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WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST P QUALITY ACCOUNT 2017-18

Part 1: Welcome from our Chief Executive

Of the many documents our Trust is
required to publish each year, this Quality
Account is one of the most important and
most relevant. Thank you for taking the
time to read this report.

Our aim is to ensure that we work
together across the Trust, in partnership
across our health and care system and
hand in hand with our patients and carers
as we strive to continuously improve the
quality, safety and sustainability of the
services we provide

This report provides a valuable
opportunity to look back on the past year,
reflect on our successes and progress

and make a frank assessment of where
we need to focus our efforts through the
year ahead, and the major challenges we
continue to face.

The Trust remains in ‘special measures’,
since November 2015 and has received
subsequent visits from the Care Quality
Commission (CQC) in April and November
2017, and January, February and

March 2018.

The CQC's reports from the above
inspections, published in January 2018

and June 2018, show improved ratings

for our Women and Children’s Services,
and in the well-led domain. The Section

31 regulation relating to our diagnostic
imaging service was also lifted. Areas
where further improvements were
identified for the Trust, include patient
flow, waiting lists, and privacy and dignity
in the Emergency Department, surgical and
outpatient services. We recognise the work
that needs to be done to continue on our
improvement journey and a comprehensive
action plan is in place as part of our Quality
Improvement Strategy.

Michelle McKay
Chief Executive

Full details of the June 2018 report will be
included in the 2018/19 Quality Account.

Our Quality Account has been put
together with significant input from clinical
and management teams across our Trust
and enhanced by contributions from a
number of our key stakeholders. | would
like to thank all of them for their efforts.

| hope that what you find is a wealth of
interesting, relevant and accessible data
about the quality of our services.

| believe you will also see an emerging
picture of an organisation which is by no
means perfect but has a clear sense of
purpose and a determination to do the
right thing by our patients, carers, staff
and our wider community.

Michelle McKay
Chief Executive



1.1
Introduction

Quality Accounts are annual reports for
the public from NHS providers about

the quality of the services provided. The
Quality Account sets out where the Trust is
doing well, where improvements in quality
can be made and the priorities for the
coming year. It also provides an overview
of the progress made against the 2017/18
quality priorities.

1.2
Who we are and what we do

Worcestershire Acute Hospitals NHS
Trust (WAHT) was formed on 1 April
2000 following the merger of Worcester
Royal Infirmary NHS Trust, Kidderminster
Healthcare NHS Trust, and Alexandra
Healthcare NHS Trust. Facilities are
distributed across the three sites:

» Alexandra Hospital, Redditch

» Kidderminster Hospital and Treatment
Centre, Kidderminster

» Worcestershire Royal Hospital,
Worcester

In addition, it operates services from
three Community Hospital; Princess of
Wales Community Hospital, Evesham
Community Hospital and Malvern
Community Hospital. The Trust has 954
beds, nearly 6,000 employees and has an
annual income of over £400 million.

The Trust provides a range of acute
services for the people of Worcestershire.
This includes general surgery, general
medicine, emergency care and women
and children services. There are a range
of support services as well including
diagnostics and pharmacy.

www.worcsacute.nhs.uk W @worcsacutenhs
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The Trust predominantly serves

the population of the county of
Worcestershire with a current population
of almost 580,000, providing a
comprehensive range of surgical, medical
and rehabilitation services. This figure

is expected to rise to 594,000 by 2021;
taken as a whole, the Trust’s catchment
population is both growing and ageing.
Both the male and female population
shows a projected increase from 2014
to 2025 in the older 70 plus age groups.
This is especially apparent in the 75-79
age range, although proportionally the
projected rise in the 90 plus age range is
higher. The forecast increase in numbers
of older people is due to increased life
expectancy resulting in greater numbers
of older people, particularly females,
surviving to very old age (ONS, 2010).
We note from national statistical data
that the number of older people with
dementia is expected to double in

the next 20 years. Of note the rate of
population growth is greatest in the very
old age groups who present the greatest
requirements for ‘substantial and critical’
care. Worcestershire has proportionally a
greater number of older people than the
nation in general.

The Trust's catchment population extends
beyond Worcestershire itself, as patients
are also attracted from neighbouring
areas including South Birmingham,
Warwickshire, Shropshire, Herefordshire,
Gloucestershire and South Staffordshire.
This results in a catchment population
which varies between 420,000 and
800,000 depending on the service type.
Referrals from GP practices outside of
Worcestershire currently represent some
13% of the Trust’s market share.

The majority of services are commissioned
by three local commissioning groups (CCG):

South Worcestershire CCG
Redditch and Bromsgrove CCG
Wyre Forest CCG

We work in partnership with a wide
range of organisations for the delivery
and planning of health services.

The main statutory bodies include:

Worcestershire Health and Care Trust
West Midlands Ambulance Service

Voluntary organisations such as The
Haven, Age Concern

Worcestershire County Council

University Hospitals Coventry and
Warwickshire NHS Trust



Patients at the Alexandra Hospital benefit
from improved MRI scanning service

A new and improved £1million MRI
scanner at the Alexandra Hospital in
Redditch is providing a more relaxed
experience for patients, thanks to its
innovative ambient technology.

This ambient experience - generously
funded thanks to a £36,000 donation
from the Alexandra’s League of Friends
—is only available in a handful of NHS
hospitals nationwide. It means patients
can choose from a range of lighting
effects and images which they can
view whilst in the scanner. Situated in a
newly refurbished building, it will bring
numerous benefits to the thousands of
patients who attend for MRI scans each
year at the Alexandra Hospital.

Dr Rob Johnson, consultant radiologist
said: “An MRI scan can sometimes be
an anxious experience for patients,
particularly those who suffer from
claustrophobia. The state-of-the-art
ambient technology means patients
attending MRI scans benefit from the
new technology which provides a more
relaxing and visual distraction during the
scan. Feedback from patients has been
extremely positive.”

Alex Wingrove, MRI Radiographer said:
“We are delighted to offer patients this
enhanced lighting, sound and visual
technology, and we are grateful for the
additional funding which was provided by
the League of Friends. It has made a real
difference to patient experience.”

Pictured: Alex Wingrove, MRI Radiographer; Christine Phillips, League of Friends; Rachel Maclean MR
John Uren, Lead Radiologist, Dr Rob Johnson, Consultant Radiologist and Alison Harrison, Acting Divisional

Director of Nursing.



Part 2: Our commitment to quality

The essence of the Trust and the NHS is
to provide compassionate, high quality
patient care and support for carers

and families.

Worcestershire Acute Hospital NHS

Trust's mission is to ensure we provide a
high quality health service that exhibits
three key components of patient safety,
clinical effectiveness and patient and carer
experience. All three are achieved through
our ability to exhibit a caring culture and
professional commitment with strong
leadership.

2.1
Registration with the Care
Quality Commission (CQC)

The Care Quality Commission (CQC)
is the independent regulator of all health
and social care services in England. Its
job is to make sure that care provided

by hospitals, dentists, ambulances, care
homes and services in people’s own
homes and elsewhere meets government
standards of quality and safety

From July 2015 to February 2018

there have been nine announced
inspections undertaken and a number

of unannounced inspections. At the

time of drafting this Quality Account,

the overall rating for the Trust remains

as 'inadequate’ as per the most recent
Trust-wide report issued in November
2016. The Trust continues to be rated
positively in the caring domain, with
safety, responsive and leadership found
to be ‘inadequate’ and with effectiveness
‘requiring improvement’. Their findings
were reported in terms of ‘must dos’ and
‘should dos’ and categorised into the areas
of Improving Patient Outcomes, Patient

Experience and Engagement, Safe Care,
Governance, Operational Flow and Culture
and Workforce. This provided the basis

for the 2017/18 Quiality Improvement Plan
which was generated by the new Executive
Leadership Team in the first Quarter

of 2017/18 following the Care Quality
Commission (CQC) ratings of services.

Following the Trust-wide report issued

in November 2016, the Trust was issued
with a Section 29A due to not being able
to demonstrate significant improvement
in all of the areas required. An additional
Section 29A was issued following a
subsequent Trust-wide review in April
2017 and the Trust was tasked with
providing a further detailed action plan
to outline how significant improvement
would be delivered.

In November 2017, the CQC visited
the Trust to perform an unannounced
inspection which focused on Urgent
and Medical Care and found that
improvements were made, including:

Significant improvement in patients
waiting more than 12 hours

to be admitted and completed

risk assessments.

Improvements in pain relief, staff
appraisals, hand hygiene, local
leadership, sepsis guidelines,
ambulatory care and frailty pathways,
and patient flow.

Improved VTE assessment,
management of patient safety
incidents and shared learning,
supported staff, clear treatment plans
documented and collaboration with
partner organisations.



Part 2: Our commitment to quality

Areas of outstanding practice were also therapy; and the liaison group with the
identified in holistic care provided on local prison which reduced prisoner
Evergreen Ward; improved mental health attendance and improved services for
care for patient through alcohol detox mental health patients.

Worcestershire Acute Hospitals NHS Trust - Conditions/Warning Notices in place at March
2018

Conditions/ Warning

Date Received

Notices

Section 31 Condition Emergency Department WRH 26 March 2015
placed on registration

(requirement to report

15 minute triage

breaches and Harm

Reviews)

Section 29 Warning Emergency Department - WRH/Alex 30 March 2015
Notice - Regulation 15 Security

Section 29 Warning Emergency Department - WRH 30 March 2015
Notice - Regulation 16 Equipment

Section 29 Warning Emergency Department - WRH 30 March 2015
Notice - Regulation 22 Staffing

Section 31 Condition Radiology Trust-wide 16 August 2016
Section 29A Various Trust-wide 27 January 2017
Section 29A Various Trust-wide 11 July 2017

www.worcsacute.nhs.uk W @worcsacutenhs 9



Award-winning maternity services...

Maternity services across the county
have been recognised nationally for
their award-winning services.

The Meadow Birth Centre at
Worcestershire Royal Hospital was
awarded the title of national Birth Centre
of the Year at the MaMa Awards 2017.

Midwives and maternity professionals
in the Wyre Forest are also celebrating
success after winning the Innovation
Award at the Midlands Maternity and
Midwifery Festival Awards.

The Meadow Birth Centre gives women
more choice over where their baby is born
and offers a comfortable environment
where birth is treated as a ‘'normal’
process rather than a medical one. The
four self-contained rooms have seen

over 2,000 babies born since opening to
expectant mums in April 2015.

Meadow Birth Centre midwife team
leader, Louise Turbutt said: “We’re so
proud of what we've achieved so far and
winning this award is very special for all of
the team on the unit. It’s a testament to

the whole team and how hard everyone

has worked to give mothers to have the

best possible birth experience they can in
a relaxing and homely environment.”

The Innovation Award was awarded to
the Wyre Forest Maternity Hub — a ‘one
stop shop’ antenatal and postnatal service
based at Kidderminster Hospital and
Treatment Centre.

The Hub — bringing community and
hospital services together under one roof
for the first time — is the first of its kind in
the country. It has proved so successful
other areas now looking to develop
similar models of care.

Having community and hospital services
together means pregnant women

can access and receive any care they
need - throughout their pregnancy and
afterwards - quicker and easier.

Karen Chapman, Maternity Hub Team
Leader, said: “It is great to be recognised
for the work that we are doing to really
make a positive difference to pregnant
women and new mums in Wyre Forest.”

Pictured: Meadow Birth Centre staff: Lesley Rose, Maternity Support Worker, Kate Humphries, Midwife; Lorraine
Grummett, Midwife; Julie Cooper, Midwitfe,; Louise Turbutt, Team Leader and Kathy Dewhurst, Midwife.



Part 3: Our commitment to data quality

Information and data lies at the heart of
improving quality and safety within the
Trust. From nationally mandated standards
and levels of compliance, to local Trust
agreed metrics; raw data is triangulated
with qualitative evidence to provide
intelligence about quality and safety
priorities in the Trust. Information is used
to ensure that everyone in the Trust can
be held to account, consistently, for the
work that we do. The Trust can proactively
identify trends, track improvements, and
identify hotspots for focus.

A broad range of quality Key Performance
Indicators (KPIs) are monitored, as relevant,
throughout the Trust Board’s Assurance
Framework (BAF), including all expert
groups and the Trust Board’s Quality
Governance Committee. To improve the
clarity and the depth of assurance, the
Trust continues to develop a hierarchy

of indicators in line with the new Quiality
Improvement Strategy and supporting
plans, so that the elements of a balanced
scorecard can be viewed and triangulated,
in appropriate detail, at different levels

within the framework from Ward to Board.

This will reduce the number of indicators
routinely viewed by the Trust Board,
whilst ensuring greater visibility when key
indicators raise concern.

Good data quality is equally as important
to patient care as treatments and
monitoring. Clinicians, managers and
staff rely upon good quality information
to support delivery of patient care and
accurate and effective service planning.
In common with all NHS Trusts and most
health providers internationally, summary
information about the Trust’s provision
of care is coded from clinical records

of patients’ diagnoses and treatments,
by the Clinical Coding Department,

in accordance with the International
Classification of Diseases and the OPCS
Classification of Interventions and
Procedures. This coded information is
submitted for external use, through the
NHS Secondary Uses Service, and is used
locally by clinicians and managers to
review and improve care provided. It is
also used in transacting with the Trust's
commissioners. In support of these
requirements, the Trust is committed to
pursuing a high standard of accuracy,
completeness and timeliness within all
aspects of data collection, in accordance
with NHS Data Standards.

All staff members are accountable for
creating, recording and using data
accurately and appropriately; and are
supported by training, guidance and
feedback on an ad hoc basis and via
internal and external audits. Regular
monitoring of key data is undertaken and
issues are addressed promptly. The Trust
liaises closely with local CCGs on any data
quality concerns they may have arising
from their commissioner role or raised

by GPs.

The Trust has a Data Quality Steering
Group (DQSG), chaired by a Clinical Lead
for Data Quality. The Trust's Executive
Data Quality Lead is the Chief Medical
Officer. The DQSG maintains a strategic
overview of data quality issues within the
Trust and facilitates better data quality
from Ward to Board. Significant or
sustained data quality issues are escalated
to the Trust Leadership Group (TLG).

In 2017/18 the Trust recruited a dedicated
Data Quality Manager. The Data Quality
Manager has worked alongside clinical
and non-clinical teams to identify the root
cause for a specific data quality issue and



take responsibility for putting together
plans for improvement. The general
improvements are usually related to a
lack of knowledge and understanding

by those who create, record and use the
data and system configuration, or related
to processes that are not robust.

Worcestershire Acute Hospitals NHS

Trust submitted the following number of
records during 2016/17 to the Secondary
Uses Service (SU) for inclusion in England’s
Hospital Episode Statistics:

A&E records — 187,425
Inpatient records — 163,710
Outpatients records — 847,083

These are included in latest published
national data. The accuracy and
completeness of submitted data was
consistently over 95% although this was,
on average, a percentage point below the
national average.

Whilst these figures are extremely
encouraging, the Trust acknowledges

that there is significant work remaining to
ensure that data is complete and accurate.

Safety and Quality Information
Dashboard (SQUID)

A Board to Ward Safety and Quality
Information Dashboard was launched

in early 2017. Known as SQUID, the
dashboard is open access to all and
provides the Trust with a user friendly
electronic assurance system giving ward
to board sight of key quality and safety
information. It also provides a single
source of the truth for quality and safety
information.

SQUID supports organisational hierarchy
with escalation and assurance running
from Ward to Board, and direction and
steer running Board to Ward.

Areas of good and poor performance are
highlighted, and the system encourages
real time feedback. SQUID is supported
operationally by DATIX - web-based
patient safety software which is used
within the Trust to manage incidents,
complaints and risk. Operational real
time dashboards are available through
DATIX. SQUID will continue to be used to
monitor, challenge, manage and report
progress on the Trust’s Quality Strategy.

Ward-based Patient Quality Checks
were rolled out across the Trust in July
2017. Questions relate to key areas for
development as highlighted from previous
CQC inspections under the key lines of
enquiry. Three weekly audits of patient
notes on each ward are undertaken

by Matrons and the development of a
league table has driven improvement

of the quality of care for patients.

The development of a Ward-based
Accreditation Programme and an earned
autonomy from sustained performance
on quality indicators is currently in
development.



Worcestershire's hospitals given patient safety
award for joint surgery data

All three of Worcestershire’s acute
hospitals have received a top patient
safety award from the National Joint
Registry (NJR).

The award recognises the high standards
of patient safety achieved for orthopaedic
surgery on hips, knees, ankles, elbows
and shoulders at the county’s hospitals.

Worcestershire Acute Hospitals NHS Trust
completed local data audits and met six
targets relating to patient safety to be
awarded as a ‘Quality Data Provider’.

The NJR is a national health watchdog
that monitors the performance of hip,
knee, ankle, elbow and shoulder joint
replacement operations in hospitals across
the country in order to improve clinical
outcomes for the benefit of patients.

Data is collected on these surgeries in
order to ensure quality, evidence and
standards for joint replacement surgery
are as effective and safe as possible. The
National Joint Registry is currently the
largest registry of its kind in the world.

Charles Docker, Clinical Lead Trauma and
Orthopaedics said: “Good data is essential

for patient safety as it means patients can
be confident in the outcomes of surgery
at the hospital and so this unique award
demonstrates the high standards we are
meeting in our hospitals.

“The award is also a good story for
patients as it gives an opportunity to
inform patients of how we use data from
their surgery to protect them and our
future patients”.

Dr Suneil Kapadia, Chief Medical Officer
for Worcestershire’s acute hospitals said:
“Improving patient safety is of the utmost
importance and something we all take
very seriously, so we are very proud that
our efforts have been recognised with this
award.

“These awards demonstrate that we

are collecting the most complete and
accurate information possible which helps
the NJR make many of their decisions
regarding quality of care and patient
safety as well as overall cost-effectiveness
of joint replacement surgery.”

Pictured: The presentations of the Quality Data
Provider certificate at each of Worcestershire'’s
three acute hospitals in Redditch, Worcester and
Kidderminster

WWW.worcsacute.nhs.uk ¥ @worcsacutenhs 13
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Part 4: Overview of the Quality Account

The need for the Trust to provide the
best quality of care consistently for

our patients and their carers across all
the services and departments was an
overarching aim for the Trust throughout
2017/18.

Our quality improvement plan addressed
the necessary improvements generated
following the CQC’s nine inspections
undertaken between July 2015 and
February 2018.

The work undertaken in 2017/18 has
provided a clear baseline for the next

few years and a list of priorities for
improvement. The Trust, however, agreed
the need to develop a three year Quality
Improvement Strategy. The aim of this

is to move from reacting to the quality
improvement requirements highlighted

by our regulators, to one of proactively
planning and prioritising the quality
improvements, reducing variation and
improving the outcomes of care for our
patients. This Strategy will guide and focus
the Trust to create a culture of continuous
improvement and learning which is both
patient-centered and safety focused.

14



Quality Improvement Plan poster

L~

Improving Patient Outcomes

We are:
¢ improving VTE assessments

¢ reducing the number of hospital acquired
pressure ulcers, falls resulting in harm
and infection rates

¢ implementing early detection and
treatment of Sepsis

¢ ensuring risk assessments are done
for patients and the environment

Patient Experience and
Engagement

We are:
e reducing and monitoring mixed
sex breaches

* ensuring we capture a variety of
patient feedback

e ensuring we manage children’s
pain effectively

» focussing on the privacy and dignity of
all our patients

=

-

Governance
We are:
e promoting Risk Management training

* ensuring Risk Registers are reviewed
regularly

* encouraging 'near miss’ reporting

Our Quality
Improvement Plan
Improve, Inspire, Innovate

Safe Care

We are:

e implementing improvements in
management of medicines to ensure
patient safety

¢ checking fridge temperatures and resus
trolleys regularly to support patient safety

e ensuring health records are securely
locked away

e ensuring hand hygiene practices are
followed

e safeguarding the welfare of adults and
children through our training strategy

Culture and Workforce

We are:

» implementing a cultural change
programme with Signature Behaviours
improving recruitment and retention
introducing a range of Quality tools and
walkarounds

ensuring active engagement with staff
through listening and support

Operational Flow

We are:
e focussing on improvements in urgent
care flow

* improving the ambulatory care pathways

¢ establishing a frailty unit in partnership
with colleagues in the community

* reviewing the Paediatric Assessment and
Urgent Care Pathways

Version 3

-
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WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST P QUALITY ACCOUNT 2017-18

Priority 1: Safe Care

We said we would embed and assure the revised Ward to Board governance structures
and processes, and improve the identification and management of risks.

Target Evaluation

90% compliance with
the Serious Incident
investigation timescales
by Divisions, including
completion and
delivery of action plans
from September 2017

We have achieved this.

We achieved 96% compliance by the end of Quarter 4 of 2017/18 (January-
March) and we are now sustaining the compliance with timescales.

Whilst completion and delivery of action plans has improved, there remains a
backlog of outstanding action plans with senior management teams, which
are being addressed.

Corporate senior
management team
review risk registers on
a monthly basis

What we have achieved so far:

The process whereby the risks for patient care and treatment or service
delivery, as identified by staff, is registered and reviewed has improved
significantly. The Executive Team and Divisional leads now meet quarterly
to discuss and review risk registers and agree actions required so that risks
are reduced as much as possible. The Trust also agreed a Risk Management
Strategy so that there is clear guidance for staff to follow based on best
practice.

What we still need to do:

There are now monthly governance meetings where the risk owners are
responsible for reviewing and updating their risks and report on progress. In
addition the Clinical risk and Governance lead now meets with the Divisional
Management Team each quarter to review their moderate and high risks. This
process is ongoing and in place. DATIX, the risk register electronic system,
now has the functionality to inform risk owners when a risk is overdue.

To eliminate back-log
of open incidents by
December 2017

We did not achieve this by December 2017, however the following progress
has been made:

We have a process of prioritising the investigation of incidents reported by
staff members that are the most concerning and could potentially cause harm
to patients. We are working towards reviewing all open incidents reported by
our staff within 20 working days.

We have focused on significantly improving the Serious Incident investigation
process and timeliness (as reported above). This priority has not been
progressed as much as we had hoped. We will continue our work in this

area in 2018/19 to ensure that all incidents are not just investigated, but all
actions are completed, and we are able to demonstrate our learning from the
outcomes.

16




NEWS (National Early
Warning Score) and
PEWS (Paediatric
Early Warning Score)
documentation
completed and
appropriate escalation
from June 2017.

Part 4: Overview of the 2017/18 Quality Account

Target Evaluation

We did achieve this.

In July 2017, a programme of quality checks commenced on all wards
across the Trust. One of the key measures was completion and escalation
of NEWS/PEWS and also included WOW (Worcestershire Obstetric Warning,
the maternity early warning score). The data from these audits indicates
the significant improvements that have been made and sustained in both
the completion and escalation required when patients are unwell. This has
improved with 95-100% completion over a 6 month period.

Mortality Reviews
completed within
agreed timeframes by
December 2017

We have yet to achieve this.

Since the last QA, the timeframes and process for mortality reviews have
changed considerably making it difficult to compare directly. There are new
nationally mandated metrics about the avoidability of death in hospital,

we have developed an electronic system to facilitate reviews, introduced
medical examiners and structured judgement reviews. The data shows that
approximately 60% of deaths were being reviewed within 30 days with the
expectation for this to improve further.

www.worcsacute.nhs.uk ¥ @worcsacutenhs
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Priority 2: Care that is clinically effective

We said we would address the quality and safety concerns identified by the CQC.

_

100% compliance by all
wards with Red2Green
by March 2018.

Sometimes patients
spend days in hospital
that do not directly
contribute to their
discharge (red days).
The Red2Green
approach is a visual
management system
to assist in the
identification of wasted
time in a patient’s
journey. The approach
is used to reduce
internal and external
delays as part of the
SAFER patient flow
bundle.

We had yet to achieve this but have made the following progress:

Delivering care in line with NHS emergency access standards has been
particularly challenging for the Trust particularly in March 2018 with a
significant increase in the numbers of very unwell patients needing treatment,
care and admission to hospital. We have made progress in helping the

flow of patients requiring assessment and care outside of an emergency
department with the opening of an Ambulatory Emergency Care facility

that adjoins the Emergency Department in November 2017. We held two
workshops with staff in October where they identified the need to
introduce a set of internal professional standards which have been supported
by the introduction of the Trust’s wide cultural change programme - 4 Ward
signature behaviours.

All staff engaged

in a culture change
programme by March
2018.

4ward is a long-tern,
far-reaching initiative
which aims to help
colleagues across the
Trust collectively work
together. At the heart
are four behaviours
which all staff are
asked to demonstrate.

What we have achieved so far:

The Trust-wide 4ward programme was launched in October 2017, with all
staff encouraged to take part. The aim of the programme is to use evidence-
based methodology to deliver a sustainable culture change, establishing what
we describe as an “intentional culture” where colleagues work together to
achieve a safer, mutually supportive, more productive and happier working
environment for the benefit of their patients and themselves.

The 4ward programme is built around four behaviours, developed in
partnership with our staff:

Do what we say we will do
No delays, every day
We listen, we learn, we lead

vV v.VvyYy

Work together, celebrate together

Every four months, all staff are encouraged to take part in a confidential
checkpoint survey which gives them an opportunity to evaluate how they,
and the colleagues they work most closely with. Two checkpoints were
carried out in the period covered by this report — one in October 2017 and
one in February 2018.

18



Continued...

All staff engaged

in a culture change
programme by March
2018.

4ward is a long-tern,
far-reaching initiative
which aims to help
colleagues across the
Trust collectively work
together. At the heart
are four behaviours
which all staff are
asked to demonstrate.

Evidence of real progress can be seen in the percentage of staff taking part
in the Checkpoint which improved from 26% in October 2017 to 45% in
February 2018 and in the “net culture score” generated which improved
from 28% in October 2017 to 55% in February 2018. Although we have
not yet (and may never) achieve 100% participation, it is worth noting
that the February 2018 Checkpoint had the best response rate of any staff
engagement exercise in the Trust’s history.

The 4ward Signature Behaviours and the supporting “Process Flow”
methodology have also been widely adopted by colleagues to deliver a raft
of service quality improvements, many of which are featured elsewhere in
this Quality Account as well as informing the development of our Quality
Improvement Strategy and supporting plans.

We have not yet achieved this.

We recognise that we remain in the bottom 20% of acute trusts in the 2017
staff survey. However, there has been slight improvement in two thirds of the
questions when compared to the 2016 results. The overall staff engagement
score has improved from 3.66 (2016) to 3.70 but is lower than the national
average of 3.79'.

The Trust is in the top 20% of acute trusts for reporting errors, near misses or
incidents witnessed in the last month.

Other areas of improvement since the 2016 survey include:

Support from immediate managers

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

Recognition and value of staff by managers and the organization

Organization and management interest in and action on health and
wellbeing

The fairness and effectiveness of procedures for reporting errors
The three key findings which have deteriorated since the 2016 survey are:

The number of staff reporting the most recent experience of violence

The number of staff reporting the most recent experience of harassment,
bullying or abuse

The number of staff appraised in the last 12 months

This score is made up of Key findings 1,4 and 7 - staff recommending the Trust as a place to work or receive treatment,
staff motivation at work and staff ability to contribute towards improvement at work




20% reduction in
complex complaints by
March 2018.

We have not yet achieved this, however we did achieve the following:

Overall, we have made significant improvement in both responding to
complaints in a timely manner and ensuring complaint responses meet the
complainant’s satisfaction. We have reduced the backlog of overdue
complaint responses from 160 in May 2017 to 17 by March 2018 with
78% of complainants receiving a response to their complaint within 25 days
of receipt. This is against a target of 80% response within 25 days. However,
the Trust received more complex complaints in 2017/18 than in 2016/17.
These complex complaints were often cross specialties and occasionally
require input from external expert review leading to a lengthened timeframe
for resolution. In the financial year 2016/17, we had eighteen complex
complaints. In 2017/18, we had twenty four complex complaints, an increase
of 33%.

50% reduction in mixed
sex breaches in 2017/18
against Q1 2017/18 by
March 2018.

We have not yet achieved this.

The Trust has faced particular challenges during the winter months in
reducing the number patients who were placed in mixed sex breach
accommodation. This is due to significant pressures on the availability of beds
on the wards.

This has had an impact mainly on patients who are waiting for a ward bed
from intensive care areas. We have ensured that staff members have a good
understanding of the policy and when patients are better and no longer need
monitoring but have not yet been allocated a single sex bed on the main
wards, we ensure that patient privacy and dignity needs are addressed. Our
Patient and Public Forum representatives have carried out independent audits
to ensure patient needs are being met whilst awaiting a ward bed.

Zero MRSA bacteraemia
by March 2018.

We have achieved this.

There have been no cases of hospital-attributable Meticillin Resistant
Staphylococcus Aureus (MRSA) bacteraemia (blood stream infection) in line
with a national zero tolerance. This is an improvement on the four cases seen
during 2016-17. There have been three other cases of MRSA bacteraemia
which were not attributed to the Trust, in patients where blood culture was
taken within 48 hours of admission to hospital.
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Innovative new test for meningitis

transforms diagnosis

An innovative, rapid test for
meningitis is now being used in
Worcestershire’s hospitals which
speeds up diagnosis and saves lives
by producing accurate results within
an hour.

Meningitis is a life-threatening infection
of the membranes surrounding the brain
which can develop quickly and can kill
within hours. Until now, the tests used
to identify this infection took up to two
days to get a result. The tests to identify
encephalitis — an infection of the brain
itself - took even longer to diagnose,
usually up to four days.

The new technology, the Biofire
FilmArray®, rapidly analyses samples and
produces accurate results in just one hour.
It allows the laboratory at Worcestershire
Royal Hospital to inform doctors of a
positive result much faster, leading to
targeted treatment and reassurance for
patients and their families.

The rapid test also means negative results
are identified much quicker, reducing

inappropriate treatments and unnecessary
hospital stays. The Biofire FilmArray®
works by analysing a patient’s spinal fluid
for up to 14 different bacteria and viruses.

Consultant Microbiologist, Dr Mary
Ashcroft said: “Meningitis can develop
very quickly and can kill within hours.
Whilst treating immediately because

of suspicion of meningitis is the most
important aspect of manaqging suspected
cases, having early, accurate diagnosis
that allows prompt and targeted
treatment is essential for improving
outcomes for patients. This new test has
transformed the way we diagnose these
dangerous infections.”

Worcestershire Acute Hospitals NHS Trust
was one of the first hospital Trusts in

the country to extensively trial this new
technology.

The Biofire FilmArray® testing is now
being carried out as a part of routine
laboratory testing and is available
seven days a week at Worcestershire
Royal Hospital.

Pictured: The Microbiology Team at Worcestershire Royal Hospital.
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Priority 3: Care that is a positive experience for patients
and their carers

We said we would develop a robust improvement, quality and safety culture across the
Trust, including learning when things go wrong.

_

80% of relevant We have achieved this.

patients receiving

sepsis screening in There has been a focus on our recognition and treatment of patients with
1 hour by December sepsis. This has been led by a Trust-wide sepsis improvement group. The
2017. appointment of a sepsis lead nurse has been pivotal in improving screening

through education and training. Mortality associated with sepsis has remained
within “normal limits” since Quarter 1 2017/18. Prior to this, our mortality
rate for patients with sepsis was above average.

Treatment (Antibiotics) for Sepsis in ED Within 1 Hour

Sepsis Performance*
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90% of patients What we have achieved:

who have a positive

sepsis screen receive The data shows that in emergency areas 90% of patients identified as being
antibiotics with one at risk of sepsis are treated within 1 hour with antibiotics. For inpatients on
hour by March 2018. the main wards, this had improved to over 75% by the end of 2017 but has

since fallen since to 60%. The introduction of a nurse with a special interest
in sepsis has led to significant improvements and we expect this to continue
during 2018/19.
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95% of patients

will receive a VTE
assessment within 24
hours of admission by
September 2017.

Venous
Thromboembolism
(VTE), commonly
known as blood

clots, is a significant
international patient
safety issue. The first
step in preventing
death and disability
from VTE is to identify
those at risk so

that preventative
treatments can be used.

What we have achieved:

Positive change in the behaviours and practices by staff is apparent in

many clinical areas; however, improvements in other areas are still needed.
Efforts will now be focusing on addressing these issues and areas with poor
compliance figures.

Following discussions between the Trust and the CCG, it was agreed that
from August 2017 there would only be a single reporting source for VTE
assessment compliance. Previously there were two sources, which confused
the issue. At the time of discussion, it was also reported that this would
initially cause a dip in the compliance figures. However, performance was
initially above the trajectory since the data source change but has decreased
to around 92% for 2018. The support of the VTE nursing team (which
commenced in April 2018) is expected to improve the compliance with VTE
assessment.

Zero Grade 3 and

4 hospital acquired
pressure ulcers (PU) by
March 2018.

Grade 3: Full thickness
skin loss involving
damage to cutaneous
tissue that may extend
to, but not through, the
underlying fascia.

Grade 4: Full thickness
skin loss involving
muscle, bone or
supporting structures.

Grade 4 PU
Grade 3 PU

We have achieved this
We have yet to achieve this reduction

Whilst recognizing that we had fifteen Grade 3 pressure ulcers in 2017/18
and no Grade 4s, the Trust has:

Engaged with NHS Improvement PU Collaboration. A national
programme to support and encourage culture of safety, continuous
learning and improvement across the health and care system;

Introduced new mattresses appropriate for patients who are assessed
as Very High Risk of developing pressure damage. The mattresses help
to distribute pressure and relieve and support the prevention strategies
discussed with patients when admitted to hospital;

Introduced the ‘React to Red’ strategy. Ward and department staff
observe patients’ skin regularly throughout their stay and if the skin is
becoming red - one of the first signs of early pressure damage - then a
strategy for repositioning more frequently is implemented;

Promoted ‘Right Dressing, Right Wound, Right Time’. We have a Wound

Dressing Selection (a formulary) which ensures the dressing is appropriate
for the wound it is being used on, is available at the right time within the
Ward/Department areas and is clinically and cost effective.




All patients with a
fractured Neck of
Femur (NOF) that are
fit for surgery will have
an operation within 36
hours by August 2017.

We have yet to achieve this. However, improvements in performance were
seen.

Whilst the service has not achieved 85% every month YTD, it has shown a
consistent improvement over previous performance and compared to national
performance, now sits in the top quartile.

The Surgical directorate implemented an improvement programme in March
2017 to address the poor performance against the 36 hour 85% target for
patients with a fractured NOF to receive their surgery. Weekly meetings with
the Trauma Multi-Disciplinary Team and input from the Divisional Triumvirate
and the Executive Team provided the governance and focus for improvement.
A weekly harm review process of all patients who failed the standard
commenced in April and continues. The reduced wait for surgery has resulted
in an improved mortality rate which increased in Quarters 3 and 4 of 2016/7
but has reduced in Quarter 1 of 2017/8 and continues to be monitored.

More than 90%

of patients would
recommend us to their
friends and family

as a place to receive
care and treatment by
March 2018

What we have achieved so far:

The methodology for calculating the Friends and Family Test (FFT) score
was updated locally in August 2017 to match the national scoring (moved
from a score to a percentage). The recommended target for the Trust is
90% which is mostly achieved for Inpatients and Women and Children. We
have developed an FFT app. This is hosted on the Trust’s intranet pages,
can be downloaded onto Trust iPads and is also on the Trust website. We
have redesigned FFT cards for each area including the addition of bespoke
questions that reflect areas where improvement is required.
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Worcestershire's hospitals dramatically
improve survival rates for patients with Sepsis

The number of patients surviving
from Sepsis in Worcestershire

has dramatically increased after a
successful project in Worcestershire’s
acute hospitals.

Sepsis, also known as blood poisoning,
is the life-threatening reaction to an
infection, in which the body attacks its
own organs and tissues.

After the Trust made improving the
survival rates of patients identified as
having Sepsis a top clinical priority, the
death rate from the condition have been
significantly reduced to better than the
national average.

The project in Worcestershire’s hospitals
has ensured more patients are screened
for Sepsis, with those found to have the

condition being treated much more quickly.

A new dedicated Sepsis nursing role has
also been created to oversee clinical advice
and staff training about the condition.

Pictured: Hospital staff raising awareness of Sepsis.

Over 1,000 clinical members of staff across
the county have been trained on specifically
identifying the condition in patients, which
has helped to detect and treat those with
the condition more quickly.

Specialist IT improvements have also
helped staff more easily and quickly
report patients who have been identified
as having Sepsis, and patient information
leaflets were produced to provide Sepsis
survivors and those more at risk of
developing Sepsis with information about
the condition and its treatment as well as
their rehabilitation and recovery.

Dr Mike McAlindon, Clinical Lead for the
Sepsis Quality Improvement Project at the
Trust, said: “Thanks to the hard work of
staff across our Trust we’ve managed to
dramatically reduce the mortality from
Sepsis over the past year.This is good news
for patients as now they can be assured
that if they come to hospital with Sepsis,
they will receive a good level of care,
giving them a better chance at survival.”
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Part 5: Our quality priorities for 2018/19

How we chose our quality priorities
2018/19

Staff have worked collectively to
effectively achieve a number of
improvements during 2017/18; however,
we also needed to consider which aspects
of patient care still require improvement.
The Trust Board agreed during Quarter

3 of 2017/18 that there was a need

for a three-year Quality Improvement
Strategy, so that we can be clear about
our improvement goals and how we

will support our staff to deliver those
improvements for our patients.

During January 2018, we revisited the
quality priorities set for 2017/18 in
partnership with our staff and patients
as, in order for us to provide the highest

Dealt with
professionally and

in a caring way
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possible standards we need to understand
what is important to patients, their carers
and our staff.

Throughout 2017/18, we have reported
to our Board, our staff and our
commissioners on progress against our
quality priorities. We held events on each
hospital site inviting patients, visitors and
staff to tell us what was important to
them and how they would define quality.

Working alongside patients, their carers,
the community and our staff we have
developed a Quality Improvement
Strategy 2018-2021. This was approved
by the Trust Board in March 2018 and
will provide a basis for our reporting in
future years through the Quality Account.
Examples of quotes below were:



Delivering our
Quality Improvement

Strategy

Our Signature
Behaviours

fared Do what we say we
el Will do

@Ww No delays, every day

@&\, We listen, we learn,
el e lead

Work together,
celebrate together

L

Fublished May 2018

Care that is safe
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Care that is
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\We will do the right thing for patients
by ensuring decisions about healthcare
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National award-winning nurses...

Two county nurses have won national
awards this year for the outstanding
care they give to patients.

Sarah Mills, a Heart Failure Nurse
Specialist who works in Bromsgrove

as part of the specialist Heart Failure
nursing team at Worcestershire Acute
Hospitals NHS Trust, received a "You're
Simply Marvellous’ award from Pumping
Marvellous — the UK's patient-led Heart
Failure charity. She was one of only
three health care professionals chosen to
receive the award.

Bernice Kent, colorectal clinical nurse
specialist, was awarded with the Gary
Logue Colorectal Nurse Award at the
National Colorectal Cancer Nurses
Network conference, run by charity
Beating Bowel Cancer.

Bernice received the award after a
nomination from a patient who described
the fantastic support, encouragement,
professionalism and dedication she gave
to all her patients.
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Sarah, who undertakes clinics and visits
patients in their homes, to provide
treatment, advice and support on their
heart condition, said: “/ am very humbled
to receive this award and very incredibly
touched. It feels very special to have been
nomination by a patient — thank you.”

Bernice said: “As a colorectal clinical
nurse specialist helping patients through
their bowel cancer diagnosis and the
trials that comes with this is not always
easy, but the people | am fortunate
enough to meet inspire and surprise me
In SO many ways.

“The nominations | have received have
really touched me from the bottom of my
heart, what an honour and privilege to
know | have been able to make people
feel safe and supported in some way
when they are going through such a
devastating and life-changing period.”

Pictured left to right: Sarah Mills, Heart Failure
Nurse Specialist and winner of the ‘You're Simply
Marvellous” award from Pumping Marvellous;
Bernice Kent, Colorectal Clinical Nurse Specialist,
with her Gary Logue Colorectal Nurse award.



Part 5: Our quality priorities for 2018/19

Our quality priorities for 2018/19 influenced by our staff
and patients

1. Care that is safe 3. Care that is a positive

»  We will reduce the number of experience for our patients and
avoidable hospital acquired pressure their carers

ulcers (HAPU) . .
»  We will reduce the number of patients > We wil responq to complaints within
25 days of receipt

who have a fall whilst under our care

» We will ensure maximise and
maintain patients’ privacy and dignity
throughout their time with us

» We will improve identification and
escalation of sepsis screening

» We will reduce the percentage of
medicine incidents causing harm
across the Trust

» We will ensure patients and their
families are fully involved and aware
of their discharge so that they are
confident they have everything they

2. Care that is clinically effective need to continue their treatment or

We will monitor and seek to reduce recovery including rehabilitation

mortality rates for patients whilst » We will ensure patients understand
under our care their condition, treatment and pain

» We will improve our time to theatre management options

for patients with fractured neck of
femur

»  We will Implement clinical standards
for seven day hospital services

» We will complete an annual
programme of local clinical audits

Care that is safe

Quality

Care thatis a
positive experience
for patients, their
families and our staff

www.worcsacute.nhs.uk ¥ @worcsacutenhs 29



WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST P QUALITY ACCOUNT 2017-18

Priority 1: Care that is safe

Quality Indicator 1:

We will reduce the number of
avoidable Grade 2-3 hospital
acquired pressure ulcers (HAPU)
and sustain zero Grade 4
pressure ulcers.

Why have we chosen this
indicator?

We have heard from our patients the
importance to them of reducing avoidable
harm. From our comprehensive reviews
of all pressure ulcers grade 2 and 3 that
occurred during 2017/18, we feel it is vital
we focus our intention on implementing
what we have learnt from our analysis
and learning. It is also an important
pledge for us in our Quality Improvement
Strategy 2018-21 to protect every patient
from unintended or unexpected harm.

How we will evidence success?

We will reduce the number of avoidable
hospital acquired pressure ulcers from our
baseline position of:

Grade 2; from 84 to <80 (10%
reduction);

Grade 3 and deep and ungradable;
from our baseline position of 17 to
<15 (12%);

Grade 4; baseline position 0, we will
maintain this performance.
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Quality Indicator 2: We will
reduce the number of patients
who have a fall that causes them
harm whilst under our care.

Why have we chosen this
indicator?

Whilst we were aware we were not

an outlying hospital for the number of
patients who experience a fall with harm,
in 2017/18 there was an increasingly frail
elderly population within Worcestershire
who needed a stay in hospital. We were
concerned and aware from our assessment
of care and outcomes received for those
patients who had had a fall in 2017/18
that we could do more.

How will we evidence success?

We will evidence the benefit for our
patients by reducing the number of
patients who experience a fall that results
in harm per 1000 bed days from our
baseline position of 0.07 falls per 1000
bed days (21), to 0.06 falls per 1000 bed
days - representing an improvement of
10%. This will ensure we remain below
the national average of 0.19 falls with
harm per 1000 bed days.



Quality Indicator 3: We will
improve identification and
escalation of sepsis screening.

Why have we chosen this
indicator?

We know that we could do better to
improve the outcomes for our patients

in line with National Institute for Health
and Care Excellence (NICE) standards
published September 2017. Supporting
our staff to be very aware of early
recognition of sepsis through assessment
and starting treatment quickly will
improve people’s lives and reduce the
number of deaths associated with sepsis.

How we will evidence success?

We will evidence the benefits for our
patients by 5 sub-indicators:

We will increase sepsis screening for
patients in Emergency Department
from our baseline position of 83% to
>85%:;

We will increase sepsis screening for
patients in wards from our baseline
position of 67% to >75%;

We will increase compliance with
the sepsis 6 bundle in Emergency
Department from a baseline position
of 50% to >60%:;

We will increase compliance with
the sepsis 6 bundle on wards from a
baseline position of 80% to >85%;

We will increase VTE compliance with
screening from a baseline position of
92% to >95%.

Part 5: Our quality priorities for 2018/19

Quality Indicator 4: We will
prescribe, administer and supply
the right medicines at the right
time for the right patient.

Why have we chosen this
indicator?

We know almost all patients have
medicines as part of their stay with us. It
is important that our staff are competent
with up-to-date knowledge and skills, and
that we have safe systems to prevent the
occurrence of a medicine being prescribed
and administered in error to keep patients
safe and prevent harm.

How we will evidence success?

We will evidence the benefits for our
patients with four sub-indicators:

We will increase the reporting of
medicines near misses and incidents
from a baseline position 3.52 reported
incidents per 1000 bed days to 4.47
reported incidents per 1000 bed days;

We will reduce the percentage of
medicine incidents causing harm
across the Trust from a baseline
position of 19.53% to 15.62%;

We will implement a nursing

and midwifery staff medicine
e-competency assurance programme
to ensure they can competently
administer medicines safely. This is
from a baseline position of inclusion
of training at induction of all staff

to 30% of all staff completing an
e-competency assurance programme;

We will implement an E-prescribing
and Administration System (EPMA)
system Trust-wide to reduce
prescribing and administration errors.
This will be evidenced by securing
funding and completing the tendering
process.
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Priority 2: Care that is clinically effective

Quality Indicator 1: We will
monitor and seek to reduce
mortality for patients whilst under
our care.

Why have we chosen this
indicator?

Reducing the numbers of deaths in
hospital is seen as one of many key
indicators of the quality of our service
and, as such, vitally important to our
patients and their families.

How will we evidence success?

There are several metrics to monitor
mortality; we will use the widely
measured Hospital Standardised Mortality
Ratio (HSMR) data. From a baseline
position of a rolling average of HSMR
~102 we will achieve a HSMR ~100
consistently throughout the year.

Quality Indicator 2: We will

improve our time to theatre for
patients with fractured neck of
femur.

Why have we chosen this
indicator?

We know that fractured neck of femur is
one of the most serious consequences of
a fall among our older population with a
significant mortality and loss of mobility.
Worcestershire's growing population of
people over 80 years of age makes this an
essential quality indicator.
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How will we evidence success?

We will evidence an improvement in

our time to theatre for patients with a
fractured neck of femur, improving from a
baseline position of 85% of patients going
to theatre within 36 hours for 5 out of 12
months, to 85% for 8 out of 12 months.

Quality Indicator 3: We will
implement clinical standards for
seven-day hospital services.

Why have we chosen this
indicator?

We are committed to providing high
standards of quality care and treatments
but we know that we need to improve
on the ability of our patients to have
24/7 services when they need them. We
know that giving patients admitted as an
emergency high quality consistent care

- whatever day they enter the hospital -
improves their experience and outcome of
care, therefore we have made this a key
priority.

How will we evidence success?

We will assess ourselves against the 10
clinical standards for seven day services
in hospitals, developed in 2013 through
the Seven Day Services Forum, chaired
by Sir Bruce Keogh and involving a range
of clinicians and patients. The standards
were founded on published evidence
and on the position of the Academy

of Medical Royal Colleges (AoMRC) on
consultant-delivered acute care. These
standards define what seven day services
should achieve, no matter when or where
patients are admitted.



The four main standards are 2, 5, 6 and 8.
In addition we are also measured on patient
experience and our provision for consultant
review. We will improve on our position of
non-compliant in the 4 standards and will
be compliant in 2 out of 4.

Patient Experience

Patients, and where appropriate families
and carers, must be actively involved in
shared decision making and supported by
clear information from health and social
care professionals to make fully informed
choices about investigations, treatment
and on-going care that reflect what is
important to them. This should happen
consistently, seven days a week.

Provision for Consultant review

To determine the provision for consultant
review within the Trust, particularly for
patients in specialities for which the

Trust makes no acute provision. Does
consultant job planning in the Trust make
provision for a consultant-led ward round
on every ward every day of the week?

Clinical Standard 2 - First Consultant
review

All emergency admissions must be seen
and have a thorough clinical assessment
by a suitable consultant as soon as
possible but within 14 hours from the
time of admission to hospital at the latest.

Clinical Standard 5 — Access to
Consultant directed diagnostics
Hospital inpatients must have scheduled
seven-day access to diagnostic services,
typically ultrasound, computerised
tomography (CT), magnetic resonance
imaging (MRI), echocardiography,
endoscopy, and microbiology.
Consultant-directed diagnostic tests and
completed reporting will be available
seven days a week.

Within 1 hour for critical patients
Within 12 hours for urgent patients

Clinical Standard 6 - Consultant
directed interventions

Hospital inpatients must have timely 24-
hour access, seven days a week, to key
consultant-directed interventions that
meet the relevant speciality guidelines,
either on-site or through formally agreed
networked arrangements with clear
written protocols. These interventions
would typically be:

Critical Care

Interventional radiology
Interventional endoscopy

Emergency general surgery
Emergency renal replacement therapy
Urgent radiotherapy

Stroke thrombolysis

Percutaneous coronary intervention

Cardiac pacing (either temporary via
internal wire or permanent)

Clinical Standard 8 — Ongoing review
All patients with high dependency

needs should be seen and reviewed by

a consultant twice daily (including all
acutely ill patients directly transferred and
others who deteriorate). Once a clear
pathway of care has been established,
patients should be reviewed by a
consultant at least once every 24 hours,
seven days a week, unless it has been
determined that this would not affect the
patient’s care pathway.
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Quality Indicator 4: We will
complete an annual programme
of local clinical audits.

Why have we chosen this
indicator?

We know that examining and sharing
the results of our clinical audits lets our
patients, their carers and the public know
how well we are doing and where we
could do better. Therefore we have made
this a key priority as it is the foundation
for our Quality Improvement Strategy.

How will we evidence success?

We will improve on our baseline position
of 47% and develop an achievable audit
programme that meets local guidance,
where 60% of audits have been
completed.
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Part 5: Our quality priorities for 2018/19

Priority 3: Care that is a positive
experience for our patients and their carers

Quality Indicator 1: We will
respond to 80% of complaints
within 25 days of receipt and we
will learn from them.

Why have we chosen this
indicator?

It is fundamental that we listen to our
patients and learn from their experiences.
Therefore, we want to make this an
explicit priority this year. We know

that responding to a complainant in a
timely manner is important to them.
Communication is one of the top three
themes from our complaints and this

will be a focus for our nursing and
medical staff.

How will we evaluate success?

We have made significant progress in
improving the response to complaints
within a 25-day period, but we know
we need to further improve. We want
to ensure we maintain this performance
throughout the year, as we have not
always been consistent.

We will improve on our baseline
position of 78% to 80% for 12
months;

We will reduce the numbers of
complaints returned from dissatisfied
members of the public from a baseline
position of 35% to 10%;

The Trust implemented the Sage
and Thyme Communication Skills
Workshop in 2016, which is a
recognised skills programme.

These workshops are about improving
skills in listening to people who are
worried. We know that we need to
revisit the workshops and support
staff further in the skills of active
listening and communicating with our
patients and their loved ones.

Quality Indicator 2: We
will ensure that we maintain
a patient’s privacy and dignity
throughout their time with us.

Why have we chosen this
indicator?

We are committed to providing
excellent standards of care for all
patients/carers. For those patients
who are vulnerable particularly,
ensuring their privacy and dignity
whilst receiving care is a fundamental
right. The National Picker Inpatient
Satisfaction Survey tells us we could
do better. Picker is an international
charity dedicated to ensuring the
highest quality health and social care
for all. They carry out annual patient
surveys and make the results of
these surveys available to healthcare
providers;

Privacy when being examined in
Emergency Department remains a
challenge for the Trust;

We need to reduce the number of
mixed sex accommodation breaches
across the Trust.
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How will we evaluate success?

We will adopt and roll out the 70 day
challenge to #endpjparalysis to get
our patients up, dressed and moving
around across our hospital wards and
will evaluate through patient surveys,
staff surveys and audit the numbers of
patients up and dressed each day from
a baseline position of 0%);

We will evaluate every patient/carer
who has experienced a mixed sex
accommodation breach to ensure
meeting their privacy and dignity
needs. We will improve from our
baseline position of 17% in the
National Picker Inpatient Satisfaction
Survey for ‘shared sleeping
arrangements with opposite sex’ to be
in line with the 2018 national average;

We will improve from our baseline
position of 33% on the indicator for
‘patients’ privacy being maintained
when being examined in emergency
department’ in the National Picker
Inpatient Satisfaction Survey from a
Trust position, to be in line with the
2018 national average;

We will improve from our baseline
position of 20% on the indicator for
‘not always treated with respect or
dignity’ in the national Picker Inpatient
Satisfaction Survey, to the 2018
national average.
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Quality Indicator 3: We will
ensure patients and their families
are fully involved and aware of
their discharge so that they are
confident they have everything
they need to continue their
treatment or recovery including
rehabilitation.

Patients who need on-going care and
treatment after they have left have told
us that their carers are not always fully
involved and aware of their discharge
and that this significantly impacts on how
safe they feel in managing their care and
treatment when at home. We know that
we can improve this and are committed
to doing more.

How will we evaluate success?

We will improve how quickly we send
patient and GP letters, working towards
the contractual standard of 10 days;

Whilst we were above the national
average in the national Picker Inpatient
Satisfaction Survey at 39% against a
national average of 45% (the lower
the score, the better the position),

we know from our complaints and
feedback from patients/carers that we
could do better;

We will improve the number of patients
who are told of the side effects of
medications when discharged from a
baseline position of 69% to be in line
with national average;

We will improve on the indicator for
National Picker Inpatient Satisfaction
Survey that when discharged patients/
carers are informed of danger signals
to look for from a baseline position of
64% to be in line with 2018 national
average.



Quality Indicator 4: We will
ensure patients understand their
condition, treatment and pain
management options.

We know from our complaints and the
outcomes of patient satisfaction surveys
that understanding their condition or
treatment is important to patients’ overall
health, well-being and ability to get
better or live with their illness in a better
way. Involving and empowering patients/
carers in their care and treatment is a
fundamental requirement for us to ensure
we give high standard quality care and
we want to get this right.

How will we evaluate success?

We will improve on the indicator within
the National Inpatient Picker Survey of
‘not enough or too much information
given on their condition’ from a baseline
position of 26%, to be in line with 2018
national average.

Part 5: Our quality priorities for 2018/19
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New nurses improve care for patients with
learning disabilities and mental health problems

Worcestershire’s hospitals are leading
the way nationally in improving
patient care thanks to the innovative
introduction of learning disability and
mental health registered nurses.

Nine new Learning Disability and
Mental Health Nurses, who will work
across wards at the Alexandra Hospital
in Redditch and Worcestershire Royal
Hospital, joined Worcestershire Acute
Hospitals NHS Trust in September 2017.

The roles have traditionally been based

in community NHS organisations,
providing additional support to hospital
patients and colleagues when needed. By
integrating the nurses as part of the ward
based teams, the care and experience

of patients with learning disabilities and
mental health illness will be improved.

Sarah Needham, Lead Nurse for Education
and Workforce, said: “Many of our
patients experience chronic mental health
illnesses and Worcestershire has a higher
than average prevalence of patients
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with Learning Disabilities, therefore we
are thrilled to be leading the way in
improving care in this area, to ensure that
our patients are signposted to appropriate
community services on discharge.

“As well as providing holistic support
to our patients, the new nurses will also
share their expertise with members of
the multidisciplinary team, giving them
additional skills in caring for patients
with additional needs. Once patients are
ready to leave our care, the transfer in
to community services should also be
improved.”

The nine new nurses received an intensive
education programme to support them

in developing the skills and knowledge
needed to care for patients within an
acute hospital, followed by a tailored

12 months of mentoring and rotation
opportunities across the Trust.

Pictured: The Trust’s Learning Disability and Mental
Health Nurses with the Professional Development
Team.



Our Quality Improvement
Strategy 2018/21

Our Quality Improvement Plan developed
in the early part of 2017/18 was in direct
response to the improvements highlighted
by the Care Quality Commission and

an essential part of our improvement
journey. Staff across the Trust have
worked hard to ensure a range of
improvements have been delivered by
clinical teams during 2017/18.

Our model for improvement
2018/21

The model which will drive our quality
improvement is that promoted by the
Institute for Healthcare Improvement.

It focuses on answering three questions
to define our improvement aims, measure
our improvement and select the right
changes to ensure success. Plan Do Study
Act (PDSA) cycle enables changes to be
tested before fully implemented, thus
making sure that the changes we select
have a positive impact.

Our journey for improvement

Our staff and patients are best placed
to identify, create and deliver the
improvements that are required for
our services. It is the ambition to create
a culture of learning, openness and
transparency. Supporting staff with
the training and development needed
to support the delivery of care for our
patients and their carers.

Part 5: Our quality priorities for 2018/19

Our journey for 2018/19 will be achieved
through working with our partners

for improvement. These include the
University of Worcester, West Midlands
Academic Science Network and West
Midlands Quality Review Service. Partners
that will work with us that assess our
services for accreditation will support
the improvements we need to make
such as Joint Advisory Group (JAG)

in Gastrointestinal (Gl) Endoscopy,
International Standards Organization
(ISO), Health and Safety and our
regulators.

1. What are we trying to accomplish?

2. How will we know that our change
will be an improvement?

3. What changes can we make that will
result in the improvement we seek?
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WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST P QUALITY ACCOUNT 2017-18

Expanding the principles and
practice of Human Factors

In 2018/19 we are fully committed to
further developing our programme across
the Trust to roll out the principles and
practices of Human Factors. The approach
will provide a focus on reducing medical
errors and its consequences on patient
safety. It offers an integrated, evidenced,
coherent approach through enhancing
individual staff and team performance.
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Statement of Directors’ Responsibilities

The Directors are required under the Health Act 2009

to prepare a Quality Account for each financial year.

The Department of Health has issued guidance on the
form and content of annual Quality Accounts (which
incorporates the legal requirements in the Health Act
2009 and the National Health Service (Quality Accounts)
Regulations 2010 (as amended by the National Health
Service (Quality Accounts) Amendment Regulations 2012).

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, and 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.
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Inside the new Ambulatory Emergency Care (AEC) Unit.

Worcestershire Royal Emergency Department
improvements open to patients

A £920,000 redevelopment of

the Emergency Department at
Worcestershire Royal Hospital opened
in November 2017, improving the
experience of patients throughout
the hospital.

A new, expanded Ambulatory Emergency
Care (AEC) unit - which adjoins the current
A&E department — allows appropriate
patients to be seen and treated more
quickly, as well as helping to free-up space
in the main A&E department.

The expanded unit was funded by NHS
England and formed a central part of a
comprehensive winter plan put in place
for the local NHS and County Council
to deliver safe, high-quality patient care
throughout the busy winter period.

Patients who are referred to the AEC
have their individual needs assessed by a
specialist team - including a Consultant,
Nurse Practitioner, Nurse and Health Care
Assistant - and a plan of care put in place.
The unit takes some patients who would
previously have needed to be admitted
from A&E to a hospital bed to have their
treatment, as well patients who have
been referred by their GP.

The main aim of the unit - which can treat

up to 16 patients at a time - is to see,
assess and discharge patients more safely
and promptly. By discharging appropriate
patients back home on the same day they
arrive, unnecessary overnight admissions
can be avoided which helps ensure
hospital beds are available for those who
need them most.

Consultant in Acute Medicine for the unit,
Dr Aruna Maharaj said: “The expanded
unit allows us to offer more efficient
treatment to our patients and discharge
within one day where possible. This

helps patients as it shortens their patient
journey and provides them with an overall
better experience.”

Pictured: The AEC Unit Team.




Explanatory notes about the
NHS Outcomes Framework

The NHS Outcomes Framework (NHSOF)
indicators provide national level
accountability for the outcomes the NHS
delivers; they drive transparency, quality
improvement and outcome measurement
through the NHS.

The Framework sets out the national
outcome goals that the Secretary of State
uses to monitor the progress of NHS
England. It does not set out how these
outcomes should be delivered, it is for
NHS England to determine how best to
deliver improvements by working with
Clinical Commissioning Groups (CCGs) to
make use of the tools at their disposal.

Indicators in the NHSOF are grouped
around five domains, which set out the
high-level national outcomes that the NHS
should be aiming to improve. They focus
on improving health and reducing health
inequalities:

Domain 1: Preventing people from
dying prematurely

Domain 2: Enhancing quality of life
for people with long-term conditions

Domain 3: Helping people to recover

from episodes of ill health or following
injury

Domain 4: Ensuring that people have

a positive experience of care

Domain 5: Treating and caring for
people in a safe environment and
protecting them from avoidable harm.

Part 6: Trust Board's Quality Dashboard
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Quality Accounts information

for Clinical Audit

During 2017/18, 51 national clinical
audits and 3 national confidential
enquiries covered relevant health services
that Worcestershire Acute Hospitals NHS
Trust provides. We also undertook 276
registered local clinical audits in 2017/18.

During that period, Worcestershire Acute
Hospitals NHS Trust participated in 92.1%
national clinical audits and 100% national
confidential enquiries that it was eligible
to participate in.

Appendix 1 contains a list of national
audits, national confidential enquiries and
local audits that Worcestershire Acute
Hospitals NHS Trust participated in during
2017/18. Appendix 1 also describes the
actions we have taken or are planning to
take to improve our services in response
to insights from these audits.

Participation in Clinical
Research

The number of patients receiving NHS
services provided or sub-contracted by
Worcestershire Acute Hospitals NHS Trust
in 2017/18 that were recruited during
that period to participate in research
approved by a Research Ethics Committee
on the National Institute for Health
Research Portfolio was 840.

Worcestershire Acute Hospitals NHS
Trust recruited patients to 53 clinical
research studies across 16 different
clinical specialties. 29 new studies were
opened during the year. This included 7

commercial studies across 3 specialty areas.

Although overall recruitment is reduced
from 2016/2017 due to some large
observational studies closing and internal
capacity issues, 6 speciality areas actually

included more patients in studies than
the previous year and 3 new specialities
opened studies in their areas.

For 2018/2019, the Trust is launching

a new R&D Strategy, integrated into

the Quality Improvement Strategy. This,
combined with the investment of an
internal R&D Department with clearer
lines of accountability, means more
patients will benefit from clinical research.
Crucially, the following actions shall
ensure that through clinical research, we
shall improve the quality of care we offer
our patients and help our staff achieve
their full potential.

Divisional reporting of Trust research
activity will expand access to clinical
research in all specialties;

The establishment of the
Herefordshire and Worcestershire
Consortium will see closer working
with NHS and external partners,
resulting in improved performance
and increased activity;

Key appointments including a new
Associate Medical Director for Research
and Development, a Lead Research
Nurse and a Research Operations

Lead will help to drive forward the
Trust strategy, create flexibility in the
workforce to support more clinical
specialties and ultimately increase
access to clinical research for patients
and staff.



Commissioning for Quality
and Innovation (CQUIN)

Part 6: Trust Board's Quality Dashboard

There are a number of national CQUIN
schemes and a number of locally agreed
CQUIN schemes.

Each year, the Trust is asked by

commissioners to prioritise elements

from a designated Commissioning

for Quality and Innovation (CQUIN)
framework, which is designed to promote
improvement by linking a proportion

of the Trust’s income to the delivery of

agreed quality goals.

CQUIN
Type

National

The content of local schemes is agreed
between the Trust and the Clinical
Commissioning Groups (CCGs) prior to
the start of the financial year. These are
then embedded in the Trust's contract.

In 2017/18, the Trust's CQUIN
commitments were as follows:

Year End
Performance

Partially achieved

CQUIN Aim
Improving Achieving a 5 percentage point improvement
Staff Health and in two of the three NHS annual staff survey
Well-being 1a guestions on health and well-being, MSK
and stress.
Improving Improving the health of food provided by
Staff Health and increasing the percentage of sugar free drinks,
Well-being 1b decreasing the percentage of high calorie
confectionery and decreasing the calorie and fat
content of pre-packed sandwiches.
Improving Achieving an uptake of flu vaccinations by
Staff Health and frontline clinical staff of 70%.
Well-being 1c

Reducing the
impact of serious
infections (Sepsis)

To embed a systemic approach towards the
prompt identification and appropriate treatment
of life-threatening

infections.

Partially achieved

Reducing the
impact of serious

Reducing the chance of antibiotic-resistant
strains of bacteria developing.

infections

(Antimicrobial

Resistance).
Improving Reduce by 20% the number of attendances
services for to A&E for those within a selected cohort of
people with frequent attenders who would benefit from
mental health mental health and psychosocial interventions,
needs who and establish improved services to ensure this
present to A&E reduction is sustainable.

www.worcsacute.nhs.uk W @worcsacutenhs
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CQUIN CQUIN Aim
Type
Offering advice and | Set up and operate A&G services for non-urgent
guidance GP referrals, allowing GPs to access consultant
advice prior to referring patients in to
secondary care.
NHS E-Referrals Providers to publish ALL GP referrals to
consultant-led 1st outpatient services and make
ALL of their First Outpatient Appointment slots
available on NHS e-Referral Service.
Supporting Safe Increasing proportion of patients admitted
and Proactive via non-elective route discharged from acute
Discharge hospitals to their usual place of residence within
7 days of admission by 2.5% points.
AAA Screening Reducing socioeconomic gradient of uptake and
ensuring equity of delivery for AAA screening.
£ . . . L
o Bowel Screening Increasing Bowel Cancer Screening uptake within
g pr|or|'Fy groups, to include prisoner screening
g AND increase GP engagement in low uptake
- practices.
S
S Secondary Care To equip General Dental Practitioners with the
Clinical Attachment | training necessary in order to provide an enhanced
in Oral Surgery level of care to patients at primary level.
Hospital Pharmacy Procedural and cultural changes required to
Transformation fully optimise use of medicines commissioned by
= and Medicines specialised services.
'g Optimisation
2 Neonatal Improve community support and to take
E £ Community other steps to expedite discharge, pre-empt
8 S Outreach readmissions, and otherwise improve and care
o = such as reduce demand for critical care beds and
= to enable reduction in occupancy levels.
[
é Paediatric Alignment to the national PIC service review.
7 Networked Care It aims to gather information which allows the

demand across the whole paediatric critical care
pathway to be considered.
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2018/19 CQUIN Programme

CQUIN

Type

CQUIN

Part 6: Trust Board's Quality Dashboard

Improving Staff Health and Well-being 1a | Achieving a 5 percentage point improvement in
two of the three NHS annual staff survey questions
on health and well-being, MSK and stress.

Improving Staff Health and Well-being 1b | Improving the health of food provided by
increasing the percentage of sugar free drinks,
decreasing the percentage of high calorie
confectionery and decreasing the calorie and fat
content of pre-packed sandwiches. A further shift
in percentages will be required in 2018/19.

Improving Staff Health and Well-being 1c | Achieving an uptake of flu vaccinations by
frontline clinical staff of 75%.

Reducing the impact of serious infections | To embed a systemic approach towards the

Tg (Sepsis) prompt identification and appropriate treatment
.f_j of life-threatening infections.
2 Reducing the impact of serious infections | Reducing the chance of antibiotic-resistant strains

(Antimicrobial Resistance). of bacteria developing.

Improving services for people with mental | 10% reduction in A&E attendances of patients

health needs who present to A&E with a primary mental health diagnosis in Q4
of 2018/19 as compared to baseline set in Q4
2017/18. Ensure reduction of A&E attendances of
the selected cohort (Year 2017/18) is sustainable.

Offering advice and guidance Increase A&G services available. Sustain %
of asynchronous responses provided within 2
working days.

Reducing ill health by risky behaviours - Outlines the need for the NHS to take action to

Alcohol and Tobacco address risky behaviours, with a focus on alcohol
consumption and smoking.

AAA Screening Reducing socioeconomic gradient of uptake and
ensuring equity of delivery for AAA screening.

£ Bowel Screening Increasing Bowel Cancer Screening uptake within
@ priority groups, to include prisoner screening AND
s increase GP engagement in low uptake practices.
<_TZ Breast Screening Develop and implement ‘Two Year Action Plan’ to
] address health inequalities and target actions to
S increase uptake of Breast Screening.

Secondary Care Clinical Attachment in TBA

Oral Surgery
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Specialised
Commissioning

Team

Hospital Pharmacy Transformation and
Medicines Optimisation

Procedural and cultural changes required to
fully optimise use of medicines commissioned by
specialised services.

Neonatal Community Outreach

Improve community support and to take

other steps to expedite discharge, pre-empt
readmissions, and otherwise improve and care
such as reduce demand for critical care beds and
to enable reduction in occupancy levels.

Paediatric Networked Care

Alignment to the national PIC service review.
Sustain information collection which allows the
demand across the whole paediatric critical care
pathway to be considered.
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Appendix 1: Clinical Audit participation details

National Confidential Enquiry The national confidential enquiries that
. . the Trust participated in, and for which
into Patient Outcome and data collection was completed during

Death (NCEPOD) 2017/18, are listed below alongside
the number of cases submitted to each

enquiry as a percentage of the number of
registered cases required by the terms of
that enquiry.

Worcestershire Acute Hospitals NHS Trust
participated in 100% of national enquiries
for which it was eligible.

National Confidential Enquiry into patient Outcome and Death % of cases returned

(NCEPOD)

Chronic Neurodisability 50%

Young People’s Mental Health 100%

Acute Heart Failure 100%

Cancer in Children, Teens and Young Adults No eligible cases

Perioperative Diabetes No eligible cases
National Audits

The national audits that the Trust was eligible to participate in, together with participation
status, are outlined below:

Eligible National Audits Participation % or No's Comments
cases
submitted

Acute Coronary Syndrome or Acute Yes 100%
Myocardial Infarction (MINAP)

*BAUS Urology Audits: Cystectomy Yes ni
*BAUS Urology Audits: Female Stress Urinary | Yes n3
Incontinence

*BAUS Urology Audits: Nephrectomy Yes n39
*BAUS Urology Audits: Percutaneous Yes n8
Nephrolithotomy

*BAUS Urology Audits: Radical Prostatectomy | Yes n100
Bowel Cancer (NBOCAP) Yes 100%
Cardiac Rhythm Management (CRM) Yes 100%
Case Mix Programme (CMP) Yes 100%
Coronary Angioplasty/ National Audit of Yes 100%
Percutaneous Coronary Interventions (PCl)
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Eligible National Audits

Participation

% or No's
cases
submitted

Comments

Diabetes (Paediatric) (NPDA) Yes 100%

Elective Surgery (National PROMs Yes **Data not

Programme) available

Endocrine and Thyroid National Audit Yes **Data not
available

Falls and Fragility Fractures Audit Programme | Yes 100%

(FFFAP) - Inpatient Falls

Falls and Fragility Fractures Audit Programme | Yes 100%

(FFFAP) - National Hip Fracture Database

Falls and Fragility Fractures Audit Programme | Yes **Data not

(FFFAP) - Physiotherapy Hip Fracture Sprint available

Audit

Fractured Neck of Femur Yes 100%

Head and Neck Cancer Audit (HANA) Yes 100%

Learning disability Mortality Review Yes **Data not

Programme (LeDeR) available

Major Trauma Audit Yes 95% (n355)

Maternal, Newborn and Infant Clinical Yes 100%

Outcome Review Programme (MBRRACE)

National Audit of Breast Cancer in Older Yes 100%

Patients (NABCOP)

National Audit of Dementia Yes 100%

National Bariatric Surgery Registry (NBSR) Yes 100%

National Cardiac Arrest Audit (NCAA) Yes 100%

National Chronic Obstructive Pulmonary Yes **Data not

Disease Audit Programme (COPD) - available

Pulmonary Rehabilitation

National Chronic Obstructive Pulmonary Yes **Data not

Disease Audit Programme (COPD) - available

Secondary Care

National Comparative Audit of Blood Yes **Data not

Transfusion Programme - 2017 National available

Comparative Audit of Transfusion Associated

Circulatory Overload (TACO)

National Comparative Audit of Blood Yes 100%

Transfusion Programme - Re-audit of

the 2016 audit of red cell and platelet

transfusion in adult haematology patients

National Diabetes Audit - Adults - National Yes 100%

Core Diabetes Audit

National Diabetes Audit - Adults - National Yes 100%

Diabetes Inpatient Audit (NaDia)
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Eligible National Audits

Appendix 1: Clinical Audit participation details

Participation

% or No's
cases
submitted

Comments

National Diabetes Audit - Adults - National Yes 100%

Diabetes Transition

National Diabetes Audit - Adults - National Yes **Data not

Pregnancy in Diabetes Audit available

National Emergency Laparotomy Audit Yes 100%

(NELA)

National Heart Failure Audit Yes 100%

National Joint Registry (NJR) Yes 99%

National Lung Cancer Audit (NLCA) Yes 100%

National Maternity and Perinatal Audit Yes 100%

National Neonatal Audit Programme (NNAP) | Yes **Data not

(Neonatal Intensive and Special Care) available

National Vascular Registry Yes 99%

Oesophago-gastric Cancer (NAOGC) Yes n77

Pain in Children Yes 100%

Procedural Sedation in Adults (Care in Yes 100%

Emergency Departments)

Prostate Cancer Yes **Data not

available

Sentinel Stroke National Audit Programme Yes 100%

(SSNAP)

Serious Hazards of Transfusion (SHOT): UK Yes 100%

National Haemovigilance Scheme

UK Parkinsons Audit Yes 100%

Falls and Fragility Fractures Audit Programme | No Unable to participate

(FFFAP) - Fracture Liaison Service Database due to lack of resources.
Seeking to resolve during
2018/19.

Inflammatory Bowel Disease (IBD) No Unable to participate
due to lack of resources.
Seeking to resolve during
2018/19.

National Diabetes Footcare Audit No Unable to participate
due to lack of resources.
Resource now identified
allowing participation in
2018/19.

National Ophthalmology Audit No Unable to participate
due to lack of resources.
Seeking to resolve during
2018/19.
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There was no data collection from the National Audit teams during 2017/18 for the

following audits:

National Audit of Rheumatoid and Early Inflammatory Arthritis

National End of Life Care Audit

National Audit of Seizures and Epilepsies in Children and Young People

* |n 2018/19 we aim to increase the number of cases we submit to the BAUS audits
identified below, as the cases submitted in 2017/18 have been minimal due to resource

limitations:

BAUS Urology Audits: Cystectomy

BAUS Urology Audits: Female Stress Urinary Incontinence

BAUS Urology Audits: Nephrectomy

BAUS Urology Audits: Percutaneous Nephrolithotomy

BAUS Urology Audits: Radical Prostatectomy

**Where we are reporting ‘data not available’ this is because the National Audit lead
organisations had not finalised the data before the Quality Accounts were finalised or data

collection is still in progress.

Worcestershire Acute Hospitals NHS Trust was not eligible to participate in the

following national audits:

Ineligible National Audits

Adult Cardiac Surgery

Scope

Specialist Audit

Rationale

Do not provide the service

BAUS Urology Audits: Urethroplasty

Specialist Audit

Do not provide the service

Congenital Heart Disease (CHD)

Specialist Audit

Do not provide the service

Mental Health Clinical Outcome Review
Programme

Applies to Mental Health

Do not provide the service

National Audit of Intermediate Care (NAIC)

Specialist Audit

Do not provide the service

National Audit of Psychosis

Applies to Mental Health

Do not provide the service

National Clinical Audit of Specialist
Rehabilitation for Patients with Complex Needs
following Major Injury (NCASRI)

Specialist Audit

Do not provide the service

Neurosurgical National Audit Programme

Specialist Audit

Do not provide the service

Paediatric Intensive Care (PICANet)

Specialist Audit

Do not provide the service

Prescribing Observatory for Mental Health
(POMH-UK)

Applies to Mental Health

Do not provide the service

The table below shows the actions and improvements that have been extracted from the

reports published during 2017/18.
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A total of 35 National Clinical Audit reports have been published for which the Trust either
participated in or was eligible to participate during 2017/18.

National Audit

Date

published

Division

Specialty

Actions/Improvements

Acute Coronary 27/06/2017 Speciality | Cardiology Change flow of Alex patients,
Syndrome or Medicine ensuring direct admissions to
Acute Myocardial Cardiology
Infarction (MINAP) Increase in cath lab capacity -
Business case for ground floor
Aconbury increase in cath lab
capacity
Cardiology consultant appointments
—for 7 day ACS working
BAUS Cystectomy | 16/04/2017 Surgery Urology To continue annual national BAUS
Audit audit
BAUS 16/04/2017 Surgery Urology To continue annual national BAUS
Nephrectomy audit
BAUS 03/05/2017 Surgery Urology To continue annual national BAUS
Percutaneous audit
Nephrolithotomy
Bowel Cancer 14/12/2017 SCSD Bowel Outlier on stoma closure —
(NBOCAP) Screening recognised and being corrected
COPD Pulmonary | 19/10/2017 Speciality | Respiratory The data collected by the team is
Rehab Medicine now being captured on a new and
more effective database
Update the SOP to ensure it
covers all necessary aspects of our
programme, all venues and reflects
the changes made in order to
improve access and reduce referral
to treatment times
Coronary 14/09/2017 Speciality | Cardiology Business case for ground floor
Angioplasty, Medicine Aconbury increase in cath lab capacity

National Audit

of Percutaneous
Coronary
Interventions (PCl)

Cardiology consultant appointments
—for 7 day ACS working

Continue to work with the
Paramedic crews to increase
knowledge of ECG interpretation
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National Audit

Date

Division

Specialty

Actions/Improvements

Falls and Fragility
Fractures Audit
Programme
(FFFAP) - National
audit of Inpatient
Falls

published
22/11/2017

Speciality
Medicine

Geriatric
Medicine

In February 2017 Worcestershire
Acute Hospitals NHS Trust appointed
a Safer Care Practitioner to lead the
falls work stream which reports to
the Safer Care Group and Quality
Improvement Board. A scoping
exercise of the falls work stream was
carried out at the beginning of the
financial year. Since then a number
of measures have been completed or
are in progress

Falls and Fragility
Fractures Audit
Programme
(FFFAP) - NHFD

14/09/2017

Surgery

Trauma &
Orthopaedics

Weekly Harm meetings at both
ALX and WRH. 36 hour breaches,
Datix’s and mortalities discussed.
Multidisciplinary involvement

Golden Patient Initiative. First patient
for theatre assessed overnight by
anaesthetics to ensure early start and
improved theatre utilization

Weekly / 2-weekly progress meetings
including management to track
action plans (not just NOF but NOF a
major focus

Consultant / Senior daily ward
rounds of all patients.

WRH site has no elective and theatre
3 AM is now trauma. Since Dec
2016 as part of ‘winter pressures’

Falls and Fragility
Fractures Audit
Programme
(FFFAP) - FLSD

08/12/2017

Surgery

Trauma &
Orthopaedics

Executive Summary Report
outstanding
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Date

Division

Appendix 1: Clinical Audit participation details

Specialty

Actions/Improvements

Maternal,
Newborn and
Infant Clinical
Outcome Review
Programme
(MBRRACE)

published
22/06/2017

Women &
Children

Obstetrics

Include CDOP summary in perinatal
mortality morbidity meetings. Terms
of reference and nominated lead
update

Shared themes and learning from
perinatal deaths must be shared in a
timely manner

Relaunch of Saving Babies Lives and
development of ongoing action plan
to deliver the 4 elements of the care
bundle

Ensure updated guidelines on
Antenatal monitoring and Pre-
eclampsia / treatment pathways /
management plans are shared with
primary care

Raise awareness of Perinatal
Institute GROW and GAP training
programmes

Ensure all post-mortem results are
linked to DatixWeb include follow up
appointment dates

Use audit tool on GROW programme
to identify themes and gaps in
practice

National Audit
of Breast Cancer
in Older Patients
(NABCOP)

18/07/2017

Surgery

Breast Surgery

Review published data in more detail
Local guidelines to be developed

Discuss Charlson and Edmonton
scoring

Adapt MDT proforma

National Audit of
Dementia

13/07/2017

Speciality
Medicine

Geriatric
Medicine

Monthly submission of dementia and
delirium assessments for patients
aged 75 and over to unify2

Commence quarterly audits to
include use of the “About Me”
booklet

National Cardiac
Arrest Audit
(NCAA)

01/07/2017

SCSD

Resuscitation

This audit has a data gathering
objective only therefore no actions
required
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National Audit

Date

Division

Specialty

Actions/Improvements

published

National Diabetes | 12/10/2017 Speciality | Endocrinology | »  Improve participation in NDFA
Footcare Audit Medicine
* Improve rates of foot assessment on
admission to hospital
* Improve access to MDFT
* Improve outcomes for patients
* Funds from NHS England have been
sourced that will enable participation in
this audit for 18-19
National Diabetes | 14/03/2018 Speciality | Endocrinology | »  Executive Summary not yet due
Footcare Audit Medicine
National Diabetes | 14/03/2018 Speciality | Endocrinology | »  Executive Summary not yet due
Inpatient Audit Medicine
National Diabetes | 23/06/2017 Women & | Paediatrics » To have clear transition pathways
Transition Audit Children designed to make the process user-

friendly for patients but focussed
on sustaining stable HbA1c and
minimising DKA

» To ensure transition occurs between
the ages of 16-19 yrs

»  Focus on sustaining HbA1c and
minimising DKA
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Date

Division

Appendix 1: Clinical Audit participation details

Specialty Actions/Improvements

National
Emergency
Laparotomy Audit
(NELA)

published
13/10/2017

SCSD

Anaesthetics | 5th largest centre for emergency
laparotomy nationally. Above the
national average in 7 out of 10
parameters for Year 4, Quarter 4

Areas of excellent performance and
better than the national average:

»  Case ascertainment
»  CT scan performed and reported

» Risk of death documented
before surgery

»  Consultant surgeon present in
theatre when the risk of death
>5%

»  Consultant anaesthetist present
in theatre when the risk of
death >5%

»  Admitted to critical care
following surgery when the risk
of death >5%

»  Admitted to critical care
following surgery when the risk
of death >10%

»  Establishment of a streamlined
EPOCH pathway to reduce time from
presentation to theatre

»  Establish elderly care input for
surgical patients — this will be part of
a best practice tariff in 2019

»  Report results to board — briefing
paper in process

»  Formalise regular NELA working
group meetings and joint MDT audit
meetings
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National Audit

Date

Division

Specialty

Actions/Improvements

published

Registry - Data
Quality Report
KTC

Orthopaedics

National Heart 10/08/2017 Speciality | Cardiology »  WAHT needs to develop pathways so
Failure Audit Medicine that all patients admitted with heart
failure are seen by Heart Failure
Specialists (both nurses and doctors)
during the admission, so that they
have optimum access to appropriate
diagnostic tests, receive the correct
disease modifying treatments during
the admission and have robust
specialist follow up in place at
discharge
»  The Trust has appointed 2 new
consultants charged with leading
and developing the heart failure
service
National Joint 19/09/2017 Surgery Trauma & The NJR Quality Data Provider 2016/17
Registry Orthopaedics | certificate was issued to all three hospital
sites. To achieve the award, hospitals
were required to meet a series of six
ambitious targets and in doing so
demonstrated the high standards being
met towards ensuring compliance with
the NJR
The achievement of the award
demonstrates the continued engagement
of the Trust with the NJR’s data
completeness programme.
» Data quality and capture:- Ensure the
Trust is compliant with submission
of data
» There will be data on PROMS,
consultant and Trust level activity
which should be presented
6 monthly to Trust audit and
governance meetings
»  Get it right project endorsed by BOA
and RCS to be incorporated
»  Use of best performing implants
which are cost effective to improve
savings for the Trust
National Joint 07/03/2018 Surgery Trauma & »  Executive Summary not yet due
Registry - Data Orthopaedics
Quality Report
ALX
National Joint 07/03/2018 Surgery Trauma & »  Executive Summary not yet due
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National Audit Date Division  Specialty Actions/Improvements

published
National Lung 21/11/2017 Speciality | Respiratory »  Appointment of clinical data lead
Cancer Audit Medicine for lung cancer for WAHT still

outstanding

» Low rate of LCNS support —
respiratory medicine to review
caseload and requirement for further
LCNS post

»  Pathology confirmation and NSCLC
NOS - need detailed case note
review

»  Anti-Cancer Treatment — need case
note review of good PS patients not
receiving anti-cancer treatment

National Lung 24/01/2018 Speciality | Respiratory » Actions from previous report remain
Cancer Audit Medicine in progress

»  Appointment of clinical data lead
for lung cancer for WAHT still
outstanding

» Low rate of LCNS support —
respiratory medicine to review
caseload and requirement for further
LCNS posts

»  Pathology confirmation and NSCLC
NOS — need detailed case note
review

»  Anti-Cancer Treatment — need case
note review of good PS patients not
receiving anti-cancer treatment

National 10/08/2017 Women & | Obstetrics » Repeat NMPA audit

Maternity and Children

Perinatal Audit
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National Audit

Date

published

Division

Specialty

Actions/Improvements

National 09/11/2017 Women & | Obstetrics »  Distribute NMPA clinical report 2017
Maternity and Children with maternity and neonatal staff.
Perinatal Audit . . R .
Clinical Report » Audit of elective deliveries prior to
39 weeks without recorded clinical
indication
» Action plan to address findings of
audit
»  Set up working party to review IOLs
» Review IOL guideline
»  Audit unexpected term admissions
to NNU and babies requiring
therapeutic hypothermia / cases of
HIE
» Review evidence for KPI from
Guardian intrapartum electronic
maternity system
National 16/02/2018 Women & | Obstetrics Induction of labour working party - Sub
Maternity and Children group implemented:
Perinatal Audit
Clinical Report » IOL women accommodated on ANW
»  Review of syntocinon utilisation
» IOL guideline updated with audits of
compliance
»  Daily review of IOL by Cons on call
* Centralisation of inpatient maternity
care onto WRH site
* Engagement on Saving Babies Lives
National Programme - Lead identified for
4 Saving Babies Lives elements
National 14/12/2017 Surgery Upper Gl » Increase discussion of HGD cases at
Oesophago MDT

Gastric Cancer
Annual Report
2017 (NAOGCQ)

» Monitor use of definitive chemo
radiotherapy and palliative
treatments
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Date

Division

Appendix 1: Clinical Audit participation details

Specialty

Actions/Improvements

published

National 13/07/2017 Women & | Paediatrics Improve the percentage of children
Paediatric Children and young people completing all
Diabetes Audit seven key care processes
(NPDA) To improve patients’ HbA1c's and
reduce the median HbA1c
Implement 24 hour clinical cover
for access to advice for health
professionals
National 12/10/2017 Women & | Obstetrics Improving preparation for pregnancy
Pregnancy in Children - Reiterate importance of pre-
Diabetes Audit pregnancy counselling regularly in
child bearing age group
Early contact with specialist support -
Referral guidelines need to be drawn
up. Need for regular meetings with
Primary Care to reiterate importance
of early referral
Achievement of safe glucose level in
pregnancy
Specialist diabetes services in place
National Prostate | 21/11/2017 Surgery Urology To establish robotic surgery in WAHT
Cancer Audit . e
More resource to be identified to
improve data completeness and
quality
National Vascular | 22/11/2017 Surgery Vascular Ensure that all cases are inputted to
Registry National Vascular Registry
To discuss risk adjusted in hospital
mortality with the Inter-radiologists
and Vascular Surgical teams
UK Parkinson’s 27/03/2018 Speciality | Neurology Executive Summary not yet due
Audit - Elderly Medicine
Care and
Neurology
UK Parkinson’s 27/03/2018 Speciality | Neurology Executive Summary not yet due
Audit - Medicine

Physiotherapy
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Local Clinical Audits
During 2017/18 Worcestershire Acute Hospitals NHS Trust undertook 276 local clinical

audits.

The table below shows the actions from Local Clinical Audits that Worcestershire Acute
Hospitals NHS Trust has taken to improve the quality of healthcare provided for the 145
audits that were completed during 2017/18. ‘Completed’ is defined as audit completed

and action plan in progress, overdue or completed.

ID No

Audit Title

Division

Specialty

Actions/Improvements

Status of
Action Plan

876 ID 876 Trustwide Corporate | Corporate Consent Identify Action plan
Consent Audit to divisions the in progress at
responsible Consultant | year end
using hand-written
consent forms
for Laparoscopic
Cholecystectomy
Consent Identify to
Surgical divisions areas
in the Trust where the
healthcare professional
is not completing
the confirmation of
consent
1527 | ID 1527 Corporate | Corporate Changes to Health Action plan
Documentation Audit Records Policy in progress at
2017 Revised audit process year end
122 ID 122 Audit of SCSD Pharmacy Review Pharmacist Action plan
pharmacist impact on job plan within ED to | in progress at
preventing admission reflect audit results year end
and expediting
discharges within
the ED
551 ID 551 Bowel SCSD Endoscopy No action required No action plan
Cancer Screening required
Programme Quarterly
Key Performance
Indicator Reporting
666 ID 666 Malnutrition SCSD Haematology Screening tool Action plan
Screening Tool in implementation not completed
Outpatient Onco|ogy feasible at this time.
Services: A pilot No further action to be
taken
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Audit Title Division  Specialty Actions/Improvements Status of
Action Plan
693 ID 693 Audit Report | SCSD Oncology » Door to needle time Action plan
on Intravenous adherence in progress at
Antibiotic Treatment , , year end
»  Revise documentation
of Suspected £ .
. . or Just in Case
Neutropenic Sepsis Pack and rename to
Emergency Sepsis
Antibiotic Prescription
» Dates set for MAU
WRH. Await response
form A&E Alex/WRH
» Meet with A&E and
MAU Clinical Leads
and agree pathway for
improvement
»  Collection of data on
why patients missed
the 1 hour target time.
Weekly review with
A&E
1139 | ID 1139 An audit SCSD Haematology » To develop local Action plan
of compliance with Trust guideline in progress at
the BCSH guideline for Prophylaxis year end
on the management and Management
of tumour lysis of Tumour Lysis
Syndrome in adult
syndrome (TLS) } )
. . patients with
in adults W't_h haematological
haematological malignancies
malignancies
» Present at journal club
meeting
1180 | ID 1180 Assessing SCSD Radiology »  Ensure practitioners Action plan
the technical quality remain conscious of in progress at
of the Hysterosalpin- screening times year end
gography SEIVICE. »  Ensure practitioners
Re-audit remain conscious of
dose
»  Re-audit
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Audit Title Division  Specialty Actions/Improvements Status of
Action Plan
1217 | ID 1217 The use SCSD Ophthalmology Visual acuities Action plan
of Intravitreal should be recorded in progress at
Dexamethasone in LogMAR format year end
implants in the as standard for all
treatment of Diabetic medical retina clinics
Macular Oedema. and for all injection
patient’s
Locums to be made
aware of NICE
guidelines and local
protocols at induction
Re-audit with higher
numbers and longer
term follow
1279 | ID 1279 Audit of SCSD Anaesthetics Reduce delays during | Action plan
Delays to Theatre for the Trauma list at WRH | completed
Fractured Neck of - Staggered lunch for
Femur Patients theatre staff same
Anaesthetist all day
New #NOF pathway
documentation -
Documentation now
in use
1285 | ID 1285 Prescription | SCSD Radiology Increase the awareness | Action plan
of Rate Control of doctors about in progress at
Medication and importance of year end
Heart Rate Control in starting/increasing
Patient Undergoing the dose of rate
CTCA control medication
if clinic HR >65/min
- This has been done
in a presentation
to consultant
cardiologists
Consider modifying
the request form on
request on ICE to
remind requesters to
start rate control if HR
is more than 65 bpm
Decide dose of rate
control medication
depending on heart
rate
1325 | ID 1325 Initial 20 SCSD Ophthalmology Keratoconus Virtual Action plan
weeks of dedicated clinic in progress at
keratoconus clinic L , year end
Cross linking service
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Audit Title

Division

Appendix 1: Clinical Audit participation details

Specialty

Actions/Improvements

Status of
Action Plan

1339 | ID 1339 Perioperative | SCSD Anaesthetics » No action required No action plan
Pain Management required
in Paediatric Dental
extractions
1344 | ID 1344 Radiographer | SCSD Radiology » Reauditin 12 months | Action plan
CT Head Reporting in progress at
Accuracy year end
1348 | ID 1348 Adherence SCSD Ophthalmology | »  Improved adherence Action plan
to Microbial Keratitis to the Joint completed
Guidelines (WAHT- Ophthalmology and
OPH -007) Microbiology Microbial
Keratitis Guidelines
(WAHT-OPH-007)
» Improved auditable
standards of patient
care
» Improved
documentation
1368 | ID 1368 BSCI SCSD Radiology » No action required No action plan
Coronary CTCA Dose required
Review
1369 |ID 1369 - CTCA SCSD Radiology » Send presentation to | Action plan
doses to Assess Local relevant managers in completed
Practice - Re-Audit department for cardiac
imaging to be given
a priority for reducing
dose as most patients
being scanned are low
to moderate risk for
coronary artery disease
»  New scanner required

but this is already
on a replacement
programme and due in
the next 12-18 months
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Audit Title

Division

Specialty

Actions/Improvements

Status of

1385

ID 1385 Audit

of Fibromyalgia
Self-Management
Programme Self
Reported Outcomes

SCSD

Rheumatology

» Improve data
recording of
total number of
patients invited to
and completing
programme: Separate
database of patients
has been created -
Accurate data of the
patients attending the
course is now being
collected

* Switching focus from
‘absolute change’ to
‘clinically important
change’ in FIQR score —
Agreed by MDT at meeting
dated 05/07/2017

* Recommend the
Fibromyalgia Service to be
commissioned beyond the
block contract, in order to
ensure that the service is
appropriately resourced
—including clinical
psychology input

* Data recording has
improved. Separate
database now held.
Re-audit with new data
planned for 2018

Action Plan

Action plan
completed
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1391

Audit Title

ID 1391 Audit to
assess compliance
with the standard
that 100% of Time
Critical Medicines
are administered
within 30 minutes of
the prescribed time,
following different
methods of training
and communication

Division

SCSD

Specialty

Pharmacy

Actions/Improvements

Increase nurse
awareness and
ability to identify and
prioritise TCMs

Review the Trust
Medicines Policy,
MedPolSOP 20
(Standard Operating
Procedure (SOP) for
Adult Ward Medicines
Administration
excluding injectables)
and Trust Injectable
Medicines Policy to
include the need

to prioritise TCMs,
provide a procedure
for managing a drug
administration round
with associated
competency assurance
to ensure timely
administration of
TCMs

A strategy for the
communication of the
policy, practice and
procedure, training
and competency
involved in addressing
the assurance of
timely administration
of TCMs should

be agreed by

the Medicines
Optimisation Expert
Forum

Appendix 1: Clinical Audit participation details

Status of
Action Plan

Action plan
in progress at
year end

1394

ID 1394 Electronic
Anaesthetic Chart
Availability Audit -
Re-Audit

SCSD

Anaesthetics

High percentage of
Obstetric Anaesthetic
charts not being
scanned - Audit

has showed big
improvement in
number of anaesthetic
charts scanned onto
EZNotes and easily
available. Should
improve patient

safety by allowing
anaesthetists to access
old records

Action plan
in progress at
year end
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Audit Title

Division

Specialty

Actions/Improvements

Status of

1401

ID 1401 Duration of
fasting for fluids pre-
operatively in patients
undergoing elective
surgery

SCSD

Anaesthetics

Formulate sheet to
facilitate discussing
order of list at WHO
team brief and identify
patients able to drink
fluids during the
morning - Completed
and in use in Theatres
at ALX

Change patient
admission letters to
actively encourage
drinking on morning
of surgery

Action Plan
Action plan
in progress at
year end

1411

ID 1411 Diagnostic
Yield of Prostate
Biopsies and Pl
RADS scoring of MRI
Prostates

SCSD

Radiology

Ensure all
technically adequate
multiparametric

MRI scans of the
prostate include

a PI-RADS score -
Improved scoring

of abnormality. This
enables assessment
against guidelines and
published literature

All prostate MRI
reporting radiologists
must have attended a
PI-RADS v2 reporting
course and regular
updates - Most of the
radiologists reporting
prostate MRI have
already attended
training courses

Action plan
completed

1420

ID 1420 Re-audit of
Retrievable IVC Filters

SCSD

Radiology

Proforma for removal
of IVC filters to be
designed and entered
either into CRIS as an
electronic request or
paper. Should prompt
the documentation of
indication and removal
instructions

Re-audit of previous
audit on retrieval of
IVC filters

Action plan
in progress at
year end

1429

ID 1429 Compliance
with NICE guidance
on DVT

SCSD

Radiology

Consider a re-audit in
12 months time with a
larger sample

Action plan
in progress at
year end
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Audit Title Division  Specialty Actions/Improvements Status of
Action Plan
1434 | ID 1434 Audit of SCSD Palliative Care | »  Review WR4888 with | Action plan
Integrated Care after interested parties/ in progress at
Death Pathway for staff users and year end
Adults WR4888 make amendments

accordingly to
document - Document
reviewed and ratified

»  Offer further training,
reflection on use
of Care pathway to
Porters as part of
training initiative in
conjunction with
mortuary manager,
Infection protection
team, and porter’s
managers - Ongoing
training for users

» Continue to raise
awareness of bleep
holder responsibilities
through Palliative
& EOLC folder in
electronic Bleep
holders folder

» Feedback report to
senior nurses to decide
when WRH rollout is
to start
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Audit Title Division  Specialty Actions/Improvements Status of
Action Plan
1435 | ID 1435 To ascertain | SCSD Palliative Care Consultation and Action plan
the % of Optimising feedback around use | in progress at
care as life ends WR of WR4668 as ease of | year end
4668 documents use, time to complete,
used to focus and value as prompt to
optimise care for {?;us c;lrte. Includes
adults as life ends > audi
Revision of document
WR 4668, Optimising
care as life ends for
adults and draft of
individualised care plan
Consultation on draft
with staff
Revised individualised
care after death
documentation
published
* Education and
training pre-launch to
all staff engaged with
ward based end of life
care and completion
of new documents
1438 | ID 1438 Audit of SCSD Anaesthetics Discuss with IT tickbox | Action plan
Handover of Care to to confirm handover | completed
Recovery Staff - Re- taken place in recovery
Audit on Bluespier - audit
has shown much
improved handover
with checklist,
including important
medical and allergy
details. Next step to
ensure checklist used
every time
1440 | ID 1440 Nerve SCSD Anaesthetics No action required No action plan
stimulators 