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The Board of Directors for The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust is pleased to present its 
Quality Account for 2014/15. Following a period in which the Trust has examined its entire approach to delivering a 
high quality healthcare service to the local community, this Quality Account provides an opportunity to demonstrate 
how the Trust has now established firm foundations for improvement and is working together as a united 
organisation to build quality into every aspect of its services.

The Trust remains in ‘special measures’ following its last Care Quality Commission (CQC) inspection in June 2014 
but is focused on making those improvements that will not only reverse this position but equally importantly, 
will ensure a sustainable future in which the Trust can be confident that patients at all times will receive care and 
treatment that is safe, effective and provided with respect and compassion.

In order to support achieving this aim the organisation has identified and embraced a core set of values which 
describe the qualities that we expect in each other and which underpin a positive patient experience. The Trust 
began with the four core values of pride, curiosity, courage and compassion but we have recently added the new 
value of ‘responsibility’ to this group. This additional value reflects the expectation on all of us to ensure each and 
every day that we strive to deliver a high quality service that provides an excellent patient experience.

During 2014/15 the Trust strengthened its leadership with the appointment of a substantive Board and this has 
enabled the Trust to move forward with commitment and a clear executive voice. The executive has worked with 
the clinical directors to review and refresh our Quality Strategy so that it reflects the Trust’s vision for improvement 
and in doing so identifies those quality priorities that will lead to sustainable quality improvement.

 This Quality Account sets out how the Trust has:
• Developed its governance and accountability both within its clinical services and the organisation as a whole
• Delivered its quality priorities for 2014/15
• Utilised learning from complaints, PALS enquiries, incidents and from direct feedback through patient and staff 

surveys to ensure that areas for improvement are identified and acted upon and that lessons learnt are shared 
within the organisation

• Performed in relation to its core clinical indicators and CQUIN activity
• Set out its quality priorities for 2015/16 based on the newly developed Quality Strategy

In 2014/15 the Trust continued to move forward with the work undertaken in 2013/14 to address those areas of 
non-compliance with its quality outcomes as identified by the Care Quality Commission and to set in train a period 
of transformation in which the Trust has reviewed numerous areas of its daily operations and practices to ensure 
they are effective, efficient, based on quality measures and fit for purpose into the future. 

Within this programme of change and transformation the organisation has:
• Consolidated its investment in the recruitment of medical staff, registered and non-registered nurses and midwives 

to ensure the Trust has the capacity to deliver its commissioned services. This has included specific investment in:
 Medical staffing within emergency care and frail elderly services
 Registered and non-registered nurse staffing in high acuity areas within medicine
 Registered and non-registered nurse and midwifery staffing in neonatal, maternity and paediatric services.

• Focused on meeting the training needs of staff to ensure that staff are equipped with the skills and knowledge 
required for a modern, high quality, patient-centred service. This has included:
 A review of mandatory training to ensure we are providing the up to date knowledge staff require
  The provision of additional specific training and guidance in areas such as dementia care, breakaway skills and 

safeguarding
 The opening of a fully staffed Simulator Suite for multi-professional training.

• Committed to the refurbishment of clinical areas so that they provide the best clinical environment for the delivery 
of care and treatment. This has included:
  A complete re-design and refurbishment of the Emergency Department with the recent opening of a dedicated 

paediatric area and earlier provision of an observation bay, ambulance triage area and bereavement suite.
• Responded to the challenge of meeting the needs of an increasingly frail and elderly patient group. This has 

included:
  Re-designating one of the medical wards as Windsor Ward, providing multi-disciplinary care and treatment for 

the frail elderly
 Commencing a programme of refurbishment for West Newton Ward to create a dementia-friendly inpatient area.

Part 1: Statement on Quality 
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• Modernised the Decontamination Unit with a capital investment of 2.2 million to bring the unit to the required 
standards to meet the Royal College of Physician’s Joint Advisory Group standards for decontamination.

• Listened to our patients and the public and invested in improving the capacity, safety and condition of the car 
park, entrance roads and pedestrian paths.

• Worked with our commissioners, health and social care partners and other key stakeholders as part of the 
Contingency Planning Team led by McKinsey that reviewed all patient pathways and services and sought to 
identify the changes and developments required across the whole health economy to deliver health care in the 
coming years. We look forward to receiving their report in the next few months.

The Trust has successfully delivered improvements or maintained standards in many of its quality priorities identified 
in last year’s Quality Account, especially in the following areas:
• Significant improvement in the prevention of C. difficile infections (4 cases in Jan-Feb-March 2015 compared to 

24 for the same period in 2014. 
• A continued reduction in mortality across the Trust measured in terms of both RAMI and in-hospital SHMI.  

This is in line with other Trusts.
• A continued reduction in hospital-acquired pressure ulcers.
• An improvement in response rates for the Friends and Family Test so that the Trust achieved its CQUIN 

(Commissioning for Quality and Innovation) target in March 2015.
• An improved focus on listening and learning from complaints, reported to the Board each month within the Board 

Integrated Performance.
• Improvements to the clinical environment in the Emergency Department, Windsor Ward and the Neonatal Unit.
• Improved response rate in the Staff Friends and Family Test.
• Embedding of changes to structures and processes for ensuring clinical quality and governance.
• Challenges still remain and the Trust is continuing to focus on those quality areas which were less successful. 

This includes:
• Achieving improvements in patient flow on the clinical pathway for emergency patients. In April 2015 we held a 

‘Breaking the Cycle’ initiative to concentrate everyone on delivering the process changes throughout the pathway 
that will lead to improvement.

• Improving the recommendation scores on both the patient and staff Friends and Family test by listening to both 
and responding to concerns and comments with action and change.

• Reducing the number of medication errors.

The Trust has balanced its approach on improving services with an increased emphasis on listening to patients so 
that when patients’ experience, care and treatment that does not meet the standards we hope to provide, we 
learn from our mistakes and put in place changes to ensure improvement and change. The strengthening of the 
incident reporting and investigating process and the complaints procedure has this year led to many changes and 
improvements to services as illustrated in this Quality Account and will continue to be our approach into 2015/16.

The Trust is about to launch its Quality Strategy for 2015/17 and the Board is committed to delivering its aims and 
objectives and to continue to improve and strengthen the quality of our services so that the Trust provides the local 
community with the health care service it expects and deserves.

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

Dorothy Hosein
Chief Executive
26 May 2015
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The Trust has built on the considerable changes to its reporting structures and clinical governance arrangements that 
were put in place in 2013/14. The Board has been strengthened with the substantive appointment of a new Chair 
and Chief Executive and the appointment for the first time within the Trust of a full-time Medical Director.

The committee changes have embedded at both a divisional and organisational level and there is a clear level of 
accountability from individual specialties through their Service Line Quality and Business Boards and Divisional 
structures through to the Board (see Fig. 1 Governance Structure).

The Integrated Performance report provides a vehicle for monitoring and reporting on financial, operational 
and quality performance and provides the entire organisation with an opportunity to monitor and engage in 
improvements and failings in performance. The Chairs’ Key Issues format provides a process for ensuring that 
matters are escalated through the committee structure whether for information, assurance or action.

During 2014/15 the Trust more closely aligned the Clinical Governance functions of complaints, serious incident 
management, risk management and legal services with its Divisional structures and in doing so emphasised local 
accountability and responsibility with a broader approach to organisational learning.

The Trust continues to participate in regular monthly Clinical Quality Review Meetings with its commissioners in 
which the Trust is monitored and challenged on the quality of its services and it performance across a wide range of 
quality measures.

How the Board of Directors Monitors Quality
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Incident Reporting and Never Events
Within the Trust, patient safety forms part of a complex system involving building the right organisational culture 
and teams, implementing effective systems and processes, educating and training our staff and engaging with 
patients and families. Assurance is gained through the continuous measurement and monitoring of outcomes 
which result from our activity both qualitative (e.g. patient experience, complaints, compliments) and quantitative 
(statistics). Benchmarking or comparison with other similar organisations helps us to judge how safe we are. 

The Trust continues to see an increase in incident reporting year on year, suggesting that staff are confident to 
report and it has become part of normal practice. The percentage of incidents resulting in severe harm or death has 
slightly decreased.

The Trust reported 3,658 incidents between 01 April 2014 and 30 September 2014. This is a rate of 53.36 per 
1,000 bed days, against a median reporting rate for the cluster of 140 Trusts of 35.1 incidents per 1,000 bed days 
(Ref: National Reporting & Learning System (NRLS) data April 2015). The Trust therefore remains one of the top 
reporters; acknowledged to be indicative of a good safety culture.

Comparative data on number and severity of incidents from NRLS  
(1st April 2014 – 30th September 2014):

The NPSA data (above) shows that the Trust reported 10% more `no harm` incidents or near misses than other Trusts 
however, there were significantly fewer harm-related incidents. 

The total number of serious incidents declared in the last 4 years remains stable, with variation seen in the increased 
number of Never Events and `other` serious incidents. Work has continued in the last year to improve the validity 
and reliability of the incident monitoring process combined with a lowered tolerance level. This will have had an 
impact on serious incident identification and reporting rates. 

Patient Safety Incidents 1.4.13 to 31.3.14 1.4.14 to 31.3.15

Total number of incidents 7920 8098

% of incidents resulting in severe 
harm or death

1.16% 1.08%
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Other Si’s 1.4.14 - 31.3.15 

Serious Incidents in 2014 by category (excluding pressure ulcers):

2011/12 2012/13 2013/14 2014/15

Pressure Ulcers 4 64 69 52

Never Events 2 3 0 7

Falls 17 13 10 11

Other Serious Incidents 2 6 13 18

Total SIs 22 88 92 88

Incident date
STEIS Date reported 

externally
Adverse event

28/01/2015 29/01/2015 Implementation & on-going monitoring/review - other

26/11/2014 28/11/2014 Medicine not administered

03/11/2014 05/11/2014 Failure to act on adverse symptoms

03/09/2014 12/09/2014 Delay or failure to monitor

17/07/2014 29/08/2014 Failure to act on adverse symptoms

18/08/2014 20/08/2014 Breach of patient confidentiality

06/08/2014 11/08/2014 Medicine not administered

18/06/2014 04/08/2014 Inadequate handover of care

17/07/2014 17/07/2014 Delay or failure to monitor

08/06/2014 09/06/2014 Medicine not administered

13/05/2014 19/05/2014 Delay or failure to monitor

28/04/2014 19/05/2014 Failure to act on adverse test results or images

04/05/2014 12/05/2014 Medicine not administered

09/05/2014 12/05/2014 Neonatal death

05/09/2013 22/04/2014 Operation or procedure wrongly sited

14/04/2014 15/04/2014 Cardiac arrest

10/05/2013 15/04/2014 Failure to act on adverse symptoms

19/06/2014 16/03/2015 Failure to follow-up
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Never Events reported in 2014:

NEVER EVENTS 1.4.14 - 31.3.15 

Incident date STEIS Date reported 
externally

Adverse event

04/08/2014 04/12/2014 Never Event - Wrong site surgery

29/10/2014 30/10/2014 Never Event - Retained foreign object post-operation

09/10/2014 29/10/2014 Never Event - Wrong site surgery

20/10/2014 24/10/2014 Never Event - Air embolism - severe harm or death

15/07/2014 22/07/2014 Never Event - Retained foreign object post-operation

23/04/2014 24/04/2014 Never Event - Maladministration of insulin - severe harm or death

09/04/2014 10/04/2014 Never Event - Wrong gas administered - severe harm or death

Incident Reporting and Never Events
Following the thorough investigation of incidents and identification of root causes the Trust ensures that changes to 
practice are implemented. Examples include:

• The use of a mirror and photography in Dermatology to confirm with the patient the site of (hidden) lesions to be 
excised prior to procedure

• Use of suture packs in Central Delivery Suite to prevent the possibility of a retained vaginal swab
• Introduction of staff guidance for use in the event of a disconnected haemofiltration line
• Introduction of a secondary pack checking process in sterile services and pack check list to include a high risk 

indicator warning for theatre staff
• Diabetic Specialist nurses’ service extended to provide support 6 days a week
• Improved access to images such as scans pre-operatively and a mandate to review all scans on the day of 

procedure
• Extension of use of the WHO checklist to all areas undertaking invasive procedures (i.e. external to theatre areas)
• Rock & Roll campaign focusing on pressure ulcer reduction including `100 days free` initiative

Complaints and Compliments
The PALS (Patient Advice and Liaison Service) and Complaints team have continued to build on the work that was 
undertaken last year to increase the accessibility of the team to both the public and members of staff and to raise 
the profile of the service so that patients and the public are aware of the support that is available to address their 
concerns.

The PALS team acts as the first point of call and its presence within the entrance area of the hospital has 
encouraged members of the public to utilise the service for information and general enquiries as well as turning to 
the team when concerns or problems arise. Requests for information have been the key reason for speaking to PALS 
but within the top ten categories recorded, 183 members of the public have sought advice about how to complain:

Subject Sub-Subject Total

Information Information / Advice Request 1562

Appointments Enquiry/Concerns 395

Car Parking Car parking 339

Travel Issues Travel Expenses 274

Wishes to complain Complaints process 183

Environment Loss of Personal Property 157

Information Access to Health Records 109

Quality of Care Discharge Arrangements 86

Access Directions 70

Appointments Informal Complaint 63
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The PALS team has endeavoured to see this as an opportunity to try and address the complainant’s concerns 
immediately but where this is not possible complainants are directed to the Complaints team and the more formal 
process.

During the year from April 2014 to March 2015, 537 complaints were received by the Trust. This was a 7% decrease 
on the previous year. The Complaints Department continues to focus on meeting the needs of the complainant 
through listening to the issues raised and assisting the complainant in having their concerns appropriately 
investigated and responded to in a satisfactory manner. This may be through a formal investigation and a written 
response or by attending a meeting with the members of staff involved. The Trust this year has placed an increased 
emphasis on seeing complaints as a source of valuable learning and a true insight into patient experience. Where 
remedial action is required this is addressed as soon as possible and changes to process and practice are shared with 
the complainants. 

Information from complaints and PALS enquiries is collected on an electronic database and reported within the 
quality section of the Integrated Performance report. Within this report learning from local resolution meetings is 
identified and the follow up action described. This report is submitted to the Board on a monthly basis and then 
disseminated throughout the organisation via various governance committees and Divisional and Service Line 
meetings. More detailed analysis and discussion on complaints takes place at the meetings of the Patient Experience 
Steering Group.

The top themes for complaints remain consistent from year to year although overall numbers within each category 
do vary. Failures in communication and staff attitude remain the top two reasons for people to complain although 
there has been some improvement year on year in the number of complainants that have cited poor communication 
as the main cause of their complaint:

Work has continued to embed the Trust’s values and behaviours in staff. Following the initial training programme 
in which all staff attended training on values and behaviours, further reminders and updates have reinforced this 
message throughout the year and the values underpin the Trust’s Quality Strategy for 2015 – 2017. All staff new 
to the Trust receive training on values and behaviours on induction and it is reflected in other training sessions on 
handling complaints, conflict resolution and caring for patients with mental illness or dementia.

The Trust is intending to strengthen the complaints handling process during 2015 through the introduction of 
Datixweb. This mirrors the system for managing incidents and will allow the organisation to electronically track the 
complaints investigation and response process and will clearly assign responsibility for handling each complaint and 
ensure follow up and remedial action where required. It is expected that this will help to improve response times 
as currently the Trust does not always succeed in ensuring that a response letter is sent within the 30 working day 
timeframe. The new system is currently being piloted within the Complaints Department and will be rolled out 

Comparison of Top 10 Complaints Themes
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throughout the organisation by the end of July 2015. It is also hoped that this will better enable the Complaints 
Department to link information from complaints and concerns and support learning and quality improvement within 
the organisation.

Although the majority of complaints are received either in writing or from the individual in person an increasing 
number are now submitted electronically as an email. This has helped provide a ‘seven day’ service in which 
complainants are able to express their concerns immediately and the department is able to address these promptly 
on the next working day.

The Trust attempted to capture complainants’ satisfaction with the complaints handling process with the 
introduction of questionnaires to complainants after the process was completed but take up of this opportunity was 
poor and the department is looking at new ways of determining satisfaction with the process at the time of the 
complaint.

In 2014 Healthwatch Norfolk undertook a review of the complaints handling process in health care organisations. 
This review included a survey of complainants from the preceding six months. The report identified a number 
of areas of good practice within the health care organisations, which it shared as an opportunity for system-
wide learning. The Queen Elizabeth Hospital was cited three times in the report for areas of good practice which 
included:

• The provision of an easy read version of the complaints leaflet
• Providing terms of reference for members of the public attending local resolution meetings
• Providing guidance to staff on the format of a response letter

Every effort is made to ensure local resolution of concerns but complainants are informed that they may seek 
redress via the Parliamentary and Health Service Ombudsman (PHSO) should they remain dissatisfied with the Trust’s 
response to their concerns. In 2014 /15 the PHSO chose to investigate five cases and of these five cases, two remain 
under investigation and three were not upheld.

In contrast to complaints the Trust does receive a significant number of compliments either in writing to the Chief 
Executive or to individual staff members. Many postings on NHS Choices also reflect complimentary thanks and 
appreciation. Compliments are always shared with the staff and departments concerned and equally contribute to 
staff learning by reinforcing the importance and value of providing a quality service. In 2014/15 the Trust recorded 
2037 compliments received within the Trust and this represents an increase on the previous year:
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2.1 Priorities for improvement 2014/15
In 2014/15 our overarching quality improvement priorities were focused on key areas of quality where performance 
had not met the standard expected or was considered to have deteriorated.

These priorities aligned to areas of concern that had been identified by the CQC and formed the basis for an overall 
Quality Improvement Plan. The Trust identified the requirement to ‘put patients first in everything we do’ as the key 
priority and under this mantle we then aimed to:

• Deliver safe care
• Listen to patients
• Support our staff
• Be well-led

In order to measure improvement against these four priority areas the following quality indicators were identified:

Delivering safe care
• Reduce the number of healthcare associated infections relating to hospital acquired clostridium difficile infections;
• Reduce the number of patients experiencing harm as a result of avoidable hospital acquired pressure ulcers;
• Preventing avoidable mortality.

Listening to patients
• Improve the patient experience measured by the Friends and Family Test;
• Use learning from compliments and complaints to enhance the quality of the services we offer our patients;
• Ensuring the environment is appropriate for clinical care and a positive patient experience.

Supporting our staff
• Improve staff experience measured by the staff surveys and Friends and Family Test;
• Embed our values and behaviours of ‘Responsibility, Courage, Compassion, Pride and Curiosity’ throughout the 

organisation.
• Ensuring we have the right people, with the right skills, in the right place, at the right time.

Well-led Trust
• Ensure our quality governance structures and processes enable accountability, openness and quality improvement.

How we measured, monitored and reported our achievements in delivering our priorities:
A Quality Improvement 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 were measured on 
a monthly basis and reported to the Board of Directors via the quality section of the Integrated Performance Report. 
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.
 

Key Priority Performance

Delivering Safe Care
Reducing And Eliminating Healthcare Associated Infections
Infection Prevention and Control (IPAC) at the Trust was quite challenging with rates of C. difficile infection rising 
significantly from December 2013 with declarations of multiple outbreaks over the next 12 months. Despite 
significant efforts at control the problem seemed to be unresponsive. In September 2014, the Chief Executive 
commissioned a review of the situation at the Trust by an external high profile Director of Infection Prevention & 
Control (DIPC). That review cited significant gaps in the overall understanding of the drivers of C. difficile infection, 
the meaning of data on file, and in the leadership and operational delivery of clinical practice and ward hygiene. 

The review also warned that the Trust was very unprepared to face the coming winter of 2014/15 with higher risks 
of C.difficile and Norovirus infections presenting at this period. Some actions were taken at the Trust immediately 
arising from this review and the reviewer was subsequently appointed to an interim position to lead IPAC 
improvement as an Associate Medical Director and Director of Infection Prevention & Control (DIPC) at the Trust in 
late October 2014. 

Part 2 
Priorities for Improvement and Statements of Assurance from the Board



12

Actions
An integrated approach to improvement was launched from November 2014 covering distributed leadership, the 
better inclusion of clinical practice and hygiene within management structures, promotion of more appropriate staff 
behaviour and the use of enabling technology. Highlights include:
• Engagement with all staff groups to drive better team understanding and team working 
• Key engagement with medical and nursing leaders to give a much better clinical grasp of infectious diseases and 

their mechanisms of spread via ward meetings, Grand Rounds and dedicated training sessions called our ‘Ebola 
and Other Infectious Diseases Road Show’ 

• Introduction of better blood culture collection kits to reduce the potential for blood culture contamination since 
there was one MRSA blood culture contaminant in Dec 2014. ( 2014/15 total=1) 

• Use of internal marketing techniques in staff training with marketing communications such as the strap-line ‘Be 
Effective, Not Infected’

• Trust appeals to family practitioners, nursing homes, public health officials and the wider public about hygiene 
promotion; it was highlighted by the DIPC that there was insufficient pneumococcal vaccination by family 
practitioners in this sector resulting in patients presenting with preventable pneumonia

• Technology such as deployment of mobile sinks to reinforce bay control of transmissible agents, use of bottled 
water for patients to give better protection against ingestion of C.difficile and norovirus and use of the Xenex 
Ultra-violet light emitting devices to augment environmental cleaning.

Outcomes
• Improved understanding of infectious diseases and compliance of the front line with actions to prevent spread 

( rapid patient isolation, more hand hygiene, more assured commode and bed pan cleaning, better antibiotic 
reviews, staff not consuming food or drink on wards)

• Better use of antibiotics in the Emergency Department and MAU (Medical Assessment Unit) for community 
acquired pneumonia (co-amoxiclav replacing tazocin from Dec 2014 since it has a narrower spectrum of activity) 

• Significant improvement in the prevention of C. difficile infections (4 cases in Jan-Feb-March 2015 compared to 
24 for the same period in 2014. 

• Better prevention of norovirus spread – in Nov 2014 any ingress led to ward closure ; we have since achieved 
better bay containment with fewer ward closures expected on two wards with staffing and skill mix problems

• Better hydration of patients with use of bottled water and saving on nursing time 
• Praise from CCGs and public health officials about our IPAC action plan and improvement 
• Highest uptake (49%) of influenza vaccination in 2014/2015 since 2002 and to above national average
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Next Steps
• Introduce an Antibiotic App for use by Junior Medical staff to further improve antibiotic utilisation 
• Increase awareness in the organisation that IPAC improvement is a fundamental part of overall Quality & Safety 

Improvement such that the former cannot move towards excellence without the latter doing this 
• Improve the clinical understanding of infectious diseases amongst medical, nursing and management staff and 

relevant epidemiological and quality improvement methods so that the Trust could become a centre of excellence 
in the prevention of hospital infection

Reducing Avoidable Mortality
National research suggests that approximately 5% of in hospital deaths could have been avoided if care quality had 
been better. Monitoring overall hospital mortality data is recommended, as it can indicate that there are problems 
with care quality. Several indicators are used nationally, including Hospital Standardised Mortality Ratio (HSMR), 
Summary Hospital Mortality Indicator (SHMI) and Risk Adjusted Mortality Indicator (RAMI).

RAMI: Risk-Adjusted Mortality Indicator
Used by CHKS, the Trust’s current data analysts: 
• Risk of death based on major HRG codes used during the whole hospital stay, rather than first episode of care
• Does not include deaths after discharge
• Trust data available 1 month in arrears

SHMI: Summary Hospital Mortality Indicator
Devised to replace other indicators and become the ‘national standard’: 
• Available to public on the NHS Choices website
• Risk of death based on diagnosis at first episode of care
• Includes deaths within 30 days of discharge.
• Rolling 12 month average, updated quarterly and published 6 months in arrears 

HSMR: Hospital Standardised Mortality Ratio
The Dr Foster indicator and perhaps the best known: 
• Widely reported (including as part of the Dr Foster Good Hospital Guide and in the press)
• Risk of death based on diagnosis at first episode of care
• Does not include deaths after discharge

The Board of Directors receives monthly reports showing the RAMI and how this compares to our peer group of 
hospitals.

The RAMI is a measure of the number of patients expected to die compared to the number who actually died 
in a given period of time. For each patient, the risk of death is adjusted according to their main diagnosis, other 
diagnoses and co-existing factors. A RAMI of 100 reflects the expected situation. A lower RAMI indicates fewer 
deaths than expected, whilst a higher RAMI indicates more deaths than expected. Each year as hospital care 
improves, the RAMI will tend to drift downwards, and the indicator is therefore rebased.

The graph on page 60 shows the RAMI trend from 2008 to November 2014. The RAMI is trending downwards, 
which should be seen as welcome and is in line with our peer hospitals. A number of quality improvement measures 
implemented during the year have contributed to this. 

These include:
• Continued recruitment of nursing staff to vacant and new posts to ensure that staffing reflects acuity across the 

Trust
• Improved supervision of standards of nursing care by Matrons and senior nurses
• improved pathways for specific emergency admissions including acute oncology patients
• Further use of the ‘care bundles’ approach to standardise early treatment of emergency conditions
• Senior medical review at an earlier stage in the patient journey and improved weekend senior medical cover.

While the SHMI has remained fairly constant, the RAMI and the in-hospital SHMI have shown a marked decline over 
the year 2014/15. This is in line with other Trusts.
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In addition, the Board also monitors other mortality indicators including the SHMI and the HSMR as they become 
available. 

SHMI for the period June 2013 - June 2014
The SHMI was 0.98 (within expected range). 

HSMR for the period June 2013 - June 2014
All values are within the expected range.

Indicator    QEH (expected range)
Overall HSMR    102.4 (90-110)
Weekday    101.6 (88-112)
Weekend    107.6 (80-123)
Deaths in low risk conditions  0.63 (0.23-1.09)

Mortality Committee
The Trust’s Mortality Committee, under the chairmanship of a senior clinician, meets monthly and commissions 
regular ‘deep dive’ audits into diagnoses which flag as having a higher than expected number of deaths over a 
given period.

During 2014/15 two areas examined were deaths with a diagnosis on admission of leukaemia and hyperglycaemia. 

Leukaemia
This audit of 9 deaths with a diagnosis of leukaemia concluded that patients presenting with acute leukaemia 
have a poor prognosis, especially those over the age of 65 years, for whom there are no curative intent treatment 
options. However, King’s Lynn survival data is reviewed annually in the Haematology department report and 
compares well to East Anglia survival data and the clinical care provided by the Trust for these patients was good.

Hyperglycaemia
This audit of 4 deaths concluded with some recommendations including a need to improve our practice in ‘do not 
attempt resuscitation’ discussions with patients and their families, and to ensure that the diabetes team are involved 
as early as possible in the management of patients with a complex diabetes presentation.

As a result, our specialist diabetes nurses now provide a referral service 6 days per week and our End of Life Care 
Programme is developing training for staff in conversations about death and dying including ‘do not attempt 
resuscitation’ orders.

Reduce the Number of Patients Experiencing Harm as a Result of Avoidable Hospital Acquired 
Pressure Ulcers

Following the launch of the ‘Ready to Roll’ Campaign in March 2014, a re-launch took place in April 2015 to keep 
pressure ulcer prevention at the forefront of our minds. The following actions were put in place as part of the 
campaign to reduce hospital acquired pressure ulcers and this led to a reduction in hospital acquired pressure ulcers 
as illustrated in chart 1:

Standardisation of practice
• Introduction of ASKINS care bundle
• Update of care round documentation to incorporate ASKINS care bundle

Education/training
• Mandatory training – 37 sessions per year
• Induction – 12 sessions per year
• Overseas induction - monthly
• Preceptorship
• Healthcare assistant training 
• Back to Nursing course students
• Student nurses
• Ward focused training
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Chart 2

Expert Leadership 
• Validation of all reported pressure ulcers
• Advice and support at the bedside
• Key Performance Indicator (KPI) audit to inform practice (example in chart 2)
• Daily ward presence – Tissue Viability Nurses and Matrons
• Authorisation of use of Nimbus 3 mattresses
• Evaluation of prevention equipment
• Dressings formulary – appropriate dressings/creams in ward stock for prevention/management of skin damage/

wounds (including pressure ulcers)
• Validation of Safety Thermometer data
• Root Cause Analysis (RCA) – Avoidable/Unavoidable (action plans for learning ward level)
• Scrutiny panel (action plans for learning Trust-wide)

Chart 1
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Listening To Patients 
Improving the Patient and Carer Experience by Listening to Patients, Their Carers and the  
Public and Acting on What They Tell Us
Patient and public involvement is integral to how the hospital plans and improves its services. In 2014/ 15 the Trust 
actively engaged with patients, their carers and members of the public so that they could contribute to improving 
the quality of services that we provide. 

In meeting this priority we identified three key strategies that would enable us to improve patient experience and 
introduce service improvements based on what patients and the public told us. These included:

• Improve the patient experience as measured by the Friends and Family test;
• Use learning from compliments and complaints to enhance the quality of the services we offer our patients;
• Ensure the environment is appropriate for clinical care and a positive patient experience.

Measuring and reporting patient experience
The Trust seeks to capture patient and carer experience through a number of different methods including:

• Promoting the Friends and Family Test to receive more timely feedback
• Hosting events for patients and the public
• Seeking invitations to attend the meetings and events of organisations in the community to listen to their 

members’ views
• Listening to Patients’ Stories at Board meetings
• Participating in National Patient Surveys
• Undertaking mock Care Quality Commission 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 Service Line Quality and Business Boards covering the wards 
or departments visited.

• Reading and responding to patients’ and carers’ feedback posted on the NHS Choices and Patient Opinion 
websites

• Receiving comments posted about the Trust on social networking sites such as Facebook and Twitter
The value of some of these activities is described in the following paragraphs:

Friends and Family Test (FFT)
The Trust has found the free-text comments submitted with the FFT responses invaluable in providing an insight into 
the issues and concerns that are important to patients. The FFT has enabled us to make changes based on patient 
feedback far more quickly than when awaiting results from other types of feedback.

Hosting events 
The Governors’ Council and the patient experience team host events in conjunction with local statutory, community 
and voluntary sector partners. These events are open to all to provide information and advice about different long 
term medical conditions such as multiple sclerosis and stroke and about the services and support available locally to 
support patients and their families.

Together with West Norfolk Clinical Commissioning Group the Trust co-hosted a number of listening events around 
the work of the Contingency Planning Team.

Attending events hosted by other organisations
Governors and the Patient and Public Involvement Lead also attended meetings arranged by other local 
organisations: going to listen to patients and the public in their space rather than expecting them to always come 
to us. Key meetings attended included the West Norfolk Older People’s Forum, West Norfolk Patient Participation 
Meeting and meetings of GP practice-based Patient Participation Groups. These meetings help the Trust gain insight 
into the experiences which patients have had of our services and to obtain feedback to help us plan how we can 
further improve. Feedback from these events is given at the Governors’ Patient Experience Committee.

Patient Stories at Board Meetings
To ensure that the patient’s voice is heard at the Board, patients and their carers have been given support to enable 
them to tell their stories in person directly to the Board. This has allowed the Board to hear about their experiences 
first-hand and to learn from them about the aspects of care that patients value most. It also provides an opportunity 
for patients and carers to describe experiences of where care could have been improved and in so doing, enables 
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the organisation to act on this feedback. During this last year the Board has heard stories that have led to action 
within the Trust: 

• The provision of a room for discussions with relatives on Terrington Short Stay 
• Review of template letters sent to patients coming to the Trust for a planned procedure
• Changes to the guidance and training for staff on the management of urinary catheter bags
• Review of provision and management of patient information leaflets
• Suggestions to support improvements to the care of End of Life patients

National Patient Surveys
During April 2014 to March 2015 the Trust took part in the following National Patient Surveys:

• National Adult Inpatients Survey 2013 – results published in April 2014
• National Cancer Patients Experience Survey 2014 – results published in September 2014 
• National A&E Survey 2014 – results published in October 2014
• National Adult Inpatients Survey 2014 – results expected to be published in May 2015 (preliminary received from 

contractor February 2015)
• National Children and Young People’s Survey Inpatient and Day Case Survey 2014 - results expected to be 

published June 2015 (preliminary results received from contractor April 2015)

Published results of the national surveys can be found at: www.nhssurveys.org/ click on ‘National Surveys’ tab at 
the top of the home page, choose the survey you require then search for us under ‘T’ (The Queen Elizabeth Hospital 
King’s Lynn).

Following their publication, survey results are presented to the relevant clinical and management teams, Executive 
Directors and members of the Governors’ Patient Experience Committee and the Patient Experience Steering Group. 
Where necessary, action plans are developed and implemented to address any issues raised by the results. These are 
monitored through the Patient Experience Steering Group.

Some examples of how we have used feedback to improve the experience of patients and their carers:
• A new post of Receptionist has been created for the main reception at the front of the hospital to provide 

information and signposting for hospital patients and visitors. The receptionist is supported by volunteers who 
provide support such as accompanying frail or anxious patients to their department or ward or by assisting with 
wheelchairs.

• The hospital signage has been further updated to improve way-finding around the hospital site.
• The Emergency department was enlarged last spring and following feedback in the Young People’s A&E survey 

and the Friends and Family Test we have recruited additional nurses with qualifications in children’s nursing and 
a Play Therapist for the department. The children’s area is currently being refurbished in the light of comments 
received.

• Ambulatory Emergency Care is now opening at 10.00am instead of 11.00am as a result of patient feedback 
• Noise and disturbance at night: soft-closing bins have been introduced and staff have been reminded to keep 

noise levels as low as possible and to reduce patient moves at night 
• The seats in main clinic area A have been re-arranged into smaller rows rather than a large circle.

Communicating learning locally within wards and departments
Wards and departments have ‘you said, we did’ sections on their noticeboard so that staff, patients and their visitors 
can see that comments and concerns are listened to and acted upon.

Using Learning From Complaints and Compliments to Enhance the Quality of Services 
for Patients

The Trust recognises that complaints and compliments are a rich source of learning about the experience of our 
patients but also that of their family and carers. The Trust is therefore committed to not only resolving complainants’ 
concerns but also to ensuring that the organisation learns from complaints and puts in place changes that ensure 
improvements to services and a reduction in the likelihood of future complaints on the same issue.

All actions arising from complaints are identified by the staff member investigating and responding to the 
complaint and then implemented locally within the service concerned. Where the action is potentially applicable 
to other departments or services, the information is shared via governance meetings or through specific specialty 
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or professional meetings, such as ward sister meetings. All such actions are recorded on the Trust’s central Datix 
system.

A report is submitted to the Board every month as part of the Integrated Performance Report identifying the main 
themes arising from complaints and providing details of some of the actions that have been put in place following 
conciliation meetings. 

On a yearly basis the Complaints department undertakes a retrospective audit of all the recorded actions to 
determine whether they have been fully implemented and embedded in practice.

In 2014/15 a wide range of changes were put in place following complaints and these included:

Sometimes patients and carers speak with the Patient Advice and Liaison Service to raise suggestions rather than 
complaints. Last year a comment from a patient about the accessibility of the door intercom on the Stroke Unit led 
to it being re-located to a more accessible height for wheelchair users. A number of comments about difficulties in 
finding a wheelchair for use on site has led to the Trust initiating a charitable fund-raising campaign to purchase a 
fleet of new wheelchairs for use by the patients and their carers when attending appointments or visiting the wards.

Compliments are always shared with the departments and teams concerned and are a valuable affirmation of where 
we have provided a service that has met or exceeded the expectations of patients and their families.

Complaint concerns Lessons identified Action taken

Complication of an 
intravenous infusion

• Complication associated with the  
particular drug infused

• Need for constant observation of patient
• Importance of listening to the patient’s 

concerns during the procedure

• Support and advice to complainant on 
how to manage complications

• Review of procedure and change to the 
type of medication provided within the 
Trust

• Staff training
• Advice to all departments where this 

drug may be used

Unnecessary 
investigations 
undertaken on a 
patient identified for 
palliative care

• Need to improve understanding about end 
of life care for all staff

• End of Life work stream to improve end 
of life care led by the Medical Director

• End of Life strategy approved by Board 
in January 15

• Specific issues followed up with   
individual clinician

Illegible doctor’s 
signature so that 
decision-maker could 
not be easily identified

• Importance of professionals complying 
with organisational and professional 
guidance on record-keeping

• Individual name stamps provided to all 
Trust doctors which include their GMC 
numbers.

• Use of stamp subject to audit

Patient experienced 
pain during a clinical 
procedure

• Always check with patient whether pain 
relief is adequate

• Consider whether some clinical   
procedures should only take place in 
certain clinical settings

• Review of practice in patients    
undergoing repeat procedures

• Review of the most suitable settings 
for certain clinical procedures to ensure 
access to higher levels of pain relief

Poor communication 
to bereaved parents 
following post-
mortem examination

• No clear responsibility as to who should 
be communicating with parents in this 
situation

• Instigation of a weekly visit to the 
mortuary by Chaplains to check on 
completed examinations

• Development of a log sheet to record 
all cases of pregnancy loss >12 weeks 
gestation, including a column recording 
when remains are no longer in the 
hospital

• Provision of a designated Chaplain for 
each case
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Ensuring the Environment is Appropriate for Clinical Care and a Positive Patient Experience
The Trust has continued to undertake developments and improvements to ensure that the environment for patients 
is fit for purpose and that it enhances patient experience. 

The redevelopment of the Emergency Department has continued throughout 2014/15 with the opening of 
the Observation Ward in April 2014 with four separate ensuite cubicles for overnight stays; a new secluded 
bereavement area with viewing facilities and an ambulance assessment area for all patients brought in by 
ambulance. A newly designed paediatric area will be handed over in April 2015 and will provide a larger, secure 
waiting area suitable for children and young people up to the age of sixteen, a high dependency room plus two 
other examination cubicles and the additional provision of distraction equipment and a newly recruited play 
therapist and paediatric senior health care assistant.

2014/15 also saw the re-naming of Pentney ward to Windsor Ward and the change in designation of the ward to 
become a Frail Elderly Unit. Staffing on this Ward reflected the change in patient profile with additional nursing 
staff and therapy support. There was a focus on identifying patients from the moment of admission who would 
benefit from prompt interventions to correct the problem that had brought them to hospital, multi-disciplinary team 
involvement and enhanced re-enablement to ensure timely discharge back to their home environment. This was 
supported by the recruitment of a Lead Nurse for Older People and Liaison Services to support the implementation 
of this patient pathway.

The Outpatient department responded to concerns raised by patients attending clinics and undertook a review 
of the waiting areas in order to create an additional 20 seats for waiting patients and developed a Macmillan 
Information area near the clinic entrance to provide written information for patients at the time of their 
appointment. The nurse in charge within clinic areas now wears a red badge for ease of recognition.

The Neonatal Baby Unit took part in an audit that was put forward by Bliss (the charity for premature babies) into 
the experience for parents in having a baby on a neonatal unit. Out of this detailed survey the Neonatal Intensive 
Care Unit (NICU) put forward an action plan to address the issues raised and the unit was awarded a grant of 
£10,000 to improve the experience for parents. This grant enabled the Unit to purchase 3 new breast pumps, 2 
with specialised software that is programmed for premature babies; 3 feeding chairs and 3 new screens to improve 
privacy.

In addition to these changes to the clinical environment, the Trust has committed to extensive estate works to 
improve the overall access to the hospital and the safety of the site. Work has commenced and is continuing, on 
upgrading the car park and maximising the provision of parking bays, improving the safety of the access roads 
through the implementation of traffic calming measures and an increase in the provision of safety barriers. A 
programme of modernisation and renewal of fire compartments has been commenced to improve the safety of the 
entire building. 

A further commitment is in place to continue this process of upgrade and modernisation into 2015/16 with a 
planned, rolling programme of decanting ward areas and painting and refurbishing each ward in turn.
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  Lowest 20% of acute trusts, 
worse than average, worse 
than 2012

  Average for benchmark 
group

  Highest 20% of acute trusts, 
better than average, better 
than 2012

  Lowest 20% of acute trusts, 
worse than average, worse 
than 2013

  Average for benchmark 
group

  Highest 20% of acute trusts, 
better than average, better 
than 2013

Our staff are our most valuable asset in ensuring that we deliver a high quality service and we have invested in 
recruitment and training throughout 2014/15 so that we can be assured that we have sufficient staff and the 
correct skill mix in all wards and departments to enable us to focus on quality improvement. We are aiming to 
have in place an environment of expectation in which staff are encouraged within their respective roles to develop 
confidence in exercising their knowledge, skills and leadership and to champion and promote the provision of 
high quality, compassionate care. The Trust has underpinned this expectation by affirming its agreed values and 
behaviours and promoting at Board level and throughout the organisation, a culture and climate of mutual respect, 
personal responsibility and individual accountability.

Staff engagement is about staff feeling engaged with each other and with the Trust, having energy, resilience and 
pride, working more effectively and having commitment to the Trust’s vision and values.

Research constantly shows that high levels of staff engagement in the NHS have a positive impact on quality, cost 
and most importantly on the patient experience. The Staff Friends and Family Tests and the results from the 2014 
Staff Survey have shown that there is a need to improve on how we communicate and engage with our workforce.

The Trust is committed to improving staff engagement via:
• Improving the level of participation in surveys (such as the Staff Friends and Family Test (SFFT)), and involvement 

through attendance at sessions such as ‘Leading the Way’.
• By responding to issues identified through the analysis of the results from the annual staff survey and the quarterly 

SFFT.
• Embedding the Trust’s values.

The Staff Friends and Family Test was introduced during 2014/15 and requires NHS Providers to ask their workforce 
two simple questions:
• Would you recommend your Trust to friends and family as a place to come for treatment?
• Would you recommend your Trust to friends and family as a place to work?

The table below illustrates the level of participation during 2014/15:

As a result of the disappointingly low level of participation in the first two quarters of 2014/15 a new approach was 
taken in Quarter 4 in terms of engaging the Trust’s workforce. This approach resulted in a significant increase in the 
level of participation.

Although the level of participation in 2014 staff survey increased by 4% on the previous year, the results dipped 
significantly as the charts below illustrate:

Quarter 1 2 3 4

No. of responses received 119 98
Undertaken as  

part of the annual staff survey
485

Supporting our Staff

2013 2014
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In terms of responding to the issues identified through an analysis of the results from the 2014 Staff Survey, four 
themes have emerged, these being the need to improve:

1. The scores from the Staff Friends and Family Test
2. The quality of the appraisal process
3. The health and well-being of our workforce
4. Communications and engagement.

Following a series of staff ‘drop in’ sessions at which both the results and the analysis of the survey were shared 
with staff, an action plan for 2015/16 has been developed and is in the process of being implemented. Progress 
reports will be shared with both the Workforce Committee/the Board and with staff through formal reports and 
staff briefings such as ‘Leading the Way’ sessions.

In addition to the Staff Survey action plan the Trust has developed and is implementing an engagement strategy 
(‘Engaging you – a strategy for harnessing the creativity and enthusiasm of NHS staff’). Within this strategy there are 
a series of actions which focus on the delivery of specific objectives:

• Staff health and well-being
• Delivering on NHS Constitution Staff Pledges
• Communication and engagement.

During 2014/15 the Trust introduced a new set of values:

Since the introduction of the Trust’s values the Board has added the additional value of ‘Responsibility’ to ensure 
that every member of staff understands that delivering a quality service is integral to everyone’s role.

These values have been used as the basis for both the annual staff awards scheme (Shining Stars) and for the 
monthly staff awards. 
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Well-Led Trust
The Trust Quality Governance Structure has undergone review to ensure a standardised approach to meeting 
structures, terminology and the monitoring of performance across the Divisions. Terms of reference and agendas 
have been standardised with compliance measured through monthly audit and exception reporting to the Clinical 
Governance Committee. 

The Quality Governance Structure and Reporting Lines

The diagram above indicates the hierarchy of meetings in each Division. Each group has responsibility for the 
oversight of clinical governance for their area of responsibility and the provision of assurance or escalation of 
concerns to the senior committee. This is done through specialty governance reports and Chair’s Key Issues Report. 

Divisional Boards and Service Line Quality and Business Boards (SQuaBBs) have responsibility for exercising challenge 
against quality, risk, performance, finance and workforce data and for acting on escalated risk from the level 
below. Quality and governance meetings have been reviewed and mapped to provide assurance around the flow of 
information and management of risk throughout the organisation. 

The Trust is committed to continuing to embed a robust quality governance framework through which it can deliver 
quality services and safeguard high standards of care by creating an environment in which excellence in clinical care 
will flourish.
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During the latter part of 2014/15 the Trust held three workshops for Executive and Clinical Directors to facilitate 
discussions and a review of the organisation’s Quality Strategy. The focus was on ensuring that the Strategy was 
relevant, central to the work of the Trust and fit for purpose.

At the workshops the Directors focused on the following framework questions:
• Is the current Quality Strategy fit for purpose?
• Is it at the heart of all we do at the Trust?
• How do we make it a living strategy?
• What are the short and medium term priorities for the strategy?
• Who is accountable for quality in the Trust?
• What is the impact of the current quality strategy?

These discussions led to the identification of a number of key principles which were seen to underpin the strategy 
and to support the vision of quality for the Trust to provide a safe, clinically excellent experience for all our patients 
within a caring environment. This was seen to be driven by the Trust’s values:

• Taking responsibility
• Taking pride in doing a good job
• Constantly being curious
• Having the courage to do the right thing
• Providing compassionate care

This vision sought to ensure that all our patients have an excellent experience whilst in our care and that high 
quality treatment is delivered in a way that is valued by patients. In particular the Strategy sought to provide high 
quality treatment:

• In a comfortable, caring and safe environment;
• Delivered in a calm and reassuring way;
• With the patient having the information to make choices and to feel confident and in control;
• With the patient being talked to and listened to as an equal;
• With the patient being treated with honesty, respect and dignity.

The strategy expressed this in four key quality objectives:

Ensure our patients are safe
By setting high standards of safety and effectiveness, we will reduce harmful adverse events and overall Hospital 
Standardised Mortality Ratios.

Ensure our patients have the best possible care experience
Through the high priority we place on the whole patient experience, we aim to ensure excellence at all points of 
contact through treatment to discharge and follow-up.

Ensure that care and treatment is effective and compliant
We will operate to the highest standards of care and treatment within strong systems of compliance with and 
monitoring of standards.

Build and sustain excellence as a care provider
We will institutionalise quality as the central focus for all we do as a hospital, constantly reinforcing our values and 
commitment to on-going improvement and innovation.

In order to deliver these quality objectives a number of priorities for improvement were identified to ensure that 
clear, measurable progress could be demonstrated:

2.2 Quality Priorities For Improvement 2015/16
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Objective Actions Outcome measure

Patient Experience

Improve Friends and Family Test 
scores and maintain response 
rates for inpatients and emergency 
department

• Listen and respond to what 
patients tell us about their 
experience, through feedback, 
complaints, compliments, FFT 
responses / free text, patient stories 
and observations e.g. 15 steps.

• Improved FFT response rates 
(in line with local targets set 
within the Quality Schedule) and 
‘recommendation’ rates.

Improve patient and family 
experience in end of life (EOL) care

• Local actions lead by EOL Steering 
Group and Palliative Care Team

• Reduction in EOL related 
complaints. Improved rating using 
the ELQuA (End of Life Quality 
Assessment tool), which measures 
achievement against the NICE End 
of Life Quality Standards

Patient Safety

Reduce healthcare associated 
infection related to C Diff

• Pursue comprehensive action plan 
for infection prevention and control

• Reduce hospital acquired  
C.Difficile to < 20 per year.

Reduce hospital acquired pressure 
ulcers and falls.

• Build high reliability of high 
quality care at ward level through 
reduction in all ward-based adverse 
events. Local actions managed by 
ward leaders, matrons and senior 
nurses.

• Hospital acquired pressure ulcers 
(> 50% reduction based on 14/15 
rates) and falls (< 5 per 1000 bed 
days)

Effectiveness

Develop a set of metrics for care 
provided through our new Frailty 
Ward and Pathway

• Metrics including readmissions, 
length of stay and patient 
experience will be combined in a 
comprehensive evaluation of this 
project

• Details of measures will be 
developed during 15/16

Ensure effective prescribing and 
administration of medicines

• Introduce Medication Safety 
Thermometer.

• Improve pharmacy support to ward 
teams.

• Introduce electronic discharge.
• Local actions managed by ward 

teams.

• Reduce medication errors by 30%.
• Reduce medication incidents 

relating to discharge prescribing 
(Quality Incidents Report returns 
and complaints).

• Improve scores in patient survey on 
question relating to medication.

Build and sustain excellence

1. Exit Special Measures regime

• Pursue all actions to address the 
quality concerns raised by the 
CQC. 

• Develop a structure within the 
organisation to drive and monitor 
quality for the future

• CQC report will contain more 
‘good’ and ‘outstanding’ findings, 
and fewer ‘inadequate’ and 
‘requires improvement’ than the 
2014 report

2.  Improve staff Friends and Family 
Test scores

• Recruit and retain the best staff. 
• Improve vacancy rates, support 

staff through training, appraisal 
and improved working 
environment.

• An increase in the response rate 
and in the proportion of staff 
recommending QEH as a place to 
work and to receive care
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Review of services
During 2014/15 the Trust provided and/or sub-contracted 45 NHS services. The Queen Elizabeth Hospital King’s Lynn 
NHS Foundation Trust has reviewed all the data available to it on the quality of care in 100% of these NHS services.

The income generated by the relevant health services reviewed in 2014/15 represents 100% of the total income 
generated from the provision of relevant health services by The Queen Elizabeth Hospital for 2014/15.

2.4 Participation In Clinical Research And Clinical Audit

Participation in Clinical Research
The number of patients in 2014/15 receiving NHS services provided or sub-contracted by The Queen Elizabeth 
Hospital King’s Lynn NHS Foundation Trust that were recruited between 1st April 2014 and 28th February 2015 to 
participate in research approved by a research ethics committee was 391. This included 361 patients recruited to 
National Institute for Health Research (NIHR) portfolio studies and 33 patients recruited to non-portfolio studies.

In 2014/15 the Trust was involved in conducting 18 NIHR portfolio and 11 non-portfolio clinical research studies. 
This demonstrates the Trust’s on-going commitment to supporting improvements in healthcare by contributing to 
the national drive to identify novel and improved approaches to treatment. Our clinical teams aim to ensure that our 
patients are provided with the opportunity to take part in new and exciting research trials and to benefit from the 
outcomes of such research as new treatments become available to the NHS.

Participation in Clinical Audit
National Audit:
During the year 2014/15 the Healthcare Quality Improvement Partnership (HQIP) identified 83 national audits or 
programmes of audit, in which NHS services in England should participate. The list included individual audit projects 
and programmes of audits, where several sub audits might be identified as well as several national Confidential 
Enquiry projects.

Of the 83 projects identified initially by HQIP, acute trusts were excluded from 36 of those projects, and a further 9 
audits were not applicable to this Trust because the organisation does not provide the specific service being audited, 
e.g. audits relating to cardiothoracic surgery. In addition two audit projects are still not confirmed. In total the Trust 
was eligible to participate in 38 individual audit projects or programmes of audit.

The following matrix shows that in 2014/15, The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust 
participated in 33 of the 38 national audits or programmes for which it was eligible:

National Clinical Audits (NCL) are largely funded by the Department of Health and commissioned by HQIP, which 
manages the National Clinical Audit and Patient Outcome Programme (NCAPOP). Other National audits are funded 
from subscriptions paid by the NHS provider organisations. Priorities for the NCAPOP are set by the Department of 
Health and the National Advisory Group on Clinical Audit & Enquiries (NAGCAE). Clinicians and audit professionals 
can also independently suggest topics for inclusion in the programme. 

The national clinical audits and national confidential enquiries that The Queen Elizabeth Hospital was eligible to 
participate in during 2014/15 are as follows below. Many of the audit projects included are continuous audits, 
in which anonymous data is routinely collected to provide a national register. National and local findings and 
recommendations from those projects are reported on an annual basis. In the main this involves staff in the Clinical 
Audit department, usually with the support of a dedicated clinician, continually collecting data and populating a 
dedicated web-based database.

Percentage completed in which the Trust was eligible.

HQIP Excluded Inclusion 2014/15 2013/14 2012/13 2011/12 2010/11

National programme  
of audits

84 45 38
87% 
(33)

100% 
(26)

81% 
(29)

81% 
(30)

68%

Confidential Enquiries 4 0 4
100% 

(4)
100% 

(4)
100% 

(4)
100% 

(3)
100%

2.3 Statements Of Assurance From The Board
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Name of audit / Clinical Outcome Review Programme Category

Adult community acquired pneumonia Acute

Case Mix Programme (CMP)(ICNARC) Acute
Medical and surgical clinical outcome review programme:  
National confidential enquiry into patient outcome and death(NCEPOD)

Acute

National Audit of Seizures in Hospitals (NASH) Acute

National emergency laparotomy audit (NELA) Acute

National Joint Registry (NJR) Acute

Non-invasive ventilation - adults Acute

Pleural procedures Acute

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

National Comparative Audit of Blood Transfusion programme Blood and Transplant

Bowel cancer (NBOCAP) Cancer

Head and neck oncology (DAHNO) Cancer

Lung cancer (NLCA) Cancer

Oesophago-gastric cancer (NAOGC) Cancer

Prostate Cancer Cancer

Acute coronary syndrome or Acute myocardial infarction (MINAP) Heart

Cardiac Rhythm Management (CRM) Heart

Congenital heart disease (Paediatric cardiac surgery) (CHD) Heart

Coronary angioplasty Heart

National Adult Cardiac Surgery Audit Heart

National Cardiac Arrest Audit (NCAA) Heart

National Heart Failure Audit Heart

National Vascular Registry* Heart

Pulmonary hypertension (Pulmonary Hypertension Audit) Heart

Adult Bronchiectasis Audit* Long term conditions

Diabetes (Adult) ND(A), includes National Diabetes Inpatient Audit (NADIA)* Long term conditions

Diabetes (Paediatric) (NPDA) Long term conditions

Inflammatory bowel disease (IBD)* Long term conditions

National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme* Long term conditions

Renal replacement therapy (Renal Registry) Long term conditions

Rheumatoid and early inflammatory arthritis* Long term conditions

Falls and Fragility Fractures Audit Programme (FFFAP) Older People

National Audit of Dementia (care in general hospitals) Older People

Parkinson's disease (National Parkinson's Audit) Older People

Sentinel Stroke National Audit Programme (SSNAP)* Older People

Elective surgery (National PROMs Programme) Other

National Audit of Intermediate Care Other
Adherence to British Society for Clinical Neurophysiology (BSCN) and Association of 
Neurophysiological Scientists (ANS) Standards for Ulnar Neuropathy at Elbow (UNE) testing

TBC

Fitting child (care in emergency departments) TBC

Mental health (care in emergency departments) TBC

Older people (care in emergency departments) TBC

Epilepsy 12 audit (Childhood Epilepsy) Women’s & Children’s Health

Maternal, Newborn and Infant Clinical Outcome Review Programme (MBRRACE-UK) Women’s & Children’s Health

Neonatal intensive and special care (NNAP) Women’s & Children’s Health

Paediatric intensive care (PICANet) Women’s & Children’s Health

Paediatric pneumonia Women’s & Children’s Health

Chronic kidney disease in primary care*  

The national clinical audits and national confidential enquiries that The Queen Elizabeth Hospital participated in 
during 2014/15 are as follows:
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In addition to the individual audits / programmes of audit identified by HQIP, other national audit projects initiated 
by professional bodies are also registered with the Clinical Audit department and carried out in the Trust. Examples 
of some of these projects are included below: 

• Surgical Site Infection (SSI) after bowel surgery, hip replacement, knee replacement and hip hemi-arthroplasy 
• BSUG (British Society of Uro-gynaecology) register
• National Pregnancy in Diabetes audit
• National audit on Paediatric Eczema
• Isotretinoin: compliance with national guidelines 

Examples of actions taken and outcomes following the results of national audit projects are described below: 

National Audit Actions 
a) National Diabetes Inpatient Audit (NaDIA)
The Diabetes Specialist Nurse team presented the results of the National Diabetes Inpatient Audit (NaDIA) at the 
National Audit Forum on 23rd June 2014. 

The following changes to practice as a result of the national audit were highlighted: 
• A Diabetes Specialist Nurse is now available to review patients on Sunday mornings, increasing specialist presence 

to 6 days per week
• From February 2014 an electronic learning module ‘Safe use of Insulin’, has been adopted as a mandatory training 

requirement for new doctors coming into the Trust. 
• The e-learning suite is also used by nurses and existing medical staff 
• Blood glucose meters are now linked to allow the Diabetes Specialist Nurses to review patient results directly from 

their office. This allows them to respond to abnormal recordings thus focusing their time and efforts where they 
are most needed. 

• The Diabetes Specialist Nurses continue to promote and monitor the self-administration of insulin policy. 

b) Sentinel Stroke National Audit Programme (SSNAP)
• Our FAST (face, arm, speech, time) campaign together with the Stroke Association’s awareness campaign has 

improved early presentation of patients with minor stroke to the Transient Ischaemic Attack (TIA) clinic via their GP 
or the Emergency Department. This allows more rapid assessment and thrombolysis if required for evolving stroke. 
There is a local campaign at the Trust involving GP surgeries as well as sessions supported by Stroke Association 
and ‘Friends of Stroke Unit’ Charity. 

Confidential Enquiries
The National Confidential Enquiries into Patient Outcomes and Deaths (NCEPOD) projects, for which data collection 
was carried out during the year April 2014 to March 2015 are listed below. Alongside the title of the Confidential 
Enquiry is the number of patient cases submitted to each enquiry in relation to the numbers required by the terms 
of that audit or enquiry:

In addition, 2 individual reports to which the Trust had contributed in 13/14 were published this year: Lower Limb 
Amputation and Tracheostomy care. 

Completed NCEPOD Enquiries are launched at a national event attended by a Consultant responsible for the area 
highlighted in the report or the Trust’s Local Ambassador. Findings and local changes required are reported to the 
Trust’s Clinical Governance Committee and where necessary, an action plan is initiated. The action plan is regularly 
followed up until completion by the committee. 

Enquiry in which the Trust was eligible: 
2014/15.

QEH participation
Organisational section 

Sample required
Sample included

NCEPOD: Gastrointestinal bleed Yes   1    5 5

NCEPOD: Sepsis Yes   1    5 3

NCEPOD : Acute pancreatitis Yes Currently in progress 

MBBRACE: Programme of audits Yes Programme of audits 



The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust - Quality Account 2014/15 29

Previous action plans resulting from NCEPOD studies have included interventions that have been put in place, for 
example: 

• MUST tool is used and every patient now undergoes nutritional assessment using this tool.
• Provision of a pre-assessment clinic for elective patients. 
• Provision of a referral pathway for high risk patients identified at pre-assessment clinic to a consultant anaesthetist 

for an opinion and plan of care prior to surgery and now working towards introducing a dedicated high risk clinic. 
• Adoption of enhanced recovery pathways for colorectal surgery.
• Provision of a dedicated Falls And Fragility ward 

In addition the annual report of the MBBRACE-UK (Mothers and Babies: Reducing Risks through Audits and 
Confidential Enquiries across the UK) programme of audits was presented to the Clinical Governance committee in 
March 2015. 

Local clinical audit
Local clinical audits are conducted by individual healthcare professionals or teams evaluating aspects of care that 
they themselves have selected as being important to their service for the following purposes:
• To assess the application of a new technique
• To measure compliance with NICE guidance or other national standards
• To monitor assessment of treatment in high risk conditions and treatments
• To measure patient satisfaction with an aspect of service
• To measure outcomes in a particular condition

The Trust has participated in 243 local clinical audits in the year 2014/15, of which 118 were initial (new) audits and 
103 were re-audits undertaken for maintenance and monitoring. 

At the end of March 2015, 199 completed audits have been presented for peer review and the outcomes shared, 
through Specialty Clinical Governance meetings, Service Line Quality and Business Boards , combined Specialty 
Clinical Audit meetings or where requested, at the Clinical Governance Committee. In addition, selected audit 
findings were presented at the Trust-wide Annual Clinical Audit Symposium, in October 2014. All Service Lines have 
used clinical audit as a quality improvement method in 2014/15 and outcomes and recommendations have been 
shared extensively across the Trust. 

Local Audit Outcomes 

1. Audit of use of newly introduced ‘care bundles’
A care bundle is a structured way of improving the processes of care and patient outcomes: a small, straightforward 
set of evidence-based practices that, when performed collectively and reliably, have been proven to improve patient 
outcomes.

Staff in acute medicine have introduced a number of care bundles and monitored their use through audit. 

Changes as a result of care bundle monitoring have included:
• Introduction of COPD (Chronic Obstructive Pulmonary Disease) outpatient clinic referral forms, on all wards. 
• A process to ensure that all patients discharged after exacerbation of COPD are followed up in the COPD clinic. 
• For patients who have had a first seizure, new leaflets giving information about driving, first aid and what 

activities to avoid have been introduced. 
• A dedicated first seizure clinic is in place at the hospital. 

2. Audit of Diabetic Foot Examination 
This was carried out on the Medical Assessment Unit and demonstrated that foot assessment was not always 
optimally recorded. As a result:
• Junior doctors in MAU/AEC receive training on examination of the feet in patients with diabetes
• Foot assessment will be included in the diabetes care bundle. 

3. Audit to assess acuity in frail patients
The audit was carried out to assess the burden of frailty within the Trust and concluded that a validated assessment 
tool was required to measure the care need and to support the development of a frailty ward at the Trust. 
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As a result of this project:
• The Edmonton Frail Scale was introduced 
• A dedicated frailty ward was opened in March 2015, allowing patients to have an early multi-disciplinary geriatric 

assessment and aiming to reduce the length of stay and readmission rate. 

4. Hystersalpingogram, service assessment re-audit 
Hysterosalpingogram is recommended by NICE as the first-line investigation of tubal patency in patients with  
sub-fertility. Using an audit template produced by the Royal College of Radiologists, the aim of the audit was to 
assess compliance with guidelines. 

Outcome concluded that:
• 96.2% of investigations were completed satisfactorily with 3.8% of cases being technically difficult. This was 

the 3rd HSG audit carried out and although the standard achieved remains high, the service plans to re-audit for 
continued maintenance.

5. Audit of the Management of Intracerebral Haemorrhage
This audit highlighted the need for rapid reversal of warfarin with Beriplex in patients admitted with haemorrhage. 
As a result,
• Trust stroke guidelines have been redrafted
• Near-patient INR-testing will be introduced to allow more rapid diagnosis of coagulation status.

Patient experience
In addition to the Friends and Family feedback cards now used in the Trust, specialties have participated in 13 
patient experience (service evaluation) studies. Ten of those were initial studies and three, monitoring of previous 
patient experience studies. The findings from these surveys are reported at Specialty Clinical Governance meetings 
as well as Service Line Quality & Business Boards. An annual report is provided for review at the Patient Experience 
Steering Group and reported to patients and the public in the form of newsletters, posters and the Trust Intranet 
site, highlighting any outcomes and changes that have been implemented. 

The following patient experience topics were included in 2014/15:
• Patient information confidentiality survey 
• Speech & Language Therapy – Service User questionnaire 
• Contraception Services (GenitoUrinary Medicine)
• Endoscopy Service
• Patient Experience – Macmillan Information & support service 
• Breast Care – Micro-pigmentation (tattooing) 
• Pre-dialysis care study 
• Upper GI patient experience 
• Treatment under sedation 
• Speech & Language Therapy – Joint service evaluation interviews 
• Dermatology: Patient Experience, Surgery Satisfaction Survey 
• Anaesthetics: Quality of Recovery, patient experience 
• Respiratory Service: Two week wait lung cancer service 

Some examples of actions taken and outcomes following the results of patient experience surveys are described below: 
• The response rate to a written survey was poor therefore a new face to face interview study has been 

implemented. Volunteers have been recruited to undertake interviews with patients who are able to share their 
feelings and thoughts on the service directly with the volunteer. 

• In response to patient reports of lack of written information, the service has developed information packs for 
patients to ensure that they have information about their diagnosis and treatment before they leave the hospital. 
The service plans to re-audit patient experience in one year. 

Staff experience
Five staff experience surveys were instigated within the Trust in 2014/15. These were:
• MRI Patient Safety Policy Questionnaire 
• Staff Views on the Self-Administration of insulin
• Professional survey of Palliative Care Service
• Monitoring the percentage of staff appropriately vaccinated
• Monitoring the Leaving Employment Policy 
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Some examples of actions taken and outcomes following the results of patient experience surveys are described 
below: 
• Staff included in the Palliative Care Service survey highlighted that the current referral process has been ‘ad hoc’ 

with referrers frequently not providing crucial information such as the time scale in which the patient needs to 
be seen and in some cases the diagnosis. As a result of the study, Trust staff in collaboration with community and 
primary care staff, have developed a referral form which encompasses the required elements to ensure an efficient 
and effective patient pathway.

• Self-Administration of Insulin and the Care of the patient with Diabetes are included in the clinical mandatory 
training programme. In addition, a ‘Care Bundle’ check list is included in the patient records and will be audited in 
2015/16.

• The Leaving Employment Policy has now been adopted by the Trust and is being monitored via an electronic 
dataset and themes for staff leaving the Trust are discussed and shared via the Human Resources department. 

Commissioner experience:
The Radiology department conducted a survey of GPs who had referred patients to the service to assess their 
opinions. The Upper Gastro Intestinal service also surveyed GPs and Trust staff who had referred to the service, to 
ensure referrers were satisfied with the quality of the written outcomes they received from the Trust: 

• Referrers’ satisfaction with Radiology service provision was 90% and many referrers commented on the things the 
department does well, in addition to offering areas that they felt could be improved. The Radiology department is 
currently reviewing ways it can make changes.

• The Upper GI team is ensuring that GPs are now informed of their patients’ appointment details along with the 
outcome of the Multidisciplinary Team Meeting. The communication also includes whether or not the patient / 
relative has been informed of the diagnosis. This will ensure standardised practice and improve communications 
between primary and secondary care and a further study will be carried out in 2015/16.

Data Quality / Completeness 
The Clinical Audit department carries out regular monitoring audits against departmental standards 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 all services are encouraged to use. To ensure consistency of methodology, reports 
submitted to the Clinical Audit department are subject to review by the department.

All national audits are registered with and coordinated by the Clinical Audit department, thus ensuring a 
coordinated approach as well as allowing the Trust to be assured of validation of the data submitted. For each 
national audit, a re-audit of 10% of the total number of records used was undertaken to ensure data validation. 
It is usual practice that the person collecting data from medical records is not the same person who enters data onto 
web-based spreadsheets, thus ensuring double validation. 

Commissioning For Quality And Innovation (CQUIN)
A proportion of the income received by The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust in 2014/15 
was conditional on achieving quality improvement and innovation goals agreed between The Queen Elizabeth 
Hospital, King’s Lynn, and any person or body they entered into a contract, agreement or arrangement with for the 
provision of relevant health services, through the Commissioning for Quality and Innovation payment framework. 
Further details of the agreed goals for 2014/15 and for the following 12 month period are available electronically at 
www.qehkl.nhs.uk and included within this document.

Care Quality Commission & Monitor
The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust is required to register with the Care Quality 
Commission (CQC) and its current registration status is ‘requires improvement’. The Queen Elizabeth Hospital King’s 
Lynn NHS Foundation Trust was the subject of a comprehensive inspection visit in July 2014 and the CQC noted that 
significant improvements had been made with addressing the previous compliance actions including:
• Consent to care and treatment
• Care and welfare of patients
• Nutrition and hydration
• Incident reporting
• Respecting and involving service users
• Complaints
• Records 
• Co-operating with other providers. 



32

However, the Trust remained non-compliant with the regulations on staffing, support for workers, safeguarding and 
medicines management. The Trust also received three ‘inadequate’ ratings and a further 27 ‘must do’ and ‘should 
do’ recommendations to action. As a result, the Trust remained in ‘special measures’. 

Since November 2014, with the appointment of the new Chief Executive Officer (CEO), Dorothy Hosein, the Trust 
has embarked on a rapid improvement programme to address the issues highlighted by the CQC, with particular 
focus on areas rated ‘inadequate’ and ‘requires improvement’ recommendations:

The three areas rated as ‘inadequate’ by the CQC have been addressed as set out below:

Medical care - Management of medical outliers 
A proactive programme commenced in November 2014 to improve the management of medical outliers ensuring 
patients are adequately and safely tracked through the organisation including:
• A dedicated medical outlier team to ensure all patients are reviewed daily
• Implementation of an individualised care plan for each outlying patient
• A new medical outlier tracking process ensuring that patients are appropriately identified using selection criteria 

and then tracked throughout their inpatient stay. Their details are kept in the Operations Centre until they are either 
discharged or transferred to a medical ward. The list is updated daily and shared with the Medical Outlier Team.

• An agreement on which wards and bays are to be used for outliers to ensure consistency of approach and 
improved continuity of care.

• Ensuring secured funding from the System Resilience Group (West Norfolk CCG) to facilitate an increased 
presence of consultant physicians in the Emergency Department. This has enabled early intervention by senior 
decision-makers and has avoided admissions through winter 2014/15 thus reducing the overall demand for 
medical beds and subsequently, the total number of medical outliers.

• The new demand and capacity model is being embeded operationally. This will ensure the Trust has the right beds 
in the right place, which will further minimise medical outliers.

Surgery - Reduction in cancelled operations
• The number of reportable cancelled operations had now reduced from 52 in July 14 to 18 in March 2015. This 

has been achieved by:
• Establishing a Theatre transformation programme which has included a detailed review of all cancellations on the 

day of surgery during October to December 2014 and this in turn has led to a number of changes to minimise 
cancellations and the introduction of an escalation process for cancellations for non-clinical reasons.

• Improving effective forward planning of theatre sessions and capacity, with evidence of increased utilisation.
• Improving the Trust’s booking processes, including the pre-assessment process.
• Revising the booking processes in day surgery for the majority of specialties in an attempt to reduce Did Not 

Attend (DNA) patients. This was introduced in Jan 15 and has resulted in a demonstrable reduction (37.3% 
reduction from Q3 to Q4) in DNA numbers, and hence improved utilisation of theatre time.

• Using the Trust’s new demand and capacity model with the consultant job plans to ensure elective care is better 
planned throughout the year.

• Reviewing the inpatient pathway for angioplasty procedures to enable patients to go home the same day which 
improves patient experience, increases capacity for this cohort of patients and reduces the demand on elective beds.

Well-led - Substantive Board and senior management team
With effect from 1 April 2015, all of the Board Executive and Non-Executive Directors are substantive, with the 
exception of the interim Chief Operating Officer. This has provided stability and the Executive team is now seen as a 
united front.

Other developments and improvements made on the CQC recommendations made have included:
• A full ward staffing and skill mix review has led to Board investment of £3.5m for additional nursing and 

midwifery staff (April 2014 and November 2015) supported by a robust recruitment and retention strategy for the 
next 12 months. The Trust now has 131 more nursing staff compared to July 2014 and will be fully established by 
March 2016.

• The Director of Nursing has commenced a programme for matrons to improve leadership across all wards. This 
programme provides protected time for matrons daily to focus on key priorities: ward leadership, harm reduction 
(pressure ulcers and falls), nutrition and hydration and medicines management. 

• The development of a comprehensive Infection Prevention and Control (IPAC) rapid improvement programme with 
highly successful outcomes in reducing Clostridium Difficile rates. This has been recognised and supported by the 
local Clinical Commissioning Groups. 
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• The development of new medical rotas for acute physicians, emergency consultants and increased seven
day working for medicine patients. This has facilitated an increased presence of consultant physicians in the 
Emergency Department (ED). This has enabled early invention by senior decision-makers and has avoided 
admissions through winter 2014/15 thereby reducing the overall demand for medical beds and subsequently the 
total number of medical outliers (compared to recent winter periods).

• All security staff are now restraint trained and a minimum two staff are present on each shift. Additional staff
have been trained including porters and members of the site team. Breakaway training is now offered to all 
clinical staff and training has been prioritised based on the high risk areas.

• The Trust has made a number of environmental changes including a dedicated paediatric areas and waiting areas
in the A&E department, improved signage in the outpatients department and a full refurbishment of the Trust’ 
mortuary will be completed in August 2015.

• The launch by the CEO of a communications and engagement strategy ‘Leading the Way’ to ensure that staff are
part of the change management process to improve the patient experience. 

• A review of the overall governance structure and the development of new structures that are fit for purpose,
providing appropriate oversight and addressing the KPMG recommendations on quality governance and risk 
management.

• Engagement with Public Concern At Work, the UK’s leading whistle-blowing charity to provide Whistleblowing
support, all risk registers on Datix, and introduced a new simplified process for incident reporting. Reviewed and 
updating all policies in April 2015.

• Undertaking a number of initiatives to address the security, storage and management of medicines including daily
checking of fridge temperatures and introduction of electronically monitored fridges, improvements to medicines 
reconciliation on admission, introduction of a formal process to address administration errors, weekly monitoring 
and scrutiny of all medication incidents.

Other high priority areas recognised by the Trust where work is being undertaken include:
• Ward assurance - Pressure ulcers, hydration, falls and other nursing metrics
• Embedding the new governance arrangements to ensure lessons are learnt and there is now a ‘Ward to Board’

visibility of performance, incidents and complaints with a clear plan for resolution.

Secondary User Services (SUS)
The Trust submitted records throughout 2014/15 to the Secondary User Services for inclusion in the Hospital 
Episodes Statistics which are included in the latest published data. As of January 2015, SUS data which included the 
patient’s valid NHS number was:
• 99.8%  Admitted Patient Care
• 99.9%  Outpatient Care
• 98.5%  Accident and Emergency Care

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

Information Governance Assessment Report
The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust Information Governance Assessment Report overall 
score for 2014/15 was 83% and was graded Green (Satisfactory).

Clinical Coding Error Rate
The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust was subject to the Payment by Results (PbR) clinical 
coding inpatient quality audit during the reporting period by our regulators, Monitor. This was based on a sample of 
200 patients with gastroenterology and cardiac disorders from quarter 2 2014/15. In the sample audited there was 
an extremely small error rate of 0.03% (£52) which impacted on pre-audit and post audit prices. It should be noted 
that the results of this audit should not be extrapolated further than the actual sample audited.

Data Quality
The Queen Elizabeth Hospital, King’s Lynn, will be taking the following actions to improve data quality:
• Continue monitoring data quality via SUS submission dashboards
• Continue the data quality forum to investigate and correct data quality issues
• Carry out regular audits on the recording of data across the Trust
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Indicator Summary Hospital-Level Mortality Indicator (SHMI)
SHMI is a hospital-level indicator which measures whether mortality associated 
with a stay in hospital was in line with expectations. SHMI is the ratio of observed 
deaths in a Trust over a period of time divided by the expected number given the 
characteristics of patients treated by the Trust. SHMI is not an absolute measure of 
quality, however, it is a useful indicator to help Trusts understand mortality rates 
across every service provided during the reporting period. A Lower score indicates 
better performance

The data made available to 
the Trust by the Information 
Centre with regard to:

Reporting 
period

QEHKL
Score

National 
average

Highest 
score

Lowest 
score

Banding

With regard to Summary 
Hospital-level Mortality  
Indicator (SHMI)

Oct 11 - Sept 12 0.9993 1 1.1235 0.8901 2

Jan 12-Dec 12 0.9899 1 1.1919 0.7031 2

April 12 – March 13 1.0154 1 1.1697 0.6523 2

July 12 – June 13 1.0067 1 1.1563 0.6259 2

July 13 – June 14 0.94 1 1.12 0.9 2

The percentage of patient 
deaths with palliative care 
coded at either diagnosis or 
speciality level for the Trust 
for the reporting period
(the palliative care indicator 
is a contextual indicator)

June 11 - June 12 14.5 18.6

Oct 11 - Sept 12 18.8 19.2

2013/14 15.2 Not 
Available

2014/15 17.15 Not 
Available

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• The Trust is banded as a ‘2’ which is ‘as expected’ mortality. This correlates with information gained from local

clinical quality meetings

The Queen Elizabeth Hospital, King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 
• Recruitment of nursing staff to vacant and new posts to ensure that minimum ratios were achieved across the

Trust
• Improved pathways for emergency admissions including the ambulatory emergency care unit
• Further use of the ‘care bundles’ approach to standardise early treatment of emergency conditions
• Continued emphasis on routine harm prevention including sustained rates of risk assessment for venous

thromboembolism, falls and nutritional status. 

2.5 Reporting Against Core Indicators
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Indicator Patient Reported Outcome Measures (PROMs) scores
PROMs measures a patient’s health-related quality of life from the patient’s 
perspective using a questionnaire completed by patients before and after four 
particular surgical procedures. These questionnaires are important as they capture 
the extent of the patient’s improvement following surgery. A lower interval indicates 
a better outcome.

The data made available to 
the Trust by the Information 
Centre with regard to:

Reporting 
period

QEHKL
score

National 
average

Highest score Lowest score

The Trust’s patient reported 
outcome measures scores 
for groin hernia surgery 

2011/12 0.081 0.087 0.143 -0.002

2012/13 0.126 0.085 0.277 -0.1

2013/14 0.132 0.086 0.2 -0.033

2014/15 0.087 0.081 0.273 -0.17

The Trust’s patient reported 
outcome measures scores 
for varicose vein surgery

2011/12 0.240 0.095 0.240 0.047

2012/13 0.081 0.093 0.239 -0.155

2013/14 0.171 0.102 0.23 -0.043

2014/15 Not Applicable 0.1 0.264 -0.051

The Trust’s patient reported 
outcome measures scores 
for hip replacement surgery

2011/12 0.450 0.416 0.532 0.306

2012/13 0.492 0.438 0.621 0.247

2013/14 0.628 0.447 0.724 0.177

2014/15 0.489 0.442 0.765 0.187

The Trust’s patient reported 
outcome measures scores 
for knee replacement 
surgery

2011/12 0.285 0.302 0.385 0.18

2012/13 0.403 0.319 0.557 0.115

2013/14 0.466 0.339 0.683 0.073

2014/15 0.458 0.328 0.745 0.055

The Queen Elizabeth Hospital, King’s Lynn Foundation Trust considers that this data is as described for the 
following reasons: 
• Results are monitored and reviewed as part of the quality schedule agreed with local commissioners

The Queen Elizabeth Hospital, King’s Lynn Foundation Trust has taken the following actions to improve this score, 
and so the quality of its services, by:
• The Trust will strengthen the monitoring of PROMs through the Quality Sub-Committee of the Board in 2015/16
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Indicator Re admission rates
The percentage of patients readmitted to a hospital which forms part of the trust 
within 28 days of being discharged from a hospital which forms part of the trust 
during the reporting period.

The data made available to the 
Trust by the Information Centre 
with regard to:

Reporting 
period

QEHKL
score

National 
average

Highest score Lowest score

Percentage of patients aged—
(i) 0 to 15;

2013/14 11.10% NA 14.20% 7.80%

2014/15 10.48% Not Available Not Available Not Available

And
(ii) 16 or Over

2013/14 7.51% Not Available Not Available Not Available

2014/15 8.02% Not Available Not Available Not Available

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• Re-admission rates are monitored at divisional and Board level on a monthly basis.
• Data is provided from both NHS England and Dr Foster.

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 
• Working within the health system to ensure discharges are safe and appropriate
• Improving relationships with nursing homes and residential care homes to support safe discharge
• Increasing the number of available ‘hot clinics’ and appointments in the Ambulatory Emergency Care Unit
• Developing a pathway for non-specialist palliative care patients with a local nursing home

Indicator The Trust’s score with regard to its responsiveness to the 
personal needs of its patients during the reporting period. 

This indicator which is based on data from the National 
Inpatient Survey, forms part of the NHS Outcome Framework

The data made available to the Trust by the 
Information Centre with regard to:
The overall patient survey score 

Reporting period QEHKL Score England

2014/15 5.0 8.0

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• Care rounding is in place across all in patient areas. This is regularly audited to ensure that the compliance is

maintained and the practice is embedded. 

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 
• Recruitment of nursing staff to vacant and new posts to ensure that minimum ratios were achieved across the

Trust
• Enhanced the training of all newly appointed Health Care Assistants (HCAs) by a further 8 days to include

training on the practical aspects of care.
• Revision and relaunch of care rounding in the Trust to support re focus on the fundamentals of care
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Indicator Patients admitted to hospital who were risk assessed for venous 
thromboembolism

The data made available to the 
Trust by the Information Centre 
with regard to:

Reporting 
period

QEHKL
score

National 
average

Highest score Lowest 
score

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

2012/13 97.12% 93.87% 100% 80.9%

2013/14 97.58% 95.77% 100% 79%

2014/15 97.51% Full year data 
not yet available

Full year data 
not yet available

Full year 
data not yet 

available

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• The coding team checks that all admitted patients have been risk assessed
• The data is shared monthly with clinical teams and monitored through the SQuaBBs

The Queen Elizabeth Hospital King’s Lynn Foundation Trust has taken the following actions to improve this score, 
and so the quality of its services, by: 
• Maintaining its exceptional performance in this area by continuing to deliver its key actions highlighted last 

year such as :
• Including thromboprophylaxis guidelines and anticoagulation management in the junior doctors’ and nurses’ 

induction programme, and in substantive staff annual mandatory training sessions
• Undertaking root cause analysis for all patients with VTE associated with their hospital re-admission and in 

whom thromboprophylaxis was not prescribed according to Trust guidelines
• Undertaking audits of practice by the anticoagulation team, ward and pharmacy champions and feedback of 

results into staff training and education.

Indicator Staff friends and family test

The data made available to the Trust by the 
Information Centre with regard to:

Reporting 
period

QEHKL
score

National 
average

Highest 
score

Lowest 
score

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

2012/13 58 65 94 24

2013/14 49.589 67.106 93.924 39.574

2014/15 52 67 89 38

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• Responses to the NHS Staff Survey are independently reviewed

The Queen Elizabeth Hospital, King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 
• Increasing staff establishments in medical areas with high acuity & in maternity and paediatric services
• Filling registered and unregistered nursing and midwifery vacancies and continuing to plan further

international recruitment campaigns and ‘Return to work’ initiatives to sustain recruitment
• Initiating an Energising Strategy to improve the value of appraisal
• Undertaking a communication campaign to ensure staff are well informed of key issues in the organisation
• Maintaining the Values Awards that recognise staff who are exemplars of the Trust’s agreed Values and

Behaviours
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Indicator Clostridium difficile infection rate

The data made available to the 
Trust by the Information Centre 
with regard to:

Reporting 
period

QEHKL
score

National 
average

Highest 
score

Lowest 
score

The number of reported cases 
per 100,00 bed days amongst 
patients aged 2 or over during 
the period

2010/11 23.5 29.7 71.2 0

2011/12 25.1 22.2 58.2 0

2012/13 12.5 17.3 30.8 0

2013/14 28.0 Not Available Not Available Not Available

2014/15 2.82 Not Available Not Available Not Available

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• The accuracy of data is thoroughly checked by the infection prevention and control team and crossed checked

with the laboratory (external assurance) prior to submission.

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 

Working with the Public Health Engand to address the issues associated with the incidence of Clostridium Difficile 
in the Trust and appointing a leading consultant microbiologist as Director of Infection Prevention and Control 
and Associate Medical Director to develop and implement an extensive programme of innovation and training to 
raise the standards of infection prevention and control within the organisation. Examples of actions implemented 
include:
• Undertaking a trust-wide programme of awareness raising in a ‘Be effective, not infected’ campaign
• Introducing a number of new initiatives around the hospital such as using ultra-violet light emitting devices,

mobile hand washing sinks, bottled water for patients and disposable bedside curtains
• Improving the use of staff personal protective equipment including more robust facial masks
• Providing further guidance for staff on isolation of patients with potential infections
• Improving antibiotic prescribing in the Emergency Department and Medical Assessment Unit
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Indicator Patient safety incidents and the percentage that resulted in severe harm or death.

The data made available to 
the Trust by the Information 
Centre with regard to:

Reporting period QEHKL
Score 

shown as 

National 
average 
for small 

acute 
Trusts

Highest 
score

Lowest 
score

The number and rate of 
patient safety incidents 
reported within the Trust 
during the reporting period

April 2013 – September 2013 9.82 8.06 17.1 3.89

October 2013 – March 2014 9.88 8.77 15.53 1.19

Now based on 1000 bed days

April 2014 – September 2014 53.36 35.1 74.9 5.8

The % of such patient safety 
incidents that resulted in 
severe harm or death during 
the reporting period

April 2013 – September 2013 0.5 0.8 2.4 0.1

October 2013 – March 2014 0 1 3.1 0.1

Now based on 1000 bed days

April 2014- September 2014 0.4 0.4 8.6 0.1

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust considers that this data is as described for the 
following reasons: 
• The Trust`s reporting culture is now embedded in practice and consistent over time with all clinical and 

non-clinical areas engaging with the process 
• The QEHKL has maintained a high reporting rate which places the organization in the top 8 out of 140 acute

Trusts. This is deemed to be indicative of a safe culture
• The details of the national data demonstrate that whilst the Trust reports more near misses than other Trusts,

incidents leading to harm are either on a par with or fewer than our peers

The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust has taken the following actions to improve this 
score, and so the quality of its services, by: 
• Focusing on key areas of risk to patient safety identified through investigations and trend analysis and

developing action plans to address any areas of deficit. Examples include the care of diabetic patients, safe 
management of oxygen and care of the deteriorating patient.

• Continuing to reduce the likelihood of pressure ulcer development with a `100 days free` challenge to the
wards. This has resulted in some areas achieving over 300 days free from pressure ulcer development.

• Upgrading the Datix reporting system to facilitate improved `live` data analysis and the monitoring and
integration with complaints and the risk register. Risks to patient safety can now be tracked across all areas 
and elements to inform remedial actions at an earlier stage.

• Significantly focusing on incident investigation training and the development of more robust mechanisms to
share lessons learnt in order to prevent recurrence of safety incidents.

• Changing the governance structure to support improvements to the oversight and scrutiny of risks.
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Priority 1 

Friends & Family Test – National Priority

Why do we need to improve?
NHS Midlands and East developed a standardised approach with a single metric to obtain ‘real-time’ monitoring of 
Patient Experience based on the Net Promoter Score methodology and this is called the ‘Friends and Family Test’. 
This has now been implemented across the whole of the NHS for adult inpatient, maternity and A&E services.

The Friends and Family Test looks at how likely a patient is to recommend this service to their friends and family. 
The FFT results are reported as the proportion of patients who would recommend our service and the proportion of 
patients who would not recommend it. i.e. the percentage measures are calculated as follows: 

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 Surveys. 

Aim and Goal
1. Implement the Staff FFT across the Trust
2. Achieve early implementation of FFT across all services delivered by the Trust
3.  Increase the FFT response rate, achieving a response rate of:

•  15% for A&E services and 25% for Inpatient services in quarter 1
• 20% for A&E services in quarter 4 and 30% for inpatient services in the first two months of quarter 4 and 40%

in March.
4. Reduce or maintain at zero, negative responses gathered from A&E, Inpatient and Maternity services as a
proportion of total responses 

How we monitored and reported progress
The FFT response rates and scores are reported monthly to the Board and also to the bi-monthly Patient Experience 
Steering Group, whose role is to implement the Patient and Carer Experience Strategy. A shared drive was 
developed on the Trust Intranet in the summer of 2014 on which all the FFT results and free-text responses are 
published for direct access by senior clinicians and managers. 

What did we do to improve our performance?
The Trust uses a third-party contractor to collate the results and provide an analysis of the Friends and Family Test 
in an easily understandable format. This is fed back to colleagues so we can celebrate and replicate successes and 
work on those areas where patients tell us we could improve.

By sharing these results with staff and working with the wards and departments where patients tell us we could do 
better, we have seen the trend of our Friends and Family Test response rates improve through 2014/15.

The implementation of the Friends and Family Test across the Trust has enabled teams to see the feedback given by 
patients in the free-text box which accompanies the FFT question. Where these have suggested improvements these 
have been considered and changes made where possible. 

Recommend (%)
extremely likely + likely

=
extremely likely + likely + neither + unlikely + extremely unlikely + don’t know

x100

Not recommend (%)
extremely unlikely + unlikely

=
extremely likely + likely + niether + unlikely _ extremely unlikely + don’t know

x100

Part 3: Other Information
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Quarter A&E Response rate % Inpatient Response rate %

1 14.71 25.84

2 21.77 29.93

3 14.87 26.87

4 28.34 45.03

Key:
Green – Quarterly response rate target achieved
Red – Quarterly response rate target not achieved.
White – No target set for this quarter

Measures to support participation in the Friends and Family process have included a revision of the survey cards 
from a folded four sided leaflet format to a two-sided single card format, promotion throughout the Trust in terms 
of banners, posters and displays and the provision of support from volunteers to patients who may struggle to 
complete a card due to frailty and disability.

Outcome
1.  The staff FFT test was implemented across the Trust in Quarter 2 both electronically and in a written paper

format.
2.  The Trust implemented FFT throughout all departments ahead of the target date and achieved full

implementation across all services by October 2014.
3.  The response rates for all departments fluctuated through the year but showed an incremental improvement as

the year progressed and at the year end the Trust achieved its target response rate for A&E and inpatient services 
as shown in these figures:
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4. The Trust was not able to demonstrate that those areas that reported a negative FFT response in which
respondents did not recommend the service showed an improvement over the year and not all those areas that had 
no negative response initially were able to maintain that position throughout the year. 

The following figure shows the results in percentage terms of those respondents either recommending or not 
recommending the service by month:

The proportion of patients who would not recommend our services (the negative responses) remained static for 
inpatient services over the year, fluctuating each month between 1% and 2%. In A&E the proportion of patients not 
recommending the department showed a greater level of variance with monthly figures varying from 1% at best to 
5% at worst. 

There were some improvements in-year to the maternity scores but the proportion of patients not recommending 
our services at the beginning and end of the year were as follows:

The need to improve the response scores and percentage level of recommendation remains a key focus going into 
2015/16 and work will be undertaken to determine the underlying factors that lead to a negative response and how 
these might be addressed.

Maternity Pathway Point % Not recommending in April 2014 % Not recommending in March 2015

36 Weeks ante-natal 3 1

Birth 0 2

Postnatal Ward 0 2

Community Postnatal 0 1
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Priority 2

NHS Safety Thermometer – National Priority

Why do we need to improve?
Developed for the NHS by the NHS as a point of care survey instrument, the NHS Safety Thermometer provides a 
‘temperature check’ on harm which can be used alongside other measures of harm to measure local and system 
progress in providing a care environment free of harm for our patients.

In 2012/13 a national CQUIN was established to provide an incentive for demonstrable and sustainable 
improvement. In key safety measures as measured by the NHS Safety Thermometer ‘classic’, with a particular focus 
on pressure ulcer reduction. This led to some 180,000 patients being surveyed across both acute and community 
services each month.

The NHS Safety Thermometer ‘classic’ requires NHS Providers to undertake a survey on one day per month on all 
inpatients and to collect data on pressure ulcers, falls, venous thromboembolism (VTE) and catheter associated 
urinary tract infections (CAUTI). In 2014/ 2015 we continued to collect the full range of data for the Safety 
Thermometer Audit on a monthly basis.

Aim and goal
To continue to reduce the number of patients recorded as experiencing any of the four harms during their period 
of hospital care and in particular to focus on reducing the number of patients having a category 2, 3 or 4 pressure 
ulcer using the NHs Safety Thermometer on the day of each monthly survey.

How we monitored and reported progress
The Lead Nurse for Practice and Education continued to embed the process for collection of data on a monthly 
basis and data was checked for accuracy prior to submission to the Health and Social Care Information Centre. This 
information was shared with all senior nurses within the organisation every month and reported via the Integrated 
Performance report.

What did we do to improve our performance?
In relation to the reduction of the Pressure Ulcer Prevalence a number of initiatives were introduced:
• The Tissue Viability Nurses reviewed all grade 2 and above pressure ulcers and collected data and developed

monthly KPIs for each ward so that each area could focus on areas for development
• Revised the dressing formulary to ensure the appropriate use of dressings and topical application for the

prevention and management of pressure ulcers
• Developed a weekly scrutiny panel to share and learn from pressure ulcer development
• The ‘Ready to Roll’ campaign designed to build awareness and reduce the number of pressure ulcers was

implemented with a significant reduction in avoidable pressure ulcers

As part of a Trust-wide programme to reduce the number of patients falling whilst in the hospital the Falls 
Prevention Group was reformed under the chairmanship of the Lead Nurse for Older People and Liaison Services and 
has begun to implement a number of initiatives:

• Amendment to the Falls Risk Assessment process on admission in line with current NICE guidance (National
Institute for Health and Care Excellence)

• Review of the Falls Care Plan including the introduction of a ‘Falls Checklist’ for use with all patients
• Amendment to the root cause analysis process to analyse the factors leading to a fall in those that suffer harm as

a result of their fall
• Review of education and training provision on falls prevention
• Weekly and Monthly audits of falls by ward area to highlight where additional support may be required
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Apr14 May14 Jun14 Jul14 Aug14 Sep14 Oct14 Nov14 Dec14 Jan15 Feb15 Mar15

Pressure Ulcers - All 5.43 7.11 4.3 6.75 4.96 5.36 3.86 5.46 5.52 3.04 5.09 4.47

Category 2 2.72 4.03 2.15 4.1 3.55 2.81 2.73 2.14 4.08 1.87 3.7 2.82

Category 3 2.72 2.84 1.67 2.17 1.42 2.55 0.91 2.85 1.44 1.17 0.69 1.41

Category 4 0 0.24 0.48 0.48 0 0 0.23 0.48 0 0 0.69 0.24

Patients 405 422 419 415 423 392 440 421 417 428 432 425

0%

1%

2%

3%

4%

5%

6%

7%

Pressure Ulcers - All: patients with an old or new pressure ulcer

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST, All 

Apr14 May14 Jun14 Jul14 Aug14 Sep14 Oct14 Nov14 Dec14 Jan15 Feb15 Mar15

Pressure Ulcers 5.43 7.11 4.3 6.75 4.96 5.36 3.86 5.46 5.52 3.04 5.09 4.47

Falls 0.25 0 0 0.72 1.18 0.77 0 0.71 0 0.93 0.23 0.47

Catheter & UTI 0.25 0.47 0.95 0.48 0.71 0.26 0.91 0.48 0.96 0.7 1.16 1.65

New VTE 0 0 0.48 1.2 0 0.51 0 0 0 0.47 0.46 0.24

Patients 405 422 419 415 423 392 440 421 417 428 432 425

0%

1%

2%

3%

4%

5%

6%

7%

Types of Harm: Percentage of patients with each type of Harm

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST, All 

Further initiatives to be implemented in 2015/16 will include:
• Development of a Falls webpage to provide information on best practice for staff
• Review the provision of falls prevention equipment and aids
• Overall increase in Falls awareness through the introduction of Falls champions

Outcome
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Apr14 May14 Jun14 Jul14 Aug14 Sep14 Oct14 Nov14 Dec14 Jan15 Feb15 Mar15

Catheter & New UTI 0.25 0.47 0.48 0.24 0.47 0.26 0.23 0 0.72 0.23 0.46 0.24

Mean

Patients 405 422 419 415 423 392 440 421 417 428 432 425

0%

0.1%

0.2%

0.3%

0.4%

0.5%

0.6%

0.7%

Catheter & New UTI: 

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST, All 

Apr14 May14 Jun14 Jul14 Aug14 Sep14 Oct14 Nov14 Dec14 Jan15 Feb15 Mar15

Falls - All 1.73 0 1.19 2.17 1.42 1.79 0.91 1.43 1.44 1.87 1.16 1.41

No Harm 1.48 0 1.19 1.45 0.24 1.02 0.91 0.71 1.44 0.93 0.93 0.94

Low Harm 0.25 0 0 0.48 0.71 0.77 0 0.48 0 0.23 0.23 0.47

Moderate Harm 0 0 0 0.24 0.47 0 0 0.24 0 0.7 0 0

Severe Harm 0 0 0 0 0 0 0 0 0 0 0 0

Death 0 0 0 0 0 0 0 0 0 0 0 0

Patients 405 422 419 415 423 392 440 421 417 428 432 425

0%

0.5%

1%

1.5%

2%

Falls - All: patients who have fallen

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST, All 
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Apr14
May1

4
Jun14 Jul14 Aug14 Sep14 Oct14 Nov14Dec14 Jan15 Feb15 Mar15

VTE Prophylaxis Not Given 0.99 0.95 2.15 3.37 3.07 3.57 2.27 1.9 0.72 1.4 5.32 2.59

VTE Prophylaxis Given 70.62 76.78 68.97 73.98 68.09 68.37 72.27 71.97 74.34 73.36 71.06 71.06

VTE Prophylaxis Not Appropriate 28.4 22.27 28.88 22.65 28.84 28.06 25.45 26.13 24.94 25.23 23.61 26.35

Patients 405 422 419 415 423 392 440 421 417 428 432 425
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VTE Prophylaxis: patients given VTE prophylaxis

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST, All 
The Queen Elizabeth Hospital, King’s Lynn, NHS Foundation Trust, All
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Priority 3

Dementia – National Priority

 Why do we need to improve?
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 3 main areas:
• Awareness
• Early diagnosis & intervention
• 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.

The 2014/15 CQUIN asked that we also consider a differential diagnosis of delirium. The NICE Clinical Guideline on 
Delirium (2010) provides guidance on the prevention, diagnosis and management of delirium in older people.  
It complies with the national guidance on good practice compiled by the Royal College of Physicians (2006).

Delirium is a common condition in older people affecting up to 30% of all older medical patients. Patients with 
delirium have a higher mortality, institutionalisation and complication rates and longer lengths of stay than non-
delirious patients. (Trust Clinical guidelines on the prevention, diagnosis and management of Delirium. August 
2012).

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. 
During this last year the CQUIN target has been directed not only at continuing the earlier programme for finding, 
assessing, investigating and referring patients with a possible diagnosis of dementia (F.A.I.R) but also at addressing 
the important issues of clinical leadership, staff training and support for carers looking after people with dementia.

Last year the programme focused on using the opportunity provided by an inpatient admission into hospital 
to support the identification of patients with dementia and other causes of impaired cognition and prompt an 
appropriate referral and follow up after they leave hospital. This year the programme has built on this important aim 
and has looked at how the quality of care can be improved through education, training and clinical leadership and 
has recognised the needs of those carers who support the person with dementia on a daily basis. 

Aim and Goal
1.  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.

2.  To identify a named lead clinician for dementia within the organisation and undertake a planned programme of
training for staff.

3.  To undertake a monthly audit of carers of people with dementia to determine whether they feel supported and
ensure that these results are reported to the Board of Directors.

How we achieved our target
The Trust has a team to deliver this challenge, which is led by a Lead Nurse for Dementia plus a team of three 
Dementia Support Workers.

During the last year the CQUIN for early diagnosis and intervention has continued and based on our latest figures 
we are on target to achieve the CQUIN this year. The F.A.I.R programme targeted all emergency admissions over the 
age of 75 years of age. 
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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 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?’

Patients were first asked to undertake an abbreviated form of the TYM 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. 

The year after reviewing the pathway we decided to repeat the abbreviated mental test score again before 
proceeding with the Test your Memory Test. It was felt by the team that at this point patients were often clinically 
more stable and often passed the second test without concern. 

According to the outcome of the TYM test, patients were assigned to one of four categories which gave an 
indication of whether there were any concerns with the patient’s cognitive function. This included an additional 
‘black’ category that had not been introduced last year but encompassed those patients with the most profound 
impairment of function: 

1.  Patients who scored ≤ 3 on the AMTS when tested and did not have further screening. These patients scored
BLACK on the Cognitive State Summary.

2.  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.

3.  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. 

4.  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 patients are considered medically fit for discharge a cognitive state summary is forwarded to their GP along 
with normal investigations and discharge notification, for the GP to consider if the patient would benefit from 
further investigations to determine a definitive diagnosis and/or additional support.

In addition during 2013-14 the Trust developed a direct referral pathway for Norfolk patients to the Memory Clinic 
provided by Norfolk and Suffolk NHS Foundation Trust for those patients scoring AMBER and who are mostly likely 
to benefit from early intervention. This direct referral was undertaken with the consent of the patients concerned. 
Since July 2014 22 patients have been directly referred using this pathway. 

The Trust strengthened the clinical leadership for dementia by identifying dementia champions to promote a better 
understanding of the needs of patients with dementia and to promote person-centred dementia care as a key 
quality measure.

In terms of staff training, the Trust chose to implement a range of training opportunities to ensure an improved 
broad awareness amongst all staff and access to specific training sessions for staff working in certain clinical areas 
where there is a greater incidence of patients with cognitive impairment.

This has included one hour dementia awareness sessions on induction and within the mandatory training 
programme; specific training sessions for nurses on the ‘Return to Practise’ programme, European nurses’ 
adaptation programme, pre-nursing course and the nursing auxiliary training programme; a bespoke training 
programme for nursing auxiliaries on the Care of the Elderly and Emergency Orthopaedic wards. In addition, 
individual staff members have had the opportunity to undertake UEA Post Registration Leadership in Dementia 
graduate courses, Diploma in Dementia Care at Norwich City College, the Dementia Coaching training programme 
provided by the Norfolk and Suffolk Dementia Alliance in conjunction with UEA and the three day residential 
Cambridge Dementia Course. Unison also kindly sponsored the provision of four dementia training sessions within 
the hospital in conjunction with the Open University. To date 247 members of staff have attended the Unison 
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training, with further sessions arranged for April 2015 and a long course being offered to staff who have attended 
this training. 

West Norfolk Carers’ Association supported the Trust in developing Carers’ packs of useful information and contact 
details of support organisations. These are given to all identified carers and include a questionnaire to audit how 
supported carers felt during the admission of the person with dementia into hospital. This also provides the team 
with the opportunity to meet with carers and to support the completion of the hospital passport and ‘This is me’ 
documents that support staff in the delivery of person-centred care to patients with dementia.

Outcome

Aim 1
Approximately 760 patients were screened per month. The programme ensured that all these patients benefitted 
from:

Finding 
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. 

Assessment
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.

Investigation 
Additional investigations during the admission to support understanding of the patient’s possible diagnosis including 
blood tests, electrocardiogram, CT or MRI, if applicable.

Referral 
A referral to the patient’s 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. 

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

Approximately 3 patients a month from West Norfolk met the criteria for a direct referral to the Memory Service.

Aim 2
91.2% of required staff within the organisation are compliant with having received dementia awareness training 
and 80.67% with having received training on mental capacity. This was an increase of 25% on last year of staff 
receiving dementia awareness training and a 33 % increase in those who have attended a mental capacity training.

Aim 3
88 carers’ packs were distributed to eligible carers. 

How the Trust Monitored Implementation
The Trust established a database which was populated with the details of all patients age >75 years old admitted 
as emergency inpatients. This information was taken from the main patient administration system on a daily basis 
during the working week. The Dementia Team 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 were present in the records. Progress on meeting the quality improvement objectives were 
reported on a monthly basis to the Dementia Strategy Steering Group.
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Priority 4

Seven Day Service – Local Priority 

In 2013, NHS England agreed 10 core standards for 7 day working in acute Trusts. Together with our commissioners, 
we agreed that 4 of these standards would be used to drive quality improvements within the Trust during 2014/15.

1. Time to first consultant review
Why do we need to improve?
‘Time to first consultant review’ is one of the 10 standards for 7 day working set by NHS England in 2013. Early 
senior review and decision making has been recognised as key to the quality of patients’ care by many reports and 
organisations, including NCEPOD and the Royal Colleges.

Aim and goal
For 90% of patients admitted urgently between 8am and 8pm, the consultant review should take place within 6 
hours.

For 90% of patients admitted urgently between 8pm and 8am, the consultant review should take place within 14 
hours.

These standards are applicable 7 days a week, and for the purposes of this improvement project, were applied to 
patients admitted under medicine and surgery.

 What did we do to improve our performance?
Consultant staffing and work rotas were reviewed and optimised to ensure that consultants were able to carry out 
the reviews within the timeframes required. 
• In medicine, the overall level of medical staffing was significantly revised to include increased cover for both senior

and junior medical staff in the evenings and at weekends. 
• In surgery, there is an increased frequency of consultant rounds during the day and GPs patient referrals to surgery

are transferred directly to the surgical assessment unit whenever possible rather than waiting in the Emergency 
Department. This should allow them to be seen, scanned and, decisions made more quickly about plans for their 
care

Daytime admissions (8am - 8pm), percentage of patients seen within 6 hours

How we monitored our progress
Retrospective sampling of case notes was carried out every month to evaluate performance against the targets. The 
results were shared with the clinical teams to enable them to make further changes as required to improve the data.

2. Access to diagnostics
The NHS England 7 Day Standard requires that admitted patients have access to diagnostics according to clinical 
need as guided by national clinical guidelines across all 7 days of the week. 

Q3 Q4

Weekday Weekend Weekday Weekend 

Medicine 71% 72% 85% 62%

Surgery 30% 50% 83% 84%

Nightime admissions (8pm – 8am), percentage of patients seen within 14 hours

Q3 Q4

Weekday Weekend Weekday Weekend 

Medicine 86% 81% 89% 91%

Surgery 95% 100% 86% 95%
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Why do we need to improve?
A baseline assessment showed that we needed to improve access to diagnostic endoscopy for patients admitted 
with symptoms of bleeding from their upper gut. Diagnosing and treating bleeding from the upper gut quickly can 
reduce the need for blood transfusion and bleeding-related complications such as kidney damage.

Aim and Goal
Patients admitted with bleeding from their upper gut should have an endoscopic examination within 24 hours of 
request to diagnose a possible source of the bleeding. This standard is based on a NICE Clinical Guideline.

We set a target of 70% of patients to meet this target by the fourth quarter of 2014/15.

What did we do to improve our performance?
The time from request to diagnostic examination was routinely recorded by staff in the endoscopy department 
who monitored their achievement of the target on a regular basis. These patients were prioritised onto existing 
endoscopy lists and where possible, carried out at weekends in order to meet the target of 70%.

Outcome
Our baseline measurement showed that only 64% of patients underwent endoscopy within 24 hours of request.

As a result of changes introduced as described, 88% (64 out of 73) of patients were endoscoped within 24 hours of 
referral in Q4, thus meeting the standard.

3. Consultant directed interventions
The NHS England 7 Day Standard requires that admitted patients have access to consultant directed intervention 
according to clinical need as guided by national clinical guidelines across all 7 days of the week. 

Why do we need to improve?
A baseline assessment showed that we needed to improve access to surgical fixation for patients admitted with 
a hip fracture. This operation is carried out by a consultant orthopaedic surgeon or by other suitably trained staff 
under their direction. There is good evidence to show that patients who have their hip fracture fixed quickly, make a 
faster recovery and suffer from fewer complications.

Aim and goal
Patients admitted with a hip fracture and who are medically fit for an operation should have that operation carried 
out within 36 hours of admission in 90% of cases.

What did we do to improve our performance?
We improved access to the operating theatre for these patients at the weekends, particularly on Saturdays, when 
there is a routine ‘trauma’ operating list. Although there is no routine ‘trauma list’, these procedures are also now 
routinely carried out on Sundays unless the emergency theatre is unavalible. At times of heavy demand, we also 
ensured that all available space on elective weekday lists was utilised for trauma patients.

Outcome
Our baseline assessment showed that only 75% of 80 patients underwent surgery within 36hrs.
In quarter 3, 93.7% had their fractures fixed within 36 hours, and in quarter 4 this has risen further to 98%, 
meeting the standard.

How we monitored and reported progress
The care of patients admitted with hip fracture is co-ordinated by a dedicated team of nursing staff who ensure that 
they are medically assessed and optimized quickly after admission. These nurses maintain a database of a number 
of aspects of care of this patient group. This data was shared regularly with theatre and anaesthetic staff so that all 
staff involved in this pathway were aware of their achievements.

4. Multidisciplinary Team Review
The NHS England 7 Day Standard requires that patients admitted as an emergency are seen by members of a 
multidisciplinary team within 14 hours of their admission to assess for complex or on-going needs An integrated 
management plan with estimated discharge date and physiological and functional criteria for discharge must be in 
place along with completed medicines reconciliation within 24 hours 
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Why do we need to improve?
A baseline assessment showed gaps in provision of some members of the multidisciplinary team, particularly during 
the weekend. In particular, there were wards with no visits from rehabilitation staff on one or both weekend days, 
and there was neither routine medicines reconciliation or ward pharmacy service at the weekend.

Aim and goal
The aim was to improve provision of rehabilitation staff to see newly admitted patients and to explore ways to 
improve provision of some pharmacy services at weekends.

What did we do to improve our performance?
We reviewed staffing establishment and working patterns in both rehabilitation and pharmacy services

Outcome
The rehabilitation service to the short stay medical ward has increased on Sundays. However, we have locum staff 
to newly established posts to support the new Frailty Ward, but further development in this area and other wards is 
planned to continue during 2015/16. 

The pharmacy service has been significantly increased at weekends although this has been prioritised to dispensary-
based staff to support take home medications for weekend discharges. Recruitment challenges have meant that a 
ward pharmacist service and medicines reconciliations remain aspirations for 2015/16.
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Priority 5

System wide assurance process – local priority

Frail and Elderly Assessment Tool

Why do we need to improve?
The Government, in its response to the Francis Report and publication of ‘Hard Truths’ (Department of Health 2013) 
agrees that the link between culture and compassionate care for older patients is fundamental, across all health 
and care settings. The development of a new frailty pathway has the potential to reduce harm and improve the 
experience of frail older people in hospital by recognising that the concept of ‘frailty’ is a new specialty requiring 
expertise and specific resources to best meet the needs of this newly identified group of patients. 

Implementation of this pathway underpins all five domains of the NHS Outcomes Framework. It is designed to 
engage and capture the energies and commitment of medical, nursing and allied health professional leaders who 
have responsibility for meeting the domain requirements.

The implementation of an assessment tool is vital to identify those patients that would benefit from being treated 
via a frailty pathway and to distinguish from those patients with more complex needs that might require different 
levels of intervention. The assessment tool will enable healthcare professionals to ensure a consistent approach 
to the assessment of Frail and Elderly patients and to identify the underlying health issues that have brought the 
individual into hospital so that their care is delivered in an effective manner.

Key outcomes for the Frail Elderly
Frailty is a complex and fluctuating syndrome. Patients will enter the pathway at different levels, or may require 
identification in primary care in order to access appropriate services along the pathway. However, identification of 
frail people and the level of frailty can be a challenge. While many experienced clinicians can instinctively recognise 
a frail person, there is a need to support identification using case-finding tools and techniques. (DOH Safe, 
compassionate care for the frail elderly 2014)

The essential elements of an end-to-end pathway of care for frail older people are described as follows:

• Healthy active ageing and supporting independence
• Living well with simple or stable long-term conditions
• Living well with complex comorbidities, dementia and frailty
• Rapid support close to home in crisis
• Good acute hospital care when (and only when) needed
• Good discharge planning and post-discharge support
• Good rehabilitation and re-enablement after acute illness or injury
• High-quality nursing and residential care for those who truly need it
• Choice, control and support towards the end of life (King’s Fund, 2013)

Frail people at different stages of the pathway will require a range of interventions that are clinically effective and 
appropriate for their level of frailty. These interventions may well involve voluntary and community sector groups, 
in addition to clinical assessment and support, particularly at the early stages of frailty when the focus should be on 
maintaining independence and optimising function and health.

Aim & Goal
1. Identify a suitable Frail and Elderly Patient Assessment Tool and agree the tool with West Norfolk CCG.
2.  Develop a pilot plan with a trajectory for how the assessment tool & training in using the tool will be

implemented. Provide an overview of pilot findings in an evaluation.
3.  Undertake a patient feedback survey of at least 15% of patients and 15% of service users such as primary care

and care homes. This feedback is to be presented as a full report on the outcomes of the surveys and to be used 
to provide qualitative evidence as to the effectiveness of the tool prior to considering its roll out to other wards 
and departments within the Trust.
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How did we achieve our aims & goal?

Aim 1
The Trust explored validated screening tools that exist to help healthcare professionals identify frailty. We took guidance 
from the Department of Health (DOH) document (2014), “Safe compassionate care for frail older people using an 
integrated pathway”. Utilising a multidisciplinary approach and decision-making we implemented the Edmonton Frailty 
Tool. It was also highlighted at this point that we would require an initial trigger to identify frailty as part of the trust-
wide patient admission clerking paperwork before considering undertaking a full frailty assessment. 

To further support the frail elderly pathway the Trust decided to develop a frailty unit within the organisation, 
Windsor Ward. Windsor Ward has been established as a frailty unit since mid-November 2014 and has 33 beds for 
both male and female patients. 

We recognised that the initial trigger would form stage 1 of a 2-stage process and would simply be used to identify 
those patients who may be frail. We would then proceed to stage 2 of a full frailty review and in line with the 
admission criteria for the Frailty Unit decide if the patient met the criteria for admission to Windsor Ward.

To further strengthen this pathway, implement the tool and impart knowledge and skills to those providing the 
service, a dedicated consultant and a lead nurse for older people would be required within the organisation. A 
Lead Nurse for Older People and Liaison Services (incl: Frail Elderly and Dementia) was appointed in conjunction 
with an initial appointment of a locum Geriatrician. This facilitated the provision of training to both medical and 
nursing staff and strengthened the understanding of the key outcomes for the frail elderly as outlined in the DOH’s 
document.

Aim 2
A training trajectory was agreed of 40% of all registered nurses across 4 key clinical areas for quarter 4 2014/15:
• The Emergency Department,
• Medical Assessment Unit,
• Terrington Short Stay Ward,
• Windsor Ward.

These were seen as the pivotal departments and wards on the admission pathway when early identification of the 
frail older patient would be beneficial.

A training package was developed by the Lead Nurse that consisted of a short presentation at ward level and 
hand-outs constructed of supporting documents regarding the assessment tool and the definition and description 
of frailty including the key outcomes for frail elderly patients, the frail elderly pathway and evidence to support the 
introduction of a frailty unit.

At the end of March 2015 the Trust had achieved the following percentage of staff trained in these key areas:
• Emergency Department 39%
• Medical Assessment Unit 44%
• Terrington Short Stay 60%
• Windsor Ward 60%

Further training of registered nurses in these areas is scheduled to be delivered over the next 3 months meeting an 
agreed trajectory that will ensure >90% will have received training by the end of June 2015.

Aim 3
A process to contact patients and offer them a survey was developed and introduced by the Therapy team on 
Windsor Ward. The team organised data collection from those patients who had agreed to be contacted on 
discharge and this included both patients in their own homes and those in residential or nursing homes. This follow-
up is still currently being provided and to date the Trust has contacted >15% of all patients on the Frailty Pathway in 
accordance with the agreed aim.

The data captured and feedback from the patients will be evaluated as part of the CQUIN pathway and from 
this we will be able to ascertain key themes and issues that are of concern to patients on discharge or after 
discharge. Whilst undertaking the surveys the therapy team have also been able to support and signpost patients to 
community services based on any issues raised. 
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How the Trust monitored implementation
The frailty work stream task and finish group comprised of a number of key individuals who have overseen the 
entire pathway from development and adoption of the tool through to the opening of the frailty unit.

Details of the nursing establishments in the 4 key areas were sourced to ensure all registered nurses received 
training in line with the agreed trajectory and to facilitate the development of a plan to ensure all staff received 
training.

The Dementia Strategy Steering Group is a well-established group within the organisation and it was felt that this 
group should expand and become the Frail Elderly and Dementia Strategy Steering Group. All progress on meeting 
the quality improvement objectives were reported on a monthly basis to this group.
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Mental health
Why do we need to improve?
Patients with mental health problems are cared for throughout the Trust. Patients may present as a consequence 
of their mental health problems with issues related to self-harm, depression, anxiety and dementia or may develop 
mental health difficulties as an inpatient and experience delirium, psychosis and depression.

Norfolk and Suffolk NHS Foundation Trust (NFST) provides an in-reach mental health liaison service that supports 
the Emergency Department. Patients that are admitted as inpatients are initially seen and assessed by the Trust’s 
own team, which consists of two mental health liaison nurses, and if further consultant psychiatric assessment or 
treatment is required or on-going support on discharge, patients are then referred to NSFT. 

There are potential delays in the referral and assessment process both in the Emergency Department and on the 
wards and this can affect patients being able to access the support they require in a timely manner and lead to 
delays in discharge.

Aim and Goal
• To provide earlier identification of patients with mental health problems
• To improve the assessment of patients leading to more appropriate management and more timely discharge.

 This will ensure:
• Quicker and consistent assessment of patients with mental health problems.
• Provision of more appropriate management and timely discharge.
• Ability to respond to variable pressure in the system whilst considering longer term sustainable provision.
• To consolidate the provision of appropriate training for different staff groups to ensure the required skills and

knowledge in clinical areas.

What did we do to improve our performance?
The Trust worked in collaboration with NSFT to develop a joint approach to improving the quality of provision for 
patients with mental health problems. NSFT worked towards establishing an enhanced liaison service including 
access to consultant psychiatric support and to providing additional training support to medical and nursing staff 
at The Queen Elizabeth Hospital whilst the Trust set out to strengthen its internal referral system and its in-house 
training provided to staff by:

• Developing a system for coordinating referrals for mental health, learning disability and drug and alcohol
dependency patients

• Submitting a business case for the development of a coordinator role
• Consolidating the provision of training for different staff groups to ensure that staff in the clinical areas have the

required skills and knowledge 

In quarter 1 the Trust developed a suitable job description and advertised the role both internally and externally. 
There was early agreement to support this appointment as a substantive Band 6 role. Despite six rounds of 
advertising no suitable candidate has applied and the job description has now been re-written to attract candidates 
with similar but broader areas of expertise.

In the interim, referrals to NSFT from the Emergency Department have occurred directly to the in-reach liaison 
service and these patients are seen in the Emergency Department. NSFT audit the time taken from arrival to referral 
and then to assessment. 

Pending appointment of a coordinator, inpatients are referred initially to our two in-house Mental Health Liaison 
nurses and our Learning Disability Liaison Nurse as appropriate for initial assessment and treatment advice and 
then only those requiring a further assessment or treatment are referred on to NSFT, Norfolk Recovery Partnership 
or to the Clinical Psychology Department. The two Mental Health Liaison Nurses act as a dual point of access for a 
consultant psychiatric opinion.

The in-house training programme has been completely reviewed and consolidated into a one and half hour training 
session that is delivered via the annual mandatory training programme and has already become business as usual. 
This training session includes sections on:
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• Mental capacity
• Dementia
• Learning Disabilities
• Self-harm

In addition to this in-house training programme, NSFT have delivered two consultant-led training sessions for Trust 
consultant staff and have delivered additional training to nursing staff in the Emergency Department. A half-day 
stakeholder event on self-harm was held by NSFT in 2014 to which staff from the Trust were invited. 

How we monitored and reported progress
The number of staff trained forms part of the monthly mandatory training section of the Integrated Performance 
report and is reviewed by the Board before the report is disseminated throughout the Trust and shared with the 
Clinical Commissioning Group through the Clinical Quality Review Meeting.

In addition the Trust provides an update on the progress on delivery of the CQUIN on a quarterly basis to the Clinical 
Commissioning Group within the programme of monthly clinical quality meetings.

Outcome
Due to the inability to appoint to the coordinator role, to date it has not been possible to audit any changes to the 
referral pathway and determine whether this leads to a reduction in the time taken from referral to review, earlier 
and more effective identification of specialist input required or a reduction in inappropriate referrals.

The training programme was completed and in place by quarter 3. Copies of the programme were delivered to 
the commissioners. The training figures for all health professional groups on mental capacity and dementia are 
as follows over the 3 year period from February 2012 up until March 2015. From January 2015 this session now 
includes a section on general mental health presentations and managing patients who have presented at hospital 
following an episode of self-harm:

At the end of quarter 1 2015/16 it is intended to undertake an audit looking at referral times from initial referral 
from the ward to our in-house liaison team and then referral times from the team to the patient being seen by NSFT, 
Norfolk Recovery Partnership or the Clinical Psychology Department.

Reduction in paediatric admissions due to long term conditions
Improvements in care and better survival rates for children with low birth weights has resulted in an increasing 
prevalence of children living with long term health conditions. It is therefore more important than ever that we put 
in place appropriate pathways to ensure that these children can live as full a life as possible out in the community 
with their families and that their health needs are managed locally so preventing frequent unplanned hospital 
admissions. This CQUIN focused on three long term conditions, namely Asthma, Diabetes and Epilepsy.

Commissioners identified from locally and nationally available data that we have higher rates of emergency 
admissions for these three long term conditions. It was however felt by the Paediatric department that the statistics 
used may not reflect the true number of admissions with particularly epilepsy and diabetes due to erroneous 
coding: for example, a child known to have epilepsy and admitted for an MRI scan, or a child who happens to have 
diabetes being admitted for an unrelated problem. However, both epilepsy and diabetes are managed entirely at 
secondary care level in paediatrics. In contrast to this, asthma attendances were felt to be high, but the preventive 
management to avoid admissions take places almost entirely at primary care level. Therefore approaches were 
different for the different conditions.

Staff Group Mental Capacity Dementia

Nursing 92.4% 92.4%

Allied Health Professionals 91.89% 95.95%
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Aim and goal
• To develop a Primary Care / GP pathway supported by the development of a comprehensive management plan for

each child admitted with one of these conditions to reduce the frequency of further readmissions.
• To provide training to GPs to support implementation of the pathway.

What did we do to improve our performance?
The Trust established current practice by undertaking baseline audits for each of these conditions and then 
developed an action plan for improvement which was shared with the Clinical Commissioning Group. The CQUIN 
focused initially on demonstrating improvement in the management of children with asthma and for this group the 
BTS Asthma audit for 2013 was taken as the baseline audit. It was agreed that all GP practices involved would have 
as a minimum a paediatric oxygen saturation monitoring device so that these children could be monitored in the 
community.

The baseline audit in asthma showed that there was documentary evidence of the personalised written 
management plan being given out at discharge for only 48% of patients.

The baseline audit in epilepsy demonstrated that in 2013/14 there were 138 admissions for 62 individual patients 
with a coding of epilepsy. After analysing the admissions it was established that there were only 44 admissions, 
representing 21 patients, directly related to their epilepsy. 6 of these patients had recurrent admissions due to 
intractable seizures and were already known to tertiary care services in addition to their care at this Trust. It was 
felt that 7 admissions were potentially avoidable had an Epilepsy Specialist Nurse been in place that covers the 
Cambridgeshire and Lincolnshire areas. Overall the audit therefore showed that the true underlying rate of epilepsy 
related admissions was not high locally. It was proposed in the audit plan that the discharge letter should be 
changed to enable more accurate coding, by clearly identifying whether the admission is elective or emergency and 
by classifying the diagnosis by primary diagnosis and co-morbidities.

A training session for GPs was delivered by one of the Consultant Paediatricians to the Swaffham practice in 2014. 
Additionally training is being delivered by a consultant to a group of health visitors and community nurses in June 
2015. Further sessions will be offered when a plan is agreed with the children’s commissioner regarding the number 
and type of sessions required to best assist primary care.

All the relevant paediatric staff at the Trust received information and advice on providing written management 
plans for patients admitted with asthma and these were implemented in October 2014. The written plan was 
photocopied and placed in the notes to provide evidence for both the contents of the plan and the fact of it being 
done, for future audit purposes. 

How we monitored and reported progress
The initial baseline audits for each of these conditions established current practice and provided comparison data 
for subsequent improvements. These audits were presented at the Paediatric Clinical Governance meetings held in 
2014.

A further audit was then undertaken in January/February 2015 looking at children admitted during November 2014 
with asthma or viral wheeze and the results of this audit are included in the outcome section.

This will be supplemented by a parent/carer satisfaction survey planned in the 2015/16 audit plan, and a further re-
audit at the end of 2015.

Outcome
100% of children audited in November were shown to have a management plan in place.
The audit demonstrated the following outcomes:
• 100% of patients had personalised written management plans provided for them, thus meeting the CQUIN

target. This is an increase from 48% in the baseline audit
• The numbers of admissions were similar between the 2 audit sample dates 2013 and 2014.
• Chest x-ray usage has decreased from 65% to 21% following staff education regarding indications for x-rays.
• Antibiotic usage has decreased from 52% to 12% for patients admitted with asthma exacerbations. This effect

may in part be due to the reduced use of x-rays above as well as staff education.
• Use of multi-dosing inhalers alone, rather than nebulisers has increased significantly.
• There is an apparent trend towards a shorter length of stay.



The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust - Quality Account 2014/15 59

Virtual Ward

Why do we need to improve?
The introduction of the concept of a ‘Virtual ward’ in the community has been a successful way of ensuring 
safe early discharge of patients who do not need acute hospital care but may need limited nursing input. The 
Trust wanted to enhance this service through the employment of a hospital-based nurse who would increase the 
awareness of this service to acute hospital nurses. This in turn would ensure that all patients who meet the criteria 
are considered for this service and so improve discharge rates from the Trust. 

Aim and goal
•  The aim was to increase the identification of patients who could be safely discharged via this service and the

actual number discharged to the ‘Virtual Ward’,
• The goal was to raise awareness of the Virtual Ward process, develop a training package that includes a simple

proforma and criteria for referral.

What did we do to improve our performance?
We appointed an experienced registered nurse within the Trust to support and complement the work of the ‘Virtual 
ward’ within the community setting. This role supported clinical areas to accurately identify patients eligible for 
discharge to the virtual ward and the post-holder undertook to deliver all the other aspects of the role including 
staff training and the development of the pathway with its associated paperwork.

How we monitored and reported progress
A system of on-going monthly reporting to the local Clinical Commissioning Group is in place and the trust reports 
on the number of staff trained and the number of patients identified to place into the ‘Virtual Ward’. This data is 
further broken down by demographics, type of condition, re-admission within 48 hours and mortality within 48 
hours of discharge.

Outcome
A new service is now in place to support a prompt, safe and effective discharge of patients who meet the pre-
selected criteria. A new referral proforma is currently being developed and piloted within the Trust. A training 
programme has been developed and will be rolled out to all registered nurses once the pilot is complete. A flagging 
system has been developed to identify patients who are eligible for the ‘Virtual Ward’ and will be implemented 
Trust-wide in the coming 12 months.

GP provision in the Emergency Department
In conjunction with the Clinical Commissioning Group, the Trust has considered a model of care for the Emergency 
Department which supports the care of patients that select the Emergency Department as an option of care for 
ambulatory illness and injury. This model looks at co-locating a GP in the Emergency Department to work alongside 
the Nurse Practitioner to address the care of patients that self-present with injury, illness or an exacerbation of a 
long term condition.

Why do we need to improve?
An increasing proportion of patients chose to self-present in the Emergency Department with health problems that 
could in other circumstances be dealt with in a primary care setting. This adds to the pressure on the Emergency 
Department and may lead to patients undergoing unnecessary investigations, delays in treatment and potentially an 
unnecessary admission into hospital. The Nurse Practitioner service in the Emergency Department is able to address 
the needs of many of these patients but the breadth of service would be increased with additional clinical expertise 
in terms of GP oversight and assessment. This issue is particularly acute at weekends when normal primary care 
access is unavailable outside the Out of Hours provision and additional support from other community services may 
not be readily accessible.

Aims and goals
The aim of this initiative was to:
• Conduct an initial pilot to determine the long-term feasibility of the model in which a dedicated Acute GP is

co-located in the Emergency Department to work alongside the Nurse Practitioner
• Support the training of Nurse Practitioners to enable them to manage a broader case-mix
• Improve patient experience by providing a more appropriate and timely service
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How we monitored and reported progress
All activity was recorded and monitored within the Division. This was measured in terms of the agreed performance 
indicators and in level of patient satisfaction with the new service. Qualitative feedback was obtained by distributing 
a patient questionnaire to all patients seen by the service from 17/01/2015 to date with a request for feedback. 
The questions posed were: 
• Were you happy with the length of time you had to wait before being seen?
• Were you happy with the service the Emergency Department GP provided?
• Did you feel you were given enough advice on follow-up care?
• Any comments.

Outcome
The service commenced in November 2014 with the GP initially based in the department with the Nurse Practitioner 
and then for a period based in the Fracture Clinic alongside the department whilst the recent paediatric building 
works were undertaken.

Since the service began we have had 1 GP working on a Saturday and Sunday (12 hours each day) to help to 
manage the flow of minors within the Emergency Department. The agreed performance indicators were that the GP 
would see an average of 20 patients per day. To date the activity has been as indicated in the table below.

The GP model has become embedded within the Nurse Practitioner stream and focuses on ambulatory walk-in 
patients with a degree of urgent care need that can be seen and discharged within 4 hours and has succeeded in 
expanding the case mix. 

This has been extremely successful as a pilot for a new model of working for ambulatory weekend care and has 
delivered the following associated benefits:
• Improved patient experience and outcomes
• Transformed emergency care processes
• Released clinical capacity to enable the senior decision makers within the department to focus on those patients

who are presenting as Majors rather than Minors. This has a positive knock on effect on meeting the national 4 
hour access target.
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The interface of the Nurse Practitioner with the acute GP has developed a more complex nurse practitioner case 
mix which has resulted in fewer overall nurse practitioner patient numbers but has improved the overall service for 
patients that present to the Emergency Department with primary care needs in the out of hours period. The pilot 
has demonstrated that the model assists with problems in long term condition management, promotes continuity 
of care, avoids unnecessary interventions, and reduces the overall time journey in the Emergency Department for a 
select group of patients. 

223 patients were seen during the period in which the patient questionnaires have been distributed and of these 
67 were returned, which represents a return rate of 30%. All the questionnaires were completed with a positive 
response and there were no negative comments. This suggests a largely favourable response in terms of patient 
experience.

It is intended to seek long term funding to provide substantive GP staffing that would enable a robust streaming 
process in the service in its current location to ensure that the more complex patients could benefit from the GP 
acute model of care. The service would support the Trust in meeting its vision that minor patients will not breach the 
4 hour period for being seen and treated except for clinical reasons only.

A substantive approach would develop a service that could encompass a much broader range of acute ambulatory 
presentations, resulting in timely and effective care, a reduction in diagnostics, improvements in health education 
and health promotion towards self-care and support admission avoidance for primary care problems in the out of 
hours period.
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2014/15 Commissioning For Quality And Innovation (CQUIN)
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2015/16 Commissioning For Quality And Innovation (CQUIN)
National & Regional CQUINs 2015/16 (Acute Contract )

Goal 
No.

Description 
of Goal

Quality 
Domain

Indicator 
Name

National or 
Regional 
Indicator

Indicator  
Weighting of contract 

Total value 2.5

1 Focuses on Acute Kidney Injury (AKI) diagnosis and 
treatment in hospital and the plan of care to monitor kidney 
function after discharge, measured through the percentage 
of patients with AKI treated in an acute hospital whose 
discharge summary includes each of four key items of 
information listed below:-  
1. Stage of AKI
2. Evidence of medicine review
3.  Type of blood tests required on discharge monitoring
4.  Frequency of blood tests required on discharge for

monitoring

Patient 
Safety

Acute 
Kidney Injury

National 0.2500%

2a Focuses on patients arriving in the hospital via the 
Emergency Department or by direct emergency admission to 
any other unit (e.g. MAU) or Acute Ward

Patient 
Safety

Sepsis - 
Screening

National

0.1250%

2b Focuses on patients arriving in the hospital via the 
Emergency Department or by direct emergency admission 
to any other unit (e.g. MAU) or Acute Ward. It seeks 
to incentivise providers to screen for sepsis on all those 
patients for whom sepsis screening is appropriate, and to 
rapidly initiative intravenous antibiotics, within 1 hour of 
presentation, for those patients who have suspected severe 
sepsis, Red Flag Sepsis or septic shock.

Sepsis - 
Antibiotic 

Administration
0.1250%

3a •  Proportion of patients aged 75 years and over to whom 
case finding is applied following an episode of emergency, 
unplanned care to either hospital or community services.  

•  The proportion of those identified, assessed and referred
for further diagnostic advice in line with local pathways 
agreed with commissioners, who have a written care plan 
on discharge which is shared with the patient’s GP. 

Patient 
Experience

Dementia - 
Find, Assess, 
Investigate 
and Refer

National

0.1500%

3b To ensure that appropriate dementia training is available to 
staff through a locally determined training programme.

Dementia - 
Staff Training

0.0250%

3c Ensure carers of people with dementia and delirium feel 
adequately supported.

Dementia - 
Supporting 

Carers
0.0750%

4 To ensure that patients with ambulatory care sensitive 
conditions and similar conditions that do not normally 
require admission to an inpatient hospital bed receive highly 
responsive urgent care services outside of hospital.

Patient 
Experience

UEC - Reducing 
the proportion 
of avoidable 
emergency 

admissions to 
Hospital

National 0.5000%

5.1 All emergency admissions (excluding Obstetrics) must 
be seen and have a suitable clinical review by a suitable 
consultant as soon as possible, but at the latest within 14 
hours of arrival at hospital, 24 hours a day, seven days a 
week - (Second year of two year indicator)

Clinical 
Effectiveness

Time to First 
Consultant 

Review
Regional 0.2500%

5.2 All emergency inpatients must be assessed for complex or 
on-going needs within 14 hours by a multi-professional 
team, overseen by a competent decision-maker e.g. Senior 
Nurse. (Second year of two year indicator)

Multi-
Disciplinary 
Team (MDT) 

Review

Regional 0.2500%

5.3 The aim of this CQUIN is to work towards daily consultant 
review of patients transferred from the acute area of the 
hospital to a general ward. The consultant review should 
occur during a consultant-delivered ward round at least 
once daily 7 days a week unless it has been determined that 
this would not affect the patient’s care pathway.
• To include all wards except (obstetrics).

Ongoing 
Review

Regional 0.5000%

6.1 The continuation and expansion of the Frail and Elderly 
Patient Assessment Pathway and use of the Frail and Elderly 
Patient Assessment tool.

Clinical 
Effectiveness

Frail & Elderly 
Patient 

Assessment 
Tool

System Wide 0.25%

2.5000%
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Trust Performance Against The 2014/15 Risk Assessment Framework

Description Target Performance Achieved Y / N

18 weeks (admitted / non-admitted)

Admitted 90.0% 90.2% Y

Non-admitted 95.0% 97.0% Y

Incomplete pathways* 92.0% 94.4% Y

Cancer

2 Week Wait 93.0% 98.6% Y

Breast symptoms 2 Week Wait 93.0% 97.1% Y

31 day – Diagnosis to first treatment 96.0% 99.0% Y

Subsequent treatments (31 day) – Drug treatments 98.0% 99.4% Y

Subsequent treatments (31 day) - Surgery 94.0% 96.1% Y

62 day – Waits for first treatment (urgent GP referral) 85.0% 79.1% N

62 day – Waits for first treatment (NHS Cancer Screening referral) 90.0% 100.0% Y

A&E

Patients seen in < 4 hrs 95% 89.5% N

Clostridium Difficile

Total number of cases YTD 14 39 N

Risk of or actual failure to deliver commissioner requested service – Homebirth service remains suspended

* External Audit have not been able to issue an opinion in relation to the Trust’s mandated review indicator (Referral
to Treatment – incomplete pathways) due to current system limitations in providing the appropriate data for audit. 
The Trust is agreeing changes to future processes to make future data robust for audit purposes.’
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Annex 1 – Statements from commissioners, local Healthwatch 
organisations and Overview and Scrutiny Committees

Statement by Norfolk County Council

The Norfolk Health Overview and Scrutiny Committee has decided not to comment on any of the Norfolk provider 
Trusts’ Quality Accounts for 2014/15 and would like to stress that this should in no way be taken as a negative 
comment. The Committee has taken the view that it is appropriate for Healthwatch Norfolk to consider the Quality 
Accounts and comment accordingly.

Maureen Orr
Democratic Support and Scrutiny Team Manager
Norfolk County Council

Statement by Healthwatch Norfolk

Healthwatch Norfolk appreciates the opportunity to make comments on the Quality Account.

While it is a source of concern that the Trust remains in special measures, it is evident that great deal of work has 
gone into addressing the issues raised by the CQC. However it would have been helpful to remind the reader of 
those issues and actions to address the issues in this report.

Healthwatch Norfolk has a particular interest in learning how the Trust’s performance had improved in respect of 
listening, and responding to, patients’ concerns. We are impressed with the attention given here, both in setting 
out the many procedures adopted and in providing evidence of changes and improvements that had been made. 
Seeing complaints as a “source of valuable learning” has long been a view promulgated by Healthwatch Norfolk 
and its recognition by the Trust is a welcome step as it has clearly stimulated establishing systems to better facilitate 
the complaints process. Failure to respond within 30 days (p54) however in some cases remains a source of concern, 
especially so as one of the principal sources of complaint has been poor communication. 

Healthwatch Norfolk is also pleased to see that measures are now in place to increase staff awareness and training 
in giving appropriate care to people with dementia and encouraging early diagnosis. The provision of dementia care 
is a priority area for Healthwatch Norfolk (please see recently published report on good practice in care homes). We 
note a reference in the report (p57) to establishing links with carers and the use of the passport and would like to 
encourage similar links being forged with care homes who accommodate residents with dementia.

Healthwatch welcomes the transparency and candour evident in this report and looks forward to continuing its 
association with the Trust in improving patient outcomes.

Alex Stewart
Chief Executive
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Statement by West Norfolk Clinical Commissioning Group

The West Norfolk Clinical Commissioning Group (WNCCG) is pleased to support the QEH in the publication of the 
Quality Account for 2014/15.

WNCCG can confirm that the report contains the mandatory data elements which are consistent with the 
requirements based on the available data.

The report contains detailed and comprehensive information pertaining to all aspects of clinical quality and patient 
safety and identifies key areas of improvement.

The Trust has experienced significant challenges during 2014/15 due to being placed in special measures by the 
Care Quality Commission (CQC) following an inspection in June 2014. The Trust has made good progress in 
establishing a more robust process for the reporting and monitoring of Serious Incidents (SI). The Trust has focussed 
on developing its clinical governance structure to foster a culture of continuous learning. This is demonstrated 
by the way in which the Trust has strived to develop a more open and transparent approach to all aspects of 
monitoring clinical quality and patient safety. This is reflected by the CCG clinical quality lead GP being a member of 
the Trust’s Quality Committee and the SI Root Cause Analysis meetings. The Trust continues to attend the monthly 
clinical quality review meetings with the Commissioners and there is a high level of clinical attendance.

Whilst the Trust has made significant improvement in terms of workforce development (in particular the nursing 
and midwifery strategy) it needs to continue to focus on the workforce initiatives to ensure future sustainability. 
Therefore we support the Quality Priorities for Improvement for 2015/16 which identifies the need to build and 
sustain excellence in terms of the workforce.

The Trust has made significant improvement in the prevent of Clostridium Difficile cases in Quarter 4 of 2015 and 
has worked closely with the Commissioners and Public Health colleagues to implement different ways of working 
and an organisational cultural change. The Trust needs to maintain a high profile on all aspects of reducing and 
eliminating Healthcare Associated Infections to ensure continued improvement is sustained.

We will continue to work closely with the Trust to support and challenge as appropriate to ensure clinical quality 
and patient safety remain the highest priority.

Sue Crossman
Chief Accountable Officer
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Governors’ Council comments on the Quality Report 2014/2015

The Queen Elizabeth Hospital, Governors’ Council has had an opportunity to consider and comment on the Trust’s 
Quality Report for 2014/15 and agreed its response at its meeting on 13 May 2015.

Broadly, the Governors feel that the report is a fair and balanced account of the work of the Trust in the past year. 
It is detailed without being overwhelming, uses straightforward language and as such is user friendly. 

More specifically, Governors:
• endorse the emphasis on “Putting Patients first in everything we do” and support the Board in establishing the

Trust values as the basis of the hospital’s culture. The Governors will be anticipating an increase in compliments as 
a result of improved patient experience in the forthcoming year.

• are concerned about the high number of safety incidents (notably pressure ulcers), and ‘Never Events’. Governors
welcome the further development of the incident reporting and investigation process and note that this should 
be the subject of further work, which ensures that those staff concerned in an incident should deal with it with a 
degree of immediacy.

• are pleased that the Trust has placed so much emphasis on improving infection prevention and control. A
reduction in infections towards year- end is very welcome: sustaining the improvement is recognised as the next 
challenge.

• welcome improving nursing and midwifery staffing levels in 2014/15: while a challenging exercise, this has been
undertaken with determination and the Governors applaud the work, recognising that this must be an ongoing 
exercise across all clinical professions, requiring a variety of approaches.

• welcome the estate development in A&E including the new paediatric facility, which is impressive. While the
department still struggles to meet the 95% target there is no doubt that improved patient experience has resulted 
from the environmental enhancement.

• note that the report seeks to address the Governors’ request that anticipated outcomes and time frames following
actions planned should be included in the text. This is particularly the case in section 2.2 and would be valuable 
throughout the text.

• welcome the fact that planning is underway to achieve 7- day working across the Trust’s services.
• would like to reiterate the Governors’ request that “the importance of effective support services such IT in the

delivery of high quality care, be made more explicit in the Trust’s reporting and objectives”. More than one 
planned initiative in 2014/15 has been hampered by the lack of effective support services.

• have observed that there has been considerable improvement in the care of frail older people, as a result of
restructuring of particular wards, the development of a new ward designed to provide specialised care for patients 
with dementia and training of staff but remain concerned that it has not yet proved possible to appoint two 
Geriatricians on permanent contracts.

• welcome the Trust’s target of reducing staff sickness but would, after a period of embedding of new systems, like
to see a more challenging reduction target.

The Quality Report conveys a strong sense of a Trust facing and tackling its challenges and the Governors’ Council 
gives credit to the Board of Directors for prioritising Quality improvement throughout the hospital, even though 
financial resources have been under considerable strain.
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Annex 2 – Statement of directors’ responsibilities for the quality report

The directors are required under the Health Act 2009 and the National Health Service Quality Accounts Regulations 
to prepare quality accounts for each financial year. 

Monitor has issued guidance to NHS foundation Board of Directors on the form and content of annual quality 
reports (which incorporate the above legal requirements) and on the arrangements that NHS foundation Board of 
Directors should put in place to support data quality for the preparation of the quality report. 

In preparing the quality report, directors are required to take steps to satisfy themselves that: 
• the content of the quality report meets the requirements set out in the NHS Foundation Trust Annual Reporting

Manual 2014/15; 
• the content of the quality report is not inconsistent with internal and external sources of information including:

– board minutes and papers for the period April 2014 to April 2015
– papers relating to Quality reported to the Board over the period April 2014 to April 2015
– feedback from commissioners dated 19/05/2015
– feedback from governors dated 06/05/2015
– feedback from local Healthwatch organisations dated 11/05/2015
– feedback from health overview and scrutiny committee dated 27/04/2015
–  the Trust’s complaints report published under regulation 18 of the Local Authority Social Services and

NHS Complaints Regulations 2009, dated 05/09/2014
– national inpatient patient survey 10/04/2015
– national staff survey 24/02/2015

• the quality report presents a balanced picture of the NHS Foundation Trust’s performance over the period covered;
• the performance information in the quality report is reliable and accurate;
• there are proper internal controls over the collection and reporting of the measures of performance included in

the quality report, and these controls are subject to review to confirm that they are working effectively in practice; 
• the data underpinning the measures of performance 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) as well as the standards to support data quality for the preparation of the 
quality report. 

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

By order of the Board 

Edward Libbey Dorothy Hosein 
Trust Chair  Chief Executive 
Date 26 May 2015 Date 26 May 2015
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Annex 3 – Auditor’s Statement

Independent Auditor’s Report to the Council of Governors of The Queen Elizabeth Hospital 
King’s Lynn NHS Foundation Trust on the Quality Report 
We have been engaged by the Council of Governors of The Queen Elizabeth Hospital King’s Lynn NHS Foundation 
Trust to perform an independent assurance engagement in respect of The Queen Elizabeth Hospital King’s Lynn NHS 
Foundation Trust’s Quality Report for the year ended 31 March 2015 (the “Quality Report”) and certain performance 
indicators contained therein. 

Scope and subject matter
The indicator for the year ended 31 March 2015 subject to limited assurance is the national priority indicator: 

• Emergency readmissions within 28 days of discharge from hospital (“emergency readmissions”).
• The scope of our review originally covered the percentage of incomplete pathways within 18 weeks for patients

on incomplete pathways at the end of the reporting period: Referral to Treatment – incomplete pathways (“RTT 
– incomplete pathways”) a national priority indicator. The dataset that the Trust uses to calculate this indicator is
imprecise and due to system limitations the Trust has been unable to provide the appropriate data as at 31 March 
2015. As a consequence we are unable to conclude on the completeness and accuracy of the RTT – incomplete 
pathways indicator included in the published Quality Report and have excluded this indicator from the scope of 
our limited assurance review.

We refer to the remaining national priority indicator “emergency readmissions” as ‘the indicator’. 

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: 
• 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; 
• the Quality Report is not consistent in all material respects with the sources - specified in the Detailed Guidance

for External Assurance on Quality Reports; and.
• 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:
• Board minutes for the period April 2014 to May 2015;
• Papers relating to Quality reported to the Board over the period April 2014 to May 2015;
• Feedback from Commissioners dated May 2015;
• Feedback from Governors dated May 2015;
• Feedback from local Healthwatch organisations dated May 2015;
• Feedback from Overview and Scrutiny Committee dated May 2015;
• The Trust’s complaints report published under regulation 18 of the Local Authority Social Services and NHS

Complaints Regulations 2009, 2014/15;
• The 2014/15 national patient survey;
• The 2014/15 national staff survey;
• Care Quality Commission intelligent monitoring report; and
• The 2014/15 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. 
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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 The Queen Elizabeth 
Hospital King’s Lynn NHS Foundation Trust as a body, to assist the Council of Governors in reporting The Queen 
Elizabeth Hospital King’s Lynn 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 2015, 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 The Queen Elizabeth Hospital 
King’s Lynn Hospitals 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 
assurance procedures included: 
• Evaluating the design and implementation of the key processes and controls for managing and reporting the

indicators.
• Making enquiries of management.
• Testing key management controls.
• Limited testing, on a selective basis, of the data used to calculate the indicator back to supporting documentation.
• Comparing the content requirements of the NHS Foundation Trust Annual Reporting Manual to the categories

reported in the Quality Report.
• 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 The Queen Elizabeth Hospital King’s Lynn 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 2015: 
• 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; 
• the Quality Report is not consistent in all material respects with the sources specified in the Guidance; and
• the indicator in the Quality Report subject to limited assurance has not been 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 Guidance.

KPMG LLP, Statutory Auditor
6 Lower Brook Street, Ipswich, Suffolk, IP4 1AP
26 May 2015
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