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PART 1 
Kingston Hospital NHS Foundation Trust Board 

Statement on Quality and Introduction from the Chief Executive 

 
Welcome to the Kingston Hospital NHS Foundation Trust Quality Account for 2021 – 

2022, this has been produced following another exceptional year with the COVID-19 

pandemic continuing to cause upheaval across the world. At Kingston Hospital NHS 

Foundation Trust, we have learnt a lot from our experiences and from the 

experiences of others and we continue to learn. We take pride that thanks to the 

fantastic staff, resilience, and defences we have, much of this year has been a year 

of recovery and thanks to our rapid deployment of vaccines we have managed to 

achieve a new ‘normal’. At Kingston Hospital NHS Foundation Trust our staff have 

continued to rise to the challenges and demonstrated their commitment to 

maintaining excellent care in difficult circumstances. Two years on, the world is still 

battling the changing atmosphere, we have not managed to eliminate the threat of 

COVID-19 however, we have managed to reduce the risks. 

 

All the way through this difficult period, I have consistently heard stories of unity, 

professionalism, and excellence about our people, each and every single one has 

played an important part. The pandemic has, no doubt, been a major challenge, 

however, it has brought the best out of us, individually and collectively and I am 

proud of the difference our people, clinical and non-clinical have made in so many 

ways. I would like to personally thank them all for everything they have done. 

 

I would like to take this opportunity to also acknowledge these difficulties that we 

have seen as a Trust and to staff, patients and families that have suffered a sad loss 

due to the pandemic; our thoughts are with family and friends at this incredibly 

difficult and heart-breaking time. 

 

2021/22 has seen challenges in terms of demands for our services and on our staff. 

Despite the challenges faced, many of which changed from day to day, I am 

extremely proud of how the staff at the Trust remained calm and focused on looking 

after our patients and each other. Thanks to all involved for being flexible and finding 

the positives for our patients and colleagues, I am honoured by how we have kept 
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working together to ensure we are doing all we can so that our working environments 

are as good as they can be for our staff to work in and for patients to receive care. 

Throughout these uncertain times I continue to be impressed by how many, can-do, 

innovative, and outstanding colleagues we have in the hospital with excellent 

planning and decision-making skills. We are committed to continually improving the 

quality of care our patients receive through our Patient First Strategy and enabling 

every member of staff to be passionate about delivering excellent care every time.  

 

This is an apt time to remind our patients, community partners and staff of what we 

have achieved in the previous year and this publication aims to do that. This account 

provides assurance to our partners on the quality of the services provided at the 

Trust, covers how we have performed against the Quality Priorities set for 2020 - 22 

and sets out what our Quality Priorities will be during 2022 - 23.     

 

The Trust has continued to focus on quality for our public, patients, volunteers, and 

staff and to build on our successes and achievements so far, in improving the 

service and care we provide.  

 

During 2021/22 Kingston Hospital NHS Foundation Trust undertook a patient safety 

campaign during World Patient Safety Week to highlight the important role every 

member of staff plays in the safety of patients in healthcare. The Trust underwent a 

CQC IR(ME)R (Ionising Radiation (Medical Exposure) Regulations 2017) Inspection, 

contributed to the CQC Independent Voice Review, this was a review of services in 

acute care for people with a learning disability or autism. The Trust received 

impressive results following the Trust submission for the ‘Ockenden Assessment’, 

which showed that the Trust achieved 100% compliance in all the Ockenden 

immediate and essential safety actions. The Ockenden report was written following a 

review of another NHS Trust’s maternity services in response to a letter from 

bereaved families, the assessment tool enabled providers of maternity care to 

assess their current position against the identified recommended essential and 

immediate actions. 

 

Our Emergency Department (ED) attendances and hospital admissions throughout 

the year continued to remain high. The demand is echoed to one extent or another 

across our region and nation and it placed considerable strain on our colleagues and 

teams as well as our systems and partnerships. Despite this, we have had many 

successes throughout the year and have engaged in regular positive reviews with 

the CQC. 

 

My congratulations to Julie Morris, Play Specialist who received the Starlight 

Children’s Foundation’s ‘Play Specialist of the Year’ Award, the workforce team were 

highly commended in the ‘Team of the Year’ category in the Healthcare People 

Management Association (HPMA) virtual awards and Director of Workforce, Kelvin 
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Cheatle, received a prestigious Lifetime Achievement Award from HPMA. Geoff 

Whitby, a specialist audiologist was the recipient of the British Academy of Audiology 

(BAA) ‘Peggy Chalmers Audiologist of the Year’ Award. 

 

I was really pleased that the Trust was successful in an innovative bid to establish a 

GP led rapid diagnostic cancer clinic within the hospital, to help detect cancers at an 

earlier stage. GPs in Kingston and Richmond are working tirelessly to deal with the 

backlog of work from the pandemic so it’s great to be able to take some practical 

steps working with our colleagues in primary care to ensure that we’re able to get 

people tested more rapidly if there are signs of cancer. This twice weekly clinic which 

will be based in our SDEC, so thanks to Nic Kane and her team for securing the bid 

and for working with our partners to get the new clinic up and running. 

 

I was also delighted to hear that the Trust was shortlisted in the Cancer Patient 

Experience category of the PEN National Awards 2021 for our entry outlining our 

work to transform the experience of haemato-oncology patients.  Well done to Lesley 

Chamberlin and Jane Suppiah for getting our bid this far.   

 

In December we launched operation ‘Sleigh Bells’ to support our focus on ensuring 

patients had a safe discharge home in time for Christmas and four members of Trust 

Staff (Sandra De Olivera Camilo (Healthcare assistant on Isabella Ward), Arabella 

Austria (Associate Practitioner in SDEC), Jane Gibson (Healthcare Assistant on 

AAU) and Brian Nogueiro (Healthcare Assistant on Derwent Ward) were invited to 

switch on the Christmas lights at the Royal Albert Hall. 

 

The Trust has had visits from Ruth May, the NHS Chief Nurse and Jane Clegg, the 

regional Chief Nurse, as well as a visit from BBC News and many other news outlets 

looking at the continued effects of the pandemic to help give the public an insight into 

the pressure NHS hospitals have been under.  

 

During 2021-22 the Trust focused on delivering six Quality Priorities, which had been 

agreed and maintained from the previous year following consultation with our staff, 

members, governors, and patient experience committee of which patient partners 

are core members and collaborators.  

 

The Trust has continued its patient and public involvement work over the last 12 

months presenting an array of new opportunities, spurred on by growing recognition 

of how patient voices add value to the work of the Trust, greater promotion of this, 

and the huge enthusiasm and willingness of patients and local communities to 

support the Trust by getting involved. This includes the recruitment of Patient Safety 

Partners in compliance with the National Patient Safety Strategy. 
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The Trust staff turnover rate of 17.03% (as of Mar 22) this has increased by 5% 

since the beginning of the year, and is 3.07% above the target of 12.5%, this target 

was agreed by the workforce committee. Compared to the other three Acute Trust in 

the Southwest London (SWL) Recruitment hub our turnover is higher than St 

George’s and Epsom & St Helier however lower than Croydon Healthcare. The Trust 

workforce committee have been cited on this rise through a deep dive which 

included an action plan to address the issues raised.  

 

The staff vacancy rate of 8.28% a slight increase since the beginning of year. COVID 

continues to impact recruitment from abroad this coupled with an increased number 

of leavers means that recruitment is currently filling gaps rather than impacting the 

vacancy whole time equivalent (WTE) and reducing the vacancy rate. The Trust’s 

vacancy rate does remain the lowest within the SWL Recruitment hub. This results in 

increased stability; the Trust stability rate is 85.04% (as at Dec 21) a decrease of 

1.75% since the beginning of the year. The percentage of employees leaving with 

less than a year’s service has increased to 23%. If we analyse which staff group 

these leavers are from it is primarily Administrative and Clerical staff. 

The Trust is pleased that 69% of its workforce completed the national staff survey. 

This is excellent as having an engaged workforce is fundamental to delivering 

outstanding care and guiding what we do.  It is what sets us apart from many other 

organisations and it is something that I do not take for granted. 62.1% would 

recommend the Trust as a place to work and 74.8% would be happy with the 

standard of care provided if a friend or relative required treatment. The Trust is 

supported by many valued volunteers who are dedicated to helping it achieve our 

standards in all areas of the Trust. 

 

At the beginning of September 2021 we were pleased to announce the recruitment 

of Nic Kane as the Chief Nurse for the Trust and Hounslow and Richmond 

Community Healthcare (HRCH), I would like to pass on my sincere thanks to Dr. 

Amira Girgis who was our acting Medical Director throughout the pandemic and 

handed over in October 2021 as we welcomed Dr. William Oldfield as our Medical 

Director and in December 2021, I was appointed as the joint CEO of both Kingston 

Hospital NHS Foundation Trust and Hounslow and Richmond Community 

Healthcare.  

 

In December we said a fond farewell to Gina Brockwell, our Director of Midwifery as 

she moved on to take up the role of Chief midwife at Guys and St Thomas’s and 

Evalina London. At the end of March Sian Bates, the Trust Chairman in common of 

HRCH and KHFT will hand over the reins to Sukhvinder Kaur-Stubbs. Sukhvinder 

brings a wealth of experience in healthcare as we move towards even more 

collaborative ways of working to deliver the best care for patients in South and 

Northwest London. Sian’s contribution has been significant; providing excellent 

leadership as Chair of Kingston Hospital NHS Foundation Trust for a fantastic eight 
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years and more recently as Chair of Hounslow and Richmond Community 

Healthcare NHS Trust, enabling closer teamwork which has improved care for local 

people.    

 

We all continue to look forward to working with our community partners in our aim of 

aspiring to excellence.  

 

Working in conjunction with our governors, staff, partners, and stakeholders the 

Trust has agreed that our Quality Priorities for 2022/2023 will be:  

Domain Priority 

Patient Safety Improve the proportion of patients who are 
discharged with an accurate and timely discharge 
summary 

Improve the Ophthalmology systems and 
processes to ensure patients receive timely follow 
up care 

Clinical 
Effectiveness 

Embed a culture of continuous improvement so that 
our staff are empowered to focus on what matters 
and to see and solve problems on a daily basis 

Improve compliance with the Learning Disability 
national standard 

Patient 
Experience 

Improve the way that pain is recognised, assessed, 
and managed for patients who have difficulties in 
expressing themselves 

To improve staff’s capability to communicate 
compassionately and effectively with our patients, 
their families, and carers and to address their 
concerns at the earliest opportunity 

I am constantly impressed by the positive attitudes, remarkable talent, dedication, 

and excellent performance demonstrated by the many extraordinary and caring 

colleagues at Kingston Hospital NHS Foundation Trust, committed to always 

improving the care and services we provide, and I would like to take this opportunity 

to thank each and every one for their hard work helping lead us to success. This 

outlook and attitude are what makes us ‘Outstanding’ and is integral to the culture 

within the Trust and the safety of our patients and staff. 

 

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

period covered and, to the best of my knowledge, the information reported in the 

Quality Account is reliable and accurate. 

 
Jo Farrar  

Chief Executive 

Date 22nd June 2022 



 
Quality Account 2021-2022 
Version draft v0.1                   Page 8 of 151 

Executive Summary 

 

The Kingston Hospital NHS Foundation Trust Quality Account details the work that 

the Trust had set out to achieve during 2021-22 and what we plan to achieve during 

2022-2023. It provides the Trust with the opportunity to describe its strengths, 

achievements, and challenges throughout the last financial year. The use of the 

Kingston Hospital NHS Foundation Trust Quality Account is a fundamental way for 

us to demonstrate how proud we are of the work we have undertaken and share this 

with our partners through this report. 

 

During 2021-22 Kingston Hospital NHS Foundation Trust: 

• The Trust was shortlisted in the Cancer Patient Experience in the PEN 

National Awards 2021 for our entry outlining our work to transform the 

experience of haemato-oncology patients.   

• Had a visit from Ruth May, Chief Nursing Office for England 

• Had a visit from Jane Clegg, Regional Chief Nurse. 

• Was featured on the BBC news following a request from NHS England for us 

to share with the public the current pressures the NHS is under, and the steps 

being taken to keep services running 

• Created a film with NHS Digital about Scan4Safety an innovative initiative we 

are trialling at the Trust. The systems enable teams to scan all the products 

and clinical input at the point of delivery, this enables a complete trace of all 

components used as part of a patient’s care. 

• Continued to manage the challenges presented by the COVID-19 pandemic. 

• Underwent a CQC IR(ME)R (Ionising Radiation (Medical Exposure) 

Regulations 2017) Inspection  

• Contributed to the CQC independent voice review, a review of acute care 

services for people with a learning disability or autism 

• Achieved 100% compliance for the submission of data following the 

recommendations of the Ockenden Report into Maternity Services at another 

NHS Trust 

• Had a 69% response rate to the National Annual Staff Survey  

• 65.2% of direct patient facing staff received a flu vaccine 

• 93.6% (3420) of staff have received their 1st COVID vaccine 

• 91.4% (3340) of staff have received their second COVID vaccine 

• 72% (2626) staff have received their COVID booster  

• The Trust launched our ‘Better Together’ Programme, this enables closer 

working arrangements with our community partners to better address the 

evolving needs of our local population.  

• The Trust had many successes: 

o Julie Morris, Play Specialist received the Starlight Children’s 

Foundation’s ‘Play Specialist of the Year’ Award. 
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o The workforce team were highly commended in the ‘Team of the Year’ 

category in the Healthcare People Management Association (HPMA) 

virtual awards. 

o Director of Workforce, Kelvin Cheatle, received a prestigious Lifetime 

Achievement Award from HPMA. 

o Geoff Whitby, a specialist audiologist was the recipient of the British 

Academy of Audiology (BAA) ‘Peggy Chalmers Audiologist of the Year’ 

Award. 

o Four members of Trust Staff (Sandra De Olivera Camilo (Healthcare 

assistant on Isabella Ward), Arabella Austria (Associate Practitioner in 

SDEC), Jane Gibson (Healthcare Assistant on AAU) and Brian 

Nogueiro (Healthcare Assistant on Derwent Ward) were invited to 

switch on the Christmas lights at the Royal Albert Hall. 

o In November the Trust held its first Festival of Culture 

o The Trust opened 22 research studies 

 

• The Trust participated in 100% of national clinical audits and national 

confidential enquiries that it was eligible to participate in. 

 

In 2021-22 we have worked hard to make sure we continue to offer the best care in 

the best way possible. During 2020-21 we continued to make progress on our 

agreed Quality Priorities.  

Domain Priority 

Patient Safety Reduce the proportion of women who experience postpartum 

haemorrhage. 

Increase the proportion of patients who are safely discharged 

without delay when they no longer require a hospital bed for 

their care. 

Clinical 

Effectiveness 

Improve the proportion of patients who are assessed for their 

risk of developing      delirium. 

Reduce avoidable admissions and increase the proportion of 

emergency patients who go home the same day their care is 

provided  

Patient 

Experience 

Improve how we work with patients and families to recognise, 

acknowledge, and plan for the possibility of death. 

Ensure patients get the right appointment, first time, without 

delay 

 

The Trust continues to want to make sure care is safe and that our service users are 

involved in quality improvements throughout the Trust. The Trust Quality Priorities for 

2022-23 are: 
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Domain Priority 

Patient Safety Improve the proportion of patients who are 

discharged with an accurate and timely discharge 

summary 

Improve the Ophthalmology systems and 

processes to ensure patients receive timely follow 

up care 

Clinical 

Effectiveness 

Embed a culture of continuous improvement so that 

our staff are empowered to focus on what matters 

and to see and solve problems on a daily basis 

Improve compliance with the Learning Disability 

national standard 

Patient 

Experience 

Improve the way that pain is recognised, assessed, 

and managed for patients who have difficulties in 

expressing themselves 

To improve staff’s capability to communicate 

compassionately and effectively with our patients, 

their families, and carers and to address their 

concerns at the earliest opportunity 

 

Quality improvement is one of many areas where we have seen a significant impact 

as a consequence of the COVID-19 pandemic.  Planned programmes have been 

revised, paused, or even abandoned in response to the constantly changing 

circumstances that the Trust and society has been confronted with throughout this 

period. In its place, we have seen rapid adaptation and innovation across many 

services; redesigning processes and care delivery so that we can continue to deliver 

outstanding care for our patients despite the constraints, risks, and challenges. 

 

During 2021/22 the Quality Improvement team had four key areas of focus: 

1. Building improvement capability 

2. Enhancing the visibility of improvement activity 

3. Developing our improvement system 

4. Expert support to priority improvement programmes (including the six quality 

priorities) 

The Trust continues to work with patients and the public to develop involvement and 

engagement with care and this will be developed further throughout the coming year 

with the engagement of Patient Safety Partners.  



 
Quality Account 2021-2022 
Version draft v0.1                   Page 11 of 151 

WHAT IS A QUALITY ACCOUNT? 

 

Patients deserve to know about the quality of care they receive, and at Kingston 

Hospital NHS Foundation Trust, Quality is an absolute priority.  

 

Providers of NHS services in England had a statutory duty to produce an annual 

report to the public about the quality of services they deliver. This is called the 

Quality Account. The Quality Account is a narrative to our patients, carers, 

professionals and the public about the quality and standard of services we provide. It 

aims to increase public accountability and drive quality improvement within NHS 

organisations. This is achieved by getting organisations to review their performance 

over the previous year, identify areas for improvement, and publish that information, 

along with a commitment to you, the public, about how those improvements will be 

made and monitored over the next year. 

 

The Quality Account is now established as an important means of demonstrating and 

communicating improvements in the quality of patient care. We will continue to focus 

attention on making our Quality Account more readable and accepted as a core 

instrument in improving accountability to the public. 

 

The quality of services at Kingston Hospital NHS Foundation Trust is measured by 

and focuses on 3 areas that help us to deliver high quality services: 

• Patient Ssafety 

• Clinical Effectiveness (How well the care provided works) 

• Patient Experience (How patients experience the care they receive) 

 

Information in a Quality Account is mandatory. However, information contributions 

decided by patients and carers, Foundation Trust Governors, staff, commissioners, 

regulators, and our partner organisations can be incorporated.  

 

Scope and structure of the Quality Account 

 

This report summarises how well we as a Trust have performed against the quality 

priorities and goals, we set ourselves for the last year and, if we have achieved what 

we set out to do. In the document we have explained the reasons if we have not 

achieved our goals and what we are going to do to make improvements. It also sets 

out the priorities we have agreed for the coming year and how we intend to achieve 

them and track progress throughout the year. The Quality Account is prepared each 

year by the Chief Nurse and overseen by the Quality Assurance Committee. This 

group is chaired by a Non-Executive Director. Guidance is published on how to write 

the Quality Account, and this has been adhered to.  
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One of the most important parts of reviewing quality and setting quality priorities is to 

seek the views of our patients, staff, and key stakeholders (such as the Clinical 

Commissioning Groups, Council of Governors, Healthwatch Groups). The Quality 

Account includes statements of assurance relating to the quality of our services and 

describes how we review them, including information and data quality. It also 

includes a description of audits we have undertaken, our research work, how our 

staff contributes to quality and comments from our external stakeholders. 

 

If you, or someone you know, needs help understanding this report or would like the 

information in another format, such as large print, easy read, audio, or Braille or in 

another language, please contact our communications Department. If you have any 

feedback or suggestions on how we might improve our Quality Account, please do 

let us know by emailing: Nichola Kane, Chief Nurse at Nichola.kane1@nhs.net   

 

What we do 

 

Kingston Hospital NHS Foundation Trust serves a population of around 350,000 

people across a catchment area covering the Royal Borough of Kingston upon 

Thames, London Borough of Richmond upon Thames, London Borough of 

Wandsworth, Surrey and the London Borough of Merton and the Borough of 

Elmbridge. 

 

In our hospital we provide a range of diagnostic and treatment services and have a 

national reputation for innovative developments in healthcare, particularly in patient-

focused care across our services including, emergency, day surgery and maternity 

services. 

 

Our services are delivered through clinically led and managerially enabled services. 

This enables the Trust to focus on putting people first. Our services are divided into 

two divisions, planned care and unplanned care, supported by our corporate 

services. The divisions are led by a Trio consisting of the Chief of Medicine/Surgery, 

a Head of Nursing, and an Associate Director.  

 

 
 

 

mailto:Nichola.kane1@nhs.net
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Part 2  

Priorities for Improvement and statements of assurance from the 

board. 
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KINGSTON HOSPITAL NHS FOUNDATION TRUST PRIORITIES FOR 2022/23 

 

How were the priorities chosen? 

 

Working with stakeholders ensures that the quality priorities selected are pertinent 

and relevant to service users. In this section we will explain why we think each 

priority is important, what we aim to achieve, what we have done so far and what we 

plan to do in the year ahead. Where possible we refer to historical and/or 

benchmarked data to enable readers to understand progress over time and 

performance compared to other providers. Each year Kingston Hospital selects six 

quality improvement priorities which are then subjected to increased focus and 

governance throughout the financial year, with a review of progress on these 

priorities published in the annual Quality Report for NHS England. The aim for our 

Quality Priorities is to continue to improve Patient Experience, Safety and Clinical 

Effectiveness for our service users. Each priority is allocated to a designated lead 

member of staff and progress is monitored at the Executive Management Committee 

(EMC) and then published in the Quality Account. 

 

The requirements and deadlines for quality accounts are prescribed in regulations 

and are controlled by NHS England and NHS Improvement. The DHSC is currently 

reviewing whether regulations should be amended to revise the quality accounts 

deadline for 2021/22.  

 

Continuing the revised arrangements put in place last year, NHS foundation trusts 

are no longer required to include a quality report in their annual report. This will be 

confirmed in the Foundation Trust (FT) Annual Reporting Manual (ARM) for 2020/21. 

This will continue for 2021/22 and beyond, with focused reporting on quality priorities 

and performance in the annual report incorporated directly into the performance 

report. It is proposed this will be the same for NHS Trust annual reports from 

2021/22 in the Department of Health and Social Care Group Accounting Manual 

(DHSC GAM). More details will be provided in the 2021/22 reporting manuals. 

However, all NHS providers are expected to provide a quality account. 

 

NHS trusts are not expected to commission assurance on their quality account. From 

2021/22 onwards this assurance exercise will be optional for all providers. The 

guidance documents will be updated to provide a framework for this.  

 

The number of priorities selected is in line with those historically stipulated in the 

NHS Improvement document Detailed Requirements for Quality Accounts. 

 

The description must include: 

At least three priorities for improvement (agreed by the NHS Foundation Trust’s 

Board) indicating the relationship, if any, between the identification of these priorities 
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and the reviews of data relating to quality of care referred to in external auditors’ 

assurance statement at the rear of this report. 

• Progress made since publication of the 2020/21 Quality Report ;  this should 

include performance in 2021/22 against each priority and, where possible, 

the performance in previous years. 

• How progress to achieve these priorities will be monitored and measured 

• How progress to achieve these priorities will be reported. 

 

The dates of consultation are listed below: 

• Quality Assurance Committee   27th October 2021 

• Executive Management Committee  29th October 2021 

• Quality Assurance Committee   22nd December 2021 

• Executive Management Committee  22nd December 2021 

• Governors Quality Scrutiny Committee  27th January 2022 

• Council of Governors    15th February 2022 

• Trust Board Meeting (Public)   26th January 2022 
 

Kingston Hospital Quality Priorities 2022/23 

 

Each year Kingston Hospital NHS Foundation Trust selects six quality improvement 

priorities which are then subjected to increased focus and governance throughout the 

financial year, with a review of progress on these priorities published in the annual 

Quality Report for NHS England. The aim for our Quality Priorities is to continue to 

improve Patient Experience, Safety and Clinical Effectiveness for our service users.  

 

Selection Process for 2022/23 Quality Priorities 

 

The selection process for our 2022/23 quality priorities followed a structured 

timetable, with a wide variety of key stakeholders from across the Trust and the wider 

health landscape consulted. This was done to ensure that the process was as 

rigorous and transparent as possible, and the priorities selected were pertinent and 

important to our service users.  

Date Milestone 

11th October 

2021 

Initial meeting between Medical Director, Chief Nurse, Head of Patient 

Safety, Governance and Risk, Head of Improvement, and Improvement 

Business Manager to agree the longlist of proposed Quality Priorities 

11th October 

2021 – 28th 

October 2021 

Further information and context gathered on each proposed Quality 

Priority to build a detailed rationale for each. Identified Priority Leads 

engaged as part of this process 

29th October 

2021 

Themes from initial list discussed at Quality Assurance Committee. 

The initial list was compiled from known gaps in quality identified through 

clinical risk and quality reporting, clinical audit, patient experience data 

and national quality priorities.  This included a review of high-risk clinical 
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audits and a review of quality governance key performance indicators. 

29th October 

2021 

Longlist taken to Executive Management Committee for approval 

1st November 

2021 

Long list emailed out to all members and community partners 

17th November 

2021 – 2nd 

December 2021 

Email survey of stakeholders to get feedback on the initial list of quality 

priorities. The initial list consisted of a description of ten proposed 

priorities, with respondents instructed to rank these in order of 

importance. Additional feedback on each proposed priority was also 

welcomed; along with any suggestions for any further area’s respondents 

felt may have been missed and should be considered as a priority area.  

 

Stakeholders included: Health Overview Panel Kingston and Richmond, 

Volunteers, Clinical Commissioning Group, Governors, Healthwatch 

Kingston and Richmond, KHFT Patient Experience Committee, Maternity 

Voices, Cancer Patient Partners Group, Non-Executive Directors, all 

KHFT members, SW London CCG, Surrey Heartlands CCG, Members of 

the local Health and Wellbeing Board. 

24th November 

2021 

Draft shortlist discussed at Governors Quality Scrutiny Committee 

6th December 

2021 

Survey results analysed by the selection group and scoring matrix 

developed to rank each proposed Quality Priority on a range of factors 

10th December 

2021 

Final ranking and recommendations agreed for six selected Quality 

Priorities by the selection group. 

22nd December 

2021 

Shortlist presented to Quality Assurance Committee for agreement 

22nd December 

2021 

Shortlist presented to Executive Management Committee for agreement 

27th January 

2022 

Governors Quality Scrutiny Committee informed of agreed shortlist  

15th March 2022 Shortlist of priorities present to the Council of Governors meeting 

January 2022 – 

March 2022 

Engagement work to be done with identified leads to gain a more granular 

understanding of each project and plan the work required.   

 

Initial Identification of proposed Quality Priorities 

 

The longlist of proposed Quality Priorities was based on known gaps in service 

quality, identified by Nursing, Medical, Quality Improvement, Patient Safety and 

Patient Experience Leads. These gaps were identified through a review of key 

quality and performance data sources and a review of insights from existing 

improvement programmes. Sources of insight included the Trust’s clinical audit 

programme, themes from incidents, complaints and PALS concerns, and integrated 

quality and operational compliance reporting.   
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Feedback Survey  

 

Once the longlist was agreed, stakeholders from Kingston Hospital and the local 

healthcare landscape were engaged through an online survey to gauge insight and 

interest into the proposed Quality Priorities. Each respondent was presented with a 

description of each proposed Quality Priority, followed by the option to then indicate 

how strongly they felt that this project should be selected as a 22/23 Quality Priority.  

Respondents were also invited to give further qualitative feedback to support their 

responses. 

 

 

 

 

 

 

 

 

 

The feedback from the survey was analysed and reviewed by a panel including the 

Medical Director and Chief Nurse. This information, along with other insight 

gathered, was used to inform the process of ranking the Quality Priorities across a 

range of criteria, as detailed in the table below.  

Criteria Definition Source of insight 

Key stakeholder 
support 

The extent to which this Quality Priority is 
prioritised by our key stakeholders  

Quality Priority survey responses 

Energy for change 
The extent to which this Quality Priority is 

supported by our staff 
Quality Priority survey responses, 
conversations with identified leads 

Readiness and capacity 
to succeed 

The extent to which the service has capacity 
and capability to make the required change 

Is there an identified resource? 

Is there leadership commitment? 

Is there bandwidth in the service? 

Strategic alignment 
The extent to which this is aligned to our 

Patient First and strategic priorities 

Assess alignment to Patient First, 
vision, quality strategic theme and 

Trust objectives 

CQC compliance 
The extent to which this priority is critical to 

achieving or improving compliance with CQC 
quality standards 

Does it address a known risk to CQC 
compliance? 

 

The Trust’s quality priorities align with the three CQC domains: patient safety, clinical 

effectiveness, and patient experience. Two quality priorities were designated to each 

Total 

Respondents 

277 
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of these areas, with each priority having a designated lead(s) responsible for its 

progress. The Trust’s Quality Improvement team will provide coaching to the leads to 

ensure they are able to apply systematic quality improvement methods. 

 

The results from the survey were considered alongside other available data to 

complete the list of six Quality Priorities for 2022/23. These were: 

 

Domain Priority 

Patient Safety Improve the proportion of patients who are 

discharged with an accurate and timely discharge 

summary 

Improve the Ophthalmology systems and 

processes to ensure patients receive timely follow 

up care 

Clinical 

Effectiveness 

Embed a culture of continuous improvement so that 

our staff are empowered to focus on what matters 

and to see and solve problems on a daily basis 

Improve compliance with the Learning Disability 

national standard 

Patient 

Experience 

Improve the way that pain is recognised, assessed, 

and managed for patients who have difficulties in 

expressing themselves 

To improve staff’s capability to communicate 

compassionately and effectively with our patients, 

their families, and carers and to address their 

concerns at the earliest opportunity 

 

QUALITY PRIORITIES FOR 2022/23 

 

This section provides further definition of the 2022/23 quality priorities, describing the 

problems we are aiming to address and how we are planning to deliver each quality 

priority.  
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PATIENT SAFETY   

 

• Quality Priority for Improvement 1 

 

Improve the proportion of patients who are discharged with an accurate and timely 

discharge summary 

 

Why we chose this Indicator (Background): 

 

A patient’s discharge summary is a vital document in providing clear information to 

internal and external care providers on their hospital encounter upon the transfer of 

the patient’s care. Lack of clear information on the patient’s stay can lead to 

significant safety issues arising if changes to their care and follow up actions for the 

GP are missed. Currently a proportion of patients treated at Kingston Hospital are 

discharged either without a discharge summary being sent to their GP, or a 

discharge summary containing incomplete information being sent. The average daily 

discharge summary completion as a proportion of total discharges was 70% in the 

Trust’s A&E department over September 2021 and 87% across the inpatient wards 

in April 2021. Patients and healthcare professionals have told us that the format and 

content of existing discharge summaries does not always meet their needs. 

 

How do we plan on delivering this Trust Quality Priority? 

 

• A multi-stakeholder Discharge Summary Improvement group has been 

ongoing since December 2020, with a large amount of insight gathered into 

the current challenges to discharge summary completion and focus areas for 

improvement. This insight will be used to make clear recommendations to 

senior leaders for support to different workstreams required to tackle the 

varying complex challenges of this project.  
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• Quality Priority for Improvement 2 

 

Improve the Ophthalmology systems and processes to ensure patients receive 

timely follow up care. 
 

Why we chose this Indicator (Background): 

 
Delays in follow-up care or missed appointments are a major problem in chronic 

diseases, particularly when a patient’s condition may deteriorate prior to any 

symptoms.  Regular treatment and surveillance are essential for many 

ophthalmology patients to reduce the risk of permanent visual loss. Recent analysis 

has shown cohorts of patients have been lost to, or experienced delayed follow up 

at, Kingston Hospital. Counter measures have been put in place and a review of 

local pathways, guidelines, and procedures is underway.  Sustained improvement 

will require collaboration between clinical system suppliers, IM&T, clinical teams, and 

non-clinical staff. 
 

How do we plan on delivering this Trust Quality Priority? 

 

• The scope of this project has been narrowed for the initial phase to focus on 

increasing the utilisation of virtual clinics for follow up appointments, with the 

large subspecialties of Medical Retina and Glaucoma chosen as the areas 

where significant increases can be made.     
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PATIENT EXPERIENCE  

 

• Quality Priority for Improvement 1 

 

Improve the way that pain is recognised, assessed, and managed for patients who 

have difficulties in expressing themselves. 

 

Why we chose this Indicator (Background): 

 

Pain is one of the most common symptoms that people with dementia experience. 

However, often it is poorly recognised and undertreated in dementia. The main 

reason for this is that, as dementia progresses, the person's ability to communicate 

their needs becomes more difficult. The 2021 National Audit for Dementia found that 

for a cohort of 152 patients with either known dementia or concerns about their 

cognition, 14.1% had a pain assessment completed, below the national average of 

16.4%.  

 

How do we plan on delivering this Trust Quality Priority? 

 

• The early focus on the project is being placed on a comprehensive Trust-wide 

audit to collect data on the current conditions around the assessment and 

management of pain, to identify areas of focus for improvement. This is being 

co-ordinated by the Dementia & Delirium Team, with support from the Pain, 

Learning Disabilities, Palliative Care, Emergency Department, Paediatrics and 

Clinical Audit Teams.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
Quality Account 2021-2022 
Version draft v0.1                   Page 22 of 151 

• Quality Priority for Improvement 2 

 
To improve staff’s capability to communicate compassionately and effectively with 

our patients, their families, and carers and to address their concerns at the earliest 

opportunity. 

 

Why we chose this Indicator (Background): 

 

Complaints and concerns often can be resolved immediately if the staff member 

dealing with the issue is confident on how to handle complaints. There have been 

past instances of formal complaints arising at Kingston Hospital after opportunities to 

de-escalate the situation were missed.  Avoidable escalation of issues leads to a 

poorer experience for patients and their families, as well as diverting time and efforts 

of staff to the process of dealing with a formal complaint. 

 

How do we plan on delivering this Trust Quality Priority? 

 

• The framework for measuring improvement for this project is being 

established, with clear measures being identified and targets set to guide 

improvement efforts. Key performance indicators are being created for 

measures such as number of de-escalated complaints per month, PALS 

response time to complaints and complaint activity by service line.  

• Initial engagement and data analysis has led to interventions being planned 

around improving awareness of the complaints process for patients and their 

families/ carers, as well as addressing gaps in staff confidence and training in 

handling complaints.  
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CLINICAL EFFECTIVENESS  

 

• Quality Priority for Improvement 1 

 

Embed a culture of continuous improvement so that our staff are empowered to 

focus on what matters and to see and solve problems on a daily basis. 

 

Why we chose this Indicator (Background): 

 

Kingston Hospital has made a commitment to embed continuous improvement into 

the culture of the organisation. Historically, there has been no consistent and 

systematic way of ensuring this happens across our services. Since May 2021, we 

have developed and tested an improvement system – a deliberate attempt to build 

improvement thinking and behaviours into the structures and daily working practice 

of our teams. Improvement systems in other NHS Trusts have resulted in sustained 

quality improvement for patients, financial benefits, and high levels of staff 

engagement. By supporting further teams to adopt these new ways of working, we 

will provide the infrastructure to accelerate and sustain all our improvement priorities. 

 

How do we plan on delivering this Trust Quality Priority? 

 

• Phase 1 of the Kingston Hospital Patient First Improvement System (PFIS) 

has been deployed across three teams:  Theatres, Estates and the Quality 

Improvement Team. Phase 2 built on this learning and expanded the system 

to Outpatient Physiotherapy. These teams have seen gains in staff 

engagement and delivered tangible improvements. Plans are now in place for 

the deployment of phase 3 in the Emergency Department, outpatient teams 

and inpatient wards, with this due to commence in Spring 2022.  
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• Quality Priority for Improvement 2 

 

Improve compliance with the Learning Disability national standard. 

 

Why we chose this Indicator (Background): 

 

NHS England have set out clear learning disability improvement standards for NHS 

Trusts’, with these standards developed alongside people with learning disabilities 

and their families, to clearly outline what they expect when receiving care. The four 

standards are related to: 

1. Respecting and protecting rights 

2. Inclusion and engagement 

3. Workforce and training 

4. Specialist health services for people with learning disabilities 

Workstreams led by the Trust’s Learning Disability Team have been ongoing to meet 

elements of these standards, with focus also being placed at a local level over the 

past year through a collaborative project across South-West London CCG on 

reasonable adjustments and equality act compliance. This work has helped highlight 

gaps in current practice, and it is recognised that there are elements of the standards 

not being met at Kingston Hospital, which can compromise access to care for 

patients with learning disabilities and additional needs.  

 

How do we plan on delivering this Trust Quality Priority? 

 

• The scope of this project has been narrowed for the initial phase to focus on 

meeting the needs of patients with reasonable adjustments. This has been 

recognised as an area of concern, specifically regarding the flagging of these 

patients and the accommodation of these patients when in hospital, 

particularly in an outpatient setting.  
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Overview of Services  

 

During 2021/22 Kingston Hospital NHS Foundation Trust provided and/or 

subcontracted 64 relevant NHS services, for adults and children in the following 

specialties:  

Accident and Emergency 

Acute Medicine including Same Day 

Emergency Care and Acute Assessment 

Unit 

Assisted Conception 

Audiology 

Breast 

Cancer in partnership with RMH 

Cardiac Physiology 

Cardiology 

Care of the Elderly and stroke services 

Cellular pathology 

Clinical Support Services – therapies 

related to an inpatient episode of care 

and/or referral for outpatient treatment(s) 

Colorectal 

Community Midwifery 

Community Paediatrics 

Critical Care 

Day Surgery 

Dermatology 

Diabetes and Endocrinology 

Diagnostics (imaging and pathology) 

Dietetics 

Digital Hearing Aids 

Direct Access – Biochemistry 

Direct Access – Cytology  

Direct Access – Haematology 

Direct Access – Cellular Pathology 

Direct Access – Immunology 

Direct Access – Microbiology 

Direct Access – Radiology/Imaging (MRI in 

partnership with Inhealth) 

Ear, Nose and Throat  

Endoscopy 

Gastroenterology General Medicine 

Genito Urinary Medicine 

General Surgery 

Gynaecology 

HIV 

Maternity Services 

Neonatal Care 

Nephrology 

Neurology 

Neurophysiology 

Obstetrics 

Occupational therapy 

Ophthalmology 

Ophthalmology (Community) 

Oral and Dental Services 

Paediatrics 

Pain Management 

Parent Craft 

Pathology as part of the SWLP 

Patient Transport 

Pharmacy 

Pharmacy in partnership with Boots 

Physiotherapy outpatient  

Plastic Surgery 

Respiratory Medicine 

Respiratory Physiology 

Rheumatology 

Speech and Language Therapy 

Surgical Appliances  

Upper GI 

Urology 

Trauma and Orthopaedics  

Vascular 

 



 
Quality Account 2021-2022 
Version draft v0.1                   Page 26 of 151 

The Trust has reviewed all the data available to it on the quality of care in 64 of these 

relevant health services.   

 

The income generated by the relevant health services reviewed represents 91% of 

the total income generated from the provision of relevant health services by Kingston 

Hospital NHS Foundation Trust for 2021/22. 

 

Participation in Clinical Audits  

 

Clinical audit is designed to improve patient care, treatment, and outcomes. Its 

purpose is to involve all healthcare professionals in a systematic evaluation of 

delivery of care against evidence-based standards, identify actions to improve the 

quality of care and deliver better care and outcomes for patients. The work carried 

out by the various National Confidential Enquiries involves review of patient care 

nationally. The resulting recommendations enable local hospitals to drive up 

standards and enhance patient care and safety. 

 

The table below showcases examples of excellence demonstrated by Kingston 

Hospital NHS Foundation Trust’s latest performance in national clinical audits. 

 

National Hip Fracture 

Database:   

More patients admitted as 

an emergency with a hip 

fracture were mobilised 

out of bed by the day after 

surgery (91%) compared 

to the national average 

(81%).  

Prompt mobilisation is 

associated with better 

outcomes and the Trust is 

amongst the best 

performing 25% of 

hospitals nationally for this 

measure. 

Trauma Audit and 

Research Network:  

More trauma patients 

presenting to the 

Emergency Department 

survived compared to 

those expected to survive 

based on the severity of 

their injury. 

 

National Joint Registry:  

The Trust has been 

awarded Quality Data 

Provider certification for 

two consecutive years.   

 

The award scheme 

recognises Trusts who 

achieve excellence in 

supporting the promotion 

of patient safety 

standards through their 

compliance with data 

submissions. 

National Clinical Audit of 

Seizures and Epilepsies 

in Children and Young 

People:  

In 2021/22 staff 

endeavoured to improve 

patient care and outcome 

by participating in: 

National Maternity and 

Perinatal Audit: 

The quality of maternity 

and perinatal care has 
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The quality of care 

provided is excellent with 

performance above the 

national average for all 

key clinical indicators 

relating to:  

• Input from a 
paediatrician with 
expertise in epilepsies 
and an epilepsy nurse 
specialist. 

• Accuracy of diagnosis. 
Comprehensive care 
planning. 

 

43 national clinical audit 

projects 

5 national confidential 

enquiries 

269 local clinical audit 

projects 

improved compared with 

previous performance and 

is better than the national 

average for all key clinical 

indicators relating to: 

• Unplanned maternal 
readmission. 

• Induction of labour. 

• Third and fourth-
degree tears. 

 

Chronic Obstructive 

Pulmonary Disease in 

Secondary Care: 

The quality of Chronic 

Obstructive Pulmonary 

Disease care has 

improved compared to the 

previous audit results and 

is above the national 

average for key clinical 

indicators relating to: 

• Timely review by the 
respiratory team. 

• Oxygen prescribing to 
patients that require it. 

• Provision of smoking 
cessation support, 
which has a proven 
mortality benefit. 

Discharge bundle 
completion. 

National Emergency 

Laparotomy Audit:  

More high-risk patients had 

a consultant surgeon and a 

consultant anaesthetist 

present in theatre (100%) 

compared to the national 

average (90%).  

Emergency laparotomy is 

often high-risk surgery, and 

therefore benefits from the 

expertise of a consultant 

anaesthetist and a 

consultant surgeon during 

the operation 

Society for Acute 

Medicine Benchmarking 

Audit:  

 

The quality of care provided 

is excellent with 

performance above the 

national average for the 

three key clinical quality 

indicators relating to: 

• Early Warning Scores 
recorded within 30 
minutes of arrival to 
hospital. 

• Tier 1 medical review 
within 4 hours. 

• Consultant review within 
the target time. 

 

At Kingston Hospital NHS Foundation Trust, we aspire to deliver the best possible 

care to our patients, seeking to continually improve and learn from best practice i.e., 

clinical care that has been agreed by experts as being safe and effective. 

 

This is supported by the work carried out by the various National Confidential 

Enquiries, which review patient care to develop best practice recommendations. The 
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implementation of these recommendations enables NHS organisations to drive up 

standards and enhance patient care, safety, and experience. 

 

It is also supported by clinical audit; a multidisciplinary quality improvement activity 

that assesses patient care against best practice recommendations. Where shortfalls 

in performance are demonstrated, actions are taken to improve and then re-audited 

to ensure the desired improvement has been achieved. 

 

During 2021/22, 43 national clinical audits and 5 national confidential enquiries 

covered relevant health services that the Kingston Hospital NHS Foundation Trust 

provides. 

 

During that period Kingston Hospital NHS Foundation Trust participated in 98% 

national clinical audits and 100% national confidential enquiries of the national 

clinical audits and national confidential enquires which it was eligible to participate in.  

 

The national clinical audits and national confidential enquiries that the Kingston 

Hospital NHS Foundation Trust was eligible to participate in during 2021/22 are 

listed in Appendix A and B.   

 

The national clinical audits and national confidential enquiries that the Kingston 

Hospital NHS Foundation Trust participated in, during 2021/22 are also listed in 

Appendix A and B.   

 

The national clinical audits and national confidential enquiries that Kingston Hospital 

NHS Foundation Trust participated in, and for which data collection was completed 

during 2021/22, are listed in Appendix A and B alongside the number of cases 

submitted to each audit or enquiry as a percentage of the number of registered 

cases required by the terms of that audit or enquiry. 

 

The reports of 30 national clinical audits and the current status with 

recommendations from 15 national confidential enquiries were reviewed by the 

provider in 2021/22. The actions that Kingston Hospital NHS Foundation Trust 

intends to take to improve the quality of healthcare provided is listed in Appendix C. 

 

The reports of 116 local clinical audits were reviewed by Kingston Hospital NHS 

Foundation Trust in 2021/22. Examples of improvement actions taken because of 

national and local audit are shown in the table below.  

 

Performance in local and national clinical audits is reviewed by the clinical teams, 

and where gaps in performance are identified these are assessed for risk and 

appropriate actions planned to mitigate the risk and drive improvement. 
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Performance in all clinical audit activity is routinely fed back to the clinical teams as 

part of their quality governance process to ensure that any shortfalls in performance 

feed into their improvement priorities and that progress with actions taken to improve 

are monitored. Areas of excellent performance are shared with staff via the intranet, 

the monthly Improvement Faculty Newsletter, the Wall of Pride and showcased as 

part of the Trust’s Annual Clinical Audit Awareness Week. Performance in all 

national clinical audits is also reported to the Trust Board via the Trust Committee 

structure and reported externally to our commissioners. 

 

National and local clinical audit is primarily used at Kingston Hospital NHS 

Foundation Trust to improve patient care. They can also be used to provide 

assurance that the Trust is following best practice guidance. Four examples of how 

clinical audit results have demonstrated improved patient care, experience, and 

safety, or provided assurance, during 2021/22 are given in the table below. 

 

Clinical audit driving improvement 

Kingston Hospital NHS Trust recognised nationally for improved rates of dual 
chamber pacing implants  
 
Pacemakers are electrical devices that consist of a small battery-powered generator 
and one or more pacing leads that are in contact with the inner wall of the heart’s 
right atrium and/or the right ventricle. They are used to control or replace the heart’s 
intrinsic electrical activity and restore a normal physiological heart rate. 
 
Dual-chamber pacemaker devices are attached to both chambers of the heart and 
may be used in either dual-chamber pacing mode (in which both the right atrium and 
ventricle are paced, which mimics the natural pacing rhythm of the heart) or single-
chamber pacing mode (where only one chamber of the heart is paced, either the 
atrium or the ventricle).  
 
Dual-chamber pacing is recommended for the management of symptomatic 
bradycardia due to sick sinus syndrome, atrioventricular (AV) block (or a combination 
of sick sinus syndrome and AV block) and for treating symptomatic bradycardia due 
to sick sinus syndrome without AV block, where clinically appropriate.   
 
Dual chamber pacing is thought to reduce the likelihood of “pacemaker syndrome” 
(symptoms caused by the loss of AV synchrony), and cardiovascular morbidity, and 
improve quality of life compared to single chamber ventricular pacing. 
 
Latest performance: 

• The Trust met National Institute for Health and Care Excellence (NICE) 
guidance in 100% of cases eligible for dual chamber pacing in AV block 
and in 97.8% of cases eligible for dual chamber pacing in sinus node 
disease without AV block (the national target is 90%).  

• 0% re-interventions within 1 year out of 157 cases.  
 

Kingston Hospital NHS Trust’s Consultant Cardiologist, Dr Roy Jogiya, was asked to 
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provide the National Audit of Cardiac Rhythm Management (NACRM) with a short 
case study around Kingston Hospital’s significantly improved rate of dual chamber 
pacing implants. This case study was included in the NACRM national report 
publication which was released in October 2021: 
 

 
 
Plans for the future: 

• To continue ongoing data submissions to the National Institute for 
Cardiovascular Outcomes Research (NICOR).  

• To ensure that all complications and re-interventions are monitored by the 
Morbidity and Mortality (M&M) meeting.  

To explore options for a full move to electronic patient records for the cardiology 
service.  

Diabetes Service sees an improvement in Trust-wide staff knowledge and 
awareness of Hypoglycaemia 
 
Hypoglycaemia in hospitalised patients is associated with significant adverse 
outcomes, therefore, prompt recognition as well as appropriate and effective 
management of hypoglycaemia is essential to improve patient outcomes. 
 
The Diabetes team have undertaken an audit of hypo boxes and of staff knowledge 
since 2016 which has typically demonstrated mixed results; however, recent data 
demonstrates significant improvements around staff knowledge and awareness 
relating to the location of hypo boxes and the treatment of hypoglycaemic episodes 
(hypos) at Kingston Hospital NHS Foundation Trust. 
 
The data below relates to a re-audit carried out by Diabetes Ward Champions across 
ten inpatient wards (including the Emergency Department) during May 2021. 
Latest performance: 

• Overall, 96% of staff surveyed (67 out of 70) were able to correctly identify the 
blood glucose level at which treatment for hypoglycaemia should be given (<4 
mmol/L). This demonstrates a significant improvement on previous 
performance (67% in 2019). 

• Overall, 87% of staff surveyed (61 out of 70) were aware of the location of the 
hypo box on their ward – the box is located on the resus trolley unless 
otherwise agreed with the department. This again shows excellent 
improvement on previous performance (76% in 2019). To break this result 
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down, the survey question was answered correctly by 97% of nurses 
(previously 81% in 2019) and 95% of health care assistants (previously 52% 
in 2019). 

• A review of twelve hypo boxes found that all necessary, perishable items were 
within their expiry date. 

 
What made this happen? 

• New hypo boxes, designed for easy access to simple hypo treatment, were 
rolled out in 2019. The boxes have been streamlined with new easy to use 
elevate sachets.  

• Continual clinical ward staff training by Diabetes Specialist Nurses and 
Consultants and the introduction of mandatory safe use of insulin training 
which encompasses hypo care. The Diabetes team have also rolled out a 
‘Teach a Ward a Month’ programme where each month a ward is selected for 
twice weekly training (so as to enable all staff to attend). The Diabetes team 
also attend the junior doctor induction to deliver training.  

• The training of three cohorts of Diabetes Ward Champions by Diabetes 
Specialist Nurses along with the provision of update training days for existing 
ward champions.  

• Frequent participation in the National Hypo Awareness Week where the 
Diabetes team conduct training and hold staff competitions.   

• The introduction of an electronic alert system whereby Diabetes Specialist 
Nurses are alerted to patient hypos via a CRS connection with blood glucose 
meters. 

• Monthly Trust-wide hypo performance monitoring coordinated by the AAU 
Matron.  

• Senior Management and Patient Safety, Governance and Risk Team support 
with the risk assessment and risk management process which has enabled 
the Diabetes team to highlight the importance of the provision of basic hypo 
care throughout the Trust.  

 
Plans for the future: 

• The Diabetes team plan to continue their training of clinical staff throughout 
the Trust. A fourth cohort of Diabetes Ward Champions was recruited and 
trained up during September 2021 and the team will also organise further 
update training days for current Diabetes Ward Champions. Furthermore, a 
hypo awareness banner, designed by a Diabetes Ward Champion following a 
previous update training day, will be printed and displayed around the Trust. 

• The Diabetes team are in the process of recruiting an inpatient Health Care 
Assistant with funding secured through the South West London Clinical 
Commissioning Group to support further training and inpatient care. 

• The team also run a Hypo Awareness Week each September. During this 
week, the team conduct various training sessions, and also, assemble a 
display outside of the restaurant with hypo-related information and freebies.  

 

Clinical audit providing assurance 

Excellent care given to patients requiring emergency bowel surgery, and 
actions planned to improve further 
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An emergency laparotomy is a surgical operation for patients often presenting with 
severe abdominal pain, to find the cause of the problem and treat it under general 
anaesthesia. Emergency surgery can be carried out to clear a bowel obstruction, 
close a bowel perforation (which can cause peritonitis), stop bleeding in the 
abdomen, or to treat complications of previous surgery. These conditions can be life-
threatening.  
 
The National Emergency Laparotomy Audit (NELA) was started in 2013 because 
studies showed this is one of the riskiest types of emergency operation and lives 
could be saved and quality of life for survivors enhanced by measuring and 
improving the care delivered.  
 
Latest performance: 

• Case ascertainment has improved from 85% to 100%. 

• Excellent performance continues to be demonstrated against the best practice 
standards assessed by the national audit.  

• The Trust is amongst the best performing 25% of hospitals nationally for the 
following best practice standards: 

− Arrivals in theatre appropriate to urgency. 
− Consultant Anaesthetist and Consultant Surgeon both in theatre when 

the patient’s risk of death ≥5%. 
− Post-operative ICU admission when the patient’s risk of death ≥5% as 

well as when risk of death ≥10%. 
− Unplanned admissions to Critical Care. 

• The Trust is achieving better outcomes (risk adjusted mortality) compared to 
other Trusts nationally – 8.3% compared to a national average of 9.3%. 

• In addition, unplanned admissions to ICU have decreased from 7% to 3% and 
is just below the national average of 5%; whilst the post-operative length of 
stay has reduced from 18 to 16 days and is in line with the national average.  
 

What made this happen:  

• Regularly attaining the best practice tariff by consistently providing care in line 
with best practice recommendations. 

• Implementing a NELA pathway that aligns with best practice. 

• Adding a question about NELA to the Theatre WHO Surgical Safety Checklist 
both before and after the operation to remind teams to record the NELA data. 

• Improving the quality of the consent process. Surgical teams discuss the 
NELA mortality and morbidity scores thoroughly with patients pre-operatively 
and record this on the consent form for surgery. There have been patients 
who have had a high mortality score pre-operatively, and the decision has 
been made to operate as per the patient’s wishes. This has happened where 
the patient has been deemed to have full capacity to make such a decision 
and an in-depth discussion has taken place with the surgical team. 

• Undertaking a robust review of all NELA patient deaths at the monthly joint 
ICU, anaesthetics and surgical mortality and morbidity meeting. This enables 
teams to jointly review challenging cases and learn from them. 

• Creating Trust Grade NELA champion roles within Anaesthetics and Surgery, 
who work alongside the Anaesthetic and Surgical Consultant NELA Leads. 
This facilitates continuity in data collection and better data quality. 
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Actions planned to improve further:  

• 37% of patients aged 80 years old or above, or 65 years old and above and 
frail, received a postoperative assessment by Care of the Elderly Specialist, 
due to ongoing staff shortages at the Trust. Whilst above the national average 
of 27% it is identified as a key area for improvement nationally. Some NHS 
Trusts have used the income generated by best practice tariff to fund relevant 
staffing.  

• Establish how the income generated by the best practice tariff can be 
accessed and used to improve the care provided to this patient group.  

• The previous report, published in 2019, demonstrated an increased and 
above national average risk-adjusted mortality rate. Whilst not an outlier, the 
anaesthetic and surgical teams undertook an investigation to understand the 
reason for this and to implement remedial action as required. The review 
highlighted issues with the methodology used by the national audit supplier 
that year i.e., frailty was previously not taken into account, and issues with 
data accuracy.  To improve data accuracy: 

▪ A review of anaesthetic risk scoring (ASA class) will be undertaken, 
and action taken to ensure patients are scored appropriately.  

▪ Anaesthetic Consultants will be reminded to review and validate the 
pre-operative ASA score to ensure accuracy. Patients are often seen 
before surgery by non-consultant, especially during night. 

The surgical and anaesthetic teams will be encouraged to fill in the NELA data as 
soon as possible after surgery, to ensure completeness and accuracy. 

Maternity Service demonstrates continued excellent performance against 
essential Ockenden Report (2020) recommendations 
 
In the summer of 2017, following a letter from bereaved families raising concerns 
where babies and mothers died or potentially suffered significant harm whilst 
receiving maternity care at The Shrewsbury and Telford Hospital NHS Trust, the 
former Secretary of State for Health and Social Care, Jeremy Hunt, instructed NHS 
Improvement to commission a review assessing the quality of investigations relating 
to new-born, infant and maternal harm at The Shrewsbury and Telford Hospital NHS 
Trust. Following a review of 1,862 cases, the Ockenden Report was published in 
December 2020.  
 
The report identified seven key themes and recommendations for immediate action 
and change, both at The Shrewsbury and Telford Hospital NHS Trust and across 
every maternity service in England. Following review of the report, the maternity 
service at Kingston Hospital NHS Foundation Trust undertook a clinical audit to 
assess their compliance with these key recommendations.  
 
An initial clinical audit found 100% compliance with standards. The purpose of the 
re-audit was then to re-review compliance with key recommendations to provide 
assurance of continued excellent performance. The re-audit data below relates to a 
sample of women receiving maternity care at Kingston Hospital NHS Foundation 
Trust between 1st January 2021 and 31st May 2021. 
 
Latest performance: 
For this re-audit of practice, the service achieved 100% compliance against each of 
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the seven key audit criteria, for example: 

• All women with a complex pregnancy were found to have a named consultant 
lead, with early specialist involvement and agreed management plans 
documented.  

• All women were found to have been formally risk assessed at every antenatal 
contact to ensure continued access to care provision by an appropriately 
trained professional and had an ongoing review of the intended place of birth 
based on the developing clinical picture. 

• For all women audited, evidence was found that they had participated equally 
in all decision-making processes and were able to make informed choices 
about their care.  

 
Plans for the future: 
The Ockenden Review, published in December 2020, detailed 7 Immediate and 
Essential recommendations (IEAs), and 12 clinical priorities, that all NHS hospital 
Trusts in England were to meet, with the aim of providing assurance of maternity 
safety. 

On the 2nd of December 2021, the Trust were informed that we had successfully 
achieved all 7  IEAs and 12 clinical priorities.  Kingston maternity unit were one of 
only two hospitals in London who had achieved all the recommendations. The Trust 
maternity services have reviewed and assured the Board on 30th March 2022 of our 
continued compliance with these recommendations.  

The Final Ockenden Report was released on 30th March 2022 and details 15 further 
Immediate and Essential recommendations for implementation across England. 
Kingston maternity unit are in the process of reviewing and implementing these 
recommendations.  In response to the Ockenden review, the regional and national 
maternity leads are visiting every maternity unit in England.  Kingston's visit is 
provisionally booked for 28th June 2022. 

In line with national assurance compliance, we have provided confirmation to South-
west London Local Maternity Systems (SWL LMNS) that the one year on Ockendon 
review, a self-assessment against Morecambe Bay recommendations and a full 
review of maternity staffing has been discussed at the Trust Board.  Once the 
maternity services have worked through an action plan for the latest Ockendon 
recommendations, these will also be shared with the Trust Board, LMNS and the 
Maternity Voices Partnership (MVP).   

 

Participation in Clinical Research  

 

It was clear that 2021 continued to be a challenging year across the entire Trust, as 

we still felt the effects of the pandemic. However, the Research and Innovation (R&I) 

Department has had another fruitful 12 months with the continuation of delivering 

COVID-19 and Urgent Public Health (UPH) research. The previous year all non-

COVID-19 studies were put on hold by the R&I department under NIHR guidance. 

Last year the R&I department focused on restarting those studies that were paused. 

On top of this, the Research team have still managed to open 27 studies this year: 2 
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COVID-related studies, (‘Psychological Impact of COVID-19’ and ‘periCOVID)’. 

Currently, the Research Department supports 20 research-active specialities, to run 

a portfolio of 75 studies (1 commercially sponsored, 3 academic) and have recruited 

a total of 7582 patients to date, of which 1286 patients were recruited in this financial 

year alone. 

 

The success of these studies would not be achievable without the estimated 100 

Kingston staff who dedicate their time to ensuring that we have research studies 

available for our patients. This includes staff working in supporting departments, 

such as Pharmacy and Radiology, alongside the leading specialities that the studies 

are delivered by. It is noted that there is a considerable drop of 50% from last year, 

but somewhat understandable due to the number of staff that have left the Trust and 

overburdened by the clinical pressures that the pandemic brought. However, the 

number of staff who are GCP trained remains at over 90. It is hoped that as clinical 

pressures decrease across the Trust, more staff who have an interest in research 

will be able to undertake their GCP training, to enable them to support future studies.  

We have increased the number of Principal investigators within the Trust from 13 to 

47 at the end of the financial year of which 4 are nurses and 2 are midwives. 

Unfortunately, there were no successful ‘Greenshoots’ applications for the 

mentorship programme but will continue to push this again next year. 

 

The department is particularly proud of the 4 Kingston University students who will 

be working within the Trust to complete their Masters projects. Two students are 

working within the Wolverton Centre with Dr Lewis Haddow and Dr Bavithra Nathan 

on separate projects and the other 2 students will be working on separate projects 

on Diabetes with Claire Neely. 

 

We are closing the financial year with 25 studies in set up, of which 4 are commercial 

and 21 are non-commercial 

 

Use of the Commissioning for Quality and Innovation (CQUIN) Payment 

Framework  

 

A proportion of income for Kingston Hospital NHS Foundation Trust in 2020/21 was 

conditional on meeting quality improvement and innovation goals agreed between 

Kingston Hospital NHS Foundation Trust and any person or body they entered a 

contract, agreement, or arrangement with for the provision of relevant health 

services, through the Commissioning for Quality and Innovation (CQUIN) payment 

framework. The data is shared quarterly with the appropriate CSU’s, CCGs and 

NHSE to monitor progress against the targets. 

 

However, because of COVID-19 the Department of Health announced significant 

contractual/financial changes for the financial year 2020 - 2022. One of these is that 
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Trusts would not be monitored against CQUIN targets and would receive 100% of 

their CQUIN monies (both CCG and NHSE contracts). Therefore, in line with other 

Trusts, CQUIN internal activity and monitoring has been suspended for all of 2020-

22.  

 

The key aim of CQUIN is to support a shift towards a vision where quality is the 

organising principle. The framework therefore helps ensure that quality is always part 

of discussions between commissioners and hospitals everywhere.  

 

Local CQUINs are not applicable for the 2019/20, 2020/21 and 2021/22 contract. 

For the 2022/23 contract all NHS Trusts will receive 100% of their CQUIN monies - 

the CCG commissioned CQUINs are yet to be advised.        

 

CARE QUALITY COMMISSION (CQC) REGISTRATION AND INSPECTIONS  

 

The Care Quality Commission (CQC) is the independent regulator of health and 

social care in England. It regulates care provided by the NHS, local authorities, 

private companies, and voluntary organisations that provide regulated activities 

under the Health and Social Care Act 2008. The CQC registers, and therefore 

licenses, all NHS Trusts. It monitors Trusts to make sure they continue to meet very 

high standards of quality and safety. If services drop below the CQC’s essential 

standards then it can impose fines, issue public warnings, or launch investigations. 

In extreme cases it has the power to close services down. 

 

Kingston Hospital NHS Foundation Trust is required to register with the CQC - every 

hospital must be registered. The Trust’s current registration status is Outstanding.  

This means that we are trying to do everything we should to keep patients safe and 

to provide good care whilst continuing to undertake improvements. The CQC carries 

out regular checks to make sure that hospitals are meeting important government 

standards. There are currently no conditions attached to the registration and there 

has been no enforcement action during the reporting period. 

 

The CQC undertake announced and unannounced compliance visits to assess if the 

service is safe, effective, caring, is responsive to people’s needs and is well-led.  

 

The Trust received a rating of ‘Outstanding’ in August 2018. To help maintain this 

‘Outstanding’ rating, the Trust conducts regular self-assessments against the CQC 

Fundamental Standards using the CQC Key Lines of Enquiry (KLOE) as a 

framework, triangulated with the information and intelligence data reported via the 

CQC Insight Tool, recognised learning from Serious Incidents and corporate action 

plans. 
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Throughout 2021/22 the Trust have engaged in and developed relationship meetings 

with their local CQC inspection teams alongside proactively providing the CQC with 

relevant reports once they have been signed off by the Trust Board e.g., Safe 

Staffing Reports, Patient Experience Committee Annual report, Safeguarding Annual 

report. The Patient Safety and Risk Management Committee undertake a bi-monthly 

review of the CQC Insight Report relating to the Trust performance and 

arrangements were in place for the CQC to undertake staff engagement meetings 

throughout 2021. 

 

The CQC has not taken enforcement action against Kingston Hospital NHS 

Foundation Trust during 2021/22. 

 

The Trust underwent a CQC Inspection of the IR(ME)R services at Kingston Hospital 

NHS Foundation Trust.  

During the inspection, the CQC inspectors spent time in separate discussions with 

the General Manager, the governance lead for radiology, a Medical Physics expert, a 

Consultant Radiologist and Clinical Director, the lead Consultant Cardiologist, as well 

as modality leads from across the radiology service. They also visited the 

department and collected both verbal and written evidence and requested further 

information which was emailed to us shortly afterwards. 

 

The CQC reported that the employer’s procedures provided, comprised those 

explicitly required by the regulations and others judged to be required between the 

radiology service and its medical physics expert advisory service – all cross-

referenced to the regulations themselves.  

 

The radiology department had established a managed service agreement which 

included the replacement of much of its installed base of imaging equipment. The 

CQC were advised that new imaging equipment, including CT scanners and 

interventional equipment, had been purchased, commissioned, and optimised. The 

Trust have not yet initiated a process of patient dose survey or the establishment of 

local diagnostic reference levels (DRLs) for cardiac and interventional equipment. 

National DRLs had been adopted as an interim, pending opportunities to focus on 

establishing locally derived values. 

 

Overall inspectors were of the view that the inspection findings were positive. Of 

particular note they felt that radiology management had fostered a culture of career 

and role development for staff working there including nine reporting radiographers 

providing a reporting service in skeletal, chest x-ray, DXA and nuclear medicine, 

there were noted clear governance links for communication of radiation protection 

messages via health and safety committees to the Trust board; and a clear audit 

cycle and process to ensure that arrangements which had been established worked 

according to expectation. It was noted that this approach had been successful in 
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ensuring that the 6-point patient ID procedure had been well integrated into the work 

of all radiographers the CQC spoke with. The CQC saw how additional workstations 

had been provided in x-ray rooms to allow radiographers conveniently to make their 

own enquiries concerning previous imaging for the patients they were examining.  

 

Also of note were the arrangements put in place to ensure that non-medical referrers 

(NMR) received training and support for their roles. This ensured they were clear 

about which patient cohorts they were entitled to refer to radiology for clinical opinion 

with an appropriate and agreed request. Arrangements had been agreed between 

radiology and the referring department, NMR names and scope of their referral 

available for checking by the radiographer. This procedure had been subjected to 

clinical audit. 

 

Inspectors noted that while local DRLs had been established and adopted for CT 

and general x-ray, surveys of patient dose levels had not been carried out 

systematically in fluoroscopy and cardiology. The CQC were advised this was 

because of overriding COVID priorities and that the numbers of examinations had 

reduced during the pandemic. The CQC proposed to radiology management that 

work on patient dose surveys and implementation of local DRLs should be made a 

priority in those areas. 

 

The CQC identified the following areas of improvement where a breach has been 

found which did not justify regulatory action. To prevent the Trust failing to comply 

with legal requirements in future, or to improve the quality of services, the Trust 

completed an action plan to address the regulatory actions required. 

 

The Trust received two Should Do” actions. 

Regulation  Action required  
6(1)a Employers Duties  The employer must ensure that all 

employer’s procedures in relation to 
Schedule 2 of the regulations are 
appropriate and reflective of practice  
 

6(5)c Employers Duties  The employer should ensure that it 
reviews and makes available local 
diagnostic reference levels as required. 

 

An action plan was undertaken, and the actions have been completed and closed by 

the CQC. 

 

Kingston Hospital NHS Foundation Trust also underwent a Dental Direct Monitoring 

Activity (DMA) assessment in February 2022, we are awaiting the report findings. 
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Kingston Hospital NHS Foundation Trust are one of eight acute Trusts that have 

been asked to participate in a new CQC initiative identified as an Independent Voice 

Product: Report on Acute Care for People with a Learning Disability and Autistic 

People. The CQC will take a sampling approach and will use “appreciative enquiry” 

for this to highlight where good practice makes a positive difference to patient 

experience.  
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Data Quality - NHS Number and General Medical Practice Code Validity 

 

Kingston Hospital NHS Foundation Trust submitted records to the Secondary Uses 

Service (SUS) throughout 2021/221. This data is included in nationally published 

Hospital Episode Statistics (HES) data which are included in the latest published 

data. The Trust’s Information Governance Group ensures performance meets and/or 

exceeds national performance.  

 

Kingston Hospital NHS Foundation Trust was not subject to the Payment by Results 

clinical coding audit by the Audit Commission during the reporting period. There 

were no external audits completed in this area for the reporting period 2021/2022. 

 

The percentage of records in the published data which included the patient’s valid 

NHS number and General Medical Practice Code was: 

 

Quality – NHS Number and General Medical Practice Code Validity 

Updated data will be published in the final report 
Data source provided by: NHS Digital SUS+ Dashboards – as published online 12 April 2022. 

Apr 21 – Feb 22 

Apr 21– Mar 22 (ECDS) 
Inpatients Delivery Births 

AE 

(ECDS) 
Outpatients 

Valid NHS no 64098 4512 4813 120,456 564813 

Invalid NHS no 0 0 0 0 0 

Missing NHS no 240 2 0 1263 1608 

TOTAL 90109 4514 4813 121,719 816840 

% Valid Trust 99.7% 100% 100% 99.0% 99.8% 

% Valid National 99.7% 99.8% 99.8% 96.0% 99.8% 

 

Data source provided by: NHS Digital SUS+ Dashboards – as published online 12 April 2022. 

Apr 21 – Dec 2021 

Apr 21– Mar 22 (ECDS) 
Inpatients Delivery Births 

AE 

(ECDS) 
Outpatients 

Valid GP Practice 90109 4514 48 12171 816791 

Invalid GP Practice 0 0 9 0 49 

Provider Missing 

\Site Missing (ECDS) 
0 0 0 2 0 

TOTAL 90109 4057 4813 12173 816840 

% Present Trust 100% 99.9% 99.8% 100% 99.7% 
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% Present National 99.7% 99.7% 97.5% 98.6% 99.6% 

 

Data Security and Protection Toolkit V2 (Previously Information Governance 

Toolkit Attainment Levels) 

 

Kingston Hospital NHS Foundation Trust works towards compliance with Department 

of Health and Social Care data security and information governance requirements 

through the Data Security and Protection (DSP) Toolkit. The 2020/21 DSP Toolkit, 

Version 3, was updated and included 111 mandatory Assertions, evidence items, for 

NHS Trusts. Additional requirements cover areas such as Cyber Essentials, 

Minimum Cyber Security Standards (MCSS) and key Network Information Systems 

(NIS)/Cyber Assessment Framework (CAF) requirements. 

Due to COVID, NHS Digital took the decision that Toolkits would now be 

published/submitted in June rather than March.  The Trust submitted the V3 Toolkit 

in June 2021 with the result Standards NOT Met (plan approved).  The Toolkit has 

since revised its naming convention and the Trust is now listed as Approaching 

Standards.   

As with the previous years we continue to have issues in meeting the 95%+ of staff 

undertaking mandatory Data Security and Protection Training.  In addition, several of 

the new requirements for IM&T will require further work to achieve the Assertions.  

The Trust submitted an update to our progress with our plans in September 21.  Due 

to the heightened COVID situation in December 21 a further update was not 

required.  Our Toolkit status has resulted in a downgrading of our EPRR status. 

V4 of the Toolkit was launched in Autumn 21 and will be Base lined at the end of 

February 2022 with publication/submission on 30th June 2022. 

Clinical Coding    

 

Clinical coding is the translation of medical terminology written by clinicians and 

health care professionals on patient conditions, complaints, or reason for seeking 

medical attention, into a nationally and internationally recognised coded format. 

Simply put, Clinical coding is the process whereby information from the hospital case 

notes/ Electronic patient Record (EPR) for each patient is expressed as codes. This 

includes the operation/treatment, diagnoses, complications, and comorbidities. 

These codes are processed to result in one of several possible healthcare resource 

group codes (HRGs). Each HRG has a specific payment tariff, used to reimburse 

hospitals for the services rendered. Procedures are coded using the latest version of 

the Office of Population, Censuses and Surveys Classification of Surgical Operations 

and Procedures book (OPCS 4.9). 
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Diagnoses are coded using the latest version of the World Health Organisation’s 

International Statistical Classification of Diseases and Related Health Problems book 

(ICD-10) Fifth Edition 2016.  

During the process of coding all clinical coders follow national standards, rules, and 

conventions, to achieve accurate, reliable, and comparable data across time and 

sources. 

As part of the Internal Clinical Coding Audit Program, and to comply with the Data 

Security and Information Toolkit, an audit was undertaken by an NHS Digital 

Accredited Clinical Coding Auditor during 2021/22. The source information for this 

audit was electronic patient record (EPR) and where applicable the full case notes. 

The audit sample comprised of 200 Consultant Episodes of mixed surgical 

specialties. This audit was a follow up of the last year’s audit, including the same 

specialties audited in 2020-21. 

Audit Objectives: 

• To establish accuracy and depth of coding  

• To confirm that errors from the last audit were addressed 

• To establish availability and quality of clinical information provided for clinical 

coding 

• To give assurances to the Trust Board, commissioners, and clinical services 

in the quality of clinical coded data, which should fully reflect quality of patient 

care. 

The accuracy rates reported for that period for clinical coding diagnoses and 

procedures were: 

 Kingston Hospital NHS Foundation 

Trust 2021/22 
 

Total number of episodes examined:  

200 

Breast Surgery, Gynaecology, 

Urology, 

Colorectal and Plastic Surgery  

Primary Diagnoses Correct  95.50% 

Secondary Diagnoses Correct  95.70% 

Primary Procedures Correct  95.94% 

Secondary Procedures Correct  92.97% 
It is important to note that the results should not be extrapolated further than the actual sample audited. 
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This Clinical Coding Audit established a very high standard of clinical coding and 

level of accuracy, achieving Standards Exceeds Level of Attainment of the Data 

Security and Information Toolkit (table below). 

  Level of Attainment 

 Standards Met Standards Exceeded 

Primary Diagnoses Correct  ≥=90% ≥=95% 

Secondary Diagnoses Correct  ≥=80% ≥=90% 

Primary Procedures Correct  ≥=90% ≥=95% 

Secondary Procedures Correct  ≥=80% ≥=90% 

 

Data Quality  

 

The Trust undertook a diagnostic review of the Information Services in 2021 that 

highlighted areas for improvement in the service and a number of recommendations 

were made. The Trust has been using this report as the basis for informing its 

strategy for the service going forward. One of the shortcomings that were identified 

were around data quality issues and concerns such as identifications, root cause 

analysis and mitigation. 

 

The Trust has since developed a data quality improvement model with the necessary 

governance and groups to operationalise the data quality agenda. A data quality 

improvement program has been developed and is on the way to tackling a series of 

high priority areas. 

  

Mortality and Learning from Deaths  

 

As a Trust we have a history of reviewing deaths and investigating any concerns and 

this year we have continued to undertake the National Mortality Review process in 

line with national guidance in 2017/18 which has added greater rigor to our system.  

 

During the financial year 2021/22, 832 of Kingston Hospital NHS Foundation Trust 

patients died, of these patients. This comprised the following number of deaths 

which occurred in each quarter of that reporting period. 

 

27.1 During 01/04/2021 – 31/03/2022 832 of 
Kingston Hospital Foundation Trusts 
patients died. 

 

Total Number of Deaths 
(01/04/2021 – 31/03/2022) 

832 
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Total Number of Deaths in Quarter 1  
(01/04/2021 - 30/06/2021) 

164 

Total Number of Deaths in Quarter 2  
(01/07/2021 - 30/09/2021) 

185 

Total Number of Deaths in Quarter 3  
(01/10/2021 - 31/12/2021) 

252 

Total Number of Deaths in Quarter 4  
(01/01/2022 – 31/03/2022) 

231 

 

Kingston Hospital NHS Foundation Trust has established a well embedded mortality 

review and learning from death, in line with recommended national guidance. As a 

Trust we have a mortality surveillance group which meets monthly and oversees the 

Trust policy and practice of ensuring that lessons are learnt from the care of patients 

who have died at the trust. This meeting is chaired by the Learning from Death Lead 

who is a Senior Consultant. 

 

Kingston Hospital NHS Foundation Trust has service line morbidity and mortality 

(M&M) meetings which allow local scrutiny and shared learning from the review of 

the care of patients who have died and could allow further referral for a second stage 

structured judgement review. This local M&M reviews the care of patients at service 

level with the clinicians involved. The breakdown of figures relating to cases that 

were reviewed in quarters 1, 2, and 3 are set out further down in this document. 

 

The SJR tool is a well-established nationally agreed format for review of care of 

deceased patients to allow learning and to objectively score the quality of care to 

enable reporting and to ensure lessons learnt from care. 

 

Clinicians undertaking SJR’s range from consultants to advanced nurses (such as 

matrons and palliative care nurse specialists), who have been trained at the Trust 

and they support the delivery of the SJR program.  

 

The Trust supports the Learning Disabilities Mortality Review (LeDeR) program in 

carrying out SJRs for patients with learning disability who have died, to ensure that 

care was of the quality expected, and we feed these into the national LeDeR team. 

 

Going forward, our focus for the next year is on: 

• Further sharing the learning identified from patient deaths. 

• Embedding the ME system to ensure early and independent scrutiny of the 

care of all patients who have died  

 

During this financial year we allocated 92 SJR’s and completed 63. The reviewers 

noted adequate to excellent care in 78% in of cases, however 22% of cases were 

found to have poor care. In the latter cases, a second stage SJR would have been 

allocated for review. 
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The reason for review from completed SJRs include the following: 

Reason 
for review 

Complaint Coroner 
referral 

Medical 
Examiner 
Scrutiny 

Next of 
Kin 
Concern 

Service 
line 
concern 

LeDeR 

Number 5 31 5 5 7 6 

 

Where problems were identified in review: 

• Communication between teams or relatives, e.g. difficulties with restricted 

visiting, delay in discussing palliative care input, limited discussions with the 

next of kin. 

• Documentation e.g., failure to complete the falls risk assessment, although all 

actions in place, incomplete fluid balance charts, no documentation of resus 

status, missed opportunities to complete a treatment escalation plan. 

• Delays in referral. 

• Delays in follow up of a changing clinical condition. 

 

Where good practice was identified in review: 

• Good multi-disciplinary team approach. 

• Good balance between need for active management and avoidance of 

excessively invasive tests. 

• Daily consultant review. 

• Good communication with patient and families throughout their loved ones’ 

care. 

• Care delivered and documented within Trust and National guidelines. 

• Appropriate and timely escalation and intervention. 

• Recognition, communication, and escalation that the patient was dying. 

• Timely involvement of the palliative care team. 

• Appropriate timely prescription and administration of relevant medications. 

 

We undertake a comprehensive and robust multidisciplinary review of all perinatal 

deaths from 22+0 weeks gestation until 28 days after birth (excluding terminations of 

pregnancy), using the national Perinatal Mortality Review Tool. Parental input is 

sought, and the review also has an external panel member and leads to a written 

report which can be shared with the maternity teams and lead to organisational 

learning and service improvements. In 21/22 we have undertaken 21 PMRT reviews 

to date and our current perinatal mortality rate is 3.38, compared to the national 

average of 4.96 per 1000 total births. 

 

By 1st April 2022, 92 case record reviews using the SJR methodology had been 

requested with 63 investigations completed in relation to 832 of the deaths included 

in 27.1. In some cases, a death was subjected to both a case record review and an 

investigation.       



 
Quality Account 2021-2022 
Version draft v0.1                   Page 47 of 151 

27.2 By 31/03/2022 92 case record 
reviews and 7 investigations have been 
carried out in relation to 832 of the deaths 
included in 27.1 

SI 
Reviews 

ME 
Scrutiny 

SJR 
Reviews 

requested 

Total Number 
of Reviews in 

% 

Total Number of Deaths Reviewed 
(01/04/2021 –31/03/2022) 

7 384 
(46%) 

92 483 (58%) 

Total Number of Deaths in Quarter 1 (164) 
(01/04/2021 - 30/06/2021) 

1 43 (26%) 25 (15%) 69 (42%) 

Total Number of Deaths in Quarter 2 (185) 
(01/07/2021 - 30/09/2021) 

0 58 (31%) 19 (10%) 77 (42%) 

Total Number of Deaths in Quarter 3 (252) 
(01/10/2021 - 31/12/2021) 

3 150 
(59%) 

19 (7.5%) 172 (68%) 

Total Number of Deaths in Quarter 4 (231) 
(01/01/2022 – 31/03/2022) 

3 133 
(57.5%) 

29 
(21.8%) 

165 (71%) 

    
    

27.3 SI Review method was used  
to assess these cases.  

Total Number of Patient Deaths Reviewed  
(More likely than not to have been due to 
problems in the care provided)   
(01/04/2021 – 31/03/2022) 

7 

Total Number of Deaths reviewed in 
Quarter 1  
(01/04/2021 - 30/06/2021) 

1 

Total Number of Deaths reviewed in 
Quarter 2  
(01/07/2021 - 30/09/2021) 

0 

Total Number of Deaths reviewed in 
Quarter 3  
(01/10/2021 - 31/12/2021) 

3 

Total Number of Deaths reviewed in 
Quarter 4  
(01/01/2022 – 31/03/2022) 

3 

      
27.4  

A summary of what the provider has learnt from case record reviews and investigations 
conducted in relation to the deaths identified in item 27.3 

Of the 12 Serious Incidents completed in 2021/22, 7 cases were declared following an 
inpatient death; One inpatient fall, three delayed treatment/diagnosis, three cases of 
hospital acquired COVID. In all 3 COVID investigations, no care or service delivery 
problems were identified that could have prevented the outcome.  

 
In Maternity, one SI was declared following an intrauterine death, and one SI was 
declared following a neonatal death at 5 hours post-delivery (ruptured vasa praevia). 
Whilst no care or service delivery problems were identified that could have prevented the 
outcomes, the cases have been shared across the department for learning.   
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27.5 

A description of the actions which the provider has taken in the reporting period, and 
proposes to take following the reporting period, in consequence of what the provider has 
learnt during the reporting period (see item 27.4) 

➢ To share identified learning with staff and families 
➢ SJR learning shared with the coroner at inquest 
➢ Completed reviews shared with other relevant committees 

 
Hospital Acquired COVID 
Since August 2021, the Trust has declared SIs for cases of Hospital-Onset Probable and 
Definite Healthcare Associated COVID-19 infections, where COVID is listed within part 
one of the patient’s death certificate. This is in response to a paper published by NHS 
England and Improvement. Investigations have provided the opportunity to acknowledge 
the risk factors associated with hospital acquired COVID infection such as: 
 

• Patient Factors (clinical condition & comorbidities)  

• Environmental factors; Ventilation, availability of side rooms, bay based nursing, 
increased footfall by visitors, multiple bed moves.  

 
The SI’s support the need of procuring air purifiers for wards to improve air quality in 
bays, for which a business case is underway. The Trust also maintains robust auditing of 
staff Infection Prevention and Control practice and Estate cleanliness; staff are 
encouraged to carry out lateral flow tests twice weekly; and COVID Screening of patients 
on admission and at intervals thereafter.   
 

27.6  

An assessment of the impact of the actions described in item 27.5 which were taken by 
the provider during the reporting period. 

In 2022/23, the Trust will continue to: 

• Complete Post Infection Reviews (PIR) for all patients who acquire COVID in 
hospital (8+ days into the admission), regardless of outcome.  

• Continue to declare serious incidents for inpatient deaths where COVID is listed in 
part 1 of the death certificate.   

• Conduct three monthly review of PIRs for inpatient deaths where COVID is listed 
in part 2 of the death certificate, to identify any themes.   

     
27.7 SI Reviews 

Total Number of Investigations into patient 
deaths completed after 1st April 2021 which 
relate to deaths which took place before the 
start of the reporting period (01/04/2021– 
31/03/2022) 

0 

Quarter 1 (01/04/2021 - 30/06/2021) 0 

Quarter 2 (01/07/2021- 30/09/2021) 0 

Quarter 3 (01/10/2021 - 31/12/2021) 0 

Quarter 4 (01/01/2022 - 31/03/2022) 0 

 
     

https://www.gov.uk/government/publications/covid-19-epidemiological-definitions-of-outbreaks-and-clusters/covid-19-epidemiological-definitions-of-outbreaks-and-clusters-in-particular-settings
https://www.gov.uk/government/publications/covid-19-epidemiological-definitions-of-outbreaks-and-clusters/covid-19-epidemiological-definitions-of-outbreaks-and-clusters-in-particular-settings
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27.8     
Total Number of Deaths that were Avoidable   
(More likely than not have been due to 
problems in the care provided) (01/04/2021 - 
31/03/2022) 

 

Quarter 1 (01/04/2021 - 30/06/2021) 1 

Quarter 2 (01/07/2021 - 30/09/2021) 0 

Quarter 3 (01/10/2021 - 31/12/2021) 3 

Quarter 4 (01/01/2022 - 31/03/2022) 3 

     

27.9     
Total Number of Deaths that were Avoidable   
(More likely than not have been due to 
problems in the care provided) (01/04/2020 – 
31/03/2022 completed during this reporting period) 

 

Quarter 1  
(01/04/2020 - 30/06/2020) + (01/04/2021 – 
30/06/2021) 

3 

Quarter 2  
(01/07/2020 - 30/09/2020)  + (01/07/2021 – 
30/09/2021) 

1 

Quarter 3  
 (01/10/2020 - 31/12/2020) + (01/10/2021 – 
31/12/2021) 

3 

Quarter 4 
(01/01/2021 -  25/03/2021) + (01/01/2022 – 
31/03/2022) 3 

 

The Trust has continued to move towards the nationally mandated system of medical 

examiners (MEs). These are 4 senior clinicians with 2 vacancies awaiting 

recruitment, supported by two full-time medical examiner officers’ (MEO), who 

provide independent scrutiny of care of patients who have died at the Trust. The 

benefits of this system include independent scrutiny of care of patients who have 

died in the Trust, close liaison with next of kin or bereaved to provide feedback on 

the cause of death and allows requests for comments and to raise any concerns. 

The outcome of the ME review feeds into the Trust governance systems if concerns 

are raised, through a second stage review of care using the established structured 

judgement review (SJR) tool or need for an in-depth investigation. All in-patient 

deaths are screened by a medical examiners officer. 

 

In the 2021/22 year, 97.8% of the patient safety incidents reported at Kingston 

Hospital NHS Foundation Trust were rated as ‘no harm’, ‘low harm’ and ‘near 

miss’. National comparative data is not available yet for this time, however the 

national average proportion of No Harm and Low Harm incidents for acute / general 

hospitals between March 2021 and September 2021 was 98%.  
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As well as undertaking investigations into incidents within the Trust, Kingston 

Hospital NHS Foundation Trust works collaboratively with external organisations 

including the Health Safety Investigation Branch. HSIB is an organisation that 

undertakes independent investigations across the NHS in England with the aim of 

driving improvements at a national level. They investigate maternity cases which 

meet the Each Baby Counts criteria; women who have been in labour over 37 weeks 

of pregnancy and have had intrapartum stillbirths; early neonatal deaths or severe 

brain injury diagnosed in the first 7 days of life; when the baby was diagnosed with 

grade 3 hypoxic ischaemic encephalopathy (HIE) or was therapeutically cooled or 

had decreased central tone and was comatose and had seizures of any kind. They 

also investigate direct or indirect maternal deaths during labour or within 42 days of 

the end of the pregnancy. Since August 2021 all cases that meet the criteria of a 

HSIB investigation, have also been declared as a serious incident investigation, 

following recommendation by NHS England. In the current financial year, we have 

had 5 neonatal and 3 maternal serious incident investigations, of these 4 have also 

been investigated by HSIB Investigations. We have had a further one maternal HSIB 

investigation which at the time was not included in the serious incidents and was 

investigated internally. 

 
 

Patient Safety Incidents 

All incidents including for example accidents, near miss incidents, complaints, 

property and asset damage, equipment failure, verbal and physical abuse and 

dangerous occurrences should be reported as soon as possible after their 

occurrence. This a legal requirement in some cases (Reporting of Injuries, Diseases 

and Dangerous Occurrences Regulations 2013 and 1995), but information to 

determine the causes and contributing factors must be gathered as soon as is 

practicable after the event in order to prevent a recurrence. 

The Trust uses a single data capture and management system to record all 

complaints, claims and incidents. This enables consistency in managing the data 

and ensures the incident is graded. A system administrator oversees all data quality 

and data extraction issues 
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Key Highlights for 2021-2022 

The Trust undertook a patient safety week during September 2021 in conjunction 

with world patient safety day. The World Health Organisation (WHO), World Patient 

Safety Day, observed annually on 17th September, aims to raise global awareness 

about patient safety and calls for solidarity and united action by all countries and 

international partners to reduce patient harm and to unite for safe care – patients, 

advocates, families, health care providers - working to ensure patient and staff 

safety.  

 
 

The WHO theme for 2021 was ‘Safe Maternal and New-born Care’: ‘Act now for safe 

and respectful childbirth’ 

 

The global campaign objectives were set as: 

1. Raising global awareness on the issues of maternal and new-born safety, 

particularly during childbirth. 

2. Engaging multiple stakeholders and adopting effective and innovative 

strategies to improve maternal and new-born safety. 

3. Calling for urgent and sustainable actions by all stakeholders to scale up 

efforts, reach the unreached and ensure safe maternal and new-born care, 

particularly during childbirth. 

4. Advocating the adoption of best practices at the point of care to prevent 

avoidable risks and harm to all women and new-borns during childbirth. 

 

At the Trust the Maternity department planned sessions to discuss: 

• Planning care outside of recommendations 

• Set up a ‘Safer Sleeping’ Stand within the Maternity Antenatal Clinic 

• Shared the lessons of the day, these included lessons on: 

o Documentation 

o Communication 

 

The Trust has fully implemented Datix as a 
Risk, Incident and Complaints management 

system. 
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o Supporting our Staff 

• Re-shared findings from investigations 

The Trust have commenced implementation of the National Patient Safety Strategy. 

This includes the introduction of a Trust Wide Patient Safety Specialist, the specialist 

will lead on patient safety for the organisation, will support the development of a 

patient safety culture and safety systems and will work collaboratively with 

community partners and nationally to achieve the national short- and medium-term 

priorities. 

The strategy also mandates that NHS Healthcare Organisations recruit Patient 

Safety Partners to attend and contribute to Trust Governance Committees. The Trust 

is in the process of recruiting their Patient Safety Partners. 

2021-2022 Number of Patients Safety Incidents 

Total number of patient safety incidents 

recorded for the period 01/04/2021 to 

31/03/2022 

7789 

Number and Severity of incidents by the 

degree of harm at 31/03/2022 

257 (3%) - Near Miss 

5818 (75%) - No Harm 

1547 (20%) - Low Harm 

129 (1.6%) - Moderate Harm 

22 (0.2%) - Severe Harm 

16 (0.2%) - Death 

 

We assess the scale and severity of the actual or potential harm of all incidents. This 

includes ‘near miss’ and ‘low harm’ incidents, ensuring they are reviewed with the 

same level of scrutiny. We consider the physical and emotional effects on patients 

and families as well as the impact on services, such as public confidence in the 

healthcare system and whether the incident has impacted the Trust’s ability to 

deliver safe and reliable care. We review all incidents for system wide learning 

associated with safety, acknowledging that some events that occur within very 

different hospital environments may share underlying care and service delivery 

issues or contributory factors. We use investigations as an opportunity to learn and 

improve systems and processes to reduce risks and improve safety, using a criterion 

for undertaking investigations. 

 

NHS England publish official statistics on incidents reported to the National 

Reporting and Learning System, these official statistics are published every six 

months. The National patient safety incident reports set out the number of patient 

safety incidents reported and describes national patterns and trends. The Trust is in 

line with National reporting. 
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Criteria for Investigations: 

(HSIB 

Annual Review 2019/20) 

 

During 2021/2022 the Trust have made 123 Safety Recommendations through 20 

completed serious incident investigations throughout the organisation and fully 

completed 85 of these with the remaining 38 in progress and on track. This is an 

increase across the region and has been echoed nationally throughout the NHS. 

 

 

 

 

 

Duty of Candour  

The CQC guidance was updated in 2021. The 

Duty of Candour is a general duty to be open 

and transparent with people receiving care. The 

Trust remain 100% compliant. 

                

Serious Incidents and Root Cause 

Analysis 

The NHS has systems to support the 

reporting of safety incidents and from these 

reports it learns how to make healthcare 

safer.  Identifying incidents, recognising the 

needs of those affected, examining what 

happened to understand the causes and 

responding with action to mitigate risks 

remain essential to improving the safety of 

healthcare. 
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This demonstrates our commitment to improving the safety of patients across the 

organisation. 

 

During 2021/2022 we have: 

 

• Formalised a process for ensuring that staff involved in Serious Incidents are 
supported and appropriately signposted towards services they can access for 
this.  

• Identified areas to complete thematic review of learning outcomes from 
investigations. This has been completed for Surgery and REU (Jan 2022). 

• Re-started face to face training (in compliance with Trust guidance) for staff 
responsible for completing incident investigations, in line with a root cause 
analysis methodology.   

Reinforcing the timing of the ‘Stop Before You Block’ through the Regional Fellows 
Training Program; Cascade the learning from this incident through to the Regional 
Fellows and Undertake a training session on Stop Before You Block for the Regional 
Fellows with focus on contributory factors.    
 
To implement the actions outlined by the NPSA alert “Eliminating the risk of 
inadvertent connection to medical air via a flowmeter” (June 2021) and declare our 
compliance by November 2021. Any gaps in compliance will be reflected in the Trust 
risk assessment and reviewed at agreed intervals of time. Actions include the removal 
of air flowmeter use in the delivery of humidified air, to procure sufficient powered 
nebuliser devices for use across the organization, and to ensure that any niche uses of 
air flowmeters is controlled or replaced with suitable alternatives 
 
Intrapartum Fetal Monitoring guideline to be amended with regards to clarity for the 
escalation of ‘ST’ events. The recommendation includes sharing the updated guideline 
with all staff and add to mandatory fetal monitoring training, including importance of 
use of SBAR communication. 
 
Streamlining the methods for dictating a patient letter by reducing manual processes 
that increase risk of human error. This includes complete risk assessment for the risk 
of dictating an incorrect letter for a patient and the consequence thereof and working 
with the Chief Clinical Information Officer to explore alternatives for out-reach clinics 
which do not have Bighand and use Digital Dictaphone. 
 
Work with key stakeholders to explore implementation of split sub-speciality level 
request lists in REU and cleanse the existing lists. This is intended to reduce the time 
burden associated with the system loading one large list and eliminate system 
workarounds. 
 

Some examples of the range of Safety Recommendations made throughout the year 
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• Extended our commitment to Duty of Candour through implementation of 
updated guidance, including written Duty of Candour for patients involved in 
an incident that does not meet the threshold for formal investigation.  

• Launched the new Datix incident reporting module 

• Continued work on the National Patient Safety Investigation Response Plans 

in preparation for the introduction of the new National Patient Safety 

Investigation Response Framework. 

• Commenced recruitment for Patient Safety Partners 

 

Looking ahead, throughout 2022/2023 we will: 

 

• Implement the NHSE/I Patient Safety Strategy 

• Commence mandatory NHSE/I Patient Safety Training 

• Employ patient safety partners to sit on Governance and Quality Committees 

• Implement the new National Patient Safety Investigation Framework when this 

is introduced 

• Undertake the challenges put forward by the National Patient Safety 

Investigation Response Plan (PSIRP) and alter our approach to investigating 

multiple incidents related to particular ‘focus areas’   

• Continue to monitor and identify incident themes to highlight areas of further 

review or thematic analysis 

• Further improve our engagement of patients and families in investigations 

• Continue to explore innovative ways of sharing issues identified within 

investigations 

• Continue to support patients, families and staff involved in serious incidents. 

• Work collaboratively with stakeholders and within the ICS 

• Implement the national Patient Safety Training Syllabus 

• Host regular training sessions for staff to ensure that staff undertaking 
investigations have appropriate knowledge and education and provide wider 
learning from incidents throughout the organisation  

• Develop a formal support network for staff involved in serious incidents 
 

This will enable us to have a greater triangulation and understanding of the patient 

safety incidents over a 12-month period and allow us to build on new learning from 

past incidents and investigations at all levels. 

 

Freedom to Speak Up Guardian 

 

The Freedom to Speak Up (FTSU) Guardian, is a role designed to encourage staff to 

feel safe and supported to raise concerns in a ‘business as usual’ fashion within the 

NHS. This is now mandated, and each Trust within the UK must have an identifiable 

FTSU Guardian, this being one of the key recommendations from the Francis Report 

in 2015. This enables a safe and transparent culture to be fostered, improving the 
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working environment for staff, and subsequently the patient experience. A Trust 

policy is in place, and is reviewed regularly, to protect all staff who raise a concern 

under the ‘Raising Concerns’ policy.  

 

Plans for future progression for the role at the Trust includes, but is not limited to, 

introducing Freedom to Speak Up Champions across the Trust, linking in with 

Equality and Diversity leads to ensure BAME staff are fully supported to raise 

concerns and to expand the training available for staff to ensure maximum 

understanding of the scope of Freedom to Speak Up.  

 

Freedom To Speak Up contacts 2020/21  

 Total cases 

raised with 

FTSUG 

Cases relating 

to patient safety 

Cases relating to 

bullying & 

harassment 

Other cases 

Totals 163 34 (21%) 110 (67%) 19 (12%) 

 
National Data from NHS Digital 

 

The Tables below represent Kingston Hospital NHS Foundation Trust’s performance 

across a range of indicators, as published on the NHS Digital website 

(http://content.digital.nhs.uk/qualityaccounts). Many of these are reported monthly at 

the public board meetings as part of the Quality Account.   

Indicator Trust Nation

al  

Min Max Comment 

Summary Hospital-Level 

Mortality Indicator 

(SHMI)  

Sep 2019 – Aug 2020 

0.7576 
(Band 3) 

1 0.6946 1.1816 

Lower is better 

  

We are below the 
national average 

Summary Hospital-Level 

Mortality Indicator 

(SHMI)  

Sep 2020 – Aug 2021 

0.7931 
(Band 3) 

1 0.7161 1.1848 

Lower is better 

  

We are below the 
national average 

Latest Data Published  13th January 2022 

  

The Trust is in ‘SHMI Banding 3’ for both years benchmarking shown above.  This 

means the Trust is “lower than expected” against the national average, where being 

lower than average is considered good. 

 

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons – high level of clinical coding accuracy. 

 

http://content.digital.nhs.uk/qualityaccounts
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Kingston Hospital NHS Foundation Trust has taken the following action to improve 

the quality of its services – Continued to run a 7-day palliative care services 

reflective of case-mix and population and implementing the Medical Examiners 

system. 

 

 Indicator Trust National Min Max Comment 

Percentage of deaths 

with palliative care 

coded   

Sep 2019 – Aug 2020 

46% 36.6% 9% 61% 
We are above the 
national average 

Percentage of deaths 

with palliative care 

coded   

Sep 2020 – Aug 2021 

39% 39% 12% 64% 
We are the same as 
the national 
average 

Latest Data Published 13th January 2022  
There has been a change in the way this data is collected and 
reported nationally hence the difference in results over the 3 
years. 

 

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - high level of clinical coding accuracy. 

 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this percentage and so the quality of its services provision of a palliative care 

specialist team alongside training and guidance for staff and an approved End of Life 

Care Strategy. This was a focus for the 2020-2022 Quality Priorities and an 

improvement has been seen in the National Audit for Care at the end of life 

(NACEL). 

 

Indicator    Trust National  Min Max Comment 

Age <16 readmissions 
within 28 days 
  
2011/12          

9.45% 10.03% 0% 14.94% 

We were below 
the national 
average 

  
Lower number is 
better 

Age <16 readmissions 
within 28 days 
  
2012/13  

 This data is no longer published. 

Latest Data Published December 2013.  Links confirmed to be accurate by NHS Digital 
as of March 2018. This data is no longer collected by NHS 
Digital 
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This data is no longer collected and reported by NHS Digital 

 

Indicator Trust National  Min Max Comment 

Age 16+ readmissions 
within 28 days 
  
2011/12 11.06% 11.45% 0% 22.76% 

We were below the 
national average 
 
Lower number is 

better  

Age 16+ readmissions 
within 28 days 
  
2012/13  

 This data is no longer published. 

Latest Data Published December 2013 (checked March 2018) This data is no longer 
collected by NHS Digital 

  

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - high level of data coding accuracy. 

 

 
  
Indicator 

Trust National  Min Max  Comment 

Trust’s responsiveness 
to personal needs of 
patients 
 
Apr 2019 – Mar 2020 

63.3 67.1 59.5 84.2 

We are below 
national average 
  
Higher number is 
better 

Trust’s 
responsiveness to 
personal needs of 
patients 
 
Jan 2021 – May 2021 
(Break in the time series) 

73.4 74.5 67.3 85.4 

*See below 

Latest Data 
Published 
Hospital stay: 
01/11/2020 to 
30/11/2020; Survey 
collected 01/01/2021 
to 31/05/2021 

March 2022 - As of the 2020-21 survey, changes have been 
made to the wording of the 5 questions, as well as the 
corresponding scoring regime, which underpin the indicator.   
As a result, 2020-21 results are not comparable with those of 
previous years. 

  

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - high level of data accuracy. 

 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this rate, and so the quality of its services – by delivering the Trusts True North 

Strategy and Quality Improvement work. 
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Indicator Trust National 
(Acute Trusts)  

Min 
(Acute 
Trusts) 

Max 
(Acute Trusts) 

Comment 

Staff who would 
recommend Trust 
as a provider to 
friends and family  
Staff Survey 2020 
  

83% 74.3% 49.7% 91.7% 

We are above 
the national 
average.  
Higher number 
is better 

Staff who would 
recommend Trust 
as a provider to 
friends and 
family  
%Staff Survey 
2021  

74.8% 66.9% 43.6% 89.5% 

We are above 
the national 
average.  
Higher 
number is 
better 

Latest Data 
Published 

March 2022 

  

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - high level of data accuracy. 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this rate, and so the quality of its services: 

 

• By delivering and developing the Trusts True North Strategy. 

• By focusing on staff engagement and delivery of our workforce strategy. 

 

Indicator Trust National  Min Max Comment  
% Of patients 
admitted that were 
risk assessed for 
VTE             
Jan 2019 - Mar 2019 

98% 95.7% 74% 100% 

KFHT above national 
average 
  
Higher number is 
better 

% Of patients 
admitted that were 
risk assessed for 
VTE             
Jan 2020 - Mar 2020 

N/A N/A N/A N/A  

% Of patients 
admitted that were 
risk assessed for 
VTE             
Jan 2021 - Mar 2021 

N/A N/A N/A N/A  

Latest Data 
Published 

4 June 2019 - The VTE data collection and publication is 
currently suspended to release capacity in providers and 
commissioners to manage the COVID-19 pandemic. 
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Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - high level of data coding accuracy. 

 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this rate, and so the quality of its services. The Trust has introduced mandatory field 

to mandate VTE risk assessments. 

 

Indicator Trust National  Min Max Comment  
Rate per 100,000 bed 

days for C. diff 

reported within the 

Trust for patients >2 

years old 

Apr 2019 - Mar 2020 

14.7 13.6 0 51.01 

KFHT is above 
national average 

 Lower number 
is better 

Rate per 100,000 bed 

days for C. diff 

reported within the 

Trust for patients >2 

years old 

Apr 2020 - Mar 2021 

8.4 15.4 0 80.6 

KFHT is 
below 
national 
average 

Lower number is 
better 

Latest Data Published 15th September 2021 

  

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons – sustained focus across the organisation and close monitoring 

of results. 

 

Kingston Hospital NHS Foundation Trust has taken action to improve this rate, and 

the quality of the services by delivering its infection control priorities.  

 

• In February 2019 it was announced by Public Health England (PHE) that from 

April 2019 there would be changes in reporting, particularly regarding the 

Clostridium difficile non-Trust apportionment rule: 

• Cases will be deemed Trust apportioned if the sample is taken on or after the 

3rd day of admission (rather than the 4th day of admission) and will be 

referred to as ‘hospital onset healthcare associated’ (HOHA). 

• Those normally considered to be non-Trust apportioned will be counted in the 

Trust numbers if they have been an in-patient the hospital within the four 

weeks preceding the positive result date and will be referred to as ‘community 

onset healthcare associated’ (COHA).   

• The Trust will have an allowance of 45 cases in total for 2020-2021. However, 

it is likely that Trust numbers will increase due to the new rules outlined above 
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regarding Trust apportionment. The process for Lapse in Care review will 

remain the same and will inform local contractual decisions about penalties. 

 

Indicator Trust National 
(Acute Trusts)  

Min Max Comment 

Number of 
patient 
safety 
incidents 
Oct 2019 – 
Mar 2020 

Number Total 
2,659 

 

Total 
838,772 

Total 
1,271 

 

Total 
11,787 

 

 
 

KFHT is lower than 
the National 

maximum rate for 
Acute Hospitals. 

 
Rate per 

1,000 bed 
days 

36.8  15.7 110.2 

Number of 
patient 
safety 
incidents 
Oct 2020 – 
Mar 2021 

Number 4922 1,550,306 3169 37,572  
KFHT is lower than 

the National 
maximum rate for 
Acute Hospitals. 

 

Rate per 
1,000 bed 

days 

41.2  27.2 50.7 

Latest Data Published 29th September 2021 

 Kingston Hospital NHS Foundation Trust considers that this data is as described for 
the following reasons – derived from our own data collection procedures. 
 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this rate, and so the quality of its services – by developing processes to ensure 

learning is shared Trust wide, disseminated to front line staff and embedded in 

practice. 

 Indicator Trust National 
(Acute Trusts) 

Min 
(Acute Trusts)  

Max  
(Acute Trusts)  

Comment 

Number and 
% of patient 
safety 
incidents 
that result in 
severe harm 
or death  
Oct 2019 – 
Mar 2020 

Number 
2 19.6 0 27 

KFHT is lower 
than the 
National 
Average % for 
Acute 
Hospitals. 
  
Lower number 
is better 

 

% 

 

0.03% 0.15% 0.0% 0.52% 

Number and 
% of patient 
safety 
incidents 
that result in 
severe harm 
or death  
Mar 2020 – 
Mar 2021 

Number 
38  0 93 

KFHT is 
higher than 
the National 
Average % for 
Acute 
Hospitals. 
  
Lower number 
is better 

% 0.4% 0.3% 0% 0.8% 

Latest Data Published 
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Kingston Hospital NHS Foundation Trust considers that this data is as described for 
the following reasons – derived from our own data collection procedures. 
 

Kingston Hospital NHS Foundation Trust has taken the following action to improve 

this rate, and so the quality of its services – by providing incident investigation 

training and working with staff to identify and embed the Duty of Candour (DoC) 

requirements. 

 

Duty of Candour reviewed and undertaken, with results reported to the Patient 

Safety and Risk Management Committee. Duty of Candour has been completed 

for all patients who died from Hospital onset, hospital acquired COVID-19 and 

Hospital onset, presumed hospital acquired infections. 

 

• Duty of Candour added to all Patient Safety and Risk Management training, 

for example, the Managers Toolkit and Health Care Assistant training.  

• Introducing process to ensure collection of all learning from incidents, patient 

feedback, complaints, mortality, and mortality reviews and sharing this 

learning Trust-wide.  

 

Clinical Area 
Response Rate 

% Of patients who would 
recommend to Friends and Family 

2019-20 2020-22 2019-20 2020-22 

Inpatients 65.7%  96%  

Outpatients   93.7%  

Day cases 31.3%  96.1%  

ED 21.6%  89%  

Maternity   97.4%  
Data collection suspended throughout Covid-19 

 

National Data from NHS Digital  
 

Indicator Trust National Min Max 

Patient Reported 

Outcome 

Measures 

(PROMS)  

  

Hip Replacement 

  

(Apr 2020-Mar 

2021) 

Hip Replacement 

Primary 

Health Gain (EQ-

5D) 

No Data 90.6% 82.8% 100% 

Hip Replacement 

Primary  

Health Gain (EQ-

VAS) 

No Data 70.5% 38.7% 100% 

Hip Replacement No Data 97.8% 89.7% 100% 
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Primary  

Oxford Hip Score 

Hip Replacement 

Revision 

 Health Gain (EQ-

5D) 

No Data 75.5% 75.9% 75.9% 

Hip Replacement 

Revision 

Health Gain (EQ-

VAS) 

No Data 56.7% 56.7% 56.7% 

Hip Replacement 

Revision 

Oxford Hip Score 

No Data 88.4% 86.7% 90.3% 

Latest Provision Data Published 12th August 2021  

Based upon 30+ Responses calculation (as per guidance) 

 

Indicator Trust National Min Max 

Patient Reported 

Outcome 

Measures 

(PROMS)  

  

Knee Replacement 

  

(Apr 2020–Mar 

2021) 

Knee Replacement 

Primary 

Health Gain (EQ-5D) 

No Data 82.6% 64.6% 94.6% 

Knee Replacement 

Primary 

Health Gain (EQ-VAS) 

No Data 59.9% 41.2% 72.7% 

Knee Replacement 

Primary 

Oxford Knee Score 

No Data 94.8% 82.7% 100% 

Knee Replacement 

Revision 

Health Gain (EQ-5D) 

No Data 75.1% 56.8% 75.1% 

Knee Replacement 

Revision 

Health Gain (EQ-VAS) 

No Data 50.2% 50.2% 51.6% 
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Knee Replacement 

Revision 

Oxford Knee Score 

No Data 90.2% 81.3% 90.2% 

Latest Provision Data Published 12th August 2021  

 
 

Indicator Trust National Min Max 

Patient Reported 
Outcome Measures 
(PROMS) – Groin 
Hernia 
April 2017-September 
17 
  

Health Gain (EQ-5D) 

No Data 52.3% 31.3% 73.7% 

Health Gain (EQ-VAS) 

No Data 39.1% 16.1% 56.9% 

Data Published 14 June 2018 (ceased to be collected on the 1st October 2017) 

  

  Indicator Trust National  Min Max 

Patient Reported 
Outcome Measures 
(PROMS) – Varicose 
Vein 
April 2017-September 
17   

Health Gain (EQ-5D) 

No Data  52.6%  35.1%   73.8% 

Health Gain (EQ-VAS) No 
Data   

 40.8% 16.1%  56.9% 

Health Gain Aberdeen 
Score 

No 
Data   

 82.1%  58.3% 93.5%  

Data Published 14 June 2018 (ceased to be collected on the 1st October 2017) 

  

Kingston Hospital NHS Foundation Trust considers that this data is as described for 

the following reasons - data derived from returns to national data collection 

procedures. 

 

Please note that PROMS data on Groin Hernia and varicose vein surgery ceased to 

be collected on the 1st October 2017 following the consultation on the future of 

PROMs by NHS England. 

 

Progress in implementing the priority clinical standards for seven-day hospital 

services: 

 

NHS England discontinued the seven-day standards audit in March 2020. There is 

no longer a requirement for the Trust to report against this standard. 

 

The Trust has now eliminated both 78 week waits, and 104 week waits and 

substantially reduced the 52 week waits and continues to support SWL in reducing 

long waiters. 
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We have committed to achieving the requirements in business planning to achieve 

104% business as usual to support ongoing recovery. The Trust is also a hub for 

high volume low complex work in the specialities of ENT, general surgery, and 

Gynaecology to address the backlog for SWL that developed over the months where 

we were unable to undertake surgery for this cohort. 

2021-2022 Annual Organisational Audit for Medical Appraisals: 

 

The quality of Medical Appraisals and Revalidation is assured through regular 

reports to both internal and external groups. The Trust Board receives an annual 

report based on the Annual Organisation Audit (AOA) data this confirms the numbers 

of medical appraisals completed across the Trust.  

 

Kingston Hospital NHS Foundation Trust data for medical appraisals for 2021/2022 

is shown below: 

 Number of 

Prescribed 

Connections 

Completed 

Appraisals 

Approved 

Incomplete 

or Missed 

Unapproved 

Incomplete 

or Missed 

Consultants 223 191 20 12 

SAS Doctors 31 28 2  

 

1 

Doctors on Performers 

Lists 

0 0 0 0 

Doctors with practising 

privileges 

1 1 0 0 

Temporary or short-term 

contract holders 

101 63 33 5 

Other doctors with a 

prescribed connection 

29 19 9 1 

TOTAL 385 302 (78%) 64 (17%) 19 (5%) 

Additional Information re 64 “Approved Missed”: 
22 x 1st job in NHS, 
15 x Maternity Leave 
11 x Update underway (but not yet completed) 
8 x Appraiser Capacity Exceeded 
4 x Update Missed pre-start at KHT 
3 x Ill-Health, 
1 x Career Break     
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PART 3 

 
LOOKING BACK AT 2021/22 
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The Trust’s quality priorities align with the three CQC domains: patient safety, clinical 

effectiveness, and patient experience. Two quality priorities were designated to each 

of these areas, with each priority having a designated lead(s) responsible for its 

progress. Considering the disruption caused by the COVID-19 pandemic, a decision 

was taken to carry the 2020/2021 priorities over into the financial year 2021/22.  

 

Priorities Identified through the Strategic Planning Process 

CQC Quality 

Domain 
Strategic Quality Priorities - 2020/21 objectives 

Safety 1. Increase the proportion of patients who are safely 

discharged without delay when they no longer require an 

acute hospital bed for their care  

Clinical 

Effectiveness 

2. Reduce avoidable admissions and increase the proportion 

of emergency patients who go home the same day their 

care is provided 

Patient 

Experience 

3. Ensure patients get the right appointment, first time, 

without delays 

 

Priorities identified from other known quality gaps 

 

This section of the report provides an update on our progress towards our three 

clinical quality priorities for 2020/22. As with the strategic priorities, the progress of 

these projects has been obstructed by the challenges posed by the COVID 

pandemic. The large operational pressures posed by COVID meant that the efforts 

of the clinical staff leading these projects had to be redirected at times throughout 

the year and the work being done by these priorities was temporarily paused. As 

pressures have eased the focus has now been placed back on resuming these 

priorities and shifting the initial targets set into the new financial year to ensure these 

remain an area of focus for the Trust.  

 

The impact of COVID-19 and the consequent response of the health and social care 

system have made assessing progress against the strategic priorities challenging 

and resulted in many of the measures of performance being effectively incomparable 

with historic performance.  Targets for each priority were originally set based on 

CQC Quality 

Domain 

Clinical Quality Priorities - 2020/21 objectives 

Patient Safety 1. Reduce the proportion of women who experience 

postpartum haemorrhage 

Clinical 

Effectiveness 

2. Improve the proportion of patients who are assessed for 

their risk of developing delirium 

Patient 

Experience 

3. Improve how we work with patients and families to 

recognise, acknowledge and plan for the possibility of 

death 
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assumptions about the system that are no longer necessarily valid. Nonetheless, 

work has continued over the last two years, with separate workstreams established 

to provide focus on these issues as the Trust and its partners have adapted to the 

rapidly changing context. 
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DOMAIN : PATIENT SAFETY  

 

PRIORITY 1 – Increase the proportion of patients who are safely discharged 

without delay when they no longer require an acute hospital bed for their care 

 

Goal Aim 

 

Safety 

The aim of the quality priority is to focus on minimising delays; 

working in tandem with the Trust’s partners and our patients to 

ensure as many as possible are discharged safely to their own 

home as soon as they are deemed not to require acute inpatient 

care. 

 

Background: 

 

It is recognised that some patients remain in an acute bed in Kingston hospital for 

longer than necessary.  This is due to a variety of reasons including internal and 

external delays, patient and family choice and the availability of suitable capacity in 

the community.  The aim of the quality priority is to focus on minimising delays; 

working in tandem with the Trust’s partners and our patients to ensure as many as 

possible are safely discharged to their own home as soon as they are deemed not to 

require acute inpatient care.   

  

Longer stays in hospital are associated with increased risk of infection, low mood, 

and reduced motivation. This can affect a patient’s health after they’ve been 

discharged and increase their chances of readmission to hospital.  For older people, 

we know that longer stays in hospital can lead to worse health outcomes and can 

increase their long-term care needs. Delayed transfers of care also have a negative 

impact on the finances and performance of the health and care system.  When the 

hospital is close to full capacity, delayed transfers can mean there are no beds 

available for new admissions, with consequences for waiting times in A&E and for 

planned surgery.  

 

This quality priority covered all adult patients who have been admitted to a Kingston 

Hospital bed and who no longer require acute care – whether in the Acute 

Assessment Unit or an inpatient ward.  

 

What progress have been made over the period of this being a Quality 

Priority? 

 

• Rapid changes to capacity have been made throughout the COVID-19 

pandemic to improve the flow of patients being admitted and discharged 

through inpatient areas in response to extreme pressure. Examples of this 

have included the expansion of critical care provision and the establishment of 
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the Rapid Discharge Team during peak COVID waves. This has been 

supported by the Urgent Emergency Care project, with this work providing 

focus on improving patient flow through the hospital from the Emergency 

Department. 

• Progress has also been made in taking an integrated approach with partners 

in the local healthcare landscape to improve the transfer of care for patients 

being admitted or discharged from hospital. The Transfer of Care Hub for 

Kingston and Richmond was launched in November 2021, bringing together 

expertise from community and acute teams locally to facilitate safe and 

effective transfers of care into and out of hospital. The Hub enables 

colleagues from Kingston Hospital, Hounslow and Richmond Community 

Healthcare, Your Healthcare and the local authorities in Kingston and 

Richmond to take a collaborative approach to supporting complex cases, 

improving communication, and sharing workload.     

• Work has continued on the Trust’s Inpatient Flow Programme, with the aim of 

this programme to ensure that patients are discharged as soon as they are 

medically optimised and there are no delays accessing diagnostic tests or 

Multi-Disciplinary Team (MDT) assessment. The scope of this project has 

been defined by the Inpatient Flow Steering Group and is split into 3 working 

groups: 

1. The pathways and processes working group is overseeing the 

installation and implementation of electronic whiteboards, 

completion of necessary discharge documentation, development of 

a single ward handover, and mapping/standardisation of processes. 

2. The workforce working group is developing improvement and 

performance huddles, reviewing the MDT structure and ownership, 

and ensuring appropriate workforce planning. 

3. The patient experience working group is reviewing and producing 

ward information packs, ensuring coproduction and communication 

with family and carers, developing feedback forums, developing 

volunteering roles, and supporting the creation of system-wide 

directory of services. 

• Steering group and working groups have been set up with clinical leads 

identified and engaged in improvement discussions. Engagement is ongoing 

with teams across the Trust, including the Business Intelligence, Quality 

Improvement, and IT Change Teams, alongside interlinking with large 

programmes such as the frailty and therapies transformation projects, to 

ensure collaboration and avoid duplication.   

• Multi Agency Discharge Events (MADE) events have been completed to 

review all long length of stay patients and gather insight on the causes of 

delays in the inpatient ward setting.  
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• Key Performance Indicators have been identified and data collection and 

thematic analysis has been undertaken of feedback gathered through the 

Patient Advice and Liaison Service and the Friends and Family Test. 

 

What have the challenges been? 

 

• Continued high levels of demand being placed across the hospital has caused 

ongoing issues with patient flow. The response to this pressure has often led 

management and clinical leads to take a reactive approach to creating 

capacity to deal with this demand and has made it difficult for focus to be 

placed on the flow improvement programmes. 

• The project crosses boundaries across the hospital as well as with partners in 

primary and community care so relies on a lot of interdependencies. 

• Staffing challenges have been ongoing due to sickness and annual leave, 

especially in the medical workforce which has a high use of agency staff.  

• The number of patients with a sustained length of stay of 7 days or more has 

remained at an increased level from September 2021 onwards (exhibited in 

the charts below). This can be partially attributed to the increased volume of 

patients presenting at the hospital, but is also due to problems with external 

dependencies, whereby patients that are fit for discharge can’t always be 

moved into another setting. This can be due to issues such as lack of capacity 

within care and nursing homes, packages of care not being ready and 

complexities around social or family care.  

 

 
Stranded Patients- Patients with a length of stay (LOS) of 7 days or more at Kingston 

Hospital since March 2021. The blue data points indicate data that falls outside of normal 
variation which could be classed as an improvement, whilst the orange data points indicate  

Super Stranded Patients- Patients with a length of stay (LOS) of 21 days or more at 
Kingston Hospital since March 2021.  
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What are the next steps for this project?  

 

• The Inpatient Flow Programme will continue to pilot and implement 

recommendations, with immediate focus being placed on pathway mapping 

and standardisation of processes using technology.  

• Kingston Hospital’s Patient First Improvement System (PFIS) is due to be 

deployed in an inpatient and outpatient setting from April 2022.  

• Improvements efforts are to be placed on making use of data from the Trust’s 

Electronic Patient Record, CRS, to create insights into delays and pathway 

issues 

• Engagement to continue with providers from the local healthcare landscape to 

develop a system-wide approach to standardisation of processes and 

pathways. 
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PRIORITY 2 - Reduce the proportion of women who experience postpartum 

haemorrhage 

 

Goal Aim 

 

Safety  

Initial Aim: To reduce the Major Obstetric Haemorrhage 

(MOH) rate (blood loss of >1500mls) for all vaginal and non-

elective deliveries within Kingston Hospital’s Maternity 

department from 4.76% to 3.1% by March 2021. 

Adjusted Aim 2021/22: Aim adjusted to accommodate 

impact of COVID-19 pandemic, with the new aim to achieve 

an interim target of 4% by June 2021 and sustained 

performance below the target of 3.1% by March 2022.  

 

Background: 

 

Postpartum Haemorrhage (PPH) is defined as heavier bleeding than expected after 

birth, which may lead to a woman who has just given birth feeling tired, weak, and 

finding recovery from the birth more difficult.  It is important that PPH is recognised 

and treated quickly so that a minor haemorrhage does not become a major 

haemorrhage, which can be life-threatening.  The traditional definition of primary 

PPH is the loss of 500 ml or more of blood from the genital tract within 24 hours of 

the birth of a baby, whilst a Major Obstetric Haemorrhage (MOH) is defined locally as 

blood loss of >1500mls. Over 2019/20, the monthly average MOH rate for all vaginal 

and non-elective deliveries was 4.76%. This exceeds the local target of 3.1% and 

MOH rate displayed in other local populations serving women of a similar 

demographic as Kingston. By reducing the local MOH rate, the aim was to improve 

patient safety and experience and to reduce expenditure on blood products, length of 

stay and negative implications on future pregnancies and births. 

 

What progress have been made over the period of this being a Quality 

Priority? 

 

• During the first wave of the COVID pandemic, there was a reduction in the 

MOH rate for blood loss of 1500ml< (average 4.76% pre-COVID vs 2.37% 

April- July 2020) and focus was placed on understanding the reasons behind 

this. Data was compared to pre COVID levels by a statistician and the 

hypothesis drawn from this work was that the improvement seen during the 

COVID first wave was due to an increased senior medical presence on labour 

ward. This provided the basis to submit a successful business case to secure 

funding for the recruitment of four additional senior clinical fellows, who 

started in April 2021. 

• Training and education on PPH have remained a priority, with instrumental 

delivery masterclasses run with clinical staff. 
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• A new PPH risk assessment tool known as the VAMPS (Variables Associated 

with Maternal PPH at Second stage) score has been developed by Maternity 

staff. Taking VAMPS scores has been embedded into practice and they are 

being filled in accurately and recommendations performed. 

• The Maternity Unit have been involved in the COPE (Carboprost or Oxytocin 

PPH Effectiveness) study, which aims to compare Carboprost with Oxytocin 

(drugs used to reduce bleeding) as initial treatments for women with clinically 

diagnosed PPH. 

• Work has remained ongoing throughout the year within the Consultant Team 

to improve the continuity of care for women by providing long day cover to 

avoid multiple handovers. 

• The  monthly MOH rate for blood loss of 1500ml< has displayed  continued 

variation and the monthly average  from April 2021- February 2022 was 

4.08%  

The monthly MOH rate for blood loss of 2000ml< has also shown continued 

variation, although the average monthly rate from April 2020 to February 2022 was 

1.19%, a reduction on the monthly average of 2.23% before the Quality Priority was 

commenced. 
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What have the challenges been? 

 

• Staffing issues have posed a constant challenge, particularly in sustaining a 

senior medical presence on labour ward. High pressures across the 

department have meant that the recently recruited senior clinical fellows have 

not always been able to provide focussed support on labour ward.  

• Job planning for Consultants to provide continuity of care to women is 

complex and sometimes difficult to achieve.   

• The Junior Obstetricians rota does not support working in consistent teams 

with designated Consultant supervisors.  

• Capacity within the Maternity Team is stretched and other projects, such as 

the Induction of Labour project, are another area in which a lot of focus is 

being placed.   

 

What are the next steps for this project?  

 

• MOH rate will continue to be monitored by the Maternity Department and 

reported at Trust Board level through the Integrated Quality Operational 

Compliance Report.  

• Focus will be placed on improving the management of labour as a 

preventative measure, as the working hypothesis is that if the labour is 

managed well then this should prevent high blood loss at delivery. A lot of 

improvement effort has been placed into the management of the bleeding at 
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delivery, and it is felt that staff are well equipped to deal with this, so the focus 

will be shifted more onto preventing the blood loss initially.  

• Staffing issues will continue to be addressed, with the aim of having a full 

complement of clinical fellows to provide a senior presence on labour ward as 

intended through the business case. 
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DOMAIN: CLINICAL EFFECTIVENESS 

PRIORITY 3 – Reduce avoidable admissions and increase the proportion of 

emergency patients who go home the same day their care is provided 

 

Goal Aim 

 

Effectiveness 

The Trust performs well in relation to the proportion of patients 

who are discharged on the day of attendance in ED or within 24 

hours of admission.  However, access to speciality opinion in ED 

can be slow and therefore the commencement of speciality 

treatment plans can be delayed.  The direction of patients to 

SDEC ensures that they are seen promptly by a member of a 

speciality team and that their treatment plan commence promptly.  

 

Background 

 

The number of emergency admissions to hospital in England has grown by more 

than 40% over the past decade.  Much of this growth is for patients who spend one 

to two days in hospital. Many of these patients could be safely and effectively treated 

on the same day – Same Day Emergency Care (SDEC).    

  

 KHFT’S Emergency Department (ED) is a busy environment, which, if overcrowded, 

can impact on patient care and flow.  The SDEC model allows for the improved 

management of patients who are stable and who do not require emergency 

services which therefore reduces the demand on ED. As well as reducing the 

demand on ED, establishing SDEC would help reduce overnight admissions and 

pressure on acute and community inpatient wards. Another challenge posed that 

could be alleviated through the establishment of SDEC is in relation to the care of 

frail patients, with this cohort of patients especially vulnerable to harm from delays in 

diagnosis and to deconditioning while in hospital.  Frail patients should be seen by a 

senior clinical decision-maker as soon as possible to avoid an unnecessary 

admission, improve care decisions and minimise the time they spend in hospital.  

Wherever clinically appropriate, SDEC should be provided for frail older patients.  

 

What progress have been made over the period of this being a Quality 

Priority? 

 

• The SDEC Unit in the Hospital’s ED has been relocated to maximise benefits 

of co-working and improve patient flow. An Estates plan has been agreed to 

redesign SDEC, to increase capacity and clinical effectiveness.  

• Additional services to facilitate SDEC have been developed, including a 

designated Frailty service and a Clinical Decisions Unit (CDU).  
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• Programme of visits to other SDEC departments across country have been 

undertaken, alongside engaging with NHS England to understand the 

provision of this service better.  

• The Kingston Hospital ED Standards Steering Group has been launched, 

providing focus on ensuring clinical pathways are standardised and patients 

are directed to the appropriate services, thus reducing avoidable admissions. 

Aims of this group include:  

o Reducing avoidable admissions within the department through 

enhanced streaming in the ED to redirect patients to appropriate 

service in the community or within the department (SDEC or Urgent 

Treatment Centre). 

o Completing diagnostic tests sooner and increase CDU capacity, to 

enable more patients to be discharged directly from the ED. One way 

in which this has been implemented is through Creation of investigation 

space in majors waiting room to complete diagnostics sooner with point 

of care testing and senior medic support. 

o Increasing referrals to SDEC and developing workforce capacity and 

new pathways (i.e. surgical pathway and weekend working) to enable 

more patients to be seen. 

• A system-wide frailty pathway redesign programme has commenced, with 

experts from within the Trust collaborating with colleagues within primary and 

community care to redesign the falls pathway for frail patients across Kingston 

and Richmond, with the aim of reducing avoidable admissions into hospital for 

frail patients.  

   

 
Indication of total ED attendances (blue) and admissions from ED (red), thus 

showing the conversion rate over 12 months. Indicates steady increase in ED 

attendances and slight reduction in admissions. This indicates that an increasing 

number of patients would be better served by other services and that more patients 

are being discharged directly from ED. 
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What have the challenges been? 

 

• Continued pressure in the Majors area of the ED has resulted in SDEC being 

bedded overnight and reduced ability for senior team to support innovation in 

department 

• High attendances and ambulance arrivals have put pressure on the A&E four 

hour target, which has subsequently reduced ability to discharge direct from 

the ED. 

• Delays getting diagnostic tests vetted has delayed decision making in the 

department at times.  

• Space and operating hour constraints in SDEC have resulted in fewer 

admissions being made to the unit.  

• Lack of surgical input into SDEC has reduced the number of pathways 

available 

 

What are the next steps for this project?  

 

• Work to be continued on developing the range of SDEC pathways offered, 

with developing surgical input a focus for this.  

• Processes need to be confirmed with Primary Care, NHS 111 and London 

Ambulance Service on how they can refer to SDEC to prevent hospital 

admissions. Focus also needs to continue to be placed on maximising the use 

of the CDU to avoid unnecessary admissions.  

• Pilots to be run in enhancing the streaming process and providing waiting time 

data to patients. 

• Clear metrics on monitoring SDEC performance need to be established.  

• The drive to complete more diagnostic tests in the waiting room will be 

continued, to work towards the goal of enabling faster decision making. 
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PRIORITY 4 – Improve the proportion of patients who are assessed for their 

risk of developing delirium 
 

Goal Aim 

 

Effectiveness 

Initial Aim: To achieve 90% of patients aged > 65 years old 

screened for delirium on admission using the 4AT assessment tool 

by March 2021, in line with the NICE quality standard. 

Adjusted Aim: Interim target of 50% screening set for July 2021, 

with the aim of hitting the initial target of 90% by March 2022.  

Increase referrals made to the Dementia & Delirium (D&D) team 
by 100% between December 2020 and March 2022. 
 

 

Background 

 

The Annual National Audit of Dementia 2018 highlighted delirium screening as a 

local and national priority for improvement.  It was also highlighted as an area for 

improvement during a recent ‘Getting It Right First Time’ GIRFT review in elderly 

care. Delirium screening on admission can be done either through asking a single 

question in delirium (SQID), taking the patient’s history from someone who knows 

the patient well, or through the gold standard 4AT delirium assessment. A baseline 

audit was undertaken in July 2019, with the results of the audit displaying that 48% 

of patients aged 65 or over were screened for delirium on admission using one of the 

above methods, with just 6% screened using the 4AT tool. This was identified as an 

area of priority for Kingston Hospital, as people who develop delirium are at 

increased risk of other problems such as falls and pressure damage.  

 

What progress have been made over the period of this being a Quality 

Priority? 

 

• The profile and capacity of the Dementia & Delirium (D&D) Team has 

increased over the course of this being a quality priority, with the team now a 

clearly established resource within the hospital for supporting this cohort of 

patients. This is reflected in the number of referrals made to the team, with 

this increasing by 205% between November 2020 and December 2021. This 

is also reflected in the numbers of patients reviewed by the D&D team, with 

an average of 113 patients reviewed per month by the team between August 

2021 and March 2022. A designated D&D Nurse was added to the team in 

Summer 2020 and a second D&D Clinical Nurse Specialist (CNS) was added 

to the team in January 2022.  

• Changes have been made to the Trust’s Electronic Patient Record (CRS) to 

support the objectives of the D&D Team.  The option of ‘Referral to the D&D 

Team’ has been added to the making the process of referral to the D&D Team 



 
Quality Account 2021-2022 
Version draft v0.1                   Page 81 of 151 

easier, enabling more patients to have an expert assessment. 4AT risk 

assessment and prevention care plan has also been added to CRS as part of 

the falls risk assessment and prevention plan 

• An audit of delirium screening specifically in the Trust’s Pre-Assessment Unit 

was undertaken, highlighting low levels of screening compliance within this 

area. This has formed the basis of further engagement with Pre-Assessment 

Team leadership and Root Cause Analysis exercise undertaken to 

understand more about the low screening compliance.  

• A large focus has been placed on education, with 190 members of clinical 

staff trained across the Hospital’s wards on using the 4AT assessment tool 

over April and May 2021. Standard element delirium training is now delivered 

on Trust induction and new Junior Doctor’s training, and specific delirium flash 

cards and pens have been designed and are shared as part of delirium 

awareness campaigns. 

• This focus on increasing delirium screening training and awareness, 

alongside improving ease of access to the D&D Team has resulted in an 

increase in patients over 65 years old being screened for delirium. The 

proportion of these patients being screened using one of the approved 

screening methods has increased to average of 68% per month, with the 

proportion screened using the 4AT tool increasing to an average of 25% per 

month.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Date 

% Of Eligible 

Patients 

screened 

using 4AT  

% Patients screened using 

either 4AT, SQID or History 

taken from someone who 

knows them well 

Aug-21 27% 64% 

Sep-21 25% 69% 

Oct-21 28% 70% 

Nov- 21 22% 68% 

Dec-21 19% 67% 

Jan-22 29% 72% 

Feb-22 26% 69% 

Average 25% 68% 
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What have the challenges been? 

 

Education has been difficult to deliver at times due to the constraints caused 

by COVID, such as clinical staff not having the time to train and face to face 

training not being possible.  

 

Some clinicians are still unaware that the 4AT assessment form can be 

completed on CRS or are unaware of the existence of the 4AT altogether. 

 

What are the next steps for this project?  

 

• Screening data will continue to be monitored via the D&D Strategy Meeting. 

Improvement efforts will be focussed on new areas of interest in response to 

the data and any concerns will be escalated to the Patient Safety and Risk 

Management Committee. 

• Work to commence with the Trust’s Acute Assessment Unit and Emergency 

Department as areas to focus awareness on D&D screening.  

• Continuation of awareness campaigns to keep raising the profile of the D&D 

service across the Trust.  

• An online D&D training programme is to be launched in May 2022, followed 

by a face to face training session in June 2022.  
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DOMAIN: PATIENT EXPERIENCE  

 

PRIORITY 5 – Ensure patients get the right appointment, first time, without 

delays 

 

Goal Aim 

 

Patient 

Experience 

It is recognised that the administrative processes linked to the 

Trust’s outpatient services are not standardised and that the use of 

available technology is not optimised to support this across the 

Trust.  There is variation across specialties in rates of hospital 

cancellations, rebooking’s, and non-attendance rates (DNA rates).  

 

Background: 

 

The NHS Long Term Plan set the aim of modernising outpatient services by reducing 

unnecessary appointments, making better use of technology, and giving patients 

greater flexibility and control over how they receive care.  This quality priority aimed 

to set the foundations for this transformation by improving the administration and 

coordination of these services at Kingston Hospital. It is recognised that the 

administrative processes linked to the Trust’s outpatient services are not 

standardised and that the use of available technology is not optimised to support 

this across the Trust.  There is variation across specialties in rates of hospital 

cancellations, re-bookings and Did Not Attend (DNA) rates.  

 

What progress have been made over the period of this being a Quality 

Priority? 

 

Work has continued into the recovery of elective services after the disruption caused 

by the COVID-19 pandemic. The Trust’s monthly performance against the national 

standard of 18 weeks from Referral to Treatment (RTT) for elective services has 

remained consistent over 21/22, with an average of 82.9% of patients being referred 

within the standard between April 2021 and February 2022. This is an improvement 

on the Trust’s 20/21 average of 70.4% and is above the national average for NHS 

providers in 21/22 of 62.6%. This focus on elective recovery is also reflected in the 

number of patients that have been waiting over 52 weeks from referral to treatment. 

The number of patients waiting over 52 weeks rose rapidly during the pandemic, 

from 0 patients in March 2020 to a peak of 259 patients in February 2021. This has 

decreased over the course of 21/22, with 25 patients waiting over 52 weeks as of 

February 2022.  
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There are several ongoing programmes of work ongoing across Kingston Hospital 

which relate to the improvement of outpatient services. These programmes include: 

• Administration Change Management Board (ACMB) 

• Patient Initiated Follow Up (PIFU) programme 

• Advice and guidance programme 

• Effective virtual consultations programme 

 

ACMB Summary 

 

Initial engagement workshops with administration staff have been undertaken, with 

clear objectives of the ACMB now identified and a structure for successful delivery 

proposed. The programme is aiming to optimise administrative processes, through 

working collaboratively with staff and patients to redesign these processes to 

eliminate delays and defects that inconvenience patients. The proposed delivery 

structure for this programme involves separate workstreams focusing on key areas:   

• Developing standards for existing administration processes  

• Developing Key Performance Indicators and monitoring these on a regular 

basis 

• Administration Patient First Improvement System rollout 

• Specific process improvement projects to redesign and standardise new ways 

of working 

• Developing administration staff members capability 

 

PIFU Programme Summary 

 

• Selected services are working to introduce PIFU pathways, enabling patients 

to follow up their own care, to help empower them to manage their own 
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condition and facilitate shared decision making. PIFU also enables patients to 

select when they receive follow up care, allowing their appointments to 

happen at the right time for them.   

• Cardiology, Rheumatology, Trauma and Orthopaedics and Physiotherapy 

services are now set up with PIFU pathways.  

• As of February 2022, 1.38% of all outpatient activities were PIFU, with a 

national target set of 5% of outpatient appointments being PIFU by March 

2023.  

 

Advice and Guidance Programme Summary 

 

• This programme moved the online service for advice and guidance between 

primary and secondary healthcare professionals from the current platform of 

Kinesis to an E-Referral Service (ERS). One of the main benefits of moving to 

ERS is a query from a GP can be converted directly into a referral, rather than 

being created from scratch, reducing duplication and referral processing time. 

The use of ERS also should reduce the risk of re-directed hospital referrals 

and unnecessary hospital appointments for patients.  

• Eighteen different specialties within Kingston Hospital have now been moved 

onto the new platform. Data gathered from ERS allows performance to be 

monitored on the number requests sent, responses made and outstanding 

requests by specialty and GP practice. Outcomes of requests are also 

measured, with the number of requests either returned with advice or 

converted to a referral monitored.   

 

Effective Virtual Consultations Programme Summary 

 

• NHS England has set a target for NHS Trusts to achieve 25% of outpatient 

appointments to be completed in a virtual setting. This project has been 

commenced to understand the current performance of different specialties 

regarding virtual appointments, with baseline data analysis showing that this 

target is not currently being met. Initial focus has been placed on first 

improving procedural reporting within certain services, to ensure the data 

collected on outpatient appointments is accurate.  
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Other initiatives 

 

• Work is ongoing to introduce the virtual patient portal application ‘Zesty’, with 

this application designed to enable patients to self-manage their outpatient 

appointments virtually. The Trust’s IT Project Management Team are working 

with the IT provider of Zesty, Cerner, to set up the application and integrate it 

with the Trust’s Electronic Patient Record. Specialties acting as early adopters 

to use this technology have been identified and engaged.   

 

What have the challenges been? 

 

• There have been delays in introducing PIFU in specialties related to staff 

engagement, conflicting priorities and staffing levels.  

• Delays have also been met in introducing the new online patient portal, Zesty. 

This was due to be piloted in some services in late 2021, however has been 

delayed to summer 2022 due to engagement with the IT provider, Cerner, 

being temporarily suspended. 

• This project has many interdependencies including making use of limited 

space within the hospital, working with primary and community care, and 

engaging with IT partners. It can prove challenging managing these various 

factors and the project is further complicated in the fact that it impacts all 

specialities. This means it relies on the engagement of staff to lead, inform, 

participate in the projects at a time where capacity is already stretched by the 

recovery of elective services and ongoing uncertainty of the pandemic.  

 

What are the next steps for this project?  

 

• Develop further delivery plans for the key workstreams identified as the focus 

areas by the ACMB. The plan for deployment of the Patient First Improvement 

System within the administrative teams has been outlined, with the initial 
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deployment focussed on four administration teams. This is due to commence 

in Spring 2022.  

• Continuation of the rollout of PIFU pathway across different services; with 

Respiratory, Urology, Pain, Ophthalmology and Audiology identified as the 

next areas of deployment by July 2022. As part of this, a patient engagement 

and involvement plan is being finalised to understand patient’s experience 

and outlook on PIFU and key performance metrics are being agreed.  

• Continue to monitor and evaluate the new ERS performance for advice and 

guidance. 

• Reengage with Cerner to create a plan for the deployment of the Zesty patient 

platform to early adopter services. This needs to be informed by patient 

engagement, to get a clear understanding of the functionality required from 

Zesty for patients. 

• Work to continue the effective virtual appointment programme, with an initial 

target set within the Trust’s Trauma and Orthopaedics service to increase 

virtual appointment delivery from 3% to 10%. Further work is also being 

undertaken into understanding the patient experience and effectiveness of 

virtual appointments as opposed to face-to-face appointments.  
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PRIORITY 6 – Improve how we work with patients and families to recognise, 

acknowledge, and plan for the possibility of death 

 

Goal Aim 

 

Patient 

Experience 

To ensure that 100% of the patients that die at Kingston Hospital are 

recognised to be approaching the end of life in a timely manner. This 

aim was translated into two areas: 

1. Increase in the recognition of patients that are dying- 

measured through tracking the completion of the recognition 

of dying proforma and treatment escalation plans. 

2. Increase in the number of Advance Care Plans (ACP) created. 

  

 

Background: 

 

The first round of the National Audit of Care at the End of Life (NACEL 2018/19) 

indicated that although there were many areas of good practice in relation to end of 

life care at Kingston Hospital, improvements were required in three key domains: 

recognition of dying, communication with the dying person and involvement in 

decision making. The results of this audit, along with local and national attention 

being placed on recognising dying patients and planning their care, meant focus was 

placed on improving these areas through this quality priority. 

 

What progress have been made over the period of this being a Quality 

Priority? 

 

• Focus was placed on understanding the reasons behind recognition of dying 

not always happening, with root cause analysis workshops undertaken with 

nursing staff and junior doctors separately. The focus of these workshops was 

to explore the reasons clinical staff believe patients that have died aren't 

always recognised as dying towards the end of their life. One of the main 

themes that arose in these workshops related to staff feeling a lack of 

confidence in flagging patients as dying, as this felt like a definitive decision 

which clinicians do not want to get wrong. This formed the basis of a review of 

the teaching around recognition of dying and the use of the recognition of 

dying pro-forma, the form used to document when a patient is recognised as 

approaching the end of life. The pro-forma has subsequently been redesigned 

and renamed as the ‘Recognition for the potential of dying pro-forma’, to try 

and make the decision-making feel less daunting and definitive. The third 

round of the NACEL, published in early 2022, audited a cohort of patients that 

had recently died at Kingston Hospital and found that 82.5% of these patients 

were recognised to be approaching the end of life in a timely manner.  
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• Advance care planning was another area of focus for improvement, this is the 

process of co-creating a plan with the patient and their family/carers to make it 

clear how they wish to be cared for as they approach the final phase of their 

lives. The Advance Care Plan (ACP) pro-forma was reviewed, updated, and 

moved from a paper to electronic form through being built into the Trust’s 

Electronic Patient Record system, CRS. Alongside being uploaded onto CRS, 

the ACP pro-forma was made available on the Coordinate My Care (CMC) 

system, a shared electronic patient management system on which ACPs can 

be created and updated by healthcare practitioners in community and acute 

care. Interoperability between CRS and CMC was established, to allow 

healthcare professionals from within primary and secondary care to view the 

ACPs of patients.  

• Volunteers were recruited and trained to undertake ACP conversations with 

inpatients on one of the Care of the Elderly wards.  

• A Palliative Care Clinical Educator was recruited, with the purpose of this role 

to co-ordinate and lead training in relation to recognition of dying, advance 

care planning and end of life care. 

 

What were the challenges faced? 

 

• The Care of the Elderly and Palliative Care Departments have suffered 

significant staffing shortages, along with periods of significant increased 

clinical pressures throughout the COVID pandemic. This has meant it has not 

always been possible to focus efforts on the quality priority, as staff leading on 

the project have had their capacity to cover the non-patient facing activities of 

their workload significantly reduced.     

• After the large efforts were placed on gaining interoperability between CRS 

and CMC, CMC is now being decommissioned from April 2022 and a new 

urgent care planning system will take its place.  

• Training, education, and volunteer initiatives launched to improve the 

awareness of ACP and recognition of dying have been stepped down at 

different points throughout the course of the project due to COVID restrictions.   

• Collecting data has proven difficult, as the measures used to demonstrate 

improvement cannot be easily extracted from any of the systems currently 

used within the hospital. This has meant data collection has mostly come 

through manual audits, which can be time and resource consuming and 

therefore have not been undertaken on a regular enough basis to provide real 

time data to inform the project.    

• The problem being addressed through this quality priority is wide-reaching 

and has required input and engagement from across the Trust, not just the 

Care of the Elderly and Palliative Care Departments. This engagement has 

been difficult to harness and co-ordinate at times, in the face of extreme 

clinical pressures.  
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What are the next steps for this project?  

 

• Communications about the new re-designed recognition for the potential of 

dying pro-forma need to be shared, to raise awareness amongst clinicians 

about the pro-forma and where it can be accessed. As part of this launch of 

the new pro-forma, the form needs to first be uploaded onto CRS by the 

Trust’s CRS Change Team so it can be accessed electronically. 

• Teaching on recognition of dying to be added to the surgical induction for 

Junior Doctors, to ensure that this is embedded into their practice from an 

early stage.  

• End of Life Care (EOLC) Champion role to be created, with this role not just 

for nursing staff but for staff working across the Multidisciplinary Team (MDT). 

The aim is to build up a specification of what the EOLC champion role should 

entail, by engaging with the current EOLC Link Nurses to understand more 

about their role. The creation of this role should create a more joined up 

approach to EOLC, with staff from a range of disciplines championing EOLC 

and inputting their views into making improvements in this area. 

• NACEL round 4 is due to commence in June 2022, with the findings from this 

audit providing focus on areas for future improvements regarding EOLC.  
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The Single Oversight Framework 

 NHS Improvement is responsible for overseeing NHS Foundation Trusts in England 

and offers the support Foundation Trusts need to give patients consistently safe, 

high quality, compassionate care within local health systems that are financially 

sustainable. The Single Oversight Framework is the principal means by which NHSI 

holds Trusts to account and assesses whether or not to intervene to ensure services 

are sustainable.   

 

There are five themes to the Single Oversight Framework: 

• Quality of care (safe, effective, caring, responsive) 

• Finance and use of resources 

• Operational performance 

• Strategic change 

• Leadership and improvement capability (well-led) 

 

The Single Oversight Framework helps NHSI to identify potential support needs, by 

theme, as they emerge.  It allows tailored support packages to be provided and is 

based on the principle of earned autonomy. NHSI has segmented the provider sector 

according to the scale of issues faced by individual providers. This segmentation is 

informed by data monitoring and judgements are made based on an understanding 

of providers’ circumstances.   

 

2021/22 Outcomes by Quarter of the Single Oversight Framework  
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Segmentation is into 4 segments, as described below. The Trust has been placed in 

segment 1. 

 

Segment 1: Providers with maximum autonomy − no potential support needs 

identified across the five themes – lowest level of oversight and an expectation that 

provider will support providers in other segments 

 

Segment 2:  Providers offered targeted support − potential support needed in one or 

more of the five themes, but not in breach of licence (or equivalent for NHS Trusts) 

and/or formal action is not needed 

 

Segment 3: Providers receiving mandated support for significant concerns – the 

provider is in actual/suspected breach of the licence (or equivalent for NHS Trusts) 

 

Segment 4: Special measures − the provider is in actual/suspected breach of its 

licence (or equivalent for NHS Trusts) with very serious/complex issues that mean 

that they are in special measures 

 

NHSI Risk Assessment Framework  

 

The list of indicators for the period of 1 April 2021 – 30 September 2021 that apply to 

Kingston Hospital NHS Foundation Trust are included within the Single Oversight 

Framework above. 

  

Other Improvements to Quality of Care at Kingston Hospital 

 

During 2021/22 we have continued to focus on developing a culture of improvement 

across the organisation.  This includes promoting engagement in quality 

improvement for our staff, partner organisations and those who use our services.  

Achieving this depends on supporting people to develop the skills, motivation, and 

experience to continuously improve the services we provide. We are committed to 

building improvement capability amongst staff through teaching the principles of lean 

improvement; an approach that helps teams and individuals to apply continuous 

improvement in their everyday work by focusing on value and minimising waste.   

Throughout 2021 we continued to adapt and improve our virtual training with 

consistently excellent feedback from participants.  Despite the additional volatility 

caused by operational pressures and COVID-related staff absences, we have 

continued to perform well against the training targets we set at the beginning of the 

year, with over 300 staff trained since the beginning of 2020/21. 
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The above chart illustrates the Quality Improvement Team’s overall improvement 

training trajectory, visualising all improvement training that has taken place since the 

start of the 2020/21 financial year. This includes our core training programme of lean 

White Belt and Yellow Belt training, as well as more bespoke training provided such 

as our Behavioural Science Masterclass.   

 

 
 

As of January 2022, we have provided support to a total of 194 staff to undertake 

more advanced Yellow Belt training and to lead an improvement project in their area. 

This programme has supported staff from a diverse range of services, both clinical 

and non-clinical, as well as staff from Hounslow and Richmond Community 

Healthcare, St Georges, the mental health Trust and the SWL health and care 

partnership. All these staff have received mentoring from an improvement expert and 

become part of an expending network of alumni to continue their development.    
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Enhancing the visibility of improvement activity 

 

During 2020/21 we have continued to track quality improvement work that is 

undertaken in the Trust, with increased efforts made to ensure we have a clear sight 

on which improvement projects are still ongoing and which have been paused or 

stopped. We have also worked to increase the visibility of these projects, so 

that clinical and management leads are aware of the improvement work going on in 

their service area. This is important to ensure that improvement efforts are aligned to 

organisational priorities and what matters to patients and their families.  It also 

enables vital learning to be captured and shared across the Trust and further afield. 

 

We have 261 quality improvement projects (QIPs) registered on our quality 

improvement activity tracker, with 54 of these projects known to be currently active.   

At the start of the financial year, over 60% of registered projects were classified as 

‘unknown’ – projects that had been registered but their current status was unknown.  

By October 2021 this had been reduced to 0 and the QI team is now working to a 

target of no more than 10% of projects classified as unknown. 

 
 

1. Developing our improvement system 

 

Since June 2021, we have been testing the value and impact of establishing an 

improvement system in three areas of Trust: The Improvement team, Theatres, and 

the Estates Team.  This pioneering programme aims to put in place the 
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infrastructure, working practices, visual management methods and team culture to 

deliver measurable improvements that are aligned to Trust objectives. 

 

The development of this improvement culture will not only help to achieve our vision 

of delivering exceptional compassionate care but will also develop the agility and 

resilience we need to maintain this in the face of the challenges that the future will 

bring. 

 

2. The KHFT Improvement System 

 

Our KHFT Improvement System has been developed following extensive 

background research into improvement systems within the NHS and other industries. 

The improvement system is designed to put in place the structures, processes, and 

behaviours to support: 

• Alignment of improvement effort to organisation goals 

• Development of high performing team culture 

• Development of improvement leaders 

• Staff engagement in improvement as part of daily work 

 
 

Phase 1 included three teams: the Improvement team, Theatres, and the Estates 

Team.  The Theatres and Estates teams were selected on the basis that the 

development of an improvement culture in these critical services would have a 

significant impact for a wide group of staff and patients.  It was also critical that the 

Improvement Team developed their own improvement system so that they can 

model the processes and behaviours and subsequently coach other staff.   



 
Quality Account 2021-2022 
Version draft v0.1                   Page 96 of 151 

The planned model was to provide 3 months of intensive support to these areas to 

put in place the building blocks for success: 

• Comprehensive staff engagement to understand the context, challenges and 

opportunities 

• Support team leaders to develop strategically aligned vision and KPIs and 

coach them to use weekly visual performance management 

• Train and coach teams to conduct daily improvement huddles involving all 

staff 

• Support the delivery of a priority rapid improvement project for Theatres 

• Coach senior leaders and Executives to provide the conditions to sustain the 

new culture 

 

3. Phase 1 Progress 

3.1 Theatres 

 

Deployment of the improvement system began in Theatres in June 2021: 

• 111 (84%) staff attended engagement sessions 

• 80 (61%) staff trained in improvement huddles 

• Daily improvement huddles in Main Theatres, DSU and Recovery launched in 

August 

• 62 ‘Act Now’ improvements completed across Main, DSU and Recovery 

• Weekly performance huddles for the leadership team since October – current 

focus on theatre utilization, staff appraisals and mandatory training 

compliance 

• Individual coaching for leaders 
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3.2 Estates 

 

Deployment of the improvement system began in Estates in June 2021: 

• 18 (69%) Estates staff attended engagement sessions 

• 8 (30%) Estates staff attended huddle training 

• Weekly performance huddles for the leadership team since October 

• Daily improvement huddle for leadership team launched in December 

• Significant improvement in outstanding jobs across mechanical, fabric and 

electrical 

 

      

3.3 Improvement Team 

 

Deployment of the improvement system began in May 2021: 

• Whole team training in performance management and improvement huddles 

• Whole team coached to lead improvement system deployment 

• Improvement system adapted for small team and remote working 

• QI vision, mission, objectives and 8 KPIs developed and aligned to Patient First 

Strategic Themes 

• QI projects with unknown status reduced from 65% to 0% and sustained <10% 

• Yellow Belt graduation rate increased from 25% to 40% 
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3.4 Challenges and next steps 

 

The deployment of this first phase of our improvement system has faced numerous 

challenges, including: 

• Operational pressures linked to elective recovery and staff shortages 

• Restrictions in face-to-face interactions due to COVID-related infection control 

procedures 

• Vacancies in key roles with the Estates and Theatres teams 

As a result of these challenges the timeline for the first phase has been considerably 

extended with formal evaluation yet to commence.  Despite this, the emerging 

qualitative feedback and evidence of local improvements has provided a compelling 

case to continue the development and spread of the improvement system. 

In January 2022, deployment of the improvement system commenced in outpatient 

physiotherapy and the further roll-out of the system has been selected as a quality 

priority for 2022/23.  There are significant opportunities for this approach to act as an 

enabler for other improvement work (e.g., inpatient flow and ED recovery). 

 

Infection Prevention and Control (IPC) and COVID 19 

 

Throughout the Covid-19 pandemic the Trust has continued to develop, implement, 

and update policies, practices, and guidelines in line with changing and evolving 

NHSE/I and PHE (UKHSA) guidance, with communication to all staff. In particular, 

the Trust Infection Control Guideline for COVID-19 and development of many 

COVID-19 related Standard Operating Procedures (SOPs). 

The speed with which situations change especially related to the new variants of 

Covid-19 has presented a particular challenge this year. 

The Trust has conducted a robust audit programme of monitoring adherence to IPC 

measures (i.e., PPE, COVID-19 screening and equipment auditing) and has 

continued to update the IPC BAF. However, we acknowledge that there have been 

outbreaks of COVID-19 in some wards alongside individualised hospital associated 
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infections. IPC measures and the appropriate testing and movement of patients 

through the Trust are an absolute priority and will continue to remain a primary focus.  

Over the past year the Trust continued to develop and adapt current processes as 

per NHSE/I guidelines, including: 

• Triage of all patients and isolation of all positive and suspected COVID-19 

cases and of all patients exposed to COVID-19.  

• COVID-19 swabbing in ED of all patients being admitted to ensure 

appropriate placement, and for negative results re-swabbing patients at day 

3, 5, 10 and every 7 days as long as they remain in hospital and whenever 

patients become symptomatic.  

• Funding for additional staff in the Pathology lab on site to process rapid 

molecular testing for Covid-19 and other respiratory viruses.  Purchasing 

additional analysers for rapid molecular testing on site in order to increase 

capacity of rapid and reliable diagnosis for COVID-19, influenza A & B  and 

also to provide rapid respiratory screen for COVID-19, influenza  RSV and 

other respiratory viruses for Paediatric admissions. . This supported timely 

discharge of patients and correct placement of new acute admissions and 

facilitated rapid testing when needed for staff or for patients in the super 

green pathway. There has been capacity to undertake 80 rapid tests every 24 

hours with results in approximately 90 minutes which had been increased to 

approximately 120 tests every 24 hours in approximately 60 minutes by 

October 2021 

• Developing and maintaining an infection prevention & control footprint within 

the Unplanned / COVID-19 Risk Managed pathway with three distinct zones 

in the Trust: Red for COVID-19 test positive / symptomatic / known contacts; 

Amber for those asymptomatic but awaiting swab results; Green for test 

negative, asymptomatic and with no exposure; Super Green for those self-

isolated and test negative prior to their procedure (COVID-19 Protected 

Pathway). 

• The provision of two Intensive Therapy Units (ITU) when required with main 

ITU designated for Covid-19 patients and Alex ward / theatre recovery 

designated for non-Covid-19 patients.  

• The facility for 18 beds on Hamble Ward which support COVID-19 positive 

patients who require Continuous Positive Airway Pressure (CPAP) treatment 

which can be managed outside of the ITU. 

• Constant review of the designation of wards and departments to ensure that it 

has enough capacity to place patients as safely as possible. The designation 

of COVID-19 wards /areas depending on number of cases continues – 

responding rapidly to the changing profile of admissions. 

• Daily (and at weekends if required) IPCT updates to Silver command / bed 

management regarding the number, placement and isolation of COVID-19 

positive and COVID-19 contact cases, at times when numbers increase and 

bed management becomes a challenge. 
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• Robust contact tracing of all positive cases, with contacts still in the Trust 

being isolated and regularly screened (day 0, 3, 5 and 10), and those 

discharged home being informed by the  

Track and Trace officers. 

Post infection reviews (PIRs) were completed for all probable and definite 

healthcare acquired  COVID-19 cases (HOPHA, HOHA) and lessons learnt 

were actioned.  

• South West London daily calls with the Director of Nursing/Director of 

Infection Prevention and Control, Medical Director and Chief Operating 

Officer to ensure that mutual aid was available and patients could access the 

care they needed. 

• Attendance at the weekly South West London Infection Prevention & Control 

(SWL IPC) Forum by the DIPC, the Infection Control Doctor (or the IP&C 

CNS in her absence) to discuss and ensure consistent advice within South 

West London and to share good practice and learning. 

• Staff screening where required (i.e. in outbreak situations) with subsequent 

self -isolation as required. Encouragement and reminders to staff regarding 

twice weekly lateral flow testing. 

• The provision of FFP3 mask fit testing for staff.  

• IPC precautions for all resistant organisms (i.e.. MRSA, ESBL, VRE, CPE) 

were kept in place as per Trust and National guidance and healthcare 

associated infections were monitored with PIRs conducted for all Trust 

apportioned CDIs.  

 

Recruitment and Retention 

 

The Trust has a People Plan, launched in 2020, for the period 2020-2023. The Plan 

has been developed in the context of the National, London and Southwest London 

People Plans to support the Trust’s objectives and reflect the challenges of a 

changing landscape - post COVID, recovery and integrated care systems. The Plan 

has four themes: Design and Transformation; Attraction, Inclusion and Stability; 

Development and Deployment; and Care and Compassion.   

 

The Plan provides a framework for the attraction and retention of staff with the key 

aim of being the best employer, employing a permanent, diverse, and engaged 

workforce.  

 

Recognising the fundamental importance of diversity, equality, and inclusion (EDI), a 

companion strategy is in place. Building on the EDI work programme, Equality, 

Diversity, and Inclusion Champions are now in place to strengthen local leadership 

and support the achievement of positive change.  
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The health and wellbeing of the workforce has never been more important and is a 

core part of the people strategy with a comprehensive plan and resources in place. 

The strategy provides a holistic approach, with a focus on psychological 

interventions, rest and recovery, exercise, nutrition, benefits, and flexible working. To 

support engagement, health and wellbeing conversations have been introduced into 

the supervisory and management framework.  

 

Increasingly the Trust is working collaboratively with its partners across the 

integrated care system and the workforce is an important focus of this. The 

Southwest London (SWL) Recruitment Hub was launched in 2020. It provides a one 

stop shop for processing all recruitment activity and has a key role in enhancing the 

SWL employment proposition and supporting and facilitating initiatives to improve 

recruitment and retention. Workforce supply is a key challenge, and the Hub is 

engaged in a range of local, national, and international recruitment campaigns to 

support this. It is working with a range of agencies to recruit from local communities 

to support the economic recovery.     

 

Complaints Performance  

 

Every reasonable effort is made to resolve complaints at a local level, and this 

involves correspondence and meetings with complainants. The data from 2021/22 

shows that there has been a significant increase in the number of complaints 

received. Complaints have continued to become increasingly complex taking more 

time and resource to resolve. The data from 2021/22 shows that there was a 

decrease in the number of complaints that were received in the first six months of 

2020/21. However, when including Q3 and Q4 this demonstrates a significant 

increase in complaints, in line with the pressure acute hospitals are currently under.  

The complaints will be carefully monitored for themes to ensure swift action is taken 

to make necessary improvements. It is recognised that complaints have continued to 

become increasingly complex and take more time and resource to resolve.  This will 

be kept under review to ensure everything possible is done to resolve complaints at 

the earliest opportunity.  

Total Complaints 2020-21                      
(1st April 2020 - 31st March 

2021) 

Total Complaints 2020-21                       
(1st April 2021 - 31st March 

2022) 

311 513 

 

The percentage of the complaints that were graded as major in 2021/22 was slightly 

higher than in 2020/21. 
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We recognise that swift action in responding to complaints is key to resolving them. 

As such, we endeavour to formally respond within 25 working days to all complaints, 

or by the timeframe agreed with the complainant. The response rate for 2020/21 was 

42%. Whilst the response rate in 2021/22 so far has decreased, in most cases this 

reflects the pressure staff members have been under responding to the Covid-19 

pandemic and the prioritisation of clinical duties. Complainants are made aware of 

the possible delays at the earliest opportunity and apologies are given. 

The most prominent themes of complaints in 2021/22 were care and treatment 

(26%), communication (22%), appointment administration (8%) and security related 

concerns (7%).  All the security concerns relate to patient property going missing, 

except for one which was regarding an alleged staff on patient assault. In 2020/21, 

the most prominent care and treatment (34%), communication (16%), appointment 

administration (8%) and security related concerns (8%).  

The themes and trends for complaints remain relatively unchanged. To address and 

resolve the challenges raised in an alternative manner, the Trust Quality 

Improvement Team will work alongside the transformation team to identify issues 

and undertake appropriate actions to resolve these. 

Complaints can be made in writing or by email and information about how to do this 

is on the hospital website.  A questionnaire is sent to complainants to understand 

their experience of the complaints process when their complaint has been responded 

to and any improvements to the process will be made as necessary.  

The Complaints team also logged 36 potential complaints in 2021/22. These are 

typically complaints that refer to an issue that did not require a formal complaint to be 

registered, but still needed to be investigated through the same process; complaints 

where consent to investigate was not received; or requests for compensation e.g., 

for lost property.  
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Patient Advice and Liaison Service (PALS) 

 

The Trust has a robust process for the management of PALS concerns and 

complaints and works with managers and health professionals to enable practical 

and immediate improvements in response to complaints.  

 

PALS Cases 2020-21                                       
(1st April 2020 - 31st March 

2021) 

PALS Cases 2020-21                                       
(1st April 2021 - 31st March 

2022) 

1717 2269 
 

The PALS service logged 2269 cases in 2021/22 which was a 32% increase 

compared to 2020/21. This demonstrates a significant increase in PALS concerns 

raised.  

The three most prominent themes of concerns raised in 2021/21 were 

communication (31%), appointment administration (30%) and care and treatment 

(12%).  The three most prominent themes of concerns raised in 2020/21 were 

communication (32%), appointment administration (31%), and care and treatment 

(10%).  

As with the trends for formal complaints, the Trust is aware that these themes remain 

relatively unchanged, and this will be addressed in the ongoing Quality Improvement 

and Transformation work. 

Patient and Public Involvement  

Gathering and responding to insights from patients, families, and carers  

The Trust has continued to gather anonymous feedback via the Friends and Family 

Test (FFT), with over 65,000 ratings of care and 47,921 comments received about 

Kingston Hospital NHS Foundation Trust services. The opportunity to provide an 

FFT response online is now clearly signposted on the Trust website and promotion 

of QR codes via posters and business cards are being trialled across areas that 

include maternity, radiology, and the Jasmine Unit. Feedback reports highlighting 

emerging themes and comments are circulated to inpatient and ED teams every two 

weeks and recurrent themes are tracked.  

National patient surveys have taken place for Inpatients, Cancer, and Maternity and 

data from surveys for Inpatients, ED, Maternity & Children and Young People have 

been published. National Surveys present us with data on the experiences of our 

patients benchmarked against other trusts and our previous results. The data gives 

us the opportunity to celebrate things we are doing well, assess the effect of 

previous, targeted work and identify where there are standalone ‘quick win’ actions 

to take.  
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What did we do?  

 

• Worked closely with teams where a National Survey was received, spending 

time to help teams to understand, interpret and gain insight from the data.   

• Supported teams to identify areas where improvement could be realised for 

example, by utilising volunteering and identifying projects for the Trust’s 

quality improvement yellow belt programme. 

• Consolidated and refreshed information resources for patients, their family 

and friends that explain what to expect during an inpatient stay.   

• Ran facilitated workshops and ideas generating sessions with staff working on 

inpatient wards, in ED and maternity to broaden reach and ownership of 

survey findings and response.  

 

By viewing national patient survey data alongside data gathered from complaints, 

FFT and patient surveys we have been directing our improvement efforts towards 

actions that will have the greatest impact on patients experience of care and 

treatment.  Evidence and insights from our national surveys is informing our 

transformation programmes in urgent and emergency care.   

 

Services have been supported to gather, analyse, and present insight from patients 

in Breast, Urology, TB Services, cardiology, and outpatient physiotherapy. The local 

survey in Breast services provide insight into a model of patient initiated follow up, 

the lessons of which have been widely shared with other services as they embark on 

roll out of this model.   

 

Patient and Public Involvement in Governance  

 

The Trust has maintained strong links and collaborative working with Healthwatch 

partners through the Trust’s Healthwatch Forum. Healthwatch Kingston published 

their enter and view report in March 2021, acknowledging within it that 

 

‘Healthwatch Kingston enjoys a high degree of trust with Kingston Hospital 

NHS Foundation Trust’ 

 

Lay members continue to be integral to governance groups that include the Trust’s 

Patient Experience Committee, Children and Young Peoples’ Board, Cancer Board, 

Dementia Strategy Group and End of Life Strategy Group. Patient stories by way of 

short films have been used to give insights into governance meetings including 

KHFT’s Trust Board.  

 

2021 saw NHSE launch a framework for involving patients in patient safety. In 

January 2022 we started the process of jointly recruiting our patient safety partners 

from within our community in collaboration with colleagues from HRCH and YHC. A 
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robust and thorough training programme is in place to support the integration of this 

new role and we look forward to realising the insight that this brings to us in 2022.   

 

Patient, Service User and Staff forums  

 

The Pandemic has made patient support groups more important than ever. These 

groups are often supporting people who are classed as ‘clinically extremely 

vulnerable’.  It has been a time of extra stress for these people and yet the usual way 

of getting together for mutual support, just when they most needed it was pulled from 

under their feet by social distancing rules. The Patient Experience Team has kept in 

regular contact with our affiliated support groups and shared tips and experiences 

between the groups on how they could continue to reach out to their members when 

they could no longer meet face to face but might be particularly stressed and 

isolated. The Cancer Patient Partners Group and Maternity Voices Partnership, 

involving patients and service users alongside hospital staff have continued to work 

collectively to establish priorities and actions. The Kingston Haematology Patient 

Support Group and HIV services group, both established during the pandemic have 

developed a membership and continue to meet regularly on-line.     

 

Visiting at Kingston Hospital 

Since the onset of the pandemic, hospital visiting has been subject to national 

guidance which has been revised several times. Compassionate visiting has been 

enabled across the Trust throughout 2021/22 in line with national guidance and staff 

have been supported to understand how to use and implement the guidance for the 

benefit of patients and their families. People with a learning disability, dementia, or 

delirium and those at the end of their life have been supported to always have visits 

across all areas of the trust and throughout periods where ‘routine’ visiting had to be 

suspended. Over the course of the pandemic the Trust has reviewed and revised its 

compassionate visiting based on feedback from families and staff and has 

consequently moved to offer therapeutic alongside compassionate visiting in 

recognition of the important role close relatives have enabling the achievement of 

therapeutic outcomes and speeding recovery. 

Virtual visiting (by phone and video) has played a crucial and complementary role to 

actual visiting throughout the pandemic, but particularly at times when high rates of 

community COVID-19 transmission meant that only compassionate or therapeutic 

visiting has been allowed. Mobile phones that have the appearance of a handheld 

phone have been deployed across all wards, allowing patients to keep in contact 

with friends and family without having to use the ward phones. 
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NHS STAFF SURVEY 2021 

 

Staff engagement is a key priority for the Trust and the staff survey, along with 

regular additional ‘pulse’ surveys, help to inform local strategies for staff well-being 

and improving staff experience. The Trust had a response rate of 69% which, 

although it was less than the year before, was 23% better than the median response 

rate of 46% for acute and acute & community trusts.  

The Trust are the third highest Trust across London with a final figure of 65.2% of 

staff who have direct patient care being vaccinated against flu. 

The average score was 48.1% across London, with the lowest score being 17.9% at 

Homerton. 

The top three Trusts were: 

• St Georges 

• Central and Northwest London 

• Kingston 
 

We have conducted a survey for those staff who did not accept the offer of a flu 

vaccination this year, most responses indicated that this was due to staff having 

received Covid vaccinations and not wishing to also take a flu vaccination. 

For our 2022/2023 campaign we will continue with a drop-in clinic and roaming clinic 

model run by Occupational Health, with relevant weekly communications provided to 

staff. 

The results from the 2021 Staff Survey  

Over 1.2 million NHS employees in England were invited to participate in the 2021 

survey with all 220 trusts in England responding.  

 
Response Rate 
 

 

For the 2021 survey onwards the questions in the NHS Staff Survey are aligned to 

the People Promise. This sets out, in the words of NHS staff, the things that would 

most improve their working experience, and is made up of seven elements: 
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In support of this, the results of the NHS Staff Survey are now measured against the 

seven People Promise elements and against two of the themes reported in previous 

years (Staff Engagement and Morale). The reporting also includes new sub-scores, 

which feed into the People Promise elements and themes.  

The commentary contained in the following sections is based on the People Promise 

elements and the themes and sub-scores that are related and mapped to individual 

survey questions. In addition, there is also commentary on staff engagement and 

morale. 
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People Promise 1 - We are compassionate and inclusive 

Within this promise area there are 4 sub sections, the scores of which are detailed 

below: 

 

Key highlights are: 

o There is a strong compassionate culture within the Trust, scoring .2 

above the average and with 62.1% recommending the Trust as a place 

to work (better than the average 58.4%). 74.8% would also be happy 

with standard of care for a friend or relative (average 66.9%) 

o Compassionate leadership scored only .3 below the average. However, 

the sub questions do highlight that more work is required in this area in 

relation to management as 64.7% of staff felt that their manager is 

interested in listening when they describe challenges compared to the 

average of 67.9% and a best score of 76.3%. 

o Diversity and Equality was .2 below the average, however 69.3% felt 

that the Trust respects individual differences (e.g., cultures, working 

styles, backgrounds, ideas, etc.) which was better than the average 

68.8%. Further focus is needed in relation to career progression and 

discrimination experienced by staff.  

o The inclusion score was the same as the average and 69.6% felt that 

the people they work with are understanding and kind to one another 

(better than the average 68.9%) and 71.8% felt that people they 

worked with are polite and treat each other with respect (average 

70.2%) 
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People Promise 2 - We are recognised and rewarded 

There are no sub themes within this area but some of the sub questions are detailed 

below: 

❖ 65.8% felt that the people they worked with showed appreciation to one 

another (same as average of 65.8%) 

❖ 39.9% felt that the Trust valued their work (average of 40.7%) 

❖ 46.1% felt that they got recognition for good work (average of 50.5%) 

Whilst the overall score was not significantly worse than the average in this area, the 

sub questions do highlight that further actions will need to be taken in relation to 

recognition and reward. 

People Promise 3 - We each have a voice that counts 

There are 2 sub themes within this section that contribute towards the overall score. 

 

Within these 2 sub themes the responses highlighted the following: 

o In relation to autonomy and control, staff need further clarification around what 

their responsibilities are (84.6% compared to an average of 86.3%) and to 

feel they are trusted and can take the initiative. The results also highlighted 

that further actions need to be taken to involve staff in improvements and 

changes. 

o Staff are confident that the Trust would address their concerns (58.9% 

compared to the average of 57.6%) yet only 70.5% are secure about raising 

concerns in relation to unsafe clinical practice (compared to an average of 

73.9%) so this will be a focus within the workplan. 
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People promise 4 - We are safe and healthy 

The 3 sub themes results are detailed below. 

 

Within questions which formed these sub themes the key highlights were: 

o Staff did not feel able to meet conflicting demands and did not feel there were 

enough staff (25.2% compared to the average of 26%) which has 

unsurprisingly deteriorated for all trusts since the 2020 results. The average in 

2020 was 36.9%. 

o Staff did feel that positive action was taken in relation to their well-being at 

work (58.3% compared to 56.4%) but the reporting of violence and aggression 

suffered by staff whilst at work will need to be further addressed. 

o 42.7% of staff reported that they found work emotionally exhausting (37.7% 

average) with 40.9% feeling burnt out (35.2% average). This is an area that is 

already being addressed with further actions already planned for 2022/23.  

o Work related stress has also seen an increase this year (49.6% compared to 

44.6% last year) as well musculoskeletal issues. 
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People promise 5 - We are always learning 

The 2 sub themes of development and appraisals are detailed below. 

 

Within development only 47.7% of staff felt that there were opportunities to develop 

their career within the Trust (average 52.1%) and actions are already underway to 

address this. In addition, opportunities to improve knowledge and skills as well as 

providing the opportunities to access them will need to be addressed. Appraisals 

were slightly better than the average with 80.5% of staff having been appraised in 

the last year (average 80.1%). Whilst 30.6% of staff felt it helped them to agree clear 

objectives (average 30.2%) and 22% felt it helped them to improve how they do the 

job (average 19.8%) the quality of appraisals will also need to be addressed. 

People promise 6 - We work flexibly 

The 2 sub themes for this people promise are shown below. Support for work life 

balance is just below the average whilst flexible working is .4 above the average. 
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Support for work life balance was overall .3% lower than the national average, and 

flexible working .4% lower. Within these some of the following aspects were 

highlighted: 

46.2% of staff felt that they achieved a good balance between work and home life 

(compared to an average of 51.1%) 

44.6% felt that there were opportunities for flexible working patterns (compared to an 

average of 51.8%) 

39.4% felt the Trust was committed to helping them balance their work and home life 

(compared to an average of 42.6%) 

Flexible working and agile working will be an ongoing focus as part of the action plan 

for the staff survey to ensure that staff are aware of the opportunities, they have to 

balance their home and work commitments. 

People promise 7 - We are a team 

Team working was the same as the average and line management scored slightly 

less than the average within the sub themes. 

 

Team working was the same as the average for the group with line management .2% 

lower. The responses to the questions highlighted the following: 

70.3% of staff felt that they received the respect from their colleagues at work that 

they deserved which was higher than the average of 69.7% and 79% of staff enjoy 

working with their colleagues in their team 

53.2% felt that their team had enough freedom in how to do its work against an 

average of 56.6% so autonomy will be a focus for the Trust within its action plan 

54.3% felt that team disagreements were dealt with constructively (average 54.7%) 
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57.3% felt that teams work together to achieve their objectives which is over 5% 

higher than the national average of 52.2% 

54% of staff felt that their immediate manager asks for opinions before making 

decisions that affected their work (average of 55.7%) and 64.6% felt their manager 

encouraged them at work (average 69%).  

These results highlight that a further focus on ensuring and improving line 

management arrangements and approaches will be necessary, especially following 

the many changes that staff have experienced throughout the pandemic in this area. 

Staff Engagement and Morale 

Staff engagement and morale are reported in line with previous years surveys. Staff 

engagement has decreased from 7.3 in 2020 to 6.8 - however the group average 

has also decreased to 6.8. Morale has also decreased from 6.1 in 2020 to 5.5 in 

2021, with the average being 5.7.  

 

 

 

 

 

 

 

 

Prior to this staff engagement scores had been steady since 2017, averaging 7.3 

over the 4-year period. Morale, reported since 2018, had been averaging around 6.0.  

Within these themes, were 6 sub themes and the details of these scores are set out 

in the table below. Advocacy scored .3 higher than the average and within the sub 

questions scored above average in all areas. Other subsets were lower on average. 

Theme Subset KHFT Average 

Staff Engagement Motivation 6.7 7.0 

Staff Engagement Involvement 6.5 6.7 

Staff Engagement Advocacy 7.1 6.8 

Morale Thinking about leaving 5.5 6.0 

Morale Work Pressure 4.9 5.0 

Morale Stressors 6.1 6.2 
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Highlighted below are some of the sub questions to these sub themes (all stated as 

a percentage of respondents): 

❖ Staff engagement – Motivation, Involvement and Advocacy 

o 47.3% look forward to going to work (worse than the average of 52%) 

o 72.5% feel that times passes quickly when they are at work (worse 

than the average of 72.9%) 

o 70.9% feel that there are frequent opportunities to show initiative in 

their role (worse than the average of 72.4%) 

o 65.9% are able to make suggestions to improve the work of the team/ 

department (worse than the average of 69.8%) 

o 80.6% feel that the care of patients/ service users is the Trusts top 

priority (better than the average of 75.5%) 

o 62.1% would recommend the Trust as a place to work (better than the 

average of 58.4%) 

o 74.8% are happy with the standard of care provided by the Trust 

(better than the average of 66.9%) 

 
Covid 19 classifications 

In this year’s staff survey, staff were asked to identify if they had either worked on a 

ward, been redeployed, or been asked to work remotely/ from home. The graph 

below reflects the different categories of staff that responded against the people 

promise categories. 
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In summary: 

• Staff that worked remotely or from home reported higher scores in all the 

promise areas that the Trust overall all staff score except for learning 

• Those that were redeployed or worked in a Covid specific area reported 

higher in the learning promise. They scored the same in the having a voice 

category but lower in the others. 

• Those that were redeployed or worked on wards reported similar scores in 

most areas. 

Summary 
 
We are aware that staff are exhausted and have been affected personally as well as 

professionally by the pandemic. They have not had as much quality time with 

managers, nor time to access learning and development. Resources to do the job 

have been impacted and many staff are reporting feelings of exhaustion and burn 

out. 

 

However, despite all these challenges, 62.1% of staff would still recommend 

Kingston as a place to work which is better than the national acute average of 58.4% 

and 74.8% are happy with the standard of care provided by the Trust (compared to 

the average of 66.9%). There is more that we need to do to support staff to improve 

their well-being and experience and these will be addressed through clear priorities 

for action that build on the fundamental principles of autonomy, belonging and 

competence. 

 
Priorities for Action 
 
The key priority areas for action in relation to the staff survey have been themed as 

follows: 

 

➢ Supporting staff to stay healthy and well 

➢ New ways of working and having the resources that I need 

➢ Enabling leaders to lead 

➢ Connecting the organisation 

 

We will be working through the actions required under the 4 pillars detailed and co-

design with our staff the solutions that are needed, assessing impact as the plan 

progresses. Departments will also analyse their local priorities and develop local 

actions accordingly to address any specific themes that are highlighted. These will 

form part of the Trust’s Workforce Strategy which will be monitored via the Executive 

Management Committee and the Trust Board. The Trust will monitor its success in 

addressing these areas through the feedback from the pulse surveys and the 

subsequent staff survey. 
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Looking Ahead 

Kingston Hospital NHS Foundation Trust is an exciting place to work. As an 

organisation we are committed to providing the best patient experience in the safest 

environment with committed caring staff. 

We welcome feedback and are constantly looking at how we can improve and 

respond more effectively to the challenges of our population and the nation as a 

whole. The staff at Kingston Hospital NHS Foundation Trust have worked together 

tirelessly to support the response and recovery to the COVID-19 pandemic.  

Due to the switch and constantly changing requirements for the provision of 

healthcare from March 2020 we established a rapid response and support model to 

aid the staff with coping with the COVID-19 pandemic.  

While we work hard to make changes in a fast moving and dynamic landscape of 

healthcare, we are acutely aware that our staff are our biggest asset. 
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Independent Practitioner's Limited Assurance Report to the Board of 

Governors of Kingston Hospital NHS Foundation Trust on the Quality Account. 

NHS Improvement has stated that there is no requirement for a Foundation Trust to 
commission external assurance on its Quality Account for 2021/22. 
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Appendix A: National Confidential Enquiries 
 

National confidential enquiries for 
inclusion in quality report 2021/22 

Participation 
2021/22 

Number of cases submitted 

Child Health Clinical Outcome 
Review Programme: Transition 
from child to adult health services 

Yes Clinical Questionnaire: n= 4/4 
(100%) 

Case notes: in progress 
(deadline Apr-22) 

Organisational audit: n=1/1 
(100%)  

LeDeR - Learning Disabilities 
Mortality Review (2021 cohort)  

Yes Reviews completed: 7/7  

Mar-22 reviews in progress 
as of Apr-22: 3/3  

Maternal, New-born and Infant: 
Maternal programme (2021 cohort)  

Yes n=100% 

Maternal, Newburn and Infant: 
Perinatal programme (2021 cohort)  

Yes n=100% 

Medical and Surgical Clinical 
Outcome Review Programme: 
Epilepsy  

Yes Clinical Questionnaire: n= 6/6 
(100%) 

Case notes: n= 6/6 (100%) 

Organisational audit: n=1/1 
(100%) 
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Appendix B: Eligible National Clinical Audits 2020/21 – Participation Rates 
 

National clinical audits for inclusion in quality 
report 2021/22 

Participation 
2021/22 

Number of cases submitted 

BAUS: Management of the Lower Ureter in 
Nephroureterectomy Audit (2017-19 cohort)  

Yes n=9 (100%)  

Cancer: National Bowel Cancer Audit (2020/21 
cohort)  

Yes n=163 

Cancer: National Audit of Breast Cancer in Older 
People (2019 cohort)  

Yes n=98 

Cancer: National Lung Cancer Audit (NLCA) 
(2020 cohort)  

Yes n=130 

Cancer: National Oesophago-gastric Cancer 
Audit (NOGCA) (2020/21 cohort)  

Yes n=33 

Cancer: National Prostate Cancer Audit (NPCA) 
(2019/20 cohort)  

Yes n=253 

Diabetes: Integrated Specialist Survey (2021 
cohort)  

Yes n=1 (100%) 

Diabetes: National Core Diabetes Audit (NDA) 
(2020/21 cohort)  

Yes n=250 

Diabetes: National Diabetes In-patient Audit 
(NaDIA) – Harms Audit (2020/21 cohort)  

Yes n=0 (100%) 

Diabetes: National Foot Care in Diabetes Audit 
(NDFA) (2020/21 cohort)  

Yes n=20 

Diabetes: National Paediatric Diabetes Audit 
(NPDA) (2020/21 cohort)  

Yes n=177 

Diabetes: National Pregnancy in Diabetes (NPID) 
(2021 cohort)  

Yes n=17 

Falls and Fragility Fractures Audit Programme 
(FFFAP): National Audit of In-patient Falls (NAIF) 
(2021 cohort)  

Yes Organisational audit: n=1 
(100%) 

Clinical Audit: n=7 (100%) 

FFFAP: National Hip Fracture Database (2020 
cohort)  

Yes n=302 

Heart: National Cardiac Audit Programme 
(NCAP): Cardiac Rhythm Management (CRM) 
(2019/20 cohort)  

Yes n=136 

Heart: NCAP: Myocardial Infarction National 
Audit Project (MINAP) (2019/20 cohort)  

Yes n=244 (88.41% stringent 
cases and 83.56% non-
stringent cases) 

Heart: NCAP National Heart Failure Audit 
(2019/20 cohort)  

Yes n=395  

Intensive Care National Audit and Research 
Centre (ICNARC): Case Mix Programme: Adult 
Critical Care (2020/21 cohort)  

Yes n=863 (100%) 

ICNARC: National Cardiac Arrest Audit (NCAA) 
(2020/21 cohort)  

Yes n=20 

Inflammatory Bowel Disease (IBD) Registry: 
Biological Therapies Audit – Adults Only (overall 
patient cohort up to end Jan-22)  

No n=0 

 

National Asthma and Chronic Obstructive 
Pulmonary Disease (COPD) Audit Programme 
(NACAP): Asthma Adult in Secondary Care 
(2020/21 cohort)  

Yes n=52 
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National clinical audits for inclusion in quality 
report 2021/22 

Participation 
2021/22 

Number of cases submitted 

NACAP: Asthma Paediatric in Secondary Care 
(Apr-21 to Sept-21 cohort)  

Yes n=53 

 

NACAP: COPD in Secondary Care (2020/21 
cohort)  

Yes n=92 

National Outpatient Management of Pulmonary 
Embolisms Audit (Sep-21 – Oct-21 cohort)  

Yes n=3 (100%)  

National Smoking Cessation Audit (Jul-21 – Aug-
21 cohort)  

Yes n=167 

National Audit of Care at the End of Life (NACEL) 
(2021 cohort)  

Yes Case note review: n=40 

Staff questionnaire: n=104 

National Audit of Dementia - Care in General 
Hospitals (2021 cohort)  

Not 
applicable 

Audit did not collect data 
2021/22 

National Audit of Seizures and Epilepsies in 
Children and Young People (Epilepsy 12) (2020 
cohort)  

Yes n=85 

National Comparative Audit of Blood Transfusion 
against NICE Guidelines (Sep-21 – Oct-21 cohort)  

Yes n=37 

National Early Inflammatory Arthritis Audit 
(NEIAA) (2020/21 cohort)  

Yes n=2 

Data submission was 
suspended for this cohort due 
to the COVID-19 pandemic 

National Emergency Laparotomy Audit (NELA) 
(2020/21 cohort)  

Yes n=108 (100%) 

National Joint Registry (2020 cohort)  Yes n=49 

National Maternity and Perinatal Audit (NMPA) 
(2020/21 cohort)  

Yes n= 4864 births, 4949 babies 
(100%) 

National Neonatal Audit Programme (NNAP) 
(2021 cohort)  

Yes n=327 

RCEM: Consultant Sign Off (2021 cohort)  Not 
applicable 

Audit did not collect data 
2021/22 

RCEM: Infection Control (2021 cohort)  Yes n=156 

RCEM: Fractured Neck of Femur (2020/21 cohort) Yes n=186 

RCEM: Pain in Children (2021 cohort)  Yes n=21 

RCEM: Severe sepsis and septic shock  Not 
applicable 

Audit did not collect data 
2021/22 

Sentinel Stroke National Audit Programme (Oct-
21 to Dec-21 cohort)  

Yes 90+% (Level A) 

Society for Acute Medicine's Benchmarking 
Audit (SAMBA) (2021 cohort)  

Yes n=42 

Transurethral Resection and Single instillation 
intra-vesical chemotherapy Evaluation in bladder 
Cancer Treatment (RESECT) Improving Quality in 
TURBT Surgery (2021 cohort)  

Yes Data collection in progress - 
deadline Sept-22 

Trauma Audit Research Network (TARN) (2021 
cohort)  

Yes n= 98% 

Monitoring 

Serious Hazards of Transfusion (SHOT): UK 
National Haemovigilance Scheme (NHSBT) (2021 
cohort)  

Yes n= 5 (1 incident, 4 reactions 
to transfusions) 
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Projects included on the NHS England Quality Accounts List, in which Kingston Hospital NHS 

Foundation Trust is not eligible to participate 

BAUS - Cytoreductive Radical Nephrectomy Audit Service not provided by Trust 

Chronic Kidney Disease Registry  Service not provided by Trust 

Cleft Registry and Audit Network (CRANE)  Service not provided by Trust 

Elective Surgery (National PROMs programme)  Service not provided by Trust 

FFFAP: Fracture Liaison Service Database  Service not provided by Trust 

Mental Health Clinical Outcome Review Programme: Suicide and 

Homicide  

Data submitted by Mental Health 

Trusts only 

Mental Health Clinical Outcome Review Programme: Suicide by 

middle-aged men  

Data submitted by Mental Health 

Trusts only 

Mental Health Clinical Outcome Review Programme: Real-time 

surveillance of suicide by patients under mental health care  

Data submitted by Mental Health 

Trusts only 

NACAP: Pulmonary Rehabilitation  Service not provided by Trust 

National Audit of Cardiac Rehabilitation  Service not provided by Trust 

National Audit of Cardiovascular Disease Prevention  Data submitted by primary care 

only  

National Audit of Care at the End of Life (NACEL): Mental Health 

Spotlight Audit  

Data submitted by Mental Health 

Trusts only 

National Audit of Dementia - Spotlight Audit in Memory Services  Service not provided by Trust 

National Audit of Pulmonary Hypertension  Service not provided by Trust 

NCAP: National Adult Cardiac Surgery Audit  Service not provided by Trust 

NCAP: National Audit of Percutaneous Coronary Interventions  Service not provided by Trust 

NCAP: National Congenital Heart Disease  Service not provided by Trust 

National Comparative Audit of Blood Transfusion programme - 

Audit of the Perioperative Management of Anaemia in Children 

Undergoing Elective Surgery 

Service not provided by Trust 

National Clinical Audit of Psychosis: EIP Audit 2020/21  Data submitted by Mental Health 

Trusts only 

National Clinical Audit of Psychosis: EIP Audit 2021/22  Data submitted by Mental Health 

Trusts only 

National Vascular Registry  Service not provided by Trust 

Neurosurgical National Audit Programme  Service not provided by Trust 

Out-of-Hospital Cardiac Arrest Outcomes (OHCAO) Registry  Data submitted by Ambulance 

Trusts only 

Paediatric Intensive Care Audit Network (PICANet)  Service not provided by Trust 

Prescribing Observatory for Mental Health (POMH-UK): 

Prescribing for depression in adult mental health services 

Data submitted by Mental Health 

Trusts only 

Prescribing Observatory for Mental Health (POMH-UK): 
Prescribing for substance misuse: alcohol detoxification 

Data submitted by Mental Health 

Trusts only 

UK Cystic Fibrosis Registry Service not provided by Trust 
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Appendix C: Actions to be taken following completed national clinical audits and national 
confidential enquiries 
 

National clinical 
audit 

Actions to improve quality 

AAU: Society for 
Acute Medicine's 
Benchmarking 
Audit (SAMBA) 
 
Cohort: Jun-21  
Published: Oct-21 

The Society for Acute Medicine Benchmarking Audit (SAMBA) aims to 
provide a national snapshot audit of care delivered on Acute Medical 
Units (AMUs) against three key clinical quality indicators set by the 
Society for Acute Medicine. This annual audit has been running since 
2012 and allows for individual AMUs to benchmark their performance 
against other contributors to recognise areas of good practice or to 
identify areas for improvement.   
 
The latest data demonstrates that the Trust is performing in line with or 
better than the national average for all 3 key clinical quality indicators:  

• 85% of patients had an Early Warning Score recorded within 30 
minutes of arrival at hospital (compared to 77% nationally).  

• 90% of patients had a tier 1 medical review within 4 hours (compared 
to 87% nationally).  

• 70% of patients had a consultant review within the target time 
(compared to 68% nationally). This also demonstrates a significant 
improvement compared to previous (51%).  
 

The audit data was formally presented at the Acute Assessment Unit 
Governance Meeting and results were disseminated to all relevant team 
members.   

Audit of Blood 
Transfusion 
against NICE 
Guidelines 
(Quality Standard 
138)  
 
Cohort: Oct-21 – 
Dec-21   
Published: Feb-22 

The primary purpose of this national audit was to benchmark the 
implementation of the key recommendations from NICE guidelines 
(Quality Standard 138: Blood Transfusion) and look for key areas that 
require further assistance for implementation.  
 
The Trust demonstrated excellent performance around the offering of iron 
supplements to anaemic patients before surgery (91% compared to 59% 
nationally), tranexamic acid provision to applicable patients (86% 
compared to 68% nationally) and the checking of haemoglobin levels 
after each unit of blood given (100% compared to 70% nationally).  
 
The audit data was formally presented to the Trust Transfusion 
Committee in Mar-22 and actions are currently being planned to improve 
clinical assessment and re-assessment of patients following blood 
transfusion and the provision of patient information around blood 
transfusion.  

British Thoracic 
Society (BTS) 
National Smoking 
Cessation Audit 
 
Cohort: Jul-21 – 
Aug-21    
Published: Mar-22 

The aim of this national audit is to identify service deficiencies and 
provide both impetus and justification for healthcare providers to create 
an environment that is more conducive to helping smokers quit. This 
clinical audit focusses on the key intervention of identifying people who 
smoke and offering help to stop. 
 
Latest results demonstrated that Trust performance (74%) is in line with 
the national average (79%) and is better than previous (68%) for the 
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National clinical 
audit 

Actions to improve quality 

documentation of smoking status.  
 
The respiratory team have initiated a quality improvement project to 
ensure that improvements are made in the rate of help offered to 
smokers to stop smoking.   

Cancer: National 
Audit of Breast 
Cancer in Older 
People (NABCOP)  
 
Cohort: 2019  
Published: Aug-21  

The COVID-19 pandemic affected the speed at which national cancer 
registration data for cancers diagnosed after January 2019 could be 
provided to third parties like the NABCOP, and so, Trust level data has 
not yet been published for this cohort. The audit provider hopes to be 
able to publish this data in 2022.  
 
NABCOP did however release a national report with key 
recommendations which are currently under review within the service 
line.  

Cancer: National 
Bowel Cancer 
Audit (NBOCAP) 
 
Cohort: 2019/20 
Published: Feb-22 

Bowel cancer is one of the most common types of cancer diagnosed in 
the UK. The national audit aims to improve patient care by assessing the 
diagnosis, treatment, and outcomes of 30,000 bowel cancer patients 
across England and Wales.  
 
The latest data shows that results relating to Trust adjusted 90-day 
mortality, adjusted 2-year mortality, adjusted 30-day unplanned 
readmission, and adjusted 30-day unplanned return to theatre are all in 
line with the national average.  
 
Audit data is currently being reviewed within General Surgery and actions 
planned to improve further.  

Cancer: National 
Audit of 
Oesophago-
gastric Cancer 
(NOGCA) 
 
Cohort: 2019/20 
Published: Dec-21  

Oesophago-gastric cancer is cancer in the stomach or the oesophagus. 
More rarely, it can occur where the oesophagus joins the stomach. 
Oesophago-gastric cancer has become steadily more common in the last 
30 years with around 13,000 people newly diagnosed each year. 
 
The Trust offers a diagnostic service to this patient group. Excellent 
performance continues to be demonstrated for patients having a staging 
CT scan recorded (92%, compared to 86% nationally) and for patients 
receiving a pre-treatment assessment and advice from a dietitian (97%, 
compared to 80% nationally). 
 
The data is currently being reviewed within Gastroenterology and actions 
planned to improve further.  

Cancer: National 
Prostate Cancer 
Audit (NPCA)  
 
Cohort: 2019/20 
Published: Jan-22  

Prostate cancer is the second most common cancer in the UK. The aim 
of the National Prostate Cancer Audit is to assess the process of care 
and its outcomes in men diagnosed with prostate cancer in England and 
Wales. 
 
The latest data demonstrates continued excellence for data quality both 
compared to the national average and the specialist multidisciplinary 
team (MDT). Data quality and completeness continues to be routinely 
reviewed and closely monitored at the local MDT meeting. 
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National clinical 
audit 

Actions to improve quality 

The data was formally presented at the Urology Governance meeting 
where the Trust was found to be compliant against all relevant national 
recommendations.   

Diabetes: National 
Diabetes Audit 
(NDA) 
 
Cohort: Jan-19 – 
Mar-20 
Published: Jun-21  

More than 4.9 million people in the UK have diabetes. This is equal to 1 
in 14 people. The national audit provides a comprehensive view of 
diabetes care in England and Wales. It measures the effectiveness of 
diabetes healthcare against NICE Clinical Guidelines and NICE Quality 
Standards. 
 
Areas of excellence are demonstrated by the audit for patients with type 1 
diabetes having a retinal screening as well as a blood test for glucose 
control and cholesterol.  
 
The audit data demonstrated mixed results and was formally presented at 
the Diabetes Inpatient Quality Improvement Working Group in Nov-21.  
 
The Diabetes Team are continuing work with the Information 
Management and Technology Team to further develop the current 
electronic pro forma which will allow for the service to capture all 
necessary NDA data items throughout the year. The template will also 
serve as a clinic letter to improve communication.  
 
Additionally, members of the Diabetes Team have attended a course 
which will enable them to run insulin pump Dose Adjustment for Normal 
Eating (DAFNE) training programmes with patients.  
 
The Diabetes Dietitians have also been working with the catering team in 
the implementation of a meal planning system that provides consistency 
in the carbohydrate content of meals and snacks. 

Diabetes: National 
Paediatric 
Diabetes Audit 
(NPDA) 
 
Cohort: 2019/20 
Published: Jun-21  

The audit demonstrates continued excellence in the quality of care 
provided to paediatric patients with diabetes, with performance equal to 
or better than the national average for the provision of psychological 
support, the provision of carb-counting education and outcomes of care.  
 
Results relating to the completion of a year of key health checks are 
mixed due to the pandemic which started at the end of this audit period.  
 
To ensure that the best possible care can continue to be provided, the 
MDT: 

• Provides comprehensive education and training to empower parents 
and patients to manage their diabetes. This is provided both at the 
time of diagnosis and then regularly until patients are transferred to 
Adult Services. 

• Provides excellent MDT care - Paediatric Diabetes Nurses, Dietician, 
Psychologist and Doctor. 

• Uses insulin pumps and flash glucose monitoring devices in line with 
best practice. 

• Provides support and advice on managing diabetes in relation to 
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school, sports activities, and travel in collaboration with teachers and 
parents. 

Diabetes and 
Maternity: 
National 
Pregnancy in 
Diabetes (NPID) 
 
Cohort: 2019 and 
2020 combined 
data 
Published: Oct-21  

During pregnancy, women with diabetes receive high quality support to 
optimise glucose control and minimise maternal and foetal risk. This is 
illustrated by the latest data, which shows that:  

• More women had their blood glucose within normal range compared 
to the national average when measured at first trimester (50% 
compared to 29% nationally). 

• More women had their blood glucose within normal range compared 
to the national average when measured at third trimester (80% 
compared to 57% nationally). 

• Fewer neonatal care admissions compared to the national average 
(35% compared to 45% nationally). 

 
The Trust is already contributing to improvements in patient care across 
the wider health community, working as part of the London Diabetes 
Community of Practice, and within the Trust by working in an MDT 
manner with the Diabetes and Endocrine teams. 

Falls and Fragility 
Fractures Audit 
Programme 
(FFFAP): National 
Audit of In-patient 
Falls (NAIF) 
 
Cohort: 2020  
Published: Feb-22  

The national audit aims to improve inpatient falls prevention and post fall 
care through audit and quality improvement. 
 
To improve the care and management of this patient group at Kingston 
Hospital NHS Foundation Trust a ‘Swarm’ multidisciplinary team meeting 
has been implemented which takes place following all inpatient falls to 
review how and why a fall happened.  
 
The ‘PJ Paralysis’ initiative also encourages staff to get patients out of 
bed and into their own clothes. The results of which are regularly reported 
into the Trust’s Falls Group. 

Falls and Fragility 
Fractures Audit 
Programme 
(FFFAP): National 
Hip Fracture 
Database 
 
Cohort: 2019 
Published: Nov-21 

The latest data demonstrates that the Trust is continuing to perform very 
well compared to the national average. 
 
More patients admitted as an emergency with a hip fracture were 
mobilised out of bed by the day after surgery (91%) compared to the 
national average (81%). Prompt mobilisation is associated with better 
outcomes and the Trust is amongst the best performing 25% of hospitals 
nationally for this measure. 
 
More patients treated for hip fracture at the Trust are receiving all the 
best practice tariff recommended criteria compared to the national 
average. NHS England and NHS Improvement use best practice tariffs to 
incentivise key elements of patient care, which have been identified as 
important in improving the quality and outcome of care after hip fracture. 
 
The audit data will be reviewed at the upcoming Hip Risk Group meeting 
and actions planned to improve further as required. 

Gastroenterology: 
Inflammatory 

Inflammatory Bowel Disease (IBD) affects at least 1 in 250 people of the 
UK population and the prevalence is rising. Many patients report a delay 
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National clinical 
audit 

Actions to improve quality 

Bowel Disease 
(IBD) registry - 
Biological 
Therapies Audit – 
Adults Only 
 
Cohort: Data 
submitted up to 
Jan-21.   
Published: Apr-21 

in getting a diagnosis, the longer this takes to make, the more likely a 
patient is to require aggressive medical therapy or even surgery. The aim 
of the national registry is to improve the health of this patient group. 
 
Trust performance is better than or in line with the national average for 5 
out of 7 key performance indicators measured by the audit including 
patient screened before starting on a biological therapy (88%, compared 
to 74% nationally), record of registry consent (97%, compared to 45% 
nationally), post induction review held (71%, compared to 41% nationally) 
and 12-month review held (67%, compared to 35% nationally).  
 
The audit data was formally presented at the Gastroenterology Clinical 
Governance Meeting and action planning is currently in progress.  

Heart: Cardiac 
Rhythm 
Management 
(CRM) 
 
Cohort: 2019/20 
Published: Oct-21 

Pacemakers are electrical devices that consist of a small battery-powered 
generator and one or more pacing leads that are in contact with the inner 
wall of the heart’s right atrium and/ or the right ventricle. They are used to 
control or replace the heart’s intrinsic electrical activity and restore a 
normal physiological heart rate. 
 
Dual chamber pacing is thought to reduce the likelihood of “pacemaker 
syndrome” (symptoms caused by the loss of atrioventricular synchrony), 
and cardiovascular morbidity, and improve quality of life compared to 
single chamber ventricular pacing. 
 
The Trust met NICE guidance in 100% of cases eligible for dual chamber 
pacing in atrioventricular block and in 97.8% of cases eligible for dual 
chamber pacing in sinus node disease without atrioventricular block (the 
national target is 90%). 
 
Kingston Hospital NHS Foundation Trust’s Consultant Cardiologist, Dr 
Roy Jogiya, was asked to provide the National Audit of Cardiac Rhythm 
Management with a short case study around the Trust’s significantly 
improved rate of dual chamber pacing implants. This case study was 
included in the national audit report publication released in Oct-21. 

Heart: Myocardial 
Ischaemia 
National Audit 
Project (MINAP) 
 
Cohort: 2019/20 
Published: Oct-21 

The national audit assesses the quality of care provided to patients who 
are admitted to hospital with acute coronary syndromes (heart attack). 
 
The latest national audit data shows that at Kingston Hospital NHS 
Foundation Trust compared to the national average: 

• More non-ST elevation myocardial infarction (NSTEMI) patients had 
an angiography to investigate their coronary arteries during their 
admission (98%, compared to 84% nationally). Coronary angiography 
is important to define the extent and severity of coronary disease.  

• More STEMI and NSTEMI patients with poor left ventricular (LV) 
function were discharged on aldosterone antagonists (99%, compared 
to 87% nationally). Evidence demonstrates improved outcomes when 
aldosterone antagonists are given to patients with impaired LV 
systolic function soon after STEMI.  
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National clinical 
audit 

Actions to improve quality 

Actions in place to improve patient care and management include 
implementing a 7-day cardiology service, establishing a Cardiac Care 
Unit on Bronte Ward and training nurses on the Acute Assessment Unit 
and Bronte Wards on cardiac telemetry (a way to monitor a person's vital 
signs remotely), how to recognise alarms and respond appropriately. 

Heart: National 
Heart Failure Audit 
 
Cohort: 2019/20 
Published: Nov-21 

The national audit collects data on patients with an unscheduled 
admission to hospital in England and Wales who are discharged with a 
primary diagnosis of heart failure. 
 
The main challenge continues to be the follow-up of patients, admitted to 
the Trust with heart failure, within two weeks of discharge. This remains a 
significant unmet need as there is no Community Heart Failure Nurse 
Specialist provision commissioned by Kingston Clinical Commissioning 
Group (CCG). 
  
Community Nurse Specialists enhance quality of care, quality of life, 
patient experience and outcomes, and reduce hospital re-admissions for 
heart failure.  
  
The business case development is supported by the Heart Failure Work 
stream of the NHS England South London Cardiac Operational Delivery 
Network - Cardiovascular. The Network is currently developing a data 
pack and supporting documentation which will help support the case for 
Community Heart Failure Nurse Specialists for patients with heart failure 
in Kingston.  

Intensive Care 
National Audit and 
Research Centre 
(ICNARC): Case 
Mix Programme - 
Adult Critical Care 
 
Cohort: 2020/21 
Published: Jun-21 

The Intensive Care National Audit and Research Centre (ICNARC) Case-
mix Programme Audit collects data on admissions and outcomes in all 
critical care units in the UK.  
 
Despite the challenges brought by the COVID-19 pandemic, the Trust 
has maintained an overall risk-adjusted mortality rate within expected 
range and has achieved a ‘green’ rating (within expected range) for all 
quality indicators except for ‘unplanned readmissions within 48 hours. 
The clinical audit provider has acknowledged that results for this cohort 
will be affected by the high rate of admission of patients critically ill with 
COVID-19. Nationally, admission numbers, non-clinical transfers and 
risk-adjusted acute hospital mortality may therefore be higher than 
expected.   

Intensive Care 
National Audit and 
Research Centre 
(ICNARC): 
National Cardiac 
Arrest Audit 
(NCAA) 
 
Cohort: 2020/21 
Published: Jul-21  

The National Cardiac Arrest Audit is a national clinical audit of in-hospital 
cardiac arrests in the UK and Ireland. 
 
The latest risk-adjusted survival data produced by the national audit 
shows that survival at Kingston Hospital NHS Foundation Trust is within 
control limits i.e., similar to expected.   
 
A junior doctor-led quality improvement project is currently underway to 
improve the process further, co-ordinated by the Trust’s Resuscitation 
Lead and the Clinical Audit and Effectiveness Team.  
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Work is currently underway to move the Trust to full electronic recording 
of ‘Not for Cardiopulmonary Resuscitation’ (CPR) with the withdrawal of 
paper forms. ‘Not for CPR’ forms are currently completed by clinical staff 
both electronically and on paper. The withdrawal of the paper form will 
reduce duplication and ensure that clinicians are aware of who has a ‘Not 
for CPR’ order in place, therefore avoiding CPR for patients in which this 
is not in their best interests. 

ICU: Perioperative 
Quality 
Improvement 
Programme (PQIP) 
 
Cohort: Aug-19 – 
Jul-21 
Published: Oct-21  

The Perioperative Quality Improvement Programme is a national 
research and quality improvement initiative to improve care along the 
perioperative pathway.  
 
The programme measures complications, mortality and patient reported 
outcome from major non-cardiac surgery. The ambition is to deliver real 
benefits to patients by supporting clinicians in using data to improve 
patient outcomes across the United Kingdom, reducing variation in 
processes of care and supporting implementation of best practice. 
 
The latest data shows that Trust performance is in line the national 
average for inpatient length of stay and postoperative complications.  
 
The audit data will be reviewed at the upcoming Anaesthetic Governance 
Meeting and actions planned to improve further as required.  

Maternity: 
National Maternity 
and Perinatal 
Audit (NMPA) 
 
Cohort: 2017/18 
Published: Oct-21 

The aim of the NMPA is to produce high-quality information about NHS 
maternity and neonatal services which can be used by providers and 
commissioners to benchmark against national standards and to identify 
good practice and areas for improvement in the care of women and 
babies. 
 
The latest data shows that Trust performance is either in line with or 
better than the national average for all 13 best practice measures. The 
Maternity service continues to review the data on a regular basis to 
ensure appropriate care of women and babies. 

National 
Emergency 
Laparotomy Audit 
(NELA) 
 
Cohort: 01/12/2019 
– 30/11/2020 
Published: Nov-21 

The aim of the National Emergency Laparotomy Audit (NELA) is to 
enable the improvement of the quality of care for patients undergoing 
emergency laparotomy. The latest data continues to show excellent 
performance against the best practice standards assessed by the 
national audit. 
 
Emergency laparotomy is often high-risk surgery, and therefore benefits 
from the expertise of a consultant anaesthetist and a consultant surgeon 
during the operation. More high-risk patients had a consultant surgeon 
and a consultant anaesthetist present in theatre (100%) compared to the 
national average (90%). Additionally, results relating to arrival in theatre 
within a timescale appropriate for urgency (88%) remain better than the 
national average (81%). 
 
Furthermore, despite the challenges brought by the pandemic, the Trust’s 
risk adjusted mortality rate (8%) is better than national average (8.7%). 
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The audit data will be reviewed at the upcoming Anaesthetic Governance 
Meeting and actions planned to improve further as required. 

Orthopaedics: 
National Joint 
Registry (NJR) 
 
Cohort: 2020 
Published: Nov-21  

The National Joint Registry (NJR) was set up in 2002 to collect 
information on all hip, knee, ankle, elbow, and shoulder replacement 
operations, to monitor the performance of joint replacement implants and 
the effectiveness of different types of surgery, improving clinical 
standards and benefiting patients, clinicians, and the orthopaedic sector 
as a whole.  
  
The ‘NJR Quality Data Provider’ award scheme was developed to offer 
hospitals a blueprint for reaching standards relating to patient safety 
through NJR compliance and to reward those who have met targets in 
this area.  
  
This is a unique award that acknowledges both the high standards being 
met by Kingston Hospital NHS Foundation Trust and the strong 
departmental effort to achieve this certification for two consecutive years. 
 
The latest data shows that the Trust’s outcomes are ‘as expected’ for 90-
day mortality rate and revision rates for both hips and knees. The quality 
of the data submitted is ‘as expected’ for compliance (the number of 
operations submitted), patient consent and linkage (valid NHS number). 
 
To maintain these results, the Quality Manager and Matron meet monthly 
to review the data and any data concerns are escalated to the lead 
Consultant to review against operation notes. 
 
The service has focused on sustaining the improvements made to the 
consent process (the process by which patients consent to having their 
details added to the Registry). All patients operated on at the Trust are 
asked whether they wish to consent to having their details added to the 
Registry by the clinical team, and where patients decline, the reason is 
recorded. This enables the orthopaedic team to monitor these cases and 
to better understand the reasons for refusal so that they can take 
targeted action to improve the consent rate going forwards. 

Paediatrics: 
National Asthma 
and Chronic 
Obstructive 
Pulmonary 
Disease (COPD) 
Audit Programme 
(NACAP) - 
Children and 
Young People in 
Secondary Care 
 
Cohort: Jun-19 – 

The children and young people (CYP) asthma audit, a component of the 
National Asthma and COPD Audit Programme (NACAP), is a continuous 
clinical audit which launched in June 2019 and captures the processes of 
care and clinical outcomes of treatment for CYP admitted to hospital with 
asthma attacks. 
 
Trust performance in the national audit was better than or in line with the 
national average for all four key criteria reported, relating to timeliness of 
steroid administration, inhaler technique checks, the addressing of 
parent/ carer tobacco dependency and the review / issuing of 
personalised action plans.  
 
The audit data will be reviewed at the upcoming Paediatric Governance 
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Jan-20 
Published: May-21  

meeting and actions planned to improve further as required.  

Paediatrics: 
National Audit of 
Seizures and 
Epilepsies in 
Children and 
Young People 
(Epilepsy 12)  
 
Cohort: Dec-18 – 
Nov-19  
Published: Jul-21  

Epilepsy is the most common significant long-term neurological condition 
of childhood and affects an estimated 112,000 children and young people 
in the UK. 
 
The quality of care provided at Kingston Hospital NHS Foundation Trust 
is excellent, with performance above the national average for all key 
clinical indicators relating to:  

• Input from a paediatrician with expertise in epilepsies (96% compared 
to 87% nationally).  

• Input from an epilepsy nurse specialist (93% compared to 73% 
nationally). 

• Appropriate first paediatric assessment (96% compared to 61% 
nationally). 

• Documentation of developmental, learning or schooling progress 
(100% compared to 83% nationally).  

• Appropriate seizure classification (96% compared to 91% nationally). 

• Access to appropriate investigations (100%, compared to 65% 
nationally). 

• Accuracy of diagnosis (100% compared to 98% nationally). 

• Provision of agreed and comprehensive care plans (96% compared to 
65% nationally). 

• Provision of care plans with appropriate core content (100% 
compared to 70% nationally). 

 
The audit data was reviewed at the Paediatric Governance meeting with 
actions currently under review within the service line.  

National Neonatal 
Audit Programme 
(NNAP) 
 
Cohort: 2020 
Published: Mar-22 

1 in 7 babies in the UK need specialist care when they are born. They 
may be born too early, with a low birth weight or have a medical 
condition. The national audit aims to improve care to these babies. 
 
Compared to the data published in 2019, the neonatal team has 
maintained a high-level of performance for most standards, with notable 
improvement demonstrated for:  

• Provision of antenatal magnesium sulphate, improved for a fourth 
year in a row: 60%, to 75%, to 83%, to 100%.  

 
The audit data also shows that fewer babies developed lung disease as a 
consequence of neonatal care (bronchopulmonary dysplasia) compared 
to other UK neonatal units – 24.8% vs. 38.3%. The data further 
demonstrates that more babies (born before 33 weeks gestation) were 
receiving their mother’s milk when discharged from the neonatal unit 
(72.1%) compared to the national average (60.1%)  
 
The audit data will be reviewed at the upcoming Paediatric Governance 
meeting and actions planned to improve further. 
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Respiratory: 
NACAP - Chronic 
Obstructive 
Pulmonary 
Disease (COPD) in 
Secondary Care 
 
Cohort: Oct-19 – 
Mar-20 
Published: Jun-21  

Trust performance in the national audit was better than or in line with the 
national average for 5 out of 6 key criteria reported.  
 
The diagnosis of COPD can only be made using quality assured post-
bronchodilator spirometry and smoking cessation is the only intervention 
applicable to everyone with COPD that has a proven mortality benefit. 
The national audit has therefore identified timely spirometry and smoking 
cessation support as their improvement priorities for people with COPD, 
with the Trust demonstrating that:  

• Spirometry results were available for 58% of patients, compared to 
48% nationally. 

• Current smokers were prescribed smoking cessation 
pharmacotherapy in 57% of cases, compared to 53% nationally.  
 

The Trust has also seen significant improvement in terms or oxygen 
prescription for applicable patients since previous (100% compared to 
72% previously and 64% nationally).  
 
The audit data was reviewed at the Respiratory Clinical Governance 
meeting and actions were formulated to improve the timeliness of the 
provision of non-invasive ventilation (NIV) including the continuation of 
education with the Emergency Department. The Trust also has an NIV 
Team and a 24-hour dedicated NIV service provided by the Critical Care 
Outreach Service. 

Sentinel Stroke 
National Audit 
Programme 
(SSNAP) 
 
Cohort: Oct-21 – 
Dec-21  
Published: Mar-22 

The national audit measures both the processes of care provided to 
stroke patients, as well as the structure of stroke services against 
evidence-based standards. The overall aim being to provide timely 
information on how well stroke care is being delivered so it can be used 
as a tool to improve the quality of care that is provided to patients.  
 
The latest national audit data shows that the Stroke team achieved a ‘C’ 
rating for overall performance, an ‘A’ rating for case ascertainment, and 
an ‘A’ rating for standards by discharge.   
 
As part of the Trust’s response to the COVID pandemic admissions to the 
stroke unit were widened during this period. Despite this and the 
pressures that staff were under, the data demonstrates that stroke 
patients continue to receive a high standard of clinical care at the Trust. 
 
To improve further, the Stroke team plans to compose a Trust-wide 
Standard Operating Procedure to ensure that direct stroke admissions 
are received onto the Stroke ward in a timely manner.   

Trauma Audit 
Research Network 
(TARN) 
 
Updated online: 
Mar-22 

More trauma patients presenting in the Emergency Department are 
surviving compared to the number expected to survive based on the 
severity of their injury. 
 
The latest data available on-line shows that there were 1.6 additional 
survivors at the Trust out of every 100 patients (01/01/19 – 31/12/21). 
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National clinical 
audit 

Actions to improve quality 

 
The TARN data is reviewed regularly by the Trauma Consultant Lead, 
Nurse Lead, and the management team in the Emergency Department, 
discussed with the wider multidisciplinary and multispecialty team and 
actions taken to improve as required.  

Urology: British 
Association of 
Urological 
Surgeons - Renal 
Colic Audit 
 
Cohort: Nov-20  
Published: July-21  

Renal colic is pain that occurs due to a stone in the urinary tract. As first 
line management, NICE recommends (unless contraindicated) the use of 
a non-steroidal anti-inflammatory drug (NSAID). Trust performance in this 
area is better than the national average in the provision of this first line 
treatment (88% compared to 70% nationally).  
 
Results further demonstrate that the Trust’s median time to diagnosis is 
in line with the national average (3.99 hours compared to 4 hours) and 
that the rate of successful initial conservative management is higher than 
the national average (65% compared to 57% nationally).  
 
The audit data was reviewed at a Urology Network meeting and the 
service is currently working with local partners to standardize the renal 
colic pathway across Southwest London. 

Monitoring projects 

Serious Hazards 
of Transfusion 
(SHOT): UK 
National 
Haemovigilance 
Scheme (NHSBT) 

All adverse incidents and reactions are reported to SHOT and the data 
reviewed by the Trust’s Transfusion Committee. Any incidents are logged 
via the Trust’s incident reporting process and progressed via routine 
governance processes.  

 
 

National 
Confidential 
Enquiry 

Actions to improve quality 

Learning Disability 
Mortality Review 
Programme 
(LEDER) 2017 
 
Published: May-18 
Latest update: Dec-
21  

3 of the recommendations made by the study are relevant to the Trust, 
with full compliance achieved for 2 of these. 
 
To move to full compliance with the best practice recommendations the 
Trust has recruited a Learning Disabilities Specialist Practitioner. The 
practitioner provides Learning Disabilities training to staff, provides a link 
to Community Services, and assists with patients within the hospital.  
 
The Trust has also introduced an electronic flagging system to identify 
patients who have a learning disability.  
 
Additionally, to bring the Trust to full compliance, funding has been 



 
Quality Account 2021-2022 
Version draft v0.1                   Page 134 of 151 

received to facilitate the National Reasonable Adjustments Flag early 
adopters’ scheme which will aim for patients’ reasonable adjustments to 
be recorded by their general practitioner (GP) and shared with the Trust 
automatically via an electronic system. Furthermore, the Trust plans to 
trial a template of easy-read appointment letters 

Learning Disability 
Mortality Review 
Programme 
(LEDER) 2018 
 
Published: May-19 
Latest update: Jul-
21  

In 2021/22 the Trust moved to full compliance with all relevant 
recommendations made by this study. This was aided by the availability 
of demographic data from the Southwest London Clinical Commissioning 
Group. The Trust Medical Examiner also discusses any instances of 
unconscious bias they or families identify with the clinicians. To ensure 
this is routinely undertaken it has been added to the Medical Examiner 
checklist. 

Learning Disability 
Mortality Review 
Programme 
(LEDER) 2019 
 
Published: Jul-20 
Latest update: Dec-
21 

3 of the recommendations made by the study are relevant to the Trust, 
with full compliance achieved for 2 of these. 
 
To bring the Trust to full compliance, and in preparation for the national 
transition from Deprivation of Liberty Safeguards (DoLS) to Liberty 
Protection Safeguards (LPS), mandatory Level 3 Safeguarding Training 
is to be implemented. The Adult Safeguarding Team will also continue to 
assess staff compliance with the Mental Capacity Act.  

Mothers and 
Babies: Reducing 
Risk through 
Audits and 
Confidential 
Enquiries 
(MBRRACE): 
Saving Lives, 
Improving 
Mother’s Care  
 
Published: Dec-20  
Latest update: Dec-
21 

In 2021/22 the Maternity Service reviewed the relevant recommendations 
made by this study and provided assurance that all standards were 
already met. No additional action was required. 
 

MBRRACE: 
Saving Lives, 
Improving 
Mother’s Care 
Rapid Report 2021  
  
Published: Jul-21  
Latest update: Dec-
21  

In 2021/22 the Maternity Service reviewed the relevant recommendations 
made by this study and provided assurance that all standards were 
already met. No additional action was required. 
 

MBRRACE: 
Perinatal Mortality 
Review Tool  
 
Published: Dec-20  
Latest update: Dec-

5 of the recommendations made by the study are relevant to the Trust, 
with full compliance already achieved for 4 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust is carrying out work to review the availability of additional 
administrative support for the Perinatal Mortality Review Tool process.  
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21 

MBRRACE: 
Perinatal Mortality 
Surveillance 
Report  
 
Published: Dec-20  
Latest update: Dec-
21 

In 2021/22 the Maternity Service reviewed the relevant recommendations 
made by this study and provided assurance that all standards were 
already met. No additional action was required. 
 

NCEPOD: Acute 
Heart Failure 
 
Published: Nov-18  
Latest update: Apr-
21 

All the 15 recommendations made by the study are relevant to the Trust, 
with full compliance already achieved for 12 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust, along with the Southwest London and the NHS England Cardiac 
Network, is carrying out work to standardise the heart failure pathway. 
The implementation of this pathway will then form the basis of a business 
case for a community heart failure specialist nurse. 

NCEPOD: Mental 
Health Conditions 
in Young People 
 
Published: Sep-19  
Latest update: Oct-
21 

8 of the recommendations made by the study are relevant to the Trust, 
with full compliance already achieved for 5 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust’s Mental Health Steering Group will nominate or appoint a clinical 
lead for children and young people’s mental health.  
 
The Mental Health Steering Group is also working to implement a 
strategy which will look to improve network arrangements and record 
sharing between the Trust and mental health hospitals. 

NCEPOD: Mental 
Health in General 
Hospitals 
 
Published: Jan-17  
Latest update: Oct-
21 

19 of the recommendations made by the study are relevant to the Trust, 
with full compliance already achieved for 17 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust’s Mental Health Steering Group is in discussions to develop a 
mental health training package for all staff in patient-facing roles 
(including non-clinical staff).  

NCEPOD: 
Emergency and 
Elective Surgery 
in the Elderly 
 
Published: 2010    
Latest update: Oct-
21 

23 of the recommendations made by the study are relevant to the Trust, 
with full compliance already achieved for 22 of these. 
 
Best practice recommends the importance of accurate monitoring of fluid 
balance for this patient group. To bring the Trust to full compliance with 
the best practice recommendations, work is in progress to introduce a 
new fluid balance pro forma for completion during ward rounds. Once the 
pro forma has become embedded in practice, a clinical audit has been 
planned to provide assurance of its use. 

NCEPOD: Sepsis - 
Just Say Sepsis! 
 
Published: Nov-15 
Latest update: Jan-
22  

16 recommendations made by the study are relevant to the Trust, with full 
compliance already achieved for 14 of these. 
 
To move to full compliance with the best practice recommendations, all 
patients discharged following a diagnosis of sepsis should have sepsis 
recorded on the discharge summary provided to their GP so that it can be 
recorded in the patient’s GP record. The requirement to include sepsis on 
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the discharge summary is now included in the junior doctor induction. 
Further work is planned to identify additional areas for improvement.   
 
When diagnosed, sepsis should always be included on the death 
certificate, in addition to the underlying source of infection. This is also 
included in the junior doctor training, and death certificates are also 
reviewed as part of the routine mortality review process at the Trust and 
monitored via the Mortality Surveillance Group. Clinical audit data also 
demonstrates an improvement against this recommendation.   

National 
Confidential 
Inquiry into 
Suicide and Safety 
in Mental Health 
(NCISH) 
 
Published: Oct-18    
Latest update: Oct-
21  

6 recommendations made by the study are relevant to the Trust, with full 
compliance already achieved for 3 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust’s Mental Health Steering Group is currently finalising the local 
ligature policy. The Group is also in discussions around the development 
of a local adult self-harm policy and is planning to create a mental health 
intranet page with resources for staff. 

NCISH 
 
Published: Jan-20   
Latest update: Oct-
21  

9 recommendations made by the study are relevant to the Trust, with full 
compliance already achieved for 3 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust’s Mental Health Steering Group is currently finalising the local 
ligature policy. The Group is also in discussions around the development 
of a local adult self-harm policy and is planning to create a mental health 
intranet page with resources for staff. 

NCISH 
 
Published: May-21  
Latest update: Oct-
21  

6 recommendations made by the study are relevant to the Trust, with full 
compliance already achieved for 3 of these. 
 
To move to full compliance with the best practice recommendations, the 
Trust’s Mental Health Steering Group is planning to create a mental 
health intranet page with resources for staff. 
 
In addition, NCISH recommends the use of their ‘Safer Services’ toolkit 
which organisations can use to self-assess their services. The Mental 
Health Steering Group intends for this to be worked into the development 
of the Trust’s Mental Health Strategy which will emphasise the need for 
regular local audits.   
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APPENDIX D 

Language and Terminology  

It is very easy for people who work in the NHS to assume that everyone else understands 

the language that we use in the course of our day-to-day work. We use technical words to 

describe things and use abbreviations, but we don’t always consider that people who don’t 

regularly use our services might need some help. In this section we have provided 

explanations for some of the common words or phrases we use in this report.  

Admission: There are three types of admission:  

• Elective admission: A patient admitted for a planned procedure or operation 

• Non-Elective (or emergency) admission: A patient admitted as an emergency 

• Re-admission: A patient readmitted into hospital within 28 days of discharge from a 

previous hospital stay 

Benchmarking: Benchmarking is the process of comparing our processes and performance 

measures to the best performing hospitals, or best practices, from other hospitals. The 

things which are typically measured are quality, time, and cost. In the process of best 

practice benchmarking, we identify the other Trusts both nationally and/ or locally and 

compare the results of those studied to our own results and processes. In this way, we learn 

how well we perform in comparison to other hospitals. 

Care Quality Commission (CQC): The CQC is the independent regulator of health, mental 

health, and adult social care services across England. Its responsibilities include the 

registration, review and inspection of services and its primary aim is to ensure that quality 

and safety standards are met on behalf of patients. 

Care Records Service (CRS): The NHS has introduced the NHS Care Records Service 

(NHS CRS) throughout England and Wales. This is to improve the safety and quality of your 

care. The purpose of the NHS Care Record Service is to allow information about you to be 

safely and securely accessed more quickly. Gradually, this will phase out difficult to access 

paper and film records. There are two elements to your patient records: 

Summary Care Records (SCR) - held nationally 

Detailed Care Records (DCR) - held locally 

CHKS: Data provider used by the hospital for benchmarking and performance information. 

Shows local and national data for a range of performance, safety, and quality indicators. 

Clostridium Difficile (C diff): Clostridium Difficile is a bacterium that is present naturally in 

the gut of around 3% of adults and 66% of children. It does not cause any problems in 

healthy people. However, some antibiotics that are used to treat other health conditions can 

interfere with the balance of 'good' bacteria in the gut. When this happens, C diff bacteria 

can multiply and cause symptoms such as diarrhoea and fever. 

CNS: An advanced practice nurse who can provide expert advice related to specific 

conditions or treatment pathways. 
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CQUIN: A CQUIN (Commissioning for Quality and Innovation) is payment framework that 

enables commissioners to reward excellence, by linking a proportion of the hospital’s income 

to the achievement of local quality improvement goals.  

Day case: A patient admitted electively (i.e., from a waiting list) during a day with the 

intention of receiving care without requiring the use of a hospital bed overnight.  

Delayed Transfer of Care (DTOC): Delay that occurs once the Multi-Disciplinary Team has 

decided the patient is medically fit for discharge and it is safe to do so. 

Duty of Candour (DoC):  The duty of candour is a formal requirement that requires 

healthcare staff to be open and honest with a patient if they have suffered harm.   This 

means that if you suffer any unexpected or unintended harm during your care, we will tell 

you about it, apologise, investigate what happened and give an open explanation of the 

findings. 

End of Life Care: Support for people who are approaching death. 

Foundation Trust: NHS foundation Trusts in England have been created to devolve 

decision-making to local organisations and communities so that they are more responsive to 

the needs and wishes of local people.  

Friends and Family Test (FFT): This is a survey which asks patients whether they would 

recommend the NHS service they have received to friends and family who need similar 

treatment or care. This information is measured as a percentage score however the survey 

also asks patients for the reason for their response and this qualitative information is then 

used to extract topics and key phrases which is used to support and drive quality 

improvement.  

Gram Negative Bacteria:  Gram negative bacteria causes infections including UTI’s, 

biliary/gut sepsis, pneumonia, bloodstream infections, and wound or surgical site infections. 

They are increasingly resistant to several antibiotics  

Haematological Cancers: These are cancers in blood-forming tissue, such as the bone 

marrow or the cells of the immune system; for example, leukaemia, lymphoma, and multiple 

myeloma.  

Healthcare Associated Infections (HCAI): Healthcare associated infections are infections 

that are acquired in Hospitals or as a result of healthcare interventions. There are several 

factors that can increase the risk of acquiring an infection, but high standards of infection 

control practice minimise the risk of occurrence. 

Human Factors Training: “Human factors” is a discipline which studies the relationship 

between human behaviour, system design and safety.  

Information Governance (IG) Toolkit: The IG Toolkit is an online system which allows 

NHS organisations and partners to assess themselves against Department of Health 

Information Governance policies and standards. It also allows members of the public to view 

participating organisations' IG Toolkit assessments. 

Inpatient: A patient admitted with the expectation that they will remain in hospital for at least 

one night. If the patient does not stay overnight after all they are still classed as an inpatient. 
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Methicillin Resistant Staphylococcus Aureus (MRSA): It is a bacterium from the 

Staphylococcus aureus family. MRSA bacteria are resistant to some of the antibiotics that 

are commonly used to treat infection, including methicillin (a type of penicillin originally 

created to treat Staphylococcus aureus (SA) infections). 

Metric: A Standard of measurement 

Mortality: Mortality rate is a measure of the number of deaths in a given population. 

National Reporting and Learning System (NRLS): The National Reporting and Learning 

System is a central database of patient safety incident reports which was set up in 2003.  All 

the incident information that is submitted is analysed to identify hazards, risks, and 

opportunities to continuously improve the safety of patient care.   

It also benchmarks Trusts on patient safety incident occurrences, as the data is split by 

incident categories, levels of harm and location of occurrence etc.    

National Early Warning System: NEWS score – a score made up of a set of observations 

which are an indicator of acute illness, used against a criterion to indicate and support timely 

patient review 

Outpatient: An attendance at which a patient is seen, and the patient does not use a 

hospital bed for recovery purposes. 

Patient Falls: Patients of all ages fall. Falls are most likely to occur in older patients, and 

they are much more likely to experience serious injury. The causes of falls are complex and 

older hospital patients are particularly likely to be vulnerable to falling through medical 

conditions including delirium (acute confusion), side effects from medication, or problems 

with their balance, strength, or mobility. Problems like poor eyesight or poor memory can 

create a greater risk of falls when someone is out of their normal environment on a hospital 

ward, as they are less able to spot and avoid any hazards. 

Patient Safety Incident: A patient safety incident is any unintended or unexpected incident 

which could have or did lead to harm for one or more patients receiving NHS care.   

Patient-Led Assessment of the Care Environment (PLACE): An annual voluntary self-

assessment used to drive forward continuous improvement. 

Pressure Ulcers: Pressure ulcers are a type of injury that breaks down the skin and 

underlying tissue. They are caused when an area of skin is placed under pressure. They are 

also sometimes known as 'bedsores' or 'pressure sores'. Pressure ulcers can range in 

severity from patches of discoloured skin to open wounds that expose bone or muscle. 

Risk Adjusted Mortality Index:  Hospital mortality rates refer to the percentage of patients 

who die while in the hospital. Mortality rates are calculated by dividing the number of deaths 

among hospital patients with a specific medical condition or procedure by the total number of 

patients admitted for that same medical condition or procedure. This risk adjustment method 

is used to account for the impact of individual risk factors such as age, severity of illness and 

other medical problems that can put some patients at greater risk of death than others. To 

calculate the risk-adjusted expected mortality rate (the mortality rate we would expect given 

the risk factors of the admitted patients), statisticians use data from a large pool of patients 
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with similar diagnoses and risk factors to calculate what the expected mortality would be for 

that group of patients. These data are obtained from national patient records. 

Root Cause Analysis (RCA): When incidents happen, it is important that lessons are 

learned to prevent the same incident occurring elsewhere. Root Cause Analysis (RCA) is a 

term used in investigations where a comparison is made between what happened and what 

should have occurred. This comparison is undertaken to identify any contributory factors and 

lessons that can be learnt. 

RCA Investigations identify how and why patient safety incidents happen. Analysis is used to 

identify areas for change and to develop recommendations which deliver safer care for our 

patients. 

Sepsis Six (6): The Sepsis Six is the name given to a bundle of medical therapies designed 

to reduce the mortality of patients with sepsis. A training program became the official 

educational package of both the Surviving Sepsis Campaign and the UK Sepsis Trust.  

The Sepsis Six consists of three diagnostic and three therapeutic steps – all to be delivered 

within one hour of the initial diagnosis of sepsis. Many centres throughout the world have 

since adopted the Sepsis Six, which has been associated with decreased mortality, 

decreased length of stay in hospital, and fewer intensive care bed days. 

Serious Incident Group (SIG): The SIG membership includes Divisional Clinical Directors 

and Corporate Directors, as well as, Risk Managers, a representative from the Kingston 

Clinical Commissioning Group (CCG) and is chaired by the Medical Director.  The group 

ensures that comprehensive serious incident investigations take place within the Trust, and 

that appropriate recommendations and robust actions are identified and delivered.  Thus, 

ensuring learning from incidents to improve the quality of patient care.   

Sign up to Safety: Sign up to Safety is a national patient safety campaign that launched in 

June 2014 with the mission to strengthen patient safety in the NHS and make it the safest 

healthcare system in the world. 

As part of signing up to the Sign up to Safety campaign organisations commit to setting out 

actions, they will undertake in response to the following 5 pledges: 

1.  Put safety first. Commit to reduce avoidable harm in the NHS by half and make 

public the goals and plans developed locally. 

2.  Continually learn. Make their organisations more resilient to risks, by acting on the 

feedback from patients and by constantly measuring and monitoring how safe their 

services are. 

3.  Honesty. Be transparent with people about their progress to tackle patient safety 

issues and support staff to be candid with patients and their families if something 

goes wrong. 

4.  Collaborate. Take a leading role in supporting local collaborative learning, so that 

improvements are made across all the local services that patients use. 

5. Support. Help people understand why things go wrong and how to put them right. 

Give staff the time and support to improve and celebrate the progress. 
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Structured Judgement Review (SJR): A validated methodology to review care. 

Summary Hospital Level Mortality Indicator (SHMI): SHMI gives an indication for each 

non-specialist acute NHS Trust in England whether the observed number of deaths within 30 

days of discharge from hospital is 'higher than expected', 'lower than expected' or 'as 

expected' when compared to the national baseline. A 'higher than expected' SHMI value 

should not immediately be interpreted as indicating good or bad performance and instead 

should be viewed as a 'smoke alarm' which requires further investigation by the Trust. The 

SHMI can be used by Trusts to compare their mortality related outcomes to the national 

baseline.  However, it should not be used to directly compare mortality related outcomes 

between Trusts, and it is not appropriate to rank Trusts according to their SHMI value. 

Triangulation Group: A meeting of the patient safety, legal, mortality and maternity leads to 

discuss themes from incidents and claims. 

True North: "True North" is a key concept in Lean improvement. True North provides a 

guide to take an organization from its current state to a desired future state. It can be viewed 

as a mission statement, a reflection of the purpose of the organization, and the foundation of 

a strategic plan. 

Venous Thrombus Embolism (VTE): Venous thromboembolism (VTE) is a condition in 

which a blood clot (thrombus) forms in a vein. Blood flow through the affected vein can be 

limited by the clot and may cause swelling and pain. Venous thrombosis occurs most 

commonly in the deep veins of the leg or pelvis; this is known as a deep vein thrombosis 

(DVT). An embolism occurs if all or a part of the clot breaks off from the site where it forms 

and travels through the venous system. If the clot lodges in the lung a potentially serious and 

sometimes fatal condition, pulmonary embolism (PE) occurs. Venous thrombosis can occur 

in any part of the venous system. However, DVT and PE are the commonest manifestations 

of venous thrombosis.  

Vital Signs: The assessment, measurement and monitoring of vital signs are important 

basic skills for all clinical staff. The vital signs we look for include temperature, heart/pulse 

rate, respiratory rate and effort, blood pressure, pain assessment and level of 

consciousness. Important information gained by assessing and measuring these vital signs 

can be indicators of health and ill health.  

62-day cancer target: Patients beginning their first definitive treatment for cancer within 62 

days following an urgent GP referral for suspected cancer. The target compliance for this is 

85% 
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Annex 1: 

Statements from Commissioners, Local Health watch Organisations and Overview 

and Scrutiny Committees. 

The Trust is grateful for the feedback received from our commissioners and other 

stakeholders and looks forward to working closely with them in the coming year to improve 

the services we provide to the people of Kingston. 

Where we have received direct comments back from patient representatives (outside of the 

formal response from stakeholders) we have endeavoured to include these in the final 

version of the Quality Account. Some feedback has been annotated as the comments made 

have been resolved.  

 
 
Feedback from South West London ICS (acting as Lead Commissioner)  
 
Dear Nichola,  
 
Re – Kingston Hospital Foundation Trust Quality Account 2021/2022  
 
Thank you for sharing the Trust’s 2021/2022 Quality Account with South West London Clinical 
Commissioning Group (SWL CCG). Having reviewed the Quality Account, we are pleased to see 
the progress made by the Trust in maintaining high quality care standards despite the challenges 
of the Covid-19 pandemic  
 
SWL CCG congratulates the Trust on achieving its quality priorities in 2021/22, specifically on its 
achievement of 100% compliance in all the Ockenden immediate and essential safety actions, 
68.5% response rate to the National Annual Staff Survey and 88% (3174) of staff having 
received their second COVID vaccine. The CCG joins the Trust In acknowledging the efforts of 
members of staff and teams who received recognition for their contribution to patient safety and 
quality.  
 
For 2022/2023 the Trust has identified five key areas of priorities:  
• Improve the proportion of patients who are discharged with an accurate and timely discharge 
summary.  

• Improve the Ophthalmology systems and processes to ensure patients receive timely follow up 
care.  

• Embed a culture of continuous improvement so that our staff are empowered to focus on what 
matters and to see and solve problems daily.  

• Improve compliance with the Learning Disability national standards  

• Improve the way that pain is recognised, assessed, and managed for patients who have 
difficulties in expressing themselves.  
 
As Kingston Hospital is a partner of the newly formed Integrated Care System for SWL, this 
partnership will bring about increased collaboration and new ways of working. The ICS will focus 
on the following quality priorities from July 2022:  
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• The launch of a new System Quality Strategy. The ICS has been active in developing a quality 
strategy that will enable greater collaboration to improve quality and tackle inequalities across 
the system  

• Our continuous goal is to improve patient safety, experience and outcomes across health and 
care.  

• The SWL ICS is working in collaboration with all system partners to reduce health inequalities 
and has adopted Core20PLUS5 as a framework to address systemic inequities and 
discrimination.  

• As we establish SWL System Quality and Oversight Committee, we will work collaboratively 
with all system partners to agree and deliver on our shared system quality priorities.  
 
 We look forward to continued work with the Trust under the new arrangements and 
strengthening our collaborative approach to system quality improvement. 
 
Kind Regards  
Gloria  
Dr Gloria Rowland (MBE)  
SWL ICS Chief Nursing and Allied Health Professional Officer  
E: gloria.rowland@swlondon.nhs.uk 
 
Trust Response  
 
The Trust would like to Thank the SWL ICS for their feedback and the acknowledgement of the 
work that has been undertaken to improve the patient experience throughout the organisation 
alongside the staff achievements. We look forward to further collaborative working with the SWL 
ICS Quality Priorities and will update with our progress in achieving the Trust’s six Quality 
Priorities 
 
Feedback from NHS Surrey Heartlands CCG  
Surrey Heartlands CCG (SH CCG) welcome the opportunity to comment on the Kingston 
Hospital NHS Foundation Trust (KHFT) Quality Account for 2021/22.  The SH CCG is satisfied 
that the Quality Account has been developed in line with national requirements and gives an 
overall accurate account and analysis of the quality of services and recognise the considerable 
effort made to bring together the evidence for this Quality Account. 
 
The Trust has clearly summarised the position for the six 2021/22 quality priorities (maintained 
from 2020/21) and the CCG recognises that although challenging operational pressures arising 
from the COVID-19 pandemic have prevented full achievement of these improvement 
programmes, the Trust has made progress, been responsive to the changing needs of the local 
system and worked well with partner organisations and its own staff to adapt and maintain safe 
services.  
 
For example, we note the Trust's achievements in being nominated for the 2021 Patient 
Experience Network (PEN) national award for acting on patient feedback to improve haemato-
oncology services; maintaining improvement focus through research, clinical audit and 
responding to national enquiries. We commend the Trust for engaging with and supporting staff, 
through recent sad and difficult times, to enable them to remain calm and focused on looking 
after patients and each other.  
 
We welcome the Trust’s commitment to continue with the 2021/22 targets as well as setting out 
new quality priorities for 2022/23. The CCG recognises the value in selecting these priorities, 
through surveys and listening to your patients, the drive for continuous improvement, and 
recognising where compliance could be improved. We look forward to seeing further information 
on those priorities, including how you will be addressing the problems and their impact on 
patients, and how success will be measured.  
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SH CCG is satisfied that the Trust has demonstrated good engagement with stakeholders, 
including its local population, resulting in goals that continue to be pertinent and relevant to 
service users in ongoing dedication to patient safety, clinical effectiveness and improving patient 
and staff experience.   
 
In summary, thank you for sharing this Quality Account with NHS Surrey Heartlands CCG. The 
CCG acknowledges and appreciates the tremendous effort of the Trust’s leadership and staff, in 
caring for patients, staff and visitors and working together with system partners and looks 
forward to continuing working together to deliver high quality services.  
 
Clare Stone 
ICS Director of Multi-Professional Leadership     
NHS Surrey Heartlands Integrated Care System and Clinical Commissioning Group  
 
9/03/2022 
 
Trust Response  
 
The Trust would like to thank NHS Surrey and Heartlands Care Systema and CCG for their 
feedback on the report and for acknowledging the progress we have made as a Trust and the 
continued commitment to progressing our Quality Priorities. We will continue to work in 
partnership with the CCG to provide the best care for local people.  
 

 

Kingston Hospital NHS Foundation Trust – Governor Feedback 
 
2021/22 Quality Account:  GQSC/CoG response 13th April 2022 

The Chair and members of the Governors’ Quality Scrutiny Committee (GQSC) have reviewed 

the draft Quality Report for 2021/22 on behalf of the Council of Governors.  

The hospital has yet again had a year when Covid pandemic has had an enormous impact on all 

aspects of the hospital’s day to day running.   All staff in whatever discipline they represent have 

worked tirelessly and professionally to keep services and departments working to provide high 

quality patient care   This pressure has been compounded by high numbers of staff themselves 

who have been affected often as a result of Covid infection amongst their family members. To 

support a tired and often stressed workforce, we applaud the steps that the hospital has taken, 

and is planning, to help towards maintaining their health and wellbeing, 

We note that the staff vacancy rate and the turnover rate have increased slightly and hope that 

the wished-for return to a more normal environment post Covid will have a positive effect on 

these rates which will lead in improved stability of our workforce.   

We are aware that staff are exhausted and have been affected personally as well as 

professionally by the pandemic. They have not had as much quality time with managers, or time, 

to access learning and development. Furthermore, resources to do the job have been greatly 

impacted and many staff are reporting feelings of exhaustion and burn out. 

However, despite all these challenges, the results of the 2021 NHS staff survey showed that 

62.1% of staff would still recommend Kingston as a place to work which is better than the 

national acute average of 58.4% and 74.8% are happy with the standard of care provided by the 

Trust (compared to the average of 66.9%). We accept that the Covid pandemic has had a great 
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impact on all staff at all levels, whether it’s been through their work or their own health, and the 

survey results show that it’s clear that there is more to be done to support staff to improve their 

well-being and experience.  We are pleased to see that these issues will be addressed through 

an action plan that will build on the fundamental principles of autonomy, belonging and 

competence. 

As in the previous year, we accept that Covid has affected the work and focus necessary to 

achieve all the Quality Priorities set for 2021/22.  For example, many staff members were 

redeployed to other clinical or administrative areas, and it has been necessary to focus on 

recovery of services.  Whilst the draft report we received to comment on did not include the final 

ratings, which is always frustrating, we did note that some progress had been made in most 

priorities.  For example:   

Priority 1:  The development of the Transfer of Care Hub for Kingston and Richmond has 

brought together Kingston Hospital, HRCH, Your Healthcare and the local authorities to work 

together to bring an integrated approach to the local healthcare landscape to improve the 

transfer of care for patients being admitted or discharged from hospital.  

Priority 4:   A target was set to increase referrals to the Dementia and Delirium Team by 100%.  

This target was exceeded with the data showing the actual performance was increased by 205% 

up to November 2021. 

We have noted that further work is planned towards achieving these priorities which we will 

continue to monitor  

The GQSC was involved in the selection of the six quality priorities for 2022/23 and was happy 

to recommend them to the Council of Governors at their February meeting.  We look forward to 

receiving regular updates on the work being undertaken to achieve the key milestones of each of 

the priorities and hope that this coming year, the situation will enable significant progress to be 

made. 

In spite of all the challenges over this last year, there are many achievements for which the Trust 

should be commended, and we noted: 

• Regular positive reviews with the Care Quality Commission 

• Positive and excellent Clinical Audit results including the learning from, and 
improvements made 

• Continuing development of the research programme with the opening of 22 research 
studies 

• 100% compliance with the Ockenden Review assessment of safety actions in maternity 
services 

• Increasing recognition of the importance of listening to, and involvement of, the patient 
voice and experience in quality improvement. 

The hospital has a great volunteer force and although much of their involvement has been 

curtailed during the last year as many were not able to enter the site, we were disappointed that 

their contribution was not more positively acknowledged.  

The developing collaboration between the Trust and HRCH sets some challenges.   The 

progress to date is encouraging but the committee will continue to review this development with 

the aim of ensuring that the quality of care for our patients is maintained and hopefully improved.   

The report acknowledges the contribution that the departing chair, Sian Bates, has made to the 
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Trust over her eight-year term which we strongly endorse.  We look forward to working with the 

new chair, Sukhvinder Kaur-Stubbs. 

2022/23 will still have its challenges, but hopefully without the dire consequences of the Covid 

pandemic.  We now look forward to the year ahead during which the Trust will be able to focus 

on its recovery plans, continued support of the staff and its patient first priorities. 

Chair:  Governors’ Quality Scrutiny Committee on behalf of the Council of Governors 

April 2022 

Trust response  
 
The Trust is grateful for the feedback received from the Council of Governors and would like to 

thank the Governors, for their continued support, commitment, and engagement throughout the 

organisation. The Trust looks forward to working closely with the Governors in the coming year 

to improve the services we provide to patients. 

 
 

The Royal Borough of Kingston Health Overview and Scrutiny Panel  
 
No response received 
 

 

 
Healthwatch Kingston upon Thames (HWK)  

 

Healthwatch Kingston formally acknowledge the Trust Quality Account and recognise the ongoing 
work of the hospital to commit to such improvements for services to patients. This is particularly 
admirable against the backdrop of the pandemic. 
 
Healthwatch Kingston will continue to support quality improvements by the Trust. 
 
Stephen Bitti 
Chief Executive Officer 
 

 

Healthwatch Richmond’s Commentary on Kingston Hospital Quality Report 2021/2022  
 
We are grateful for the opportunity to review the Trust’s 21/22 Quality Accounts and priorities for 
22/23. Like the previous one, this year presented many challenges due to the continued disruptions 
of the Covid-19 pandemic, but Kingston Hospital Foundation Trust was able to face these 
difficulties and begin the recovery from the pandemic. The staff at Kingston Hospital Foundation 
Trust have continued to show their commitment to patient care, achieving heartening recognitions, 
among them the Trust being shortlisted for the PEN National Awards 2021. Healthwatch Richmond 
engaged with over 550 people over 2021/22 and it is a testament to the excellent work of KHFT that 
we received less than 20 comments with concerns relating to their services or care. 

http://www.healthwatchkingston.org.uk/
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2020/21 and 2021/22 Priorities  
 
Last year we approved the carrying forward of the Trust’s quality priorities for improvement into the 
next year. We recognise that work on these quality priorities was again disrupted in 21/22 by the 
COVID-19 pandemic. We welcome the idea that “As pressures have eased the focus has now been 
placed back on resuming these priorities and shifting the initial targets set into the new financial 
year to ensure these remain an area of focus for the Trust” (p. 75). Nonetheless, we support the 
choice of moving on to new Quality Priorities for the year 22/23; however, we wonder how the Trust 
aims to pursue both at once.  
 
For all Quality Priorities, we have noticed a lack of quantification of achievements. While we 
understand that COVID-19 has posed significant pressures which have hindered data collection, we 
consider quantifiable measures of improvement extremely helpful in assessing results. The 
recovery of robust data collection emerges as a priority in itself. 
 
Patient Safety  
PRIORITY 1 – Increase the proportion of patients who are safely discharged without delay when 
they no longer require an acute hospital bed for their care  
 
The benefits of reducing the length patients stay are made clear. Improvements in integrated 
approach to discharge are commendable, especially the Transfer of Care Hub for Kingston and 
Richmond. There has also been significant progress in the inpatient flow program. The Trust was 
able to enact rapid changes to face the pressures of COVID-19 on capacity, including the rapid 
discharge team. While these factors show progress, there is little quantification of achievements, 
which makes it difficult to assess the results of these efforts. 
 
PRIORITY 2 - Reduce the proportion of women who experience postpartum haemorrhage  
 
Four additional senior clinical fellows were recruited in April 2021, but it is unclear if this had a 
significant impact on the quality priority. The chart showing monthly percentage of Major Obstetric 
Haemorrhage shows no clear trend - more recent data might clarify if there has been a durable 
improvement.  
 
Clinical Effectiveness  
PRIORITY 3 – Reduce avoidable admissions and increase the proportion of emergency patients 
who go home the same day their care is provided  
 
The Urgent and Emergency Care Programme Team is a valuable resource which has achieved 
important work: relocation of Same Day Emergency Care (SDEC) Unit, development of ten priority 
pathways, Frailty Service, Clinical Decisions Unit. There is a quantification of targets - we have a 
graph showing an increase of monthly admissions at SDEC, but without a wider numerical context it 
is difficult to understand its significance. We welcome patient experience as a key measure of 
success for the quality priority.  
 
PRIORITY 4 – Improve the proportion of patients who are assessed for their risk of developing 
delirium  
 
A number of effective steps have been taken. We particularly appreciate the introduction of 
standard element delirium training in the Trust induction and new Junior Doctors training. The Covid 
pandemic posed a barrier to training which we hope can now be overcome. Recent data is missing 
so we cannot ascertain if the target of 90% screening by March 2022 has been met. We look 
forward to better understanding this in a later draft.  
 
Patient Experience  
PRIORITY 5 - Ensure patients get the right appointment, first time, without delays  
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A number of areas for improvement were effectively identified and acted upon. It would be helpful to 
show quantifiable measures of improvements such as the ones suggested in the Quality Accounts 
20/21.  
 
PRIORITY 6 - Improve how we work with patients and families to recognise, acknowledge, and plan 
for the possibility of death.  
 
The challenges of the pandemic have underscored the importance of choice and planning for end 
of life for patients and families, and it is encouraging to see this remain an important area for 
improvement in the Trust. We understand that large operational pressures have hindered the 
project, leading to an absence of robust measures of improvement. We hope that the situation will 
improve allowing for an increase in training, engagement, and audits. 
 
Priorities for 22/23  
A detailed description of the problems to be addressed, current performance, the Trust’s aims, and 
measures of improvements are missing in the current draft. We look forward to reading more about 
it in the finalised report.  
 
We welcome the planned improvement of the Ophthalmology systems, as we have received 
negative feedback reporting very long waiting times for an operation. This was worsened by 
communication issues which caused a patient to be taken off the waiting list and having to restart 
the queue. We also appreciate the aim to provide timely and accurate discharge summaries. Our 
collection of patient experience has highlighted this as an area that needs improvement, especially 
for outpatients. People have reported missing scan results and confusion regarding follow-up 
appointments. 
 
Trust Response: 

The Trust would like to recognise the valuable feedback received from Kingston and Richmond 
Healthwatch and particularly noting the Trust’s achievements over the past year with the 
difficulties of the pandemic. The Trust will, continue to focus on improvement in all areas. The 
Trust looks forward to continuing to work with Kingston and Richmond Healthwatch making sure we 
provide the best possible services to the local community.  
 

 
 

 

 
 

London Borough of Richmond upon Thames response to Kingston Hospital NHS 
Foundation Trust Quality Account 2021/22 

 
Monday 11 April 2022 

 
Following on from the meeting held on Tuesday 29 March 2022, to discuss Kingston Hospital NHS 
Foundation Trust draft Quality Accounts (hereinafter ‘QA’), we welcome the opportunity to comment 
on the services provided to the people who live and work in the London Borough of Richmond upon 
Thames (LBRuT). It is very important to us that our residents receive the best possible healthcare, 
and we thank you for all your efforts to improve quality as reported in the QA for 2021/22. 
 
We were pleased to note the following in the draft QA: 
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• The work that the Trust is undertaking to catch up on delayed or postponed surgery due to 
the pandemic. 

• The desire of the Trust for continuous improvement and the ongoing work to understand the 
impact of Covid on patients and the wider community. 

• The work that had been undertaken in partnership with the local authority in terms 
minimising delays in patient discharge. 

 
We would like to proffer the following additional comments on the report. 

• We acknowledge the immense challenge that Covid-19 presents and that there are currently 
more patients with Covid-19 that in the first wave of the pandemic. 

• Residents who read the QA would be interested to learn about services provided to manage 
Covid and this would provide further reassurance to those who may still have concerns 
regarding clinical management of the pandemic. 

• Whilst we acknowledge that the QA presented for comment was in draft and only included 
figures from Q3 we would have appreciated the inclusion of some data projections for Q4, 
particularly as regards the data on complaints. 

• We felt the narrative around the complaint’s performance did not adequately recognise the 
significantly worse performance compared to the previous year. 

• Whilst we welcome the actions that have been undertaken by the Trust to encourage staff to 
take the flu vaccine, we noted that the current percentage uptake is 65%. We would be 
interested to know what more is being done to address this in the final version. 

• The draft QA reported that staff turnover was 15.5% which was around 3% higher than the 
Trusts’ target of 12.5%. We would be interested to hear more about what actions will be 
taking place to decrease staff turnover. 

 
Conclusion 
Our aim is to ensure that your QA reflects the local priorities and concerns voiced by our 
constituents as our overall concern is for the best outcomes for our residents. Overall, we are 
happy with the QA and feel that it had continued to meet the objectives of a QA – to review 
performance over the previous year, identify areas for improvement, and publish that information, 
along with a commitment about how those improvements will be made and monitored over the next 
year. 
 
We would also like this opportunity state our gratitude for continuing to look after our residents. We 
are highly grateful that Kingston Hospital continues to rise to the Covid-19 challenges and note how 
the Trust is looking to address post pandemic recovery. 
 
We look forward to receiving a copy of the final version of the QA at your earliest possible 
convenience. 
 
London Borough of Richmond upon Thames Quality Account Sub-Committee 
 

Trust response: 
 
Thank you for reviewing the Trust Quality Report and inviting us to your meeting which was a 
pleasure to attend. We fully note all comments and look forward to updating you on our progress. 
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Annex 2: 

Statement of directors’ responsibilities for the quality account 

The directors are required under the Health Act 2009 and the National Health Service 

(Quality Account) Regulations to prepare Quality Accounts for each financial year. 

NHS Improvement has issued guidance to the NHS foundation trusts boards on the form 

and content of annual quality accounts (which incorporate the above legal requirements) and 

on the arrangements that NHS foundation trust boards should put in place to support the 

data quality for the preparation of the quality account. 

In preparing the quality account, directors are required to take steps to satisfy themselves 

that: 

• The content of the quality account meets the requirements set out in the NHS 

foundation trust annual reporting manual 2021/22 and supporting guidance detailed 

requirements for quality account 2021/22. 

• The content of the quality account is not inconsistent with internal and external 

sources of information including: 

o Board minutes and papers for the period April 2021 to May 2022 

o Papers relating to quality reported to the board over the period April 2021 to 

May 2022 

o Feedback from Commissioners dated 9th March 2022/13th April 2022 

o Feedback from Governors dated 13th April 2022 

o Feedback from local Healthwatch organisations dated 7th April 2022/21st April 

2022 

o Feedback from overview and scrutiny committee not received  

o The Trust’s complaints report published under Regulation 18 of the Local 

Authority Social Services and NHS Complaints Regulations 2009, dated  

o The (2021) national staff survey published March 2022 

o The Head of Internal Audit’s annual opinion of the Trust’s control environment 

dated June 2022 

• The quality account presents a balanced picture of the NHS foundation 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 
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• The data underpinning the measures of performance reported in the quality account 

is robust and reliable, conforms to specified data quality standards and prescribed 

definitions, is subject to appropriate scrutiny and review 

• The quality account has been prepared in accordance with NHS Improvement’s 

annual reporting manual and supporting guidance (which incorporates the quality 

account regulations) as well as the standards to support data quality for the 

preparation of the quality account. 

The directors confirm to the best of their knowledge and belief they have complied with the 

above requirements in preparing the quality account. 

 

By order of the board 

Date 21st June 2022.  Chairman 

Date 22nd June 2022   Chief Executive 


