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Part 1 – Introduction
Statement of Quality from the Chief Executive
I am pleased to introduce the Quality Account for East Sussex Healthcare
NHS Trust (ESHT). The Account reports the progress that the Trust has
made in improving safety and quality during 2017/18 and sets out the
priorities that have been adopted by the organisation in 2018/19.
The foundations of quality and safety are for the organisation to listen to
feedback from patients and families on the quality of care that we provide,
to encourage an open reporting culture in which members of staff are able to raise concerns
and report incidents for review and investigation, and to ensure that we adopt the
improvements that are identified as a result.
We have continued to strengthen the investigation and reporting of complaints and reported
incidents. We have reinforced the importance of clinical reviews of all deaths and
complications of care. The findings and conclusions of these reviews are reported through
the organisation and ultimately to the Quality and Safety Sub Committee of the Board.
We have focused on encouraging a higher response rate from patients in all areas of the
Trust to the Family and Friends Test surveys and we continue to be encouraged by the
improved response rates and the high levels of satisfaction that are reported.
We continue to reinforce the importance of participation of all clinical services in the national
clinical audit programmes. We are proud that in many clinical areas our results feature in the
highest levels of performance in the country.
The report describes the significant progress that the Trust has made in priority areas such
as the care of patients reaching the end of their life. This has been supported by the
significant improvements in our operational performance against important national
standards.
All of this work is underpinned by the development we have made alongside our partners as
part of East Sussex Better Together (ESBT). Through ESBT we are aligning primary,
secondary, community and specialist services in a way that will drive the transformations
necessary to meet future health needs of our populations. Working together we are
developing new models of care and integrated pathways to deliver high quality services.
We will strive to continue to improve all aspects of the care we provide to our patients.

Dr Adrian Bull
Chief Executive
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About us and the service we provide
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East Sussex Healthcare NHS Trust is an integrated community and acute provider, formed
in 2011 from the merger of East Sussex Community Health Services and East Sussex
Hospitals NHS Trust. We provide a wide range of community, intermediate care,
rehabilitation and general acute services to the population of East Sussex and surrounding
areas.
As an integrated acute and community Trust, staff come from a number of disciplines
including nursing and midwifery, medical, scientific, technical, dental, allied health
professionals, estates and ancillary, and administration and clerical staff.
The Trust operates from two acute hospital sites - Eastbourne District General Hospital and
Conquest Hospital in Hastings, both of which have Emergency Departments and provide
care 24 hours a day. We offer a comprehensive range of surgical, medical and maternity
services supported by a full range of diagnostic and therapy services.
We also have approximately 80 other sites ranging in scale from shared community based
premises to community hospitals; we provide services from Bexhill Hospital; Crowborough
War Memorial Hospital; Lewes Victoria Hospital; Rye, Winchelsea and District Memorial
Hospital; and Uckfield Community Hospital.

.

Around 525,000 people live in East Sussex and the Trust is one of the largest organisations
in the county. We employ over 7,000 dedicated staff with an annual turnover of £400 million.

7

Our services are managed and provided through five core clinical divisions:

•
•
•
•
•

Diagnostics, Anaesthetics and Surgery
Medicine
Out of Hospitals
Urgent Care
Women, Children and Sexual Health
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Outstanding by 2020 – Our Vision, Values and
Ambition
Our vision at East Sussex Healthcare NHS Trust is to combine community and hospital
services to provide safe, compassionate and high quality care to improve the health and
wellbeing of the people of East Sussex.
Our values are fundamental to how we undertake our everyday work. They shape our
beliefs and behaviours and were developed by our staff.

ESHT 2020 sets out Our Ambition to be an outstanding organisation by the year 2020 and
provides the framework for how we will achieve this.
Our objectives encompass our commitment to provide clinical services that achieve and
demonstrate the best clinical outcomes and provide an excellence experience for patients.
These are:
•

Safe patient care is our highest priority
We will provide high quality clinical services that achieve and demonstrate optimum
clinical outcomes and provide an excellent care experience for patients.

•

All our employees will be valued and respected
They will be involved in decisions about the services they provide and offered the
training and development that they need to fulfil their roles.

•

We will work closely with commissioners, local authority and other partners…
…to plan and deliver services that meet the needs of our local population, in
conjunction with other care services.

•

We will operate efficiently and effectively…
…diagnosing and treating patients in timely fashion and expediting their return to
health.
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•

We will use our resources efficiently and effectively for the benefit of our
patients and their care…
…to ensure our services are clinically, operationally, and financially sustainable.
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Our partnerships and collaboration
East Sussex Better Together (ESBT) Alliance
We are a key partner, with Eastbourne, Hailsham and Seaford CCG, Hastings and Rother
CCG and East Sussex County Council in the East Sussex Better Together (ESBT) Alliance.
ESBT is a transformation programme aiming to integrate health and social care in our area
in order to deliver high quality and sustainable services to our local population. Our shared
vision is that by 2020/21 there will be a joined-up, sustainable health and care system in
East Sussex that ensures people receive proactive care, supporting them to live as well and
as independently as possible, with care delivered close to home.
Together we are building a new model of care that integrates our whole system: primary
prevention, primary and community care, social care, mental health, acute and specialist
care so that we can demonstrably make the best use of the £850m that is spent each year to
meet the health and care needs of the people of East Sussex. Working as one health and
care system in East Sussex will mean we plan, pay for and provide services together in a
way that makes best use of our joint budget and resources.
ESBT works very closely with GP practices, providers in the independent care sector and
voluntary sector, local people, patients, clients and carers.

Sustainability and Transformation Partnership (STP)
We have been fully engaged with the development of the Sussex and East Surrey
Sustainability and Transformation Partnership and have actively contributed to the various
work-streams including digital, workforce, finance and acute hospitals. ESBT is one of four
local plans within Sussex and East Surrey STP. The STP is clearly aligned to our local ESBT
plans for place based care and we will continue to contribute to the work streams.

Healthwatch
As part of a national network, there is a local Healthwatch in every local authority area in
England. Healthwatch East Sussex works with the public of East Sussex to ensure that
health and social care services work for the people who use them. Their focus is on
understanding the needs, experiences and concerns of people of all ages who use services
and to then speak out on their behalf. Healthwatch acts as a critical friend to ESHT,
providing objective assessment and constructive criticism where appropriate. This year
Healthwatch undertook two reviews of our emergency services, with teams of volunteers
observing our care of patients as part of their listening tour and separately over a 24 hour
period. The feedback supports the continuing improvement of our processes.
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Purpose of the Quality Account and how it was
developed
The Quality Account is an annual public report to share information on the quality and
standards of the care and services we provide. It enables us to demonstrate some of the
achievements we have made, and identify what our key priorities for improvement are in the
forthcoming year.
Since 2010 all NHS Trusts are required to produce a Quality Account. The report
incorporates mandatory statements and sections which cover areas such as our participation
in research, clinical audits, a review of our quality performance indicators and what our
regulator says about the services and care we provide.
In addition to the mandatory elements of the Quality Account we have engaged with staff,
through roadshow events and by providing opportunity for staff to put forward their ideas for
improvement in 2018/19. We have also undertaken a public/patient forum, a drop in and an
outreach event to help shape our patient experience priorities.
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Statement of Directors’ responsibilities in respect of
the Quality Account
The Directors are required, under the Health Act 2009, National Health Service (Quality
Accounts) Regulations 2010 and National Health Service (Quality Account) Amendment
Regulations 2011 and the National Health Service (Quality Account) Amendment
Regulations 2012 to prepare Quality Accounts for each financial year. The Department of
Health has issued guidance on the form and content of annual Quality Accounts (which
incorporate the above legal requirements).
In preparing the Quality Account, Directors are required to take steps to satisfy themselves
that:

•

The Quality Account presents a balanced picture of the Trust’s performance over
the period covered;

•

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

•

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

•

The data underpinning the measures of performance reported in the Quality
Account is robust and reliable; conforms to specified data quality standards and
prescribed definitions; is subject to appropriate scrutiny and review; and the Quality
Account has been prepared in accordance with Department of Health guidance.

The Directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Account.
By order of the Board

29th June 2018

Chairman

29th June 2018

Chief Executive
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Part 2 – Priorities for Improvement in
2018/19
Our Quality and Safety Strategy (2017 - 2020) outlines the improvements required to
achieve the Trust’s ambition to become an outstanding organisation by 2020.
Throughout 2017/18 we have monitored and reviewed the progress of all the areas within
our strategy via the Trust’s Patient Safety and Quality Group.
There has been significant improvement in a number of areas including our improvement
priorities outlined in the previous Quality Account. We also recognise, however, that there is
still scope and need for further improvement.
Therefore for 2018/19 we have developed a set of priorities informed by the review of work
undertaken in 2017/18 and also from local or national sources which require focused
improvement.
The table below describes the improvement priorities for 2018/19 with further detail in the
pages that follow including; the rationale for choosing these areas, what we are planning to
do, how we monitor progress and how we will demonstrate our success.

Quality Domain

Priority for Improvement 2018/19

Patient Safety

Improving the early recognition, escalation and management of the
deteriorating patient
Continue to reduce the number of avoidable falls

Clinical
Effectiveness

Patient
Experience

Continue our focus on reducing avoidable Grade 3 and 4 pressure
ulcers
Working towards providing consistent high quality care for our patients
seven days per week
Continued implementation of the Excellence in Care Programme
Safe and effective discharge and improving our patients’ experience of
getting home
Continue to improve End of Life Care by improving processes and
documentation
Improving the experience of young people in hospital
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Patient Safety Improvement Priorities 2018/19
1. Improving the early recognition, escalation and management of
the deteriorating patient
Why we have chosen this
Early detection and treatment of physiological deterioration has been shown to improve the
clinical outcomes for patients.
We have made considerable improvements in the monitoring and detection of patient
deterioration using an electronic observation system. We will embed and build on this work
to further improve our escalation processes to ensure consistent early recognition of
deterioration and that patients are assessed and treated with ongoing care planned
appropriately.
Amongst the main causes of deterioration are Sepsis and Acute Kidney Injury (AKI):
•

Sepsis is a common and potentially life threatening condition which arises when the
body’s response to an infection injures its own tissues and organs. This can lead to
shock, multi organ failure and death therefore early detection and treatment is
essential. We have made improvements, both on our wards and in our emergency
departments, and want to continue our focus on this. In addition we want to provide
our community teams and hospitals the clinical tools to support the early recognition
and escalation of suspected Sepsis in these areas.

•

Acute Kidney Injury means that the kidneys suddenly stop working as well as they
were. This often happens as a complication of other serious illness and for a variety
of reasons including severe dehydration, Sepsis and side effects of medications. We
want to improve early detection by alerting clinical teams and pharmacists to patients
who have AKI and improve the pathway of care they receive.

What are we going to do?
We will develop a clinically led improvement group to oversee and drive improvement in the
three areas of:
• Improving escalation processes
• Sepsis recognition and prompt treatment
• AKI alerting and treatment
Escalation pathways
We will work with frontline staff through improvement workshops to understand where
current systems and processes can be improved and involve them in shaping the new
pathways.
Sepsis
We will continue to support our frontline teams to embed consistent screening and early
treatment of Sepsis. We will implement a community Sepsis screening tool and continue to
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raise awareness of Sepsis in a variety of ways, providing training, education and online
resources for our staff to access.
Acute Kidney Injury
We will revise and improve the Acute Kidney Injury pathway through working with frontline
staff. We will also raise awareness of the importance of early recognition and prompt
treatment and develop an alert to our pharmacy teams to trigger review of medications which
may be contributing to the onset of the condition.
What will success look like?
• Revised and improved escalation pathway developed and implemented
• Reduction in cardiac arrests associated with suboptimal management of
physiological deterioration
• Increased percentage of patients screened for Sepsis in our acute hospitals
• Increased percentage of patients with Sepsis who receive antibiotics within one hour
of diagnosis
• Implemented a Sepsis screening tool in our community hospitals and teams
• Revised and improved AKI pathway implemented
• Implemented a pharmacy medication review alerting process
How we will monitor progress?
We will monitor progress and track the measures of improvement through the newly formed
Deteriorating Patient Improvement Group (DPIG) which reports to the Trust’s Clinical
Outcome Improvement Group chaired by the Medical Director.

2. Continue to reduce the number of avoidable falls
Why we have chosen this
Injury to patients from a fall whilst in hospital can be at worst catastrophic, and at best can
result in further pain and suffering with potential increased length of stay and delayed
recovery. Although we acknowledge patients must mobilise to enable recovery which may
create an increased risk of falling, we know from investigating serious and moderate
incidents there are occasions when we could have done more to try and prevent the fall from
occurring. We need to provide assurance we did everything possible to prevent a patient
from falling. The number of patient falls has reduced each year over the last three years and
we will continue on this improvement journey.
What are we going to do?
We will continue to roll out the new assessment and care plan to all wards and raise the
profile of falls prevention through education, leadership and challenge.
We will support effective leadership on the wards and clinical areas to ensure robust
assessments are completed with clear prevention plans that are documented and checked
on a daily basis. This will further reduce falls and subsequent harm to patients. To achieve
this we will ensure education programmes are in place and continue to roll out the
Excellence in Care programme to support the leadership on falls reductions.
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What will success look like?
Our aims are to:
• Meet the challenging target of no more than 5 falls per 1,000 bed days compared
with 5.6 in 2017/18
• Continue to reduce the total number of falls occurring within the Trust from the 1,624
reported in 2017/18
How we will monitor progress?
Progress will be tracked and reported on a monthly basis through the Sign up to Safety
report to the Patient Safety and Quality Group (PSQG).

3. Continue our focus on reducing avoidable Grade 3 and 4
pressure ulcers
Why we have chosen this
Many patients are at risk of developing a pressure ulcer. This increases for patients who are
acutely ill, have impaired mobility or nutrition or those who have conditions that affect the
flow of blood through the body such as diabetes.
Pressure ulcers occur when an area of the body is subject to prolonged pressure. The
increased pressure affects the blood flow causing the skin to be starved of oxygen and
nutrients which leads to break down of the skin and surrounding tissues leading to ulcer
formation.
We have chosen this as priority in 2018/19 as although we have made a number of
improvements, we recognise there is more to do. Our focus is to reduce the number of
avoidable grade 3 and 4 pressure ulcers with the ultimate aim of eliminating these entirely.
Prevention of skin damage is an integral part of the care we provide at ESHT. Therefore a
collaborative multidisciplinary approach, where each member of the healthcare team takes
responsibility for the early identification of skin damage through assessment and on-going
management, is required.
What are we going to do?
Develop our annual improvement plan which includes the following actions:
Understanding the key themes and share the learning
• Through the monthly Pressure Ulcer Review Group (PURG) we will continue to
review all Grade 3 and 4 pressure ulcers
• Using the Department of Health definition, we will categorise whether the pressure
ulcer was avoidable or unavoidable
• If it is found that our Trust policy has not been followed and the pressure was
avoidable, it may be necessary to raise an incident under the Serious Incident
process for full investigation
• Analysis will be undertaken so themes and trends are clearly identified with actions
identified and learning shared
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Training, education and improving awareness
• Introduce ‘Pressure Ulcer prompt cards’ to all our hospital and community staff to
raise awareness and provide accessible information on prevention and management
• Continue to provide formal and informal training and education to our staff
• Support and develop our newly formed Pressure Ulcer Ward and Community Team
Champions so they are able to support improvement in their areas
Measuring for improvement
• Review our existing measures of improvement and develop a set of measures which
we will monitor regularly so we can track if improvement is being made
• Revise our monthly ward/team audits to ensure we track our compliance with key
standards such as assessment using the Purpose T tool and the SSKIN bundle
• Provide support to teams or wards where our compliance could be improved
What will success look like?
• All avoidable pressure ulcers are identified, investigated and actions implemented
• Reduction in the number of avoidable Grade 3 and 4 pressure ulcers from our
baseline data collated in the first three to six months of 2018/19
How we will monitor progress?
We will monitor progress through the Pressure Ulcer Steering Group (PUSG) and if required,
also to the Serious Incident Review Group (SIRG).
The Pressure Ulcer Steering Group (PUSG) is a bi-monthly multi-disciplinary meeting
chaired by the Deputy Director of Nursing. It reviews findings and actions from the Pressure
Ulcer Review Group (PURG) and tracks the progress of the pressure ulcer improvement
plans and improvement measures.
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Clinical Effectiveness Improvements 2018/19
4. Working towards providing consistent high quality care for our
patients 7 days per week
Why we have chosen this
There is a national drive to improve access to emergency care 24 hours a day, 7 days a
week. A large programme of work has been established by NHS England and NHS
Improvement with early adopter Trusts including Oxford and Southampton.
Ten core standards were identified by the ‘NHS Services, Seven Days a Week Forum’ in
2013, which were based on the Royal College of Physicians’ guidance on acute and
emergency admissions. They apply only to emergency admissions and not planned care.
The original ten standards are still in place; however, there are four core standards that need
to be delivered by the Trust by 2020/21:
• Core Standard 2 – patients wait no longer than 14 hours to initial consultant review
after admission
• Core Standard 5 – patients get access to diagnostic tests with a 24 hour turnaround
Emergency Department study opened in collaboration with SECAMB and Sussex
Police time. For urgent requests, this drops to 12 hours and for critical patients, one
hour.
• Core Standard 6 – patients get access to specialist, consultant-directed interventions
• Core standard 8 – patients with high-dependency care receive twice daily consultant
review and those patients admitted to hospital in an emergency will experience daily
consultant-directed ward rounds
What are we going to do?
We acknowledge the need to achieve the four core standards by 2020/21; as such we plan
to approach this three year scheme in a phased approach.
In 2018/19 we will initially focus on the first phase. This will include:
Monitoring
• Completing and responding to mandatory audits and benchmarking achievements
against national peers
• Reviewing automated data capture systems with a view to reducing administrative
overheads
Communications and Engagement
• Leading by example to increase awareness and improve services across the Trust;
improving clinical safety and achievement of core standards
• Improving internal communications to enable sufficient access to out of hours
services
• Liaising with, and learning from, early adopter sites
• Networking with other NHS Trusts to share best practice
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Proof of Concept
• Putting changes in clinical practice in place in our local health economy in response
to lessons learnt both internally and nationally
• Using an improvement methodology to enable initiatives to be positively adopted,
tested and adjusted in anticipation of Trust-wide roll out.
Staffing
• Baselining existing workforce for acute and emergency admission areas and clinical
support areas
• Comparing existing workforce to requirements for seven day services achievement
• Producing plans to identify solutions as to how the gaps will be filled
What will success look like?
We will end the first phase with an:
• Improvement on core standard delivery, resulting in audit results as follows by March
2019:
a. Core Standard 2 = 80%
b. Core Standard 5 = 77%
c. Core Standard 6 = 90%
d. Core Standard 8 = 50%
• Development of specialty or divisional level plans for further improvement
• Automated data capture solution identified, and implementation plans agreed
How we will monitor progress?
A number of workstreams will be established to focus on the key areas of work, reporting
into the Project Steering Group, which subsequently is accountable to the Clinical
Effectiveness Group, chaired by the Assistant Medical Director.

5. Continued implementation of the Excellence in Care Programme
Why we have chosen this
In the past we have collected information on ward performance through incidents, patient
feedback and numerous audits and data collection. These have been collated and reported
from different systems in varied ways, making it difficult for wards to easily access, review
and analyse the information to identify areas for improvement or to celebrate the high quality
care they are providing.
The Excellence in Care Programme was developed in response to our Trust commitment to
continuous improvement, empowering teams to lead change. It clearly identifies key
measures collated from all the different systems into a user friendly dashboard and
highlights areas which require improvement. This enables staff to make changes to further
improve the quality and delivery of the care they provide.
The dashboard enables wards to measure the desired improvement as a consequence of
the positive action and changes they make to reduce harm, improve outcomes and improve
patient and staff experience, contributing to overall quality improvement across the Trust.
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What are we going to do?
We will continue to roll out the Quality and Safety Dashboard which is currently within ten
wards to all our acute inpatient ward areas. Monthly reports will be available to enable
review of information to identify areas for improvement. We will also roll out the Leadership
and Culture dashboard in the same way, and work on the Access and Delivery dashboard,
which will be trialled on a number of wards during the year.
We will develop a set of process and outcome measures to assess our performance in the
domains of Access and Delivery and Leadership and Culture and aim to test these on two
wards.
What will success look like?
• The Quality and Safety measures dashboard will be available to all inpatient wards
across the Trust by 31st March 2019. Monthly reports will be available to enable
review of information to identify areas for improvement
• Improvement measures for the other domains of Access and Delivery and
Leadership and Culture will be developed, agreed and piloted with the aim of rolling
out to at least 50% of wards
How we will monitor progress?
The Excellence in Care Project Board is responsible for monitoring and guiding the delivery
of the Excellence in Care programme. Overall progress is monitored by the Trust’s Patient
Safety and Quality Group (PS&QG).

6. Safe and effective discharge and improving our patients’
experience of getting home
Why we have chosen this
The national inpatient survey 2017 highlighted a number of areas regarding communication
and information provided to patients on discharge where we were underperforming
compared to our peers. In addition some serious incident investigations have identified
problems regarding information sharing prior to patient discharge and the quality of the
discharge notification letter sent to GPs. Data from our own internal complaints and inpatient
questionnaire identified poor results from patients receiving written information on discharge
and being involved in decisions. We also have a number of readmissions each month within
30 days of discharge and to date, no clinical audit is in place to review these.
What are we going to do?
We will design and implement a system for the communication and provision of information
for patients and their families or carers prior to and during their discharge from hospital by
the end of September 2018. This will be achieved through engagement with patients and
staff on one ward in each division to review the current systems in place and identify the
gaps to re-design an effective communication system for verbal and written information.
Once improvement can be demonstrated and the system is effective it will be rolled out to
other wards. We will work with ESBT and system partners to ensure a comprehensive and
collaborative approach.
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We will also design and implement a review process for potentially avoidable readmissions
within 30 days to identify themes or lapses to determine what improvements can be made.
This will involve a clinical audit of a snapshot of patients. We will also design a clinical audit
system to review the number of readmissions each quarter to determine any themes or
areas for improvement.
What will success look like?
Improved feedback from the people who use our services about the discharge process,
firstly about communication and secondly about information regarding the discharge
process. We also aim to see more positive feedback from our staff. A system will be
designed and in place for reviewing (a snapshot of) potentially avoidable readmissions within
30 days. This will be similar to the work on learning from deaths and will be a snapshot audit.
How we will monitor progress?
Improvement will be monitored through the inpatient questionnaire via two questions about
the discharge process, one about communication and one about information regarding the
discharge process. The National Inpatient Survey will be used but is unlikely to show
improvement in the 2018 survey due to the focus work with individual wards. We will also
look to survey a number of staff involved in the process.
We will also hope to see a clinical audit in place with information regarding potentially
avoidable readmissions within 30 days to provide themes and improvement work going
forward.
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Patient Experience Improvements 2018/19
7. Continue to improve end of life care by improving processes and
documentation
Why we have chosen this
We have made a number of improvements in the care we provide to patients at the end of
their life during 2017/18 which we have outlined in a later section of the Quality Account.
Although we have achieved this we also recognise that there are a number of improvements
required in some of our processes and documentation. Therefore this year we will focus on
specific areas where improvement in systems and process is a key enabler to enhancing the
overall experience of care we provide.
What are we going to do?
Recommended Summary Plan for Emergency Care and Treatment (ReSPECT)
ReSPECT is a process that creates personalised recommendations for a person’s clinical
treatment in a future emergency in which they are unable to make or express choices. It
provides healthcare professionals responding to that emergency with a summary of
recommendations to help them to make immediate decisions about that person’s care and
treatment.
The plan is created through conversations between a person and healthcare professionals
and recorded on a form which includes their personal priorities for care and agreed clinical
recommendations about care and treatment that could help to achieve the outcome that they
would want, that would not help, or that they would not want.
We plan to start implementation of ReSPECT in August 2018, initially within our acute
hospitals. We will provide training to undertake the ReSPECT process to key members of
staff within our acute and community teams, raise awareness through a number of
mechanisms and provide information and training resources for staff to access.
End of life care for Neonates and Children and Young People
In recognising the different requirement for our patients and staff, we will develop with
patients and parents a specific End of Life Care Strategy for Neonates, Children and Young
People.
We will, as part of our year one improvement plan, introduce a process whereby neonates,
children and young people who have life limiting conditions and their parents/carers have an
initial advance care planning discussion with a Paediatrician.
Measuring for improvement
In 2017/18 we developed a range of indicators to measure the improvements we are
expecting as a consequence of the planned improvement actions we have implemented.
This includes how well we are documenting the care we provide in the Last Hours and Days
of Life Care Plan.
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We will continue to monitor this on a monthly basis in 2018/19 and also review the
information we gain through the Voices Survey which bereaved relatives and friends
complete to give us feedback on the care experience of their loved one and of their own
experience of the services we have provided.
What will success look like?
• ReSPECT advocates from our acute and community teams will be identified and
trained and will be able to provide ReSPECT process training to colleagues in their
clinical areas
• The ReSPECT process and document will be implemented within our acute hospitals
• We will see improvement in the documentation of last days and hours of life care
How we will monitor progress?
The End of Life Care Steering Group provides oversight of the full end of life care
programme of work and the measures of improvements. The group reports into the Clinical
Outcome Group (COG) which is chaired by our Medical Director.

8. Improving the experience of young people in hospital
Why we have chosen this
Results of the National Children and Young People survey highlighted areas that young
people were not happy with during their stay as an inpatient. We scored in the bottom 20%
of Trusts for the following questions:
•
•
•
•
•
•
•
•
•
•

Were there enough things for you to do in hospital?
Did hospital staff play with you or do any activities with you while you were in
hospital?
When the hospital staff spoke with you, did you understand what they said?
Were you involved in decisions about your care and treatment?
Did the hospital staff answer your questions?
Was it quiet for you to sleep when needed in the hospital?
If you had any worries, did a member of staff talk with you about them?
Before the operations or procedures, did hospital staff explain to you what would be
done?
Afterwards, did staff explain to you how the operation or procedures had gone?
If you wanted, were you able to talk to a doctor or nurse without your parents or carer
being there?

Our improvement priority is to work with the Patient Experience Lead and team and the
Associate Director of Communications and Engagement to undertake engagement events
and communications to consult with young people and their families around what can be
done to improve the experience they have.
What are we going to do?
We will develop a questionnaire that will be available as both an online and paper survey
which will ask young people and their families about their recent hospital experience.
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We will undertake the survey over a three month period and use the information gained to
develop a plan of improvements on our children’s wards. We will implement the changes in
the later part of the year.
We will work with the patient experience team to break down the Friends and Family Test
(FFT) responses by age groups so we are able to monitor and track the experience of care
and the ward environment for all age groups. We may also add a specific question to the
FFT questions to test if our actions are having the desired effect for the focus age group.
The results of the FFT are reviewed monthly by the ward Matrons and Heads of Nursing and
improvements made accordingly.
What will success look like?
Success will be measured by:
• An improved Children and Young People National Survey
• The Trust appearing in the top 50% of Trusts
• Improved FFT response from young people
How we will monitor progress?
Progress will be monitored monthly by the Matrons and Heads of Nursing by regularly
reviewing the patient experience data available including FFT, plaudits and complaints.
The Trust’s Patient Experience Steering Group will monitor overall progress of the
improvement priority.
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Part 2.1
Statement of Assurance from the Board of Directors
Review of Services
During 2017/18 East Sussex Healthcare NHS Trust provided and/or sub-contracted 75 NHS
services.
East Sussex Healthcare NHS Trust has reviewed all the data available to them on the quality of
care in all 75 of these NHS services.
The income generated by the NHS services reviewed in 2017/18 represents 100% of the total
income generated from the provision of NHS services by East Sussex Healthcare NHS Trust for
2017/18.
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Participation in Clinical Audit and National
Confidential Enquiries
Overview of clinical audit at ESHT
We use clinical audit to aid improvements in the delivery and quality of patient care, and it is
viewed as a tool to facilitate continuous improvement. It is effectively the review of clinical
performance against agreed standards, and the refining of clinical practice as a result.
The National Clinical Audit Patient Outcomes Programme (NCAPOP) is a set of national
clinical audits, registries and confidential enquiries which measure healthcare practice on
specific conditions against accepted standards. These projects give healthcare providers
benchmarked reports on their performance, with the aim of improving the care provided.
The Trust is fully committed to supporting and participating in all applicable NCAPOP
studies.
We follow a comprehensive and focused annual Clinical Audit Forward Plan which is
developed in line with the Trust’s strategy and quality agenda. The Forward Plan is
formulated through a process of considering both national and local clinical audit priorities for
the year ahead.

National Audit and National Confidential Enquiries Programme
We participated in 98% of National Clinical Audits and 100% of National Confidential
Enquiries during 2017/18. Details of those we were eligible to participate in during 2017/18
can be found in Appendix 1.
The list in Appendix 2 shows the number of cases submitted to each audit or enquiry as a
percentage of the number of registered cases required by the terms of that audit or enquiry.
We also participated in six additional (non-mandated) national audits in 2017/18 which can
be found in Appendix 3.
Non participation – Endocrine and Thyroid Audit
We were unable to participate in the 2017/18 round of this national audit as the eligible
Consultants were unable to secure the necessary resources required (time and
administrative support) due to significant staffing shortages within the department. This
national audit is not mandated for the Trust in 2018/19.

National Confidential Enquiries into Patient Outcome and Deaths (NCEPOD)
NCEPOD issued two reports in 2017/2018, these were:
• ‘Inspiring Change – Acute Non Invasive Ventilation’ published July 2017
• ‘Each and Every Need – Chronic Neuro-disability’ published March 2018
These have been reviewed by the Medical Director and Director of Nursing and a Lead
Consultant has been identified to implement the recommendations.
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Mothers and Babies Reducing Risk through Audits and
Confidential Enquiries (MBRRACE) UK
The Confidential Enquiry into Maternal Deaths is a national programme investigating
maternal deaths in the UK and Ireland. Since June 2012, the CEMD has been carried out by
the MBRRACE-UK collaboration, commissioned by the Healthcare Quality Improvement
Partnership.
The Women, Children and Sexual Health Division continues to report:
• All late foetal losses between 22+0 and 23+6 weeks gestational age showing no
signs of life, irrespective of when the death occurred
• Terminations of pregnancy – resulting in a pregnancy outcome from 22+0 weeks
gestation onwards
• Antepartum Stillbirth – a baby is delivered at or after 24th week showing no signs of
life and known to have died before the onset of care in labour
• Intrapartum Stillbirth – a baby delivered at or after 24th week of pregnancy showing
no signs of life and known to have been alive at the onset of care in labour
• Early neonatal death – death of a live born baby (born at 20 weeks gestation of
pregnancy or later OR 400g where an accurate estimate of gestation is not available)
who died after seven completed days.
• Late neonatal death – death of a live born baby (born at 20 weeks gestation of
pregnancy or later OR 400g where an accurate estimate of gestation is not available)
who died after seven completed days but before 28 completed days after birth.

UKOSS UK Obstetric Surveillance System
The UK Obstetric Surveillance System is a national system established to study a range of
rare disorders of pregnancy, including severe ‘near-miss’ maternal morbidity. The Women’s
Health unit contributes, where possible, to their studies. The studies undertaken during the
period 2017-18 include:
•
•
•
•
•
•
•
•
•

•

Amniotic Fluid Embolism (0 cases reported)
Anaphylaxis in pregnancy (0 cases reported)
Aspiration in pregnancy (0 cases reported)
Breast Cancer in pregnancy (1 case reported)
Cystic fibrosis in pregnancy (0 cases reported)
Epidural Haematoma or Abscess Study (0 cases reported)
Epilepsy in pregnancy (1 case reported)
Gastric Bypass Surgery in pregnancy (0 cases reported)
Pulmonary Embolism in pregnancy (0 cases reported)
Vasa Praevia (1 case reported)

National Clinical Audit Reports in 2017/18
The reports of 46 national clinical audits were reviewed by the provider in 2017/18. The
Trust scrutinises each set of results to benchmark the quality of care provided, identify
successes for celebration and/or identify any risks for mitigation. Recommendations for local
improvement and change are considered and tracked via a central clinical audit action plan.
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Five of these completed national clinical audits are detailed below with the associated
actions that East Sussex Healthcare NHS Trust intends to take to improve the quality of
healthcare provided:

Paediatric Pneumonia Audit

Overview
Pneumonia (and other lower respiratory tract infections) is a leading cause of death worldwide - it
is a common condition and associated with significant morbidity and mortality, therefore proper
diagnosis, correctly recognising any complications or underlying conditions and appropriately
treating patients is extremely important.
The United Nations Children's Fund (UNICEF) estimates that three million children die worldwide
each year from Pneumonia. These deaths occur almost exclusively in children with underlying
conditions, such as chronic lung disease of prematurity, congenital heart disease and
immunosuppression. Although most fatalities occur in developing countries, pneumonia remains
a significant cause of morbidity across the developed world.
This national audit will be used to assess compliance with the British Thoracic Society (BTS)
Guidelines and to identify trends over time thus helping to determine baseline demographics and
identify areas for improvement in the management of childhood community acquired pneumonia
(CAP).
Lessons Learnt
Overall this audit has confirmed that the Trust is managing childhood CAP well, although
documentation of clerking could improve to aid a more accurate assessment of severity in a child
with possible pneumonia. Furthermore a local teaching session on the guidelines may reduce
unnecessary investigations in some cases of CAP.
ESHT Actions following the audit
1. Conduct a departmental teaching session on the importance of accurate documentation and
the management of chest infections in accordance with the national BTS guideline for the
management of CAP – complete
2. Review antibiotic guidance in the Trust’s local guideline, involving microbiology, local
pharmacy and senior clinicians – complete
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National Diabetic Foot-care Audit
Overview
The National Diabetes Foot Care Audit (NDFA) is a measurement system of care structures,
patient management and outcomes of care for people with active diabetic foot disease. In
2014/15 the annual cost of diabetic foot disease to the NHS in England was estimated at £1
billion, in addition to the personal/social costs of reduced mobility and sickness absence.
This national audit seeks to address three key questions:
 Are NICE recommended care structures in place for the management of diabetic foot
disease?
 Does treatment of active diabetic foot disease comply with national recommended
guidelines?
 Are the outcomes of diabetic foot disease optimised?
Lessons Learnt
New foot ulcers should be referred for expert assessment as soon as possible - people with
diabetes who have an active foot problem should be referred to a specialist team within one
working day and be triaged within two working days. When the time to first expert assessment is
delayed, ulcers are more likely to be severe.
ESHT Actions following the audit
1. Create simple and rapid referral pathways to facilitate rapid, expert assessment - complete
2. Continue to participate in the NDFA to collaborate in the nationwide drive to improve the
outcomes for diabetic foot disease and boost local recruitment – ongoing
3. Provision of a Diabetes specialist foot-care team through collaboration with East Sussex Better
Together – current staffing issues have been noted, details have now been added to the
Trust’s Risk Register

Moderate and Severe Asthma

Overview
There are approximately 5.4 million people in the UK who suffer from asthma, with one in five
households being affected. Of greater concern is that every 10 seconds someone is having a
potentially life threatening asthma attack and despite remarkable efforts by NHS staff, three
people will die of acute asthma every day in the UK. The purpose of this national audit is to
monitor documented care against the Royal College of Emergency Medicine (RCEM) standards
published in 2016. The audit is designed to drive clinical practice forward by helping clinicians to
examine the work they do day-to-day and benchmark against their peers, but also to recognise
excellence.
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Lessons Learnt
Identifying derangement in vital signs and peak flow early is a very important part of good asthma
care as it guides treatment and therefore leads to a reduction in morbidity and mortality. Better
sharing of working practices is needed and rapid cycle quality improvement work will raise
standards where possible. The results of this audit show that many departments are finding it
challenging to adhere to the time standards set by the British Thoracic Society and RCEM. It is
thought that this, in part, reflects the increasing demands on Emergency Departments with higher
volumes of patients with increasingly complex health needs.
ESHT Actions following the audit
1. Share the results of this audit across the Trust, ensuring full discussions and review at a local
level. This will help clinical staff to understand and engage with the actions required to improve
compliance – complete
2. Develop an education programme to roll out across the Emergency Departments; this will help
to educate clinicians following the recommendations from the RCEM - to include psychological
aspects – complete
3. Adopt or design a new proforma, incorporating the recommendations identified in this audit this will help to improve documentation and act as an aide memoire for assessment,
discharge/admission criteria and dosing of medication – complete
4. Design an information leaflet to provide to patients upon discharge – complete

National Audit of Dementia

Overview
Dementia has remained a key national priority for health services since the outset of audit in 2008.
Governments in England and Wales have restated the need to improve dementia care in
hospitals, other care settings and the community.
The National Audit of Dementia (care in general hospitals) measures the performance of general
hospitals against criteria relating to care delivery which are known to impact upon people with
dementia while in hospital. These criteria have been derived from national and professional
guidance, including NICE Quality Standards and guidance, the ‘Dementia Friendly Hospitals’
charter, and reports from the Alzheimer’s Society, Age Concern and Royal Colleges.
Lessons Learnt
Inconsistency in what is recorded and communicated with regards to delirium may affect clinical
care and thereby increase a person with dementia’s risk of developing delirium. Robust
mechanisms must be in place for assessing delirium in people with dementia including:
 At admission, a full initial delirium assessment, whenever indicators of delirium are identified
 Cognitive tests administered on admission and again before discharge
 Delirium screening and assessment fully documented in the patient’s notes (regardless of the
outcome).
 Care offered in concordance with the delirium evidence-based recommendations when the
assessment indicates symptoms of delirium
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Results recorded on the electronic discharge summary
Ensure staff receive training in delirium and its relationship to dementia, manifestations of
pain and behavioural and psychological symptoms of dementia

Carer satisfaction should be seen as a marker of good care. Ward managers should be supported
to ensure carers supporting patients should not be asked to leave at mealtimes/stopped from
helping with meals (this excludes emergency and urgent care and treatment).
A Dementia champion should be available to support staff 24 hours per day, 7 days per week.
This could be achieved through ensuring that people in roles such as Site Practitioners have
expertise in Dementia care.
ESHT Actions following the audit
Staff communication
1. The Outreach Specialist Team to attend gateway areas within the acute setting - Service
Change Proposal devised to support the development of shared care wards on each site – In
progress
2. Key documents to be made available and used appropriately within the patient’s notes –
Ongoing
3. “This is Me”/ “Reach out to Me” documents – ensure that these are displayed in clear plastic
wallets at the end of the patient’s bed for all staff (including housekeeping) to refer to as
required – Ongoing
4. Ensure calls are made in a timely manner to the Dementia Care Team for early assessment
and therapeutic intervention or to support carers and staff as appropriate – Education of staff,
especially in relation to general comprehension of this growing cohort of patients to ensure that
management is respectful and empathy is shown to the needs of patients and carers –
Ongoing
Discharge
1. Development of improved multidisciplinary working – In progress
2. Specialist Teams to undertake continuous evidence-based assessments – Education of staff
about the National Audit requirements for documentation to support evidencing of intuitive
observation, robust care and improved discharge planning – Ongoing
Assessment
1. Comprehensive Geriatric Assessment tool to be included in a booklet for frail patients and
those over 65 years old – Underway
2. Staff training and education regarding accurate assessment and clear documentation within
the Trust’s Integrated Care Pathway – Ongoing
3. Delirium – requires an assessment on admission by Medical Teams – Under review
4. Conduct a local audit on pain assessment for Dementia patients – Complete
Carer Communication
1. Development of a supplementary information document for Dementia care – this will help
support the service moving forward and improve patient/carer communication – In
development
2. Butterfly scheme in situ (Butterfly stickers should be placed on the patient’s notes and in all
referral documents if they have Dementia) – maintain uptake and ensure all staff implement
the scheme, this will require education through the Matrons – Ongoing
3. Carers Respite Emergency Card – increased education and involvement from South East
Coast Ambulance Service (SECAMB) and South Central Ambulance Service (SCAS) –
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Ongoing
4. Continue to work closely with the catering department to increase and widen the use of blue
(and/or red) plates – Ongoing

Prevention of Surgical Site Infection

Overview
Public Health England’s Healthcare Associated Infection and Antimicrobial Resistance
Department runs the Surgical Site Infection Surveillance Service (SSISS) – this service helps
hospitals across England record and follow-up incidents of infection after surgery, and use these
results to benchmark, review and change practice as necessary. The SSISS supports the
mandatory surveillance of surgical site infection (SSI) in four categories of Orthopaedics:
 hip replacements
 knee replacements
 repair of neck of femur
 reduction of long bone fracture
Lessons Learnt
Factors increasing SSI risks can be related to patient characteristics and certain pre-operative
factors. Implementation of national evidence based guidelines and standards provide a means of
achieving an effective patient safety culture.
• Yearly comparison of data is better than the quarterly comparison for a more reliable and
accurate reflection of the SSI rate
• Any high outlier notifications are dealt with by the multidisciplinary team approach to find the
cause and work towards correcting it
• Patients are informed about their post-operative role in wound management and signs and
symptoms of SSI
• GPs and District Nurses should be made more aware of the need for wound swabbing before
prescribing antibiotics to patients post-operatively
ESHT Actions following the audit
1. Provide a single room for patients identified as MRSA positive and prevent any unnecessary
bed movements post-surgery – work towards reducing bed shortages by carefully planning and
improving the timely discharge of patients – Ongoing
2. Continue to screen all patients for MRSA pre-operatively – Ongoing
3. Continue to ensure decolonisation treatment is given to all patients identified as MRSA positive
– Ongoing
4. Source and provide information leaflets to patients about Surgical Site Infections and the
resources available to them – Complete / Ongoing
5. Educate and ensure relevant staff understand and comply to NICE Guideline CG74 - Surgical
site infections: prevention and treatment and to the local Trust Policy – Ongoing
Full details of all mandated national clinical audits and Trust specific results are available
online via: https://www.hqip.org.uk/
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Local Clinical Audit
Local clinical audits are undertaken by teams and specialities in response to issues at a local
level, they are generally related to a service, patient pathway, procedure or operation or
equipment.
159 local clinical audit reports were developed in 2017/18. Five of these local clinical audits
are detailed below with the associated actions that the Trust intends to take to improve the
quality of healthcare provided

Endocrinology
Are we effectively investigating & managing hyponatremia in our patients?
*WINNER of the 2017/18 Trust Clinical Audit Awards*
Background
Hyponatraemia affects 15-20% of emergency admissions to hospital, it is a dangerous
problem associated with increased mortality and length of stay in hospital. Rapid changes in
serum sodium levels or severely low levels can result in vomiting, seizures, coma and cardiorespiratory arrest. Despite the consequences and implications of low sodium levels it is a
poorly recognised problem which is often inadequately investigated and managed.
Aims and objectives
• To establish whether, amongst those patients presenting to the acute assessment unit
with hyponatraemia, it is being recognised as a problem
• To assess whether the recommended investigations are being carried out to determine the
cause of the hyponatraemia
• To assess whether the correct management is being undertaken to correct the
hyponatraemia
• To evaluate the length of stay, rate of re-admission and mortality rates amongst patients
with hyponatraemia
Discussion and Lessons Learnt
This audit has demonstrated primarily that hyponatraemia is not being adequately
investigated and managed in the Acute Assessment Unit. In addition the evidence of
increased length of stay, re-admission and mortality rates amongst these patients reiterates
the need for this problem to be correctly managed.
Actions following the audit
1. Re-education of doctors in the assessment and management of hyponatraemia – ongoing
and reiterated via Grand Round
2. Provide an outline of how to manage hyponatraemia – Complete
Following this audit, the auditor developed a poster outlining how hyponatraemia must be
managed; this has been displayed appropriately across key clinical areas. Alert stickers have
also been developed for use in patient notes.
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Accident & Emergency
Consultant sign off in patients with traumatic chest pain aged 30 years or older and abdominal
pain aged 60 years or older
Background
The crucial role of Middle Grade staff and particularly Consultants in A&E departments helps
to improve clinical outcomes, reduce waiting times and length of stay and ensures that
patients are only admitted to hospital if there is no reasonable alternative.
The Royal College of Emergency Medicine is currently advocating an increase in the number
of Consultants present within A&E departments to provide a higher standard of care to
patients and invaluable support to Junior Doctors and other medical practitioners. Chest pain
and abdominal pains are very commonly encountered in A&E – most cases are
straightforward in nature and managed appropriately, however, a number of these patients
may have underlying life-threatening health conditions and are being discharged by Junior
Doctors who have not discussed the patient with a Consultant or Middle Grade Doctor
(against best practice recommendations). In many cases these discharged patients will represent to A&E again at some point in the near future in a worsened state, increasing the risk
of mortality.
Aims and objectives
• To identify the proportion of this patient group who are assessed by a Consultant/Middle
Grade Doctor prior to discharge
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• To recognise and implement improvement methods to ensure a rising trend of these
patients being reviewed by a Consultant (or a Middle Grade Doctor in the absence of a
Consultant) prior to discharge
Discussion and Lessons Learnt
More than 50% of patients presenting to the Emergency department were neither seen nor
reviewed by a Consultant or a Middle Grade Doctor.
There is a notable lack of awareness amongst Junior Doctors with regards to the importance
of Consultant and Middle Grade patient sign off. Despite the presence of a Middle Grade
doctor on the A&E shop floor at all times during the audit, the number of Middle Grade sign
offs were considerably low. To optimise patient safety, Junior Doctors must be educated and
encouraged to approach Middle Grade Doctors working in the department to review patients
in the absence of a Consultant. The use of posters displayed around the department,
Consultant sign-off stamps, educational seminars and meetings will help to circulate the
message to all staff members working in the department.
Actions following the audit
1. Make alterations to the Consultant rotas to ensure a greater proportion of time is spent
working on the ‘shop floor’ – Complete
2. Increase recruitment of Middle Grade doctors by developing employment opportunities
within the department – assistance from Managers to advertise job posts – Ongoing
3. Increase awareness amongst Junior Doctors regarding the importance of Consultant/
Middle Grade sign offs and Royal College standards by conducting educational seminars,
displaying posters and using sign off stamps. Department staff (including Doctors, Nurses
and Paramedic staff) must take an active role in educational activities and seminars to
raise awareness of this issue. Ongoing – Posters are now displayed on the A&E Doctors’
noticeboard, sign off stamps are available for use and trainee teaching sessions are being
used to educate staff regarding the need for Consultant/Senior grade patient sign offs.

Obstetrics
Category 1 caesarean section – Decision to delivery interval and neonatal outcomes
Background
Category 1 caesarean sections are undertaken in situations where there is an immediate
threat to the mother or foetus, and should be initiated within 30 minutes of ‘decision to
delivery’ (DDI). Certain clinical situations will require a much quicker DDI than 30 minutes and
units should work towards improving their efficiency. Undue haste to achieve a short DDI can
introduce its own risk, both surgical and anaesthetic, with potential harm caused to mother
and foetus.
Aims and objectives
This audit was conducted as a baseline study to evaluate Trust practice and identify any
factors leading to a delay in delivery or adverse outcome for the mother or baby.
Discussion and Lessons Learnt
A category 1 caesarean section is an obstetric emergency and has to be acted on quickly
involving a multi-disciplinary team of Obstetricians, Midwives, Theatre Team, Anaesthetists
and Neonatologists. This audit evidenced good multidisciplinary team involvement and all
patients had been discussed with the Consultant on call. No specific risks were identified in
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this study, seven cases did not achieve the 30 minute target but all babies were delivered
safely with good outcomes.
 If the decision is made to delay the delivery beyond the 30 minute target, full details must
be clearly documented in the patient’s notes and on the Trust’s electronic system ‘E3’.
Actions following the audit
1. Ensure that each caesarean section category is clearly documented on E3 – Inform the
PROMPT (Practical Obstetric Multi-Professional Training) Lead of the need to highlight
this at every course – Ongoing
2. Consider a prospective future re-audit for accurate data collection – (if deemed necessary)
to be confirmed
3. Discussion to take place with the Anaesthetic Lead regarding the use of a second theatre
for Category 1 caesarean sections, and the frequency of requirement – complete
4. Improve documentation for any category 1 caesarean sections performed >30 minutes
from DDI – Discuss with E3 system coordinator to generate an information box to be
completed by the surgeon involved – complete

Pharmacy
Compliance with East Sussex Healthcare NHS Trust Guideline on Pharmacological
Treatment of Inpatient Acute Anxiety and Insomnia in Adults
Background
Hypnotic and anxiolytic drugs are respectively used to help restore normal sleep behaviour
and to reduce anxiety-linked symptoms. The use of hypnotics and anxiolytics may cause
drowsiness, falls, forgetfulness, confusion, depression, irritability, aggression, impulsivity,
cognitive and psychomotor impairment, in addition to problems of tolerance and dependence
and therefore correct management for these drugs is essential.
Aims and Objectives
To assess whether the treatment of acute anxiety and insomnia in adults at Eastbourne DGH
and Conquest Hospital is according to the ESHT guideline.
Discussion and Lessons Learnt
Staff are not complying with the ESHT guideline for the acute treatment of anxiety and
insomnia in adults:
 Patients are at risk of being treated unnecessarily and inappropriately for these conditions
 Non-pharmacological measures are not in place and followed as a first step before
initiating pharmacological treatments.
Prescribers, pharmacists and nurses should be educated regarding the available guidance
and where this can be located. The inclusion of pathways for acute treatment of anxiety and
insomnia in the drug charts would be helpful to staff and boost compliance.
Cognitive Behavioural Therapy for insomnia and anxiety (CBTI) has been shown to be
beneficial where it affects everyday life. CBTI is not currently available locally and so the
introduction of this therapy may be beneficial.
Actions following the audit
1. Disseminate the results of this audit and the associated guideline widely across the Trust
to educate staff and increase awareness, the guideline is available for all staff to review
via the extranet – complete
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2. Pharmacists to challenge sleep disturbance in accordance with the formulary and
guidelines. Audit to be presented at clinical pharmacist meeting and all staff reminded of
guidance and formulary status – complete (audit to be repeated after suitable time lapse)
3. The Pharmacy Department to review medicines as part of the ‘Falls and Polypharmacy
review’ – complete. A process has been created however it is currently unclear how
widespread practice is. The model of practice in Pharmacy has been reworked around
clusters and it is expected that this work will form a new model of care within Pharmacy.
Work around this includes the creation of referral criteria and tools to simplify review.

Pathology
Anaerobic blood stream infections in East Sussex Healthcare Trust
Background
Anaerobic bloodstream infections (BSI) are uncommon in the community and in hospital
patients, though one study from the USA has reported the re-emergence of anaerobic
bacteraemia. The isolation of anaerobes from blood culture is usually associated with high
mortality and can lead to multi-organ failure. The majority of patients with anaerobic BSI do
not receive appropriate antimicrobial treatment as this infection remains unsuspected on
clinical basis, often leading to an adverse outcome. Antibiotic susceptibility testing on
anaerobic organisms is rarely carried out as it is technically difficult to perform, expensive and
the results take significant time to become available due to the slow growth of anaerobes.
Aims and Objectives
The main objective was to examine the prevalence and antibiotic susceptibility pattern of
anaerobic organisms causing BSI and evaluate the efficacy of empirical antimicrobial therapy.
Discussion and Lessons Learnt
Anaerobic BSIs are rare in hospitalised patients, however several risk factors such as recent
abdominal surgery, cancer, intensive cancer therapy, bone marrow transplant, old age or preexisting heart, kidney and liver disease have been identified for this infection. The incidence
of anaerobic BSI in this audit was low - there could be several reasons for this such as routine
bowel preparation before surgery, appropriate use of antibiotic prophylaxis and use of
empirical antibiotics which are effective against anaerobes.
This study highlights a low rate of anaerobic bacteraemia at ESHT over the past ten years.
76% of episodes occurred in the over 60 age group and 40% of all episodes occurred in the
Emergency Department, therefore empirical agents active against anaerobes should be
considered in patients presenting with bacteraemia in this location.
Low level resistance to the antibiotics used was identified; therefore the empirical antibiotic
guidelines for Sepsis issued by the Trust are confirmed to be extremely effective.
The auditors recommend periodic epidemiology and resistance surveillance in anaerobic
bacteraemia to guide empirical antibiotic therapy.
Actions following the audit
1. Re-audit again in five years to evaluate the effectiveness of empirical antibiotics against
anaerobic blood stream infections
2. Share the audit’s findings with the Antimicrobial Stewardship Group and the Microbiology
department to assure staff that the Trust’s antimicrobial guidelines are effective against
anaerobic blood stream infections
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Participation in Research
Participation in clinical research demonstrates our commitment to improving the quality of
care and services we provide.
Research is a core part of the NHS, enabling the improvement of the current and future
health of the people it serves. The Health Research Authority (HRA) defines research as
‘The attempt to derive generalizable or transferable new knowledge to answer questions with
scientifically sound methods’.
In April 2016 the HRA rolled out a new single approval process bringing together the
assessment of governance and legal compliance. Under this umbrella the independent
Research Ethics Committee (REC) opinion is provided through the UK Health Departments’
Research Ethics Service (UKRES) therefore participating sites can be confident that patients
are being offered research opportunities that meet the regulatory and statutory requirement
for national and international studies. This is a positive outcome for patients.
This has led to a shift in focus for the Clinical Research Department requiring exploration of
new ways of working to support varied specialties. This has given us opportunities to work
closely with nursing and AHP specialists, who are experts in their field, whilst we can support
as specialists in the research requirements.
This has included developing strategies to enable Trust engagement with research activity.
Chiefs of Division receive regular updates of current recruiting studies and details of
Principle Investigators involved in providing research opportunities to patients. The Head of
Research is now a member of Senior Leaders Forum, Clinical Effectiveness Group and
Education Steering Group.
Activity
The number of patients that were recruited to research studies during 2017/18 is currently
834 with many more being offered the opportunity to take part. This is a similar number to
the previous year. The final figure will be available at the end of May 2018 and is expected to
exceed the 2016/17 total.
During 2017/18 we have been involved in conducting 70 clinical research studies and this is
an increase from the previous year.
The clinical research team seeks to work closely with specialist teams, supporting Principle
Investigators, Clinical Nurses Specialists and Allied Health Professionals in a number of
specialties.
Achievements 2017/18
• Audiology study opened – Hearing Aids for Music project
• Ophthalmology study opened - National survey of prosthetic eye users
• Emergency Department study opened in collaboration with SECAMB and Sussex
Police – ENHANCE (Enhancing Mental Health Awareness in Emergency Services)
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•
•

•
•
•

Fluid Optimisation in Emergency Laparotomy (FLO ELA) – Conquest is joint 4th in
recruiting to this national study
A renal denervation study for hypertension (RADIANCE HTN) which is available on
Facebook with Conquest Hospital Doctors being cited, and is the only participating
site in the Kent Surrey and Sussex region
Improved working with CNS’s who run nurse led clinics – including Gastroenterology,
Urology, Rheumatology, Cardiology
Continued alignment with the five year Research and Development Strategy
Reconfiguration of the team to provide admin support and clinical trial co-ordinator
posts. This is positive and enables flexibility to support a wide variety of research
activity
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Commissioning for Quality and Innovation (CQUIN)
Like all NHS Trusts, East Sussex Healthcare is required to make a proportion of our income
conditional on achieving quality Improvement and innovation goals through the
Commissioning for Quality and Innovation (CQUIN) payment framework.
The baseline value for CQUIN is 2.5% of the Trust standard contract value and 2.5% for
Specialised Services commissioned through NHS England.
2017/18 schemes are summarised in the table below with indication as to whether all quality
milestones were achieved.
Scheme
National

CQUIN

Improvement milestones
achieved
Partially achieved

Staff Health & Wellbeing
Reducing the impact of serious infections
(Antimicrobial Resistance and Sepsis)

Partially achieved

Improving service for people with mental
health needs who present to A&E
Offering Advice & Guidance

Full achievement

NHS e-Referrals
Supporting Proactive & Safe Discharge

NHS
England
CQUIN

Full achievement (against
revised milestones)
Full achievement (against
revised milestones)
Full achievement

Patient Activation Measures (HIV)

Full achievement

Dose Banding IV SACT

Full achievement

Diabetic Eyes Screening Programme

Full achievement

CHIS – Unimmunised Children

Full achievement
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Statements from the Care Quality Commission
The Trust is registered with the Care Quality Commission (CQC) to carry out eight legally
regulated activities from 17 registered locations with no conditions attached to the
registration.
In March 2018 the CQC carried out inspections at the Conquest Hospital and Eastbourne
District General Hospital. They rated everything they inspected as ‘good’ or ‘outstanding’; the
Emergency Department at Eastbourne was rated good for well led and caring but ‘requires
improvement’ for safe, effective and responsive. The CQC noted a marked improvement in
the quality of our care and concluded that the Trust no longer needed to be in special
measures for quality and this recommendation was accepted by NHS Improvement.
The CQC acknowledged that on the basis of the inspection in March, the Trust’s rating
would be ‘good’; however the overall rating remains as ‘requires improvement’ because not
all services were inspected. It is explained in the report that whilst the aggregated rating for
the core services inspected would have brought the Trust to good overall, the impact of the
core services they did not re-inspect leaves it as requires improvement overall.
For the first time ‘outstanding’ ratings were received in three categories. Care across the
Trust continued to be rated as ‘good’ and the CQC noted that the staff they spoke to across
the Trust placed compassion and empathy as integral to providing good care, and they
found evidence that many ‘went the extra mile’.
The Trust aims to be an outstanding organisation by 2020, providing excellent healthcare for
the people of East Sussex, and where people are happy and proud to work. The report is
clear evidence that good progress is being made.

Conquest Hospital (Arrows indicate progress since last report)

*

*
*
*

*Critical care, services for children and young people, End of Life Care and Outpatients were not inspected in March 2018, the
ratings relate to the inspection in 2016
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Eastbourne District General Hospital

*
*
*
*

*Surgery, Critical care, services for children and young people and End of Life care were not inspected in March 2018, the
ratings relate to the inspection in 2016

Overall Ratings

The full reports and ratings are available at www.cqc.org.uk/provider/RXC
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Data Quality
During 2018/19 we will be taking the following actions to maintain and improve data quality:
•
•
•
•
•
•
•
•
•

•
•
•

Service improvement to support moving towards the 2020 national digital roadmap
Complete a review of process and function to ensure expert resource is used in the
best way
Staffing – increase establishment and management to better support the Trust in
recognition of the importance of data quality
Analyse and identify data quality issues within new systems/services to the Trust e.g.
SystmOne and Evolve
Undertake a re-audit of completeness of NHS Numbers to ensure continued progress
Validate correct attribution on the Patient Administration System of GP Practice
through the national register (SPINE)
Visit other Trusts’ Data Quality departments to gain an understanding of how other
units operate and to bring back and apply good practice
Engage with the divisions to gain understanding of how these operate and also
identify areas for data quality improvement
Provide advice, instruction and guidance to all levels of staff on good data quality
practice through training workshops and presentations to specific staff groups e.g.
ward clerks, outpatient staff
Identify long term data issues and determine actions to overcome these
Work closely with training staff to ensure training materials and scripts are accurate
and support good data quality practice
Establish a Data Quality steering group to address wider issues and to provide better
governance

NHS Number and General Medical Practice Code Validity
East Sussex Healthcare NHS Trust submitted records during April 2017 to January 2018 to
the Secondary Uses Service for inclusion in the Hospital Episode Statistics which are
included in the latest published data:
The percentage of records in the published data which included the patient’s valid NHS
number:
• 99.6% admitted patient care
• 99.8% outpatient care
• 98.3% accident and emergency care
The percentage of records in the published data which included the patient’s valid General
Medical Practice Code:
• 100% admitted patient care
• 100% outpatient care
• 100% accident and emergency care
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Information Governance toolkit attainment levels
The Information Governance Toolkit (IGT) is an existing approved Information Standard. It is
an online performance tool developed by the Department of Health to support organisations
to measure their performance against information governance requirements. The Care
Quality Commission uses the results to triangulate their findings.
All organisations, including ESHT, are mandated to carry out self-assessments of their
compliance against the IG requirements. The Trust has 45 requirements over the following
six areas:
• Information governance management
• Confidentiality and data protection assurance
• Information security assurance
• Clinical information assurance
• Secondary use assurance
• Corporate information assurance
ESHT’s IGT assessment score for 2017/18 was 73% and was graded as Green or
satisfactory. This is a self-assessment with external review to provide assurance of accuracy
to the Trust.
Out of the 45 requirements, 36 were assessed as at the required level 2, and 9 were at the
higher level 3. For 2017/18 the Trust internal auditor’s report gives ‘reasonable assurance’
that the Trust’s submission is robust.
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Clinical Coding Error Rate
Clinical Coding is the translation of medical terminology written in the patient’s notes by
healthcare professionals, to describe a patient's presenting complaint or problem, diagnosis
and treatment into a coded format which is nationally and internationally recognised.
To ensure accuracy of clinical coding a number of internal audits are undertaken in addition
to an external Information Governance (IG) Audit conducted by a Clinical Classifications
Service Registered Auditor.
Results of the IG Audit
We have achieved Level 2 in primary diagnosis, primary procedure and secondary
procedure fields and achieved level 3 in secondary diagnosis field. Attainment levels are
below.
Information Governance Toolkit – Levels of attainment – percentage accuracy targets
Levels of attainment – percentage accuracy target areas
Primary diagnosis
Secondary diagnosis
Primary procedure
Secondary procedure

Level Two
≥ 90%
≥ 80%
≥ 90%
≥ 80%

Level Three
≥ 95%
≥ 90%
≥ 95%
≥ 90%

The percentage accuracy for the latest IG Audit by CCS approved external auditor is:
Primary
diagnosis
92.65%

Secondary
diagnosis
94.02%

Primary
procedure
92.79%

Secondary
procedure
86.38%

This indicates an overall accuracy percentage of 91.46% highlighting 8.54% error rate.
In conclusion, the general standard of Clinical Coding was noted as very good with national
standards for clinical coding being followed well. Some mandatory comorbidities, current
conditions, peri and post procedural complications and relevant symptoms without definitive
diagnosis had been omitted however.
A number of recommendations have been made and are being implemented within the
department.
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Part 3 - Review of Quality Indicators
and our Priorities for Improvement in
2017/18
Patient Safety Improvement priorities 2017/18
Introduction and development of Safety Huddles across the Trust
Significantly improved
What is a Safety Huddle?
A Safety Huddle is a multi-disciplinary meeting which gives frontline teams the opportunity to
discuss specific patient safety risks and collectively develop plans to address these.
Generally, the huddles are held mid-way through the shift, ensuring effective communication
and a chance for the team to re-group and discuss any concerns or issues.
The huddle always ends with the nurse-in-charge checking on the team’s health and wellbeing and ensuring they have all had the opportunity to take a break.
Our aim
• Safety huddles will be conducted every day on every ward across both sites and in
the community
• Membership of the safety huddle will be multidisciplinary
• Delays in pathways will be reduced
How have we done?
• At the beginning of 2017/18, no wards held a safety huddle daily, this has now
increased to 97% at the end of March 2018
• At the beginning of 2017/18, no wards held a safety huddle twice a day, this has
now increased to 94% at the end of March 2018
Whilst it is difficult to quantify the impact that Safety Huddles are having in isolation,
alongside additional focussed pieces of work, we are seeing:
•
•

A steady decrease in the severity of harm being reported
A reduction in the severity of falls

Amongst the benefits that staff have reported as a direct result of the introduction of Safety
Huddles are:
•
•
•

An opportunity to develop action plans to address safety issues and to foster a
culture of safe care
Dedicated time to ensure the health and well-being of staff
Time to share important messages at the earliest opportunity
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•
•
•

A vehicle for ward teams to continually learn and improve together
Supported personal development and increased confidence as all trained staff are
given the opportunity to lead a Safety Huddle
Patients and relatives reassured by the introduction of the huddles

Further improvements identified for 2018/19
• Additional support for the wards to embed the safety huddle into twice daily practice
• Continue to improve multidisciplinary participation in safety huddles

Introduction of a departmental accreditation programme Excellence in Care
Progress made (continued priority in 2018/19)
What is the Excellence in Care programme?
The Excellence in Care Programme will provide a framework and ongoing review for quality
care and leadership at departmental level. It is identified as a priority in the Patient Safety
and Quality Strategy and will empower wards and departments to deliver high quality care
through effective leadership and improvement culture.
This will bring together the quality assurance and robust actions for improvement. It will also
provide recognition for wards and departments delivering continuously safe and effective
care enabling other areas to learn from them.
Our aim
• Completed dashboard with a clear accreditation process
• 10 wards on the scheme by end of March 2018
• Wards should achieve a constant high standard across the Trust
How have we done?
We initially designed the Quality and Safety measures with a ward to identify outcomes and
effective measures and then the drivers required to achieve these. Eight outcomes were
identified for the Quality and Safety measures and these were then collected on a monthly
basis from quality audits, patient experience feedback and risk management data such as
incidents.
Rolling out to four wards who received the information in a dashboard format allowed a clear
review of the outcomes to determine if within the thresholds. If over the threshold the
outcome will flag as red and the ward can then drill down to the drivers that will impact on
the outcome to identify where they can improve.
This was tested and trialled until February and in March 2018 we rolled out to another six
wards that have started to use the system.
In addition we have procured a new system to enable electronic recording and the ability to
see all the domains of Quality and Safety, Leadership and Culture, Access and Delivery and
Finance and Efficiency in a dashboard. The other domains have also been developed but
need to be tested and established on the system before rolling out to the trial wards.
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We made the decision to use the system to collect and define a standard threshold for the
wards to work towards. This will allow us to know what good looks like and identify if the
wards are achieving this. Where they are not achieving, the wards can establish their own
improvement schemes to increase the quality of care delivered ide
Further improvements identified for 2018/19
• Identify how to collect and record the outcomes and drivers for Access and Delivery
and Leadership and Culture domains
• Continue to roll out the system to further wards on a rolling programme
• Ensure monthly reports sent to the wards to enable review of information to identify
areas for improvement

Learning from the review of deaths
Progress made
It is important that we learn from care provided to our patients which could have been better.
We already have a system and process in place for recording consultant review of deaths
but we wanted to improve this by making changes to meet the National Guidance on
learning from deaths. We also wanted to ensure any care or treatment raised by bereaved
relatives/carers/friends will initiate a clinical review and discussion at a multidisciplinary
meeting so we can learn and make changes to practice if required.
Our aim
• A revised Morbidity and Mortality Policy will be developed by September 2018 which
meets the national requirements
• Deaths will be reviewed within three months of the month of death
How have we done?
• We have developed and implemented a mechanism where concerns raised by
relatives/friends at time of death are investigated and actions taken where necessary
• We have changed the way we review all deaths which have occurred in the Trust to
meet the new National Guidelines on Learning from the Review of Deaths
• Our Out of Hospitals Division now reviews all deaths which have occurred in our
community hospitals and ensure that any learning from these is used to improve care
of the services we provide
• We continue to strive to review all acute hospital deaths where possible within a three
month timeframe.
• We review and investigate where necessary any pathway or condition where there is
a concern identified through local or external data, for example, CQC
• We report information on deaths and any associated learning to the Trust Board on a
quarterly basis.
• Our Medical Director hosted a Mortality Summit for all Trust Consultants to drive
improvement in patient outcomes and improve mortality review processes and
learning
• The Trust actively participates in the KSS AHSN Mortality Community of Interest,
represented by the Assistant Medical Director
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Further improvements identified for 2018/19
• We continue to support our consultants to review all deaths within a three month
timeframe
• We are considering whether alternative models for systematic learning from deaths
might increase the independence, rigour and timeliness of review
Mandatory Disclose of Information - Learning from Deaths 2017/18
No.

Requirement

27.1 The number of patients who
have died within the
reporting period

Mandatory wording for QA
During April 2017 – March 2018, 1,957 of East Sussex
Healthcare NHS Trusts (ESHT) patients died.
This comprises the following number of deaths which
occurred in each quarter of that reporting period:
•
•
•
•

436 in first quarter
411 in second quarter
486 in third quarter
624 in the fourth quarter

The following reporting is based on number of
deaths from April – December 2017 as deaths in Q4
are still subject to the review and investigation
processes set out by the Trust policy for reviewing
deaths.

27.2 The number of deaths
included in item 27.1 which
the provider has subjected
to a case record review or
an investigation to
determine what problems (if
any) there were in the care
provided to the patient,
including a quarterly
breakdown of the annual
figure

27.3 An estimate of the number
of deaths during the
reporting period included in
item 27.2 for which a case
record review or
investigation has been
carried out which the

During April – December 2017, 1,333 of ESHT
in-hospital patients died.
By 29th May 2018, 1,085 case record reviews and 78
investigations have been carried out in relation to
1,333 of the deaths included in item 27.1.
In 73 cases a death was subjected to both a case
record review and an investigation.
The number of deaths in each quarter for which a case
record review or an investigation was carried out was:
•
•
•

384 in the first quarter
342 in the second quarter
364 in the third quarter

7 representing 0.525% of the patient deaths during the
reporting period are judged to be more likely than not
to have been due to problems in the care provided to
the patient.
In relation to each quarter, this consisted of:
• 1 representing 0.229% for the first quarter
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provider judges as a result
of the review or investigation
were more likely than not to
have been due to problems
in the care provided to the
patient (including a
quarterly breakdown), with
an explanation of the
methods used to assess
this.
27.4 A summary of what the
provider has learnt from
case record reviews and
investigations
conducted in relation to the
deaths identified in item
27.3.
27.5 A description of the actions
which the provider has
taken in the reporting
period, and proposes to take
following the reporting
period, in consequence of
what the provider has learnt
during the reporting period
(see item 27.4).

•
•

2 representing 0.487% for the second
quarter
4 representing 0.823% for the third quarter

These numbers have been estimated using the Royal
College of Physicians National Structured Judgement
Review methodology in conjunction with internal
Serious Incident investigations, Amber Investigations,
Inquests, Complaints and Quarterly Mortality Review
Audits.
The predominant themes from learning have been:
improved recognition of Sepsis, improved falls
assessment and prevention practice, improved
handover (SBAR) information, improved DNACPR
documentation, improved pain recognition, the need
for more robust checks when n-g tubes are inserted,
and improved referral processes.
The Trust has a Sepsis improvement programme, with
the steering group driving improvements in prompt
recognition and treatment of Sepsis, via a programme
of education aimed at both frontline and ward staff.
Falls assessment training is ongoing and
documentation audited. The Trust is trialling an
improved assessment tool, for which evidence
suggests a higher sensitivity.
Training of staff and audit of completion of DNACPR
forms continues. We are introducing, together with the
CCGs, the national ReSPECT documentation
throughout East Sussex, both in the acute hospitals
and the community, during 2018 and a programme of
education is under way for this.
Training is ongoing both in the Emergency
departments and on the wards on pain recognition and
severity assessment.
New processes are being introduced, to increase the
robustness of safety checks when inserting n-g tubes.

27.6 An assessment of the
impact of the actions
described in item 27.5 which

The Trust has recently incorporated electronic referral
systems in some areas. The specification for the
upcoming electronic patient record and clinical
information systems will include this universally.
The Sepsis Improvement Programme has resulted in a
substantial and ongoing decrease in the mortality from
Sepsis over the course of 2017/18.
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were taken by the provider
during the reporting period.

The new falls assessment programme is anticipated to
reduce further the number of patient falls, as should
the increased emphasis on re-assessing falls risk
when a patient’s condition changes or when they
transfer between wards or hospitals.
The introduction of RESPECT documentation will
create an advance care planning framework much
more responsive to patients’ wishes, incorporating
ceilings of care and DNACPR components.
The increased education in pain recognition and
assessment will improve the responsiveness of staff to
patients suffering pain and enable more prompt and
effective management of it.
The more robust checks of n-g tube position should
avoid incidents of inappropriate position with the
associated risk of aspiration of fluid into the respiratory
tract.

27.7 The number of case record
reviews or investigations
finished in the reporting
period which related to
deaths during the previous
reporting period but were
not
included in item 27.2 in the
relevant
document for that previous
reporting period
27.8 An estimate of the number
of deaths included in item
27.7 which the provider
judges as a result of the
review or investigation were
more likely than not to have
been due to problems in the
care provided to the patient,
with an explanation of the
methods used to assess
this.

The electronic referral systems, once established, will
greatly improve the speed and reliability of inpatient
referrals, ensuring more appropriate and timely
specialist advice and better outcomes (mortality,
morbidity and length of stay).
As this is the first Learning from Deaths report in
quality accounts there is no previous relevant reporting
period.

As this is the first Learning from Deaths report in
quality accounts there is no previous relevant reporting
period.
Our previous mortality review system was different and
it would be difficult to compare the two.
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27.9 A revised estimate of the
number of deaths during the
previous reporting period
stated in item 27.3 of the
relevant document for that
previous reporting period,
taking account of the deaths
referred to in item 27.8

As this is the first Learning from Deaths report in
quality accounts there is no previous relevant reporting
period.
Our previous mortality review system was different and
it would be difficult to compare the two.
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Clinical Effectiveness Improvements 2017/18
Continue with the End of Life Care Improvement work
Progress made (continued priority in 2018/19)
End of life care was chosen for the Quality Account in recognition that there is only one
chance to get it right for end of life care patients and their families.
In 2016/17 we developed and completed a number of actions to comply with the five
Priorities of Care as outlined by the Leadership Alliance for the Care of Dying People. We
concentrated on adults, in their last days and hours of life, in the acute sector. The CQC had
rated end of life care as requiring improvement. In 2017/18 we broadened our improvements
to include the last year of life, services provided in the community and how we coordinate
care for patients.
Our aims
• We will know who is in the last days or hours of life
• We will see improvement in the use of an individualised care plan for patients in the
last days/hours of life
• We will understand patients’ and relatives’ views and experience of EOLC services
• We will track progress against the six ambitions set out in the national framework for
Palliative and End of Life Care
• All patients who express a desire for spiritual support will be seen by the chaplain
• A mechanism will be in place for ensuring patient’s wishes for a preferred place of
care is achieved
• All nursing staff will have attended the ‘care of the dying’ programme
• A flow chart will be implemented aimed at reducing variation in access to the local
hospice
• We will be able to demonstrate learning from complaints of incidents associated to
EOLC
How did we do?
We have developed a robust governance process for EOLC which includes seven
workstreams. Each has a lead responsible for providing regular reports to the EOLC
Improvement Group.
1. Streamlining care through sharing information
2. Improving staff capability through learning and development
3. Communication and patient engagement (staff newsletters, engaging with the public
and carers)
4. Improving patient care through clinical effectiveness (a programme of audits, learning
from incidents and complaints)
5. Developing the East Sussex Better Together EOLC strategy for last year of life
6. Care of the dying (adults) and Care of the dying (children, young people and infants)
7. Care after death (verification, certification, mortuary processes, organ and tissue
retrieval
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Achievements
• Access to the Specialist Palliative care team is standardised across the two sites,
with a clear process for referral
• We have developed a process for ensuring that when consultants and nurses on the
wards identify someone as in their last days of life, they alert the Supportive and
Palliative Care Team and the Chaplains
• The Last Days of Life Personalised Care Plan is in version 2 and is audited every
month by a MDT team of auditors
• We have developed a VOICES (Views of Informal Carers’ Experience of Services)
questionnaire for patients who die in the acute sector. This is given to the bereaved
and asks about their view of the care provided. A similar questionnaire is being
developed in the community in collaboration with the hospices who provide hospice
at home services
• We are tracking all complaints and looking for any concerns around EOLC, and
putting in place an action plan
• A basic leaflet with key messages about end of life care will be shared with ALL
ESHT staff with the March payslip. From April 2018 EOLC training will be mandated
for all staff that have face to face contact with patients at end of life. All nursing,
AHPs and other clinical staff who have face to face contact with people at end of life
will attend intermediate training, with specialists receiving advanced training
• The EOLC improvement board oversees and monitors performance through audits
and monthly data analysis
Development of the strategy
ESHT has played a key role in the development of the East Sussex Better Together (ESBT)
End of Life Strategy for adults, children and babies (2018 - 2021). The strategy is for the last
year of life and will support ESBT in achieving the five ambitions. It has three main aims:
•
•

•

To improve the quality of end of life care for people in East Sussex by coordinating
care and integrating where possible
To improve access to individualised end of life care, by improving identification of
people in their last year of life and having conversations about death and dying early
and recording these for use by the whole system
To improve the skills, confidence and capability of those who care for people at the
end of life by providing training and learning opportunities to staff across the whole
health system.

To develop the strategy we engaged with the public, carers and learned from the views of
the bereaved. We held workshops with relevant partners including patients, GPs, hospices,
and social care to set a vision for excellent end of life care.
“Across East Sussex high quality, individualised end of life care is effectively coordinated
and integrated and provided to all those who need it, regardless of diagnosis or age. Where
appropriate we have conversations about death and dying at an early stage, supporting
people to make plans and communicate these with those who are important to them. This
care extends beyond death to include bereavement and support for families”
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Further improvements identified for 2018/19
Detailed implementation plans have been developed with partners for adults, children and
babies. A brief summary is described below:
Coordination of care
• Information sharing across the health and care system
• Better utilising Health and Social Care Connect to become a single hub, with single
phone number to take on the keyworker role for patients at end of life
• Improving communication between paediatricians and primary care
• Improving communication between midwives, health visitors and primary care
• Improving processes of caring for patients after death
Improving access to individualised care
• Implement Advance Care Planning for adults and children at an early stage to
identify what is most important to them
• Changing attitudes to death and dying
• Improving transition services for young people moving from children’s to adults
services
• Improving care after the death of a baby by increasing parental choice of where they
spend time with their baby
Improving the skills, confidence and capability of those who care for people at end of
life
• Implement the ESHT training programme
• Developing reciprocal training arrangements with the hospices (Inc. children’s)
• Consider roles of lead paediatrician and lead GP for end of life care for children
• Standardise the debrief processes to support staff when a child or baby has died

Improve patient flow and reduce hospital length of stay for nonelective patients
Significantly improved
There is considerable evidence that poor patient flow through hospital and discharge can
have a negative impact on the quality of patient experience, clinical outcomes and the length
of time a patient stays in hospital. Delayed discharge can seriously impact on the healthcare
system, creating financial pressures, delays in patients moving through the emergency
departments in a timely way and increased costs to Trusts and the wider health economy.
We therefore planned and implemented a number of initiatives and improvements during
2017/18 to ensure patients move through their pathway of care without unnecessary delay,
leading to a timely, effective and safe discharge.
Our aim
• Discharges are appropriately planned with an increased number taking place before
midday (target 33%)
• Increased use of the discharge lounge
• Length of stay and delayed transfers in care will be reduced
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How have we done?
We have introduced the SAFER patient flow bundle, which is a practical tool to reduce
delays for inpatients on our wards. SAFER combines five elements of best practice which
together have cumulative benefits. This includes all patients having an expected date of
discharge planned within 14 hours of admission and multidisciplinary review of all patients
who have been in hospital for seven days and longer.
Other initiatives we have introduced are
• Let’s get you home – improved joint working with our adult social care colleagues to
ensure patients have the right care they need to return home
• Red2Green – an initiative which works alongside SAFER to identify and eliminate
wasted time in a patient’s journey
• End PJ Paralysis – an initiative to raise awareness of the benefits for patients getting
dressed as soon as possible within their hospital stay.
We have reviewed our discharge process and procedures and introduced a discharge to
assess service provided through our Crisis Response Team. This service supports patients
to stay at home and enables them to be supported when returning home when they are
medically fit for discharge.
We have also expanded our Ambulatory Care (AC) Unit at Eastbourne DGH which provides
rapid access to diagnostic tests and consultant review. The service is designed around the
needs of the patient providing an improved experience and preventing unnecessary hospital
admissions. A similar project to increase the size of the AC Unit at Conquest Hospital is now
underway.
Through this work we have seen the following improvements:
• We have reduced the number of delayed transfers of care from 8% to almost 1.3%
(March 2018)
• We have reduced non elective length of stay in our acute hospitals by 1.5 days and
by five days in our intermediate care beds
• We have reduced by almost 20% the number of patients who spend seven days or
more in our acute hospitals
• We have increased the number of patients discharged before midday and increased
the use of the discharge lounge. We are improving the process of data capture on
our information systems so we can measure and track our progress
Further improvements identified for 2018/19
We have further work to undertake during 2018/19 to robustly embed the changes we
implemented during 2017/18. We want to ensure SAFER is used consistently across all
wards and patient experience of discharge is improved. This is a Trust priority for 2018/19.
Other focused Improvement initiatives are:
• Improving the length of hospital stay for non-weight bearing patients
• Development of an electronic bed management system
• Development of the Ambulatory Care Unit at Conquest
• Continued improvement of the frailty pathway
• Improving our discharge to assess processes
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Patient & Staff Experience Improvements 2017/18
Develop patient feedback forums where experiences of care can be
shared
Fully achieved
ESHT will only achieve its 2020 vision by engaging those members of the public and
patients who are affected by the care we provide. By working together, we can develop
services that are better targeted, more effective and more likely to meet the expectations of
the people who use them.
Our aim
• A Public and Patient Engagement strategy will be developed
• Public and patients’ views will be incorporated into quality improvement
How have we done?
• We developed a Public Engagement and Patient Experience strategy and work plan
to guide our work until 2020
• We held two well attended public forums, seeking input from members of the public
about patient information, hospital access and end of life care
• We held two well attended open days in cardiology and ophthalmology
• We have revived our membership database and are regularly in contact with our two
thousand members by email
• We are developing a small public panel of volunteers who sit on projects, service
redesign schemes or within service governance. We also have a small number of
volunteers who sit on local Public Participation Groups as ESHT members
• We have engaged with local organisations and are actively involved with our local
Healthwatch
• Through East Sussex Better Together (ESBT) and our local Sustainability and
Transformation Partnership (STP) we are engaging with members of the public in a
broader way, talking about their experiences of health and social care as a whole
Further improvements identified for 18/19
• Further development of member database and regular newsletter to our members,
with opportunities to engage and input into our work
• Two more departmental open days held
• Six-monthly focus groups
• Development of new “Ask the Board” sessions
• Further development of public panel and embedding public/lay governance within our
ESHT structures
• Coordination through ESBT and our local STP with public engagement work
• Development of specific engagement campaigns (co-production where appropriate)
such as young people’s experience in hospital, wayfinding and access and discharge
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Respond to all complaints within 30 days for non-complex or 45
days for complex complaints
Fully achieved
Good quality complaints handling is vital to ensuring continuous improvement in the quality
and safety of care we provide. Complaints provide essential feedback from which to learn.
There was a backlog of complaints that had become overdue and although this has
decreased considerably, we wanted to reduce this further and fully embed the new
processes to ensure they are sustained over the year.
Actions that arise from complaints are now logged and tracked for implementation but this is
a new system that requires robust monitoring.
Our aim
• No more than five overdue complaints in the system for any month
• Less than 100 actions in the system by the end of March 2018
How have we done?
The complaints process was revised to increase the focus on the triage of the complaint and
identify exactly who needs to respond to each individual point. We also requested the
patient’s health records when the complaint was first received to reduce delays in waiting for
them. The final change was to establish a clear escalation process to act prior to a complaint
becoming overdue.
Actions were tracked on the Datix system and support provided with divisions to review and
complete the actions.
As shown below we have improved and continued to manage complaints within the
timescales:

Total number of complaints overdue
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As shown below we have recorded all complaint actions on Datix which explains the rise in
numbers and now reduced the number to below 100.
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Further improvements identified for 2018/19
We will continue to manage complaints within the agreed timescales and will further work on
completing the complaint actions with a further system to test on a rolling basis if the action
has been embedded in practice.

Identify three corporate priorities for improvement following
publication of the 2016 National staff survey to ensure ESHT is a
good place to work
Progress made
We believe that ensuring our staff are engaged and involved in decisions that impact on
them, and empowering them to feel that they can raise concerns safely will lead to high
morale and motivation which in turn leads to better patient outcomes and experience of care.
Therefore we chose to focus on improving the following:
Reduce the number of staff experiencing bullying and harassment
• To ensure all staff are aware of the organisation’s policy and process for raising
concerns about unsafe clinical practice and are provided with reassurance about how
these would be handled to encourage and reassure staff that their concerns will be
treated seriously and with transparency
• Continue to improve awareness of the need to report incidents of harassment,
bullying and abuse and ensure that staff are aware of the process
Continue to improve good communication between management and staff
• Consider what can be done to improve communication, reduce conflicting pressures
and eliminate barriers to effective communication
• Ensure that the pathways to jobs with greater responsibility are clear to all staff and
that the training and support mechanisms to support job and personal development
are signposted plainly to all staff.
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•

To ensure that ESHT vision and values are clearly communicated to all staff through
a range of leadership programmes

Continue to develop ESHT as a good place to work
• We wanted to prioritise the issue of reported physical deterioration and stress at
work and analyse ways in which ESHT can support staff through a range of
Health & Wellbeing programmes
Our aims
• Improve the Staff Survey 2017 key finding results for the above
• Continued development of a culture where staff feel engaged
• Staff feel they have adequate resources to do the job
• Staff enjoy coming to work and seeing the difference they make to the people who
use our services
How did we do?
Staff survey 2017 results
The table below provides the results related to the aims for 2017/18. These show a small
improvement in the three priority areas:
Key Finding (KF)

2015

2016

2017

2017
National
Average

KF26 – Percentage of staff
experiencing harassment, bullying
or abuse from staff in last 12
months

32%

27%

27%

24%

KF6 – Percentage of staff reporting
good communications between
senior management and staff
(higher is better)

19%

32%

33%

33%

KF1 - Staff recommendation of
ESHT as a place to work or receive
treatment (1 to 5, where 5 is best)

3.36

3.63

3.66

3.75

Achievements
Reduce the number of staff experiencing bullying and harassment
We are disappointed that we have not seen any improvement on our target to improve the
response of some staff linked to bullying and harassment but believe that we have taken the
issue very seriously and there is a lot of work going on to improve in this area. We recognise
that it will take some time to bring about a real change in this area.
We are already beginning to see those green shoots of improvement. The last two CQC
visits have commented positively on the change of culture within the Trust.
Some of the work that we are doing to make this improvement includes:
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•
•

•
•

Working closely with the Speak Up Guardian to understand and identify the root
causes of bullying and harassment and take action to address poor behaviour
Reviewing our approach for dealing with bullying and harassment and wherever
possible dealing with concerns in a more timely way. We have introduced mediation
instead of immediately defaulting to a more formal process
We have introduced a behavioural framework which outlines our approach to values
based behaviour and are rolling this out across the Trust
Supporting our leaders to deal with some entrenched behaviours in a fair and
compassionate way

Continue to improve good communication between management and staff
• Clarified what is expected from our leaders through the Management Essentials
training programme, 1:1s, team meetings, induction and appraisal
• Development and circulation of Communication Toolkit to all managers
• Introduced a leadership development pathway with a range of courses linked to good
communication, handling change and compassionate leadership
• Continued with our programme of Board member visits to services, so they gain a
better understanding of the issues being faced at the frontline.
Continue to develop ESHT as a good place to work
• 1,080 members of our staff who are over 40 have received a free health check
• Continued to offer interventions to support the emotional and physical wellbeing of
our staff through initiatives such as Emotional resilience training, Schwartz rounds,
Compassion without burnout workshops, Healthy Weights, Pilates
• Visual feedback to staff by divisions/services through “You said, We did” posters
• Developed a staff handbook for new doctors and introduced a pastoral support group
for junior doctors
Further improvements identified for 2018/19
Based on the recommendations we are proposing to set three corporate priorities that link to
the key findings and recommendations:
• To ensure all our staff demonstrate values based behaviour and to develop a range
of interventions that will embed the behaviours we expect to see
• To identify the main causes of stress at an individual, team and organisation
level and identify how we can work with staff to reduce/eliminate stress so they feel
valued and supported
• To support and involve our staff in continuous improvement to deliver
outstanding care to the people who use our services
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Other improvement initiatives in 2017/18 and
Sign up to Safety pledges
In last year’s Quality Account, we also identified some of the other improvement initiatives
we have been working on which are part of our Trust Quality and Safety Improvement
Strategy. This included our ‘Sign up to Safety’ pledges for 2017/18.
Our progress and achievement for these areas is identified below.
Sign up to Safety plan - Reduce patient falls
Our goal was to reduce the amount of falls causing harm to 1.5 per 1,000 bed days.
We have reduced the total amount of falls from 6.1 per 1,000 bed days in 2016/17 to 5.6 per
1,000 bed days in 2017/18 and reduced the number causing harm from 1.8% to 1.4%
Although we have made significant improvements we recognise that there is still more work
to be done to reduce harm, therefore we have made this one of our Trust priority areas for
improvement in 2018/19 as well continuing to be one of our Sign up to Safety pledges.
Sign up to Safety – Reduce pressure ulcers
Our goal was to reduce grade 3 and 4 pressure ulcers to zero and reduce the number of
grade 2 pressure ulcers from 2016/17.
We have had nearly 100 fewer Category 2 pressure ulcers in 2017/18 compared to 2016/17.
Although we have also seen a small reduction in the number of Category 3 and 4s, we have
not yet met our aim to reduce these to zero. Therefore we have made this a Trust
improvement priority for 2018/19
Sign up to Safety - Improving Sepsis recognition and treatment
Our goal was to continue to provide education on Sepsis management and improve
compliance with screening and administration of antibiotics within one hour.
Education, training and support to our wards and departments from the clinical improvement
team has continued through the year leading to improved Sepsis screening rates from 39%
in April 2017 to 77% in March 2018 and administration of antibiotics within one hour have
also increased from 50% to 85% for the same period.
Although we have made significant improvements in a number of areas, we recognise that
there is still more work to be done therefore we have made this one of our priority areas for
improvement in 2018/19 as part of the patient deterioration improvement programme.
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Sign up to Safety - Duty of Candour (DoC)
Our goal was to improve our compliance from 2016/17 which we have done and identified
below.
Verbal DoC average
Written DoC
Shared findings with
% over the year
patient/family
2016/17

82% average over six
months

79% average over six
months

37% average over six
months

2017/18

86% average % over
the year

89% average % over
the year

87% average % over the
year

Harm Free Care
Our goal was to achieve 97% harm free care measured by the NHS Safety Thermometer
tool.
The harm free care data is a snapshot in time on one day per month. It provides an
approximate measure of quality that can be used alongside many other metrics to determine
safe care. Our results have remained broadly similar over the last two years however we
haven’t achieved the 97% target. To gain a broader understanding of quality and safety we
are using new measures for quality monitoring at ward level through our Excellence in Care
work.
Reduced mortality rates
Our goal was to reduce the Trust Summary Hospital level Mortality Indicator (SHMI) to 1.00.
Although we have not achieved the challenging goal of 1.00, we have seen a significant
decrease from last year’s value of 1.10 to 1.07 for the latest data period published. Actions
continue to be taken to improve our SHMI and other mortality indicator positions.
Improve patient experience
Increase patient response rate for the Friends and Family Test (FFT) to 50% for inpatients
and 12% for our Emergency Departments.
We have increased the inpatient response rate from 21% in 2016/17 to 40% during 2017/18,
however our Emergency Departments has remained static at 8%. We continue to drive
improvement in the response rate for the FFT through a number of actions which are tracked
by the patient experience steering group.

Sign up to Safety 2018/19 pledges
We are committed to improving the quality and safety of care we provide and thus continue
to drive improvement in 2018/19 through the following Sign up to Safety priorities:
• Reduce patient falls
• Reduce pressure ulcers
• Improve Sepsis recognition and treatment
• Improve Duty of Candour (DoC)
• Reduce mortality rates
• Improve patient experience
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Part 3.1 - Review of our Quality
Indicators
Amended regulations from the Department of Health require Trusts to include a core set of
quality indicators in the Quality Account. These indicators are set out below.

Patient Safety Indicators
Percentage of admitted patients risk-assessed for Venous Thromboembolism
(VTE)
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.

Indicator

2017/
18
(April
2017 to
Dec
2017)

National
average
(Acute
Trusts)

Percentage of
admitted patients
risk-assessed for
Venous
Thromboembolism
(VTE)

96.27%

95.20%

Best
Worst
performer performer 2016/
2015/
2014/
(Acute
(Acute
17 data 16 data 15 data
Trusts)
Trusts)

100.00%

51.38%

96.77%

96.30%

97.42%

East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
• A weekly monitoring email communication is generated and sent directly to the
relevant clinical leads highlighting the compliance rate for individual areas falling
below the 95% national goal. This system is also accessible by managers who can
monitor compliance with the process on a daily basis and drill down to patient and
consultant level as necessary
• The Clinical Improvement Lead also monitors compliance and escalates any area
falling below the target to the Clinical Outcomes Group
• The key mechanism for monitoring and ensuring accountability at divisional and
specialty levels is through the Integrated Performance Review process
• Compliance with standards is supported by training for new junior doctors which is
included in the Trust’s Doctors’ e-induction programme and training in the prescribing
of thromboprophylaxis which is included in the Pharmacy Doctors’ prescribing
induction
• Ward Clerks are given training to enter the VTE Risk Assessment data onto the
OASIS/PAS team. The Clinical Improvement Lead provides operational support to
the ward Clerks on an ad hoc basis to minimise problems with data entry
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•

•

•

VTE Risk Assessment has been included in the procurement specification for the
Trust’s Electronic Prescription and Medicines Administration (ePMA) project and it is
anticipated that electronic VTE Risk assessment as part of ePMA will improve both
compliance rates, appropriate prescribing of thromboprophylaxis and patient safety of
those assessed as at high risk of Hospital Associated Thrombosis
We conduct Root Cause Analysis of patients who have died with VTE in parts 1a, b
or c of the death certificate to support learning, improvement and adherence to NICE
VTE Prevention Guidance (CG92)
In 2018 regular audit of VTE prevention measures is also planned as a key
improvement metric included in the Trust’s Excellence in Care ward accreditation
scheme

Rate of C. Difficile Infection
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust has
robust data quality assurance processes in place.

Indicator

Rate of C.
difficile Infection
per 100,000 bed
days (aged 2 or
over)

2016/17
(final)

National
average

Best
performer

Worst
performer

2015/
16 data

2014/
15
data

2013/
14
data

17.6

13.2

0.0

82.7

19.2

23.7

16.4

Source: NHS Digital

East Sussex Healthcare has taken the following actions to improve the rate and therefore
the quality of its services by:
• Monitoring trends from the Post Infection Review (PIR) and acting on findings
• Introducing a checklist for treating every patient with CDI as a Period of Increased
Incidence with enhanced cleaning of inpatient environment with hypochlorite solution,
additional hand hygiene auditing and additional education of staff on the ward
involved
• Each ward displays their CDI rates
• All PIRs to be signed off and completed within the expected timeframe
• All HAI samples to be sent for ribo-typing as routine to exclude cross infection
• Share lessons learnt from PIRs with other departments via the Infection Control Link
system
• Improved antimicrobial prescribing including recent update of the antimicrobial
guidelines, reduction in Tazocin usage, embedding the use of Microguide app and
monthly auditing of antimicrobial prescribing
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•
•

Introduction of a diarrhoea assessment tool to facilitate assessment of patient’s need
for isolation, stool specimen and ongoing assessment of risk of CDI
Hydrogen peroxide vaporisation as standard terminal cleaning following diagnosis of
CDI. Enhanced cleaning of inpatient environment with hypochlorite solution

Rate of patient safety incidents reported per 100 admissions and the
proportion of patient safety incidents they have reported that resulted in
severe harm or death
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust has
robust data quality assurance processes in place.
Indicator –
NRLS Data

Rate of
patient safety
incidents
reported per
1,000
admissions
% of patient
safety
incidents
reported that
resulted in
severe harm
or death –
This is the
National and
Reporting and
Learning
System Data
between
01/04/2017
and
30/09/2017

ESHT
2017/18
01/04/17
–
30/09/17
43.02
(5,339
incidents
reported)

Severe
0.1%
(7
incidents)
Death
0.0%
(No
incidents)

National
average

Rate not
provided
by NRLS
(average
of 5,265
incidents
reported)
Severe
0.3%
(Total of
1,821
incidents)
Death
0.1%
(Total of
661
incidents)

Best
performer

Worst
performer

2016/17

2015/16

01/04/16
–
30/09/16
59.97
(7,503
incidents
reported)

01/04/15
–
30/09/15
39.3
(4,489
incidents
reported)

111.69
(10,016
incidents
reported)

23.47
(3,085
incidents
reported)

Severe
0.0%

Severe
1.5%

Severe
0.2%
(12
incidents)

Severe
0.4%
(18
incidents)

Death
0.0%

Death
0.5%

Death
0.0%
(2
incidents)

Death
0.1%
(5
incidents)

East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
quality of its services by:
• The management and investigation of serious incidents has been centralised and
since this process was embedded the Trust has seen an improvement in the quality
of investigations
• Serious incidents are all managed in accordance with national timescales and the
Trust has no overdue investigation reports
• Actions resulting from serious incidents and amber investigations are being closely
monitored with updates on the number outstanding provided to the Patient Safety
and Quality Group each month
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Clinical Effectiveness Quality Indicators
Summary Hospital-level Mortality Indicator (SHMI)
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.
SHMI is one of several statistical mortality indicators used to monitor the quality of care
provided by the Trust. We also look at the Hospital Standardised Mortality Ratio (HSMR) and
the Risk Adjusted Mortality Indicator (RAMI), as well as crude death rates and associated local
metrics.
Indicator

SHMI value

Banding
% of patient
deaths with
palliative
care coding
by speciality
and/or
diagnosis
% of patient
deaths with
palliative
care coding
by speciality
and/or
diagnosis
(national
average)

Oct 2016 – Oct 2015 Sept 2017 Sep 2016

Oct 2014 –
Sep 2015

Oct 2013 Sep 2014

Oct 2012 Sep 2013

Oct 2011 Sep 2012

1.07

1.10

1.15

1.08

1.14

1.05

2 (as
expected)

2 (as
expected)

1 (higher
than
expected)

2 (as
expected)

1 (higher
than
expected)

2 (as
expected)

20.2

18.8

18.05

22.4

18.2

14.8

31.5

29.7

26.6

25.3

20.9

18.9

The most recent SHMI value for the data period October 2016 to September 2017 shows an
improvement in the indicator and the Trust remains in the national “expected” range.
East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
• Improved Consultant staffing in our emergency units and acute medicine
departments so we can provide optimum care when patients are acutely ill
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•
•
•
•
•

•

•

•

Improvement in the recognition and treatment of Sepsis which has reduced the
mortality indicators across the year
Improvement groups working on pneumonia, COPD and Acute Kidney Injury (AKI)
The above groups are now amalgamated into a Deteriorating Patient Improvement
Group
Multidisciplinary daily board rounds, led by the consultant, now provide timely senior
decision making at ward level
VitalPAC is operational in nearly all inpatient areas in the acute hospitals, with work
ongoing on installing it in the Emergency Departments at both Conquest Hospital and
Eastbourne DGH. This flags up patients whose observations are deteriorating, alerts
ITU outreach and supports ward nursing staff in making the correct responses to
deterioration
Continue to track and review all benchmarked mortality indicators, trends and themes
in other mortality and quality data on a monthly basis through the Trust Mortality
Review Group (MRG). Actions or investigations are taken or recommended when
there is variation or any concern identified
Overview of Trust mortality indicators by the Clinical Outcome Group (COG) which is
chaired by the Medical Director. The group also drives improvement in a number of
workstreams to improve outcomes for patients
Improved clinical coding of patient information to ensure mortality indicators are
based on accurate clinical information

Patient Reported Outcome Measures /Scores (PROMS)
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.
All NHS patients having hip or knee replacement, varicose vein surgery or groin hernia
surgery are invited to fill in a PROMS questionnaire.
The questionnaire’s aim is to find out about the patients’ health and quality of life, before and
after the operation. This enables hospitals to measure their success and make
improvements supported by feedback from patients on the reported outcome of their surgical
intervention and compare themselves to other Trusts nationally.
The Trust undertakes minimal varicose vein surgery therefore no data is available for this
procedure.
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Indicator

Patient
Reported
Outcome
Measures
Adjusted
Average
Health Gain
Hip
Replacement
(primary)

Patient
Reported
Outcome
Measures
Adjusted
Average
Health Gain
Knee
Replacement
(primary)

2016/17 National
Adjusted
Average
Health Gain
(Provisional
Data)

2016/17
Adjusted
Average
Health
Gain
Provisional
Data
(Best
performer)

2016/17
Adjusted
Average
Health
Gain
Provisional
Data
(Worst
performer)

2015/
16

2014/
15

Index

2017/
18

2016/17
Adjusted
Average
Health Gain
(Provisional
Data)

EQ5D

Not
available

0.495

0.445

0.536

0.31

0.463

0.451

EQVAS

Not
available

14.22

13.40

20.15

8.52

12.53

11.49

Oxford
Hip
Score

Not
available

22.79

21.8

25.06

16.42

23.38

22.58

EQ5D

Not
available

0.33

0.324

0.40

0.24

0.325

0.312

EQVAS

Not
available

4.80

7.00

14.50

1.00

2.17

5.28

Oxford
Knee
Score

Not
available

16.32

16.50

19.87

12.50

16.76

16.38

Data source: NHS Digital - PROMS Score Comparison Tool/CSV Data Pack
The NHS Digital Score Comparison Tool is based on modelled records which are records
that link to an episode, have both questionnaires completed fully and correctly and they also
need to have other information in there in order to have the case mix adjusted scores
calculated (such as adjusted average health gain).
East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
• Reviewing and sharing the data through our divisional Quality and Governance
mechanisms
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Emergency readmissions to hospital within 28 days of discharge
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.
The percentage of patients who were readmitted to hospital within 28 days of discharge is
shown below.

Indicator

Emergency
readmissions
to hospital
within 28
days of
discharge
Age 0-15
Emergency
readmissions
to hospital
within 28
days of
discharge
Age 16+

ESHT
2017/18
(Apr
2017 to
Jan
2018)

National
average

12.35%

8.10%

2.37%

12.96%

12.84%

13.37%

11.82%

7.99%

7.39%

5.67%

9.41%

7.10%

7.46%

7.60%

HES
HES
2015/16
Acute
Acute
2014/15
data
2016/17
th
th
Peer 5
Peer 95
data
Percentile Percentile

East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
• We have improved our multidisciplinary discharge processes through the
implementation of SAFER on our wards.
• We hold daily operational executive calls to identify system issues and put actions
into place to support effective discharge home
• We hold twice weekly ‘enhanced discharge’ meetings with the discharge manager
and social care to coordinate complex patient discharges from our hospitals. This
ensures patients have the right care and resources in place to minimise the need for
readmissions
• Our crisis response teams are able to support patients at home for 72 hours post
discharge to prevent them requiring readmission
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Patient and Staff Experience Indicators
Percentage of patients who would recommend the provider to friends or family
needing care
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.

Indicator
Percentage of
patients who would
recommend the trust
to friends or family
needing treatment
(inpatient)
Percentage of
patients who would
recommend the trust
to friends or family
needing treatment
(A&E)

2017/18

National
average

Best
performer

Worst
performer

ESHT
2016/17

2015/16
data

97%

96%

100%

76%

97%

97.8%

90%

86%

100%

51%

86%

90.1%

East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
• Addressing the response rate has been a high priority for the Patient Experience and
Engagement Steering Group
• We collect more experience information than the standard Friends and Family
question within the questionnaire so the suitability of these questions was reviewed
and altered in line with results from the national survey and the Excellence in Care
work which has been undertaken
• Additional support has been provided to departments to ensure they have suitable
and well printed questionnaire forms, with electronic collection devices available
• Feedback reports provided at ward and divisional level to share the data collected
continue to be fed back to the teams to show the scores and individual comments
(positive and negative)
• A league table and regular reporting by ward on response rate and score was
provided within the Patient Experience monthly reports and divisional reports and
reinforced at the relevant meetings
• We continue our aim to achieve to a minimum of 50% overall response rate for
inpatients
Our Emergency Departments have taken the following actions:
• We share the feedback (both positive and negative) in our weekly team brief to
ensure shared learning
• We discuss at the multidisciplinary governance meetings
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• Our Paediatric Emergency Department nurses aim to give two FFT cards out where
possible, one for the child and one for the parent/carer
• We are starting cross-site quarterly clinical supervision which is booked for June. We
would like to invite the patient experience team to come and meet the teams and talk
to them about ways in which we can improve our compliance

Responsiveness to inpatients’ personal needs
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.

Indicator

Responsiveness to
inpatients’ personal
needs; CQC
national inpatient
survey score

ESHT
2017 CQC
weighted
score

National
average

Best
performer

67

69

86

Worst
performer

ESHT
2015 CQC
weighted
score

ESHT
2016
CQC
weighted
score

58.2

67.9
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East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
The national inpatient survey full report has not yet been published, however the headlines
report has been published and highlighted that discharge for our patients is an issue. This
has been discussed at our Patient Experience and Engagement Steering Group where each
division has been asked to feedback to the group on their plans to address this.
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Percentage of staff who would recommend the Trust as a provider of care to
friends or family
East Sussex Healthcare NHS Trust considers that this data is as described because the Trust
has robust data quality assurance processes in place.
National
average
Indicator

Percentage of
staff who would
recommend the
Trust to friends or
family needing
treatment

ESHT
2017

For acute
and
community
Trusts

Best
performer

Worst
performer

2014
data

2015
data

2016
data

65%

69%

89%

48%

52%

54%

62%

East Sussex Healthcare NHS Trust has taken the following actions to improve the rate and
therefore the quality of its services by:
Using the ESHT staff FFT results as a source of intelligence to inform and signpost us to
areas for improvement in staff working life, wellbeing, conditions and work environment. We
also monitor staff responses three times a year through an internal mechanism.
Overall, it is felt that part of the Trust’s success in staff engagement lies in its overall
approach in analysing NHS Staff Survey results and using the information to identify key
priorities for the whole organisation to focus on. To deliver those priorities effectively across
the Trust, each division was tasked to create and implement mini action plans, giving local
control and power back to staff to make effective change.
Continue to develop ESHT as a good place to work
Through cultural support workshops, the Medical Education Team aims to increase the
awareness of UK culture among doctors joining the NHS from overseas or doctors who may
need some additional support where necessary with their written and spoken English
language skills. It is hoped this will create a social and professional support and learning
network with emphasis on student led interactivity. A dedicated Cultural Support Facilitator
has put together some helpful information for new doctors to the UK and the new working
environment.
Supporting staff
The Trust appointed a full time, independent Speak Up Guardian who reports directly to the
Chief Executive. Staff are encouraged to phone, email or book an appointment with the
Speak Up Guardian to confidentially discuss any issues or concerns they may have. The
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independence of the role has been highly successful in encouraging openness and
transparency between the ward and Trust Board.
Following an idea developed in America, the Trust holds a Schwartz Round forum each
month where an independent panel are invited to talk about a topic that would better enable
staff to deal with some of the emotional and psychological impacts of their work. Topics have
included ‘When you have to care for a colleague in the healthcare environment’.
We have continued to embed a culture that is open and honest, where staff feel confident to
raise their concerns. This work includes:
• Continuing to tackle poor behaviour through formal HR processes
• Continuing promotion of the role of the Speak Up Guardian, who encourages and
supports staff to raise concerns and ensures that the voice of the frontline is heard
clearly at a senior level
• Robust review of Datix incidents with HR for clinical units and SUG
• Addressing conduct and behaviour issues with learning identified
• Review of violence and aggression poster
• A number of workshops held with local teams which focus on behaviour linked to our
Trust values
• Additional support in place from the Occupational Health & Wellbeing department for
all staff experiencing harassment
• Divisional action plans identified and included specific actions to address bullying and
harassment where it was identified as one of their lowest five scores in the national
staff survey
Continue to improve communication between management and staff
• Clarified what is expected from our leaders through the Management Essentials
training programme, 1:1s, team meetings, induction and appraisal
• Development and circulation to all managers of the Communication Toolkit
• Held Communicating with Influence workshops
• Introduced a leadership development pathway with a range of courses linked to good
communication, handling change and compassionate leadership
• Continued with our programme of Board member visits to services, so they gain a
better understanding of the issues being faced at the frontline
Additional activities
• Continued to offer interventions to support the health and wellbeing of staff e.g.
healthy weights clinics, Pilates, workshops tailored to supporting staff wellbeing
sessions such as Compassion Without Burnout and support to stop smoking
• Supported the emotional wellbeing of staff through a range of initiatives such as
emotional resilience training and Schwartz rounds
• Developed a staff handbook for new doctors and introduced a pastoral support group
for junior doctors
• Continued to promote a range of benefits to staff including discounts at local retailers
• Celebrated the achievements of colleagues at award ceremonies held throughout the
year

75

•
•
•
•

•

Continued to provide a comprehensive range of learning and development
opportunities provided both in‐house and through contracts with local providers
Celebrating success through Trust Awards, Mentorship Awards and Unsung Hero
Awards
Monthly Networks and engagement sessions developed by divisions
Visual feedback to staff by division/service through “You Said, We Did” posters
Continue to develop and promote employee services, for example, carers support
and maternity support group

Staff Survey 2017 Results
Based on the recommendations from the Staff Survey 2017 we are proposing to set three
corporate priorities that link to the key findings and recommendations:
• To ensure all our staff demonstrate values based behaviour and to develop a range of
interventions that will embed the behaviours we expect to see
• To identify the main causes of stress at an individual, team and organisation level and
identify how we can work with staff to reduce/eliminate stress so they feel valued and
supported
• To support and involve our staff in continuous improvement to deliver outstanding
care to the people who use our services
The full results of the Staff Survey 2017 are available on the Trust’s website.
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SHMI (NHS Digital)

HSMR (CHKS)

Crude Mortality Rate

Emergency Re-Admissions within 30 days

Number of MSSA cases

Number of Cdiff cases

Number of MRSA Cases

% Observations completed on time

VTE Assessment compliance

Safety Thermometer overall score

Pressure ulcer assessment compliance

Number of grade 3 to 4 pressure ulcers

Number of grade 2 pressure ulcers

Falls assessment compliance
Total grade 2 to 4 pressure ulcers per 1000
Beddays

All patient falls with harm per 1000 Beddays

All patient falls per 1000 Beddays

Number of major/catastrophic falls

Number of minor/moderate falls

Number of no-harm falls

Total falls

Never Events

Number of moderate incidents reported

Number of Serious Incidents reported

Number of medication administration incidents

% Patient safety incidents with no harm or near
miss
% Patient safety incidents causing severe harm or
death

Total patient safety incidents reported

Indicator Description

136

104

32

0

5.7

1.3

M

M

M

0

5.5

103

1.13

M

1

4

M

0

0

1.8%

85.4%

M

M

96.7%

95.0%

0

93.2%

10.1%

89.4%

M

92.0%

M

4

M

10.0%

56

M

2.5

0

0

M

9

M

90.1%

1.5

3

M

M

6.1

22

M

1.11

101

1.7%

10.1%

0

5

0

85.2%

97.2%

92.6%

85.9%

4

53

2.3

90.4%

0

37

115

152

1

12

5

35

0.3%

0.2%

0.0%

82.3%

1150

May-17

84.9%

1064

Apr-17

70.0%

M

Target

1.1

99

1.4%

10.2%

0

1

0

84.6%

96.8%

90.8%

88.5%

4

40

2.0

88.5%

1.6

6.2

0

35

104

139

1

6

5

28

0.1%

83.9%

1113

Jun-17

1.1

98

1.4%

10.3%

1

4

1

84.1%

96.3%

92.2%

90.3%

1

37

1.7

90.3%

1.4

5.5

0

31

94

125

0

12

3

32

0.1%

85.6%

1066

Jul-17

1.08

97

1.4%

9.5%

2

6

0

83.9%

96.0%

91.2%

89.5%

1

50

2.2

88.9%

2.1

5.6

1

48

80

129

0

8

8

42

0.1%

82.3%

1086

Aug-17

1.07

96

1.6%

10.6%

1

0

0

84.2%

95.3%

92.4%

96.4%

4

32

1.6

92.9%

1.5

5.4

1

34

87

122

1

9

4

42

0.3%

84.3%

998

Sep-17

#N/A

93

1.5%

9.4%

1

4

0

82.0%

96.6%

93.8%

93.6%

3

30

1.4

92.9%

1.6

5.8

1

36

98

135

1

12

2

40

0.4%

84.5%

1104

Oct-17

#N/A

93

1.5%

10.6%

2

3

1

82.7%

95.9%

93.6%

85.2%

5

39

1.9

88.4%

1.3

5.9

4

25

104

133

0

9

6

43

0.4%

83.4%

1142

Nov-17

#N/A

91

2.1%

10.4%

1

5

0

82.5%

94.1%

93.0%

96.9%

2

44

1.9

75.3%

1.5

6.3

1

34

114

149

0

13

3

37

0.3%

83.3%

1098

Dec-17

#N/A

88

2.3%

10.0%

1

1

1

82.1%

94.1%

92.0%

90.2%

3

57

2.4

73.3%

1.5

5.9

0

38

112

150

0

16

0

33

0.0%

81.1%

1188

Jan-18

#N/A

#N/A

2.0%

9.5%

0

1

0

82.6%

94.7%

92.0%

0.0%

3

46

2.1

51.0%

1.1

4.6

1

25

79

105

0

8

3

36

0.2%

81.9%

1082

Feb-18

#N/A

#N/A

2.1%

8.5%

0

3

0

79.5%

94.9%

92.8%

73.1%

1

70

2.8

69.3%

1.1

5.5

1

28

109

138

0

4

5

41

0.6%

81.2%

1179

Mar-18
1247

1.7%

10.3%

0

2

0

84.3%

97.3%

91.7%

92.1%

4

56

2.4

91.8%

1.5

6.3

1

36

123

160

0

5

5

16

0.2%

83.2%

2.1%

8.5%

0

3

0

79.5%

94.9%

92.84%

73.1%

1

70

2.8

69.3%

1.1

5.5

1

28

109

138

0

4

5

41

0.6%

81.2%

1179

Mar-18

0.5%

-1.7%

0

1

0

-4.8%

-2.3%

1.1%

-19.0%

-3

25.0%

18.9%

-22.5%

-0.3

-0.8

0

-22.2%

-11.4%

-13.8%

0

-1

0

156.3%

0.4%

-2.1%

-5.5%

Var

Month Comparison
Mar-17
16051

1.8%

9.3%

11

43

0

82.6%

97.1%

93.4%

91.5%

36

617

2.2

90.2%

1.9

6.2

4

551

1282

1837

1

93

57

332

0.1%

80.5%

1.7%

9.9%

9

34

3

83.2%

95.7%

92.5%

82.2%

35

554

2.0

83.5%

1.4

5.7

10

403

1200

1613

4

118

47

431

0.2%

83.2%

13270

2017/18

0.0%

0.7%

-2

-9

3

0.6%

-1.4%

-0.9%

-9.3%

-1

-10.2%

-9.8%

-6.6%

-0.48

-0.47

6

-26.9%

-6.4%

-12.2%

3

25

-10

29.8%

0.1%

2.7%

-17.3%

Var

YTD Comparison
2016/17

1.6%

9.9%

1

3

0

83.2%

95.7%

92.5%

82.2%

3

46

2.1

83.5%

1.4

5.4

1

34

100

134

0

10

4

36

0.2%

83.2%

1106

Rolling 12
month avg

Trend
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Night ward moves

All ward moves

Mixed Sex Accommodation breaches

Accommodation and Moves

Maternity FFT score

Maternity FFT response rate

Outpatient FFT Score

A&E FFT score

A&E FFT response rate

Inpatient FFT score

Inpatient FFT response rate

Number of complaints received

Indicator Description

0

2106

367

M

98.2%

96.0%

0

43.3%

45.0%

M

95.3%

M

370

2226

6

99.1%

42.0%

96.0%

8.3%

87.0%

8.3%

90.0%

97.1%

88.0%

97.0%

96.0%

34.8%

52

May-17

22.0%

41

30.9%

M

Apr-17

45.0%

Target

379

2107

0

97.4%

37.3%

96.3%

85.4%

7.8%

97.4%

36.2%

52

Jun-17

413

2221

0

97.7%

32.8%

95.5%

87.6%

10.9%

97.0%

43.0%

50

Jul-17

450

2335

0

96.1%

29.3%

95.2%

90.1%

13.3%

96.2%

44.9%

57

Aug-17

436

2228

0

97.7%

32.5%

97.1%

90.1%

443

2437

7

98.0%

17.6%

97.7%

88.1%

7.0%

97.6%

96.8%
9.8%

41.8%

45

Oct-17

45.6%

43

Sep-17

415

2384

0

100.0%

30.4%

96.3%

90.8%

11.0%

97.4%

42.4%

48

Nov-17
42

498

2418

0

100.0%

36.3%

97.0%

93.4%

7.3%

96.7%

474

2457

0

98.5%

24.7%

98.2%

93.1%

6.6%

98.1%

41.1%

38
38.7%

Jan-18

Dec-17

454

2170

144

100.0%

30.6%

97.1%

94.1%

4.5%

97.8%

40.3%

46

Feb-18

498

2516

87

96.6%

21.5%

96.0%

86.4%

3.9%

97.2%

43.3%

45

Mar-18
55

384

2304

0

97.1%

38.9%

95.6%

86.1%

6.7%

96.5%

32.9%

498

2516

87

96.6%

21.5%

96.0%

86.4%

3.9%

97.2%

43.3%

45

Mar-18

29.7%

9.2%

87

-0.5%

-17.4%

0.4%

0.3%

-2.8%

0.7%

10.3%

-18.2%

Var

Month Comparison
Mar-17
658

4910

27099

27

94.8%

32.9%

95.7%

86.8%

7.6%

97.2%

21.0%

5197

27605

244

98.3%

31.4%

96.1%

89.5%

8.3%

97.2%

40.3%

559

2017/18

5.8%

1.9%

217

3.5%

-1.5%

0.4%

2.7%

0.7%

0.0%

19.2%

-15.0%

Var

YTD Comparison
2016/17

433

2300

20

98.3%

31.4%

96.1%

89.5%

8.3%

97.2%

40.3%

47

Rolling 12
month avg

Trend
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Outpatient appointment cancellations >6 weeks

Outpatient appointment cancellations <6 weeks

Urgent operations cancelled for a second time
Proportion of last minute cancellations not rebooked
within 28 days

Cancellations

Delayed transfer of care national standard

Indicator Description

Cancer 62 day screening standard

Cancer 31 day subsequent surgery

Cancer 31 day subsequent drug treatment

Cancer 31 day standard

Cancer 2WW Standard (breast symptoms)

Cancer 62 day urgent referral standard

Cancer 2WW Standard

Indicator Description

RTT 35 week waiters
Diagnostic standard (% patients waiting more
than 6 weeks)

RTT 52 week waiters

RTT Incomplete standard
RTT Backlog (Number of patients waiting over 18
weeks)

% Patients admitted from ED (Conversion rate)
Number of ambulatory care admissions with zero
length of stay
% of ambulatory care admissions with zero length
of stay

% Patients that left without being seen in ED

12 Hour DTAs
Unplanned re-attendance to Emergency
Department
% Patients waiting less than 15 minutes for
assessment in ED
% Patients waiting less than 60 minutes for
treatment in ED
% Patients waiting less than 120 minutes for
treatment in ED

Four hour standard

Indicator Description

85.7%

90.0%

0

0.0%

51

1246

0

M

M

8.6%

0.0%

3.5%

Apr-17

94.1%

94.0%

Target

97.1%

100.0%

98.7%

93.0%

98.0%

76.3%

85.0%

96.0%

98.1%

93.0%

Mar-17

5.0%

1.0%

Target

331

0

2794

90.8%

54.5%

628

26.4%

1.5%

68.5%

41.1%

80.9%

3.0%

0

80.1%

Apr-17

M

0

M

92.0%

M

M

M

M

M

M

M

5.0%

0

95.0%

Target

1386

37

0.0%

0

6.3%

May-17

80.0%

100.0%

100.0%

98.1%

96.7%

76.0%

96.8%

Apr-17

2.3%

277

0

2401

92.3%

51.9%

689

26.0%

1.4%

67.3%

40.4%

80.8%

3.2%

0

81.4%

May-17

1345

46

0.0%

1

4.9%

Jun-17

78.6%

100.0%

100.0%

96.8%

97.6%

72.4%

96.0%

May-17

1.6%

236

0

2351

92.2%

56.0%

719

26.6%

1.1%

75.4%

46.0%

85.4%

2.9%

0

88.0%

Jun-17

1421

51

0.0%

0

4.4%

Jul-17

83.3%

100.0%

100.0%

98.9%

93.8%

73.4%

96.0%

Jun-17

1.7%

201

0

2315

92.0%

55.4%

846

27.6%

1.6%

68.3%

39.1%

85.6%

2.9%

0

87.7%

Jul-17

1607

38

0.0%

0

4.0%

Aug-17

55.6%

100.0%

100.0%

95.3%

96.8%

74.7%

95.4%

Jul-17

2.3%

172

0

2385

92.0%

59.5%

925

28.3%

2.1%

75.4%

44.5%

83.9%

2.5%

0

92.5%

Aug-17

1277

36

0.0%

0

4.4%

Sep-17

92.3%

94.9%

100.0%

97.7%

94.2%

81.6%

94.7%

Aug-17

2.5%

157

0

2629

91.3%

52.9%

742

28.5%

2.2%

71.4%

40.7%

80.0%

2.7%

0

87.8%

Sep-17

1307

53

0.0%

0

2.8%

Oct-17

66.7%

100.0%

100.0%

96.8%

96.7%

80.8%

96.4%

Sep-17

2.8%

164

0

2623

91.4%

53.4%

742

28.4%

1.7%

82.1%

52.2%

84.0%

2.7%

0

92.1%

Oct-17

1223

47

0.0%

0

2.3%

Nov-17

70.0%

100.0%

100.0%

98.0%

96.0%

77.4%

94.9%

Oct-17

1.8%

141

1

2573

91.5%

57.6%

883

30.8%

1.4%

84.1%

52.6%

85.2%

2.3%

0

94.1%

Nov-17

1370

43

2.6%

0

2.0%

Dec-17

62.5%

100.0%

100.0%

98.3%

95.0%

75.4%

97.4%

Nov-17

2.3%

165

1

2929

90.0%

58.4%

917

31.0%

1.9%

76.0%

46.4%

83.0%

2.7%

0

86.7%

Dec-17

1413

31

3.0%

0

1.3%

Jan-18

80.0%

100.0%

100.0%

96.3%

96.2%

80.2%

98.2%

Dec-17

2.8%

174

0

2767

90.4%

55.7%

898

32.3%

1.9%

84.1%

54.8%

81.4%

3.3%

0

86.7%

Jan-18

1362

49

0.0%

0

1.7%

Feb-18

66.7%

100.0%

100.0%

95.6%

94.4%

65.5%

95.8%

Jan-18

1.9%

165

0

2777

90.2%

56.9%

810

33.0%

1.7%

83.0%

52.6%

78.7%

2.5%

0

86.8%

Feb-18

1484

52

6.3%

1

1.1%

Mar-18

40.0%

100.0%

100.0%

99.3%

97.7%

76.6%

96.4%

Feb-18

1.4%

213

0

2839

89.9%

58.8%

1022

31.3%

2.5%

74.9%

45.0%

83.3%

2.7%

0

85.5%

Mar-18

1.4%

213

0

2839

89.9%

58.8%

1022

31.3%

2.5%

74.9%

45.0%

83.3%

2.7%

0

85.5%

Mar-18

0.0%

-29.5%

0

159

-0.8%

7.9%

383

3.8%

1.2%

2.1%

2.1%

3.6%

-0.4%

0

4.8%

Var

40.0%

100.0%

100.0%

99.3%

97.7%

76.6%

96.4%

Feb-18

-26.7%

5.9%

0.0%

0.5%

-1.1%

6.7%

-2.0%

Var

1383

46

0.0%

2

7.3%

Mar-17

1484

52

1

1.1%

Mar-18

7.3%

13.0%

-1

-6.1%

Var

Month Comparison

66.7%

94.1%

100.0%

98.8%

98.8%

69.9%

98.4%

Feb-17

Month Comparison

1.4%

302

0

2680

90.8%

50.9%

639

27.5%

1.2%

72.8%

43.0%

79.7%

3.1%

0

80.7%

Mar-17

Month Comparison

0.4%

-29.5%

71.9%

98.4%

100.0%

97.3%

95.9%

75.7%

96.1%

2017/18

7.5%

2016/17

15195

458

1.3%

16441

534

1.3%

2

3.7%

2017/18

1

159

3.0%

6.0%

2995

3.5%

0.3%

7.2%

4.9%

-6.8%

-0.3%

-3

7.1%

Var

-15.9%

0.3%

0.0%

-1.3%

-1.1%

-0.7%

-1.1%

Var

8.2%

16.6%

0.0%

-7

-3.9%

Var

YTD Comparison

87.8%

98.1%

100.0%

98.7%

97.0%

76.4%

97.3%

2016/17

9

2.4%

213

2

2839

91.2%

56.1%

9821

29.1%

1.8%

75.8%

46.2%

82.7%

2.8%

0

87.5%

2017/18

YTD Comparison

1.9%

302

1

2680

88.2%

50.1%

6826

25.6%

1.5%

68.6%

41.3%

89.5%

3.0%

3

80.3%

2016/17

YTD Comparison

1370

45

98.7%

0

3.7%

Rolling 12
month Avg

71.9%

98.4%

100.0%

97.3%

95.9%

75.7%

96.1%

Rolling 12
month Avg

2.4%

200

0

2620

91.2%

56.1%

818

29.1%

1.8%

75.8%

46.2%

82.7%

2.8%

0

87.5%

Rolling 12
month Avg

Trend

Trend

Trend

Access and Delivery

Leadership and Culture

80

81

Total MSK patients waiting

% MSK patients waiting less than 13 weeks

Total dietetics patients waiting

% Dietetics patients waiting less than 13 weeks

Total podiatry patients waiting

% Podiatry patients waiting less than 13 weeks

Total SALT patients waiting

% SALT patients waiting less than 13 weeks

Waiting Times

Community nursing ALOS

Community Nursing face-to-face contacts

Community nursing total contacts

Community nursing referrals

Community Nursing

New to follow up ratio

First outpatient DNA rate

Follow-up outpatient attendances

First outpatient attendances

Outpatients

Non-Elective Average Length of Stay
Inpatient Average Length of Stay at intermediate
care units

Elective Average Length of Stay

LOS

Non-Elective beddays

Number of Maternity spells (ante and post partum)
Number of other non-elective spells
(Births/Transfers from other hospitals)

Number of Emergency spells

Total Non-Elective Spells

Elective Beddays

Day Cases

Elective spells

2WW Referrals

Consultant to Consultant referrals

Primary Referrals

Admissions via A&E

Ambulance conveyances

Emergency Department attendances

Indicator Description

26.4%
8020
1469
1443
586
3511
1579
3750
3106
357
287
22149

M
M
M
M
M
M
M
M
M
M
M
M

141
94.5%
1388

M
M
M

335
98.6%

100.0%

M

M

153

M

100.0%

20.0

M

M

19159

M

M

3743
33274

2.5

M

M

8.3%

M

M

8653
21336

M

29.8

5.5

M

M

M

2.7

3211

M

9571

M

Apr-17
M

Target

19.3

20.2

1570

86.6%

50

100.0%

1062

96.2%

46

100.0%

255

100.0%

100.0%
305

141

146

100.0%

20150

20792

100.0%

4238
35439

4318

2.3

36727

7.9%

2.5

25847

11191

29.7

5.8

2.5

20749

278

319

18.5

19.3

1041

45
99.9%

90
93.9%
1021

188
97.8%

259

100.0%

143

93.8%

100.0%

107

100.0%

20314
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Activity and Effectiveness

Appendix 1
National clinical audits and national confidential enquiries we were eligible to participate in during
2017-2018
National Confidential Enquiries
Maternal, newborn and infant and perinatal mortality
(MBRRACE-UK)
Acute Heart Failure (NCEPOD)
Perioperative Diabetes (NCEPOD)
Young Peoples Mental Health (NCEPOD)
Chronic Neuro-disability (NCEPOD)
Cancer in Children, Teens and Young Adults (NCEPOD)
National Clinical Audit
National Maternity and Perinatal Audit (NMPA)
Neonatal Intensive and Special Care (NNAP)
Adult Critical Care Audit (Case mix programme - ICNARC)
Falls and Fragility Fractures Audit Programme (FFFAP)
National Joint Registry (NJR)
Bowel Cancer Audit (NBCA)
National Audit of Breast Cancer in Older Patients (NABCOP)
National Prostate Cancer Audit
National Lung Cancer Audit (NLCA)
National Oesophago-gastric Cancer Audit (NOGCA)
Head and Neck Cancer Audit (HANA)
Major Trauma (TARN)
Coronary Angioplasty / PCI
Cardiac Rhythm Management (CRM)
National Heart Failure Audit
Acute Coronary Syndrome / Acute MI Audit (MINAP)
National Cardiac Arrest Audit (NCAA)
National Inflammatory Bowel Disease Audit
National Emergency Laparotomy Audit (NELA)
Elective Surgery (National PROMs Programme)
National Paediatric Diabetes Audit (NPDA)
National Pregnancy in Diabetes (NPID) Audit
National Adult Diabetes Inpatient Audit (NADIA)
National Diabetes Foot Care Audit (NDFA)
National Diabetes Adult Audit
National Diabetes Transition Audit
Stroke National Audit (SSNAP)
Learning Disability Mortality Review Programme (LEDER)
National Audit of Intermediate Care (NAIC)
UK Parkinson’s Audit
National COPD Audit Programme - Pulmonary Rehabilitation
National COPD Audit Programme - Secondary Care
National Comparative Audit of Blood Transfusion Programme Red Cells and Platelets in Adult Haematology Patients
Audit of the management of patients at risk of Transfusion
Associated circulatory overload (TACO)
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Fractured Neck of Femur - Emergency Departments
Pain in Children - Emergency Departments
Procedural Sedation in Adults – Emergency Departments
National Ophthalmology Audit
British Society of Urological Surgeons (BAUS) – Cystectomy
Audit
BAUS – Nephrectomy Audit
BAUS – Radical Prostatectomy Audit
BAUS – PCNL Audit
BAUS – Stress Urinary Incontinence Audit
BAUS – Urethroplasty Audit
Endocrine and Thyroid National Audit
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Appendix 2
Participation and cases submitted – Mandatory Clinical Audits
Mandatory

Number of cases submitted
by Trust

% submitted of those
required

National COPD Audit
Programme - Pulmonary
Rehabilitation

21 cases

100% (No specific number
required)

National Audit of
Intermediate Care (NAIC)

Service User Questionnaire –
176 Patient Reported
Experience Measure – 107

100% (all available data
submitted)

Red Cells and Platelets in
Adult Haematology Patients

CONQ – 21 cases
EDGH – 24 cases

100% (all available data
submitted)

Audit of the management of
patients at risk of
Transfusion Associated
circulatory overload (TACO)

CONQ – 38 cases
EDGH – 33 cases

100% (all available data
submitted)

87 cases

100% (No specific number
required)

National Adult Diabetes
Audit

2842 cases

Unknown – 2017/18 was the
first year the Trust participated
and only a partial return was
possible due to the
development of a new data
collection system. A full return
is planned for 2018-19.

National Adult Diabetes
Inpatient Audit

CONQ – 48 cases
EDGH – 51 cases

100% (all available data
submitted)

National Pregnancy in
Diabetes Audit

100% (all available data
submitted)

Fractured Neck of Femur –
Emergency Departments

CONQ – 11 cases
EDGH – 14 cases
CONQ – 100 cases
EDGH – 100 cases

Pain in Children Emergency Departments

CONQ – 100 cases
EDGH – 50 cases

100%

Procedural Sedation in
Adults – Emergency
Departments

CONQ – 50 cases
EDGH – 53 cases

100%

Acute Heart Failure
(NCEPOD)

9 x Clinical Questionnaires
9 x Case notes

100%

Young Peoples Mental
Health (NCEPOD)

5 x Clinical Questionnaires
5 x Case notes
2 x Organisational
Questionnaires

100%

Chronic Neuro-disability
(NCEPOD)

4x Clinical Questionnaires
4 x Admission Questionnaires
4 x Case notes

100%

National Audit

UK Parkinson’s Audit
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100%

Appendix 3
Other non-mandated National Clinical Audits
National Clinical Audit

Specialty

The Second UK Sprint National Anaesthesia Project: Epidemiology of
Critical Care provision after Surgery (SNAP-2: EpiCCS)

Anaesthetics

Clinical management of Complicated intra-Abdominal Infection (CABI) in UK
hospitals

General Surgery

National Small Bowel obstruction Audit

General Surgery

National Right Iliac Fossa pain Treatment (RIFT) Audit

General Surgery

National Audit of Cardiac Rehabilitation

Cardiology

BHIVA National Clinical Audit 2017: Psychological well-being and support,
and use of alcohol and recreational drugs.
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Sexual Health

Annex 1 Statements from the Commissioners, Healthwatch and HOSC
Commissioner statement on ESHT Quality Account 2017/18
East Sussex Healthcare NHS Trust (ESHT) in 2017/18 has continued to improve the quality and
safety of services provided to the residents of East Sussex. The Quality Account demonstrates
the improvement in outcomes for the population who access services at ESHT. A recent Care
Quality Commission inspection was undertaken in March 2018 and Eastbourne, Hailsham and
Seaford (EHS) Clinical Commissioning Group (CCG) and Hastings and Rother (HR) CCG will
continue to support ESHT in providing high quality care during 2018/19.
EHS and HR CCGs have reviewed the ESHT Quality Account for the 2017/18 year and consider
it to be a fair and accurate reflection of the organisations’ performance during the year.
The Trust has continued to improve its safety culture with key highlights including:
• significantly improved reduction in the number of falls occurring (particularly in relation to
the number of falls per 1,000 bed days and those resulting in harm)
• significantly improved compliance with the component elements of the Duty of Candour
• significantly improved reduction in open complaints and elimination of backlog of cases
• improved mortality indices which continues to see the Trust perform in line with peer
organisations
• improved inpatient and maternity Friends and Family Test (FFT) returns
• improved Emergency Department (ED) national Four Hour Wait standard monthly returns
• improved Delayed Transfer of Care (DTOC) rates
• reduced Clostridium difficile Infections against national objectives
The 2018/19 Quality Account priorities will ensure the Trust Board is able to seek assurance on
the experience of people who are accessing the services provided by the Trust. The key areas
below outline where the Trust is required to demonstrate improvement:
• ensuring consistent access to high quality care for patients 7 days per week
• ensuring that national guidance continues to be met in relation to the identification,
management and escalation of Sepsis in patients
• ensuring that all patients continue to be risk assessed upon admission for Venous
Thromboembolism (VTE)
• ensuring that all patient deaths are reviewed within the national standard of three months
post event
• ensuring that the ED Friends and Family Test (FFT) response improves together with
compliance with the four hour standard
• ensuring that inpatient personal needs are attended to in a more responsive manner
• ensuring that there is sustained and ongoing improvement in relation to falls and hospital
acquired pressure damage
Both EHS and HR CCGs look forward to continuing to work collaboratively with the Trust during
the 2018/19 year and ensuring that the residents of East Sussex continue to receive safe and
optimum service provision via the East Sussex Better Together programme.
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Healthwatch East Susssex statement on ESHT Quality Account 2017/18
Healthwatch East Sussex (HWES) continues to work with East Sussex Healthcare NHS Trust on
its quality improvement programme and is very pleased to provide this statement based on our
engagement with patients, their families, the staff and Board members during 2017/18.
It is very reassuring for Healthwatch East Sussex to see one of the continued priorities for the
year and going forward is to listen to feedback from patients and families on the quality of care
they provide; HWES strongly supports this priority and is delighted the evidence and insight that
it gathers on patient experiences is used by the Trust as part of their continuous improvement
programme.
We have continued our engagement during the year at all levels with frontline staff, at executive
level and with Board members and have confidence and trust in the leadership team as it grows.
HWES welcomed the appointment of the new Director of Nursing and continues to build strong
relationships with her team.
The improvement priorities for 2017/18 reflected the learning the Trust needed to embed to
continue its quality improvement programme, especially around the introduction of safety
huddles, developing patient feedback forums where experiences can be shared, learning from
review of deaths and responding to complaints. Our engagement in these areas continues to
report patients and families experiences are improving significantly. It is also very encouraging to
see the increase in patients completing the Trust’s own patient feedback surveys and Friends
and Family Test (FFT) responses.
Going forward, the priorities for 2018/19 reflect what matters to patients, safe and effective
discharge, improving patients’ experience of being on a ward and getting home and early
recognition and treatment of the deteriorating patient, all again HWES would support alongside
the remaining priorities identified. We will continue to engage with the Trust throughout 2018/19
and are planning collaboratively a programme of activity that allows trained members of the
public into the Trust to view for themselves the quality of care patients receive. These activities
are very reassuring for the local community as they help to build confidence in the services the
Trust provide. For HWES our priority for 2018/19 is to look at the out of hospital services the
Trust provide and we look forward to another successful year working together.
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Health Overview and Scrutiny Committee (HOSC) statement on ESHT Quality Account
2017/18
During 2017/18 HOSC has welcomed the Trust’s positive engagement with the Committee as
evidenced by the very senior officers who attend HOSC meetings, including the Chief Executive.
The report of the fourth Care Quality Commission (CQC) inspection, published in June 2018,
shows that the Trust has once again made considerable improvements. We welcome the Trust
receiving ‘good’ or ‘outstanding’ ratings in all areas inspected by the CQC, apart from urgent and
emergency services at Eastbourne District General Hospital (EDGH), and we recognise that the
Trust’s overall rating has only remained at ‘requires improvement’ due to the fact that not all
areas of the Trust were re-inspected. We would expect to see the Trust achieve at least a ‘good’
rating when the remaining areas are re-inspected during 2019/20.
The fact that urgent and emergency services are still rated as ‘requires improvement’ at the
EDGH is disappointing, although it is clear that the service has improved since the last
inspection. The CQC identified one ‘must do’ and 12 ‘should do’ actions in relation to urgent and
emergency care, mainly at the Eastbourne site, and we understand that the Trust is developing
an action plan to address these actions. We would expect this plan to have clear and deliverable
actions to improve urgent and emergency services contained within it.
We see the recommendation by the CQC that ESHT is removed from special measures for
quality as evidence of major improvements at the Trust since 2015. We congratulate the
commitment of every member of staff in achieving that goal. We hope, however, that the Trust is
also able to come out of financial special measures before too long.
HOSC welcomes the continued work of ESHT’s leadership team, which has been forthright in its
admission of the scale of the issues facing the Trust, and has responded by developing a
programme of quality improvement that has helped to elevate the Trust out of special measures
for quality. The CQC stated that there had been a significant improvement in organisational
culture; we are very glad to hear that this is the case given that it was an area of major concern
to this Committee in previous years, and we hope to see further improvements when the well led
domain is re-inspected during 2019/20.
HOSC, alongside many in East Sussex, remains focused on working where we can to identify
and support the improvements in quality that patients and their families deserve. We have
considered improvements being made in both end of life care and maternity services over the
past year and will look to identify opportunities for further scrutiny following consideration of the
CQC report at our next meeting at the end of June.
2017/18 Quality Priorities
We are glad that ESHT at least made progress in all of its quality priorities during 2017/18 and
that it made significant improvements or fully implemented more than half of them.
Improving patient flow and reducing hospital length of stay for non-elective patients was an area
HOSC identified as one we wished to see improved, and we welcome the fact that the Trust has
made significant improvements in this area.
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End of Life care improvement has been an area of interest for the Committee and we welcome
that progress was made in this area during 2017/18 and that it is due to continue as a quality
priority during 2018/19.
It is, however, disappointing that there has not been much progress in reducing the number of
staff experiencing bullying and harassment, given the importance of staff satisfaction to patient
care, and we hope that the work the Trust is doing to make improvements this year are more
successful.
2018/19 Quality Priorities
We are pleased to see the inclusion of quality priorities based on areas identified by the CQC as
requiring ‘should do’ action and which need addressing, for example, improving young people’s
experience of being in hospital wards. We also welcome plans to deliver the four core standards
for emergency admissions by 2020/21 as part of the priority of working towards providing
consistent high quality care for patients 7 days per week, particularly because of the CQC’s
concerns about emergency care at EDGH.
HOSC looks forward to working with the Trust over the coming year and will continue to monitor
progress on behalf of local people, working closely with CQC, NHS Improvement and local
Healthwatch.
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Annex 2 Independent Practitioner’s Limited Assurance report
We have been engaged by the Board of Directors of East Sussex Healthcare NHS Trust to perform an
independent assurance engagement in respect of East Sussex Healthcare NHS Trust’s Quality Account for the
year ended 31 March 2018 (“the Quality Account”) and certain performance indicators contained therein as
part of our work. NHS Trusts are required by section 8 of the Health Act 2009 to publish a Quality Account
which must include prescribed information set out in The National Health Service (Quality Account)
Regulations 2010 and as subsequently amended in 2011, 2012, 2017 and 2018 (“the Regulations”).
Scope and subject matter

The indicators for the year ended 31 March 2018 subject to the limited assurance engagement consist of the
following indicators:
• Percentage of patients risk-assessed for venous thromboembolism (VTE);
• Percentage of reported patient safety incidents resulting in severe harm or death.
We refer to these two indicators collectively as “the indicators”.
Respective responsibilities of the directors and Practitioner

The directors are required under the Health Act 2009 to prepare a Quality Account for each financial year. The
Department of Health and NHS Improvement has issued guidance on the form and content of annual Quality
Accounts (which incorporates the legal requirements in the Health Act 2009 and the Regulations).
In preparing the Quality Account, the directors are required to take steps to satisfy themselves that:
• the Quality Account presents a balanced picture of the Trust’s performance over the period covered;
• the performance information reported in the Quality Account is reliable and accurate;
• there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm that they are
working effectively in practice;
• the data underpinning the measures of performance reported in the Quality Account is robust and
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to
appropriate scrutiny and review; and
• the Quality Account has been prepared in accordance with Department of Health and NHS
Improvement guidance.
The Directors are required to confirm compliance with these requirements in a statement of directors’
responsibilities within the Quality Account.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything has
come to our attention that causes us to believe that:
• the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;
• the Quality Account is not consistent in all material respects with the sources specified in the NHS
Quality Accounts Auditor Guidance 2014-15 issued by the Department of Health in March 2015 (“the
Guidance”); and
• the indicators in the Quality Account identified as having been the subject of limited assurance in the
Quality Account are not reasonably stated in all material respects in accordance with the Regulations
and the six dimensions of data quality set out in the Guidance.
We read the Quality Account and conclude whether it is consistent with the requirements of the Regulations
and consider the implications for our report if we become aware of any material omissions.
We read the other information contained in the Quality Account and consider whether it is materially
inconsistent with:
• Board minutes for the period April 2017 to 28 June 2018;
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•
•
•
•
•
•
•
•
•
•
•

papers relating to quality reported to the Board over the period April 2017 to 28 June 2018;
feedback from East Sussex County Council dated 1 June 2018 and each of Eastbourne, Hailsham and
Seaford CCG and Hastings and Rother CCGs, both dated 1 June 2018;
feedback from local Healthwatch organisations dated 20 June 2018;
feedback from the Overview and Scrutiny Committee dated 21 June 2018;
the Trust’s complaints report published under regulation 18 of the Local Authority, Social Services
and National Health Service Complaints (England) Regulations 2009, dated May 2018;
the national patient survey dated 13 June 2018;
the local patient surveys dated 17 October 2017 and 30 January 2018;
the national staff survey dated 17 January 2018;
the Head of Internal Audit’s annual opinion over the Trust’s control environment dated 8 May 2018;
the annual governance statement dated 24 May 2018; and
the Care Quality Commission’s inspection report dated 6 June 2018.

We consider the implications for our report if we become aware of any apparent misstatements or material
inconsistencies with these documents (collectively the “documents”). Our responsibilities do not extend to any
other information.
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 Board of Directors of East Sussex
Healthcare NHS Trust. We permit the disclosure of this report to enable the Board of Directors to
demonstrate that they have discharged their governance responsibilities by commissioning an independent
assurance report in connection with the indicators. To the fullest extent permissible by law, we do not accept
or assume responsibility to anyone other than the Board of Directors as a body and East Sussex Healthcare
NHS Trust for our work or this report, except where terms are expressly agreed and with our prior consent in
writing.
Assurance work performed

We conducted this limited assurance engagement under the terms of the Guidance. Our limited assurance
procedures included:
• evaluating the design and implementation of the key processes and controls for managing and
reporting the indicators;
• making enquiries of management;
• limited testing, on a selective basis, of the data used to calculate the indicators tested against
supporting documentation;
• comparing the content of the Quality Account to the requirements of the Regulations; and
• reading the documents.
A limited assurance engagement is narrower in scope than a reasonable assurance engagement. The nature,
timing and extent of procedures for gathering sufficient appropriate evidence are deliberately limited relative to
a reasonable assurance engagement.
Limitations

Non-financial performance information is subject to more inherent limitations than financial information,
given the characteristics of the subject matter and the methods used for determining such information.
The absence of a significant body of established practice on which to draw allows for the selection of different
but acceptable measurement techniques that can result in materially different measurements and can affect
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 of these
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criteria, may change over time. It is important to read the Quality Account in the context of the criteria set out
in the Regulations.
The nature, form and content required of Quality Accounts are determined by the Department of Health and
NHS Improvement. This may result in the omission of information relevant to other users, for example for the
purpose of comparing the results of different NHS organisations.
In addition, the scope of our limited assurance work has not included governance over quality or nonmandated indicators which have been determined locally by East Sussex Healthcare NHS Trust.
Our audit work on the financial statements of East Sussex Healthcare NHS Trust is carried out in accordance
with our statutory obligations and is subject to separate terms and conditions. This engagement will not be
treated as having any effect on our separate duties and responsibilities as East Sussex Healthcare NHS Trust’s
external auditors. Our audit reports on the financial statements are made solely to East Sussex Healthcare NHS
Trust's directors, as a body, in accordance with the Local Audit and Accountability Act 2014. Our audit work is
undertaken so that we might state to East Sussex Healthcare NHS Trust’s directors those matters we are
required to state to them in an auditor’s report and for no other purpose. Our audits of East Sussex Healthcare
NHS Trust’s financial statements are not planned or conducted to address or reflect matters in which anyone
other than such directors as a body may be interested for such purpose. In these circumstances, to the fullest
extent permitted by law, we do not accept or assume any responsibility to anyone other than East Sussex
Healthcare NHS Trust and East Sussex Healthcare NHS Trust’s directors as a body, for our audit work, for
our audit reports, or for the opinions we have formed in respect of those audits.
Basis for qualified conclusion

The indicator reporting the percentage of patients risk-assessed for venous thromboembolism (VTE) did not
meet the six dimensions of data quality in the following respects:
• Validity/Accuracy – Our testing identified 12 errors in relation to the validity and accuracy of the
indicator population. Specifically, 3 cases were incorrectly recorded as having not been subject to a risk
assessment and 2 cases which were out of scope of the indicator were incorrectly included in the
indicator population; all of which led to an understatement of the indicator. In addition, our testing
identified 7 cases that had been incorrectly recorded as having been subject to a risk assessment,
leading to an overstatement of the indicator.
Conclusion

Based on the results of our procedures, with the exception of the matter reported in the basis for qualified
conclusion paragraph above, nothing has come to our attention that causes us to believe that, for the year
ended 31 March 2018:
• the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;
• the Quality Account is not consistent in all material respects with the sources specified in the
Guidance; and
• the indicators in the Quality Account identified as having been subject to limited assurance have not
been reasonably stated in all material respects in accordance with the Regulations and the six
dimensions of data quality set out in the Guidance.

Grant Thornton UK LLP
Grant Thornton UK LLP
Chartered Accountants
2nd Floor
St Johns House
Crawley
RH10 1HS
28 June 2018
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Annex 3 Equality Impact Assessments
1.

Does the Quality Account affect a
group with a protected characteristic
less or more favourably than another
on the basis of age, disability, gender
reassignment, marriage and civil
partnership, pregnancy and maternity,
race, religion of belief, sex or sexual
orientation?
Has the Quality Account taken into
consideration any privacy and dignity
or same sex accommodation
requirements that may be relevant?

No

All priorities are underpinned by a
commitment to improve the quality
of services and outcomes for
patients and carers of all protected
characteristics.

Yes

3.

Is there any evidence that some
groups are affected differently?

No

4.

If you have identified potential
discrimination, are any exceptions
valid, legal and/or justifiable?
Is the impact of the Quality Account
likely to be negative and if so, can the
impact be avoided?

N/A

We are committed to respecting
privacy and dignity and this is
implicit in improving our patient
experience. Our capital schemes
support compliance with delivering
same sex accommodation
requirements.
There is no evidence that the
quality improvement priorities will
affect some groups differently. We
recognise the need to target
objectives for those who have
needs relating to protected
characteristics and these are
considered in respect of each
priority e.g. in respect of access,
use of interpreters, making
information available in different
formats etc.
No discrimination identified

No

No negative impact identified

2.

5.
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Annex 4 Glossary
Acute Kidney Injury
(AKI)
Ambulatory Care (AC)

Anaerobic bloodstream
infections (BSI)
British Thoracic
Society (BTS)

Care Pathway

Care Quality
Commission (CQC)

Childhood Community
Acquired Pneumonia
(CAP)

Chronic Obstructive
Pulmonary Disease
(COPD)
Clinical Audit

Clostridium difficile or
C. difficile / C.diff

Acute Kidney Injury (AKI) is sudden damage to the kidneys that
causes them to not work properly. It can range from minor loss of
kidney function to complete kidney failure.
Ambulatory Care (AC) or outpatient care is medical care provided
on an outpatient basis, including diagnosis, observation,
consultation, treatment, intervention and rehabilitation services.
This care can include advanced medical technology and
procedures, even when provided outside hospitals.
An anaerobic bloodstream infection is caused by anaerobes,
which are bacteria that cannot grow in the presence of oxygen.
The British Thoracic Society (BTS) was formed in 1982 by the
amalgamation of the British Thoracic Association and the
Thoracic Society. It is a registered charity and a company limited
by guarantee. The BTS exists to improve standards of care for
people who have respiratory diseases and to support and
develop those who provide that care.
This is an anticipated care plan that a patient will follow, in an
anticipated time frame, and is agreed by a multi-disciplinary team
(a team made up of individuals responsible for different aspects
of a patient’s care).
The Care Quality Commission (CQC) is the independent
regulator of health and social care in England. It regulates health
and adult social care services, whether provided by the NHS,
local authorities, private companies or voluntary organisations.
Visit: www.cqc.org.uk
Pneumonia is an infection in one or both lungs. Pneumonia can
be caused by viruses or bacteria. Viruses are more common in
children younger than two years old. It is called communityacquired as the infection started outside the hospital (in the
community).
Chronic Obstructive Pulmonary Disease (COPD) is the name for
a group of lung conditions that cause breathing difficulties. It
includes emphysema (damage to the air sacs in the lungs) and
chronic bronchitis (long-term inflammation of the airways).
Clinical Audit measures the quality of care and services against
agreed standards and suggests or makes improvements where
necessary.
Clostridium difficile (also known as ‘C. difficile’ or ‘C. diff’) is a
gram positive bacteria causing diarrhoea and other intestinal
disease when competing bacteria in a patient or person’s gut
are wiped out by antibiotics. C. difficile infection can range in
severity from asymptomatic to severe and life-threatening,
especially among the elderly.
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Cognitive Behavioural
Therapy for Insomnia
and Anxiety (CBTI)

Commissioning for
Quality and Innovation
(CQUIN)

Culture
Data Quality
Datix/DatixWeb

Decision to Delivery
(DDI)
Department of Health
(DOH)
Deteriorating patient
Discharge

Division

Cognitive behavioural therapy (CBT) is a talking therapy that
can help someone manage problems by changing the way they
think and behave. It is most commonly used to treat anxiety
and depression but can be useful for other mental and physical
health problems.
High Quality Care for All included a commitment to make a
proportion of providers’ income conditional on quality and
innovation, through the Commissioning for Quality and
Innovation (CQUIN) payment framework. Visit:
www.dh.gov.uk/en/
Learned attitudes, beliefs and values that define a group or
groups of people.
Ensuring that the data used by the organisation is accurate,
timely and informative
On 1st January 2013 ESHT introduced electronic incident
reporting software known as DatixWeb. Incidents are reported
directly onto the system by any employee of the organisation,
about incidents or near misses occurring to patients,
employees, contractors, members of the public. The data
provided by DatixWeb assists the organisation to trend the
types of incidents that occur, for learning lessons as to why they
occur and to ensure that these risks are minimised or even
eliminated by the action plans that we put in place. DatixWeb is
also used to comply with national and local reporting
requirements.
Decision to Delivery (DDI) is the time period between the clinical
decision that a caesarean section is required and when the
procedure is carried out.
The Department of Health is a department of the UK government
but with responsibility for government policy for England alone on
health, social care and the NHS.
A patient whose observations indicate that their condition is
getting worse
The point at which a patient leaves hospital to return home or be
transferred to another service or, the formal conclusion of a
service provided to a person who uses services.
A group of clinical specialities managed within a management
structure. Each has a clinical lead, nurisng lead and general
manager.
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Duty of Candour (DoC)

East Sussex Better
Together (ESBT)

End of Life Care
(EOLC)

Electronic Prescription
and Medicines
Administration (ePMA)

Enhancing Mental
Health Awareness in
Emergency Services
(ENHANCE)

Regulation 20 is a direct response to recommendation 181 of the
Francis Inquiry report into Mid Staffordshire NHS Foundation
Trust, which recommended that a statutory duty of candour be
introduced for health and care providers. This is further to the
contractual requirement for candour for NHS bodies in the
standard contract, and professional requirements for candour in
the practice of a regulated activity. In interpreting the regulation
on the duty of candour we use the definitions of openness,
transparency and candour used by Robert Francis in his report:
• Openness – enabling concerns and complaints to be raised
freely without fear and questions asked to be answered
• Transparency – allowing information about the truth about
performance and outcomes to be shared with staff, patients, the
public and regulators
• Candour – any patient harmed by the provision of a healthcare
service is informed of the fact and an appropriate remedy offered,
regardless of whether a complaint has been made or a question
asked about it
East Sussex Better Together is an alliance of commissioners and
providers in East Sussex, working together to reshape the way
health and social care services are provided in East Sussex.
ESBT is working towards a fully integrated health and social care
system that ensures every patient or service user enjoys
proactive, joined up care that supports them to live as
independently as possible and achieve the best possible
outcomes.
End of Life Care (EOLC) is healthcare for patients in the final
hours or days of their lives, or for those with a terminal illness or
terminal condition that has become advanced, progressive and
incurable.
Electronic Prescribing and Medicines Administration (ePMA) is
the “utilisation of electronic systems to facilitate and enhance the
communication of a prescription or medicine order, aiding the
choice, administration and supply of a medicine through
information and decision support and providing a robust audit trail
for the entire medicines use process”. The aim is to improve
patient safety by reducing prescribing and administration errors
that could result in medication errors and adverse drug events.
ENHANCE (Enhancing Mental Health Awareness in Emergency
Services) is an Emergency Department study opened in
collaboration with SECAMB and Sussex Police
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Excellence in Care
Programme

Fluid Optimisation in
Emergency
Laparotomy (FLO ELA)

Friends and Family
Test (FFT)

Health Research
Authority (HRA)

Healthwatch

Hospital Episode
Statistics
Hospital Standardised
Mortality Ratio (HSMR)
Hyponatraemia

The Excellence in Care Programme will provide a framework and
ongoing review for quality care and leadership at departmental
level. It is identified as a priority in the Patient Safety and Quality
Strategy and will empower wards/departments to deliver high
quality care through effective leadership and improvement
culture.
Fluid Optimisation in Emergency Laparotomy Trial (FLO-ELA) is
the Fluid Optimisation in Emergency Laparotomy trial. It is a large
pragmatic clinical trial which aims to find out whether cardiacoutput guided haemodynamic therapy given to patients during
and shortly after emergency bowel surgery could save lives,
when compared with usual care. The trial is being run in 100 UK
hospitals and will study nearly 8,000 patients. The project is
funded by the National Institute for Health Research Technology
Assessment Programme (project number 15/80/54).
The NHS Friends and Family Test (FFT) was created to help
service providers and commissioners understand whether their
patients are happy with the service provided, or where
improvements are needed. It is a quick and anonymous way for
patients to give their views after receiving care or treatment.
The Health Research Authority (HRA) is an executive nondepartmental public body of the Department of Health. The HRA
exists to provide a unified national system for the governance of
health research. Its core purpose is to protect and promote the
interests of patients and the public in health and social care
research by:
•
ensuring research is ethically reviewed and approved
•
promoting transparency in research
•
overseeing a range of committees and services
•
providing independent recommendations on the
processing of identifiable patient information where it is
not always practical to obtain consent, for research and
non-research projects
Healthwatch is the independent consumer champion created to
gather and represent the views of the public on issues relating to
health and social care.Healthwatch plays a role at both a national
and local level, ensuring that the views of the public and people
who use services are taken into account.
Hospital Episode Statistics is the national statistical data
warehouse for England of the care provided by NHS hospitals
and for NHS hospital patients treated elsewhere.
Hospital Standardised Mortality Ratio (HSMR) is an indicator of
whether death rates are higher or lower than would be expected.
Hyponatraemia is defined as a serum sodium concentration of
less than 135 mmol/L. It is the most common electrolyte disorder
encountered in clinical practice and is usually an incidental
finding on routine blood tests.
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Information
Governance Toolkit
(IGT)

Key Performance
Indicators (KPIs)

Kent Surrey Sussex
Academic Health
Science Network (KSS
AHSN) Mortality
Community of Interest

Information Governance Toolkit (IGT) is an existing approved
Information Standard. It is an online performance tool developed
by the Department of Health (DH) to support organisations to
measure their performance against information governance
requirements. The Care Quality Commission uses the results to
triangulate their findings.
Key Performance Indicators, also known as KPIs, help an
organisation define and measure progress towards organisational
goals. Once an organisation has analysed its mission, identified
all its stakeholders, and defined its goals, it needs a way to
measure progress towards those goals. Key Performance
Indicators are those measurements. Performance measures such
as length of stay, mortality rates, readmission rates and day case
rates can be analysed.
The Learning from Mortality Community of Practice (MCoP) was
formed in January 2017 by six convening members. The group's
first activity was a survey of medical directors across Kent,
Surrey and Sussex. None of the respondents felt that there was
comprehensive or well-structured training for staff undertaking
mortality reviews.
However, more than 75% felt that mortality governance was a top
priority for their Trust board, and that sharing of experiences and
learning from mortality reviews across the region would be
beneficial.
Ambition: To build relationships between organisations to
improve the standards of mortality reviews and enrich learning for
safer care.

Medicine reconciliation

Methicillin Resistant
Staphylococcus
Aureus (MRSA)
Mothers and Babies
Reducing Risk through
Audits and Confidential
Enquiries (MBRRACE)
UK

Our community: A community from Kent, Surrey and Sussex
closely involved in mortality and committed to going beyond
effective screening and mortality reviews to become a community
of trust, where learning is shared through working together with
carers and families.
The process of identifying an accurate list of a person's current
medicines and comparing them with the current list in use,
recognising any discrepancies, and documenting any changes,
thereby resulting in a complete list of medicines, accurately
communicated.
MRSA is a type of bacteria that's resistant to several widely used
antibiotics. This means infections with MRSA can be harder to
treat than other bacterial infections.
The Confidential Enquiry into Maternal Deaths is a national
programme investigating maternal deaths in the UK and Ireland.
Since June 2012, the CEMD has been carried out by the
MBRRACE-UK collaboration, commissioned by the Healthcare
Quality Improvement Partnership.
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Multidisciplinary

National Clinical Audit
Patient Outcomes
Programme (NCAPOP)

National Confidential
Enquiry into Patient
Outcome and Death –
NCEPOD

National Diabetes Foot
Care Audit (NDFA)

National Institute for
Health and Clinical
excellence (NICE)
Near miss
Never Event

Palliative care

Multidisciplinary describes something that combines multiple
medical disciplines. For example a ‘Multidisciplinary Team’ is a
group of professionals from one or more clinical disciplines who
together make decisions regarding the recommended treatment
of individual patients.
Set of national clinical audits, registries and confidential enquiries
which measure healthcare practice on specific conditions against
accepted standards. These projects give healthcare providers’
benchmarked reports on their performance, with the aim of
improving the care provided.
The National Confidential Enquiry into Patient Outcome and
Death (NCEPOD) reviews clinical practice and identifies
potentially remediable factors in the practice of anaesthesia and
surgical and medical treatment. Its purpose is to assist in
maintaining and improving standards of medical and surgical
care for the benefit of the public. It does this by reviewing the
management of patients and undertaking confidential surveys
and research, the results of which are published.
Clinicians at ESHT participate in national enquiries and review
the published reports to make sure any recommendations are put
in place.
The National Diabetes Footcare Audit (NDFA) is a measurement
system of care structures, patient management and outcomes of
care for people with active diabetic foot disease. In 2014/15 the
annual cost of diabetic foot disease to the NHS in England was
estimated at £1 billion, in addition to the personal/social costs of
reduced mobility and sickness absence.
The National Institute for Health and Clinical Excellence (NICE) is
an independent organisation responsible for providing national
guidance on promoting good health and preventing and treating
ill health. Visit: www.nice.org.uk
An event not causing harm, but having the potential to cause
injury or ill health.
A Never Event is a type of Serious Incident (SI). These are
defined as ‘serious, largely preventable, patient safety incidents
that should not occur if the available preventative measures have
been implemented by healthcare providers’.
Palliative care is an approach that improves the quality of life of
patients and their families facing the problems associated with
life-threatening illness, through the prevention and relief of
suffering by means of early identification and impeccable
assessment and treatment of pain and other problems, physical,
psychosocial, and spiritual.
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Patient Reported
Outcome Measures
(PROMs)

Patient Safety
Thermometer

Practical Obstetric
Multi-Professional
Training (PROMPT)

Pressure ulcers

Privacy and dignity

Providers
RADIANCE HTN

Research

All NHS patients having hip or knee replacement, varicose vein
surgery or groin hernia surgery are invited to fill in a PROMS
questionnaire.
The questionnaire’s aim is to find out about the patients’ health
and quality of life, before and after the operation. This enables
hospitals to measure their success and make improvements
supported by feedback from patients on the reported outcomes of
their surgical intervention and compare themselves to other
Trusts nationally.
The NHS Patient Safety Thermometer has been designed to
be used by frontline healthcare professionals to measure a
snapshot of harm once a month from pressure ulcers, falls,
urinary infection in patients with catheters and treatment for
VTE (venous thromboembolism - deep vein thrombosis and
pulmonary embolism). It provides a quick, simple method for
surveying patient harms and analysing results so that we can
measure and monitor local improvement and harm free care.
PROMPT (PRactical Obstetric Multi-Professional Training)
is an evidence based multi-professional training package
for obstetric emergencies. It is associated with direct
improvements in perinatal outcome and has been proven to
improve knowledge, clinical skills and team working.
Pressure ulcers develop when a large amount of pressure
is applied to an area of skin over a short period of time, or
they can occur when less force is applied but over a longer
period of time.
To respect a person’s privacy is to recognise when they wish and
need to be alone (or with family or friends), and protected from
others looking at them or overhearing conversations that they
might be having. It also means respecting their confidentiality and
personal information. To treat someone with dignity is to treat
them as being of worth and respect them as a valued person,
taking account of their individual beliefs.
Providers are the organisations that provide NHS services, e.g.
NHS trusts and their private or voluntary sector equivalents.
RADIANCE-HTN is a randomised, double-blind, sham controlled,
2-cohort study (TRIO and SOLO) designed to demonstrate
efficacy and document the safety of the Paradise Renal
Denervation System in two distinct populations of hypertensive
subjects.
Clinical research and clinical trials are an everyday part of the
NHS. The people who do research are mostly the same doctors
and other health professionals who treat people. A clinical trial is
a particular type of research that tests one treatment against
another. It may involve either patients or people in good health or
both.

100

Research Ethics
Committee (REC)

Risk Adjusted Mortality
Indicator (RAMI)

Root Cause Analysis
(RCA)

Royal College of
Emergency Medicine
(RCEM)

SAFER patient flow
bundle
Safety Huddles

Secondary Uses
Service (SUS)
Schwartz Rounds

Sepsis

There are more than 80 NHS Research Ethics Committees
across the UK. They exist to safeguard the rights, safety, dignity
and well-being of research participants.
RECs review research proposals and give an opinion
about whether the research is ethical. They also look at issues
such as the participant involvement in the research. The
committees are entirely independent of research sponsors (the
organisations responsible for the management and conduct of
the research), funders and the researchers themselves. This
enables them to put participants at the centre of their review.
The Risk Adjusted Mortality Indicator (RAMI) is a mortality rate
that is adjusted for predicted risk of death. It is usually used to
observe and/or compare the performance of certain institution(s)
or person(s), e.g. hospitals or surgeons.
RCA is a method of problem solving that tries to identify the root
causes of faults or problems that cause operating events. RCA
practice tries to solve problems by attempting to identify and
correct the root causes of events, as opposed to simply
addressing their symptoms. By focusing correction on root
causes, problem recurrence can be prevented.
The College is established to advance education and research in
Emergency Medicine. The College is responsible for setting
standards of training and administering examinations in
Emergency Medicine for the award of Fellowship and
Membership of the College as well as recommending trainees for
CCT in Emergency Medicine. The College works to ensure high
quality care by setting and monitoring standards of care and
providing expert guidance and advice on policy to relevant bodies
on matters relating to Emergency Medicine.
A combined set of simple rules for adult inpatient wards to
improve patient flow and prevent unnecessary waiting for
patients.
Short multidisciplinary briefings designed to give healthcare staff,
clinical and non-clinical, the opportunity to understand what is
going on with each patient and anticipate future risks to improve
patient safety and care.
The single, comprehensive repository for healthcare data in
England which enables a range of reporting and analyses to
support NHS in the delivery of healthcare services.
Schwartz Centre Rounds, a multidisciplinary forum designed for
all staff, both clinical and non-clinical, to come together once a
month to discuss and reflect on the emotional and social
challenges associated with working in healthcare. Rounds
provide a confidential space to reflect in and share experiences.
The body’s overwhelming and life-threatening response to
infection that can lead to tissue damage, organ failure and death.
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Sepsis Care Bundle

Serious Incident (SI)

Sign up to Safety

A selected set of elements of care that, when implemented as a
group, have an effect on outcomes beyond implementing the
individual elements alone.
A Serious Incident is an incident or accident involving a patient, a
member of NHS staff (including those working in the community),
or member of the public who face either the risk of, or experience
actual, serious injury, major permanent harm or unexpected
death in hospital, other health service premises or other premises
where healthcare is provided. It may also include incidents where
the actions of health service staff are likely to cause significant
public concern.
Sign up to Safety is a campaign that aims to make the NHS the
safest healthcare system in the world, building on the
recommendations of the Berwick Advisory Group. The ambition is
to halve avoidable harm in the NHS over the next three years and
save 6,000 lives as a result.
By signing up to the campaign, organisations commit to listening
to patients, carers and staff, learning from what they say when
things go wrong and taking action to improve patient safety,
helping to ensure patients get harm free care every time,
everywhere.
Chief Executives of NHS England, The Care Quality
Commission, the NHS Trust Development Authority, Monitor,
NHS Improving Quality and the NHS Litigation Authority have all
signed up to align their work with this campaign.

South Central
Ambulance Service
(SCAS)
South East Coast
Ambulance Service
(SECAmb)

Speak Up Guardian

For 2017/18 the Trust has signed up to four safety pledges which
are:
•
Reducing harm from patient falls
•
Compliance with Duty of Candour
•
Pressure ulcer prevention
•
Improved compliance with Sepsis screening and delivery
of the Sepsis 6 Care Bundle
South Central Ambulance Service NHS Foundation Trust (SCAS)
is the authority responsible for providing NHS ambulance
services in Buckinghamshire, Oxfordshire, Berkshire and
Hampshire excluding North East Hampshire.
South East Coast Ambulance Service NHS Foundation Trust
(SECAmb) is the authority responsible for providing NHS
ambulance services for south-eastern England, covering Kent
(including Medway),West Sussex and East Sussex (including
Brighton and Hove). It also covers a part of north-eastern
Hampshire. The service was made an NHS Foundation Trust on
1 March 2011.
A person who supports staff to raise concerns.
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Spine

Strategy
Summary HospitalLevel Mortality
Indicator (SHMI)

Surgical Site Infection
Surveillance Service
(SSISS)
Sustainability and
Transformation
Partnership (STP)

Trust Board

UK Obstetric
Surveillance System
(UKOSS)

The Spine is a set of national services used by the NHS Care
Record Service. These include:
• The Personal Demographics Service (PDS) which stores
demographic information about each patient and their
NHS number. Patients cannot opt-out from this
component of the Spine, although they can mark their
record as 'sensitive' to prevent their contact details being
viewed by 831,000 staff
• The Summary Care Record is a summary of patients’
clinical information, such as allergies and adverse
reactions to medicine
• The Secondary Uses Service (SUS) which uses data from
patient records to provide anonymised and
pseudonymised business reports and statistics for
research, planning and public health delivery.
A high level plan of action designed to achieve long term or
overall aims.
SHMI is a hospital-level indicator which measures whether
mortality associated with hospitalisation is in line with
expectations. The SHMI value 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 that Trust (where 1.0
represents the national average). Depending on the SHMI value,
Trusts are banded between 1 and 3 to indicate whether their
SHMI is low (3), average (2) or high (1) compared to other Trusts.
SHMI is not an absolute measure of quality. However, it is a
useful indicator for supporting organisations to ensure they
properly understand their mortality rates across each and every
service line they provide.
The Surgical Site Infection Surveillance Service (SSIS) helps
hospitals across England record and follow-up incidents of
infection after surgery, and use these results to benchmark,
review and change practice as necessary.
This is an arrangement where NHS health organisations and
local authority organisations, clinical commissioning groups and
local councils who commission and provide health and care work
together. The purpose is to produce a long-term plan outlining
how local health and care services will evolve, improve and
continue over the next five years.
The Trust Board is accountable for setting the strategic direction
of the Trust, monitoring performance against objectives, ensuring
high standards of corporate governance and helping to promote
links between the Trust and the community.
The UK Obstetric Surveillance System is a national system
established to study a range of rare disorders of pregnancy,
including severe ‘near-miss maternal morbidity.
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UK Health
Departments’ Research
Ethics Service (UKRES)

United Nations
Children's Fund
(UNICEF)

Venous
Thromboembolism
(VTE)

Views of Informal
Carers’ Experience of
Services (VOICES)
VitalPAC

The UK Research Ethics Service (UKRES) is committed to
enabling and supporting ethical research in the NHS, protecting
the rights, safety, dignity and wellbeing of research participants. It
is one of the core functions of the Health Research Authority
(HRA) which is an executive non-departmental public body of the
Department of Health in the United Kingdom.
The United Nations Children’s Fund (UNICEF) was established in
1946 by the United Nations to meet the emergency needs of
children in post-war Europe and China. Its purpose as mandated
by the United Nations General Assembly is to advocate for the
protection of children's rights, to help meet their basic needs and
to expand their opportunities to reach their full potential.
Blood has a mechanism that normally forms a ‘plug’ or clot to
stop the bleeding when an injury has occurred, for example, a cut
to the skin. Sometimes the blood’s clotting mechanism goes
wrong and forms a blood clot when there has been no injury.
When this happens inside a blood vessel, the blood clot is called
a thrombus. When the blood clot is deep inside one of the veins
in the body, most commonly in the leg, it is called deep vein
thrombosis (DVT). If the blood clot comes loose it can travel
through the bloodstream to the lungs. This is called pulmonary
embolism and it can be fatal. DVT and pulmonary embolism
together are known as venous thromboembolism.
VOICES is a questionnaire for patients who die in the acute
sector. This is given to the bereaved and asks about their view of
the care provided.
VitalPAC is a mobile clinical system that monitors and analyses
patients’ vital signs to identify deteriorating conditions and
provide risk scores to trigger the need for further necessary care.
It removes the need for paper charts and manages scheduled
observations based on clinical need.
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