing blood pressure needs 
to be taken. 

 Education for all clinical staff to reinforce the message that call 
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bells should be within reach of the patient. 

 Meeting to be arranged with Senior Principal Pharmacist about the 
practicalities of a Pharmacist conducting medication reviews for all 
patients over 65.  At the very least those drugs which have high risk 
of falls (Nitrates/Beta blockers/Sedatives) patients should receive a 
medication review. 

 It was agreed that doctors should be carrying out visual 
assessments when clerking going forward.  Visual assessments will 
be made available to every ward and circulated to the medical staff 
via email.  Visual Impairment will also be included in the Dementia 
induction talk and on foundation doctor teaching programme. 

 To have out of hours access to walking aids, and develop an 
algorithm for nurses highlighting those patients suitable for nurse 
led mobilisation or those who require therapy assessment prior to 
mobilising. 

Seven day service audit 
 
Presented at January 2018 Surgery and 
paediatric quality half days 
 

The provision of seven day services is about ensuring patients receive 
consistent, high quality, safe care every day of the week.  The survey is 
conducted twice each year and is run by NHS England. 
 
Epsom and St Helier achieved 90% compliance against the standards audited 
in the previous survey which reviewed weather patients receive a consultant 
review within 14 hours of being admitted to hospital as an emergency. 
 
To ensure continued high performance the following actions have been 
recommended by the Trust:    
 

 The surgical division are developing plans to trial the use of a 
proforma to be used on ward rounds.  A similar proforma was 
introduced in the acute medical unit within the Trust and an 
improvement in documentation of consultant led ward rounds was 
noted.  

MBRRACE Audits and Enquiries 
 
tǊŜǎŜƴǘŜŘ ŀǘ WŀƴǳŀǊȅ нлму ²ƻƳŜƴΩǎ 
Health quality half day  

Three newly published National reports from MBRACE UK were reviewed 
within the Trust: 
 

• Perinatal Mortality Surveillance report published June 2017 
• Perinatal Confidential Enquiry published November 2017 
• Saving Lives Improving Mothers care December 2017 

 
There are plans to continue in the close monitoring of mortality rates to 
ensure that the decline in rates of stillbirth continues. 

National Emergency Laparotomy Audit 
(NELA). 
 
Discussed regularly at local governance 
meetings and Reducing Avoidable Harm 
and Death Panel.  
 
 

NELA aims to enable the improvement of the quality of care for patients 
undergoing emergency laparotomy, through the provision of high quality 
comparative data from all providers of emergency laparotomy. 
 
NELA is being carried out by the National Institute of Academic 
Anaesthesia’s Health Services Research Centre (HSRC) on behalf of the Royal 
College of Anaesthetists (RcoA), in conjunction with surgical and other key 
stakeholders. 
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The following actions have been suggested within the Trust: 
 

 Surgical team to adopt a method of doing P-POSSUM scores 
preoperatively while booking the case for theatre and document. 

 Any factor delaying access to theatre needs addressing.  

 The introduction of a dedicated NELA co-ordinator has been 
proposed.  

 Improve the process of reviewing patients with a P-POSSUM risk of 
death score if 5 or more.  

 Anaesthetic department to further improve consultant cover for 
priority theatre by implementing changes to job plans.  

 A new unit is planned which should help to reduce delays in 
discharge and admission.  

Trauma Audit and Research Network 

(TARN)  

 

Discussed and developed through the 

Trust trauma group meetings. 

 

 

Every year across England and Wales, 16,000 people die after injury.  It is 
the leading cause of death among children and young adults of 44 years and 
under.  In addition, there are many thousands who are left severely disabled 
for life.  The Trauma Audit and Research Network collect data aimed at 
providing accurate and relevant information to help Doctors, Nurses and 
Managers improve their services. 

According to the most recently published Trauma unit dashboard reports, St 
Helier was performing below the national average for patients receiving a CT 
scan within 60 minutes of arrival. 

The following actions have been implemented by the Trust: 

 Staff to continue documenting delays in imaging in patients notes.  

 Staff to log time CT is ordered as it is not logged on ICM.  Also to log 
time CT performed. 

 Work with emergency department assessment nurses to speed up 
early identification of patients requiring CT head. 

 Liaise with IT re: logging of time of ordering remaining on ICM. 

National COPD Audit Results (Q3) 

 

Presented at March Quality half day 

This audit became continuous data collection from February 2017.  It 
includes patients where the primary diagnosis is acute exacerbation of 
COPD.  Two of the indicators form part of the Best Practice Tariff (BPT) for 
COPD until 2019.  The BPT indicators are: 60% of patients with a primary 
diagnosis of COPD admitted for an exacerbation of COPD, receive specialist 
input to their care within 24 hours of admission and they receive a discharge 
bundle before discharge.  

The following actions have been suggested within the Trust: 

 Better way to track admissions to be identified  (there have been 
coding anomalies) 

 Prompt referral from medical teams – as if seen in CDU / 
ambulatory care – documented as an admission and over 2 hours 
count for COPD audit 

 Work with emergency department assessment nurses to speed up 
early identification of patients requiring CT head. 
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 Oxygen – how to flag up on electronic system 

 NIV working party (this has already been set up) 

National Neonatal Audit Programme 

Update 

 

Presented at March Quality Half day 

Eight domains of neonatal / obstetric care are benchmarked between all 
neonatal units in the UK 

2 year follow up – figures may be skewed due to patient relocating – but 
other than that doing well in all areas so no specific recommendations 
made. 

National Hip Fracture Database report 

2017 

Presented at September quality half day ς 

joint meeting of Critical Care and Trauma 

& Orthopaedics 

Epsom and St Helier are the 2
nd

 busiest in London, and for Best Practice 
Tariff requirements we are the 2

nd
 highest achieving Trust in the country.  

Results showed no improvement necessary in our admission to surgery and 
we have the lowest mortality rate in the country.  

British Association of Urological 

Surgeons – Nephrectomy Data 

Presented at Quality half day ς 

September 2017 

This data is self-reported and not currently externally validated.  

Data will continue to be entered and there are currently no proposed 
actions to be undertaken. 

 
 
The reports of 198 local clinical audits were reviewed by the Trust in 2017-18 and at clinical audit half day 
meetings and the appropriate divisional management team meetings.  Table five details the actions in 
relation to a sample of local audits that Epsom and St Helier University Hospitals NHS Trust intends to take 
to improve the quality of healthcare provided.  
 

Table five: Actions taken relating to local audits 

Actions from local audits 2017-18 

Audit title 

Division/Specialty discussion 
Actions taken/ to be taken 

Insulin pump therapy  
 
(Child health) 
 

To ensure the Trust had updated and were following its Insulin pump 
pathway.   
The Trust has confirmed that this pathway is up to date, reflects current 
practise and follows NICE guidance, which provides evidence based 
recommendations for health and care in England.   
 
Currently funding requests for insulin pumps are through the Trusts 
pharmacy department to the local CCGs and treatment 
is commenced after approval has been obtained.   
There are plans for the funding for insulin pumps for children and young 
people to be managed locally by CCGs (transferred from NHS England) 
and the Trust is awaiting further information. 

Cacicol use  
 
(Pharmacy)  

A protocol is being formulated for the use of Cacicol with a plan to 
review if it can be added to the formulary for cases of refractory 
neurotrophic ulcer.  
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Audit of the refractive outcomes 
following complicated (sulcus lens) 
cataract surgeries ï a retrospective 
study of the last 9.5 years  
 
(Ophthalmology) 

Education is being developed to improve documentation of deviation 
from predicted post-operative refraction.  The sulcus checkbox, and 
possibly the accurate intraocular lens (IOL) model used in these 
complicated surgeries.  
 
It has been recommended that the department has standard guidelines 
for the IOL when the sulcus is used, and that a surgical crib sheet is 
created for easy access (e.g placed on wall in theatres). 

Audit of laser treatment for DB 
macular oedema  
 
(Ophthalmology) 

Ensure that diagnostic/therapeutic criteria is accurately documented on 
Medisoft.  Staff to be given ongoing training on the diagnosis and 
management of clinically significant macular oedema.  Patients to have 
diabetic control as well as control of blood pressure and cholesterol 
discussed at each appointment and the importance of attending clinical 
appointments should be highlighted.  A patient centred approach to 
treatment is to be prioritised.  

Audit of Sepsis in obstetrics 
patients 
 
ό²ƻƳŜƴΩǎ ƘŜŀƭǘƘύ 

Trust local guidelines to be updated in line with Royal College of 
Gynecologists.   
 
Increase awareness of sepsis 6 and timely initiation of treatment and 
criteria for starting treatment through departmental teaching and 
through junior doctor inductions.  
 
The use of sepsis 6 stickers in patient records is to be rolled out. 
Departmental teaching and increase use of sterile examination packs.  
Venous thromboembolism assessment and senior review as per local 
guideline. 
 
To implement and imbed the use of the pregnancy sepsis screening 
tool. 

Communication of the radiological 
findings which require immediate 
escalation / management  
 
(Radiology) 

Radiologist should inform verbally (by telephone) the appropriate 

referring clinician/team of an unexpected acute life- or limb-threatening 

finding which requires emergency clinical action. He/she should 

document that this was done, (when and to who) within the radiology 

report or via an addendum. 

 

Clinical teams should take responsibility for chasing up results of the 
tests that they have requested and day teams should hand over to the 
on-call team to chase up out of hours results. 

Re-Audit of nasogastric tube 
placement on chest radiographs  
 
(Radiology) 

This was the third cycle in the audit and overall results have 
continuously improved.  There are plans however to implement  
teaching/competency based training in nasogastric tube placement 
interpretation have been proposed along with steps to develop 
accessible ward based protocols to help improve staff knowledge and 
skillset.  

Trauma and orthopaedic notes 
audit  
 
(Trauma and Orthopaedics) 

All orthopaedic protocols are to be added to the departmental shared 
drive.  
All operation notes can now be put online.   
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WHO surgical checklist audit 
 
(Surgery) 

In 2008 the World Health Organization (WHO) introduced a surgical 
safety checklist applicable to all surgical teams to be used for every 
patient undergoing a surgical procedure.  This tool has been 
implemented around the world, and encourages dialogue within 
multidisciplinary teams and the use of routine safety checks to minimize 
harm to our patients. 
 
Actions were implemented to change wording on the WHO checklist to 
ensure it is clear who should be ticking and signing off the form. There 
are also actions to put measures into place to ensure all staff who need 
to attend the huddle are present.  

 

 

Participation in clinical research  
 
The number of patients receiving relevant health services provided or subcontracted by Epsom and St Helier 
University Hospitals NHS Trust in 2017-18 that were recruited during that period to participate in research 
approved by the Health Research Authority (HRA), 1,020 
 
Participation in clinical research demonstrates our commitment to improving healthcare in general and the 
quality of care we offer to our patients.  Active participation in research is associated with improved patient 
outcomes, whilst also allowing our clinical staff to stay abreast of the latest treatment possibilities. 
 
All research conducted within the Trust is approved by the Health research Authority (HRA).  During 2017-
18 we increased our participation in research and there were 153 clinical research studies which were open 
to recruitment or in active follow up in this time period, with 145 clinical staff participating in research 
delivery across 23 medical specialties.  In total, 1,020 patients that were receiving NHS services provided or 
sub-contracted by the Trust in 2017-18 were recruited into approved clinical research studies, 1,013 of 
whom participated in National Institute for Health Research (NIHR) portfolio research studies. 
  
In 2017-18, staff members were cited as authors on 97 indexed medical publications which shows our 
commitment to medical research, education and improved patient outcomes and experience within  
the NHS. 
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Commissioning for Quality and Innovation (CQUIN) payment framework 
 
A proportion of Epsom and St Helier University Hospitals NHS Trust income in 2017-18 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 is a summary of the 2017-18 CQUIN projects: 

National CQUINs 

1) NHS Staff Health and Wellbeing:  
Estimates from Public Health England put the cost to the NHS of staff absence due to poor health at £2.4bn 
a year – around £1 in every £40 of the total budget. Improving staff health and wellbeing will lead to higher 
staff engagement, better staff retention and better clinical outcomes for patients. This CQUIN has three 
components: 
 
a) Improvement of Staff Health and Wellbeing (indicated via survey) 
Achieving a 5 percentage point improvement in two of the three NHS annual staff survey questions on 
health & wellbeing, MSK and Stress.  The three staff survey questions are: 

i) Does your organisation take positive action on health and well-being?    
ii) In the last 12 months have you experienced musculoskeletal problems (MSK) as a result of work 

activities? 
iii) During the last 12 months have you felt unwell as a result of work related stress?   

 
b) Healthy Food for NHS Staff, Visitors and Patients 
Maintaining the changes implemented as part of the 16/17 CQUIN:  

i) The banning of price promotions on sugary drinks and foods high in fat, sugar or salt. 
ii) The banning of advertisements on NHS premises of sugary drinks and foods high in fat, sugar or salt. 
iii) The banning of sugary drinks and foods high in fat, sugar or salt from checkouts. 

 
In addition, introduction of three new changes to food and drink provision: 

i) 70% of drinks lines stocked must be sugar free (less than 5 grams of sugar per 100ml). 
ii) 60% of confectionery and sweets do not exceed 250 kcal.  
iii) At least 60% of pre-packed sandwiches and other savoury pre-packed meals (wraps, salads, pasta 

salads) available contain 400kcal (1680 kJ) or less per serving and do not exceed 5.0g saturated fat 
per 100g. 

 
c) Improving the uptake of flu vaccinations for frontline clinical staff 
Achieving an uptake of flu vaccinations for frontline clinical staff of 70%.  
 
 

2) Reducing the Impact of Serious Infections 
To embed a systematic approach towards the prompt identification and appropriate treatment of life-
threatening infections, while at the same time reducing the chance of the development of strains of 
bacteria that are resistant to antibiotics.  There are four main components of this CQUIN: 
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i) Timely identification of patients with sepsis in emergency departments and acute inpatient 
settings 

ii) Timely treatment of sepsis in emergency departments and acute inpatient settings 
iii) Assessment of clinical antibiotic review between 24-72 hours of patients with sepsis who are still 

inpatients at 72 hours. 
iv) Reduction in antibiotic consumption per 1,000 admissions. 
 

 

3) Improving services for people with mental health needs who present to A&E 
Mental health and acute hospital providers, working together and with other partners (primary care, police, 
ambulance, substance misuse, social care, voluntary sector), to ensure that people presenting at A&E with 
primary or secondary mental health and/or underlying psychosocial needs have these needs met more 
effectively through an improved, integrated service offer, with the result that attendances at A&E are 
reduced (20% reduction target for Year 1 of the CQUIN). 
 
 

4) Offering advice and guidance 
This scheme requires providers to set up and operate Advice and Guidance services for non-urgent GP 
referrals, allowing GPs to access consultant advice prior to referring patients in to secondary care.  Advice 
and Guidance support should be provided either through the ERS platform or local solutions where systems 
agree this offers a better alternative.  Advice and Guidance in the context of this CQUIN refers to structured, 
non-urgent, electronic Advice and Guidance provided via telephone, email, or an online system.   
 
 

5) E-Referrals  
This CQUIN relates to GP referrals to consultant-led 1st outpatient services only and the availability of 
services and appointments on the NHS e-Referral Service.  It requires providers to publish ALL such services 
and make ALL of their First Outpatient Appointment slots available on NHS e-Referral Service (e-RS) by  
31st March 2018.  It is not looking at percentage utilisation of the system.  This will require work on the 
Directory of Services to publish ALL services on the NHS e-Referral Service. 
 
This incentive is designed to encourage a move away from any paper based processes and recognises that 
each trust will need to decide how their services are configured. 
 
 

6) Supporting proactive and safe discharge  
There is a considerable evidence for the harm caused by poor patient flow.  Delays lead to poor outcomes 
for patients, create financial pressures and impact on key NHS performance measures.  Delayed discharge 
has serious impact across health and care systems, reducing the ability of emergency departments to 
respond to people’s needs, and increasing costs to local health economies.  This scheme has two 
components: 

i) Increasing proportion of patients aged 65+ admitted via non-elective route discharged from acute 
hospital to their usual place of residence within seven days of admission. 

ii) Implementation of the Emergency Care Data Set (ECDS); the ECDS will be particularly important in 
understanding how and why people access urgent and emergency care over the winter, so we can 
help improve our planning to reduce pressure in the system.  
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NHS England Specialised Services CQUINs 
 
1) Nationally standardised Dose banding for Adult Intravenous Anticancer Therapy (SACT) 
Implementation of nationally standardised doses of SACT across England using the dose-banding principles 
and dosage tables published by NHS England (developed through the Medicines Optimisation Clinical 
Reference Group). 
 
It is intended that all NHS England commissioned providers of chemotherapy move to prescribing a range of 
SACT drugs in accordance with a nationally approved set of dose tables. 
 
 

2) Optimising Palliative Chemotherapy Decision Making 
Systemic Anti-Cancer Treatment (SACT) can play an important role in extending life in patients with 
advanced disease, acknowledging also that the beneficial and harmful effects of treatment must be 
carefully balanced and regularly reviewed.   
 

This scheme requires that documented peer discussion takes place when making decisions regarding the 
commencement or continuation of chemotherapy.   It will allow formal review of existing practice in 
relation to such decisions and put in place procedures to allow for effective and documented peer 
discussion where not currently in place. 
 
 

3) Hospital Medicines Optimisation 
This CQUIN scheme aims to support the procedural and cultural changes required to optimise use of 
medicines commissioned by specialised services; unwarranted variation in use and management of 
medicines costs the NHS at least £0.8billion per year.  The following priority areas have been identified as 
part of the scheme: 
 

 Faster adoption of best value medicines  

 Significantly improved drugs data quality  

 The consistent application of lowest cost dispensing channels. 

 Compliance with policy/consensus guidelines to reduce variation and waste.  
 
 

4) Renal – Home Therapies 
To develop the home therapies (Peritoneal Dialysis and home haemodialysis) services via a dedicated Home 
Therapies Nurse.  Home therapies can improve adherence and the patient experience; they can enable 
integration of dialysis with work, studies, hobbies and social and family activities as well as allowing patients 
to tailor their dialysis time and frequency to suit their own requirements thus improving wellbeing and 
quality of life.   
 
Further details of the agreed goals for 2017-18 and for the following 12 month period are available 
electronically at the following: 
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/ 
 
 

https://www/
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Care Quality Commission registration  
 
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.   
Epsom and St Helier University Hospitals NHS Trust is required to register with the CQC and our current 
registration is unconditional. 
 
The CQC has not taken enforcement action against us during 2017-18 and the Trust has not participated in 
any special reviews or focused investigations by the CQC during 2017-18.  
 
The Trust was inspected by the CQC in January and February 2018.  At Epsom Hospital the following core 
services were inspected: Maternity, Medical Care, Surgery, and Urgent and Emergency Services.  At St Helier 
Hospital the following core services were inspected: Critical Care, Maternity, Medical Care, Services for 
Children and Young People, Surgery, and Urgent and Emergency Services.  The report on the findings of the 
inspection was published on 14 May 2018.  As we expected there were 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’. 

 The total number of domains rated as ‘Good’ has increased from 44 to 64. 

 The four domains previously rated as ‘Inadequate’ are now rated as ‘Requires improvement’. 
 The following five core services changed their overall rating from ‘Requires improvement’ to ‘Good’: 

- Critical Care at St Helier Hospital 
- Maternity at St Helier Hospital 
- Medical Care at St Helier Hospital 
- Services for Children and Young People at St Helier Hospital 
- Surgery at Epsom Hospital 

 The core services rated as ‘Requires improvement’ were:  
- Maternity at Epsom Hospital 
- Medical Care at Epsom Hospital 
- Surgery at St Helier Hospital 
- Urgent and Emergency Services at Epsom and St Helier Hospitals 

 
The Trust is in the process of developing actions to address the issues identified by the CQC.  These include 
ensuring that: 

 95% of staff complete mandatory training on an annual basis.  

 All midwives are treated fairly. 

 Staff record mental capacity assessments, and best interest meetings and decisions. 

 Staff understand Deprivation of Liberty Safeguards. 

 The use of restraint on mental health patients is monitored. 

 All records are completed accurately and stored securely. 

 There is adequate staffing on all wards.  

 The Board Assurance Framework describes links to the Risk Register and includes risks to the 
delivery of care.  

 Governance and risk management processes are strengthened.  
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Overall, the inspection was 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 will help us 
accelerate progress.   
 
The following grids summarise how the CQC rated our services following the inspection. 
 
Epsom Hospital:  
 

 
Safe Effective Caring Responsive Well-led 

 
Overall 

Urgent and Emergency 
Services 

Requires 
improvement 

→ ← 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

→ ← 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 

Medical Care 

Requires 
improvement 

→ ← 
May 2018 

Requires 
improvement 

↓ 
May 2018 

Good 
→ ← 

May 2018 

Good 
→ ← 

May 2018 

Good 
→ ← 

May 2018  

Requires 
improvement 

↓ 
May 2018 

Surgery 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 
 

Good 
↑ 

May 2018 

Critical Care 

Requires 
improvement 

→ ← 
May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Requires 
improvement 

→ ← 
May 2016 

Requires 
improvement 

→ ← 
May 2016 

 

Requires 
improvement 

→ ← 
May 2016 

Maternity 
Good 

↑ 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
→ ← 

May 2018 

Requires 
improvement 

↑ 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 

Services for Children  
and Young People 

Requires 
improvement 

→ ← 
May 2016 

Requires 
improvement 

→ ← 
May 2016 

Good 
→ ← 

May 2016 

Requires 
improvement 

→ ← 
May 2016 

Requires 
improvement 

→ ← 
May 2016 

 

Requires 
improvement 

→ ← 
May 2016 

End of Life Care 
Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 
 

Good 
→ ← 

May 2016 

Outpatients 
Good 
→ ← 

May 2016 
Not rated 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 
 

Good 
→ ← 

May 2016 

SWLEOC 
Good 
→ ← 

May 2016 

Outstanding 
→ ← 
2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Outstanding 
→ ← 
2016 

 

Outstanding 
→ ← 
2016 

  

 
 

 
 

  

Overall 

Requires 
improvement 

→ ← 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

→ ← 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 
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St Helier Hospital:   
 

 
Safe Effective Caring Responsive Well-led 

 
Overall 

Urgent and Emergency 
Services 

Requires 
improvement 

→ ← 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

→ ← 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 

Medical Care 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Good 
→ ← 

May 2018 
 

Good 
↑ 

May 2018 

Surgery 

Requires 
improvement 

→ ← 
May 2018 

Good 
→ ← 

May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

↑ 
May 2018 

 

Requires 
improvement 

↑ 
May 2018 

Critical Care 

Requires 
improvement 

→ ← 
May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 
 

Good 
↑ 

May 2018 

Maternity 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
→ ← 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

↑ 
May 2018 

 

Good 
↑ 

May 2018 

Services for Children  
and Young People 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 
 

Good 
↑ 

May 2018 

End of Life Care 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 
 

Good 
→ ← 

May 2016 

Outpatients 

Good 
→ ← 

May 2016 

Not rated 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 
 

Good 
→ ← 

May 2016 

Renal 
Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 

Good 
→ ← 

May 2016 
 

Good 
→ ← 

May 2016 

 
       

Overall 

Requires 
improvement 

→ ← 
May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Good 
↑ 

May 2018 

Requires 
improvement 

→ ← 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 
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Overall rating for the Trust: 
 

 
Safe Effective Caring Responsive Well-led 

 
Overall 

Overall 

Requires 
improvement 

→ ← 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

Good 

↑ 
May 2018 

Good 

↑ 
May 2018 

Requires 
improvement 

→ ← 
May 2018 

 

Requires 
improvement 

→ ← 
May 2018 

 
 

7 day services:  Implementing priority standards 
 
During the year 2017-18 the Trust identified progressing compliance with the core 7 day working standards 
as one of its 25 corporate priorities.   
 
Throughout the year we have worked with NHSI and NHSE, participating fully in the National Audit and 
developing a Trust wide and Division specific action plan.  As a consequence in the national autumn 2017 
audit the Trust was compliant with standard 2 with over 90% of acute admissions being seen by a 
consultant within 14 hours of admission.  We await the next audit cycle to formally review progress against 
the other 3 standards but have robust divisional action plans in place 
 
 

Learning from deaths 
 
During 2017-18 1,591 of Epsom and St Helier University Hospitals NHS Trust patients died.  This comprised 
the following number of deaths which occurred in each quarter of that reporting period: 
 

 363 in the first quarter 

 323 in the second quarter 

 410 in the third quarter 

 495 in the fourth quarter 
 
By 12th April 2018, 286 case record reviews and 15 investigations have been carried out in relation to 1,384 
of the deaths (in scope for review).  In 7 cases a death was subjected to both a case record review and an 
investigation.  The number of deaths in each quarter for which a case record review or an investigation was 
carried out was: 
 

 74 in the first quarter 

 35 in the second quarter 

 103 in the third quarter 

 82 in the fourth quarter 
 
4 representing 0.3% of the patient deaths during the reporting period are judged to be more likely than not 
to have been due to problems in the care provided to the patient. 
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In relation to each quarter, this consisted of  
 
3 representing 0.8% of 363 for the first quarter 1 representing 0.3% of 323 for the second quarter; 0 
representing 0.0% of 410 for the third quarter; 0 representing  0.0% OF 495 for the fourth quarter.  These 
numbers have been estimated using the Structured Judgement Review (SJR) methodology developed by the 
Royal College of Physicians.  An initial review will take place for all eligible patient deaths.  A SJR will then be 
undertaken for:  
 

 deaths where significant concerns are identified. 

 deaths of those with learning disabilities or severe mental illness. 

 deaths where the patient was not expected to die.  
 

The outcome of the SJR and associated learning will be fed back to staff through their governance 
processes. 
 
The Structured Judgment Reviews have demonstrated areas of good clinical practice – as examples – we 
have seen patients arriving in Accident and Emergency Department with sepsis being seen promptly and 
managed in accordance with our sepsis protocols.  Clinicians have made and communicated comprehensive 
management plans and patients in our acute medical units have been seen within 14 hours by consultant.  
Other learning themes include ensuring time critical drugs are given appropriately and monitoring of our 
patient fluid balance.  Learning is shared within a number of forums within the Trust and we continue to 
strengthen our processes to support these important reviews. 
 
23 case record reviews and 9 investigations completed after 1st April 2017 which related to deaths which 
took place before the start of the reporting period. 
 
2 representing 0.1% of the patient deaths before the reporting period, are judged to be more likely than not 
to have been due to problems in the care provided to the patient.  This number has been estimated using 
the Structured Judgement Review (SJR) methodology developed by the Royal College of Physicians.  An 
initial review will take place for all eligible patient deaths.  A SJR will then be undertaken for:  
 

 deaths where significant concerns are identified. 

 deaths of those with learning disabilities or severe mental illness. 

 deaths where the patient was not expected to die.  
 

The outcome of the SJR and associated learning will be fed back to staff through their governance 
processes. 
 
7 representing 0.5% of the patient deaths during 2016-17, are judged to be more likely than not to have 
been due to problems in the care provided to the patient. 
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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 continue to take action to improve data quality including:  
 

 Implementing a program to introduce ward information folders to help staff to accurately complete 
iPM (our Trust patient management system) 

 The formation of a Data Quality Steering Group with regular meetings, scorecard and feedback to 
improve timely and accurate recording throughout the Trust. 

 Ongoing 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. 

 Daily audit to ensure activity is recorded accurately within Trust clinical systems and patient case 
notes. 

 
Epsom and St Helier University Hospitals NHS Trust submitted records during 2017-18 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: 
 
Which included the patient’s valid NHS number was: 

 99.0% for admitted patient care. 

 99.6% for outpatient care. 

 96.9% for accident and emergency care. 
 
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 2017 – October 2017 

 
 

Clinical coding error rate   
 
Epsom and St Helier University Hospitals NHS Trust was not subject to the Payment by Results clinical 
coding audit during 2017-18 by the Audit Commission. 
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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. 
 
Epsom and St Helier University Hospitals NHS Trust Information Governance Assessment Report overall 
score for 2017-18 was 71% and was graded as Red. 
 
The Information Governance Toolkit is available from NHS Digital at the website 
https://www.igt.hscic.gov.uk/.  
 

https://www.igt.hscic.gov.uk/
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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 Digital, http://content.digital.nhs.uk/qualityaccounts. 
 
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 NHS Digital 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 

Jul 2014 – 
Jun 2015 

Jul 2015 – 
Jun 2016 

Jul 2016 – 
Jun 2017 

National 
average 

Highest 
performance 

Lowest 
performance 

a) Summary Hospital-
level Mortality 
Indicator (SHMI) 

0.978 

As expected 

0.945 

As expected 

0.977 

As expected 

1.000 0.726 

The Whittington 

1.228 

Wye Valley 

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

39.3% 41.6% 42.6% 31.1% 11.2% 

Queen Elizabeth 
Hospital King’s 

Lynn 

58.6% 

Royal Surrey 

 
Note: The palliative care indicator is a contextual indicator.  
The Trust performance is shown for the three most recent published reporting periods. 
Reporting period – July 2016 to June 2017 (Published December 2017). 

 
 
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. 

 

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

 Reviewing mortality at the Reducing Avoidable Death and Harm (RADAH) Committee.  The committee 
is chaired by the Medical Director with senior clinical divisional representation and meets each month.  

 Implementing a mortality review process to support the review of all in hospital deaths.  Each division 
is undertaking mortality reviews.  An initial review is completed by clinical teams and supports the 
identification of sub optimal care to ensure lessons are learned.  This is being implemented across  
the Trust. 

 Completing in depth reviews when care failings have been identified.  
 
 
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 NHS Digital 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 2015 – 
Mar 2016 

National average Highest 
performance 

Lowest 
performance 

(i) Groin hernia surgery  Data not   
published due to 

low numbers 

0.088 0.157 0.021 

(ii) Varicose vein surgery  0.096 0.096 0.150 0.018 

(iii) Hip replacement surgery 0.445 0.438 0.512 0.320 

(iv) Knee replacement surgery 0.307 0.320 0.398 0.198 

 
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 and knee replacement represent the primary surgery. 
Reporting period – 2015-16 financial year (Published August 2017). 

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

 Patient Reported Outcome Measures (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.  
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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: 
 

 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 NHS Digital 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% 0% 14.94% 

ii) Patients aged 16 or 
over 

13.06% 13.02% 13.80% 11.45% 0% 17.15% 

 
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 publication of this data has been temporarily suspended, pending a methodology review and results of the NHS Digital Statistics 
Consultation. 

 
 
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 NHS 
Digital 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 joint Medical Directors. 
 

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 continue to monitor our readmissions through an ongoing report.  This is monitored by clinical 
Divisions who agree ongoing actions. 
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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 NHS Digital 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 (Adult Inpatient) 

Ensuring that people have a 
positive experience of care 

2014/15 2015/16 2016/17 National  
average 

Highest 
performance 

Lowest 
performance 

Responsiveness to the 
personal needs of 
patients 

65.5 68.7 66.7 68.1 85.2 60.0 

 
Notes: 
The Trust performance is shown for the three most recent published reporting periods (Published August 2017). 
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 NHS Digital 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 

2015 2016 2017 National 
average 

Highest performance Lowest performance 

Staff who would 
recommend the Trust 
to their family or 
friends 

72% 68% 67% 70% 

Acute 
trusts 

86% 

West Suffolk 

47% 

Isle of Wight, and 
Northern Lincolnshire 

and Goole 

  
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 acute trusts.  
Reporting period: National staff survey 2017 (Published March 2018). 
 
 
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 data made available by National Health Service Trust or NHS foundation Trust by NHS Digital 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 

Nov 2017 Dec 2017 Jan 2018 National 
average 

Highest performance Lowest performance 

Patients who would 
recommend the trust to their 
family or friends (Inpatient) 

94.3% 92.7% 93.3% 95.5% 100% 

Clatterbridge Cancer 
Centre and others 

75.1% 

Sheffield Children’s 

Response Rate (Inpatient) 32.2% 29.2% 30.9% 22.7% 

4.7% 

Clatterbridge 
Cancer Centre 

31.0% 

Sheffield Children’s 

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

84.8% 83.9% 82.8% 86.4% 100% 
Southampton and 

others 

65.5% 
North Midlands 

Response Rate (A&E) 18.0% 16.9% 17.6% 12.2% 
0.2% 

Southampton 

49.1% 

North Midlands 

 
Notes: 
The Trust performance is shown for the three most recent months published in 2017-18 (Nov 2017 – Jan 2018). 
Benchmarking data is for Jan 2018.  

 
 
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 NHS England 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: 
 

 Re-introduced postcard response option in all areas to increase the number of options available to 
people for providing feedback following care.  

 Working with Healthwatch Sutton to identify key areas of focus for improving patient experience in the 
Accident and Emergency Department at St Helier Hospital.  



 

 
63 

 

 Sharing the results of the Friends and Family Test with patients through ‘You said, we did’ 
communications (which provide information on learning from and actions taken as a result of feedback 
that has been received). 

 Refreshed promotional materials across the Trust sharing details of the FFT and options for responding. 

 Launched a new platform for staff to access and analyse FFT results and feedback.  The new platform 
that is more user-friendly and allows for richer quick-time analysis of feedback and results. All areas are 
provided with a report sharing the comments received via FFT each month, supporting a continuous 
cycle of up-to-date learning (‘You said, we did’). 

 
 
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 Digital 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 

Q1   
2017-18 

Q2   
2017-18 

Q3       
2017-18 

National 
average 

Highest 
performance 

Lowest 
performance 

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

93.8% 93.9% 92.2% 95.4% 100% 76.08% 

 
Notes: 
The Trust performance is shown for the three most recent reporting periods. 
The reporting period for the benchmarking data is Q3 2017-18. 

 
 
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 divisional and Executive level. 
 

 The Trust provides a monthly report at consultant and ward level to identify variations in practice. This 
is followed through at divisional 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. 
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 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 through the Trust Integrated Performance Report to ensure 
that performance continues to improve. 

 
 
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 NHS Digital 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  

2014-15 2015-16 2016-17 National 
average 

Highest 
performance 

Lowest 
performance 

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

16.9 11.5 12.3 13.2 0.0 
3 specialist 

trusts 

82.7 
Royal 

Marsden 

 
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 2016 – March 2017 (Published July 2017). 

 
 
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 Public Health England (PHE).  Any 
case of C. difficile infection is reviewed and reported to PHE 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 NHS Digital 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 

Apr 2015 –  
Sept 2015 

Oct 2015 –  
Mar 2016 

Apr 2016 –                   
Sept 2016 

 
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 

 
4211 

33.21 per 1000 bed 
days 

 

 
4164 

31.22 per 1000  
bed days 

 

 
4433 

34.56 per 1000        
bed days 

 
0.6% (25) 

incidents that resulted 
in severe harm (19) or 

death (6) 
 

 
0.4% (19) 

incidents that resulted 
in severe harm (10) or  

death (9) 
 

 
0.3% (13)        

incidents that resulted 
in severe harm (10) or 

death (3) 

 
Notes: 
The Trust performance is shown for the three most recent published reporting periods. 
Reporting period is April 2016 – September 2016 (Published by the National Reporting and Learning Service March 2017). 
 

 
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 System – a national database of patient safety incidents. 

 
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: 
 

 Continuing to emphasise the importance of staff reporting patient safety incidents and informing all 
new staff of the Trust policy and procedures at induction.  The level of incident reporting and 
associated harm is monitored by each division and reported quarterly to the Clinical Quality and 
Assurance Committee.  All Serious Incidents are reported to the Trust Board at each meeting. 
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Annex one:  Statements on the engagement process for the development of the 
quality accounts 

 

Local Involvement Networks:  Healthwatch 

 

Healtwatch Sutton 
 
Healthwatch Sutton continues to maintain a constructive relationship with Epsom and St Helier University 
Hospitals NHS Trust.  To the best of our knowledge this Quality Account accurately reflects the activities and 
priorities of the Trust. 
  
In 2017, we published our report looking at the experience of inpatients staying on 6 wards at St Helier and 
2 wards at Epsom.  Following the report, the Trust held an event with staff and Healthwatch volunteers to 
share the positive findings and to showcase the actions being taken in response.  We were pleased to 
receive an update in May 2018 on the progress of the original plans put in place by the Trust.  For example, 
the use of comfort packs that include ear plugs to reduce the impact of noise at night on patients. 
  
We are also pleased to the see the Trust’s proactive approach to addressing issues around patient 
experience.  We were asked by the Trust, if we would be willing to support them to investigate a reduction 
in the level of satisfaction in A&E services.  Our volunteers have been to A&E approximately 20 times to 
speak to patients and ask them to complete a short survey.  This supports the Trust’s patient experience 
priority for 2018-19 that centres around people’s experience of using A&E. We will be publishing our report 
in the summer of 2018. 
  
We are also in the planning phase of the development of an ongoing patient experience feedback collection 
system for Sutton Health and Care that will be launched in the summer of 2018. 
  
We look forward to another year of working collaboratively to improve the experience of patients who use 
their services. 
  
  
  
Many thanks, 

Pete 
Pete Flavell 
Healthwatch Sutton Manager 
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Health Overview & Scrutiny Committees 
 
 
 
London Borough of Merton 

 

 
 
 
The Healthier Communities and Older People Overview and Scrutiny Panel welcome the opportunity to 
comment on the Epsom and St Helier Quality Account.  Please note these comments and observations are 
drawn from the municipal year 2017-18. 
 
The Panel wish to highlight from the outset our position in relation to the three options set out in the 
Trust’s Strategic Outline Case on the proposed re-configuration of services at Epsom and St Helier.  We 
believe it is essential that the full range of services is maintained on the current St Helier site.  This will help 
to secure the sustainability of the hospital and address many of the challenges the Trust is facing.  We 
cannot support a potential cut in services when it is clear that the demand for emergency care has been 
increasing. St Helier Hospital also provides an essential service to the economically deprived communities 
who live in the surrounding area.  
 
We recognise that the challenge caused by the poor quality of the Estate has contributed to the overall 
rating of ‘requires improvement’ in the recent CQC inspection report.  The time has come for there to be 
substantial investment of public money in St Helier hospital.  The Panel has heard first hand about the 
physical location of wards, crumbling buildings and aged structures which has made it difficult to provide 
high quality care.  This Panel is confident that with this extra resource along with the excellent staff, the 
Trust that it will be able to address the short comings outlined in the report. 
 
In relation to the quality of services, the Panel has heard many testimonials from local residents about the 
excellent of care they have received by staff at St Helier hospital; it is a much valued community resource.  
 
Yours sincerely   
 

 
 
Councillor Peter McCabe 
Chair  
Healthier Communities and Older People Overview and Scrutiny Panel. 
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Commissioner Feedback 
 
NHS Sutton Clinical Commissioning Group 
 
Sutton Clinical Commissioning Group (SCCG) would like to thank Epsom and St Helier University Hospital 
(ESH) for the detailed and comprehensive account of their hard work to improve the quality and safety of 
services for the patients and communities they serve.  The Quality Account for 2017/18 accurately reflects 
the national and local priorities of ESH within the wider healthcare economy. 
 
Sutton Clinical Commissioning Group and associate commissioners wish to thank the Trust and its staff for 
the work that ESH has undertaken during 2017/18 to improve patient safety and experience.  The CCG 
recognise the large amount of work the Trust have undertaken within its estate to provide improvements 
for patients.  The CCG also commends the Trust in meeting its planned financial position at the end of 
2017/18. 
 
The Trust have worked hard to act on the Care Quality Commission recommendation and action plans 
following the inspection in November 2015.  This has been recognised in the very recent CQC report which 
describes a number of improvements that have been made since the last inspection, in particular the care 
of the deteriorating patient, the overall environment of the Trust and the space in which children receive 
care. 
 
SCCG welcome the Trust’s open and honest approach to reporting patient safety incidents and are pleased 
with efforts in relation to Duty of Candour.  We are confident that ESH will continue to monitor trends and 
make improvements to reduce the number of avoidable harms in 2018/19.  The CCG are very pleased to see 
the mortality rates of the Trust being far lower than expected. 
 
The CCG is pleased with the improvement in sepsis recognition, especially with in the Emergency 
Department and fall in deaths in ITU attributed to sepsis.  The latest CQC report has made some 
recommendations to how the Trust may continue to improve this position and the CCG look forward to 
receiving feedback from the Trust on which these recommendations will be implemented. 
SCCG has undertaken a number of quality and safety visits during 2017/18.  These have included 
paediatrics, urgent care, older people trauma and stroke care.  SCCG has also spent much of the winter 
period working closely with the Trust and other partners to support discharge and improve overall flow, 
during a period of unprecedented pressure.  This provided real time insight in to both process and 
leadership within the Trust.  The overall performance of the Trust during this time was a direct result of this 
clinical and managerial leadership, which although was difficult still delivered a 93.15% against the 95% 
standard. 
 
The Trust has responded well to the new processes associated with the Learning from Deaths report and 
requirements, building upon a good mortality and morbidity group which was already established within the 
Trust.  Infection prevention and control has made good steps and the CCG is committed to work with the 
Trust to continue on this trajectory. 
 
Safer staffing levels remain a priority for ESH in 2017/18.  Good progress has been made but there is still 
work to do and challenges ahead. Plans are in place and the Trust provides the CCG regularly with assurance 
and evidence that they are responsive to both numbers of staff and acuity frequently, throughout the day 
alongside the regular planned audits.  The Trust have also shared openly the challenge they have faced in 
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recruiting junior doctors and the plans they have in pace to address this.  However following recent CQC 
report the CCG will continue to work closely with the Trust to understand what action is being taken to 
address particular areas of concern within surgery and some medical wards. 
 
Listening to patients and carers provides NHS organisations with a wealth of information to help improve 
services and capturing this in real time is paramount to ensuring patients receive positive experience of 
care.  It is encouraging to see the good results the Trust receive for patients.  The CCG welcomes the efforts 
of the Trust to improve the response rates in a number of areas to provide a more robust evidence base to 
work from.  
 
Sutton CCG are very proud of the initial steps we have taken in Sutton to launch Sutton Health and Care in 
2018.  This initiative will be key in identifying as early as possible those patients who can be cared for at 
home for longer or returned home sooner from hospital.  This will be achieved by teams working together 
more cohesively across health and social care, supported by a local voluntary sector preventing unnecessary 
admission and readmission and should help the Trust reduce the number of DTOC’s. 
 
Dr C Elliott 
Medical Director Sutton CCG 
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Surrey Downs Clinical Commissioning Group  
 
 
 
 
 
 
 
 
Re: 2017/2018 Quality Account and Trust priorities for 2018/2019 
 
 
Surrey Downs Clinical Commissioning Group response to the Epsom and St Helier University Hospitals 
NHS Trust Quality Account 2017/18 
 
 
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 stronger focus this year on improving Infection 
Prevention and Control practice and reducing the incidence of Health Associated Infections.  As a 
Commissioner, we have witnessed stronger clinical leadership in this area and an increased ownership 
throughout the Trust. 
 
The Trust has introduced a robust mechanism for learning from deaths that is well documented and as a 
result, there have been a number of changes in practice such as the use of standardised tools when 
managing deteriorating patients and improvement in the recognition and treatment of patients with Sepsis. 
The Trust recognises that there is still more work to do in this area but they have made good progress over 
the year 
 
The Trust has shown a continued commitment to improving patient experience during the year.  There have 
been noticeable improvements in the management of complaints and patient feedback with more timely 
resolution and a focus on learning that can be shared and embedded across the organisation. 
 
The Trust has continued to work collaboratively with the CCG over the year and has been supportive of the 
work streams supporting our programmes of service redesign.  External stakeholder engagement has been 
ongoing and the @Home Service that was developed last year has become embedded within Epsom 
Hospital, preventing avoidable admissions and supporting more timely discharge.  The CCG has invested in 
additional clinical pharmacists who are now working in our localities and as a result of close working 
between the hospital and community pharmacists, we would expect to see an improvement in the coming 
year in the number of re- admissions due to medication safety issues and a similar improvement in safe 
patient discharge 
 
However, we would like to see improvements in the Stroke Services that are provided by the Trust in line 
with the expectations of national guidance.  We would expect to see an increased ambition to improve 
outcomes for patients and maximise recovery following their stroke. 
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We noted and were pleased to see the progress and improvements that have been made by the Trust that 
were highlighted in the report published by the Care Quality Commission following the inspection carried 
out in January.  We were disappointed, however to see that ratings in some areas such as safe and effective 
care in medical care at Epsom Hospital have deteriorated and we look forward to supporting the Trust in 
making improvements in these areas going forward. 
 
Looking forward to 2018/19, we have welcomed the opportunity to participate in developing the priorities 
for the year ahead and we would agree with those that have been chosen by the Trust.  These priorities will 
support the Surrey Downs 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. 
 
Yours sincerely, 
 
Dr Russell Hills Clinical Chair 
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Annex two:  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 2018-19. 
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Annex three:   
 
2017-18 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  

    
  

`  

 

Laurence Newman Daniel Elkeles 

Chairman Chief Executive 

 
Date:  1.6.18 

 
Date:  1.6.18 
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Annex four:   
 
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’s Quality Account for the year ended 31 March 2018 (“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 2018 subject to limited assurance consist of the following 
indicators:  

 Percentage of patients risk-assessed for venous thromboembolism (VTE); and 

 Rate of clostridium difficile infections.  
 

We refer to these two indicators collectively as “the indicators”.  

 

Respective responsibilities of the Directors and the auditor  

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 (“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 2017 to May 2018;  

 papers relating to quality reported to the Board over the period April 2017 to May 2018;  

 feedback from Local Healthwatch dated May 2018;  

 the Trust’s complaints report published under regulation 18 of the Local Authority, Social Services and 
NHS Complaints (England) Regulations 2009, dated June 2017;  

 feedback from other named stakeholder(s) involved in the sign off of the Quality Account;  

 the latest national patient survey dated 31 May 2017;  

 the latest national staff survey dated 2017 (published March 2018);  

 the Head of Internal Audit’s annual opinion over the trust’s control environment dated 31 March 2018;  

 the annual governance statement dated 4 May 2018;  

 the Care Quality Commission’s Inspection Report dated 14 May 2018. 
 

At the date of our opinion the Trust had not received feedback from the Commissioners. 

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.  

 

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;  
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 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 non-mandated 
indicators which have been determined locally by Epsom and St. Helier University Hospitals NHS Trust.  

 

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 2018: 

 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.  

 

KPMG LLP 
Chartered Accountants 
15 Canada Square 
Canary Wharf 
London 
E14 5GL 
 
25 May 2018 
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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 est-tr.PALS@nhs.net. 
 
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 esth.communications@nhs.net. 
 
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 est-tr.PALS@nhs.net. 
 
  

mailto:est-tr.PALS@nhs
mailto:esth.communications@nhs
mailto:est-tr.PALS@nhs
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Glossary of Terms 
 

Acute illness An illness with a rapid onset and usually, a short duration.  

Aseptic Non Touch Technique A technique used to prevent contamination of a patient while 
undertaking an invasive procedure. 

Avoidable death A case which, following review was considered to be more than 50% 
likely to have been preventable. 

Avoidable harm Harm caused to a patient, which following review was considered 
avoidable if good professional practice and evidence-based care had 
been followed.  

Bacteraemia The presence of bacteria in the blood. 

Bare below the elbow Arms are uncovered below the elbow and, with the exception of 
wedding bands, hands are free of jewelry. 

Care pathways A methodology for the mutual decision making and organisation of care 
for a well-defined group of patients for a well-defined period. 

Care Quality Commission (CQC) The independent regulator for health and social care in England.  

Chronic illness A health problem that requires ongoing management over a period of 
years or decades.  

Clostridium difficile (C. difficile) A type of bacteria that can infect the bowel and cause diarrhoea.  

Clinical audit A quality improvement process that measures the quality of care and 
against agreed standards to enable areas requiring improvement to  
be identified.  

Dementia Dementia causes the (usually gradual) loss of mental abilities such as 
thinking, remembering and reasoning. 

Department of Health The department is responsible for government policy on health and 
adult social care matters in England. 

Friends and Family Test A national tool used by the NHS which allows patients to provide 
feedback on the care and treatment they receive.  It asks whether 
patients would recommend the hospital wards and A&E departments to 
their friends and family if they needed similar care or treatment.  

Harm Harm is defined as injury, suffering, disability or death.  The patient 
safety incident can have an impact on the patient at various levels, from 
Low right through to the Death of one or more patients.  

Healthcare associated  
infection (HCAI) 

An infection that was not present before the patient entered the  
care setting.  

Healthwatch An independent national champion for people who use health  
and social care services.  There is a local Healthwatch in every area  
of England.  

Hospital Standardised Mortality An indicator that measures the actual number of deaths against the 
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Ratio (HSMR) expected number of deaths occurring within hospitals.  

Information Governance Toolkit An online system which enables NHS organisations to measure their 
performance against information governance policies and standards.  

Integrated care Care that is person-centred, coordinated, and tailored to the needs and 
preferences of the individual, their carer and family. 

Locality An area of health care that has been determined by NHS England – 
often based on populations. 

Methicillin-Resistant 
Staphylococcus Aureus (MRSA) 

A type of bacteria that is resistant to several widely used  
antibiotics.  Infections with MRSA can be harder to treat than other 
bacterial infections.  

Multidisciplinary A multidisciplinary approach involves drawing appropriately from 
multiple disciplines to explore problems outside of normal boundaries 
and reach solutions. 
 
A Multidisciplinary Team is a group of professionals from one or more 
clinical disciplines who together make decisions regarding 
recommended treatment of individual patients. 

National confidential enquiry Studies undertaken to review clinical practice and identify remedial 
factors in the care of patients.  They make a number of 
recommendations for clinicians and managers to implement.  

National Institute for Health and 
Care Excellence (NICE) 

Provides national guidance and advice to improve health and  
social care.  

National Reporting and Learning 
System (NRLS) 

A national electronic system used to record patient safety incidents.  
The information is used to identify hazards, risks and opportunities to 
improve the safety of patient care.  

NHS England A body that oversees the budget, planning, delivery and day-to-day 
operation of the commissioning side of the NHS in England.   

NHS Improvement A body that supports NHS trusts in providing consistently safe, high 
quality, compassionate care within local health systems that are 
financially sustainable.  

Overview and Scrutiny 
Committees 

Overview and Scrutiny is a function of local authorities in England       
and Wales.  It was introduced by the Local Government Act 2000    
which created separate Executive and Overview and Scrutiny functions 
within councils. 

Palliative care If a person has an illness that cannot be cured, palliative care tries to 
ensure that they are as comfortable as possible by managing their pain 
and providing psychological, social and spiritual support.  

Patient Advice and Liaison 
Services (PALS) 

Offer support, advice and information to patients, relatives and carers 
on medical services and hospital care.  

Patient Reported Outcome 
Measures (PROMs) 

PROMs are used to understand how effective treatments have been 
from the perspective of patients undergoing groin hernia surgery, hip 

https://en.wikipedia.org/wiki/Local_government_in_the_United_Kingdom
https://en.wikipedia.org/wiki/England_and_Wales
https://en.wikipedia.org/wiki/England_and_Wales
https://en.wikipedia.org/wiki/Local_Government_Act_2000
https://en.wikipedia.org/wiki/Executive_(government)
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replacement, knee replacement and varicose vein surgery.  They are 
calculated using the responses to questionnaires completed before and 
after surgery.  

Patient safety incident Any unintended or unexpected incident which could have or did lead to 
harm for one or more patients receiving NHS care. 

Post infection review A process where clinical teams the review the management and care 
of a patient who has a hospital attributable infection such as MRSA  
or C.difficile. 

Payment by Results A system of paying NHS healthcare providers a standard national price 
or tariff for each patient seen or treated.   

Readmissions Patients who are readmitted to the hospital a short time after being 
discharged, for example, within 28 days. 

Research Ethics Committee A committee that reviews medical research applications to determine 
whether the research is ethical.   

Sepsis A life threatening condition that arises when the body’s response         
to an infection injuries its own tissues and organs.  Sepsis leads to 
shock, multiple organ failure and death if not recognized early and 
treated promptly.  

Severe harm Any unexpected or unintended incident that caused permanent or long-
term harm to one or more persons. 

Summary Hospital-level Mortality 
Indicator (SHMI) 

An indicator that measures the actual number of deaths against the 
expected number of deaths occurring within hospitals.  It is only applied 
to non-specialist acute providers.  

Structured Judgement Review A specific methodology used by trained clinical staff to review deaths 
within the Trust.  Cases for review using this methodology include: 

  

 deaths where the bereaved or staff raise significant concerns 
about the care. 

 deaths of those with learning disabilities or severe mental illness. 

 deaths where the patient was not expected to die. 

Venous thromboembolism (VTE) A condition where a blood clot forms in a vein.  

Whole system A whole system approach is an integration between health and social 
care services to help patients move through the care system. 

 


