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the prime focus for the Queen elizabeth hospital 
King’s lynn nhS foundation trust (Qeh) is to 
provide health care of the highest quality to its local 
population which is safe, effective and responsive.to 
each individuals need.

the board of directors of the Queen elizabeth 
hospital King’s lynn nhS foundation trust is 
delighted to present this Quality account for 2012/13, 
which provides the trust with the opportunity to 
demonstrate to our patients and staff the work 
that has been undertaken within the organisation 
to improve the quality of the care we provide for 
patients and show where improvements have been 
made. this Quality account allows the trust to:

outline the services we provide and evaluate 
whether we have achieved the improvements  
we set ourselves

review our Quality Strategy and check its 
priorities for improvement were the right ones

review our performance in meeting our  
quality priorities

Provide information and evidence on how  
we measured the quality of service within  
the organisation

Provide information on how we learnt from 
incidents, complaints and patient, staff and  
stakeholder feedback 

The Board of Directors has provided a statement on its 
responsibility in relation to this report. This can be found on 
page 46 of the Quality Account.

In 2010, in response to the challenge that Lord Darzi 
presented to the NHS, the Trust developed a Quality 
Strategy that set out a three year programme of progressive 
improvement in quality of care, focusing on improvements in 
patient safety, the experience of patients and their families 
and the effectiveness of care and treatment provided. 

This programme is now approaching completion and the 
organisation is able to look back on a period in which there 
has been a continuous reduction in patient mortality and 
hospital acquired infections and an increased voice for 
patients and their families in determining the quality of 
the experience patients have whilst in our care. This has 
been achieved by placing improvements in quality as the 
underpinning measure by which all services in the Trust are 
measured and evaluated. Performance against key quality 
metrics has been subject to constant scrutiny and review 
through:

l Ensuring that quality performance reports are central to 
the Board’s agenda.

l	Strengthening the governance arrangements within the 
organisation through the creation of two sub-committees 
of the Board, the Quality and Risk committee and the 
Performance and Standards committee; each in turn able 
to undertake detailed scrutiny of quality measures, risks to 
patient safety, performance and adherence to standards.

l	Focusing investment and development in those areas that 
most effectively support improvements in the quality of 
care.

l	Setting measurable objectives by which quality can be 
measured and improvements in care demonstrated.

l	Setting out a refreshed Quality Strategy Implementation 
Plan each year which includes all the quality improvement 
work streams for that year and the performance indicators 
by which improvement will be judged.

l	Devolving responsibility for meeting quality objectives to 
the clinical divisions and ensuring that any failure to meet 
performance measures and improvement goals is quickly 
identified and addressed.

l	Ensuring that the Trust undertakes a self-assessment 
against external measures of quality and in particular, 
constantly reviews compliance with the CQC’s essential 
standards of quality and safety.

Part 1: Statement on Quality 
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l	Putting in place key quality committees to drive 
improvement in the organisation and to provide leadership 
and innovation to each aspect of quality improvement. 
This includes a patient safety committee, a patient 
experience committee and a clinical outcomes group. 

l Agreeing a quality improvement programme each year 
with our commissioners that is delivered through the 
CQUINS programme.

l	Ensuring that our Governors Council is able to contribute 
to quality improvement through feedback and comment 
on performance reports and the provision of advice 
and ideas on improving the quality of care and patient 
experience.

In defining our priorities for 2010 to 2013, the Trust 
identified those developments which would have the 
maximum benefit for our patients, where performance 
could be potentially improved when compared to our peers 
and where improvements in care could be measured. Our 
priorities are based on the three domains of quality – patient 
safety, clinical effectiveness and patient experience and are:

l  Reducing mortality through redesigning emergency 
pathways and reducing the number of medical outliers

l	Reducing and eliminating healthcare associated infections
l	 Improving the experience of our patients

To support delivery of these priorities the Trust has continued 
to focus on further changes and innovations to the pathway 
for emergency patients to improve patient flow. Last year we 
focused on the development of a larger short stay medical 
ward to support the Medical Assessment Unit and this year 
we have continued to look at measures to improve timely 
assessment and referral whilst also focusing on effective 
discharge to ensure patients do not stay in hospital longer 
than is required to meet their health care needs. Work 
is continuing with our partner organisations to improve 
emergency pathways and to support patients receiving care 
in the most appropriate setting for their needs. As part of 
this programme we have also looked at the emergency 
pathway for patients admitted with a surgical emergency 
and have expanded the size of the Surgical Assessment Unit 
and reviewed how it operates to ensure that patients have 
an early assessment by the appropriate surgical team. 

In line with this work we have reviewed how we provide 
timely admission and treatment for patients requiring an 
elective procedure and in doing so have re-aligned the 
wards so that all inpatient elective activity is focused on two 
adjoining wards. This has supported the Trust in meeting 
its performance measures for elective care and has allowed 
other surgical wards to focus on quality improvement for 
emergency admissions.

The Trust has continued to invest in its infrastructure and 
services which this year includes:
l The official opening by Her Majesty The Queen of the 

Trust’s new MRI Suite
l Providing our A&E Department with an updated IT system
l Buying over £1m of new medical equipment
l Refurbishing two ward areas
l Increasing provision on site for patient and visitor car 

parking

This focus on continuous improvement and the prioritisation 
of investment to support its Quality Strategy has specifically 
seen sustained improvement in each of these three priority 
areas:

l  A continued reduction in mortality across the Trust with a 
reduction in the standardised mortality rate such that at 
the end of January 2013, the rolling 12 month figure was 
92.3, representing an 8% improvement on the preceding 
12 months.

l  There were no cases of hospital acquired MRSA 
bacteraemia in 2012/13. A significant decline in hospital 
acquired Clostridium Difficile infections in 2012/13 with  
19 cases recorded against an agreed trajectory of 30 
cases. This represented a 54% reduction from the 
numbers reported in 2011/12. The Trust had an overall 
infection rate of 2.2 hospital acquired infections per 
100,000 bed days.

l		The establishment of a Patient Experience Committee and 
active monitoring of patient experience through local and 
national surveys, patients’ stories, complaints and enquiries 
through the PALS office (Patient Advice and Liaison 
Services) and through the use of the national ‘Families and 
Friends’ questionnaire and the net promoter, has ensured 
that the Trust now has an improved understanding of 
what matters to patients and their families.

These three overarching priorities have been underpinned 
by a range of individual improvement measures including 
those described in the Quality Strategy Implementation 
Programme, plus specific quality goals agreed with our 
commissioners. These CQUINS (Commissioning for Quality 
and Innovation) goals have led to improvements across a 
number of key areas:

l		Reducing avoidable death, disability and chronic ill 
health from veno-thromboembolism by achieving 
98.8% compliance with veno-thromboembolism risk 
assessment target of 95%. This is undertaken for all 
inpatients on admission using the clinical criteria of 
the national tool and of those identified as at risk of 
a veno-thromboembolism 90% receiving appropriate 
prophylaxis.
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l Improving responsiveness to the National In Patient 
Survey questions relating to questions on do we meet the 
personal needs of patients by achieving greater than 60.1 
on a composite indicator.  Our target was to populate 
the monthly collection of data using the NHS Safety 
Measuring Thermometer. 

l Reducing patient harm by participating in the monthly 
collection of data on patient harm using the NHS Safety 
Thermometer harm measurement instrument.

l	 Improving the access to appropriate diagnosis, treatment 
and support for people with dementia by ensuring 
that greater than 90% of all patients aged over 75 
years old and admitted as an emergency into the Trust 
were screened, assessed, investigated and referred in 
accordance with the objectives of the FAIR programme  
(Finding, Assessing, Investigating and Referral).

l Developing and implementing a maternity mental health 
pathway in accordance with NICE guidance and ensuring 
that 90% of staff received training in its use as well as 
collaborating with other Trusts and Commissioners to 
further develop this pathway and implement change 
accordingly. 

l Understanding how inpatients perceive the quality of 
service provided on discharge from the Trust by using the 
net promoter score. 

l Improving partnership working and sharing of 
information with the local Community Safety Partnership 
(CSP) in accordance with The College of Emergency 
Medicine Guidelines in an effort to work collaboratively 
on the reduction of alcohol-related crime and knife 
crime.

l Supporting individual patients at risk and a reduction 
in harm as a result of domestic violence through the 
appointment of an Emergency Department Hospital 
Independent Domestic Violence Advocate (IDVA).

l Reducing mortality across the year measured using HSMR 
in conjunction with the development and rolling out of 
an improved package of care for patients with COPD. 

l Reducing the number of times people attend or are 
admitted into hospital who are known to be frequent 
attenders through multi-agency collaboration and 
addressing the issues that lead to attendance.

In 2012/13 the Trust was subject to a number of external 
visits and assessments and was successful in retaining 
its compliance with the NHS Litigation Authority Risk 
Management Standards at Level 2 and with the Clinical 
Negligence Scheme for Trusts Maternity Risk Management 
Standards at Level 1. In addition, the Radiology Department 
was successful in obtaining accreditation with the Imaging 
Standards Accreditation Scheme; only the second hospital 
in the East of England and the fifth in the entire country to 
do so.

In April 2013/14 the Trust will launch its refreshed and 
reviewed Quality Strategy.  This will build on current 
achievements but will recognise that the continuing goal of 
quality improvement has to be pursued in a climate where 
there is public concern as a result of the Francis Report 
and in challenging economic times in which efficiency and 
quality improvements cannot be separated.

Finally, the Trust recognises that no one in the NHS can 
move forward without consideration of the findings of 
the Francis Inquiry.  The Trust intends to review the care it 
provides in light of the findings of the Inquiry and ensure 
that the difficult lessons learnt by the whole of the NHS are 
applied to the Trust.  

The Board of Directors remains committed to ensuring 
that improving the quality of services continues to be at 
the centre of all that we do and that with the right ethos, 
values and leadership the Trust will continue this pathway 
of improvement into the coming year. 

I hereby state that to the best of my knowledge the 
information contained within this Quality Account is 
accurate.

Patricia Wright
chief executive
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b oa r d  r e S P o n S i b i l i t i e S  (Terms of Reference Extracts)

l Establish a robust performance management framework and support the Executive team in meeting the 
organisation’s performance targets; monitoring the performance of the Trust and ensuring that the Executive 
Directors manage the Trust within the resources available in such a way as to: 

❍	 Ensure the quality and safety of healthcare services; 

❍	 Plan for continuous improvement; 

❍	 Protect the health and safety of Trust employees and all others to whom the Trust owes a duty of care; 

❍	 Utilise Trust resources efficiently and effectively;

❍	 Promote the prevention and control of Healthcare Associated Infection; 

❍	 Comply with all relevant regulatory, legal and code of conduct requirements; 

❍	 Maintain high standards of ethical behaviour, corporate governance and personal conduct in the business  
 of the Trust; 

❍	 Maintain the high reputation of the Trust both with reference to local stakeholders and the wider community;

l  Establish and secure assurance of effective governance, risk management and internal controls systems

l  Establish decision making systems and frameworks, ensuring effective integrated governance 

l  Review and approve the Trust’s Annual Report and Accounts (Quality and Financial); 

l  Ensure that decisions are based on timely, accurate and comprehensive information; 

l  Receive and consider high level reports on matters material to the Trust detailing, in particular, information  
and action with respect to: 

❍ Operational performance; 

❍ Clinical quality and safety, including infection prevention and control; 

❍ Financial performance; 

❍ Human resource matters; 

❍ The identification and management of risk; 

❍ Matters pertaining to the reputation of the Trust.
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the terms of reference of the board of directors sets out the board’s responsibilities concerning the delivery 
and monitoring of Quality Services. these are detailed below:

How the Board of Directors Monitors Quality

The Board fulfils these responsibilities for the delivery and 
monitoring of Quality in many ways, both directly and 
through the delegation of its powers to committee and 
sub-committees of the Board and to the Executive Director 
team.  Although powers are delegated (see Governance 
Structure), the Board remains accountable for ensuring the 
quality and safety of healthcare services and continuously 
strives to be sure that it has effective systems and processes 
in place for the provision of assurance and the escalation of 
risk in this respect.

The Board’s activities and systems in place to ensure the 
quality and safety of healthcare services include:

Quality... at the heart of the board’s governance 
structure, leadership, strategy and agendas
l Development and communication of a single definition  

of Quality

l Ensuring that Quality is at the heart of the Trust’s Vision, 
Values and Strategy

l Effective governance structure – delegated authority 
to committees and sub-committees (Quality and Risk 
Committee, Performance and Standards Committee, 
Finance and Investment Committee, Audit Committee, 
Trust Executive Committee)

l Integrated Governance and the development of a 
‘balanced scorecard’ approach to ensure that quality 
issues are discussed as part of every business decision 
and to ensure that no decision (workforce development, 
process development, innovation etc.) has an adverse 
impact on Quality

l Corporate Objective (including Quality objectives) setting 
and the monitoring of delivery

l Quality Strategy Development and monitoring of the 
implementation plan
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l Prioritisation of quality issues on the Board’s agenda
l Consideration of clinical presentations and patient stories 

at the Board
l Work as a pathfinder organisation on the Patient 

Revolution Project
l Participation in ‘go and see’ activities – such as ward visits 

and involvement on PEAT and CQC mock inspections
l Clinician engagement in the development of the Trust’s 

strategy
l The development of engagement practices with the 

Governors, as the representatives of the patients / 
community served by the Trust

l Immediate assimilation, gap analysis and action planning 
in respect of external reports e.g. The final report of the 
Francis Inquiry and the ‘Quality in the new Health System’ 
publications

l Board skills and succession planning – ensuring that 
there are appropriate skills and experience among both 
the executive and non-executive directors, to facilitate 
effective challenge and drive the delivery of quality 
service at the heart of all Board business

l Development of the ‘High Performing Board’ programme, 
ensuring that quality is woven into the Board’s collective 
and individual success criteria

l Rigorous self-assessment against the criteria of Monitor’s 
Quality Governance Framework 

Quality... the board delegating authority and 
maintaining accountability for Quality
l Processes in place to assess risk to the delivery of Quality 

services e.g. outlier alerts (through Clinical Outcomes 
Group), Clinical and National Audits, benchmarking with 
other organisations

l Commissioning of committee and sub-committee ‘deep 
dive’ reviews into areas of concern in respect of Quality

Quality... the board working with external partners 
to deliver Quality
l Liaison and partnership working with commissioners 

and other service providers in the healthcare community, 
in order to facilitate a ‘whole healthcare community’ 
approach to the delivery of Quality services e.g. QIPP, 
CQUINs, Integrated care, pathway development

Quality...  assurance and Quality risk
l Regular monitoring of key performance information e.g. 

mortality, complaints, safeguarding incidents, Never 
Events and SIs, Healthcare Acquired Infection rates, levels 
of patient satisfaction and all key quality targets

l The development of a rigorous Quality Risk Register for 
the Business Sustainability Programme, to ensure that 
the Trust’s cost improvement and efficiency plans do not 
have an adverse impact on Quality

l ‘Chair’s Key Issues Model’ developed to facilitate the 
provision of Board assurance and the effective escalation 
of risk

l Regular monitoring of the Board Assurance Framework 
and Corporate Risk Register

l Commissioning of internal and independent audits of 
areas of concern in respect of Quality 

Quality... Standards
l Comprehensive 6-monthly self-assessment of compliance 

with the CQC Essential Standards
l Monitoring of the Trust’s compliance with NHSLA level 2 

standards (with an aspiration to achieve NHSLA Level 3).

during 2012/13 the trust has reviewed both its operational management and governance structures to ensure 
that the organisation has in place structures and reporting lines that are robust, support good governance and 
accountability and are fit for purpose in terms of delivering the organisation’s quality objectives and priorities.

The Trust’s Quality Governance Structure

At an operational management level the Trust has moved 
from a divisional based framework to one focused on 
clinical service groups led by a Clinical Director. The 
changes to the operational management structure have 
supported increased clinical engagement and ensured that 
operational management and governance decisions are 
being taken by those staff directly responsible for delivering 
clinical services.  

At Board level the key responsibilities for ensuring patient 
safety and delivering a positive experience for patients 

and their families are invested in the Medical Director 
and Director of Nursing respectively. The two directors 
and their associated teams support each of the eight new 
clinical service groups in meeting the organisation’s quality 
objectives within their respective services. 

The changes to the governance structure have 
strengthened the framework in which the quality of 
services is measured, monitored and challenged. The Board 
is underpinned and supported by a Performance and 
Standards Committee and a Quality and Risk Committee 
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that both have operational, executive and non-executive 
director membership. These committees are able to 
examine specific issues in depth, monitor and review 
performance, quality and risk reports and commission 
detailed reports on any emerging concern or quality 
measure that arises within the organisation. 

The Trust Executive Committee exercises responsibility as 
the main operational decision-making committee of the 
Trust and receives reports from the Clinical Governance 
Committee and the Non-Clinical Governance Committee. 
These two sub-committees are charged with overseeing 
and monitoring the quality of the organisation’s services 
within their area of responsibility and reporting to the 
Trust Executive Committee through their Chair’s key issue 
reports, areas of concern that require escalation and 
providing assurance on the quality of services reviewed 
and monitored through each committee. The Clinical 
Governance Committee examines the quality of individual 
clinical services through a process of specialty reviews in 
which each clinical specialty within the Trust is subject to 
an annual review and is required to provide evidence of 
how it has exercised good governance and delivered quality 
improvement.

Through most of the year governance at a local level 
was delivered through Divisional Quality, Risk and 
Standards committees that reported directly to the Clinical 
Governance Committee. These committees received reports 
on incidents, complaints and claims from their division, 
results of patient satisfaction surveys, findings of clinical 
audits, outcome reports from specialty reviews, mortality 
data and a range of other metric results that demonstrated 
levels of compliance with clinical and service standards such 
as the Care Quality Commission’s essential standards of 
quality and safety. These committees were responsible for 
following up issues of concern; agreeing actions following 
incidents and complaints and monitoring implementation 
of those actions; ensuring that learning following incidents 
and complaints was disseminated to all relevant staff; 
recommending to the Divisional Boards changes to service 
delivery as a result of audits and surveys; following up 
issues from specialty reviews and ensuring that services 
remained compliant with standards of good practice.

There will be a change in local quality governance structures 
following the full implementation of the eight clinical service 
groups within the new operational management structure. 
By the beginning of April 2013 the Divisional Quality, Risk 
and Standards groups will be phased out and replaced 
with a Service Quality and Business Committee for each 
service group that will take on responsibility for delivering 
quality improvement within the services of that group.  This 
committee will report on issues of quality and governance 
to the Clinical Governance Committee.

In addition, to ensure good governance and quality 
improvement extends to individual clinical specialties, 
each specialty is required to have a nominated Clinical 
Governance Lead to ensure that each specialty participates 
in quality improvement measures and has appropriate 
governance arrangements in place. It has been the 
responsibility of the Clinical Governance Lead to prepare 
the specialty for its annual review by representatives of 
the Trust’s Clinical Governance Committee.  It is intended 
to strengthen this role within the new structure and to 
transfer responsibility for monitoring compliance with 
clinical governance standards to the specialty governance 
lead and to require each specialty to report on a quarterly 
basis on their progress in achieving quality improvements 
to the respective Service Quality and Business committee 
instead of via an annual review. This will enhance 
responsibility for meeting quality standards within  
individual clinical specialties and clinical service groups. 

The Trust continues to refine how it is delivering its quality 
priorities. The Trust’s governors receive reports from the 
chair of the Quality and Risk committee and are asked 
especially if feedback is received from other stakeholders.  
They also review improvements they consider to be 
important for patients accessing services at the Trust. The 
governors have an opportunity to review and challenge 
reports on performance and quality improvement.

The Trust has participated in regular monthly Clinical 
Quality Review meetings with its commissioners in which 
the organisation has been required to present evidence on 
quality improvements and has been subject to challenge 
and follow up on issues arising from incidents, complaints 
or service reviews.

Finally the Trust has had its internal clinical governance 
structure reviewed in terms of its effectiveness by 
independent external bodies.  This review gives confidence 
to the Trust that the systems and process it has in place (its 
Quality Governance structure) is fit for purpose.  
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Part 2: Priorities for improvement 

the trust developed a three year Quality Strategy in 2010 which was designed to underpin the organisation’s 
commitment to improving the quality of the services it provides by identifying key principles which it intended 
to adhere to and specific objectives by which those quality improvements could be measured. 

The Trust’s Quality Strategy

The Quality Strategy recognised that quality improvement 
would only occur if the following principles were adhered 
to:

1 Quality of care can only be improved if that care is 
delivered through an integrated team approach.

2 Quality improvements cannot be delivered in isolation 
and we must work in partnership to ensure change 
across the entire patient pathway.

3 Improvements to service delivery require an open 
approach to embracing innovation and changes in 
practice. 

4 An organisation can only ensure it is delivering its 
objectives if it has systems and processes for monitoring 
and measuring the effectiveness of its care, the safety 
of its systems and how these come together in terms of 
patient experience.

5 The risk to delivering the organisation’s quality 
objectives should be mitigated by having robust 
governance arrangements in place.

6 Improvement can only occur when there is an open 
learning culture in which the Trust listens to feedback 
from its patients, staff and carers.

7 External accreditation and regulation is a valuable 
source of assurance on the quality of services provided 
to both the organisation, its commissioners and to the 
patients accessing its services.

8 Internal and external assurance requires that the 
organisation has clear governance arrangements in 
place.

9 A quality service can only be assured if the Trust invests 
in and values its staff, listens to their views and provides 
them with sufficient resources and development to 
sustain improvement.

10 Continual improvement requires that staff have access 
to education, training and development. 

The Strategy recognised that high quality care should be 
described from the patient’s perspective and is seen as care 
that is:

l Safe,
l Effective and
l Provides patients with the most positive experience 

possible.

The Strategy embraces a vision in which the organisation will 
move to a place where clinical care is continuously measured 
in terms of its safety, effectiveness and the experience of 
the patient. Its aim is to measure our quality performance 
in ways that demonstrate effective outcomes of care and 
a transparent and objective measure for local people and 
our commissioners to evaluate our services and provide 
the organisation with the information it needs to inform its 
appetite to drive continuous improvements in care. 

how our priorities were decided and why they are our priorities:

2012/13 Quality Priorities and Rationale for Choosing

In identifying our priorities for quality improvement for 
the period 2010-13, we chose those areas which would 
have the maximum benefit for our patients and which 
reflected the greatest concerns of patients. To support 
these improvements in patient safety, patient experience 
and clinical outcomes we focused in 2012/13 on delivering 
CQUIN goals that had been agreed both nationally and 
locally with our Commissioners, which in turn aligned with 
the three areas of priority in our Quality Strategy. 

These were to: 
1 Continue to focus on reducing patient mortality
2 Reduce and eliminate, where possible, health care 

associated infections
3 Monitor and improve the experience of patients  

at the Trust

In order to measure improvement against these three 
priorities the following indicators were identified:
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1  Patient Safety: Reduce avoidable death, disability and 
chronic ill  health by implementing the national venous 
thromboembolism risk assessment tool.

2 Patient experience: Improve responsiveness to the 
personal needs of patients as indicated within the 
national Adult Inpatient Survey.

3  Patient Safety: Support the national assessment 
on patient harm by participating in the NHS Safety 
Thermometer data collection.

4  Patient Safety/experience: Implement the national 
F.A.I.R programme for finding, assessing, investigating 
and referring patients for specialist diagnosis who may 
have dementia. 

5  Patient experience/Safety: Develop a maternity 
mental health pathway in line with NICE guidance.

6  Patient experience: Implement the net promoter 
score as a measure of patient satisfaction and 
recommendation to others.

7  Patient Safety/effectiveness: Share information 
with local Crime and Disorder Reduction Partnerships 
to support an overall reduction in alcohol related crime 
and knife crime.

8  Patient Safety: Recruit an Emergency Department 
Independent Domestic Violence Advocate.
To supplement this escalation the Board of Directors 
receives every month performance against a number of 
key quality indicators. For 2012/13 these included:
l HSMR
l RAMI
l HCAI – C.Diff and MRSA Infection Rates
l Friends and Family Test
l Number of Pressure Ulcers
l Number of Serious Incidents
l Patient Thermometer Score
l Number of Complaints
l Number of Compliments

9  Patient Safety/effectiveness: Reduce Hospital 
Standardised Mortality Rate and roll out improved 
care packages for patients with Chronic Obstructive 
Pulmonary Disease.

10  Patient experience/effectiveness: Develop a process 
for collaboration between all support agencies to put 
in place case management plans for patients that either 
frequently attend the Emergency Department or are 
frequently admitted into hospital.

Progress against these indicators is discussed further in  
Part 3 of this quality account.

This approach was shared with our Governors’ Council 
for consultation and comment. This in turn saw the 
establishment of a number of Governor-led focus groups to 
improve the pathway and/or experience of patients in key 

areas of Trust work which was assimilated into the way the 
Trust delivers its services.  For example in 2012/13 the areas 
that were focused on included discharge arrangements and 
the Outpatient journey for patients and carers attending 
clinic.  Both pieces of work have resulted in changes to 
the way the Trust manages these issues resulting in an 
improving patient experience.

how we measured, monitored and reported our 
achievements in delivering our priorities:

A Quality Strategy Implementation Programme was devised 
that clearly identified the key actions required to deliver our 
priorities and the performance metrics by which delivery 
would be measured. These included the CQUINS for 
2012/13 but also a continuation of some of the effective 
CQUIN measures from previous years plus other work being 
undertaken within the Trust that directly supported delivery 
of our quality priorities. 

This included a range of harm reduction measures such 
as monitoring compliance with all National Patient Safety 
Alerts; improving consistency of information giving to 
patients when obtaining consent to treatment through 
the introduction of procedure-specific consent forms; 
and the introduction of Failure Mode and Effects Analysis 
to proactively identify potential areas of risk and deliver 
remedial measures to reduce that risk. 

These were reported on a monthly basis to the Quality 
and Risk committee and through the Chair’s key issues 
report to the Board of Directors. The Trust’s management 
and governance structure provided a mechanism 
for implementing change, monitoring progress and 
identifying any risks on delivery. Assurance on delivery and 
achievement was supported by the governance reporting 
systems and through Board review of the Board Assurance 
Framework.
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Part 3: Trust Review of Quality Performance 2012/13
the following section of the report provides a snapshot of trust performance for Quality 2012/13.

Key highlights

reducing avoidable mortality has been a prime focus 
since the Trust took part in the Leading Improvement in 
Patient Safety programme in its second wave in April 2008.  
At that time the Trust set itself the ambitious 5% reduction 
in mortality rate per year for the next five years. The 
underpinning strategy remains our first objective and as at 
the end of December, a sustained reduction in  

mortality had been achieved (with an approximate 20% 
reduction in risk adjusted mortality since January 2010 
and 40% reduction since 2007/08). The Trust continues 
to outperform its peers on mortality reduction (see below) 
and performance on mortality continues to be monitored 
by the Clinical Outcomes Group (as described above). 

The Trust recognised there would be key primary drivers 
required to achieve this target and during 2012/13 the Trust 
has again concentrated on improving the management of 
the deteriorating patient, standardising medical care where 
feasible with the introduction of standardised care bundles 
(called Action Sets published by the BMJ Group) and 
implementing harm reduction strategies.   
The latter included:
l improving the flow of emergency admissions and 

reducing medical outliers

l implementing the use of the early warning score to 
identify the deteriorating patient

l standardising the treatment of patients admitted with 
chronic obstructive airways disease(COPD) 

l implementing harm reduction measures such as veno- 
thromboembolism risk assessment, reducing the number 
of falls in patients admitted to hospital, and in particular 
in falls resulting in harm, and reducing the number of 
hospital acquired pressure ulcers.
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The Trust was named in the 2012 Dr Foster Hospital Guide 
as performing well over a range of indices and in particular 
the Trust was named as one of the most efficient hospitals 
in England. In particular, better than expected outcomes 
were recorded in the following items:
l	Elective Hip Replacement, Long Length of Stay (Adjusted)
l	Elective Knee Replacement, Long Length of Stay 

(Adjusted)

efficiency metrics – Dr Foster has utilised a number of 
parameters to assess hospital efficiency.  Hospitals have 
been ranked from the most efficient (with a score of minus  
6) to the least efficient (with a score of plus 7). This Trust 
has scored at minus 5 and hence it is classified as one of 
the most efficient Trusts in England. The indicators are as 
follows:
 

 
Performed particularly well on:
l	Procedures of Limited Clinical Effectiveness (Crude Rate)
l	DNA Rate (Crude Rate)
l	Elective Surgery Long Length of Stay (Adjusted Rate)
l	Procedures Carried Out on a Weekday (Crude Rate)
l	Admissions Where Procedure Not Performed (Crude 

Rate)
l	Short Stay Emergency Admissions with a Vague Diagnosis 

(Crude Rate)

mortality metrics – in addition, the Trust performed 
as expected across a range of mortality indices with no 
outliers identified. 

In addition, the Trust has performed better than expected 
in the following metrics:
l	Short Stay Admissions for COPD
l	Short Stay Emergency Admissions for urinary tract 

infections

r e d u c i n G  a n d  e l i m i n at i n G  h e a lt h c a r e  a S S o c i at e d  i n f e c t i o n

The Trust’s ambition to reduce and eliminate healthcare 
associated infections is monitored by the Infection Control 
Committee, a subcommittee of the Trust Executive 
Committee.  An Annual Report and an Annual Work Plan 
are submitted to the Board each year with an annual 
programme, to maintain and strengthen compliance with 
the Health and Social Act (2008) Code of Practice.

In 2012, The Trust has been successful in meeting all its 
infection control targets and, in particular, it has reduced 
the rate of hospital acquired infections from Clostridrium 
Difficile by 75% since 2008 (please see chart). This has 
been achieved by reviewing the patient pathway and 
identifying improvements to the care of patients suspected 
of contracting a hospital acquired infection. 

In addition, the rates of the other hospital acquired 
infections remain low and the Trust remains in the lower 
quartile for the following hospital acquired infections 
(compared to its peers in the East of England):
l	MSSA bacteraemia per 1,000 bed days
l	MRSA bacteraemia per 1,000 bed days
l Escherichia coli bacteraemia per 1,000 bed days
l Surgical site infections
	 	 o Hip replacement surgery
	 	 o Fractured neck of femur surgery
	 	 o Large bowel surgery

Key to the Trust’s ambition to reduce mortality by 5% per 
year was the formation of the clinical outcomes Group  

 
which monitors the mortality rate with the following 
actions:

l	Patient Safety Report – monthly and quarterly monitoring 
reports of key performance indicators including mortality, 
readmissions and length of stay

l	Audits – where performance is off trajectory, audits are 
commissioned to identify that clinical performance is in 
accordance with best practice and recommendations 
made where improvements can be identified

l	External intelligence – this group monitors intelligence 
from external agencies to identify further areas of quality 
improvement. Such external intelligence includes:

Q
u

a
l

it
y

hospital acquired clostridium difficile infectections 
2008 - 2012

n
u

m
b

er
 o

f 
in

fe
ct

io
n

s



14

2 012 / 13  A n n uA l  R e p o R t  A n d Ac c o u n t s  l  q uA l i t y

 o  Dr Foster – trends in HSMR and the annual 
Hospital Guide

 o CHKS – the Trust commissioned CHKS to provide 
the Trust with a quality performance dashboard, 
which could be readily accessed by clinicians and 
benchmarked against our peers

 o  NHS Midlands and East Quality Observatory – 
Acute Trust Quality Dashboard

An action plan to address these concerns continues to be 
monitored monthly.

In October 2012, the Trust was visited by the nhS 
litigation authority as part of the normal review 
procedure and the Trust was successful in maintaining its 
Level 2 compliance to their standards, which recognises 
the substantial commitment to safe clinical care locally 
and affords the Trust a discount of its insurance.  In 
addition the Trust also maintained its Level 1 compliance 
with the obstetric standards and recorded a 50 out of 50 
score – a considerable achievement.  The Trust plans to 
further improve performance over the next few years with 
successful achievement at the next level of compliance. 

The clinical Governance Specialty review process 
provides the framework through which the Trust is able to 
provide assurance that all clinical practice within the Trust 
is underpinned by sound principles of clinical governance.  
The review process takes place each year and involves all 
the clinical specialties within the Trust. internal audit 
reviewed this process in 2011 and, whilst it was impressed 
by the format and scrutiny inherent in the process, it did 
give further recommendations as to how the process could 
be improved. These recommendations have been endorsed 
and implemented by the Clinical Governance Committee, 
responsible for overseeing these reviews.

Although the francis report was published in February 
2013, the Trust had already taken steps to review its own 
practice in light of the previous mid-Staffordshire report.  
This review has culminated in a local action plan to address 
any potential gaps in quality and had been monitored by 
the Board, through the Healthcare Governance Committee.  
All the actions were signed off, as complete.  The Medical 
Director also attended a PCT Board meeting to present its 
action plan.  

The Trust is supported by a Patient experience 
Group, formed by the Governors of the Trust in 2013, 
whose members participate in the annual PEAT (Patient 
Environment Action Team) and provide the Trust with 
advice on matters relating to patient experience. The Trust 
has embarked on active monitoring of patients’ experience 
through local and national surveys, patients’ stories, 
complaints and enquiries through the PALS office (Patient 
Advice and Liaison Service) and with the use of its own 
monitoring tool (Friends and Family Test) so that the Trust 
now has an improved understanding of what matters to 
patients and their families.

In 2012 the Trust appointed a specialist in patient 
experience to build on the knowledge obtained from 
these surveys and to identify ways to improve the patient 
experience by engaging with frontline staff. This work is 
on-going but has identified many ways in which we can 
improve the experience for our patients.

Nationally concerns have been expressed about the 
Liverpool Care Pathway and its implementation and 
concerns were also raised by some of our own patients.  
Adherence to best practice in its use locally was reviewed 
by the Board with a presentation by the local Consultant 
in Palliative Care. The Trust is assured that it follows best 
practice but will review this practice when further advice is 
available following the national review.
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Patient Experience

This Trust has accepted the Darzi Report definition of 
patient experience as the “…quality of caring, the personal 
aspect of care, the compassion, dignity and respect with 
which patients are treated”. The Trust Board approved a 
new three year Patient and Carer Experience Strategy in 
November 2012 to achieve the best patient experience that 
is possible from a publicly funded service for all our patients 
and their carers. 

This Strategy provides a framework which supports the 
development and implementation of other strategies, 
policies and procedures which, if followed, will result in 
patients and their carers receiving a good experience of 
our services in which their individual needs are met and 
their views respected. The implementation of this Strategy 
is being overseen by the Governors’ Patient Experience 
Committee with actions co-ordinated and monitored 
through the Patient Experience Steering Group.

The purpose of this Strategy is:
l To establish a culture that ensures that what is happening 

to the patient as an individual whilst in our care is the 
most important thing to our staff at that point, no matter 
how busy they are

l To ensure that patients’ and carers’ views directly 
influence the way services are provided so that the Trust 
moves to a position whereby the experience which 
patients and their carers have of our services is the best 
that is possible from a publicly-funded service

l Use the positive experience that our patients and carers 
receive to enhance the reputation of The Queen Elizabeth 
Hospital King’s Lynn NHS Foundation Trust

In 2013 – 14 the following key elements of the Strategy will 
be implemented:
l The new Values Council will introduce the corporate 

values and behaviours expected of staff and contractors. 
These will be incorporated into the Trust’s recruitment 
and selection procedures for new staff and into tender 
documents for contractors.  The staff appraisal system 
will require staff to evidence that they display these 
behaviours in their work.

l A ‘real time patient experience monitoring system’ will 
be set-up with a third-party contractor to enable Trust 
managers to obtain timely patient and carer feedback so 
issues can be addressed as soon as possible preferably 
whilst the patient is still in our care.

Patient Experience is measured through a number of 
methods including:
l National and local surveys of patients
l The Friends and Family Test

l Mock CQC visits which include interviews with patients 
and carers (if they are present during the visit).  The 
reports from these visits and any resulting action plans 
are considered by the Governors’ Patient Experience 
Committee and by the Quality, Risk and Audit Standards 
Committee covering the ward or department visited.

what our Patients Say about us
During April 2012 to March 2013 the Trust participated in 
the following national patient surveys:

National Inpatient Survey – results published April 2013
National Cancer Patients Experience Survey – results 
published August 2012
National A&E Survey – results published December 2012
National Day Case Survey – results published  
December 2012

The results of all these surveys can be found at: http://
www.nhssurveys.org/, click on ‘National Surveys’ tab at 
the top of the home page, choose the survey you require 
and then scroll down to find us at ‘T’ (The Queen Elizabeth 
Hospital King’s Lynn).

Following the publication of the survey results, these are 
presented to the Board.  Where necessary, action plans are 
developed and implemented to address any issues raised by 
the results.

In practice, because of the long delay between the time 
when the sample of patients being surveyed were actually 
treated and the publication of the survey results, most 
problem areas will have been identified through our other 
quality monitoring methods and action taken already.  
Examples include the actions taken following our mock 
CQC visits and our responses to complaints and PALS 
enquiries.

In 2013 – 14, the Trust will contract with a third party to 
establish a ‘real time’ Patient Experience Monitoring System 
to enable the Trust to obtain more timely patient and carer 
feedback so issues can be addressed as soon as possible 
after they arise.
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Complaints and Compliments

The Trust is committed to ensuring that complaints about 
its services will be properly investigated and dealt with 
efficiently. The Trust also recognises the pledge under the 
NHS Constitution that when mistakes happen, they should 
be acknowledged; the Trust should apologise, explain what 
went wrong and put things right quickly and effectively.

The purpose of the Complaints Department is to ensure 
that the Trust’s Complaints Handling Policy and Procedures 
is adhered to and there is a process to ‘listen’ to the 
concerns raised by the complainant, to ‘respond’ to the 
complaint in a satisfactory manner, to ensure that where 
the faults are identified they are recognised and addressed 
with remedial action taken where possible. Lessons 
arising from the complaints are recognised and used to 
improve services for patients. Also, to identify whether the 
complaint is upheld or not upheld.

Information concerning a complaint is collected and 
recorded by the Complaints department and this 
information is analysed and reported to the Trust’s Quality 
and Risk Committee and the Board of Directors to identify 
and trends or themes within complaints.  Quarterly 
Complaints, Litigation, Incidents and PALS (CLIP) reports 
are produced and are available to staff to ensure awareness 
of the number of complaints received, action taken as 
a consequence and lessons learnt.  Monthly complaints 
reports are produced to Divisions and their relevant teams 
to assist in providing assurance that the Trust can continue 
to learn from feedback concerning its services.  The 
Trust recognises that complaints are a valuable source of 
feedback and these can be an early warning sign of any 
failures in service delivery.

Within the Trust’s Quality Strategy Implementation 
Programme our aim is to improve learning and service 
improvement from complaints. The objective is to reduce 
the number of clinical complaints for the top scoring areas 
of communication and staff attitude by 5% year on year 
2011/12 – 2012/13.

The Patient Experience Steering group has reviewed the 
top communication issues related to complaints and from 
the patients’ surveys and will be developing values and 
behaviours and customer care workshops for all staff, 
focusing on listening, communication, manner and attitude.

To ensure the process for listening and responding to 
concerns of patients, their relatives or carers, questionnaires 
are to be sent to all complainants to establish whether they 
are satisfied with the way in which the complaint was dealt 
with and the action taken. Questionnaires are also to be 

sent to staff involved in a complaint process to identify if 
they felt they had been fairly treated.

The Trust has increased the number of complaints 
conciliation meetings to ensure that patients and relatives 
are able to fully discuss issues and concerns. Also, a 
meeting room has been allocated to ensure that distressed 
relatives and patients are able to meet with Trust staff in 
an environment that is conducive to ensuring the meeting 
is held in a professional manner and in a quiet location 
away from the acute clinical areas in which to listen to the 
concerns and issues raised. Training is being organised for 
clinical staff who attend conciliation meetings, to ensure 
they are prepared for meetings and have the skills required 
to ensure that meetings are effective and meet the needs 
of the relatives and patients concerned.

Following the Francis Report these are the changes the 
Trust aims to commence going forward:

l To work closely with local Healthwatch.
l To review the complaints handling process within the 

organisation.
l To ensure openness, transparency and candour 

throughout the complaints process.
l To ensure complaints continue to be given high priority in 

order to identify and learn from concerns.
l To continue to work with POhwer Independent 

Complaints Advocacy Service, to provide complainants 
support throughout the complaints process.

We will be reviewing the following recommendations:

l Review and implement the recommendations in the 
Patient’s Association Peer Review into complaints at The 
Mid Staffordshire NHS Foundation Trust.

l To review the complaints process in relation to the 
handling of investigations

l To undertake a review of sharing the Trust’s upheld 
complaints, through publishing anonymised information 
on the Trust’s website.

The Patient Advice and Liaison Service (PALS) is in place 
at the Trust to ensure that we listen to patients, their 
relatives, carers and friends and answer their questions 
and resolve their concerns as quickly as possible.  PALS 
provide a confidential service to help make patients and 
visitors experiences within the hospital as problem free as 
possible.  We ensure that patients, their families, and carers 
are better informed and that their voice is heard, to resolve 
individual concerns and information requests as quickly 
as possible. Provide information and feedback into health 
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services, which will lead to quality improvements, based on 
patient experience and needs.

The Trust has one PALS Assistant and one PALS Travel 
Desk Officer based in the hospital’s front foyer and one 
Complaints/PALS officer who divides time between 
complaint handling and responding to PALS enquiries.

Our aim is to increase awareness of our service. This is 
being achieved through promotional tools including posters 
and leaflets. It is our aim that our presence on the wards is 
increased in order to provide support to patients and staff.

Incident Reporting and Never Events

The Trust recognises the value of incident reporting in 
supporting a learning culture and has invested this year 
in introducing an electronic incident reporting system, 
DATIXWeb. This new system has enabled the organisation 
to obtain information on incidents in real time and has led 
to an improvement in the quality of information obtained 
on each incident and supported the Patient Safety team 
in better identifying key issues and trends arising from 
reported incidents.

Staff are encouraged to report any incidents that occur 
and to view reporting as an opportunity for learning and 
improving services. There was a slight variance in the 
reporting rate during the two months in which DATIXWeb 

was launched when there was a transition from the paper 
to the electronic reporting forms but this quickly recovered 
and the reporting rate is now in line with the figures for the 
previous year. The Trust is benchmarked nationally by the 
National Reporting and Learning System (NRLS) in terms of 
its reporting rate as this is seen by the NRLS as evidence of an 
organisation’s effective reporting culture and ability to learn 
from adverse events. This Trust is reported as being within 
the top fifty per cent of reporting trusts with a reporting rate 
of 6.6 incidents per 100 admissions. The overall number of 
patient safety incidents reported to the NRLS within the year 
is 5345. This included issues of minor concern through to 
more serious issues requiring a full investigation, root cause 
analysis and changes to practice or process. 
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The Trust continues to report all patient safety incidents 
on a fortnightly basis via the NRLS. This has included 21 
incidents that have been categorised as serious under the 
national reporting system plus seven which were classified 
as ‘Never Events’. Never Events are ‘serious preventable 
patient safety incidents that should not occur if the 
available preventative measures have been implemented’ 
(National Patient Safety Agency: Never Events Framework 
2009/10). Each Never Event was subject to a detailed 
investigation and multidisciplinary review to ensure that the 
root causes of the failures in practice were identified and 

the lessons learnt shared across the organisation. Within 
the overall figure of serious incidents, 13 were related to 
patients experiencing a fall whilst in hospital leading to 
serious injury. This was despite the organisation reporting 
a rate of 5.3 falls per 1000 bed days in comparison to the 
national average of 8.7 falls per 1000 bed days. In addition 
to these incidents, the Trust has also reported all identified 
hospital acquired pressure ulcers Grade 3 and above and in 
2012/13 this has included 72 pressure ulcers at Grade 3 and 
one at Grade 4. 

comparative data on 
number and severity  
of incidents from nrlS  
1st April 2012–  
30th September 2012
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Improving patient safety continues to be one of the three key quality indicators for the Trust. The organisation 
has built on the work undertaken in previous years to enhance safety and improve clinical outcomes for patients. 
The Patient Safety Committee has continued to act as the focal group for reviewing issues arising from individual 
patient safety incidents, disseminating national guidance and safety alerts and supporting initiatives to address 
particular aspects of practice where evidence suggests improvements to patient safety can be achieved. The 
Patient Safety Committee reports to the Trust’s Clinical Governance Committee and through this accountability 
communicates any issues of concern to the Board of Directors.

The Patient Safety Committee is underpinned by other safety groups that monitor and implement new initiatives 
to address specific risks to patient safety. This includes the Falls Prevention Group, Medicines Management Group 
and the Pressure Ulcer Forum. Reducing risk often requires a multi-disciplinary and a multi-agency approach and 
considerable work has been undertaken to reduce risk across the entire patient pathway.

The Trust has recognised that there are clinical incidents that do not meet the criteria to be reported as serious 
incidents but may none-the-less have had potentially significant adverse consequences for the patient. These are 
now being recorded as serious learning events by the organisation and are subject to the same level of scrutiny, 
investigation and reporting as those that are reported externally as serious incidents.

During 2012/13 the Trust has made changes to practice as a result of incidents and proactively in response to 
identified areas of risk. This has included rolling out the use of the WHO pre-surgical checklist to other areas 
such as Dermatology and Orthodontics; the introduction of a patient catheter passport and a COPD passport in 
conjunction with the community; the introduction of a pharmacist into the Medical Assessment Unit to ensure 
medicines reconciliation and a review of interventional procedures carried out in ward areas. In addition the 
organisation undertook a Failure Mode and Effect Analysis looking at how to reduce medication errors and 
implemented a number of improvement measures as a result of the findings.

All serious incidents and Never Events are also reported 
via the Strategic Executive Information System to enable 
local commissioners of services to monitor and support the 
management of serious incidents in locally commissioned 
services.

Learning from incidents is recognised as key to managing 
risk and staff are supported to understand how they can 
determine the underlying issues that have led to incidents 
occurring through a programme of training that has 
included information on how to realise the benefits of 
DATIXweb and how to use the technique of Root Cause 
Analysis. Training on the benefits of incident reporting is 
now included in the annual Clinical Mandatory Training 
days for doctors. Frontline staff are provided with additional 

educational support and feedback on patient safety 
incidents in the in-house Patient Safety Bulletin.

Incident reports are provided to clinical specialties, 
Divisional Quality, Risk and Standards committees and 
to specialist safety groups to ensure shared learning. 
Complaints, Litigation, Incident and PALS (CLIP) reports 
are compiled on a quarterly basis identifying trends and 
key issues from reported events and benchmarking the 
organisation against national data. The CLIP report is 
submitted to the Quality and Risk committee for discussion 
and examination of identified issues and in turn shared 
with senior clinical and managerial staff throughout the 
organisation and with commissioners.

Patient Safety incidents reported to nrlS 1.4.11 to 31.3.12 1.4.12 to 31.3.13

Total number of incidents 5742 5345

Serious Incidents 22 21

Never Events 1 7

Serious Incidents /Never Events as a % of all patient safety incidents reported 0.5% 0.5%
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Key Priority Performance

w h at i S  v e n o -t h ro m b o e m b o l i Sm ( v t e ) ?
The House of Commons Health Committee (2005) reported 
that each year there are approximately 25,000 deaths 
from hospital acquired venous thromboembolism (VTE) in 
the UK.  This is when blood clots form in peripheral veins 
and then disperse to the heart and lungs, where they 
cause severe compromise to the heart and lung function, 
and subsequently death.  VTE is largely preventable 
through risk-based screening and appropriate preventative 
mechanical and/or chemical interventions.
In response to this, the independent working expert 
group on the prevention of venous thromboembolism 
in hospitalised patients (2007) reported their findings to 
the Department of Health, who published comprehensive 
guidance aimed at reducing greatly this risk to patients. 
These guidelines stress that each patient should have a 

VTE assessment undertaken on admission and periodically 
throughout the duration of hospitalisation because their 
risk might change; ideally reassessment every 48 to 72 
hours.
The Epidemiologic International Day for the Evaluation 
of Patients at Risk of VTE in the Acute Hospital Setting 
(ENDORSE) study of a total of 70,000 patients from 358 
hospitals across 32 counties revealed that only 40% of 
medical patients and 60% of surgical patients received 
appropriate thromboprophylaxis (Cohen et al 2008).

a i m  a n d  G oa l
To implement the national risk assessment tool for VTE and 
in particular to ensure that 95% of medical and surgical 
patients were assessed appropriately by quarter 4 of 
2011/12.

h o w  w e  ac h i e v e d  o u r  ta r G e t
The Trust established a Thrombosis Committee in July 
2007 under the Chairmanship of one of our Clinical 
Haematologists, with the overall purpose of promoting 
and monitoring best practice. The new Trust policy for ‘The 
Prevention of Venous Thromboembolism’ was modified 
in January 2010, defining those patients excluded from 
assessment and thromboprophylaxis, and disseminated 
throughout the Trust, supported by the national ‘Stop the 
Clot’ publicity launch and a local media campaign.
Other initiatives included:
l Thromboprophylaxis guidelines and anticoagulation 

management included in the junior doctors and nurses 
induction programme

l Root cause analysis for all patients with VTE associated 
with their hospital re-admission and in whom no 
thromboprophylaxis  was prescribed

l VTE assessment tool incorporated into the orthopaedic, 
surgical and medical clerking documentation.

l Audit of practice (as outlined)
l Easy reference VTE assessment tool leaflet distributed to 

all medical staff
l New VTE assessment tool designed for obstetrics and for 

day surgery

trust performance in 2011/12
The Trust successfully achieved its target with 95.94% of 
all medical and surgical patients assessed appropriately in 
2011/12 and 96.89% appropriately assessed in Q4.  
 

outcome 2012/13

Priority 1 – Reduce avoidable death and disability by screening 
all patients for VTE
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l		Ward pharmacists monitored prescriptions and drug 
chart, with a separate section for thromboprophylaxis, in 
accordance with guidelines

h o w  t h e  t r u S t  m o n i t o r e d 
i m P l e m e n tat i o n
Performance against this indicator is reported nationally 
via a national reporting system.  Performance at Ward 
and Service Line level is reported and variance to the 95% 
target is discussed at service level performance reviews.

Priority 2 – Improve Trust Score on Adult IP Survey

w h y  d o  w e  n e e d  t o  i m P r o v e  o u r 
S c o r e  f o r  t h e  S u r v e y ?
The indicator incorporates questions which are known to 
be important to patients and where past data indicates 
significant room for improvement across England.

a i m  a n d  G oa l
The indicator is a composite, calculated from five survey 
questions. Each describes a different element of the 
overarching patient experience theme “responsiveness to 
personal needs of patients”. 
The elements are: 
1 Involvement in decisions about treatment/care, 
2 Hospital staff being available to talk about worries/

concerns, 
3 Privacy when discussing condition/treatment, 
4 Being informed about side effects of medication, 
5 Being informed who to contact if worried about 

condition after leaving hospital.

S c o r i n G
For each question in the survey, the individual 
(standardised) responses are converted into scores on 
a scale from 0 to 10. A score of 10 represents the best 
possible response and a score of zero the worst. The 
higher the score for each question, the better the Trust is 
performing.

It is not appropriate to score all questions in the 
questionnaire as not all of the questions assess the trusts 
in any way. For example, they may be descriptive questions 
such as Q1 asking respondents if their inpatient stay was 
planned in advance or an emergency; or they may be 
‘routing questions’ designed to filter out respondents to 
whom following questions do not apply. An example of 
a routing question would be Q41 “During your stay in 
hospital, did you have an operation or procedure?”

h o w  w e  ac h i e v e d  o u r  ta r G e t
We undertook a programme of ‘mock’ CQC (Care 
Quality Commission) audits throughout the year to assess 
standards and developed action plans to address any areas 
for development. The action plans were implemented 
by the ward sisters/ charge nurses and matrons from 
the relevant areas which were monitored by the Patient 
Experience Committee.

l a S t  y e a r ’ S  P e r f o r m a n c e
2011
Involvement in decisions about treatment and care – 6.6
Hospital staff being available to talk about worries or 
concerns – 4.8
Privacy when discussing condition / treatment – 7.8
Being informed about side effects of medication – 3.9
Being informed who to contact if worried about condition 
after leaving hospital – 7.1

o u t c o m e
2012
Involvement in decisions about treatment and care – 7.2 
(increase)
Hospital staff being available to talk about worries or 
concerns – 5.3 (increase
Privacy when discussing condition / treatment – 8.5 
(increase)
Being informed about side effects of medication – 4.1 
(slight increase)
Being informed who to contact if worried about condition 
after leaving hospital – 6.7 (decrease)

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n S
Mock CQC action plans were monitored by the Patient 
Experience Committee.
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Priority 3 – Collect and measure improvement on the NHS 
Safety Thermometer

w h y  d o  w e  n e e d  t o  i m P r o v e ?
Participation in data collection using the NHS Safety 
Thermometer is an important preparatory step for 
NHS-funded provider organisations in reducing harm. 
Incentivising use of the NHS Safety Thermometer will 
increase the participation in this data collection, establish 
a national baseline of performance on the four harms 
and provide information on the range of performance. 
This will allow the establishment of quality improvement 
aims for year two and contribute to the provision of data 
required for the Outcomes Framework and Government 
Transparency Agenda.

The intention is that further improvement goals relating 
to outcomes measured by the Safety Thermometer will be 
incentivised in future years.

a i m  a n d  G oa l
This CQUIN incentivises the collection of data on 
patient harm using the NHS Safety Thermometer harm 
measurement instrument (developed as part of the QIPP 
Safe Care national work stream) to survey all relevant 
patients in all relevant NHS providers in England on a 
monthly basis. 

Detailed information on the appropriate patients and 
relevant settings for use of the NHS Safety Thermometer 
are defined in the NHS Safety Thermometer guidance for 
use.

The intention is for all NHS-funded providers, across 
community, mental health, acute and residential and 
nursing care, including NHS-funded independent sector 
providers, to use the Safety Thermometer, apart from 
where exceptions apply, as detailed in the guidance. This 
will allow nationally consistent data to be collected and 
published as well as facilitating local improvement activity.
Where providers already have in place existing data 
collections that duplicate the measures in the tool, 
commissioners should use this CQUIN to incentivise 
transition to the safety thermometer tool to ensure data 
is produced that is consistent with the national collection. 
All relevant providers will be expected to have begun use 
of the national Safety Thermometer measurement tool by 
the end of 2012/13. Use of the Safety Thermometer will be 
mandatory in 2013/14.

Where organisations are already submitting full data for 
the safety thermometer and there is no room for further 
improvement, commissioners should consider increasing 

the proportion of CQUIN payments available for the other 
national CQUIN goals.
 
h o w  w e  ac h i e v e d  o u r  ta r G e t
We collected the data on a monthly basis and all results 
were discussed with ward sisters, charge nurses, matrons 
and senior nurses of specific areas. Where issues arose 
action plans were implemented to improve results. 
Collection of the data was organised systematically by the 
lead nurse for practice and innovation and education and 
training was implemented where required.

l a S t  y e a r ’ S  P e r f o r m a n c e
This is a new Indicator and not performed by the Trust in 
previous years.

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n S
Data was published by the Department of Health Website 
on a monthly basis, which allowed the Trust to track 
progress.

outcome

Mar12 Apr12 May12 Jun12 Jul12 Aug12 Sep12 Oct12 Nov12 Dec12 Jan12
3.74 5.31 6.75 5.31 4.8 5.1 4.45 4.23 3.79 3.04 2.03

PaAents 508 490 489 471 458 451 449 473 448 460 443
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Priority 4 – Improve the care and access to services for patients 
with dementia

w h y  d o  w e  n e e d  t o  i m P r o v e ?
The National Dementia Strategy published in 2009 
identified that people with dementia experience under-
diagnosis, delayed discharges from acute and community 
hospitals, premature admissions to care homes and a 
general lack of appropriate services.

The aim of the strategy is to achieve significant 
improvement in three main areas:
l Awareness
l Early diagnosis & intervention
l Higher quality care

Half of those admitted to hospital with dementia have 
never been diagnosed prior to admission and other causes 
of cognitive impairment such as delirium or depression are 
often missed.  

Implementation of the strategy has been incorporated as a 
regional indicator into the commissioning CQUIN targets for 
the Trust and as part of the Quality, Innovation, Productivity 
and Prevention programme (QIPP) within Norfolk. The 
emphasis during this year has been on introducing a 
programme for finding, assessing, investigating and 
referring patients with a possible diagnosis of dementia 
(F.A.I.R). 

This programme aspires to promote a system within acute 
Trusts for ensuring that the opportunity provided by an 
inpatient admission into hospital is also used to support the 
identification of patients with dementia and other causes of 
impaired cognition and prompts an appropriate referral and 
follow up after they leave hospital.

a i m  a n d  G oa l
To ensure that all patients aged 75 and over admitted 
as emergency inpatients are included in the F.A.I.R 
programme and those with a potential diagnosis of 
dementia are identified, assessed, investigated and 
appropriately referred for further diagnostic advice and 
follow up after discharge.

h o w  w e  ac h i e v e d  o u r  ta r G e t
The Trust identified a team to deliver this challenge which 
included a newly appointed Lead Nurse for Dementia 
plus a re-focus of the work of our two Dementia Support 
Workers.

During the last quarter of the year the Trust fully 
implemented the F.A.I.R programme and targeted all 

emergency admissions over the age of 75 years old. 
Patients were first asked to undertake an abbreviated form 
of the Test Your Memory test (Pre- TYM), a shortened 
version of the full TYM test, to check whether they were 
able to participate in completing the test. Only those that 
were able to complete the Pre- TYM test and scored ≥6 
were then screened using the full TYM test. 

According to the outcome of the TYM test, patients 
were assigned to one of three categories which gave an 
indication of whether there were any concerns with the 
patient’s cognitive function:
1 Patients who scored <6 on the pre-TYM did not have 

further screening. These patients scored red on the 
Cognitive State Summary. Often these patients had 
significant health problems that affected their ability to 
participate fully in screening.

2 Patients who scored ≥6 on the Pre-TYM but <41 on 
the TYM test. This indicated that they were able to 
complete the Pre-TYM but scored poorly on the TYM.  
These patients scored amber on the Cognitive State 
Summary.  

3 Patients who scored >6 on the Pre-TYM and >41 
on TYM. This indicated that either the patient /or 
their informant felt there was no evidence for recent 
cognitive decline or that the patient passed the TYM 
and Pre-TYM tests. These patients scored Green on 
the Cognitive State Summary.

When the patients were considered medically fit for 
discharge a Cognitive State Summary was forwarded to 
their GP along with the normal discharge notification. The 
results of additional investigations to support diagnosis 
were included in the summary. Only patients scoring red or 
amber were reported to their GP. This summary provided 
an indication of whether the patient may have cognitive 
impairment and the GP was asked to consider whether 
the patient would benefit from further investigations to 
determine a definitive diagnosis and/or additional support 
and follow-up.

The F.A.I.R programme was developed as a stepped 
approach and each of these steps was first piloted before 
the overall programme was fully introduced across the 
organisation in January 2013.

In line with other acute trusts within Norfolk, the 
organisation decided on using the ‘Test Your Memory’ test 
(TYM test) as the principal assessment tool for screening 
patients that had scored ≤ 7 on the Abbreviated Mental 
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Test Score during their admission clerking or had triggered 
using the national dementia finding question:
“Have you been more forgetful in the last 12 months to the 
extent that it has significantly affected your life?”

l a S t  y e a r ’ S  P e r f o r m a n c e 
This was a new priority area and so did not have monitoring 
in the previous year.

o u t c o m e
Approximately 700 – 750 patients per month. 

f i n d i n G 
An initial assessment of cognitive function during the first 
72 hours of admission using the Abbreviated Mental Test 
Score (AMTS) and the ‘Dementia-finding’ question. Both of 
these are currently completed and recorded within all the 
clerking documents within the Trust. 
 
a S S e S S m e n t
Further screening of all patients who scored ≤ 7 on the 
AMTS or who indicated, (or a relative indicated), on the 
dementia- finding question that they had experienced 
increased forgetfulness within the last 12 months. The Trust 
utilised the TYM (Test Your Memory) test as the screening 
tool for further investigating the patient’s current level of 
cognition.

i n v e S t i G at i o n 
Additional investigations during the admission to support 
understanding of the patient’s possible diagnosis including 
blood tests, electrocardiogram, CT or MRI, if applicable.

r e f e r r a l 
A referral to their GP on discharge which included a 
Cognitive State Summary and the results of the supportive 
investigations during the admission, excluding those 
patients that scored >7 on their initial AMTS and did not 

indicate that they had experienced forgetfulness. This 
equated to approximately 50 referral letters a month.

The patients also received a letter advising them that 
memory assessments had been carried out whilst they were 
in hospital and that they may wish to consider a follow up 
appointment to discuss this with their GP.

h o w  t h e  t r u S t  m o n i t o r e d 
i m P l e m e n tat i o n
The Trust established a database which was populated with 
the details of all patients age >75 years old admitted as 
emergency inpatients. This was populated from the main 
patient administration system on a daily basis during the 
working week.  The Lead Nurse for Dementia then ensured 
that the database was updated with the details of when 
assessments took place, the results of those assessments 
and when subsequent referrals had been sent. Data was 
entered for all patients and any potential gaps were rapidly 
identified and the individual patients followed up.

The organisation cross-checked the information by 
undertaking a continuous audit of all qualifying patient 
health records as they passed through Clinical Coding 
following discharge  to ensure that copies of the relevant 
assessment and referral paperwork was present in the 
records.

Progress on meeting the quality improvement objectives 
was reported on a monthly basis to the Dementia Strategy 
Steering Group.

board Sponsor:  Gwyneth Wilson
Director of Patient Experience and Lead for Nursing and 
Non-Medical Professionals

w h y  d o  w e  n e e d  t o  i m P r o v e ?
The NICE Caesarian section guidance indicates that women 
who request a c/section because of anxiety about childbirth 
should be offered referral to a healthcare professional with 
expertise in providing perinatal mental health support. 
Information should also be provided to all women to help 
them make an informed choice on c/section or to prepare 
them for the possibility. Our current maternity services 
providers will see these women as outpatients.

Women who have a traumatic birth also require support to 
discuss this and at an appropriate time to discuss options 
for future pregnancies.

Whilst we are locally looking at this guidance it would seem 
an appropriate time to establish links between maternity 
and mental health providers and look at establishing an 
integrated care pathway for antenatal and postnatal mental 
health. Other services in the country have already done 
this. This would mean the development of a local pathway 

Priority 5 – Improve care given to our maternity patients 
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between the acute and community providers and the 
mental health trust. This would ensure that women are 
supported not only physically throughout their maternity 
pathway but also psychologically.

a i m  a n d  G oa l
To develop a maternity mental health pathway to meet 
the requirements within the NICE guidance involving the 
collaboration of Trusts and commissioners to develop the 
pathway and implement accordingly. 

h o w  w e  ac h i e v e d  o u r  ta r G e t
Working with patients and our mental health provider 
colleagues a new pathway was devised to ensure that 
patients who required this level of support could easily and 
quickly access it.

l a S t  y e a r ’ S  P e r f o r m a n c e
This was a new priority area and so did not have monitoring 
in the previous year.

o u t c o m e
A new maternity pathway was developed and implemented 
successfully.

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n
Implementation was monitored through the division’s 
internal governance structure and reported to the CQUIN 
lead on a quarterly basis.

w h y  d o  w e  n e e d  t o  i m P r o v e ?
The ‘Patient Revolution’ is one of the five ambitions that the 
SHA cluster would like to deliver. The SHA has defined the 
‘Patient Revolution’ as covering three elements. Included 
within this is the need to drive improvements in patient and 
customer experience.

NHS Midlands and East are developing a standardised 
approach with a single metric to obtain ‘real-time’ 
monitoring of Patient Experience based on the Net 
Promoter Score methodology and called the ‘Friends and 
family Test’.

The Friends and Family Test (FFT) provides a single score 
which reflects the perceptions of patients about their 
experiences of the health care they have received. The 
score is the difference between the proportion of people 
surveyed who said they would be ‘extremely likely’ to 
recommend the local service and the proportion who said 
they would be ‘neither likely nor unlikely’, ‘unlikely’ or 
‘extremely unlikely’ to recommend to recommend. 

The use of the Friends and Family Test is one method of 
measuring how we maintain and build on improvements 
identified from the National Patient Survey. 

a i m  a n d  G oa l
1a) To establish question and baseline Friends and Family 
Test Score for 10% of inpatients 
1b)  Monthly report to Board and Commissioner at 
organisational, speciality and ward level, including plans for 
improvement
1c)  Achieve a 10 point improvement in Family and Friends 
Test Score or maintain top quartile performance (targets 

and top quartile will be calculated using M1 baseline data)

l a S t  y e a r ’ S  P e r f o r m a n c e
The Friends and Family Test was introduced in May 2012 so 
there is no previous year’s performance for comparison.

o u t c o m e
The Trust achieved at least the minimum target response 
rate set by the SHA for the period of the trial. The score fell 
below the target score in July 2012 and there was a further 
sharp decrease in August 2012.

From February 2013 a third-party contractor has been 
engaged to provide the Trust with support to help us 
improve our response rates. The company also provides the 
results and analysis in a usable format which is fed back 
to colleagues to enable us to celebrate and replicate the 
successes and to develop those areas where patients tell 
us we can improve.  In the first month of using this service 
our response rate increased to 22% and we received 414 
individual reviews from patients and carers.

Priority 6 – Implement the Friends and Family Test
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By sharing these results with colleagues and working with 
the wards and departments where patients tell us we could 
do better we expect to see our Friends and Family Test 
scores improve through 2012 – 13.

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n S
The FFT response rate and score is reported monthly to the 
Board and to the Patient Experience Steering Group whose 
role is to implement the Patient and carer Experience 
Strategy.

h o w  w e  ac h i e v e d  o u r  ta r G e t
We achieved our target response rate by engaging with 
ward colleagues to encourage patients to complete the FFT 
survey cards. We also established a new post of Patient and 
Public Involvement Lead, part of whose role it is to ensure 

that the target response rate is met. Methods to encourage 
patients to respond include:
l Face-to-face encouragement and assistance where 

required to complete the paper forms
l Posters
l A dedicated website hosted by a third party organisation 

so that patients can respond on-line if they prefer

The Trust is not currently achieving the target FFT scores. 
The Trust approved the adoption of the new Patient and 
Public Experience Strategy 2012 – 15 in November 2012 
and it is expected that the implementation of the various 
elements of this will lead to incremental improvements 
in the patient experience and an improvement in our FFT 
scores as a measure of this.

w h y  d o  w e  n e e d  t o  i m P r o v e ?
A&E departments can contribute effectively to violence 
prevention by working with Community Safety Partnerships 
(CSPs) and by sharing electronic, simple anonymised data 
about precise location of violence, weapon use and day/
time of violence.
This data can be used to enhance the effectiveness of 
targeted policing to reduce licensed premises and street 
violence resulting in a reduction of overall A&E violence 
related attendances.

a i m  a n d  G oa l
l		Partnership Working – A&E liaison with other 

organisations (sharing assault data)
l		To share data with the local Community Safety 

Partnership (CSP) in accordance with The College of 
Emergency Medicine Guidelines in an effort to work 
collaboratively on the reduction of alcohol related crime 
and knife crime

l		To involve A&E departments liaising with Police regarding 
venues where patients had sustained injury when it was 
as a result of a violent incident (e.g. clubs). This should 
include data concerning patients who have sustained 
accidental injury resulting in A&E attendance that 

has occurred inside or immediately outside a licensed 
premises.

l	Required information to be sent to the email addresses 
supplied on a monthly basis and attendance at a six 
monthly forum to discuss the process, findings and 
actions taken as a result of the data supplied. 

h o w  w e  ac h i e v e d  o u r  ta r G e t
The Trust ensured all A&E reception staff were trained 
in collecting this data. The Trust also purchased and 
implemented a new A&E administration system during 
the year.  The collection of this information was made 
mandatory in applicable cases on the system.

l a S t  y e a r ’ S  P e r f o r m a n c e
This is a new area to be monitored, but as performance has 
increased throughout the year a good level of improvement 
has been achieved.

o u t c o m e
This CQUIN is expected to be achieved.

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n S
Actual performance is monitored on a monthly basis. 

Priority 7 – Work with the local Crime and Disorder Reduction  
Partnership to reduce alcohol related crime
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Priority 8 – Recruit an A&E based Independent Domestic  
Violence Advocate

w h at  i S  a n  i n d e P e n d e n t  d o m e S t i c 
v i o l e n c e  a d v o c at e
By providing a specialist role it will improve current services 
to facilitate early intervention and prevention of harm. 
IDVA’s are proactive in terms of early crisis intervention and 
safety planning, addressing immediate safety issues as well 
as identifying longer-term solutions, and advocating for 
clients with complex needs and with differing agencies.

Hospital staff treating victims suffering from the effects 
of DV, have a number of time constraints which prevent 
a) immediate specialist assistance, b) appropriate risk 
assessment being carried out, c) safety planning and 
preventative/referrals to other specialist providers d) issues 
of confidentiality/disclosure being dealt with e) time 
constraints.

It is well researched that early dedicated support, help with 
information and options empowers victims to make safer 
choices. (Regan, 2004) also suggests that this intervention 
reduces repeat visits to A&E.

e x P e c t e d  a i m
1 Reduce number of incidents/repeat hospital visits/

admissions at A&E
2 Improve safety planning/interventions for those at high 

risk of serious injury and/or homicide
3 Holistic seamless access to differing support services
4 Reach marginalised people who historically do not 

report to police 
5 Raise awareness/training to fellow health professionals 

of the benefits/process for swift and appropriate 
intervention

6 Contribute towards building an evidence base for 
assessing a cost-benefit analysis for the pilot

7 Reduce cost to the public purse by providing resources 
for early intervention

t r u S t  P e r f o r m a n c e  i n  2 0 11 /12
The Trust did not have an IDVA in 2011/12 and so it cannot 
be compared.

h o w  w e  ac h i e v e d  o u r  ta r G e t ?
The Trust works closely with Leeway which is a specialist 
domestic abuse charity who support around 6,000 people 
across Norfolk and Suffolk.

The Trust has employed Leeway’s services to post a 
domestic violence advocate within the hospital at certain 
times and also have access to a 24 hour support number.  
This is a two year priority so the impact will be assessed 
across this period.

h o w  t h e  t r u S t  m o n i t o r e d 
i m P l e m e n tat i o n
The Trust monitored this implementation in line with the 
targets set out with commissioners.
Q3 – Evidence that the service is up and running through 
liaison with Leeway to recruit the IDVA. 
Q3 – Deliver IDVA service and provide evidence of policies 
prior to and after review and a report of contacts, 
outcomes, trends, signposting and identification of gaps in 
terms of referrals/pathway interactions. Outline all training 
undertaken with A & E staff and other identified individuals
Q4 – Continue to deliver IDVA service and record all 
interactions and training undertaken as above
Q4 – Continue to deliver IDVA service and record all 
interactions and training undertaken as above. Provide 
a full report including final number and cohort of staff 
trained, policy/pathway changes implemented as a result 
of the ongoing review and findings of the gap analysis and 
trends. Identify if repeat visits have reduced and if so, by 
how much throughout the year.

board Sponsor: Gwyneth Wilson, Director of Patient 
Experience and lead for Nursing and non-medical 
professionals 

Priority 9 – Reduce HSMR levels in patients with Chronic 
Obstructive Pulmonary Disease (COPD)
w h at  i S  c o P d ?
COPD is a chronic lung condition, caused by narrowing of 
the airways, and caused by inhalation of noxious gases, 
most commonly from tobacco smoking. Worldwide, COPD 
is the sixth leading cause of death and is projected to 

increase in frequency due to an increase in smoking rates 
and an increase in the ageing population.

Nationally 13% of patients admitted to hospital with COPD 
die within three months and a quarter die within a year of 
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admission. At the QEH, 35% of patients who die in  
hospital from COPD have had three or more admissions  
in the last year.  

Currently there is no cure for COPD but it is both 
preventable (by smoking cessation) and treatable. There 
is national guidance (provided by the National Institute 
of Clinical Excellence) on the optimal management of 
patients with COPD. By adopting this guidance, through the 
introduction of a standardised care bundle, the outcomes 
can be improved although COPD usually gets worse 
gradually over time. 

In recognition of this, the Trust has taken steps to introduce 
a new care bundle, based on national guidance, to improve 
the care of patients with COPD but also to recognise the 
need to improve the discharge procedures so that these 
patients are picked up by the community teams, ensuring 
that their care continues to be optimised in the community.

a i m  a n d  G oa l
The aim of this work stream was to ensure that all patients 
admitted with a diagnosis of COPD should be managed 
according to new clinical pathways, jointly agreed between 
the QEH and the local community teams, with the following 
components:
1 New Acute Care Bundle (whilst inpatient in the QEH) 

– to agree and implement a new care bundle, train all 
relevant staff and roll-out onto the adult medical wards

2 New discharge processes – to agree a new pathway 
between the QEH and the community teams, which 
would include a joint clinical passport to support 
facilitated discharge and on-going community care

c l i n i c a l  o u t c o m e S
 a There has been a gradual reduction in the number of 

admissions over 2012/13, since the project commenced 
in quarter 4 of 2011/12.

 b Readmission rate – in quarter 2 of 2012/13, the 
readmission rate for COPD as a % of admissions was 
26.02 compared to a national mean of 24.34, which is 
within the expected range compared to our peers, but 
as yet has not shown a reduction compared to 2010/11. 

 c The Risk Adjusted Mortality has reduced from a peak 

134 in 2010 to 52 in quarter 4 (2012/13) demonstrating 
a greater than 60% reduction in mortality in this period.

3 Improvements in the following clinical outcomes  
(comparing the last quarter in 2012/13 with 2010/11 as 
the base year):

 1. 10% reduction in admission with patients with COPD
 2. 10% reductions in readmissions with patients with 

COPD
 3. 10% reduction in mortality for patients admitted 

with a diagnosis of COPD

h o w  w e  ac h i e v e d  o u r  ta r G e t
Several meetings were held at the onset of the project, 
incorporating all the key clinical stakeholders from the Trust 
and the local community unit, with the following actions:

1 Care Bundle – new Action Sets published by the BMJ 
Group were introduced, outlining best practice in the 
management of the commonest medical conditions 
presenting to the QEH, and were modified for local use, 
including one for COPD:

 a Action Set uploaded onto the Trust’s intranet for 
immediate viewing

 b Training provided by the BMJ Group
   c Monitoring of the usage by the Trust

2 Introduction of new COPD passport
 a New passport introduced in February 2013
 b Training provided for all the Community Matrons, 

respiratory ward nurses, and Respiratory Practice Nurses
 c Passport presented to the local patient support group 

(Breathe Easy meeting), the Frequent Attendees Project 
and Long Term Conditions Study Day

 d At least 25% of community patients now have 
passport

3 List of all admissions with diagnosis of COPD shared 
with the community teams on a monthly basis, together 
with a list of frequent attendees.
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Priority 10 – Work to reduce the need for people to attend 
A&E frequently

w h y  d o  w e  n e e d  t o  i m P r o v e ?
There is a well-documented cohort of about 60 patients 
who are frequently admitted to the QEH as a result of 
mental health complications manifesting themselves in 
health symptoms. This also includes the group of frail and 
elderly that are diagnosed as having dementia.
Current patient management occurs in organisational 
isolation and contributes to the rate of admission by 
treating the symptom rather than the root cause of the 
issue.  This system CQUIN aims to support providers 
(Norfolk and Norwich University Hospitals Foundation 
Trust, Norfolk and Suffolk Mental Health Foundation Trust, 
East of England Ambulance Service NHS Trust, Norfolk 
Community Health and Care, Out Of Hours and Norfolk 
County Council) to ensure appropriate senior clinical 
engagement and time is taken to plan and execute care 
plans for this group of patients.

a i m  a n d  G oa l
This CQUIN forms part of a system wide strategy to 
identify, address and engage in the management of 
frequent contact patients ensuring a significantly different 
approach to care that promotes collaboration between 
agencies to produce and deliver case management plans 
that maximise commissioned services and highlight gaps for 
future commissioning.

h o w  w e  ac h i e v e d  o u r  ta r G e t
There are two separate patient groups here:
1. Frequent attenders to A&E.
2 Frequently admitted patients.

1 frequent attenders to a&e.
l This initiative has been in place for several years. It looks 

at certain patients who attend A&E frequently, to see if 
their care could be managed differently. 

l Meetings are held monthly. However, there is often 
a lot of background work that needs to be done and 
there is always a lot of work that comes out of the 
meetings. The work is clinically driven, i.e. in some 
cases, the number of attendances a patient will have 
to A&E will drop as a result, but there will still be times 
when patients are still best managed by attending A&E.

2 frequently admitted patients  
l This ‘population’ / patient group is always in a state of 

flux: some patients may be frequently admitted for one 
period of time, but not the next. 

l The patient group would sometimes have some overlap 
with Frequent Attenders, but certainly not always.

l A new group was therefore put together: The 
Frequently Admitted Patients Group.

l It had been hoped that the Group would have been 
‘Community’ rather than hospital led. However, it was 
evident in late summer / early autumn that getting the 
project off the ground was becoming a challenge.

l Problems encountered related to information – sharing, 
particularly between various healthcare organisations, 
and also social care.

l It also included the availability of accurate and useful 
data on which patients we were actually dealing with, 
or proposing to deal with.

l Another interesting issue that was that the patient 
group was not necessarily dominated by patients with 
known mental health and alcohol problems. The patient 
group included several children (outside the Group’s 
remit, who appear at first sight to have significant 
clinical need), and also patients with complex medical 
and social problems. Some also had mental health 
issues that would not ordinarily meet the threshold 
for mental health services, or learning difficulties 
that would not meet the threshold for adult learning 
difficulties care.

l Other problems have related to reorganisation of  
local health and social care services. This has meant  
that at times, Group member vacancies have not been 
back-filled. 

l a S t  y e a r ’ S  P e r f o r m a n c e
This is a new CQUIN and process so was not monitored last 
year.

o u t c o m e
l These meetings are led by an A&E consultant. Other 

representatives are from the Community Alcohol and 
Drug Service (CADS), the Rapid Assessment Team team, 
Mental Health liaison, the psychiatric emergency liaison 
team, the Learning Difficulties specialist nurse and the 
Trust’s Security Management Specialist.

l From time to time and as required, the patient’s GP 
will attend, and representatives from Social Services, 
Housing, Clinical Psychology, and Community nurses.

l Minutes have been taken during the meetings. Case 
Meeting plans have been produced. A number of these 
(in anonymised form) have been shared with NHS 
Norfolk.

l Reports and graphs are now available on a monthly 
basis on the top frequently attending patients over the 
last month or so, which helps to inform planning for the 
next meeting.
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l The meetings look at all adult patients attending A&E, 
regardless of whether or not they are from the NHS 
Norfolk catchment areas. We also look at patients from 
North Cambs area and South Lincs.

l It is recognised that the patients have complex 
needs, and the Group cannot look at every patient 
who attends A&E frequently. Under the College of 
Emergency Medicine criteria, the group would have to 
look at a couple of hundred cases, which is clearly not 
feasible, or even necessary.

l A proportion of frequently attending patients will also 
be frequently admitted patients.

3. frequently admitted patients
l This project came as a result of a West Norfolk Wide 

CQUIN. The CQUIN was one of a number of projects 
looking at ways of QEH, General Practice, Social 
Services, CADS, Mental Health, and Community Care 
better addressing the needs of certain groups of 
patients, to reduce their admissions to hospital.

l Initially there was some lack of clarity with respect to 
terminology: a patient who frequently attends A&E is 
not necessarily admitted every time, and a patient who 
is admitted to hospital frequently is not necessarily 
admitted via A&E.

h o w  w e  m o n i t o r e d  i m P l e m e n tat i o n S
currently
l We now have guidelines at QEH on information – 

sharing, signed off by the Caldicott Guardian, and 
Information Governance and Registration Authority 
Officer.

l We are getting useful information from Information 
Services about which patients are and are not getting 
admitted so often.

l We are holding meetings approximately fortnightly.
l Honorary QEH contracts for the members of the Group 

have been drawn up.
l It would remain beneficial to have a local GP as a 

standing member of the Group. Nevertheless, it 
appears to have been useful to have the A&E consultant 
from the Frequent Attenders Group above to help 
provide summaries of the sometimes extensive sets of 
Hospital notes.

l We have been able to access System 1 and input 
information from GP and other Community records.

l The Community Alcohol and Drugs Service, Mental 
Health, and Social Services representatives have also 
been instrumental in coming up with patient plans.

l Community Matrons have also been of tremendous 
help in producing and implementing plans.

l The project commenced in earnest only in November / 
December 2012. Several plans have been produced, and 
two or three case studies indicate that some patient 
care has been delivered without need for the patient to 
be admitted to hospital.

l Current challenges relate to making sure that relevant 
information is available, both as data, and through the 
multiple IT systems being used between health and 
social care for example.

l We increasingly hope to use ‘Outcome Star’ in looking 
at a patient’s own needs and expectations with respect 
to their own futures. This tool looks not only at health, 
but, for example, work, housing and relationships.

Priority 11 – Work in partnership with health organisations 
across West Norfolk to reduce the number of unnecessary 
admissions to the hospital

w h y  d o  w e  n e e d  t o  i m P r o v e ?
The Trust and wider health community only wish to admit 
patients to hospital who require acute medical care.  
Sometimes the Trust may have to admit a patient to a bed 
simply because a service to prevent this admission may 
not currently be available in the health community.  For 
example the service may not be provided out of hours or 
there is a gap in service provision.  In order to meet this 
need, the Trust and other local health care organisations 
agreed to work with local Commissioners to pool 1% of 

the Trust’s CQUIN income to pump prime investment in 
these areas.

a i m  a n d  G oa l
This CQUIN forms part of a system wide strategy to reduce 
the number of unnecessary admissions to hospital.

h o w  w e  ac h i e v e d  o u r  ta r G e t
A number of meetings have been established to work 
collaboratively to reduce the number of avoidable 
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admissions.  Initially a task and finish style group of 
senior managers met to collectively agree and produce 
a document outlining a number of specific projects to 
support this initiative.  

Following this a system wide project manager was 
appointed, who is based at QEH to actively monitor and 
progress the projects.  A working group meets monthly 
to feedback and discuss implementation, which is made 
up of the respective organisations and project leads.  This 
group then feeds into the Urgent Care Network project 
group, which in turn provide monthly written updates to 
the Board.  

In addition to this, a Capacity Planning Group has 
been established with the senior managers from each 
organisation including mental health and the voluntary 
sector. This group meets fortnightly and is split into two 
parts, one to discuss operational issues and the second part 
focuses on specific strategic aspects to reduce admissions, 

manage flow and capacity and expedite discharge.  
Overall good relationships and networks have been 
formed and there has been a significant improvement in 
collaborative working, data sharing and communication.  

This target was not measured last year and is a new CQUIN.

o u t c o m e
The impact of the schemes being put in place can be seen 
from months 5 – 11 where activity was below plan in the 
table below.

It should also be noted that actual activity for the whole 
year came in below planned, which again demonstrates 
success in the schemes.

h o w  w e  m o n i t o r e d
The West Norfolk Urgent Care Network was the multi-
agency committee which monitored patch performance on 
this indicator.

Month april May June July aug Sept oct Nov Dec Jan Feb Mar total

plan 1803 1843 1861 1917 1891 1768 1915 1822 2015 1977 1834 1873 22519

actual 1870 2002 1837 1965 1848 1711 1876 1816 1776 1840 1756 2004 22301

Priority 12 – CQUINs agreed with Specialist Commissioners

w h y  d o  w e  n e e d  t o  i m P r o v e ?
The Trust identified six areas with our Specialist Commissioners 
that related to the care they were commissioning where 
they felt these were their organisational priorities. Three of 
these areas were nationally mandated and aligned to the 
performance of the Trust in these areas. 

a i m  a n d  G oa l
the national areas they identified were:
l VTE – National CQUIN aligned with our priority 1.
l Patient Experience – National CQUIN aligned with our 

priority 2.
l Safety Thermometer – National CQUIN aligned with our 

priority 3.
the local areas identified were:
l To implement the routine use of specialised services 

clinical dashboards. 
l Reduction of catheter-related CONS infections in low 

birth weight (<1500g) neonates.
l To increase the percentage of preterm babies who are 

fed on mother’s breast milk at discharge.

h o w  w e  ac h i e v e d  o u r  ta r G e t
The national targets were achieved as described in priorities 
1, 2 and 3 above.

The Trust implemented the population of the clinical 
dashboards in April 2012 and continued to use the 
dashboards through the year to support the commissioners.

As a Level 2 unit, the Trust has very limited numbers of low 
birth weight neonates. This allows the Trust to monitor any 
catheters extremely closey. 

The Trust has continued to be above our peer group average 
throughout the year on breastfeeding performance. The 
Trust is a keen promoter of the benefits of breastfeeding and 
acknowledges the benefits to both Mother and Child. All the 
Trust’s maternity staff are ‘Breast Feeding Initiative’ trained 
staff. We also have a designated infant coordinator and 
two neonatal staff nominated leads for breastfeeding all of 
whom champion breastfeeding to all new mothers. We have 
also invested in a designated breastfeeding room where new 
mothers can be encouraged to breastfeed. 

o u t c o m e
The Trust has achieved all of the above CQUIN targets.

h o w  w e  m o n i t o r e d
The Trust continually monitored performance through its 
internal governance structure.
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Did we achieve our Commissioning for Quality and  
Innovation Targets?
This year the CQUIN scheme expanded to carry a financial 
value of 2.5% of the contract between the Trust and the 
PCT. In the previous year the value was 1.5%.

We agreed 11 schemes with NHS Norfolk. Our performance 
against these is outlined in the table below.

Goal 
No

Description of Goal Quality 
Domain/s 2

Indicator Name & summary 
of targets. 20% process, 
80% outcomes

National or 
Regional 
Indicator 4

Indicator 
Weighting

Achieve

1 To reduce avoidable death, disability and chronic 
ill health from Venous-thromboembolism (VTE)

Safety VTE Risk Assessment 
Nationally 
mandated

10% of 
the 1.5%

Expected 
to achieve

2 To improve responsiveness to personal needs  
of patients

Patient 
Experience

Composite indicator 
on responsiveness to 
personal needs from the 
Adult Inpatient Survey

Nationally 
mandated

10% of 
the 1.5%

Expected 
to achieve

3
The collection of data on patient harm using  
the NHS Safety Thermometer harm 
measurement instrument

Patient safety
NHS Safety 
Thermometer

Nationally 
mandated

10% of 
the 1.5%

Expected 
to achieve

4a Dementia Case Finding
Patient safety
Patient 
Experience

Dementia
Nationally 
mandated

4% of the 
1.5%

Expected 
to achieve

4b Dementia risk assessment
Patient safety
Patient 
Experience

Dementia
Nationally 
mandated

3% of the 
1.5%

Expected 
to achieve

4c Referral for specialist diagnosis
Patient safety
Patient 
Experience

Dementia
Nationally 
mandated

3% of the 
1.5%

Expected 
to achieve

5 Maternal mental health 
Diagnosed Dementia/
Learning Disabilities

Local
10% of 
the 1.5%

Expected 
to achieve

6
Patient satisfaction
“How likely is it that you would recommend this 
service to friends and family?

Patient 
experience

Net promoter
Regionally 
mandated

10% of 
the 1.5%

Expected 
to achieve

7

To share data with the local Crime and Disorder 
Reduction Partnerships (CDRPs) in accordance 
with DH Home Office Guidance in an effort to 
work collaboratively on the reduction of alcohol 
related crime and knife crime.

Effectiveness
Sharing data re violent 
crime

Local
10% of 
the 1.5%

Expected 
to achieve

8 To recruit an A&E Hospital Independent 
Domestic Violence Advocate (IDVA)

Patient Safety Domestic Violence Local
10% of 
the 1.5%

Expected 
to achieve

9
Reduce HSMR level across the year alongside 
developing and rolling out improved care 
packages for patients with COPD

Chronic Obstructive 
Pulmonary Disease 
(COPD) care bundle

Local
10% of 
the 1.5%

Expected 
to achieve

10 System wide assurance process Partnership working Local
1% of the 
2.5%

Expected 
to achieve

11
Develop a CQUIN to analyse and develop 
action plans to address the issues with frequent 
attendees to A & E or frequent admitters

Frequently admitted 
Patients

Local
10% of 
the 1.5%

Expected 
to achieve

Notes: 2 Safety / Effectiveness / Experience / Innovation. 3 May be several for each goal. 4 Nationally mandated / Regionally mandated/ Regionally suggested/ No
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The development of CQUINS for 2013/14 is a joint task 
between the Trust and its Commissioners – who are now 
West Norfolk CCG.  An initial list of ideas was compiled 
between the Trust and Commissioners and then through 
consultation with Trust Governors, Medical and other 

Clinical Staff discussed.  This has been refined to those 
identified in the table below.
This list is not yet finalised and there will be some changes 
before the final CQUIN schemes are agreed for 2013/14.

2 0 13 /14  c o m m i S S i o n i n G  f o r  Q ua l i t y  a n d  i n n o vat i o n  ( c Q u i n ) 

Coordinating Commissioner West Norfolk CCG

Associate Commissioners NHS Cambridgeshire; NHS Lincolnshire

Expected Financial Value of Scheme
2.5% of contract value:
1.5% Local and national indicators
1% system wide indicator

Goal 
No

Description of Goal Quality 
Domain/s 2

Indicator 
No 3

Indicator Name & summary 
of targets. 20% process, 80% 
outcomes

National or 
Regional 
Indicator 4

Indicator 
Weighting

1

friends and family test
To improve the experience of patients in 
line with Domain 4 of the NHS Outcomes 
Framework.  The Friends and Family Test will 
provide timely, granular feedback from patients 
about their experience.  The 2011/12 national 
inpatient survey showed that only 13% of 
patients in acute hospital inpatient wards and 
A&E departments were asked for feedback. 

Patient 
experience

1.1
Friends & Family Test – 
Phased expansion

National

0.0375%

1.2
Friends & Family Test – 
Increased Response Rate

0.05%

1.3
Friends & Family Test – 
Improved Performance on 
Staff Test

0.0375%

2

nhS Safety thermometer
To reduce harm. The power of the NHS Safety 
Thermometer lies in allowing frontline teams 
to measure how safe their services are and to 
deliver improvement locally.

Patient  
safety 

2
NHS Safety Thermometer – 
Improvement

National 0.125%

3

dementia
To incentivise the identification of patients 
with dementia and other causes of cognitive 
impairment alongside their other medical 
conditions, to prompt appropriate referral and 
follow up after they leave hospital and to ensure 
that hospitals deliver high quality care to people 
with dementia and support their carers.

Patient  
safety
 
Patient 
experience

3.1
Dementia – Find, Assess, 
Investigate & Refer

National

0.075%

3.2
Dementia – Clinical 
Leadership

0.0125%

3.3
Dementia – Supporting 
Carers

0.0375%

4
venous thromboembolism (vte) 
To reduce avoidable death, disability and chronic 
ill health from venous thromboembolism (VTE).

Safety
4.1 VTE – Risk Assessment

National 0.125%
4.2 VTE – Root Cause Analyses

5 System wide assurance process Effectiveness 5 Partnership Working Local TBD

6 A&E Hospital Independent Domestic Violence 
Advocate (IDVA) at The QEHKL

Domestic 
Violence

6
A&E Hospital Independent 
Domestic Violence Advocate

7 Shared Child Health Care record TBD 7 TBD Local TBD

8 Breast Feeding Initiation TBD 8 TBD Local TBD

9 Alcohol Screening TBD 9 TBD Local TBD

10 NICU Admission rates TBD 10 TBD Local TBD

11 Joint Formulary TBD 11 TBD Local TBD

12 Frail Elderly

12.1 Designated Geriatrician Local TBD

12.2 Management Plan Local TBD

12.2
Frail Elderly under the care of 
a Geriatrician

Local TBD
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Goal 
No

Description of Goal Quality 
Domain/s 2

Indicator 
No 3

Indicator Name & summary 
of targets. 20% process, 80% 
outcomes

National or 
Regional 
Indicator 4

Indicator 
Weighting

13 LoS in NICU TBD 13

14 Assessing patients who need help with taking 
their medicines

14 Medicines Management TBD

15 Speciality Review TBD 15 Speciality Review

16 Auditing cost effective medicine prescription 16 Medicines Management

Trust Performance against the NHS Access Targets

Description Target Performance Achieved  Y/N

18 weeks (admitted / non admitted)

Admitted 90.0% 93.2% Y

Non Admitted 95.0% 98.9% Y

18wk incompletes 92.0% 94.9% Y

cancer

2ww 93.0% 97.4% Y

Breast Symptoms 2ww 93.0% 97.1% Y

31 day 96.0% 99.3% Y

62 day 85.0% 86.2% Y

Subsequent Treatments (31 day) - Drug 
Treatments

98.0% 99.8% Y

Subsequent Treatments (31 day) - Surgery 94.0% 99.5% Y

Screening (62 day) 90.0% 98.8% Y

a & e (all indicators)

Patients seen in < 4 hrs 95% 92.9% N

A&E Clinical Quality: Unplanned reattendance 
rate (As per SUS submission)

5.0% 2.2% Y

A&E Clinical Quality: Total Time spent in A&E 
(95th percentile – admitted)

04:00:00 03:59:00 Y

A&E Clinical Quality: Total Time spent in A&E 
(95th percentile – non-admitted)

04:00:00 03:58:00 Y

A&E Clinical Quality: Left Department without 
being seen

5.0 % 2.0% Y

A&E Clinical Quality: Time to initial assessment 
(95th percentile)

00:15:00 00:47:00 N

A&E Clinical Quality: Time to treatment in 
department (median)

01:00:00 00:44:00 Y

6 week diagnostics

No. of patients at month end waiting > 6 weeks No National Target 99.5%

Notes: 2 Safety / Effectiveness / Experience / Innovation. 3 May be several for each goal. 4 Nationally mandated / Regionally mandated/ Regionally suggested/ No
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Part 4: Statements of Assurance

Review of Services
During 2012/13 the Trust provided and/or sub-contracted 46 NHS services.  The Queen Elizabeth Hospital King’s Lynn  
NHS Foundation Trust has reviewed all the data available to them on the quality of care in 100% of these NHS services.

The income generated by the NHS services reviewed in 2012/13 represents 92% of the total income generated from  
the provision.

Participation in Clinical Audit
During the year April 2012 to March 2013, the Healthcare Quality Improvement Partnership HQIP) identified 51 national 
clinical audits / programmes and four national confidential enquiries covering NHS services in England. This year, in their list  
of proposed projects, HQIP included several programmes of audits, combining more than one audit within that 
programme. Of those audit projects listed, 16 were not applicable to The Queen Elizabeth Hospital. In total this Trust 
participated in 27 (77%) national clinical audit programmes, resulting in the completion of some 43 individual national 
audit projects and four (100%) national confidential enquiries. 

The following matrix highlights Trust participation compared to expected participation in national audits and confidential 
enquiries.

Hqip 
listed

excluded 
/ Na

total for 
inclusion

2012 / 2013 
% participation

2011 / 2012 
% participation

2010 / 2011 
% participation

National Audits 51 16 35 27 (77%) 30 (81%) 68%

Confidential Enquiries 4 0 4 4 (100%) 3 (100%) 100%

National Audits
National clinical audits (NCA) are largely funded by the Department of Health and commissioned by HQIP which manages 
the National Clinical Audit and Patients Outcome Programme (NCAPOP). Most other national audits are funded from 
subscriptions paid by NHS provider organisations. Priorities for the NCAPOP are set by the Department of Health with 
advice from the National Clinical Audit Advisory Group (NCAAG). The following table provides details of all national clinical 
audits in which the Trust was eligible to take part in 2012/13. The table highlights Trust participation and where indicated, 
the reason for non – participation. The shaded areas show where participation in a programme of audits was required.   

Category National Clinical 
audits in which the 
trust was eligible 

part of 
NCapop?

qeH 
participa-
tion 

Sample 
required

Sample 
included 

Subscription 
funded 

Rationale 

Heart National Vascular 
Registry (elements 
include CIA, peripheral 
vascular surgery, VSGBI 
Vascular Surgery 
Database, NVD)

Yes No Criteria 

Specific 

N/A No Participated in 
local audit & 
plan to take 
part in the 
register 13/ 14

Acute Adult critical care (Case 
Mix Programme – 
ICNARC CMP)

No Yes Criteria 
Specific 

881 N/A  

Acute National Joint Registry 
(NJR)

Yes Yes HES data 609 No  
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Part 4: Statements of Assurance Category National Clinical 
audits in which the 
trust was eligible 

part of 
NCapop?

qeH 
participa-
tion 

Sample 
required

Sample 
included 

Subscription 
funded 

Rationale 

Acute Severe trauma (Trauma 
Audit & Research 
Network, TARN)

No Yes 159 (HES 

data)

120 Yes Some entries coded 
for HES data do not 
meet all criteria & 
are excluded  

Blood and 
Transplant

Potential donor audit 
(NHS Blood & Transplant)

No Yes Criteria 
Specific 

As 
required 

No 

Blood and 
Transplant

National Comparative Audit of Blood Transfusion programme includes the following audits: 

a) O neg blood use 
(2010/11)

No Yes Criteria 
Specific 

25 No  

b) Medical use of blood 
(2011/12)

No Yes 40 30 No (reflected lower use 
of blood in Trust)

c) Bedside transfusion 
(2011/12)

No Yes Criteria 
Specific 

Unknown No  

d) Platelet use (2010/11) No Yes Criteria 
Specific 

Unknown   

Cancer

Bowel cancer (NBOCAP) Yes Yes Criteria 
Specific 

170 Yes

Head and neck oncology 
(DAHNO)

Yes Yes Criteria 
Specific 

479 Yes

Lung cancer (NLCA) Yes Yes Criteria 
Specific 

411 Yes

Oesophago-gastric 
cancer (NAOGC)

Yes Yes Criteria 
Specific 

In 
progress 

Yes

Heart Heart failure (HF) Yes Yes 120 105 Yes HF criteria – primary’ 
coding diagnosis. 
Reduced primary 
diagnosis data 
available at QEH. 

Heart National Cardiac Arrest 
Audit (NCAA)

No Yes Criteria 
Specific 

196 Yes 

Older People National audit of 
dementia (NAD)

Yes Yes 40 40 No 

Older People

Sentinel Stroke: National Audit Programme (SSNAP) programme,  combines the following audits:

a) Sentinel stroke audit 
(2010/11, 2012/13)

Yes Yes 60 60 No

b) Stroke improvement 
national audit project 
(2011/12, 2012/13)

Yes No N/A N/A No Duplication of 
work. East of 
England Trusts 
declined to 
participate.

Women’s & 
Children’s 
Health

Epilepsy 12 audit 
(Childhood Epilepsy)

Yes Yes Criteria 
Specific 

In 
progress 

No 

Paediatric asthma (British 
Thoracic Society)

No Yes Criteria 
Specific 

In 
progress 

No  

Acute

Adult community 
acquired pneumonia 
(British Thoracic Society)

No No N/A N/A No The department 
has been unable to 
participate but has 
undertaken local 
audits.Emergency use of oxygen 

(British Thoracic Society)
No No N/A N/A No

Non-invasive ventilation 
- adults (British Thoracic 
Society)

No No N/A N/A No 
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Category National Clinical 
audits in which the 
trust was eligible 

part of 
NCapop?

qeH par-
ticipation 

Sample 
required

Sample 
included 

Subscription 
funded 

Rationale 

Heart Acute coronary syndrome 
or Acute myocardial 
infarction (MINAP)

Yes Yes HES data 430 Yes

Long term 

conditions

Pain database Yes Yes Criteria 
Specific 

Unknown No  

Bronchiectasis (British 
Thoracic Society)

No No N/A N/A No The department 
has been unable to 
participate but has 
undertaken local 
audits.

Long term 
conditions

Diabetes (Adult) ND(A), Yes No N/A N/A No Unable to take part 
due to incompatible 
IT systems.

National Diabetes 
Inpatient Audit (NADIA)

Yes Yes Criteria 
Specific 

All patients 
meeting 
criteria

No

Long term 
conditions

Diabetes (Paediatric) 
(NPDA)

Yes Yes Criteria 
Specific 

As required No

Long term 
conditions

Inflammatory bowel 
disease (IBD) Includes: 
Paediatric Inflammatory 
Bowel Disease Services 
(previously listed 
separately on 2010/11 
quality accounts list)

Yes Yes 40 Yes No 

Long term 
conditions

National Review of 
Asthma Deaths (NRAD)

Yes Yes Criteria 
Specific 

In progress No 

Older People Hip fracture database 
(NHFD)

Yes Yes HES data Ongoing 
database 

 

Other Elective surgery (National 
PROMs Programme)

No Yes Criteria 
Specific 

Ongoing 
database 

 

Women’s & 
Children’s 
Health

Maternal, infant and 
newborn programme 
(MBRRACE-UK)* (Also 
known as Maternal, 
Newborn and Infant 
Clinical Outcome Review 
Programme) *This 
programme was previously 
also listed as Perinatal 
Mortality (in 2010/11, 
2011/12 quality accounts)

Yes Yes Criteria 
Specific 

Unknown No

Neonatal intensive and 
special care (NNAP) 
(subscription funded from 
April 2012)

Yes Yes Unknown Unknown Yes 

Acute Renal colic (College of 
Emergency Medicine)

No Yes Unknown Unknown No

Long term 
conditions 
 

Adult asthma (British 
Thoracic Society)

No No Unknown Unknown No The department 
has been unable to 
participate but has 
undertaken local 
audits & NRAD.



37

n
 Q

u
a

l
it

y
Q

u
a

l
it

y

Category National Clinical 
audits in which the 
trust was eligible 

part of 
NCapop?

qeH 
participa-
tion 

Sample 
required

Sample 
included 

Subscription 
funded 

Rationale 

Older People

Fractured neck of femur No Yes Unknown Unknown No  

Parkinson's disease 
(National Parkinson's 
Audit)

No No N/A N/A No Local audit carried 
out

Women’s & 
Children’s 
Health

Paediatric fever (College 
of Emergency Medicine)

No Yes Unknown Unknown No

Paediatric pneumonia 
(British Thoracic Society)

No No Unknown Unknown No Plan to participate 
in next round

Other national audits carried out in the Trust in 2012/13 not 
included in the HQIP list include:
l National Audit on Avascular Necrosis of the Jaws 

including Bisphosphonates-related Osteonecrosis   
(BRONJ): Oral surgery. 

l Surgical Site Infection (SSI) Programme of audit including: 
hip surgery, knee surgery, large bowel procedures and 
repair of neck of femur.

l Comparative Audit: labelling of blood samples for 
transfusion.

l College of Emergency Medicine: consultant sign off, pain 
in children, severe sepsis and septic shock.

l Accidental Awareness during General Anaesthesia 
(RCoA) and (AAGBI).

l The value and safety of hyperventilation during EEG 
examination: a national service evaluation.

l National snapshot audit on adherence to quality 
indicators in Acute Medicine.

l BAPEN (British Association of Parenteral & Enteral 
Nutrition).

Confidential Enquiries
The following are the national Confidential Enquiries in which the Trust either participated in during 2012/13 or which 
the Trust participated in during a previous year but which finally reported in 2012/13. Alongside the title of the NCEPOD 
(National Confidential Enquires into Patient Outcome and Death), are the numbers of cases submitted in comparison to 
those required:

The Clinical Audit Manager is the Trust’s local Co-ordinator for NCEPOD studies and a consultant member of the 
Anaesthetic department is the Trust’s local NCEPOD Ambassador. Confidential enquiry reports are a standard agenda 
item at the Clinical Audit & National Standards (CANS) committee and a selected member of the committee attends the 
NCEPOD reporting launch workshop in London. All NCEPOD findings and recommendations were presented at the CANS 
committee and local follow up actions agreed. 

NCepoD in which the trust 
was eligible 

qeH 
participation

Sample 
required

Sample 
included

Rationale

1. Bariatric Surgery for weight loss Yes 1 1 Organisational questionnaire only, N/A to QEH 

2. Death following a diagnosis of 

alcohol- related liver disease

Yes 3 3  Plus organisational questionnaire

3.Hospital treatment following a sub-

arachnoid haemorrhage.

Yes 0 1 (excluded)  Plus organisational questionnaire

4. Cardiac Arrest Procedures Yes 5 5 submitted 
(1 excluded 
by NCEPOD)

 Plus organisational questionnaire
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Local clinical audit
Local clinical audits, which may be Trust or regionally 
initiated, are conducted by individual healthcare 
professionals or teams evaluating aspects of care that  
they themselves have selected as being important to  
their service. 

The number of local clinical audits carried out in the Trust 
in the year 2012/13 was 318, of which 40% were initial 
(new) audits and 60% a re-audit for maintenance and 
monitoring. The reports are currently being written for 
nine of the local audits and 44 are still in progress and are 
therefore not yet at the reporting stage. The remaining 
265 completed audits have been presented for peer review 

and outcomes shared through the Divisional Quality, Risk 
and Standards (QRS) meetings, Divisional Audit meetings, 
Clinical Audit & National Standards Committee or at the 
Annual Clinical Audit Symposium, which took place in 
September 2012. 

All of the clinical divisions have used clinical audit as a 
quality improvement method in 2012/13 and outcomes 
and recommendations have been shared extensively across 
the Trust. Outcomes of audit, whether national, regional or 
local, are also shared across the Trust in the Clinical Audit 
monthly newsletter, the CLAN, which is aimed at both 
clinical and non-clinical Trust staff.

Patient Experience Studies supported by the Clinical Audit 
Department
The Trust participated in the following patient 
experience studies which were reported to Divisional 
Audit Committees, Clinical Audit & National Standards 
Committee, Clinical Governance Committee and Patient 
Experience Steering Group and staff Intranet site. In 
addition, outcomes of patient experience projects were 
shared with patients and the public in the form of 
newsletters, posters and the Trust website.  

national Patient experience projects:
1. National Cancer Patient Experience Survey 2011/12
2. Adult Inpatient and Outpatient Survey 2012  
3. Paediatric Patient Experience Surveys 
4. NHS Accident and Emergency survey 2012 for CQC

regional and local Patient experience projects:
During the year 2012/2013, the Trust participated in 43 
(14%) specialty-specific local patient experience studies, 
across four divisions and 25 separate specialties.  

Audit Support for Clinical Research 
The Clinical Audit department participated in data collection and reporting for the following clinical research projects 
initiated by the  University of East Anglia (Norfolk & Norwich University hospital) and the University of Sheffield.

aScneS Anglia Stroke Clinical Network Evaluation Study Protocol

ahead Monitoring anti-coagulated patients who suffer a head injury.

Data Quality 
The Clinical Audit department carries out regular 
monitoring audits throughout the year in order to measure 
the quality of local audits produced. Quality of reporting 
is assured by the use of a standardised template which is 
regularly monitored. On a quarterly basis, a member of 
the Clinical Audit team selects 12 audit reports at random 
to check consistency in data analysis and the reporting 
structure against a 100% target. 

For each national audit, a re-audit of 10% of the total 
number of records used is undertaken to ensure data 
validation. It is usual practice in the Clinical Audit 
department to ensure that the person collecting data from 
medical records is not the same person as the one who 
enters data onto web based spread sheets, thus ensuring 
dual validation. 
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Audit Actions
The reports of national clinical audits were reviewed by 
the Clinical Audit & National Standards (CANS) committee, 
as well as being discussed in the relevant Divisional QRS 
committees and the Clinical Governance Committee. 

The reports of 27 national audits, four confidential 
enquiries and 265 local audits were reviewed by the 
provider in 2012/13 and the Trust intends to take the 
following actions to improve the quality of Healthcare 
provided:

n at i o n a l  au d i t  &  ac t i o n S
a) national clinical audit of inflammatory bowel 
disease (ibd) inpatient care in the uK

This was the second round in a series of audits with more 
to follow. The programme of audits highlighted a lack of 
National Service Framework (NSF) for IBD and a variation in 
the resources and quality of care of IBD across the UK.   

Local results from the national audit were presented at 
the Clinical Audit & National Standards (CANS) committee 
in July 2012. The UK IBD audit report showed generally 
positive findings for the QEH and a consultant-led action 
plan to address any issues was initiated. 

The following actions have been implemented by the 
consultant and his team:

l The creation of an IBD front sheet to ensure 
documentation of relevant data for all IBD admissions.

l The development of an IBD treatment guideline to help 
create more uniformity in IBD treatment.

l IBD nurse in attendance on consultant ward rounds.
l Teaching sessions on IBD developed as part of junior 

doctors induction to the Gastroenterology ward.
l Work with the smoking cessation counsellor with an aim 

to reduce the number of smokers with IBD.
l Intention to participate in further rounds of the national 

audit.

b) national audit of dementia

The outcomes of the 1st National Audit of Dementia were 
published in December 2011 and presented to the Clinical 
Audit & National Standards (CANS) committee in 2012. 
The audit indicated that the QEH was above the national 
average for the comprehensive assessment of the older 
person but that there were some key areas where further 
improvement was required. This included:

l Fewer patients than the national average had a specific 
management plan for dealing with the person’s 

additional diagnosis of dementia.  
l Only 53% of patients had an Abbreviated Mental Test 

Score (AMTS) on admission although it was noted that 
therapy staff may carry out the test at a later stage of  
the patient pathway. 

l 83% of patients were prescribed antipsychotic 
medication on a PRN basis compared to the national 
average of 68.3%.

l 75% of patients were moved once during their 
admission.

l 62% were referred to the specialist mental health liaison 
nurse.

The following actions have been implemented as a result  
of the audit: 
l There is now a designated consultant with responsibility 

for leading Dementia services. 
l Employment of two Dementia Support Workers.
l Introduction of a hospital passport.
l Policy on the Management of Delirium reviewed and 

disseminated to all ward areas.
l Improved provision of orientation aids on the wards.
l Confusion / delirium care plans in place.
l Dementia finding question and AMTS added to all 

clerking paperwork.
l Spot check audits on all wards on the use of 

antipsychotics demonstrated a minimum use of 
antipsychotics with Rispiridone being prescribed in line 
with NICE guidance.

The Trust participated in the second round of the audit in 
2012.
 
c) nutrition screening survey carried out in uK and 
republic of ireland. baPen (british association of 
Parenteral & enteral nutrition).

In secondary care, disease-related malnutrition causes 
increased complications, infections, pressure ulcers, 
increased length of stay, increased readmission rates and 
increased mortality. Malnutrition affects one in four adults 
on admission and can be detected using the Malnutrition 
Universal Screening Tool (MUST). This was implemented 
throughout the organisation in Autumn 2010 and is used in 
88% of hospitals nationally. 

An audit of levels of risk amongst the inpatient population 
was undertaken using data obtained from MUST screening. 
Data was collected over three days and 134 patients were 
included in the study. 66% of the patients audited were 
found to be at low risk, 15% at medium risk and 19% at 
high risk. The overall results were similar to those from 
previous audits in, 2010, 2008 and 2007. 



40

2 012 / 13  A n n uA l  R e p o R t  A n d Ac c o u n t s  l  q uA l i t y

The following actions have been implemented as a result of 
the audit:

l All MUST training undertaken is recorded on the Trusts 
Electronic Staff Register (ESR).

l An e-training package devised by BAPEN is available on 
the Trust’s intranet, linked to ESR. 

l Spot checks on the use of MUST are carried out on wards 
by the dieticians, with results being fed back directly to 
the ward staff involved.

l Nutrition screening (MUST) forms part of monthly 
nursing indicator matrix which is shared across the Trust. 

c o n f i d e n t i a l  e n Q u i r i e S  &  ac t i o n S
ncePod: time to intervene –cardiac arrest 
Procedures, a review of patients who underwent 
cardiopulmonary resuscitation as a result of an in-
hospital cardiac arrest

The ‘Time to intervene’ study was carried out by the Trust’s 
Resuscitation Officer and coordinated by the Clinical Audit 
Manager. The Trust highlighted five cases as meeting the 
criteria relevant to the study, although only four cases were 
finally included in the study. The data was collected in 
November 2010 but the final ‘Time to Intervene’ report was 
not launched until June 2012.

The results of the study have been presented by the Trust 
Resuscitation Officer and NCEPOD Ambassador and 
have been scrutinized by several committees and groups 
including the CANS committee, Clinical Governance 
committee, Combined Surgical & Anaesthetics meeting and 
the Medical QRS committee. As a result of the study an 
action plan was developed and continues to be monitored 
and updated as required: 

l The ‘end of life’ pathway is included as part of medical 
induction.

l The escalation process from the Early Warning System 
(EWS) has been improved to ensure that EWS recording 
and escalation is implemented in a timely manner.

l Where EWS had been escalated, the time the telephone 
call was made and the time the patient was attended to, 
is recorded on a sticker in the patient’s health records.

l Audits of DNAR-CPR have been undertaken.  

l o c a l  au d i t  &  ac t i o n S
a. an audit of nice (national institute for health and 
clinical excellence) guidelines on head injury (cG56) 
– emergency (a&e) department. 

This audit was carried out by the Emergency department as 
part of their programme of audit.  The aim of the audit was 
to measure compliance with NICE guidance and to monitor 

progress against findings of previous audits of head injury. 

Data was collected for patients attending the Emergency 
department over a one-week period. The results 
demonstrated that practice was meeting the standards 
stipulated in NICE guidance. The audit showed appropriate 
and timely assessment and management of head injury 
including compliance with completion of the head injury 
proforma. The data was comparable to previous audit 
results. 

Areas of shortfall included the recording of provision of a 
Head Injury leaflet to the patient and ascertaining the exact 
time the injury was sustained. 

Actions as a result of the audit:
l Further education and training was undertaken to 

highlight the need to ensure full completion of the Head 
Injury proforma. 

l Further education and training to the Emergency 
Department staff was undertaken to highlight the need 
to maintain good documentation throughout the episode 
of care to be able to identify and explain any deviation 
from normal, especially in children. 

l The Management of Head Injury policy was revised and 
updated and is currently in use.  

b. Peripheral cannula audit 2012 – infection 
Prevention & control. 

This re-audit was carried out to assess improvement 
in methods and procedures for peripheral cannula 
care, alongside measuring compliance with the Trust’s 
Cannulation Policy.

The audit showed that all cannula seen were healthy with 
findings demonstrating consistency with previous audits 
on the condition and type of cannula dressing. There was 
a drop of 1% from the previous audit in the proportion of 
patients with a cannula. 

Compliance with the requirement to document cannula 
insertion was seen still to be an issue. Whilst there had 
been a year on year improvement, there were patients for 
whom there was no way of identifying when the cannula 
was inserted. This has implications for timely removal within 
72 hours. There was some indication from the audit that 
‘date of insertion stickers’ are not always being completed 
when the cannula is inserted.  

Visual Infusion Phlebitis (VIP) scoring showed a small 
increase in compliance from the previous audit but it was 
recognised that improvements in compliance need to be 
sustained. 
Actions as a result of the audit:
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l A poster concerning the recording of VIP scores was 
created. This is now displayed on drug trolleys and in 
Intravenous (IV) prep rooms (and available on Trust’s staff 
intranet site).

l A DVD was created as a training aid showing the correct 
way to insert a peripheral cannula and the correct 
procedure to record that placement; this is shown at 
mandatory training sessions, doctors’ inductions and is 
also available on the Trust’s intranet.  

l The maternity ward did not have a system for 
documenting insertion and recording of VIP scores.  
A new booklet is under development to support changes 
to practice within this area.

c. obstructive Sleep apnoea (oSa) and perioperative 
care - joint anaesthesia and ear, nose & throat (ent) 
Specialties. 

An unanticipated difficult airway is one of the problems 
identified by anaesthetists caring for patients who have 
undiagnosed / untreated obstructive sleep apnoea.  
Outcomes for patients with OSA who undergo surgical 
procedures may include a prolonged length of stay and / or 
increased admission to the Critical Care Unit. The Epworth 
score is used to identify patients at risk of OSA but the 
measures, ‘STOP’ and ‘BANG’ often give unacceptable false 
positive results. 

A retrospective audit of the health records of patients 
who had undergone surgical procedures was undertaken 
by a joint team of Anaesthetists and Ear, Nose & Throat 
specialists.  

Actions as a result of the audit:
l A business plan was submitted to the Trust in order to 

purchase overnight pulse oximetry devices for patients to 
use following attendance at the pre-assessment clinic. 

l The Nonin wristox 3150 pulse oximeter has been 
purchased following this audit. 

d. compliance with isolation Policy audit 2012 – 
infection Prevention and control. 

This audit was carried out in order to measure compliance 
with the Trust’s Isolation policy. The audit encompassed, 
Source Isolation and Protective Isolation Nursing. Source 
isolation is undertaken to prevent the spread of a known 
transmissible infection between patients, staff and visitors 
and Protective Isolation aims to prevent susceptible 
individuals from contracting a hospital acquired infection, 
resulting from their diminished resistance due to treatment 
e.g. chemotherapy or radiotherapy.

Outcomes of the audit showed that compliance with the 
overall Isolation policy had improved on the previous year’s 

performance. There was 100% compliance in relation to 
the display of appropriate signage. As part of the study, 116 
single accommodation rooms were monitored and 93 were 
found to have closed doors. This equated to a percentage 
compliance of 80%.  

Actions as a result of the audit:
l The Practice Development Nurses carry out monthly 

audits on all wards to measure the ‘closed door policy’, 
the results are disseminated to the wards by the Lead 
Nurse Practice and Innovation.

l The Practice Development Nurses undertake mock Care 
Quality Commission (CQC) ward audits each month, one 
of the audit criteria is ‘are the doors closed on isolation 
side rooms?’

l A Clostridium Difficile section relevant to the Isolation 
ward has been added to the High Impact Interventions 
pack and is completed monthly. Completing this form 
monthly acts as an ‘aide memoir’ to staff.

l The Isolation policy was reviewed in November 2012 and 
is available on the Trust Infection Control intranet site.

e. audit of ambulatory hysteroscopy Service – 
obstetrics & Gynaecology.

Ambulatory Hysteroscopy is a safe, well tolerated and cost 
effective procedure and affords the patient the opportunity 
for a reduced stay in hospital. This audit was carried 
out in order to review the service, to identify areas for 
improvement and to compare practice with the guidelines 
from the Royal College of Obstetrics & Gynaecology. 

Actions as a result of the audit:
l Development of outpatient hysteroscopy departmental 

guidelines.
l Development of a protocol for the use of local 

anaesthetic.
l Development of a detailed hysteroscopy documentation 

sheet including a pain score.
l The undertaking of a patient experience survey, post 

procedure. 

f. Peri-operative resuscitation in patients with 
a fractured neck of femur(nof) - orthopaedic 
Specialty. 

This audit was carried out to assess if patients with a 
fractured neck of femur treated at the QEH receive optimal 
peri-operative resuscitation in line with Trust policy & NICE 
guidance (CG124: 2011). 

Guidelines dictate that patients should receive fluid within 
one hour of admission and that pre and post- operative 
bloods should be taken and documented.
The notes of 35 patients admitted with a fractured neck of 
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femur prior to 1st April 2012 were examined in retrospect 
in conjunction with a review of the blood test results on the 
Trust’s electronic pathology system.

The results showed that all patients had pre and post-
operative blood tests taken and documented but that fluid 
resuscitation was delayed for some patients whilst being 
transferred to the wards. 

Actions as a result of the audit:
l Provision of further education and training and increased 

collaboration with the Emergency Department.
l Development of a protocol in collaboration with the 

Emergency Department consultant. 
l Plan to re audit following implementation of education 

and protocol.

 

g. use of beriplex: Prothrombin complex concentrate 
(Pcc) – anticoagulation Services.
Prothrombin Complex Concentrate (PCC) (Beriplex or 
Octaplex) is a combination of blood clotting factors. It 
reverses the effect of Warfarin and is used in cases of 
significant bleeding in patients. 

The audit demonstrated that most patients (60%) were on 
Warfarin for atrial fibrillation and that in a majority of cases 
Beriplex was being given to treat bleeding (68%) rather 
than prior to emergency surgery. The audit showed that 
Vitamin K was being used more than in previous years and 
that there were fewer follow up INR tests (international 
normalised ratio) than highlighted in the previous audit. 

Actions as a result of the audit:
l Pharmacy now routinely provides the Beriplex together 

with Vitamin K including both dosing and administration 
guidance. Details are found on the Trust’s intranet site in 
the section under Clinical Haematology and Transfusion 
guidelines. 

Participation in clinical research

The number of patients in 2012/13 receiving NHS services 
provided or sub-contracted by The Queen Elizabeth 
Hospital King’s Lynn NHS Foundation Trust that were 
recruited between 1st April 2012 and 31st March 2013 
to participate in research approved by a research ethics 
committee was 659. This included 506 patients recruited to 
NIHR portfolio studies and 153 patients recruited to non-
portfolio studies.

The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust’s commitment to improving the quality of care we 
offer and to making our contribution to wider health 
improvement is demonstrated by our level of participation 
in clinical research.  Our clinical staff aim to stay abreast of 
the latest treatment possibilities and active participation 
in research has led to successful outcomes for patients. 
In 2012/13 the Trust was involved in conducting 52 NIHR 
portfolio and nine non-portfolio clinical research studies. 

A total of 53 clinical staff were actively engaged in 
research, that had been approved by a research ethics 
committee, across the 18 participating medical specialties. 

The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust has an efficient system for dealing with requests for 
NHS permission for research studies and 80% of studies 
were approved within 30 days of validation of the site 
specific information form (SSIF).

The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust is also committed to testing and offering the 
latest medical treatments and techniques. Consultant 
Anaesthetists in our Critical Care Unit won the following 
award for one of their innovation projects:
l A safer way of chest drain insertion. This won second 

prize at the Health Enterprise East annual awards October 
2012,  in the medical technology and software category.

Data Quality

The Trust continues to recognise the importance of reliable 
information as a fundamental requirement for the prompt 
and effective treatment of patients. The Trust’s aim 
remains to be significantly above average in all Data Quality 
indicators and performance is monitored regularly. Data 

quality is crucial and the availability of complete, accurate 
and timely information and data is important in supporting 
patient care, clinical governance, management and service 
agreements for healthcare planning, accountability and 
Payment by Results (PbR). 
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The Trust Board of Directors has overall responsibility for 
data quality and has a nominated Executive Director to 
fulfil the role of Senior Information Risk Owner (SIRO). The 
establishment of the SIRO role was one of several measures 
introduced across the NHS to strengthen controls around 
information security, data quality and data protection.  The 
Trust regularly monitors its data quality through national 
data quality reports, undertakes regular internal audits and 
regularly participates in the national audit programmes 
focused on data quality. Some of the measures the Trust 
focuses on are; the Secondary Uses Service, Clinical Coding 
and the Connecting for Health Information Governance 
Toolkit. A Data Quality sub-group has been established to 
monitor key issues which reports directly to the Information 
Governance Committee. The Trust has undertaken a 
number of external assessments of its data quality and 
regularly uses both CHKS and Dr Foster data comparison 
sites for benchmark Trust attainment.  For the fourth year 
in a row the Trust was included in CHKS Top 40 Hospitals 
award scheme.

In records submitted to the Secondary Care Uses System 
(SUS) for inclusion in Hospital Episode Statistics (HES), the 
percentage of records including the valid patient’s NHS 
number was 99.8%. In records submitted to the Secondary 
Uses System (SUS) for inclusion in Hospital Episode Statistics 
(HES), the percentage of records including the valid patients 
GP registration code was 100%.  

The Trust’s error rate for clinical coding (for diagnosis and 
treatment coding), as reported by the Audit Commission 
in the latest Payment by Results (PbR) clinical coding 
audit is 3%.  A series of actions to improve the Trust’s 
awareness and compliance with the requirements of the 
Information Governance Toolkit has seen the Trust achieve 
an overall score of 74% at year end. These actions include 
a dedicated training programme to educate staff in the 
principles of Information Governance and good practice, 
and small working groups to implement key actions across 
the Trust.

Secondary User Services (SUS)

The Trust submitted records during April 2012 to January 
2013 to the Secondary User Services for inclusion in the 
Hospital Episodes Statistics which are included in the latest 
published data. The percentage of records in the published 
data is reported on the right: SUS data which included the 
patient’s valid NHS number was:
l 99.8% Admitted Patient Care
l 99.9% Outpatient Care
l 99% Accident and Emergency Care

SUS data which included the patient’s valid General 
Medical Practice Code was:
l 100% Admitted Patient Care
l 100% Outpatient Care
l 100% Accident and Emergency Care

Information Governance Toolkit Attainment Levels

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust’s information Governance assessment report overall 
score for 2012/13 was 74% and was graded ‘green’.

Clinical Coding Error Rate
The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust was subject to the Payment by Results clinical coding 
inpatient quality 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 treatment coding (clinical coding) were:
l 2.7% Primary Diagnosis Incorrect 
l 0.7% Secondary Diagnosis 
l 2.6% Primary Procedure 
l 3.5% Secondary Procedure 
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Part 5: What Others Say About Us

Care Quality Commission (CQC)
The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust is required to register with the Care Quality 
Commission and its current registration status is ‘registered 
without any conditions’. 

The Trust remains committed to meeting the Care Quality 
Commission’s (CQC) essential standards for quality and 
safety and routinely undertakes self-assessment of its 
compliance with the CQC Outcome Framework.  This is 
supported by a programme of mock assessment visits 
throughout the year to continually monitor compliance.  
Despite this following two unannounced inspection visits to 
the Trust by the CQC, the first in August 2012, three minor 
concerns affecting compliance were reported back to the 
Trust for the following outcomes:

 Outcome 1  –  Respecting and Involving People
 Outcome 5  –  Meeting Nutritional Needs
 Outcome 21  –  Record-keeping

This was in addition to the moderate concern identified 
at their visit to the Trust in February 2012.  The Trust 
responded immediately to these concerns and has 
implemented action plans to address all areas of 
concern. The Trust was re-visited in March 2013 to assess 
improvements made and is pleased to report that in respect 
of the Dignity and Nutrition visit, the Trust is fully compliant 
with outcomes 1, 5 and 21.

The Trust continues to have a moderate concern identified 
for outcome 21, record keeping, following the CQC risk 
based assessment visit in February 2012 and awaits the 
CQC re-visiting to assess the impact of the actions taken to 
address the issues reported to us following the visit.

The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust has not participated in any special reviews or 
investigations by the CQC during the reporting period, but 
has been the subject of two CQC inspections:

monitor
During 2011/12 the Trust was found to be in significant 
breach of its terms of authorisation with Monitor. The 
breach of authorisation was in relation to its general 
duty to exercise its functions effectively and economically 
(condition 2) and of governance (condition 6). The Trust 
has agreed actions with Monitor and reviews progress 
in meeting these actions monthly with Monitor. Further 
details can be found on Monitor’s website.

Stakeholder feedback
The Trust requested feedback from a number of 
stakeholder organisations. Due to the lateness of the 
request from the Trust for comments some stakeholders 
were unable to respond within the timescales required for 
publication in the document.

West Norfolk Clinical Commissioning Group
Thank you for sharing the Trust Quality Account for 2012/13 
which we have now had the opportunity to review. The 
report provides a clear, detailed picture of the Trust’s 
strategic focus on quality. 

The Trust has made improvements in several areas. The 
CCG is pleased to note the Trust’s achievements in infection 
control; there were no cases of MRSA bacteraemia and the 
C Difficile infection rate was well below the trajectory.

We were pleased to see that the overall mortality rates 
have continued to fall and the CCG would support the Trust 
doing further work at specialty level to provide greater 
insight and depth of understanding about how this relates 
to specific disease areas.

The Quality Governance Structures are robust and well-
established with a clear line of accountability to the Board of 
Directors and Governors. The CCG particularly appreciates 

the increase in clinical attendance and involvement at the 
monthly Clinical Quality Review meetings.

We would commend the Trust on their COPD and catheter 
passport initiatives, which demonstrate good collaborative 
working across acute, community and primary care settings. 
The CCG would encourage the Trust to continue to lead 
on West Norfolk initiatives such as this, to improve clinical 
pathways for patients.

Progress on the Patient Safety Thermometer is pleasing 
and the Trust has introduced innovative actions particularly 
around pressure ulcer prevention.

In addition, the dementia ‘F.A.I.R.’ CQUIN has been 
successful and well communicated to primary care.

However, the CCG has several areas we would expect the 
Trust to improve on during the coming year. 
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Part 5: What Others Say About Us

Health Overview and Scrutiny Committee Statement

The Norfolk Health Overview and Scrutiny Committee has 
decided not to comment on any of the Norfolk provider 
Trust’s Quality Accounts for 2012/13 and would like to 

stress that this should in no way be taken as a negative 
comment.

Healthwatch Norfolk
Healthwatch Norfolk can confirm that it has reviewed 
the Quality Accounts for 2012/13. However, due to 
Healthwatch Norfolk only becoming operational from 1 
April 2013 we do not believe it is appropriate for us to 
provide any detailed observations at this time but we will 

be working closely with The Queen Elizabeth Hospital 
King’s Lynn NHS Foundation Trust and therefore will 
provide detailed and constructive comments on the Quality 
Accounts for 2013/14.

Governors’ Statement on the 2012/13 Quality Account
The Quality Account was reviewed by Governors at their 
Business Committee meeting, held on 15th May 2013.
 
The Governors commend the Quality Account as a clear 
and comprehensive report, which represents the Trust’s 
progress in meeting its Quality objectives.   

The Governors wish in particular, to record their 
observation that the Trust has delivered high quality 
services despite significant operational pressures and 
organisational restructuring in 2012/13.

Patient experience
This has been the subject of continued discussion 
particularly in relation to the Net Promoter Score in the 
Friends and Family Test. Whilst the Trust has achieved the 
CQUIN target on footfall, there has been no improvement 
in the actual FFT score, which remains low. Using this 
measure, it is hard to judge patient experience with 
confidence. The CCG wishes to have greater oversight of 
the elements of the new Patient and Carer Experience 
Strategy adopted in November 2012, to clarify the key 
actions to bring about an incremental improvement in 
patient experience. 

The Adult In-patient survey does not illustrate a 
significant improvement from 2011 to 2012. In particular, 
indicators on communication with patients around their 
worries regarding medication and support following 
discharge suggest that staff may not be able to prioritise 
communication with patients. This coupled with the current 
staff shortages and sickness levels gives rise to concern 
regarding staff morale and ability to provide consistently 
holistic care to patients. As a result, the CCG has offered 
the Trust a local CQUIN on workforce development in order 
to support implementation of the Trust’s quality strategy. 
This relates in particular to embedding the principles 

regarding an open learning culture and an organisation 
that values and listens to staff, patients and carers. 

discharge planning
The CCG recognises the Trust has made internal changes to 
establish a larger short-stay medical ward which has had an 
impact on ensuring patients do not stay in hospital longer 
than required to meet their healthcare needs. This focus on 
effective discharge planning needs to be replicated across 
the organisation and a local CQUIN has been established 
to support this work. As a result of this initiative, the CCG 
expects to see a significant improvement in the patient 
flow through the organisation, which should also improve 
the waiting time and experience of patients attending A&E.  
Medical patients outlying on surgical wards continued to 
be a problem for the Trust during 2012/13 and the CCG 
expects to see a sustained reduction in these following 
measures to ensure that bed availability matches demand. 

West Norfolk CCG is committed to supporting QEH in 
further advancing the quality agenda across all services 
provided to the residents of West Norfolk.

dr Sue crossman Chief Officer
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Part 6: Mandatory Statements

we welcome comments from the health overview 
and Scrutiny committee (hoSc), nhS norfolk (Pct) 
and local involvement network (link) on our Quality 
account 2012/13.

we are very encouraged by the fact that all of our 
key stakeholders believed the scope for our Quality 
accounts was comprehensive and that there were 
no additional areas to include. however, from the 

feedback we recognise that in subsequent years we 
must look at whether a different presentation might 
be helpful in some of the areas.

we now look forward to continuing to work closely 
with out stakeholders to improve the quality of 
healthcare that we provide.

Trust Statement

2012/13 Statement Of Directors’ Responsibilities in respect of 
The Quality Report

The directors are required under the Health Act 2009 and 
the National Health Services (Quality Accounts) Regulations 
2010 to prepare Quality Accounts for each financial year.  
Monitor has issued guidance to NHS foundation trust 
boards on the form and content of the Quality Reports 
(which incorporate the above legal requirements) and on 
the arrangements that foundation trust boards should put 
in place to support the data quality for the preparation of 
the Quality Report.

In preparing the Quality Report, directors are required to 
take steps to satisfy themselves that:
l The content of the Quality Report meets the 

requirements set out in the NHS Foundation Trust Annual 
Reporting Manual;

l The content of the Quality Report is consistent with 
internal and external sources of information including:
❍ Board minutes and papers for the period April 2012 to 

28 May 2013
❍ Papers relating to Quality reports to the Board over the 

period April 2012 to 28 May 2013
❍	Feedback from commissioners
❍ Feedback from governors dated May 2013
❍ Feedback from LINks
❍ The 2012 national patient survey
❍ 2012/13 CQC quality and risk profiles

l The Quality Report presents a balanced picture of the 
NHS foundation trust’s performance over the period 
covered;

l The performance information reported in the Quality 
Report is reliable and accurate;

l There are proper internal controls over the collection and 
reporting of the measures of performance included in the 
Quality Report, and these controls are subject to review 
to confirm that they are working effectively in practice;

l The data underpinning the measures of performance 
reported in the Quality Report is robust and reliable, 
conforms to specified data quality standards and 
prescribed definitions; is subject to appropriate scrutiny 
and review; and the Quality Report has been prepared 
in accordance with Monitor’s annual reporting guidance 
(which incorporates the Quality Accounts regulations 
published at http://www.monitor-nhsft.gov.uk/
annualreportingmanual) as well as the standards to 
support data quality for the preparation of the Quality 
Report (available at http://www.monitor-nhsft.gov.uk/
annualreportingmanual).

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

by order of the board

Chairman 
Kate Gordon cb 
28 May 2013

Chief Executive 
Patricia wright 
28 May 2013
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Part 6: Mandatory Statements

independent auditor’s report to the council 
of Governors of Queen elizabeth hospital nhS 
foundation trust on the Quality report 
We have been engaged by the Council of Governors of 
Queen Elizabeth Hospital NHS Foundation Trust to perform 
an independent assurance engagement in respect of Queen 
Elizabeth Hospital NHS Foundation Trust’s Quality Report 
for the year ended 31 March 2013 (the “Quality Report”) 
and certain performance indicators contained therein. 

Scope and subject matter 
The indicators for the year ended 31 March 2013 subject to 
limited assurance consist of the national priority indicators 
as mandated by Monitor: 
l Clostridium Difficile – all cases of Clostridium Difficile 

positive diarrhoea in patients aged two years or over   
that  are attributed to the Trust; and 

l 62 Day cancer waits – the percentage of patients treated 
within 62 days of referral from GP. 

We refer to these national priority indicators collectively as 
the “indicators”.
  
respective responsibilities of the directors and 
auditors 
The Directors are responsible for the content and the 
preparation of the Quality Report in accordance with 
the criteria set out in the NHS Foundation Trust Annual 
Reporting Manual issued by Monitor. 
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: 
l the Quality Report is not prepared in all material respects 

in line with the criteria set out in the NHS Foundation 
Trust Annual Reporting Manual; 

l the Quality Report is not consistent in all material 
respects with the sources specified in; and 

l the indicators in the Quality Report identified as having 
been the subject of limited assurance in the Quality 
Report are not reasonably stated in all material respects 
in accordance with the NHS Foundation Trust Annual 
Reporting Manual and the six dimensions of data quality 
set out in the Detailed Guidance for External Assurance 
on Quality Reports. 

We read the Quality Report and consider whether it 
addresses the content requirements of the NHS Foundation 
Trust Annual Reporting Manual, and consider the 
implications for our report if we become aware of any 
material omissions. 

We read the other information contained in the Quality 
Report and consider whether it is materially inconsistent 
with: 

Auditor’s Statement
l Board minutes for the period April 2012 to May 2013; 
l Papers relating to Quality reported to the Board over the 

period April 2012 to May 2013; 
l Feedback from the Governors dated May 2013; 
l Feedback from the Commissioners dated May 2013; 
l Feedback from local Healthwatch organisations dated 

May 2013; 
l The Trust’s complaints report published under regulation 

18 of the Local Authority Social Services and NHS 
Complaints Regulations 2009, 2012/13; 

l The 2012/13 national patient survey; 
l The 2012/13 national staff survey; 
l Care Quality Commission quality and risk profiles 

2012/13; and 
l		The 2012/13 Head of Internal Audit’s annual opinion over 

the Trust’s control environment.

We consider the implications for our report if we become 
aware of any apparent misstatements or material 
inconsistencies with those documents (collectively, the 
‘documents’). Our responsibilities do not extend to any 
other information. 

We are in compliance with the applicable independence 
and competency requirements of the Institute of Chartered 
Accountants in England and Wales (ICAEW) Code of Ethics. 
Our team comprised assurance practitioners and relevant 
subject matter experts. 

This report, including the conclusion, has been prepared 
solely for the Council of Governors of Queen Elizabeth 
Hospital NHS Foundation Trust as a body, to assist the 
Council of Governors in reporting Queen Elizabeth Hospital 
NHS Foundation Trust’s quality agenda, performance 
and activities. We permit the disclosure of this report 
within the Annual Report for the year ended 31 March 
2013, to enable the Council of Governors to demonstrate 
they have discharged their governance responsibilities 
by commissioning an independent assurance report in 
connection with the indicators. To the fullest extent 
permitted by law, we do not accept or assume responsibility 
to anyone other than the Council of Governors as a body 
and Queen Elizabeth Hospital NHS Foundation 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 in 
accordance with International Standard on Assurance 
Engagements 3000 (Revised) – ‘Assurance Engagements 
other than Audits or Reviews of Historical Financial 
Information’ issued by the International Auditing and 
Assurance Standards Board (‘ISAE 3000’). Our limited 
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assurance procedures included: 
l Evaluating the design and implementation of the key 

processes and controls for managing and reporting the 
indicators. 

l Making enquiries of management. 
l Testing key management controls. 
l Limited testing, on a selective basis, of the data 

used to calculate the indicator back to supporting 
documentation. 

l Comparing the content requirements of the NHS 
Foundation Trust Annual Reporting Manual to the 
categories reported in the Quality Report. 

l Reading the documents.
 
A limited assurance engagement is smaller 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 Report 
in the context of the criteria set out in the NHS Foundation 
Trust Annual Reporting Manual. 
The scope of our assurance work has not included 
governance over quality or non-mandated indicators which 
have been determined locally by Queen Elizabeth Hospital 
NHS Foundation 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 2013: 
l the Quality Report is not prepared in all material respects 

in line with the criteria set out in the NHS Foundation 
Trust Annual Reporting Manual; 

l the Quality Report is not consistent in all material 
respects with the sources specified above; and 

l the indicators in the Quality Report subject to limited 
assurance have not been reasonably stated in all material 
respects in accordance with the NHS Foundation Trust 
Annual Reporting Manual. 

KPmG llP
Statutory Auditor
Ipswich
28 May 2013 
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NHS Foundation trust

If you would like to receive a copy of this annual review in a 
different format, eg. Braille, large print, audio or translated, 

please contact Richard Humphries on 01553 613216

The Queen Elizabeth Hospital
Gayton Road, King’s Lynn, PE30 4ET

www.qehkl.nhs.uk
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