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To be re drafted when the document is complete

About this report

Local people want hospitals that are safe and efficient and that care for them as individuals. This is
exactly what we, the Trust Board, want for our two hospitals — Hillingdon and Mount Vernon.

This report is an innovation in the NHS. For the first time all hospitals are publishing information about
the work they are doing to improve the quality of the service they provide.

We have divided the report into three sections. First we look forward and outline our priorities for
improvement over the next year. We look at seven priorities and examine whether they fit our three
quality principles: safety, clinical effectiveness and the patient’s experi and what we are doing in
each case to improve.

Then we look back on last year and report on what our prioritie and what we did about them.
Finally we examine our services against those provided by [ ts so that you can see how
we compare on quality.

| hope you find this report readable and interesting. | dback on style or
content. Please write to me at the email address below.

Yours sincerely
David McVittie,
Chief Executive
david.mcvittie@thh.nhs.uk

To include comment from re positive comments on patient quality of care
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1 page summary to be added when document is complete which can be used for easy distribution to
the public
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PART 2. Looking forward - our priorities for 2011/2012

Every year we engage all of our stakeholders to review our services and agree a clinical quality strategy.
All of the service reviews and developments in the hospital which result from this strategy have since
October 2010 been subject to a formal quality impact assessment tool. Furthermore, progress of all
these developments are monitored at the bimonthly Hospital Quality Improvement, Productivity and
Prevention (QIPP) group, which has as its membership all the relevant stakeholders. Key indicators
identified as part of this clinical quality strategy will be added to an already wide range of indicators
relating to the three domains of quality, clinically effective care, safety and patient experience that are
currently monitored monthly at Trust Board level.

For the purposes of this section, we have focused on the seven priorities that make up part of our clinical
quality strategy. These have emerged from what our patients have tol nd the ideas of our staff as
well as those of a range of friendly organisations and stakeholders.

To ensure that we monitor and deliver on our objectives, in addi
Board monitoring of key indicators, there will be monitoring
Hospital Clinical Quality and Standards Committee (a sub
bimonthly), with a quarterly report to the Trust Board.

IPP group and the Trust
able indicators by the
t Board which meets

PRIORITY 1: Enhanced Recovery Programme
Why is this one of our priorities?

safer and sooner from their surgery, and have a erall experience. The program is designed
so that there is detailed pre-operative assessment a luding patient education, so that the

enhanced recovery program pathway get b are better able to control their pain and
recovery, are more inf

The hospital was of treatment for Trauma and Orthopaedic patients and
the method has by the Department of Health for roll out to other types of
surgery at other ho een offered the opportunity to become one of the hospitals (chosen

ipate in the enhanced recovery programme roll out. Clinicians in
two of our specialties ex terest in taking part in this work so we will now be offering the

Below is a selection of quotes from our patients who have already had their surgery as part of the
Enhanced Recovery Program:

“I thought | would have more pain and take longer to recover but I'm back to nearly normal after just 3
weeks — | put it all down to what happened before and after the operation. Because of all the information
| had beforehand, | knew what to expect and I felt encouraged to move around.”

“| felt prepared because | was told what to expect.”

“It was very good to hear that | could go home in 2 or 3 days. | am 72 years of age and remember when
patients had to stay in much longer. This is an amazing advance in technology.”
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“Great care was taken to prepare me for the operation and this no doubt contributed enormously to my
feelings of ease and confidence”

“l even had a chicken sandwich the 1% day after my operation. This was my best day yet”.

Our aims for 2011/12 are:

Embed the Enhanced Recovery Program for patients undergoing selected Gynaecology and
Bowel Surgery procedures.
Bowel Surgery patients;
o Reduce the average Length of Stay from baseline (Jan-June 09) of 13 nights (national
average 10.9) to an average of 9 nights.
o Have no increase in re-admissions from the baseline rate (Jan-June 09) of 16.2%

Gynaecology Hysterectomy patients:
o No Increase in the Mean Length of Stay; baseline (J
average 4.3), success factor is to remain at 3.5 ni
o No Increase in the Median Length of Stay; baseli
average 4), success factor is to remain at 3 ni
o Reduction in Readmission rate from baseli 9% to less than 6%

un 09) 3.6 nights (national

chniques to gather
data regarding patient’s feelings and outcomes thr ir pathway. This will include some
telephone interviews before and after the procedure, ell as each patient being asked to
complete a diary throughout their jou feel at different stages. This
information will be fedback to the clinicz i ed recovery team meetings and

Fully report and record pathway data onto i ed Recovery Database, which is
held by the Department of H be tracked and we can compare

We believe that redesigni ays for patients with long term conditions ensures that patients
receive the best poss i e most appropriate place. Effective pathways ensure better co-
ordination and continuit reduce duplication of services thereby ensuring efficiency.

Dementia Cinical Pathway

In 2010 the Borough of Hillingdon committed to review the pathways for patients with dementia. It is
estimated that the growth of dementia cases in Hillingdon between 2005 and 2021 will be between 14%
and 22%. It is recognised that these patients often stay longer in hospital and have worse outcomes.

A Borough wide dementia working group has been formed with representation from acute, community,
mental health, social care and voluntary organisations. This group has reviewed the current patient
pathways for this group of patients and suggested improvements.

How are we doing so far?

We have identified 21 senior clinical staff from areas all around the hospital to be “Dementia
Champions”. All these staff have attended a bespoke training course focusing on improving the
care of the patient with dementia in the acute hospital setting. These staff will deliver local
training and ensure that good quality care is delivered in clinical areas.
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o All new staff now attend dementia awareness training as part of the New Starter Programme
when they commence employment at the Trust.

e Clinical and project leads have been identified and a hospital dementia working group has been
formed.

¢ Alocal dementia assessment protocol has been approved and is now in use.

Our aims for 2011/12
In the coming year we aim to:
o Ensure our workforce have the appropriate skills and training to deliver high quality care to this
patient group.
e To demonstrate through local re-audit that more inpatients are being appropriately assessed for
cognitive impairment.
¢ Implement the action plan written by the Trust following the parti
Audit. This includes:
o Reducing the number of in-hospital transfers for pati
o Writing and launching a protocol to help staff m
with dementia
o Introducing a standardised multidisciplinary as

ipation in the National Dementia

with dementia
hallenging behaviour in people

increases the risk of preventable complicatior

The Hospital works with the Hillingdon Diabe
monitoring goals, and overseeing diabetes-related
with the aim of improving high quality and safe c
location, whether that be in the c ity or in ho

ents in the Borough of Hillingdon,
ith Diabetes in the most appropriate

How are we doing so far
e Key clinical staff have atte
education prog 1

o Dose Adjustment for Normal Eating) education to high risk patients

with Type 1 Diabetes.

e To reduce diabetic emergency re-admissions from 9.5% to 3.4% for 14 day readmissions and
from 12% to 7.4% for 28 day readmissions.

e To reduce the number of patients being admitted with Diabetic Ketoacidosis and hypoglycaemia.

Progress will be monitored by the Hillingdon Diabetic Network Board and the Medicine Divisional Board.

PRIORITY 3: The Leaving Hospital Project — Improving the patient’s discharge experience

Why is this one of our priorities?

There needs to be a focus within the trust on trying to improve the discharge process to ensure safe and
effective transfer out of the hospital for patients, whether they are being discharged to their home or on
to continuing care services in the community.
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Whilst improvements have been made in some areas, data from the national in-patient survey 2008/09
actually shows deterioration in performance in nine of the questions relating to discharge, with
improvements only demonstrated in two areas. Patient Survey Data to be added.

Feedback from our community colleagues, and collected by the local LINKS, highlights further issues
with the safe transfer of patients for continuation of care and effective communication with all parties
(patients, carers, community teams) relating to discharge out of hospital.

It is clear that a co-ordinated and concerted effort is now needed to ensure that real and sustainable
improvements are made regarding every aspect of every patients discharge from our hospitals. A
dedicated high level project board, including patient representatives, will be established to create a co-
ordinated and concerted effort to improve the experience of the discharge process.

Our aims for 2011/12 are:

o Establish the Leaving Hospital Project; set up the steeri sign roles and communicate
across the organisation.

e Agree and create a set of metrics to enable meas track if changes being
made result in an improvement. These metrics ;

o Time and day of Discharge; in Janua ts were
discharged by 12 noon

o Length of Stay; in January 2011 average 4 d

o Readmission rates; in Janua 5%. were readmitted within 28 days of
their discharge.
These metrics will be agreed by the stee r improvement set against each
of them. Progress will be monitored at the

changes to processe
e Carry out a detailed analy gth of Stay' benchmark against best practice and make
changes to pa Y/

Why is this one of our p

This two year project, which started in 2009, will continue in 2011/12. The project was established as a
direct result of feedback received from patients about the difficulties they experienced when trying to
contact the hospital and when visiting the hospital for out patient appointments. The aims of the project
are to improve the way we book appointments, to improve the customer care skills of our staff and
improve the overall experience of visiting our outpatient departments.

How are we doing so far?
The results of what we achieved during 2010-11 can be seen in Part 3 of this document
What are our aims for 2011/20127?

The main areas where work will be focused in 2011/12 will be:
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e Using intelligence gathered from patient focus groups to improve the outpatient department
environment and experience — quotes from current surveys to be inserted

e Embedding excellent customer care standards in the booking centre and outpatient areas.

¢ |Installing a call management system in the booking centre and outpatient areas to provide a
better experience when patients are trying to contact these locations. This system will also
provide a functionality to remind patients of their pending appointments.

¢ Moving the location where appointments get booked in the hospital to the booking centre, whose
staff have the expertise to deal with queries and provide an efficient service.

e The changes above will be measured for impact by reviewing data from;

o Out-Patient Experience Surveys, current data to be inserted

o Numbers of Complaints. Currently there are on average 25-30 complaints and 100 plus
expressions of concern noted about the booking centre and outpatients per month.

o Did Not Attend (DNA) Rates; In January 2011 10.9% of ts did not attend their out
patient appointment without previously cancelling.

We are hoping to see significant improvements in each of t s a result of the work of the

project. Progress against these metrics are monitored by th

PRIORITY 5: Communication — Seeing the Pers

Why is this one of our priorities?

We recognise that people are at their most v
that they matter and feel respected and involve isi ir care and treatment. This
means understanding that our patients are indi i i ue needs and wishes; in short
‘seeing the person in the patient’. However, our p [
ensuring that they feel cared for Thi vay that is easily understood and

perience survey our patients have

‘when staff had time to stop and cha e me feel like they cared and | wasn't just another on a
conveyer belt’
‘staff were very ca

What are our aims for 201 ?

e In 2010 our staff were‘involved in reviewing and refreshing our existing culture and values and
developing a more explicit framework of expected behaviours. The framework known as PRIDE
(Professional, Respect, Inspire, Deliver, Equity) will be launched early in 2011; seeing the person
in the patient is integral to the framework. The refreshed values will be introduced to new
employees during their induction programme and will be promoted continuously through the
annual Personal Development Review. This will ensure that the values are kept ‘live’ and that
staff commit to their personal responsibility in providing excellent patient care. Clear examples of
how to make the written words a practical reality will be communicated to all staff.

¢ Traditionally nursing shift handover takes place in an office away from the bedside. During 2011
we will be implementing a protocol for a bedside nursing ward round. This will promote a patient
centred approach to care, and encouraging patient/carer involvement
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o We will continue to work closely with our local carers association, jointly developing and
implementing guidance that will shape how we work in partnership with carers to ensure the best
outcomes for patients.

We will monitor our patients experience through analysing the results of our inpatient surveys, reviewing
complaints and concerns raised through our Patient Advisory Liaison Service (PALS) alongside other
feedback. During 2011 our new real time patient experience surveys ‘Your Views Count’ will be
launched. We will identify questions within this survey that are directly related to our patients
experiences of communication and involvement in care. Our new system will enable us to monitor
improvements in these questions in real time week by week.

PRIORITY 6: Maternity

Why is this one of our priorities?
Maternity is one of the Trust’s key large volume services and parti
expectant mothers on where to deliver are explicitly available a
We are committed to continually improving quality and birth men and extending the
choice options available.

one where choice options for

How are we doing so far?
. i illi i idwi i normal natural

reduction in complainte
e Recently we have review i Warning Chart, which helps to identify a woman
who is becomin :

gestation. We are working closely with public health to promote the
health advantages assessment in pregnancy.

e Caesarean Section > — (target 24%) — this too has been a challenge to meet and
benchmarking with other organisations indicate this across the sector. Average in month
performance is 26 — 27%.

What are our aims for 2011/12?

e To set measurable goals for improvement since the launch of our Midwifery Led Pathway in
2010. In terms of immediate measurables we have already seen a marked reduction in CTGs
and an increase in water births. Other metrics include an improvement in the patient experience,
via the survey, and an increase in the number of non obstetric deliveries.

e We have participated in a Pan London review of maternity staffing levels and have increased our
midwifery staffing establishment. This means that we have improved our staffing ratios from 1
midwife to 34 women (1:34) to 1 midwife to 32 women (1:32) and are making excellent progress
in reaching our goal of 1:30.
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e The aimin 2011/12 is also to increase the number of women accessing home birth. This has
already grown over the past 2 years to 2% but we hope that more women can be supported to
take up this option in the coming year and we aim to reach 5% in the next financial year.

e Currently all women have a named midwife from booking up to the point of delivery. During
2011/12, as part of our community midwifery reconfiguration, we aim to improve this and have
midwives working in small teams of 3 or 4. In this way women can become familiar with a named
group of midwives so that they can be sure to have a known named midwife with them right
through to and including delivery.

Priority 7: CQUINs

How are we doing so far?
The results of what we achieved with our 2010-11 CQUINs can be see

art 3 of this document

What are our aims for 2011/12?
To be added when finalised
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PART 3. Looking back — what we said we would do last year, 2010/2011

(Take in two/three relevant case studies in this section with patient quotes)

This section looks at key metrics in a dashboard format, and using narrative text some specific
areas that were identified as quality objectives in our last Quality Accounts in 2010.

Priority 1. Commissioning for Quality and Innovation (CQUINs) framework

CQUIN is a scheme to encourage NHS Trusts to improve quality and patient safety by setting targets
and rewarding achievement of those targets financially. These targets are set with local, regional and
national bodies.

Targets for 2010/11

Assess patients for risk of venous
thromboembolism (VTE) on admission to hospital.

Improve patient experience as judged by the
national survey

Use a clinical experience assessment tool (Global
Trigger Tool) to identify areas for improving patient
safety and quality of care

Achieve a faster and better recovery programm
for patients following surgery.

Improve the quality of discharge summaries sent
GPs

It has been agreed that an audit will be carried out
but details have not been confirmed

Increase the proportion of disc
midday and at weekends

Targets agreed for trauma & orthopaedics and
gastroenterology

Improve care planning for outp Method of measuring still to be agreed

Implement the Health
service guide

Reduce the

medication, 100% to have a standardised
anaesthetic assessment prior to surgery, 100% to
have type of fracture recorded.

Developing the clinical pathways detailed in Part 2 will help reduce readmission for chronic conditions
such as diabetes in 2011/2

Need some text to address VTE performance.

Need to get fourth quarter data for fractured neck of femur

Priority 2. The Patient Safety First Campaign

We said:
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We would improve the escalation of the patient at risk of becoming acutely unwell using an established
scoring system (PAR score). We also said that we would reduce harm from insulin and a blood thinning
drug, warfarin. In surgery, we said we would improve on a package of measures known to reduce the
risk of surgical infection, implement and audit the WHO safe site surgery checklist, and measure the rate
of all surgery-related infections.

We did:
Identifying the patient at risk
e We have implemented a Maternity Early Warning System (MEWS) and are piloting a Paediatric
Early Warning System (PEWS).
e The number of ward cardiac arrest calls has reduced from 203 in 2009-10 to 183 in 2010-11.
Reducing harm from insulin
o We have combined the blood glucose monitoring and insulin prescription chart as per National
Patient Safety Agency (NPSA) recommendations.
o We have incorporated an e-learning insulin module as part
out a programme of education for nurses.
e We have just started to pilot a Hypo Box as a standard ing low blood sugar levels.
Reducing harm from warfarin
¢ We have incorporated the NPSA e-modules as pz
o Areferral form to the anticoagulant nurses for ¢

ew doctors induction and rolled

good practice has been developed, and the goo ibing guideli n the intranet.

e The ward pharmacists have a greater policing role i ing to blood thinning
medicines.

o We have defined triggers for both insulin s which will allow us to monitor the
rates of errors related to these agents, w e reduce in the coming years.

Reducing harm from surgery
o We have implemented and audited the ade
compliance is at 92%.

o We have extended surger onitoring to gynaecology and other orthopaedic

procedures. Howeve [ [ here patients may also go in case of post-
operative infections ma ections difficult.

Priority 3. The Firs e Outpatient’s Experience

We said:

We would impro prove the customer care skills of our staff and improve the

e Standardised all new and follow up appointment letters, reducing the number of different letters
being sent to patients and improving their content

e Streamlined processes in the booking centre and installed all new computers to speed up work

e Redesigned the appointment booking process to reduce the number of steps, speed up the
process and reduce the margin for error or delay

o Created an email address so that patients have an alternative to telephone to contact the booking
centre

e Provided further training for booking centre and outpatient staff in customer care and agreed
customer care standards.

Priority 4. Improving the delivery of care — Measures of care
We said:

Measures of Care is a system to set and monitor standards of nursing care across a range of nursing
indicators such as; pressure area care, patient falls and food and nutrition on our general wards.
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We did:
We realised our main aim of achieving an overall compliance of greater than 90% for each standard. We
have also reviewed all our indicators, taking into account the findings from the Care Quality Commission
(CQC) Mid Staffordshire Report and the National Patient Association report “Patients not numbers...
People not statistics...”. As a result of this thorough review we have revised our indicators to include the
following:

e Record Keeping

e Hydration and Fluid Balance

e Medicine Management

Specific Measures of Care indicators have also been rolled out to our children’s and maternity wards.
There has also been focussed work on both falls and pressure ulcer prevention. This has included:
e Areview of the Slips, Trips and Falls Policy and Pressu er Prevention Policies to
ensure they reflect national guidance/best practice a re easy for staff to follow.
¢ Audit and replacement of our mattresses to ensur ey provide the required level of
support to enhance prevention of pressure ulcer
e Implementation of the SKINS bundle that ai
NHS provided care. The SKINS bundle w.

ble pressure ulcers in
one ward and a plan

We said:
Our aim in 2010/11 was to ensure that all pa lity care in A&E, supported by
community care when appropriate, and are treate
We did
[ ]
. ient numbers are known to be at their highest
. oduced: for Senior Grade Doctors to ensure patients are

eg initiative but they found it was not necessary as staff were not
s were being treated

e Ensured that there | Se Ilalson between the nursing staff and the A & E housekeeper at meal
times so appropriate patients are offered food and drink. We also regularly update patients’
dietary needs on the information screens

e Introduced a community antibiotic intravenous pathway for a limited number of conditions to
negate the need for these patients to be admitted to hospital for treatment

o Regular meetings are now held with external organisations (including PCT, Urgent Care Centre,
Community Health providers, Mental Health Trust and London Ambulance Service) to jointly work
on improving emergency care pathways both in the Hospital and the Community.

We also did:
e Introduced a new investigation for patients with chest pain which allows rapid diagnosis and
treatment

e Developed the skills of 4 Health Care Assistants to enable them to become Emergency
Department Technicians. These staff are now competent to perform tasks such as taking blood,
applying plasters and closing wounds
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Priority 6. Improving Hospital Acquired Infection

We said:

We would reduce the number of cases of Clostridium difficile (C diff) to 78 for the year 2010/11, and the
number of cases of MRSA to 4 for the same year.

We did:

The following graphs show that we have exceeded our targets

MRSA bacteraemia annual reported cases
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C diff cases attributed to the Trust
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This has been achieved through:
[}
e Introduction of C Diff ward
e Aseptic Non Touch Tec : ssment across departments
e Close scrutiny of per  Infection Control Committee and the Trust Board
¢ Root cause analysis fo i and C Diff cases
e Learning from clo ni
. ervices to ensure a more effective and efficient
[ ]

Our MRSA rate is lov verage but still higher than the national average, and our C Diff
rate is still higher than L e national average. Further work will still continue to reduce our

levels of infection.
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Dashboard of other key quality measures

-

1"

13

In Hospital Standardised Mortality Ratio

The Hillingdon Hospitals NHS Foundation Trust Performance

Latest

Readmissions to hospital within 28 days

Non clinically justified single sex accommodation breach, rate per 1,000 finished
constulant episodes

Cancer: Two week wait from GP referral to seeing a specialist (suspected
cancer)/(breast symptoms)

Cancer: 31 day maximum wait from diagnosis to first treatment

Cancer: 31 day maximum wait from diagnosis to subsequent treatment, drug or
surgery

Cancer: 62-day maximum wait from referral by GP/screening service/consultant
upgrade to treatment

Referral to treatment waiting times - admitted (95th percentile)

Referral to treatment waiting times - non admitted (95th percentile)

Percentage of patients treated within 28 days of having operation cancelled for
non-clinical reasons

Fractured neck of femur emergency patients in theatre within 36 hours

Total time in ARE: 4 hours or less

Percentage of patients treated within 28 days of having operation cancelled for
non-clinical reasons

Percentage of women in the relevant PCT population who have seen a midwife
or a maternity healthcare professional, for health and social care assessment of
needs, risks and choices by 12 weeks and 6 days of pregnancy

Stroke patients: Percentage of Patients that have spent at least 90% of their time
on the stroke unit

Stroke patients: Percentage of high risk TIA patients who are treated within 24
hours

Inpaiient Experience Programme (local survey results)

Outpatient Experience Programme (local survey resulls)

Maternity Experience Programme (local survey results)

PEAT: independent ent of cleanliness of hospital

Percentage of complaints responded to within agreed timescale

QA_metrice
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Data How London Trusts
Available perform National average performance
Apr-Dec 2010 : England average ratio is 100.
(Dr Foster) Not avallable >100 is worse, <100 is better
Apr-Sept 2010 1'2“5 ;tc'gréﬁ;.enoe Not available England average ratio is 100.
(Dr Foster) 105.5 g >100 is worse, <100 is better
01/12/2010
(Dr Foster) s =
Mot available 95%/94.2%
2010/2011 Q2 Mok available >96%
(Dept of Health) Mot available 96.7%
Mok available 86.9%/93.6%,/93.7%
01/11/2010
(Dept of Health) 20.8 weeks 21.3 weeks
01/11/2010
(Dept of Health) 15.6 weeks 15.7 weeks
201042011 Q2 99.0% 97.3%
Apr 2009 - Mar 2010
(National Hip 59.8% 57.3%
Fracture Database)
Jan 2011
(Dept of Health) 96.3% 95.9%
2010/2011 Q3
(Dept of Health) 98.9% 96.9%
2010/2011 Q1
(Dept of Health) 79.90% 85.20%
Apr-Dec 2010
(Dept of Health) 74.6%
Apr-Dec 2010
(Dept of Health) OGRS : 64.1%
2009/2010 20101?;; : ear- 2010/2011
Performance ParTnance Target
89.00% >=80%
79.00% >=80%
75.00% 77.00% >=80%
Good Good/Good
87% 79% 90%




Dashboard aim 11

National guidance' and best practice? demonstrates the outcomes and mortality rates of patients
presenting with fractured neck of femurs (#NoF) are improved significantly through best practice
pathways that deliver access to theatres within 36 hours of arrival in Accident and Emergency (A&E).
As part of the Division of Surgery and Anaesthetics’ surgical strategy a dedicated trauma unit, with all-
day trauma operating, launched on 15 November 2010, since which time performance has improved
from 51%to 62%.

To continue to improve performance and thus meet the 90% target in 2011/2012, as well as continuing
other measures to improve quality of care, future areas of work will include:
¢ Real-time management of trauma patients via a visible monitor which has been installed and
needs to be linked to the Trust’s information systems.
¢ Reviewing and re-distributing junior doctor cover from within t

eek to support weekend

operating.

e Improving pain relief within the first 30 minutes of arrival vi i k Training for A&E
Physicians'. This is being led by anaesthetics and out through an anaesthetic-led
audit.

e Continuing to contribute to, and learn lessons fro i k of the femur audit,

for example ensuring all patients receive medi

Need text to accompany Dashboard aims 19 and 21

! http://www.institute.nhs.uk/quality and value/high volume care/fractured neck of femur facts.html, accessed 16 March 2011
2 http://www.fractures.com/pdf/BOA-BGS-Blue-Book.pdf, accessed 16 March 2011
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APPENDIX
Information for our regulators

Our regulators need to understand how we are working to improve quality so the following two pages are
specific messages they have asked us to provide:

Services

During 2010/2011 The Hillingdon Hospital NHS Trust provided medicine, surgery, clinical support
services and women’s and children’s NHS services. The Hillingdon Hospital NHS Trust has reviewed all
the data available to them on the quality of care in all of these NHS services. The income generated by
the NHS services reviewed in 2010/2011 represents 100 per cent of the total income generated from the

Audit

NATIONAL AUDITS
During 2010/11, 39 national clinical audits and 3 national overed NHS services
that The Hillingdon Hospital NHS Trust provides.

During that period, The Hillingdon Hospital NHS Trust pa ional clinical audits and
100% of confidential enquiries of the national clinical audits ational confidential enquiries which it
was eligible to participate in
The national clinical audits and national confidenti iri e Hillingdon Hospital NHS Trust
was eligible to participate in are as follows:

Perinatal Mortality (CEMACH)

Neonatal Intensive and special

Paediatric Pneumonia (Britis

Paediatric Asthma (BTS)

Paediatric Fever (College of E

Childhood Epilepsy

Diabetes (RCPH

Emergency Use

Cardiac Arrest (Nationa

Vital signs in majors (CE

Diabetes (National Adult Diabetes Audit)

Heavy Menstrual Bleeding (RCOG National Audit of HMB)

Chronic Pain (National Pain Audit)

Ulcerative colitis & Crohn’s Disease (National IBD Audit)

Parkinson’s Disease (National Parkinson’s Audit)

COPD (BTS/European Audit)

Adult Asthma (BTS)

Bronchiectasis (BTS)

Hip, knee and ankle replacements (National Joint Registry)

Elective Surgery (National PROMS Programme)

Peripheral vascular surgery (VSGBI Vascular Surgery Database)

Carotid Interventions (Carotid Intervention Audit)

Familial Hypercholesterolaemia (National Clinical Audit of Mgt of FH)
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Acute myocardial infarction & other ACS (MINAP)

Heart Failure (Heart Failure Audit)

Acute Stroke (SINAP)

Stroke Care (National Sentinel Stroke Audit)

Renal Colic (CEM)

Lung Cancer (National Lung Cancer Audit)

Bowel Cancer (National Bowel Cancer Audit Programme)

Hip fracture (National Hip Fracture Database)

Severe Trauma (Trauma Audit and Research Network)

Falls and non-hip fracture (National Falls and Bone Health Audit)

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

Platelet use (National Comparative Audit of Blood Transfusion)

Participation Rates
The national clinical audits and national confidential enquiries th
participated in, and for which data collection was completed du
the number of cases submitted to each audit or enquiry as
cases required by the terms of that audit or enquiry.

ilingdon Hospital NHS Trust

Audit

Peri and Neonatal

Perinatal Mortality (CEMACH)

Neonatal Intensive and special care (NNAP)

Children

Paediatric Pneumonia (British Thoracic

Society (BTS))

Paediatric Asthma (BTS) 100%

Paediatric Fever (CEM) 100%

Childhood Epilepsy (RCP gistered to participate and organisational
Childhood Epilepsy Audit)

Diabetes (RCPH Nationa 98%

Diabetes Audit)

Acute Care

Emergency Us ) No N/A

Adult Community i i No N/A

Non invasive ventila No N/A

Pleural procedures (B No N/A

Cardiac Arrest (National iac Arrest Audit) | No N/A

Vital signs in majors (CEM) Yes 100%

Adult critical care (case mix programme) No N/A

Long Term Conditions

Diabetes (National Adult Diabetes Audit) No N/A

Heavy Menstrual Bleeding (RCOG National Yes Trust will be participating —
Audit of HMB) data collection not yet started
Chronic Pain (National Pain Audit) Yes

Ulcerative colitis & Crohn’s Disease (National | Yes Trust participating — data
IBD Audit) collection until Aug 2011
Parkinson’s Disease (National Parkinson’s Yes 100%

Audit)

COPD (BTS/European Audit) No N/A

Adult Asthma (BTS) No N/A

Bronchiectasis (BTS) No N/A
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Elective Procedures

Hip, knee and ankle replacements (National Yes 69%

Joint Registry) (calendar year)

Elective Surgery (National PROMS Yes Hip replacements: 233

Programme) Knee replacements: 328
Hernia: 182

Peripheral vascular surgery (VSGBI Vascular | Yes 66%

Surgery Database)

Carotid Interventions (Carotid Intervention Yes 86%

Audit)

Cardiovascular Disease

Familial Hypercholesterolaemia (National No N/A

Clinical Audit of Mgt of FH)

Acute myocardial infarction & other ACS Yes

(MINAP)

Heart Failure (Heart Failure Audit) Yes

Acute Stroke (SINAP) Yes

Stroke Care (National Sentinel Stroke Audit) | Yes

Renal Disease

Renal Colic (CEM) | Yes

Cancer

Lung Cancer (National Lung Cancer Audit)

Bowel Cancer (National Bowel Cancer Audit)

Trauma

Hip fracture (National Hip Fracture Database)

expect to submit close to
100%

Severe Trauma (Trauma, Audi
Network)

Tbc expected less than 100%

Falls and non-hip fracture (Natic 75%
Bone Health Audit)

Blood Transfusio

O Neg blood use Yes 100%
Audit of Blood. T

Platelet use(Natio Yes 83%

Blood Transfusion)

0 Patient Outcome and Death

Surgery in children Yes N/A - no appropriate patients
Peri-operative care Yes 100%
Cardiac arrest Yes 8 forms ?100% TBC

National Confidential Enquiry into Maternal and Child Health

Head injury in children Yes

To be confirmed

Perinatal Mortality 2010 Yes

100%

The reports of 20 (tbc) national audits were reviewed by the provider in 2010/11 and THH intends to take

the following actions to improve the quality of healthcare provided

Audit | Actions

Peri and Neonatal

**Neonatal Intensive and special
care (NNAP)

Awaiting information

Children
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Paediatric Asthma

Awaiting confirmation

Diabetes (RCPH National Paediatric
Diabetes Audit)

Awaiting information

Long Term Conditions

Severe and Moderate Asthma
(CEM)

Awaiting information

Continence Care (National Audit of
Continence Care)

For further review in 2011/12 — to undertake risk
assessment on actions as part of Trust Clinical Audit
Framework

Elective Procedures

**Hip, knee and ankle replacements
(NJR)

For further review in 2011/12

Elective Surgery (PROMS)

For further review in 2011/12

Peripheral vascular surgery (VSGBI
Vascular Surgery Database)

Awaiting information

Carotid Interventions (Carotid
Intervention Audit)

Awaiting information

Mental Health

Dementia Care

- Reducing the
with dementia

t all staff coming into
tia are aware of their

Cardiovascular Disease

**Acute myocardial infarction &
ACS (MINAP)

Heart Failure

Cancer
National Oesophago-gastric Ca rther review in 2011/12
**National Mastecton ng information

Reconstruction Aud

Trauma

Fracture neck of femur au

Awaiting information

Hip fracture (NHFD)

To add, re: Trauma Theatre changes

Blood Transfusion

Audit of red cells in neonates and
children

Action plan development in progress

National Confidential Enquiry into Patient Outcome and Death

Parenteral Nutrition: A mixed bag

Action plan in progress

Elective and Emergency Surgery in
the Elderly: An age old problem

Action plan drafted

National Confidential Enquiry into Maternal and Child Health

Obesity in Pregnancy

| Awaiting information

**to confirm where reviewed
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Local Audits

The reports of (figure to be confirmed) local audits were reviewed by the provider in 2010/11 and The
Hillingdon Hospital NHS Foundation Trust intends to take the following actions to improve the quality of
healthcare provided — details can be provided on request

Research

Commitment to research as a driver for improving the quality of care and patient
experience

The number of patients receiving NHS services provided The Hillingdon Hospital NHS Trust in
2010/2011 that were recruited during that period to participate in research approved by a
research ethics committee was 96 studies.

Participation in clinical research demonstrates The Hillingdo pital NHS Trust commitment
to improving the quality of care we offer and to making our i
ent possibilities and

active part|C|pat|on in research leads to successful pati . Hillingdon Hospital

NHS Trust was involved in recruiting ,1301 patient [ i research both NIHR

The improvement in patient health outcomes
demonstrates that a commitment to clinical 0.better treatments for patients.

e areas and as part of standard care offer
ent and genetic studies.

Consultants have studies ope
patients the opportuni

n our NIHR activity based funding, we employ a full time

cal trials coordinator/data manager to support our clinicians
undertaking NIHR port pted research. This enables our clinicians to offer their patients
access to the latest medical treatments at the same time as being able to deliver high quality
data to the study centres in a timely manner. This shows our commitment to transparency and
desire to improve patient outcomes and experience across the NHS.

research nurse and &

Goals Agreed with Commissioners (CQUINS)

A proportion of The Hillingdon Hospital NHS Trust’s income in 2010/11 was conditional on achieving
quality improvement and innovation goals agreed between The Hillingdon Hospital NHS Trust and any
person or body they entered into a contract, agreement or arrangement with for the provision of NHS
services, through the Commissioning for Quality and Innovation payment framework. Further details of
the agreed goals for 2010/11 and for the following 12 month period are available on request from The
Financial Planning Department, The Furze, The Hillingdon Hospital, Pield Health Road, Uxbridge,
Middlesex, UB8 3NN.
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Care Quality Commission

The Trust was registered with the Care Quality Commission without conditions. In January 2011 the
CQC paid an unannounced visit as part of their planned review of the Trust. The report issued from this
visit stated full compliance for all the Essential Standards of Quality and Safety. The Care Quality
Commission has not taken enforcement action against the Hillingdon Hospital NHS Trust during
2010/2011.

The Hillingdon Hospital NHS Trust submitted records during April to January 2010/2011 to the
Secondary Uses Service (SUS) for inclusion in the Hospital Episode Statistics (HES) which are included
in the latest published data. The percentage of records in the published data which included the patient’s
valid NHS number was:

e 97.6 % for admitted patient care (TBC)
e 99.7 % for out patients care (TBC)
e 94.7 % for accident and emergency care (TBC)

The percentage records in the published data which included.th lid General Medical

Practice Code was:

e 100% for admitted patient care
e 100% for outpatient care
¢ 100% for accident and emergency care

The Hillingdon Hospital NHS Trust Information G 8 eport score overall score for
2010/2011 was 68 % (TBC) and was graded red

The Hillingdon Hospital NHS Tru S esults clinical codlng audit durlng the
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ANNEXE

Lead Primary Care Trust Statement

500 words maximum — provided through consultation.
LinkS Statement

500 words maximum — provided through consultation.
Overview and Scrutiny Committee Statement

500 words maximum — provided through consultation.

The Hillingdon Hospital NHS Trust response to consultation

We have made the following changes to the document in response to

and OSC (to be completed)

ents from our LINKs group
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