
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Heart of England NHS Foundation Trust

Quality Account & Report 2010/11

Heart of England NHS Foundation Trust  

 www.heartofengland.nhs.uk  

Telephone: 0121 424 2000  

 

CONTENTS : 

Part 1:  Chief Executive õs statement  

Part 2:   Priorities for improvement and statements of 

assurance  

Part 3:  Other i nformation  

Part 4:  Statements from s takeholders  

Part 5:  Quality Report statements  

http://www.heartofengland.nhs.uk/


 

HEFT QUALITY ACCOUNT 2010/11  2 

 

 

 

The purpose of this Quality Account is to provide patients, staff, members of the local communities and 
commissioners, with a report on the quality of services that the Trust provides. It provides an update on 
activities in the Heart of England NHS Foundation Trust (hereafter referred to as the Trust) over the last 
12 months. 
 
The Quality Account represents one aspect of the continued drive to improve the quality and safety of the 
services which are provided. 
 
In Part 1 of the Account, there is a statement of the quality of services from Chief Executive, Mark 
Newbold. In this section an update is provided in on the priorities that were set by the Trust for 
2010/2011. In addition, details are included of the priorities set for the coming year, how these priorities 
have been developed with stakeholders and what this will mean for the quality of services that patients 
receive.  
 
In Part 2, there are ŀ ƴǳƳōŜǊ ƻŦ Ψ{ǘŀǘŜƳŜƴǘǎ ƻŦ !ǎǎǳǊŀƴŎŜΩ ǊŜƎŀǊŘƛƴƎ ǎǇŜŎƛŦƛŎ ŀǎǇŜŎǘǎ ƻŦ ǎŜǊǾƛŎe provision. 
The Trust is required to provide these statements to meet the requirements of the Department of Health 
and Monitor (the regulator for NHS Foundation Trusts). As all providers are required to provide these 
statements it will allow for comparison between different organisations. 
 
Part 3 contains further information which will provide a picture of some of the other initiatives that have 
been implemented in the Trust to improve quality.  
 
The final sections of this document gives details of the consultation exercises that have been completed in 
order to prepare the content of this document as well as some commentaries which express the views of 
some of ǘƘŜ ¢ǊǳǎǘΩǎ key stakeholders. 
 
Thank you for taking the time to read the Heart of England NHS Foundation Trust Quality Account 
2010/2011. If you would like to comment on any aspect of this document, details are provided at the end 
of the document. 

 

 

 

 

 

 

 

 

Introduction 
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άL ŀƳ ŘŜƭƛƎƘǘŜŘ ǘƻ ǇǊŜǎŜƴǘ ƻǳǊ нлмлκмм vuality Account.  In this document we highlight many of the 
activities which have taken place over the past 12 months.  Views have been sought from patients, external 
stakeholders and staff.  We are very grateful for their input and have included their thoughts and feedback 
in this report. This Quality Account provides an update on the many activities and initiatives that we have 
been implementing across the Trust to further improve the quality and safety of the services that we 
provided during 2010/11. There is much still to do and I believe that this report accurately re- presents the 
work we have delivered to-date and recognises that this is part of a journey.     
 
ά{ƛƴŎŜ ƧƻƛƴƛƴƎ ǘƘŜ ¢Ǌǳǎǘ ƭŀǘŜ ƭŀǎǘ ȅŜŀǊ L ƘŀǾŜ ōŜŜƴ ŘƛǎŎǳǎǎƛƴƎ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ǎŀŦŜǘȅ ŀƴŘ ǉǳŀƭƛǘȅ ǿƛǘƘ ǎǘŀŦŦ 
across all of our sites.  ²ƛǘƘƻǳǘ ŜȄŎŜǇǘƛƻƴ ƻǳǊ ǎǘŀŦŦ ǎǳǇǇƻǊǘ ΨǎŀŦŜ ŀƴŘ ŎŀǊƛƴƎΩ ŀǎ ƻƴŜ ƻŦ ƻǳǊ ǘƻǇ ǇǊƛƻǊƛǘƛŜǎΣ ǎƻ 
it follows that all of the decisions and choices we make about allocating resources must be aimed at 
delivering this.  The Trust Board and our Governors fully endorse this approach and, whilst we recognise 
that this is going to be a challenge set against the current financial climate, we remain committed to 
developing and improving safe, high quality services for local people.  
 
To achieve this we will all need to work in different ways.  This must include working more collaboratively, 
because through true partnership working with GPs, healthcare professionals from social services and 
mental health, and colleagues from primary care and our local population, we can design services which 
improve health and wellbeing for the communities we serve.  A collaborative approach will ensure that we 
focus resources as a health economy in the best place to deliver safe and high quality services, whilst 
ensuring that we not only treat people when they are sick but also help to keep people well and out of 
hospital. 
 
Our ability to deliver the safety and quality agenda rests on the co-operation and commitment of our staff, 
ǇŀǊǘƴŜǊǎ ŀƴŘ ǘƘŜ ǇǳōƭƛŎ ŀƴŘ L ǿƻǳƭŘ ƭƛƪŜ ǘƻ ǎŀȅ ŀ ƘǳƎŜ ΨǘƘŀƴƪ ȅƻǳΩ ǘƻ ŀƭƭ ǘƘƻǎŜ ǿƘƻ ƘŀǾŜ ǿƻǊƪŜŘ ǿƛǘƘ ǳǎ 
thus far.  Our aim is to continue to improve and deliver local services which are valued by the people we 
ǎŜǊǾŜέΦ 

 

 

 

 

 

Mark Newbold, Chief Executive 

t!w¢ мΥ /IL9C 9·9/¦¢L±9Ω{ {¢!¢9a9b¢ 



 

 

 

As part of the Quality Account process, the Trust is required to set priorities for improvement. These are 
issues which are considered to be important to patients, local communities and stakeholders. 
Prior to the publication of the 2009/10 Quality Account, a number of potential priorities were discussed 
that would be set for the coming year and so, the 2009/10 Quality Account set out four key priorities for 
improvement during 2010/11: 
 
ü Stroke Management ς improvement of stroke care management; 
ü Tissue Viability ς further improvement in the prevention, assessment and management of pressure 

ulcers; 
ü Patient Experience ς to make an improvement in the scores against the 5 key questions in the 

national inpatient survey;  
ü Venous Thromboembolism (VTE) ς to improve the process for completing and measuring VTE risk 

assessments. 
 
This next section provides an update on these priorities and the ongoing commitment to future progress. 

 
 

PRIORITY 1: STROKE MANAGEMENT 
 

What was the overarching aim? 
 
There is clear evidence that rapid diagnosis, admission to a specialist stroke unit, and prompt brain 
imaging can contribute to better outcomes for patients with a suspected stroke.  
 
In line with National Institute for Health and Clinical Excellence (NICE) guidance the Trust has been 
working towards improving stroke management care for all patients with a suspected stroke and patients 
with a high risk of stroke. Improvements have been measured using performance indicators that relate to 
direct admission to a stroke ward and the percentage of time spent on a stroke ward. Alongside this the 
Trust aimed to undertake a bi-annual patient survey of patients treated at the Trust within stroke services 
to inform the Trust  of their experience of the service and any quality improvements that can be made. 

 
What action was taken? 
 
ü Development of a stroke competency framework for nursing teams; 
ü Development of acute stroke units on the Heartlands and Good Hope sites to establish a distinct 

acute stroke unit identity; 
ü Revised bed management protocols to support ring fencing of stroke beds on all sites to support 

direct admissions to acute stroke units; 
ü Validation process for data capture and reporting in place to ensure accurate, reporting of stroke 

activity; 
ü Closer working with the emergency department / medical assessment unit and the radiology 

department implementing tighter protocols to ensure radiology imaging requests are processed 
more quickly;  

ü Improved information system to enable the stroke team to more easily identify all stroke patients 
across the Trust;  

ü Dedicated slots developed in Radiology ς to ensure that scanning is available every day; 

PART 2: PRIORITIES FOR IMPROVEMENT 
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ü Closer working by the stroke thrombolysis service with emergency department / medical 
assessment unit with tighter / improved protocols and education programmes to increase the 
number of appropriate referrals; 

ü Education and collaboration by stroke thrombolysis Service with West Midland Ambulance Service 
(WMAS) to ensure more appropriate calls received; 

ü Out of Hours service at Solihull Hospital allows for more access to the stroke thrombolysis service. 
This ensures minimum service disruption in hours if site teams not available. 

 
The current status 
 
Improvements in service provision and pathways are evident and work is continuing with internal and 
external teams to improve the service and raise standards.  
 
The table below shows the performance against the percentage stay of stroke patients on a stroke 
ward target which was set by the Primary Care Trust (PCT) as one of the key performance indicators 
for 2010/11. As Stroke Management Information systems have become more refined the most recent 
data is the most representative of actual current performance. 
 

 
 
 
 
 
 
 
 

 
hƴŜ ƻŦ ǘƘŜ ¢ǊǳǎǘΩǎ ǘŀǊƎŜǘǎ ŦƻǊ нлмлκмм ƛƴŎƭǳŘŜŘ ŀ ǘŀǊƎŜǘ ŦƻǊ ǘƘŜ ŀŘƳƛǎǎƛƻƴΣ ŦƻǊ ŀƭƭ ǎǳǎǇŜŎǘŜŘ ǎǘǊƻƪŜ 
patients, to a stroke unit within 4 hours of arrival at hospital.   
 
The  baseline position was 3% direct admissions. Since October 2010, a tighter bed protection policy 
has been developed and as a result, at March 2011 this figure had increased to 7% direct admissions 
(Source: HES data). At the start of June 2011 a further improvement will be implemented to the 
medical and bed management policy that will allow direct admissions out of hours which to date had 
not been possible. This will increase the performance against direct admissions and 90% stay by the 
end of June 2011.  
 
From March 2011 an on-going improvement has been seen in service delivery. In order to improve this 
performance even further, we have commenced site specific meetings have commenced  with site 
leads, stroke leads, flow leads and the Trust Medical Director to ensure that improving performance is 
prioritised. 
 
The ongoing commitment  
 
ü To meet and exceed the targets as set out, and in a manner that ensures patient safety at all times 

and that ensures all sites within the Trust are equally supported. 
ü Ongoing collaborative working with emergency departments to promote and embed direct 

admission pathways and the enhanced medical and bed management policies;  
ü Continue to develop an early supportive discharge service on all sites in collaboration with 

community services and health care commissioners and the cardiac and stroke network; 
ü Embed 7-day working for therapy staff to reduce length of stay and facilitate access to acute stroke 

units; 

Percentage of  stroke patients spending 90% or more of their time in 
hospital on a stroke unit: 

 Q1 Q2 Q3 Q4 

Target 72% 75% 77% 80% 

Performance 66% 70% 68% 66% 
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ü To continue to work with the ambulance service, emergency departments and the cardiac and 
stroke network to ensure all patients suitable for thrombolysis have access to the treatment.  

ü Development of a seven day transient ischemic attack (TIA) service. 
ü To continue with extensive audit and surveys and to action any issues that may arise from these.  
ü The Trust has already commenced work to improve the data quality for the stroke pathway and this 

work will continue in the coming year. 
 
 

PRIORITY 2: TISSUE VIABILITY 
 
What was the overarching aim? 
 
A significant amount of work has been undertaken within the Trust to reduce the prevalence of 
hospital acquired pressure ulcers and a number of initiatives had been developed. However, the aim 
was to provide further evidence that were showing demonstrable improvements in the reduction   in 
the prevalence and severity of hospital acquired pressure ulcers. 
 
What action was taken? 
 
Key achievements this year are the continued reduction in the prevalence of hospital acquired 
pressure ulcers and the improved documentation of risk and skin assessments and care plans, which 
are measured through nursing metrics (further details on nursing metrics can be found in Part 3 of this 
document).  
 
Further developments and achievements this year include the development of an electronic root cause 
analysis tool, the development of an online education package, the continued replacement of 
mattresses, bed frames and pressure reducing patient chairs.  
 
The current status 
 
The graphs below demonstrate the progress that has been made. 
 
The ongoing commitment 
 
Progress is monitored and measured by a quarterly prevalence audit, electronic incidence reporting, 
monthly nursing metrics and the observation of practice.  
 
Progress is reported to the group quality and safety committees and Governance and Risk committee. 
Work will continue to reduce further the prevalence and severity of hospital acquired pressure ulcers. 
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PRIORITY 3: PATIENT EXPERIENCE 
 
What was the overarching aim? 
 
The overall aim of the patient experience programme was to develop a process to collect a 
ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ǎŀƳǇƭŜ ƻŦ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ǳǎƛƴƎ ŀ ǎŜǊƛŜǎ ƻŦ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ reflected those asked in the 
national survey. By making the information available through the Intranet on a real-time basis and 
summarising in a monthly dashboard report, the data is designed to connect with front-line staff and 
to support the development of programmes aimed at improving the patient experience. 
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What action was taken? 
 
Back-to-the-floor patient surveys: The non-ŎƭƛƴƛŎŀƭ ΨōŀŎƪ ǘƻ ǘƘŜ ŦƭƻƻǊΩ ǇǊƻƎǊŀƳƳŜ ƛǎ ōŜƛƴƎ ǳǎŜŘ ǘƻ 
collect patient feedback from general ward areas; asking a minimum of 15 patients 12 questions based 
ƻƴ ǘƘŜ /ŀǊŜ vǳŀƭƛǘȅ /ƻƳƳƛǎǎƛƻƴΩǎ LƴǇŀǘƛŜƴǘ {ǳǊǾŜȅΦ Lǘ Ƙŀǎ ŀƭǎƻ ōǊƛŘƎŜŘ ǎƻƳŜ ϥŎǳƭǘǳǊŀƭ ƎŀǇǎϥ ƛƴ ǘŜǊƳǎ ƻŦ 
staff satisfaction and improving staff morale through encouraging clinical and non clinical teams to 
work together. Managers and nursing staff have developed strong relationships with a combined drive 
to improve quality standards across the board. 
 
Over the last year the number of patients being surveyed each month through the back-to-the-floor 
programme has risen steadily from just 68 across all three sites in February 2010 to nearly 900 in 
January 2011. This provides additional reassurance that the views are representative of the current 
patient population. 
 
The back-to-the-floor programme was also awarded national recognition at the 2011 Patient 
Experience Network (PEN) awards in London. 
 

 
 
 
Listening to patients: Ward staff place enormous value in hearing directly from patients. Such accounts 
may be anecdotal but are nonetheless powerful and important. The Patient Experience Team is 
ǊǳƴƴƛƴƎ ŀ ǎŜǊƛŜǎ ƻŦ ΨƎƻƭŘŦƛǎƘ ōƻǿƭΩ ǿƻǊƪǎƘƻǇǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ǘƻ ŜȄǇƻǎŜ ǎǘŀŦŦ ǘƻ ǇŀǘƛŜƴǘ ǎǘƻǊƛŜǎ ŀƴŘ 
gather useful insights from patients that then forƳǎ ǇŀǊǘ ƻŦ ǘƘŜ ǘŜŀƳΩǎ ŀŎǘƛƻƴ ǇǊƻƎǊŀƳƳŜΦ 
 
Since August 2010, the following areas have made changes to their services based on patient 
feedback. These include: -  
 
 

August 2010 September 2010 October 2010 (see details below) 

Patient Information 
Pre-operative 
Assessment (BHH) 
Cardiology (BHH) 
Endoscopy (BHH) 
Outpatient 

Acute Medicine (Sol) 
Ward 12 Elderly Care) (GHH) 
Critical Care (BHH) 

Care 4 Suite (SOL) 
Chest Clinic 
Ward 27 (BHH) 
Ward 17 (GHH) 
Ward 14 (SOL) 
Acute Medicine (BHH) 
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Departments 
 

Stroke and TIA (GHH) 

November 2010 December 2010 January 2011 
Ward 14 (SOL) 
ENT 
Ward 28 (BHH) 
Ward 11/SAU (BHH) 
T&O 
Audiology 
Ward 8 Good Hope 
Oesophageal Laboratory,   
 Thoracic Surgery 
PAN Birmingham Cancer 
Network 

Emergency Departments 
Asset Management 
Ward 12 Elderly Care (GHH) 

ENT Emergency Clinic (BHH) 
Ward 9 (GHH) 

 
Written Reports:   
 
Recognising that good intelligence is founded on meaningful analysis, the Patient Experience Team has 
developed a monthly patient experience report which, on a bi-monthly basis, also goes to Trust Board. 
This sets patient experience alongside the nursing metrics (for further details please see Part 3 of this 
document) to provide a detailed and rounded understanding. The monthly patient experience report 
inclǳŘŜǎ ǘƘŜƳŜŘ ǇŀǘƛŜƴǘ ŎƻƳƳŜƴǘǎ ǿƘƛŎƘ ŎƻƳǇƭŜƳŜƴǘ ǘƘŜ ǉǳŀƴǘƛǘŀǘƛǾŜ Řŀǘŀ ǘƻ ΨƳŀƪŜ ƛǘ ǊŜŀƭΩΦ 
 
The current status 
 
Progress is being monitored, measured and reported through the monthly patient experience reports. 
These are reviewed by the Executive Board each month and, every two months; these are presented 
ǘƻ DƻǾŜǊƴŀƴŎŜ ϧ wƛǎƪ ŀƴŘ ¢Ǌǳǎǘ .ƻŀǊŘΦ ¢ƘŜ Řŀǘŀ ƛǎ ŀǾŀƛƭŀōƭŜ ΨǊŜŀƭ ǘƛƳŜΩ ŀƴŘ ŦǊŜǉǳŜƴǘƭȅ ǊŜǾƛŜǿŜŘ ōȅ 
nursing teams. It is also used by the Chief Nurse as part of regular 1:1 sessions with the matrons.  
 
The ongoing commitment:  
 
The next stage is to develop more sophisticated analysis to incorporate more detail around patient 
experience through:  
 
ü Analysis of variations by age, gender, ethnicity, socio demographic group and type of condition 
ü Breakdowns of data to the level of team and consultant 
ü .ǊŜŀƪŘƻǿƴǎ ƻŦ ŘŀǘŜ ǘƻ ƛŘŜƴǘƛŦȅ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜǎ ŀǘ ŜǾŜǊȅ ΨǘƻǳŎƘ ǇƻƛƴǘΩ ǿƛǘƘ ŀ ƎƛǾŜƴ ǎŜǊǾƛŎŜ 
ü .ŀǎŜƭƛƴŜ ŎƻƳǇŀǊƛǎƻƴǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ 
ü DŀǘƘŜǊƛƴƎ Řŀǘŀ ƻƴ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎ ŀƴŘ ƛƴǘŜƎǊŀǘŜŘ health and social 

care packages. 
 
 

PRIORITY 4: VENOUS THROMBOEMBOLISM (VTE) 
 
What was the overarching aim? 
 
To ensure that 90% of patients are risk assessed for venous Thromboembolism (VTE) on admission to 
hospital. Venous Thromboembolism (VTE) is a condition in which a blood clot (thrombus) forms in a 
vein. Blood flow through the affected vein can be limited by the clot, and may cause swelling and pain. 
An embolism occurs if all or a part of the clot breaks off from the site where it forms and travels 
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through the venous system. If the clot lodges in the lung a potentially serious and sometimes fatal 
condition, pulmonary embolism (PE) occurs. Venous thrombosis can occur in any part of the venous 
system. The term VTE embraces both the acute conditions of DVT and PE.   
 
It is estimated that there are around 25,000 deaths from Venous Thromboembolism (VTE) a year in 
hospitals in England. By ensuring that patients receive a risk assessment on admission to hospital, the 
aim is to reduce avoidable death, disability and chronic ill health from Venous Thromboembolism 
(VTE). 
 
 
What action was taken? 
 
Since work began on VTE risk assessment the Trust has: 
 
ü Implemented an electronic system to prompt and document VTE risk assessments which links to 

the electronic prescribing system; 
ü Used workshops and communications to engage healthcare workers on the importance of VTE 

assessment; 
ü 9ƴŎƻǳǊŀƎŜŘ ŜŀŎƘ ŘƛǊŜŎǘƻǊŀǘŜ ǘƻ ǘŀƪŜ ƻǿƴŜǊǎƘƛǇ ŀƴŘ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ǘƘŜƛǊ ŘƛǊŜŎǘƻǊŀǘŜΩǎ 

performance and provided access to the information broken down by ward and consultant to 
support this.  

ü With the clinical directorates, and following guidance, identified those patient groups who do not 
need VTE prophylaxis. 

ü Published a VTE policy and developed an online pod cast outlining the need for prophylaxis. 
ü Developed an accessible intranet site allowing access to relevant data and e-learning.  
 
The current status 
 
Over the months there has been a steady trend in meeting a standard of >90% of patients being risk 
assessed.  
 
In December 2010, the data was further quality assured to ensure errors due to data collection issues 
were resolved. This led to the figures improving overall with an eventual achievement of >95% in 
December 2010 meeting the internal target set for achieving this standard.  
 
The ongoing commitment:  
 
ü Monitor the reasons for any non assessment in areas where inpatients should be risk assessed  
ü Ensuring that risk assessment is linked to appropriate prescribing  
ü Ensuring that the system setup is sustainable   
ü Plans are being made to look at the incidence of in hospital acquired VTE and to analyse if 

improvement could be made 
ü Performance is to be measured by achieving >90% consistency in VTE risk assessment. A similar 

achievement is expected in providing appropriate prophylaxis.  
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2011/12 - PRIORITIES FOR THE COMING YEAR 
 
During January and February 2011, the Trust consulted extensively with a range of internal and 
external stakeholders and patients in order to determine what the priorities should be for the coming 
year - 2011/12. Three stakeholder events were held which were attended by representatives from 
local stakeholder groups, service users, governors, members of the Overview Scrutiny Committee and 
ǘƘŜ ¢ǊǳǎǘΩǎ volunteers. 
 

These indicators were chosen because this is what the local communities and patients prioritised as 
part of the consultation. The final list of priorities that the Trust has decided to focus on in 2011/12 is 
outlined as follows: 
  

Priority 1 STROKE SERVICES ς To ensure that patients who are diagnosed with a stroke 
receive timely treatment in an appropriate care setting and that we improve 
clinical outcomes for our patients with a stroke. 

How will  performance be measured and monitored? A number of indicators are 
currently being developed in order to measure different aspects of the quality of this 
service. Performance will be monitored via the Quality and Safety Committee as well 
as through the 6 monthly Quality Account update to Trust Board. 
How will progress be reported? Progress will be reported to the Governance and 
Risk Committee as well as through the 6 monthly Quality Account update to Trust 
Board. 

Priority 2 PATIENT EXPERIENCE ς ƛƳǇǊƻǾƛƴƎ ǘƘŜ ǊŜǎǇƻƴǎŜ ǘƻ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎ 
 How will performance be measured and monitored?  There are a number of 

patient experience metrics already in place which are already monitored by a range 
of Trust Committees and stakeholder groups. The intention of this priority is to 
demonstrate improved performance against the existing metrics. 

 How will progress be reported?  Bimonthly reports to Governance and Risk 
Committee and a six monthly update on Quality Account priorities to Trust Board. 

Priority 3 VENOUS THROMBOEMBOLISM (VTE) ς To improve our clinical outcomes for 
patients receiving VTE prophylaxis and those with identified VTE 

 How will  performance be measured and monitored? The reasons for non 
assessment will be monitored in particular in areas where there is need to assess 
patients as they are at risk whilst in hospital; ensure that risk assessment is linked to 
appropriate prescribing; ensure that the system setup is sustainable;  
Performance is to be measured by achieving >90% consistency in VTE assessment. A 
similar achievement will be expected in appropriate prophylaxis.  

 How will progress be reported? Progress will be reported to the Governance and 
Risk Committee as well as through the 6 monthly Quality Account update to Trust 
Board. 

Priority 4 MANDATORY TRAINING: Ensure that staff have core and mandatory training as 
required. 

 How will  performance be measured and monitored? The TrustΩs learning module 
of the Electronic Staff Record provides a robust system for tracking attendance (and 
proactively booking) staff onto mandatory training. This system provides monthly 
and quarterly update to line managers regarding attendance of their staff on core 
mandatory training days. 

 How will progress be reported? Through the monthly mandatory training 
committee and Trust HR Committee. 

 
Further details of the consultation process is included in Section 3 (page 76) of this report. 
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This section includes statements which are mandated by the Department of Health to be included in 
the Quality Account. The aim of this nationally requested content is to give information to the public 
that is common to Quality Accounts across all Trusts. These statements demonstrate that the 
organisation is: 
 

 Performing to essential standards; 

 Measuring our clinical processes and performance; 

 Involved in national projects and initiatives aimed at improving quality 

 

Service Income : 

During 2010/11, the Trust provided and / or subcontracted 202 NHS services.  The Trust has reviewed 
all the data available to it on the quality of care in all of these NHS services. 
 
The income generated by the NHS services reviewed in 2010/11 represents £494m (2009/10 £480m) 
99.5% of the total income generated from the provision of NHS services by the Trust for 2010/11. In 
the £2010/11 year £2.6m of services were contracted out to a non-NHS patient care organisation for 
general surgery and orthopaedic surgery for patients at risk of meeting the eighteen week pathway 
target where the capacity was not available within the Trust.  The Trust is currently developing the 
contract monitoring framework with this organisation to include quality indicators. 

 

Clinical Audit :  

National clinical audits are carried out across the Trust as part of eacƘ ŘƛǊŜŎǘƻǊŀǘŜΩǎ ŀǳŘƛǘ ǇǊƻƎǊŀƳƳŜΦ 
They are run nationally and are designed to improve patient outcomes across a wide range of medical, 
surgical and mental health conditions. They enable clinicians to compare their clinical practice against 
standards and to use this information to deliver better outcomes in the quality of treatment and care.   
 
These national audits are designed to ensure that all patients receive the most effective, up-to-date 
and appropriate treatment, delivered by clinicians with the right skills and experience. 
 
During 2010/11 48 National Clinical Audits and 7 National Confidential Enquiries covered NHS services 
that the Trust provides. During that period, the Trust participated in 83 percent of the National Audits 
and 88 percent of the National Confidential Enquiries of the National Clinical Audits and National 
Confidential Enquiries it was eligible to participate in. The National Clinical Audits and National 
Confidential Enquiries that the Trust was eligible to participate in during 2010/11 are outlined below 
(Table 1 and 2).  
 
The National Clinical Audits and National Confidential Enquires that the Trust participated in, and for 
which data collection was completed during 2010/11 are listed below alongside the number of cases 
submitted to each audit or enquiry as a percentage of the number of registered cases required by the 
terms of that audit or enquiry.  
 
 
 
 

PART 2: STATEMENTS OF ASSURANCE 
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TABLE 1: 
 

National audits HEFT eligible to 
participate in  

Participation 
in 2010-11 

Submissions 
required by 

ToR 

% of 
submissions 
completed 

COMMENTS / 
Reasons for 

NOT 
Participating 

Acute Myocardial Infarction & 
other ACS (MI NAP) 

Yes All cases 100% Awaiting report 

Adult asthma (British Thoracic 
Society) 

Yes 
All relevant 

cases   

Adult community acquired 
pneumonia (British Thoracic 
Society) 

Yes All cases 50 (100%) Report received 

Adult critical care (Case Mix 
Programme)  

Yes 
All relevant 

cases 
Continuous 

 

BHIVA National Audit 2010: Audit 
for patients seen for diagnostic 
work up after testing HIV 
positive. 

Yes All cases 100% Awaiting report 

2011 Audit against the Key 
Performance Indicators in the 
BASHH STI Management 
Standards (STIMS). 

Yes 40 100% 
 

Acute stroke (SINAP) No N/A N/A Non Mandatory 

Bowel Cancer (National Bowel 
Cancer Audit Programme)  

Yes Unknown N/A 
Deadline for 
submission 
June 2011 

Bronchiectasis (British Thoracic 
Society) 

Yes 
Minimum 5 

cases 
49(100%) Awaiting report 

British Cardiac Interventional 
Society (BCIS) Angioplasty Audit 

Yes 
All relevant 

cases 
100% 

(continuous) 
Report due May 

Cardiac Arrest (national cardiac 
arrest audit) 

Yes 
All cases that 
fit  criteria 

100% 
 

Carotid Interventions ( carotid 
Interventions Audit)  

Yes 
All relevant 

cases   

Childhood epilepsy (RCPH 
National Childhood Epilepsy 
Audit)  

No N/A N/A 
Registering at 

present 

Chronic pain (National Pain audit 
)  

Yes 
All relevant 

cases 
Continuous 

Commenced 
February 2011 

COPD ( British Thoracic  Society 
/European Audit)  

No N/A N/A 
 

Diabetes (National Adult 
Diabetes Audit)  

Yes 
All relevant- 
160 approx 

100% 
 

Diabetes ( RCPH National 
Paediatric diabetes) 

No N/A N/A 

No electronic 
database- being 

looked at by 
Regional 
network 
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Elective Surgery ( National Proms 
programme) 

No N/A N/A 
 

Falls and non-hip fractures 
(National Falls & Bone Health 
Audit) 

Yes 
20 hip 

40 non hip at 
each site 

100% 
60 from each 

site 

Emergency Use of Oxygen ( 
British Thoracic Society)  

No N/A N/A 
Considering  
registration 

Familial hypercholesterolemia 
(National Clinical Audit of Mgt of 
FH 

Yes All cases 100% 
Report Just 
Received 

Head & neck cancer (DAHNO) Yes 
 

N/A 
Deadline for 

submission Nov 
2011 

Heart Failure ( Heart  Failure 
Audit)  

Yes 
 

100% 
minimum data 
set submitted 

Heavy menstrual bleeding ( 
RCOG National Audit of HMB) 

Yes 
All relevant 

cases 
Continuous 

Commenced 
February 2011 

Hip Fracture (National Hip 
Fracture Database)  

Yes All cases 100% Report received 

Hip, Knee and ankle 
replacements ( National Joint 
Registry)  

Yes 
 

100% 
 

Intensive care national Audit and 
Research programme 

Yes All cases 100% 
 

Lung cancer (National Lung 
Cancer Audit)  

Yes 
404 per 
quarter 

52% so far 

Deadline for  
total 

submission 
June 2011 

National Colonoscopy Audit Yes All cases 100% 
Waiting 

biannual report 

Neonatal intensive and special 
care (NNAP) 

Yes 
All babies 

admitted to 
NNU 

100% 
 

Non invasive ventilation (NIV) - 
adults (British Thoracic Society 

Yes All cases 38 (100%) Report received 

O Neg blood use (National 
Comparative Audit of Blood 
Transfusion)  

Yes All cases 100% ( 40) 

2009/10 Report 
received- No 

actions 
required. 
Awaiting 

2010/11 report 

Paediatric asthma (British 
Thoracic Society)  

Yes 
All relevant 

cases 
100% Awaiting report 

Paediatric fever (College of 
Emergency Medicine)  

Yes 
50 at each site 
(150 in total) 

100% Awaiting report 

Paediatric Pneumonia ( British 
Thoracic Society)  

Yes All cases 100% 
 

tŀǊƪƛƴǎƻƴΩǎ ŘƛǎŜŀǎŜ όbŀǘƛƻƴŀƭ 
tŀǊƪƛƴǎƻƴΩǎ !ǳŘƛǘύ  

Yes All cases 100% 
 

 Yes All cases 100% 
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Perinatal mortality ( CEMACH) 

Peripheral vascular surgery 
(VSGBI Vascular Surgery 
Database) 

Yes 
All applicable 

cases 
100% 

submission 
ongoing 

Platelet use (National 
Comparative Audit of Blood 
Transfusion) 

Yes All cases(33) 100% awaiting report 

Audit of blood transfusion in 
neonates & children 

Yes All cases 100% 
Just received 

report 

Pleural procedures (British 
Thoracic Society) 

No N/A N/A 

Local data 
collected and 
audited. Not 
submitted to 

national 
database 

Potential Donor Audit (NHS 
Blood & Transplant) 

Yes Unknown Unknown 
 

Renal colic (College of Emergency 
Medicine) 

Yes 
50 at each site 
( 150 in total) 

100% 
Report due 

April 

Renal replacement therapy ( 
Renal Register)  

Yes Unknown Unknown 
 

Severe Trauma (Trauma Audit & 
Research Network)  

Yes 
All relevant 

cases 
100% 

 

Stroke care (National Sentinel 
Stroke Audit) 

Yes 
60  at 2 sites ( 
120 in total) 

100% 
 

¦ƭŎŜǊŀǘƛǾŜ Ŏƻƭƛǘƛǎ ϧ /ǊƻƘƴΩǎ 
disease (National IBD Audit) 

Yes 40 44% 
submission on 

going 

Vital signs in majors (College of 
Emergency Medicine) 

Yes 50 100% report due April 

National Audits HEFT not eligible 
to participate in 

Participation 
in 2010-11 

Submissions 
required by 

ToR 

% of 
submissions 
completed 

COMMENTS / 
Reasons for 

NOT 
Participating 

CABG and valvular surgery (Adult 
cardiac surgery audit) 

N/A N/A N/A 
Service not 
provided by 

Trust 

Cardiothoracic transplantation 
(NHSBT UK Transplant Registry) 

N/A N/A N/A 
Service not 
provided by 

Trust 

Coronary angioplasty (NICOR 
Adult cardiac interventions audit) 

N/A N/A N/A 
Service not 
provided by 

Trust 

Depression & anxiety (National 
Audit of Psychological Therapies) 

N/A N/A N/A 
Service not 
provided by 

Trust 

Liver transplantation (NHSBT UK 
Transplant Registry) 

N/A N/A N/A 
Service not 
provided by 

Trust 

National Audit of Schizophrenia 
(NAS) 

N/A N/A N/A 
Service not 
provided by 
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Trust 

Paediatric cardiac surgery (NICOR 
Congenital Heart Disease Audit)  

N/A N/A N/A 
Service not 
provided by 

Trust 

Paediatric intensive care 
(PICANet)  

N/A N/A N/A 
Service not 
provided by 

Trust 

Patient transport (National 
Kidney Care Audit)  

N/A N/A N/A 
Service not 
provided by 

Trust 

Prescribing in mental health 
services (POMH)  

N/A N/A N/A 
Service not 
provided by 

Trust 

Pulmonary hypertension 
(Pulmonary Hypertension Audit) 

N/A N/A N/A 
Service not 
provided by 

Trust 

Renal Transplantation (NHSBT UK 
Transplant Registry) 

N/A N/A N/A 
Service not 
provided by 

Trust 

 
  
TABLE 2: 
 

 National Confidential Enquires 
(NCEPOD)/CEMACE)  that HEFT  are 
eligible to participate in  

Participation 
2010/11 

Percentage of required number of cases 
submitted  

NCEPOD- Peri-operative study  Yes 
Case notes  =  100%  

NCEPOD- Parenteral Nutrition  Yes 

Cases submitted- 100% (54) 
Clinician questionnaire = 40% 
Case notes  =17% 
Organisational questionnaire- 100% 

NCEPOD- Surgery in Children Yes 
No relevant cases. 
Organisational  questionnaire- currently 
completing  

NCEPOD- Emergency and Elective 
Surgery in the elderly 

Yes 

 Cases submitted - 100% ( 12)  
Case notes = 25% 
Surgical questionnaires = 84% 
Anaesthetic questionnaires= 66%  

NCEPOD - Cardiac Arrest study  Yes In progress at present 

CEMACE ς perinatal mortality Yes  

CEMACE-{ŀǾƛƴƎ aƻǘƘŜǊΩǎ [ƛǾŜǎ  Yes All  applicable maternal cases ς 100%  

National Confidential Enquires ς HEFT 
not eligible to participate in  

  

NCEPOD- On the Face of it  N/A N/A 
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Percentages given are the latest available figures.  Some studies are ongoing so percentages are not 
supplied as submission is still continuing or the Trust is still awaiting final confirmation of percentages 
by the national body.  For the 8 national audits not participated in during this period:  in one the audit 
data has been undertaken locally but not submitted to the national database; the remainder are being 
considered for registration.   
 
¢ƘŜ ¢ǊǳǎǘΩǎ {ŀŦŜǘȅ ŀƴŘ DƻǾŜǊƴŀƴŎŜ ŘƛǊŜŎǘƻǊŀǘŜ ƳƻƴƛǘƻǊǎ ǘƘŜ ǘǊǳǎts participation in all audits through its 
audit database system. This includes national audits and actions taken in accordance with 
recommendations. This activity is reported to the Clinical Standards Committee on a six monthly basis. 
 
¢ƘŜ ¢ǊǳǎǘΩǎ approach to audit includes prioritising support for participation in national audits, that is 
those audits within the National Clinical Audit Patient Outcomes Programme (NCAPOP) and other 
provider subscribed national audits.  NCAPOP consists of a series of audits commissioned and 
managed by the Healthcare Quality Improvement Partnership (HQUIP), under the guidance of the 
National Clinical Audit Advisory Group (NCAAG). Not all of the national audits listed above provide 
reports or recommendations back to the Trust on an annual basis. In a number of cases as 
demonstrated in table 1 the Trust is still awaiting reports from which actions will be developed where 
required.    
 
The reports of 5 national clinical audits were reviewed by the Trust in 2010/11 and the Trust intends to 
take the following actions to improve the quality of healthcare provided:  
 
TABLE 3: 
 

!ŎǘƛƻƴǎΩ ŀǊƛǎƛƴƎ ŦǊƻƳ bŀǘƛƻƴŀƭ ŀǳŘƛǘǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ  

British Thoracic Society (BTS) Community Acquired Pneumonia ( CAP) Audit 

Pneumonia Guidelines and urinary antigen testing for moderate and severe community acquired 
pneumonia published and launched across the Trust  

The National Hip Fracture database, National Audit   

Protocol developed with A&E to enable direct admissions  to orthopaedics beds 
Care pathway developed with Elderly Care to enable improved admissions under combined care 
process. 
Care pathway developed between anaesthetics and T&O. 
Hip fracture patients transferred to Care of the Elderly, 24 hours after surgery as part of care pathway 

British Thoracic Society  Adult Non- Invasive Ventilation (NIV) Audit  

To audit  care data to analyse variation of mortality  
All other parameters equal to or better than national average 

O Neg Blood use (National Comparative Audit of Blood Transfusion  

Trust considered to meet all recommendations 
Report disseminated across the Trust  

Diabetes ( National Adult Diabetes Audit)  

Disseminate  learning from the report to all doctors across the Trust  
Make changes to electronic prescribing alerts to prevent insulin and oral hypoglycaemic prescriptions 
outside of mealtimes.  
Activate an  e-prescribing alerts to prevent prescribing  mealtime insulin and OHAs at 10pm  

 
A wide range of local nursing and medical clinical audits are also undertaken within each clinical 
speciality. These audits are undertaken to examine whether treatments or services are meeting 
standards of best practice such as NICE, or they may be specific audits identified to monitor 
compliance to internal standards, polices and protocols.  In 2010 the Trust introduced an online audit 
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database which requires the complete audit cycle to be fulfilled before clinical audits are signed off. 
This process ensures and evidences our practice change as a result of clinical audit. A total of 529 
clinical audits were registered onto the online audit database.  In 113 of these local audits, the whole 
audit cycle has been completed and actions have been put into place where required to enhance 
practice.  The remainder are in progress towards completion of the cycle.   Staff undertaking clinical 
audit are required to provide evidence of actions recommended from audits to improve service 
delivery, patient satisfaction and clinical quality and to enter on to the audit database and to action a 
re-audit  
 
¢ƘŜ ¢ǊǳǎǘΩǎ /ƭƛƴƛŎŀƭ {ǘŀƴŘŀǊŘǎ /ƻƳƳƛǘǘŜŜ ƳƻƴƛǘƻǊǎ ǘƘŜ ƻǾŜǊŀƭƭ ŀǳŘƛǘ ŀŎǘƛǾƛǘȅ ŀŎǊƻǎǎ ǘƘŜ ¢Ǌǳǎǘ ŀƴŘ ŘǊƛǾŜǎ 
improvement through clinical audit.  This committee provides reports to the Governance and Risk 
Committee, a sub Committee of the Trust Board.  
 
The reports of 113 local clinical audits were reviewed by the Trust in 2010/11 and the following actions 
will be taken to improve the quality of healthcare provided: 
 
TABLE 4: 
 

Examples of actions being taken following local audits  

To review blood transfusion guideline/policy to include recommendations for neonatal cases. 
Paediatric/neonate  blood transfusion poster to be disseminated across the Trust  
Development of improved  GP medicines information on hospital admissions with PCT medicines 
Management groups  
Funding awarded to set up an action group to look at  TB social networks  
Patient information leaflet ς for diabetes pre-conception clinic amended in line with audit findings 
Biliopancreatic Surgery no longer performed at this trust 
Sign placed on Medical Notes Trolley to remind all users of medical notes of the importance of 
legibility when documenting records.  
Resuscitation training to reinforce airway management. Introduction of separate airway station in 
induction. 
Develop Blood sugar monitoring chart  for babies at risk of hypoglycaemia as per the guidelines 
Consider having a specially equipped room on delivery suite with the following adapted equipment 
Chair , Wheelchair, Sit-on scales, Large BP cuff , TED stockings , Theatre gowns for delivery of ladies  
with BMI>40. 
Consultant to review the mode of delivery for women with BMI >40 antenatally. 

 
 

Research:  
 
The number of patients receiving NHS services provided or sub-contracted by the Trust in 2010/11 that 
were recruited during that period to participate in research approved by the Ethics Committee was 
3557. 
 
At any one time, there are over 500 individual research projects being undertaken across the 3 
hospital sites.  Some of these projects are open for a only a few weeks, whilst the majority of projects 
run for over 12 months and potentially up to 10 years in the case of cancer trials where long term 
follow up is key to understand the impact of introducing a new treatment regime. 
 
The majority of Directorates undertake some form of research. Where most research is undertaken 
and where it is has been shown to make an impact on practice locally, are in those Directorates where 
there is an academic affiliation and joint posts between the University of Birmingham, University of 
Warwick and more recently Aston University. These include Diabetes inc. metabolism, obesity and 
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sleep, Anaesthesia, Critical Care, Pain, Resuscitation, Respiratory Medicine, Cancer, Vascular Surgery, 
Infection, Obstetrics and Ophthalmology. 
 
In December 2010, the Trust underwent a Routine Non-Commercial Statutory GCP (Good Clinical 
Practice) Systems Inspection.  This was undertaken by the MHRA's (Medicines & Healthcare Products 
Regulatory Agency) Good Clinical Practice (GCP) Inspectorate. This team assesses the compliance of 
organisations conducting clinical trials using investigational medicinal products with UK and EU 
legislation. Compliance with GCP provides assurance that the rights, safety and well-being of trial 
subjects are protected, and that the results of the clinical trials are credible and accurate.  The 
Inspection was described as a good first inspection by the MHRA team and the Trust was commended 
on the way in which it presented itself during the inspection process.  The Trust will continue to ensure 
that it remains fully compliant with the necessary regulations. 

 

Commissioning for Quality and Improvement (CQUINs):  

A proportion of the ¢ǊǳǎǘΩǎ income in the financial year ending 31st March 2011 was conditional on 
achieving quality improvement and innovation goals agreed between the Trust, Birmingham East and 
North PCT (lead commissioner for West Midlands PCTs) and West Midlands Specialised Services for the 
provision of NHS services, through the Commissioning for Quality and Innovation (CQUIN) payment 
framework. 
Further details of the agreed goals for 2010/11 and for the following 12 month period  can be found 
at: 
http://www.institute.nhs.uk/commissioning/pct_portal/2010%1011_cquin_schemes_in_west_midlan
ds.html 
 
The CQUINs accounted for approximately £7million of the TrustΩǎ income in 2010/11. The CQUIN goals 
ǿŜǊŜ ŀƎǊŜŜŘ Ƨƻƛƴǘƭȅ ōȅ ǘƘŜ ¢Ǌǳǎǘ ŀƴŘ ǘƘŜ ƭŜŀŘ ŎƻƳƳƛǎǎƛƻƴƛƴƎ t/¢ ǎŜƭŜŎǘŜŘ ŦǊƻƳ ŀ ǊŜƎƛƻƴŀƭ ΨǇƛŎƪ ƭƛǎǘΩ ƻŦ 
priorities determined by the West Midlands Strategic Health Authority. In summary these include: 
 

 2 national CQUINs relating to: 
o Patient experience and 
o Prevention of venous Thromboembolism through risk assessing patients 

 Acute contract CQUINs; 
o Tissue viability 
o Smoking advice and intervention 
o Think glucose 
o End of life care 
o Timeliness of admission to stroke units 
o Delayed and missed medication 

 Specialised Services; 
o Home treatment for chemo therapy 
o Improving care of the baby and family experience 
o Increasing access for patients to renal dialysis home therapies 

 Production of an annual report for 09/10 for all specialised services provided. 
 
CQUINs for 2011/12 should be finalised early in June. 
 
Trust performance against these CQUIN targets are monitored by the Executive Management Team 
and Trust Board. 
 

http://www.institute.nhs.uk/commissioning/pct_portal/2010%1011_cquin_schemes_in_west_midlands.html
http://www.institute.nhs.uk/commissioning/pct_portal/2010%1011_cquin_schemes_in_west_midlands.html
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The targets for the Inpatient Survey and 2 of the 5 metrics that formed the Tissue Viability CQUINs 
were not fully met. However for both of these it is worth noting that although the Trust failed to meet 
the agreed target, both demonstrated an improved performance from the 2009/10 baseline. 

 

Care Quality Commission : 

The Trust is required to register with the Care Quality Commission (CQC) and its current registration 
status is registered without any conditions. On registration, in April 2010, the Trust had 3 registration 
conditions applied to it:  
 
Condition 1 - The registered provider is in breach of regulation 23 ('supporting workers') as follows: 
The Trust has declared itself to be non-compliant with regulation 23 at the time of application. The 
action plan provided within the application confirmed that appraisals would be completed for all staff 
by September 2010. Information obtained during the site visit to all three main hospital sites identified 
that there was an inconsistent approach to identifying training needs relevant to job roles across the 
Trust. Some staff members indicated that they had received no mandatory training in the past year 
and had not received any role specific training at all. Other areas of the Trust staff indicated that they 
had received all mandatory training and were being supported through courses and having their 
educational needs met. The implementation of individual learning will ensure that staff are supported 
and competent to carry out their role and will identify training needs appropriate to their roles. In 
terms of appraisals we are aiming for 95% completion of appraisals by September 2010. 
 
Condition 2 - The registered provider is in breach of regulation 22 (staffing) as follows: The Trust 
declared non-compliant for regulation 22, but has provided an action plan that stated full compliance 
would be achieved by 31st March 2011. The action plan identified a full and complete nursing staff 
review with the introduction of an e-rostering system. The Trust provided evidence of the current 
system for managing staff on a daily basis. Information obtained from staff members during a visit to 
the three main hospital sites identified that the current system being used by senior nurses resulted in 
clinical staff being moved from wards where patients require long term personal and social care, which 
meant a regular reduction of clinical staff to meet these needs effectively. Bank nurses and nurses on 
overtime were regularly used to fill long term vacancies and there were no arrangements for maternity 
cover. It is important that the nursing staff levels are sufficient to ensure quality of service and 
minimise risk to those using the service.  
 
Condition 3 - The registered provider is in breach of regulation 11 (safeguarding service users from 
abuse) as follows: The Trust declared non-compliant and provided an action plan that stated full 
compliance by 30th September 2010. Information obtained during the site visits to the three main 
hospital sites indicated that nursing and care staff working in the elderly care wards  an medical 
admissions wards had inconsistent knowledge in recognising adult safeguarding and how to manage 
and raise concerns. Prioritising training for staff in areas of most risk will ensure that there is raised 
awareness and that adult safeguarding concerns are identified earlier and managed effectively. 
 
During 2010, the Trust had two responsive reviews from the CQC, to assess whether the requirements 
of the registration conditions outlined above had been met. Following these reviews, all three of the 
conditions have now been removed by the CQC. 
 
The CQC stated: 
 
ά²Ŝ ŀǊŜ ŎƻƴŦƛŘŜƴǘ ǘƘŀǘ ǘƘŜ ¢Ǌǳǎǘ Ƙŀǎ ǊŜǾƛŜǿŜŘ ƛǘǎ ŀǇǇǊƻŀŎƘ ǘƻ ǎǳǇǇƻǊǘƛƴƎ ǎǘŀŦŦ ōȅ ƛƳǇǊƻǾƛƴƎ ŀŎŎŜǎǎ ǘƻ 
training and development opportunities. 
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ά¢Ƙƛǎ ƛǎ ǇƻǎƛǘƛǾŜ ǎǘŜǇ ǿƘƛŎƘ ƛǎ ŀƭǊŜŀŘȅ ƛƳǇǊƻǾƛƴƎ ǇŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ƎƛǾƛƴƎ ǎǘŀŦŦ ōŜǘǘŜǊ ŀŎŎŜǎǎ ǘƻ 
ǎǳǇǇƻǊǘ ŀƴŘ ǘǊŀƛƴƛƴƎ ǿƘƛŎƘ ƘŜƭǇǎ ǘƘŜƳ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜƛǊ ǇŜǊŦƻǊƳŀƴŎŜ ƛƴ ǘƘŜƛǊ ǊŜǎǇŜŎǘƛǾŜ ǊƻƭŜΦέ 
 
{ƘŜ ŎƻƴǘƛƴǳŜŘΥ ά¢ƘŜ ¢Ǌǳǎǘ Ƙŀǎ ŀǎǎǳǊŜŘ ǳǎ that they will continue to sustain and deliver training that 
meets the changing needs of staff across the Trust. 
 
έ²Ŝ ǿƻǳƭŘ ƭƛƪŜ ǘƻ ǘƘŀƴƪ ŜǾŜǊȅƻƴŜ ǿƘƻ ǎǇƻƪŜ ǘƻ ǳǎ ǘƻ ƘŜƭǇ ǳǎ ƎŜǘ ŀ ǊŜŀƭ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ Ƙƻǿ ǘƘŜ ¢Ǌǳǎǘ 
has addressed our previous concerns. 
 
The CQC has not taken any enforcement action against the Trust during 2010/11. 
 
In 2010/11, the Trust participated in special reviews or investigations by the Care Quality Commission 
relating to the following areas during 2010/11 - Disabled Children. The Trust intends to take the 
following action to address the conclusions or requirements reported by the CQC:   
 
o With the Trust Public and Patient Involvement team, develop a consultation programme with 

families with disabled children. 
o Update of the Paediatric assessment documentation to include: 
o Identifying individual communication/language needs. 
o Identifying individual cultural and religious needs. 
 
As at 31st March, the following progress has been made: 
o Consultation programme with families with disabled children is being developed; 
o Questions ŀǊŜ ŀǎƪŜŘ ŀōƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜƭƛƎƛƻǳǎ ŀƴŘ ƭŀƴƎǳŀƎŜ ƴŜŜŘǎ ƻƴ ŀŘƳƛǎǎƛƻƴΦ  This 

information is subject to audit by the paediatric department. 

 

Information Governance Toolkit  

The Connecting for Health Information Governance Toolkit sets out standards for information 
governance systems and processes in NHS organisations.  
 
Following self assessment the Trust Information Governance Assessment Report overall score for 
2010/11 was 60% and was graded as Red.  
 
Lƴ ƻǊŘŜǊ ǘƻ ŀŎƘƛŜǾŜ ΨǎŀǘƛǎŦŀŎǘƻǊȅΩ ǎǘŀǘǳǎ όDǊŜŜƴύ ǘƘŜ ¢Ǌǳǎǘ ǿƻǳƭŘ ƴŜŜŘ ǘƻ ŘŜŎƭŀǊŜ ŎƻƳǇƭƛŀƴŎŜ ŀǘ Level 2 
for all standards. The Trust did not reach Level 2 in seven standards.  Action plans for these have been 
developed and will be monitored by the Information Governance Committee. 
 

Data Quality:   

The Trust is taking the following actions to improve data quality: 

 A suite of measures known as the Data Quality Health Check  that identifies areas of poor 
performance are reported on a weekly basis to a range of operational and managerial staff 
ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ¢ǊǳǎǘΦ  ! ǎǳō ǎŜǘ ƻŦ ǘƘŜǎŜ ŀǊŜ ŀƭǎƻ ǇǊŜǎŜƴǘŜŘ ŀǘ ǘƘŜ ¢ǊǳǎǘΩǎ tŜǊŦƻǊƳŀƴŎŜ 
Management Committee (on a monthly basis) where Data Quality is a standing agenda item. Data 
Quality also forms part of monthly Directorate performance reports. 

 The Data Quality Project Board meets every six weeks and focuses on areas of concern requiring 
improvement in data quality. 

 ¢ƘŜ ¢Ǌǳǎǘ ŜƳǇƭƻȅǎ ŀ ǘŜŀƳ ƻŦ 5ŀǘŀ vǳŀƭƛǘȅ {ǘŀŦŦ ǿƘƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ¢ǊǳǎǘΩǎ induction programme 
to raise the importance of good data quality and also participate in the training of staff as it relates 
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ǘƻ 5ŀǘŀ vǳŀƭƛǘȅ ŦƻǊ ǘƘŜ ǳǎŜ ƻŦ ǘƘŜ ¢ǊǳǎǘΩǎ Ƴŀƛƴ ǎȅǎǘŜƳǎ ƛƴŎƭǳŘƛƴƎ ǘƘŜ tŀǘƛŜƴǘ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ {ȅǎǘŜƳΣ 
HISS and the A&E system. 

 The development of a new Data Quality Training package is near completion.  This will facilitate 
refresher training for key members of staff for whom attendance at a refresher will be mandated.  
After successful completion of the course staff will be issued with a certificate.  If the staff member 
is not successful, additional training will be provided and the opportunity to retake the course 
offered.  Any further Data Quality development needs will be agreed with the staff member and 
their line manager. 

 
The Trust submitted records during 2010/11 to the Secondary Uses Service for inclusion in the Hospital 
Episode Statistics which are included in the latest published data.  
 
¢ƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǊŜŎƻǊŘǎ ƛƴ ǘƘŜ ǇǳōƭƛǎƘŜŘ Řŀǘŀ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǾŀƭƛŘ bI{ number was: 
 

Valid NHS Number  % 

Admitted Patient Care 98.9 

Outpatient Care 98.8 
A&E 91.5 

 
¢ƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǊŜŎƻǊŘǎ ƛƴ ǘƘŜ ǇǳōƭƛǎƘŜŘ Řŀǘŀ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǾŀƭƛŘ DŜƴŜǊŀƭ aŜŘƛŎŀƭ 
Practice Code was: 
 

Valid GP Practice % 

Admitted Patient Care 100 

Outpatient Care 100 

A&E 100 

 

 

Clinical coding error  rate   

The Trust was subject to the Payment by Results clinical coding audit during the reporting period by the 
Audit Commission and the error rates reported in the latest published audit for that period for 
diagnoses and treatments coding (clinical coding) were:  

 

 2010/11 2009/10 

Primary Diagnoses Incorrect 15.3% 29.7% 
Secondary Diagnoses Incorrect 22.5% 30.6% 
Primary Procedures Incorrect 18.5% 21.1% 
Secondary Procedures Incorrect 21.8% 21.5% 

 
The services reviewed within the sample were: 
 

Area audited Specialty/ Sub-chapter/ HRG 

Specialty A  General Medicine  

Speciality B  Accident and Emergency  

Sub-chapter  Nervous system procedures and disorders  

HRG  Percutaneous Coronary Intervention  
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The results should not be extrapolated further than the actual sample audited.  
 
The results above show an overall improvement against our performance in the previous year 
2009/10. The Audit Commission state in its report: 
  
Ψ¢ƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ƛƴŀŎŎǳǊŀǘŜƭȅ coded procedures and diagnosis was 20.8 percent. This is again 
ǎƛƎƴƛŦƛŎŀƴǘƭȅ ōŜǘǘŜǊ ǘƘŀƴ ǘƘŜ ǇǊŜǾƛƻǳǎ ȅŜŀǊ ƻŦ нуΦм ǇŜǊŎŜƴǘΩΦ 
 
Ψ¢ƘŜ IwD ŜǊǊƻǊ ǊŀǘŜ ŀǘ ǘƘŜ ¢Ǌǳǎǘ ƛǎ моΦо percent,  a decrease from 19 percent in 2009/10. This shows a 
commitment to improving stŀƴŘŀǊŘǎ ƻƴ ǿƘƛŎƘ IwDǎ ŀǊŜ ōŀǎŜŘΩ 
 
A number of recommendations have been made in the report and the Trust has developed an action 
plan to address these, a number of which have already been actioned. The action plan is being 
monitored through the Trust Finance Committee and through quarterly reports to our PCT 
commissioners. 
 
Alongside this additional investment has been given to the clinical coding department to appoint a 
team of internal auditors and trainers to improve the overall standard of our clinical coding. 
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PATIENT SAFETY  

As a Trust, the aim is that everyone in the Trust always puts the highest possible value on patient 
safety in every decision they make. The Trust is committed to improving safety and quality and to 
reducing avoidable patient harm. Several work streams have been initiated and refined over the last 
12 months which demonstrates ǘƘŜ ¢ǊǳǎǘΩs continuing commitment to improving patient safety. 
 
Safety Manual: 
 
A safety manual has been developed and will shortly be launched for nurses in adult areas to provide 
easy access to key information to guide practice relating to key risks. The manual contains essential 
information extracted from Trust policies, procedures and guidelines based on top safety issues and 
incident themes. 
 
Safety Walkabouts: 
 
Regular Patient safety walkabouts continue to be conducted by the executive team. The walkabouts 
give frontline staff the chance to discuss safety issues directly with the executive team. The aim is to 
improve patient safety by: 

 identifying areas of good practice which can be shared throughout the organisation; 

 identify potential safety issues and establish an action plan for safety improvements; 

 opening channels of communication around patient safety from ward to board.   
 
Actions resulting from these walkabouts are monitored by the Director of Safety and Governance 
and the Governance and Risk Committee. The table below highlights a few examples of specific 
positive outcomes related to patient safety walkabouts. 
 

Outcome Directorate 

Day Surgery Unit at Good Hope Hospital removed from bed escalation 
pathway 

Theatres 

Replacement light for cardiology pacing room Cardiology 
Day room facilities on Stroke Neuro unit reviewed: New furniture and 
equipment purchased with charitable funds 

Elderly Care 

Increase in registered nurse establishment: nurses able to attend daily ward 
round 

Diabetes 

Review of Paediatric junior Dr induction programme to ensure lessons 
learned from Paediatric SUI: PEWS scenario and SBAR integrated into  
programme 

Paediatrics 

Purchase of 4 observation machines and 5 saturation probes Paediatrics 
Emergency buzzer system reconfigured to sound alarm on ward 28 Infectious Diseases 
T&O medical staff rota made available on the intranet Paediatrics 

 

PART 3: OTHER INFORMATION 

Quality Performance Review 
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Other key safety initiatives have been initiated including redesign and launch of the sepsis screening 
tool, ongoing development of the THINK GLUCOSE campaign and strategies to support the 
recognition and treatment of deteriorating patients. 
 
Patient Flow: 

The emergency departments on all three sites continue to experience increasing numbers of patients 
year on year. This inevitably puts pressure on hospital inpatient services and can lead to problems in 
admitting patients to hospital in a timely manner. Our performance in this regard over the last 12 
months has been poorer than that desired. 
 
The Trust has comprehensive action plan in place to address this issue. The central elements are 
avoidance of unnecessary admissions by arranging suitable alternative services in the community, 
shortening length of stay for patients who are admitted by redesigning treatment pathways and 
protocols and working more closely with social services to facilitate complex discharge.  
 
A governance structure has been established to oversee this work programme. Furthermore the new 
site management arrangements will allow increased flexibility on each site to find solutions better fit 
the local circumstances and patient characteristics. 
 
The Trust is confident that these measures will lead to better performance, and thus a better patient 
experience, in future years. 

 

CLINICAL EFFECTIVENESS  

Clinical Standards: 

The Trust is committed to improving clinical standards to improve the quality and safety of the 
services it provides. The Clinical Standards Committee is responsible for embedding clinical audit and 
guidelines as tools to deliver improvements to patient care and services.  The areas of focus for the 
Committee are as follows: 

 

 To ensure the development and implementation of effective clinical audits.  

 To receive regular updates on the progress of the TǊǳǎǘΩǎ ŀƴƴǳŀƭ ŀǳŘƛǘ ǇƭŀƴǎΦ 

 To review and approve local clinical guidelines ready for use. 

 To review progress with implementation of national guidance (in particular NICE), priorities for 
implementation, speed of implementation and any potential risks associated with non-
implementation. 

 
The Committee works with clinical directorates to promote best practice and drive improvements in 
these areas.   
 

Infection Control: 

The Trust has continued to demonstrate a reduction in post 48 hours MRSA bacteraemia 
during 2010/11. Nine bacteraemia were recorded, against a trajectory of 14. 
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A decrease in C.difficile has also been achieved. As at 31st March 2011, there have been 171, 
this compares to the trajectory of 186 

 

During the year the infection prevention and control team have focused training on MRSA 
and simplified the management of these patients. A significant input in IT was made to 
monitor MRSA screening and considerable improvements made in screening compliance 
for emergency and elective admissions.  Compliance of approximately 90% is now reported 
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for emergency admissions on a matched patient basis (this is recognised to be the most 
accurate reporting system although technically difficult). Full compliance is reported for 
elective admissions.  

Progress - The Infection prevention & control team have continued an active teaching and 
audit programme. There has been a good overall improvement of audit scores particularly 
in the Saving Lives audit programme. The team have been very involved in the considerable 
number of new build and refurbishment programmes during the year particularly on the 
Good Hope site.  

Innovation - Lƴ ǇǊŜǇŀǊŀǘƛƻƴ ŦƻǊ ƴŜȄǘ ȅŜŀǊΩǎ 9ΦŎƻƭƛ ōŀŎǘŜǊŀŜƳƛŀ ǎǳǊǾŜƛƭƭŀƴŎŜ ǘƘŜ ǘŜŀƳ ƘŀǾŜ 
developed a health economy project to pilot a catheter passport to improve the 
management and reduce infection in catheterised patients.  

New products have been introduced such as anti viral alcohol hand gel and a universal 
disinfectant wipe for equipment and surfaces. Cleaning of the environment has improved 
with the introduction of Meditrox disinfection and an increase in the use of steam cleaning 
and hydrogen peroxide sterilisation. 

The team were awarded the national Infection prevention society research award this year 
and have undertaken a project using ATP (adenosine tri phosphate) measurements of 
cleanliness in wards undergoing a period of increased incidence of C.difficile. This has been 
very successful and results will be published later in the year.  

Mortality statistics: 

The Hospital Standardised Mortality Ratio continues to show a year on year decrease 
across the Trust with natural monthly variation. Our HSMR for the year to date is now 
below the national average which is always 100. 

Site 2006/07 2007/08 2008/09 2009/10 

Trust Wide 111.4 103.5 98.9 97.5 

Heartlands 111.0 104.4 97.9 93.9 

Good Hope 125.4 114.5 108.5 111.1 

Solihull 89.8 85.0 85.8 83.9 

 

Site 2008/09 2009/10 Apr-10 
May-

10 

Jun-

10 

Jul-

10 

Aug-

10 
Sep-10 

Oct-

10 

Nov-

10 
Dec-10 

Jan-

11 
YTD 

Trust Wide 98.9 97.5 91.3 81.8 79.8 90.1 91.4 88.9 83.4 88.1 93.8 93.8 88.7 

Heartlands 97.9 93.9 83.8 85.1 67.1 92.4 89.0 89.5 84.4 78.2 93.5 95.6 86.3 

Good Hope 108.5 111.1 97.0 89.0 93.6 
106.

8 
90.9 81.4 76.3 

106.

9 94.7 97.3 93.7 

Solihull 85.8 83.9 100.9 61.5 84.5 58.0 98.4 103.1 91.4 76.5 93.0 84.9 85.4 
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Relative risk is the ratio of the observed number of negative outcomes to the expected 
number of negative outcomes. The benchmark figure (usually the England average) is 
always 100, hence values greater than 100 represent performance worse than the average, 
and less than 100 represent performance better than the benchmark. This ratio should 
always be interpreted in the light of the accompanying confidence limits. It is highlighted in 
RED when performance is significantly worse than the benchmark (i.e. the lower 
confidence limit is greater than 100 and GREEN when performance is significantly better 
than the benchmark (i.e. the upper confidence limit is less than 100).  Where performance 
is not significantly better or worse than the bench mark it is not highlighted.  

The table above shows the latest position (Apr10 ςJan11) by month and site for the Trust.  

             

The chart below shows the variation of HSMR at Trust level for the period Apr 2006 to Jan 
2011. This HSMR chart is calculated by comparison to the previous data year. 

   


