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Key Options, Issues and Risks 
 
 
This report provides an annual update on the work of the Patient Experience Sub-committee, which includes 
work undertaken by the central Patient Experience team, Clinical Business Units (CBU) as well as corporate 
work streams. The report also includes a report of Quarter 4 (Q4) complaints and Patient Advice and 
Liaison Service (PALS). 
 
Throughout 2019/20 work has continued to embed the Patient Experience Strategy, ensuring that this is a 
key strand through all patient experience work. Developments have taken place within the Trust to capture 
and strengthen patient experience and many positive developments and successful stories are contained 
within. 
 
Now that the team has successfully appointed to the Quality Lead for Patient Experience and the Patient 
and Public Involvement Officer positions, an exciting year ahead is planned to continue to enhance patient 
and relative encounters with the Trust. The strategic work plan that has been developed will allow steer and 
monitor of planned proposed projects which will be overseen by the Patient Experience Sub-committee. 
  
It is requested that the Board of Directors accept the proposed recommendations held within this paper to 
support improvements to all areas of patient experience within the Trust. 
 
 
 

Analysis 
 
Promotion of the Patient Experience Strategy; Embracing Kindness remains a key priority to the Chief 
Nurse team. Plans to further develop the kindness work have already started. Extension to the strategy 
includes various schemes within the Trust which are in the planning stages, which includes kindness 
forming part of the ward accreditation scheme. 
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Improvements to National Surveys Care Quality Committee (CQC) results in both the Inpatient and 
Maternity surveys have been welcomed following a number of key patients experience quality 
improvements measures that have taken place during 2019-20. 
 
Friends and Family response rates have increased significantly from 13% up 20% this financial year. This is 
a direct result of ongoing persistence from ward areas to ensure feedback is offered and in a variety of 
forms including paper and iPad completion electronically. 
 
The Trust has strengthened its position regarding the requirements for the Accessible Information Standard, 
to include policy and development in all areas of the standard. 
 
Collaboration work has taken place in a number of forms during 2019-20; improvement work in relation to 
carers has taken place with the West Yorkshire and Harrogate Partnership (West Yorkshire Associate of 
Acute Trusts, WYAAT). This is in addition to collaborative work with other agencies, both within Health and 
the voluntary sector to improve patient experience. 
 
Below are the headlines from the analysis of complaints, PALS and compliments: 

 
• Q4 has seen 120 complaints and 445 annually 2019/20.  
• PALS contacts remain consistent at (311) during Q4, annually 1383 informal contacts.  
• Compliments are now being logged and have increased in number. 
• The theme of most complaints is in relation to appropriateness of treatment. 
• There have been no complaints graded as High during Q4 and only one annually. 
• Learning from complaints is a key priority and evidence of this how captured and reported. 

 
 
 

Recommendation 
 

• Support is required from all areas to continue to embrace the PE Strategy. 
• Note strategic work plan (Appendix 1). 
• Use of QI methodology for tests of change.  
• National Survey (CQC) action plans to be developed to steer improvement, led by a designated area 

lead. 
• Ongoing promotion and development of Friends and Family Test data. 
• Continue collaboration work with WYAAT to improve collective and consistent improvements. 
• Benchmark against other Trusts that are doing well or significantly better in key patient experience 

areas. 
• There is the requirement for a tight grip to remain on the handling and processing of complaints to 

meet timescale in line with policy. 
• Learning from complaints to be made transparent for the public. 
• Compliments to be captured and celebrations and acknowledgement of these to be developed. 
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• Continue to develop creative ways of enhancing patient experience during Covid-19 restrictions. 

 
 
 

 

Benchmarking implications (see section 4 for details) Yes No N/A 

Is there Model Hospital data relevant to the content of this paper? ☐ ☐ ☐ 

Is there any other national benchmarking data relevant to the content of this paper? ☐ ☐ ☐ 

Is the Trust an outlier (positive or negative) for any benchmarking data relevant to 
the content of this paper? 

☐ ☐ ☐ 

 
 

Risk Implications (see section 5 for details) Yes No 
Corporate Risk register and/or Board Assurance Framework Amendments ☐ ☒ 
Quality implications ☒ ☐ 
Resource implications  ☐ ☒ 
Legal/regulatory implications  ☒ ☐ 
Diversity and Inclusion implications ☐ ☒ 
Performance implications ☒ ☐ 

 

Risk assessment  
Strategic Objective Appetite (G) 

Avoid Minimal Cautious Open  Seek  Mature 
To provide outstanding care for patients   g    
To deliver our financial plan and key 
performance targets 

  g    

To be in the top 20% of NHS employers     g  
To be a continually learning organisation    g   
To collaborate effectively with local and 
regional partners 

    g  

The level of risk against each objective should be indicated. 
Where more than one option is available the level of risk of each 
option against each element should be indicated by numbering 
each option and showing numbers in the boxes. 

Low Moderate High Significant 
Risk (*) 

Explanation of variance from Board of 
Directors Agreed General risk appetite (G) 
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Relevance to other Board of Director’s Committee:  
(please select all that apply) 

Workforce Quality Finance & 
Performance 

Partnerships Major Projects Other (please 
state) 

☐ ☐ ☐ ☐ ☐ ☐ 
 
 
 
  

Regulation, Legislation and Compliance relevance 
NHS Improvement: (please tick those that are relevant)  
☐Risk Assessment Framework                       ☒Quality Governance Framework 
☐Code of Governance                                    ☐Annual Reporting Manual 

Care Quality Commission Domain: Caring 
Care Quality Commission Fundamental Standard: Person Centred Care 
NHS Improvement Effective Use of Resources:  Clinical Services 

Other (please state):   
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1 PURPOSE/ AIM 
 

This report provides an annual overview to the Board of Directors on the work that is being 
undertaken within Bradford Teaching Hospitals NHS Foundation Trust to improve patient 
experience. The report includes the complaints report for Quarter 4, 2019/20 (Q4). The 
Patient Experience team and the work streams that sit within this portfolio of work are 
focussed on supporting the delivery of the Foundation Trust’s mission; to provide the highest 
quality healthcare at all times. 

From a governance perspective, work carried out within the Trust in relation to patient 
experience has continued to be over seen by the Patients Experience Sub-committee. This 
sub-committee meets on a monthly basis and reviews the strategic patient experience work 
plan (Appendix 1) to provide on-going assurance that the objectives are being met and that 
any work required to support and improve patient experience is progressing. In addition to 
providing this assurance to the Board of Directors, it is recognised that there is a need for 
effective dissemination down throughout the organisation to all areas within the Trust to 
ensure patients, friends and family are at the forefront of all that we do. Currently, there is a 
Patient and Public Voice Representative appointed as a member of the Patient Experience 
Sub-committee, increasing our accountability and transparency and furthering our ethos of 
co-working. 

This report provides an update on some of the key pieces of work being undertaken in 
relation to patient experience led by the team, or as part of identified work streams that 
report to the sub-committee. This includes:  

• National CQC Survey updates. 
• Friends and Family Test Results.  
• Accessible Information Standard. 
• PLACE. 
• Patient Experience Collaboration. 
• West Yorkshire Acute Trust (WYAAT) collaboration work.  
• Patient Experience developments during Covid-19. 

 

The work streams which provided their scheduled report to the Patients Experience Sub-
committee during Q4 included: 

• End of Life Care Group. 
• Dementia Steering Group. 
• Learning Disability Forum. 
• Volunteers services. 
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Some of the annual developments the Patient Experience team have completed during the 
year are discussed.  Finally, this paper provides an update of the Q4 and annual data for 
complaints, Patient Advice and Liaison Service (PALS) and compliments received and 
highlights specific areas of learning that have taken place as a direct result of these.   

2 CURRENT POSITION 

 
2.1  National Survey updates 

2.1.1  In-Patient Survey 2019 

The National In-Patient Survey results for the 2019 survey are due to be released by the 
CQC on the 3 July 2020. However, the Trust has received preliminary results from Patient 
Perspective, the Trusts appointed survey contractor, which indicate significant improvements 
since the 2018 results.  
 
This annual survey is carried out via post to individuals who were inpatients within the Trust 
between specific dates during the summer of 2019. The surveys are in English, with a 
covering letter of how to access the survey in different languages. 419 completed surveys 
were returns giving a 35.3% rate.  
 
The CQC have made changes to the 2020 planned survey data collection to include future 
electronic methods. Considering Bradford’s population demographics having one of the 
youngest populations in the country, this may result in future improved response rates. 
 
Overall this was a much improved survey results for BTHFT from 2018. The average mean 
score rating, across all questions, was 71.2 % compared to 68.6% in 2018. 
 
Outcomes are measured nationally and Trusts are noted as being (compared to other 
Trusts): 

• In the top 20%. 
• About the same.  
• In the bottom 20%.  

 
The 2018 results showed BTHFT to be in the bottom 20% on 34 questions, this is now down 
to only 4 questions and the Trust has now risen to the “about the same” category in these 
areas. 
 
Following the disappointing National 2018 Inpatient Survey results, a number of actions were 
taken. First, to enable patient feedback to be captured in a contemporaneous way via  
questions on ward iPads, patients were asked during their admission, about questions the 
Trust had scored in the “bottom 20%” for on the National Survey.  
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The results received in key questions were reported throughout the year via presentations at 
the Quality Committee to demonstrate the improvements that had been made in key areas 
like; 

• Reducing noise at night. 
• Communication in a way patients understood. 
• Privacy and dignity. 
• Answering of important questions. 

 
Secondly, to revisit and develop new patient experience initiatives within the CBUs to 
enhance patient experience. Lots of creative work took place during the year and included 
the development of: 

• Good night sleep tight campaign. 
• Tea with matron. 
• #hellomyname refresh. 
• “Tell me about your care” badges. 
• Communication workshops. 

 
The results received indicate that compared with the 2018 survey, the Trust received a 5% 
or greater improvement on 12 questions, this is an excellent improvement for the Trust. 
What is more rewarding is that these advances directly correlate to patient experience 
improvement work carried out. An example of this is the question:  
 

• Were you ever bothered by noise at night from a patient.  
 
This question showed an 8% improvement and the team feel this is directly attributed to the 
work that has taken place in wards to reduce noise at night through the Good night sleep 
tight campaign. The use of ear plugs and comfort rounds before bed, noisy shoes and 
squeaky doors been address, to light reduction and phones to be silence during sleeping 
hours.  
 
2.1.2  National Maternity Survey 2019 

The National Maternity results for the 2019 survey were released in January 2020. This 
annual survey consists of a postal survey of approximately 50 questions that is sent out to 
every mother who has had a live birth in February of that year. The survey is in English, with 
a covering letter of how to access the survey in different languages. 
 
A small maternity team met with Patient Perspective, the Trusts appointed contractor for 
analysis and formulate actions required for improvement.  
 
A total of 358 surveys were posted to eligible women in Bradford. The response rate was low 
at 23% but as noted by Patient Perspective, the national response rate was lower in 2019 
than previous years. 
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Overall this was a much improved survey results for BTHFT from 2018. The average mean 
score rating, across all questions, was 82 % (78.9% in 2018). 
 
Outcomes are measured nationally and Trusts are noted as being in the top 20%, about the 
same as other Trusts, or in the bottom 20% of Trusts on the questions asked.  BTHFT 
scored in the top 20% of Trusts on 19 questions, two of which were the top scorers in the 
antenatal sections.  
 
This is a marked improvement from 2018, where BTHFT scored in the top 20% for only 8 
questions. Of the questions asked, 3 showed at least a 10% improvement on the 2018 
score. 1 question showed a 10% or more worsening of score. This was around delay in 
discharge postnatal from the maternity wards where BTHFT scored about the same as other 
Trusts nationally. The remaining questions showed less than 10% change in score since 
2018. 
 
Following review of the results, 5 areas of improvement were identified for BTHFT Maternity 
Services. This work required actions to improve scores on following questions:  
  

• Cleanliness of all areas within the hospital maternity services. 
• Women not seeing a midwife as much as would have liked postnatal. 
• Being left alone in labour when worried the woman or her partner. 
• Skin to skin immediately post birth. 
• Timely postnatal discharge from the maternity wards. 

 
Overall results and an action plan was presented to the Patient Experience Subcommittee in 
February 2020 to provide evidence and a level of assurance that active work was being 
completed to improve the above actions. 

2.2  Friends and Family Test 

Table 1 shows the Friends and Family Test (FFT) results for Q4 and the total for 2019-20. 
The patient experience team has worked closely with the CBUs over the last 12 months to 
engage staff and patients in order to facilitate completion of the Friends and Family Test.  

Many areas have now moved to using electronic resources to facilitate completion of FFT, 
such as IPads being available in every clinical area, with the exception of AED. Results have 
been relatively stable across the year. Response rates when compared to 2018/19 have 
shown improvement from every area across the Trust. The biggest increase is from the day 
case areas. These response rates have increased by 23% since 2018/2019. The overall 
response rate for the Trust, from 2018/19 to 2019/20 has increased from 12% to 20% (Table 
2).  
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Wards 92% 5% 46% 93% 6% 42% 92% 6% 20% 93% 5% 37% 

A&E 100% 0% 0% 93% 5% 5% 72% 28% 0% 93% 5% 2% 

Maternity 96% 2% 29% 100% 0% 34% 95% 5% 4% 98% 1% 22% 

Day Case 97% 2% 41% 97% 3% 42% 97% 3% 8% 97% 2% 33% 

Outpatients 96% 2% - 93% 4% - 0% 0% - 94% 3% - 

Trust Total 95% 3% 20% 95% 4% 21% 93% 6% 6% 95% 4% 16% 
            Table 1 Q4 FFT results 
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Wards 95% 1% 37% 95% 2% 46% 

A&E 87% 2% 0% 90% 4% 4% 

Maternity 97% 1% 21% 98% 1% 22% 

Day Case 98% 1% 13% 98% 1% 36% 

Outpatients 96% 2% - 96% 2% - 

Trust Total 96% 1% 12% 96% 2% 20% 
            Table 2 Comparisons of 2018/19-2019-20 of response rates. 

 

2.3  Accessible Information Standard  

The Accessible Information Standard (AIS) places a requirement on the NHS to develop a 
specific, consistent approach to identifying, recording, flagging sharing and meeting the 
information and communications support needs of patients, service users, carers and 
parents, where this need arises from a disability, impairment or sensory loss. A task and 
finish group was established during 2019 to review the Trusts current position against 
compliance and policy was written to support this work. The introduction of the Electronic 
Patient Record has provided new opportunities to address the requirements of the standard 
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and work is being progressed in conjunction with Calderdale and Huddersfield NHS 
Foundation Trust to progress this. Work carried out to date is summarised as below. 

2.3.1 Identification of need 

Required-: A consistent approach to the identification of patients’, service users’, carers’ and 
parents’ information and communication needs, where they relate to a disability, impairment 
or sensory loss. 

Action taken: Guidance has been finalised for admin and clinical staff. AIS to be included in 
the training of all new staff that uses EPR. 

2.3.2  Recording of needs 

Required: A consistent and routine recording of patients’, service users’, carers’ and 
parents’ information and communication needs, where they relate to a disability, impairment 
or sensory loss, as part of patient / service user records. 

Action taken: Additional options have been built into systems that produce electronic letters. 
These include easy read, font size and braille request. 

 2.3.3  Flagging of needs 
Required: Establishment and use of electronic flags or alerts, or paper-based equivalents, 
to indicate that an individual has a recorded information and / or communication need, and 
prompt staff to take appropriate action. 

Action: To ensure staff is aware of what they need to do for AIS. This will include training for 
new staff and raising awareness in existing staff. 

2.3.4  Sharing of needs 

Required: Inclusion of recorded data about individuals’ information and / or communication 
support needs as part of existing data-sharing processes, and as a routine part of referral, 
discharge and handover processes. 

Action: To ensure staff is aware of any share process. 

2.3.5  Meeting of needs 

Required: Ensure that the individual receives information in an accessible format and any 
communication support which they require. 

Action: Provide digital and print letters in the patient’s preferred format. The new appointed 
contractor can accommodate the AIS production of letters. 

 

2.4 Patient Lead Assessment of the Care Environment (PLACE) 

During the past 12 months there has been a National review of the PLACE programme led 
by NHS England and NHS Improvement with a steering group working alongside. The 
purpose of the review was to ensure that PLACE collection remained fit for purpose and 
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relevant. The generic conclusion confirmed support for PLACE to continue with the following 
principles remaining: 

• Patient led assessments. 
• Focus on the environment. 
• Organisations run PLACE voluntarily. 
• Results inform and drive improvements. 

 
From this National review there were changes to the paperwork in some of the questions 
asked, training slides and the portal for the submission of data. A revised and extended 
timetable period of 10 weeks was introduced. The patient experience team led the 
programme during Q2 and carried out all the necessary assessments. 
 
Due to the extent of the changes to the PLACE programme (questions and scoring system); 
PLACE scores for 2019 are not comparable with those from previous years. 
 
The Trusts result presents scores in a number of domains which include: 

• Cleanliness. 
• Food general. 
• Ward food. 
• Privacy and dignity. 
• Disability. 

 
• Organisational facilities. 
• Communal areas. 
• Dementia.  

 
As a general comparison between other local similar sized Trust BTHFT is marginally 
above average on 3 domains, on average for 2 and below average on 3 domains. 
 
The regional score for dementia and disability are below the national average; however 
BTHFT sits at the lower end of this range. A brief analysis of the data providing these 
dementia score indicates that the reason the Trust scores badly for dementia and disability 
is generally due to: 

• Signage and heights (particularly for toilets). 
• Door colours and contrasts. 
• Handrails. 
• Local artwork on walls. 

 
A paper was presented to the March Quality Committee with an Action Plan. This plan 
differentiates between what changes can be made at no cost, where changes can be made 
at a cost to the organisation and will require some capital funding and identifies where 
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changes are not possible due to the age of the estate or not owned by the Trust. A copy of 
the Action Plan can be found in Appendix 2. 
 

2.5  Patient Experience Collaboration 

A Patient Experience Collaborative (PEC) was established and launched in July 2019, which 
is a quality improvement project designed to enhance the experience of care across the 
Trust.  This was intended to support the implementation of the Trust’s patient experience 
strategy and improve the experience of care for patients, carers and families. The 
collaborative approach was designed to support staff across the organisation to enhance the 
patient experience of care through a series of learning sessions and action periods.  The aim 
was to improve the way information is captured, understood and how patient feedback is 
acted upon. Work to March 2020 is as follows: 

2.5.1  Key outputs:  

• Three leaning sessions for staff which included introduction to quality improvement 
theory, tools and techniques and sharing learning from small test of change.  This 
included patient involvement in the design and running of learning sessions. 

• Bespoke patient experience training developed and delivered to Band 2 and 3 clinical 
and non-clinical support staff. 

• Bespoke Quality Improvement training delivered to staff. 

2.5.2  Key Successes by speciality 

• The Emergency Department tested new ideas to improve the way they interpret and 
act upon patient feedback from the FFT.  This included Staff engagement and 
rewards using patient stories, blue badge initiative ‘Tell me, how was your care 
today?’ and visual displays for patients and staff. The department demonstrated a 
significant increase in the number of FFT’s completed.  

• Urgent and Emergency care  - Promoting ‘Good night, sleep tight’ initiative’ – 
providing ear plugs/eye masks for all, addressing specific patient feedback with 
regard to bright lights.  Since changes were made there had been no complaints from 
patients about disturbances at night. 

• Urology (ward 14) – Co-developing patient education for the self-administration of 
Tinzaparin post-operatively at home. 

• Orthopaedics - Piloting a new pre-assessment one-stop clinic for patients undergoing 
elective hip and knee surgery on the Ward 28. 

• Respiratory (ward 23) - Providing activities for patients, games, pom-pom making, 
supported by the Enhanced Care Lead Nurse.  Improving the working environment 
for staff, by creating lots of small changes and encouraging staff awards. 

See Appendix 3 for examples of the work carried out. 
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2.6   West Yorkshire and Harrogate Partnership  

At the end of 2019 the West Yorkshire and Harrogate Partnership contacted the Partnership 
Trusts and began to scope what is already available to Carers across the local health 
service. The project has two schemes, firstly to support carers when the person they care for 
is attending as an outpatient and is an inpatient. The second part of the scheme is 
supporting workers within the Trusts who may be carers themselves. BTHFT has linked up 
and engaged with the scheme and are committed to the unpaid carers’ project. The Patient 
Experience team are in constant contact with the scheme leaders and associated Trusts to 
work collaboratively. A carers Charted has been written and is ready to be launched and 
regular Task and Finish meetings have taken place to ensure that the passport is equitable 
and fair and ensure when launched it is a success. Further meetings and adjustments will be 
carried out during 2020. Work is also being done by the Patient Experience team to 
introduce a new patient information booklet that will allow patients to get an understanding of 
what to expect from a visit or stay at BTHFT. Alongside this a new visitors charter has been 
written and will be ready to launch in 2020. 

2.7  Covid-19 Patient Experience work 

2.7.1  Chaplaincy 

In response to increased demand due to Covid-19 the patient experience team have worked 
closely with the Chaplaincy department and have changed the way Chaplaincy operates 
during the times of increased pressure. The service now operates a 24/7 service and has a 
chaplain per faith either on site on or call. The biggest faith requirement has been through 
Muslim Chaplains. As a result the team has employed two male chaplains from the Bradford 
Council of Mosques on a bank contract and employed a Muslim Chaplain from West 
Yorkshire police, who can also deliver pastoral care to other religions. The Chaplains have 
adapted the way they work and visit wards and patients daily and are inclusive of all religions 
on these daily visits. The Chaplains have also been able to support end of life visits, pastoral 
care on handing over property and have implemented faith resources for all wards as 
additional support. This service has been very well received and the team has had a number 
of positive compliments. 

2.7.2  Property management 

The Patient Property team was formed in March 2020, as a result of Covid-19, to collect 
deceased patient’s property from wards and store safely to avoid cross contamination on 
wards and other departments.  Since then the team has evolved to helping ensure parcels 
and property get to patients via collection from relatives at entrances to the Trust. Further to 
this the team has worked with Chaplaincy to put in a process whereby if a relative comes to 
collect belongings that they get the emotional and pastoral care required.  
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2.7.3  Relatives line and Thinking of You line 

The relatives line was initiated during the Covid-19 pandemic for three primary reasons; to 
allow clinical staff to focus on direct patient care, enable relative to get up to date information 
about their loved ones in the absence of them being able to visit in person and to facilitate 
Covid-19 results. The relative’s line is run by qualified nurses who are currently not able to 
carry out clinical duties. Since launch, the service has received 16,192 calls to date with 94% 
of calls presented handled, with on average 223 calls per day.  

A service evaluation of the relatives line service was conducted (April-May2020) with data 
collected on over 3000 calls. Feedback was also collated from relatives (via telephone 
interviews), staff on wards (via interviews) and with operators (via interviews). Key findings 
from the user feedback include: 

• The service was utilised by care home staff in addition to relatives. 
• The accessibility of the service was praised. Other agencies reported the value in 

providing continuity of care, as prior not always aware that patients were being 
discharged from hospital or of patients’ on-going care needs.  

• Relatives have said they feel ‘cared about and cared for’ at a time of heightened 
anxiety. This service has enabled time to listen and answer questions, explain 
treatment plans and provide details on on-going care needs for patients post-
discharge. 

• Able to provide public health guidance re Covid-19 test results and on-going 
management. 
 

An extensive review of this service has been carried out by the research institute, full details 
of which can be found in Appendix 2. 
 

Thinking of You (ToY), was initiated to provide a mechanism to relay messages (written 
and/or video) from relatives to patients in hospital during visiting restrictions. A dedicated 
email inbox (thinkingofyou@bthft.nhs.uk) went live on 12th April 2020 to receive messages 
from relatives. Short messages are transcribed onto postcards or a specific template for 
longer messages, photographs printed and laminated, and these written messages and 
video messages (via a tablet device) are delivered to patients on wards. Messages are 
delivered 4-5 times a day at BRI and twice a day to other Trust sites. The service has 
received 882 messages since launch.  

Family View, has been utilised as a NHSE approved mechanism for relatives to video call 
patients in hospital. Each ward has a tablet device to receive a video call from a relative for a 
patient and to activate the ward can send a link to the relative in the community for them to 
activate. This service has also been used to facilitate end of life chaplaincy prayers for 
patients and is now planned to be used to replace face to face meetings with complainants 
moving forward during Covid restrictions.   
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These services have clearly met the information needs of relatives/families whilst visiting has 
been restricted. The Relatives line evaluation has also demonstrated that the service is 
meeting an unmet need for relatives by providing a mechanism that enables relatives to 
‘reach in’ to the hospital to meet their information needs in a more responsive way than 
perhaps traditional methods (telephoning wards and hospital visiting). Both services are 
currently under review, and are likely to continue, but delivered as one amalgamated and 
streamlined service managed within the Patient Experience portfolio.  

2.8  Patients Experience Subcommittee Work Stream Updates 
 
2.8.1  End of Life Care Group 
 
The end of life care group reported a busy quarter with developments and activity as below: 
 

• The registration for the National Audit for Care at End of Life (NACEL) registration for 
2020 has begun. 

• Bereavement project in AED commenced January 2020. Relatives of those who have 
died are invited in approximately 6 weeks following death to meet with healthcare 
professionals to discuss the care of their relative. 

• Shared Memories Event – inaugural adult event was planned for Saturday 28th March 
1-3pm in the Listening for Life Centre (cancelled due to Covid). 

• Bradford Bereavement conference is planned for the 5th of June (cancelled due to 
Covid). 

• Last Days of Life Documentation for EPR has been developed in collaboration with 
CTHFT. BTHFT will pilot the documentation which will begin in March 2020.  

• End of Life Communication Skills workshops in collaboration with paediatrics & 
neonates will start in spring 2020. 

• Education to support the EPR Last days of life documentation due to be rolled out 
from March 2020. 

 
2.8.2  Dementia Steering Group 
 
The Dementia Steering Group reported that since the appointment of the Lead Nurse for 
Dementia, developments have taken place in a number of key areas to improve the care that 
we provide to patients and their families. Key areas of focus include: 
 

• Dementia Education 
There is an established education programme for dementia, incorporating delirium. Levels 
one (e-learning), two (for all clinical staff coming into contact with those with dementia) and 
three (dementia champion) are all able to be booked online through ESR. Data is currently 
been gathered with Matrons and ward managers to establish those staff who were 
previously trained and not recorded on ESR to establish overall compliance. There are 
currently 113 dementia champions across the Trust, up from 56 last year. A PhD Student 
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has been appointed, who aims to complete research looking into pre-operative assessment 
for people living with dementia. 
 
Simulation scenarios on dementia and delirium are included in SAFE training.  
 

• Environmental changes 
Work to create a dementia cubicle in AED is now complete and received positive feedback 
from patients and relatives, particularly via the PLACE work carried out in the department. 
 
St Luke’s Outpatients (Horton Wing) has undergone a dementia friendly review and re-
decoration, along with the friends of St Luke’s café.  
 
Ward 22/ dialysis unit at BRI/ ward 16/ 5/ all updated, with the input of dementia champions 
and the estates department ensuring that they are dementia friendly. Again many of 
recommended changes were highlighted during the Trust participation with PLACE.  
 

• Re-admission rate  
Previously on the Trusts National Audit of Dementia BTHFT was above national average. 
During the last report on this (March 2020), we scored below. This is now showing lower 
than the National average (37% National rate in 2019 when last analysed and 18% as of 
March 2020 in BTHFT).  
 

• Advance Care Planning (ACP)  
As part of a regional pilot through NHS E & I, the team participated in educating 40 front line 
clinical staff to begin ACP conversations and begin documenting ACP’s to prevent future 
unnecessary admissions and ensure people’s views were taken into consideration for a time 
when they might lack capacity. This work is currently on hold due to the COVID-19 
pandemic.   

 
• Delirium 

New delirium resources from NHS Yorkshire and the Humber clinical network entitled “Think 
Delirium” have been successfully rolled out across the Trust, encouraging medical staff to 
code a delirium when someone is admitted, this then pulls through to the GP discharge 
letter, so the GP is informed of a presentation of delirium and can continue to monitor in the 
community. 66% of relevant discharge letters currently contain this information (national 
average is 36%, dates as of November 2019).  
 

• Patient Experience and dementia 
The patient story of Michael, was produced and presented to Board in September 2019. 
Michael shared his experience of living with dementia and being an inpatient within the 
Trust. Michael raised a number of invaluable points from his experience and enabled the 
team to develop recommendations. Learning points that have been developed from this 
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patient story include pre-operative communication for reference during admission, ward 
location and orientation of dementia patients at admission. 
. 
In May 2019 during dementia awareness week the Dementia Lead Nurse and the Assistant 
Chief Nurse for patient experience held a patient focus group, to welcome areas for 
improvement in line with BTHFT Dementia Strategy. Recommendations from this group 
included, the use of flower magnets, blue wristbands (to symbolise dementia) would be  
helpful. These are in use in all areas across the Trust. The forget me not tool continues to be 
embedded in all areas across the Trust, with magnets used behind the bed and “This Is Me” 
documentation increasingly used.  
 
Items on hold until COVID restrictions withdrawn: 

• Dementia performance of “don’t leave me now” from Brian Daniels for staff to raise 
dementia profile (due May 2020). 

• New simulation course designed to educate staff on common mental health 
Presentations, Acute Psychiatric Problems in Acute Settings (APPAS).  

 
2.8.3  Learning Disability Forum 
 
There has been an increase in activity in relation to supporting patients with a Learning 
Disability who have accessed the acute services. This in part is due to the ongoing 
development work undertaken by the Safeguarding Name Nurse in collaboration with the 
Health facilitation team from BDCFT.  The sharing of information facilitated patient records 
being flagged to ensure staff is aware of certain diagnosis on admission.  As part of the flag, 
reasonable adjustments have been added to patient’s record, to facilitate patient centred 
care on admission. This development also means that the Trust has more intelligence 
regarding the number of patients with a learning disability accessing services, which in turn 
facilitated specific pieces of work to be undertaken. 

During the last year, the policy for patients with a Learning disability was re written and the 
Trust adopted the VIP passport.  This was a document already used by patients with a 
learning disability whilst in the community.  It provides staff with information about the person 
that they themselves may be unable to communicate. By using consistent paperwork as an 
inpatient or whilst in the community it ensures the individuals needs are highlighted and staff 
have a clear reference document for meeting those needs. 

The second annual national benchmarking data collection was undertake in early 2020, the 
Trust undertook this, providing specific data from an organisational perspective, obtaining 
patient feedback and completing staff surveys.  The results have not been published due to 
the Covid-19 pandemic.  The data that was not currently captured and the learning from this 
will be incorporated into the forthcoming years’ work plan. 
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A business case was put forward for a specific Learning Disabilities Lead Nurse.  This was 
successfully recruited to in early 2020.  Patient representatives with a Learning Disability 
assisted the Trust in the recruitment process.  This post will continue to work with partner 
agencies from statutory, voluntary and charitable services to ensure the needs of patients 
with a learning disability are addressed and our services meet these needs 

2.8.4  Voluntary services 2019-20 
 
At the end of the financial year Bradford Teaching Hospitals NHS Foundation Trust had 430 
active volunteers which include the Chaplaincy visitors. It is impossible to measure the value 
and pleasure those individuals bring to the organisation. 

In addition to delivering existing services such as Tea Bars, Guides, Patient Support, radio 
and the ward trolley, Voluntary Services have developed the following roles over the past 12 
months. 

• Pets As Therapy – Successfully introduced a PAT dog onto the paediatric ward and 
were about to introduce a dog to ICU just as Covid-19 lockdown began. All the 
relevant documentation has been written and approved for the re-introduction of this 
valuable service when allowed. Future expansion is planned to develop this service 
for the Chemotherapy day unit. 
 

• Partnership work – The volunteer services works in partnership with a number of 
local charities and support groups to offer volunteering to a wide range of people 
from the local community.  In the last year the Trust has worked with Horton Housing, 
offering volunteering to refugees who are in the UK as part of managed migration 
programmes.  This has been a successful project working with the Volunteer Co-
ordinator and New Communities Support Workers from the project. 
 

• Phlebotomy – At management request there has been the development of a 
volunteer role within the phlebotomy department.  Volunteers support staff to manage 
patient flow in this busy department and has helped reduce delays and improve 
patient experience of patients through the department. 
 

• Research – Working with colleagues at BIHR a number of volunteers have been 
recruited to assist on specific research programmes.  These include Born in 
Bradford, respiratory research and neuro physiotherapy.  These are bespoke roles 
that have been developed. 
 

• Psychology – Work has begun with colleagues in Psychology to support the 
recruitment of a small number of volunteers to work in the department.  Work had 
also started to look at working in partnership with Bradford University around the 
opportunities in psychology. 
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• Winter Pressures – BTHFT was chosen by NHS England to receive some additional 

funding to support volunteers assisting the Trust during the winter pressure months.  
Work had begun on this focussing initially around the Discharge lounge in February 
before being put on hold due to Covid-19. 

During the year additional Patient Support volunteers were placed on wards that had not 
previously had them including Ward 12. 

Work had also started with developing the role of Activity Volunteer.  Initially this was 
focussed on Dementia, working closely with the dementia lead to develop the role.  
However, plans are in place to extend this to working with patients to include Learning 
Disability and Mental Health following discussions with those colleagues. 

2.9  Patient Experience Ongoing Developments.  
 
The strategic patient experience work plan for 2020/21 has been reviewed and updated 
(Appendix 1). This work plan is reviewed monthly via the Patient Experience Subcommittee. 
 
The team has now successfully appointed to the Quality Lead for Patient Experience 
position and the successful candidate is Laura Booth, who joined the Trust in November 
2019. This new appointment will help the team to deliver on some fantastic planned 
improvements projects planned for 2020/21. 
 
In addition the Patient and Public Involvement Officer Samina Fayyaz commenced in post in 
January 2020. This valuable post will facilitate engagement with patient and service users in 
addition to working with other organisations in both health and the voluntary sector, 
promoting collaborative working.  
 
Other recent developments carried out include, review and production of new bedside folder 
information, development of a Patients Charter, production of a cohort of accessible 
information leaflets to support the changes during Covid-19 to visiting and services in the 
Trust and ongoing stories from patients made to open Board meetings. 
 
3.0 Complaints 

During quarter 4 (Q4), the Patient Experience team have continued to focus on measures to 
improve the quality and timeliness of responses to complaints by continuing weekly 
complaints meetings and keeping complaints under constant review via the complaints 
tracking system. During Q4 the Trust received a total of 120 complaints. This completes the 
annual total, which stands at 445 for the year. Table 3 below provides the annual breakdown 
per CBU. 
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Table 3 complaints per quarter and CBU received during 2019/20. 

 

Despite an annual figure of 445 complaints for 2019/20, this figure has dropped significantly 
from the previous financial year position by 20%. Figure 1 below makes comparisons of this 
data and demonstrates the reduction from overall 557 during 2018-19 down to 445 for 2019-
20. 

 

 

 Figure 1 Complaints comparison between 2018/19-2019-20. 

The patient experience team believes that this reduction may be as a direct result of some of 
the positive impacts new patient experience initiatives have had during patient 
encounters/stay. The promotion of the good night sleep tight campaign has had a significant 
impact on patients sleep and rest and the encouragement to reintroduce communication 
campaigns and the importance of clear concise communication with patient and families may 
have helped, as communication issues are often raised within complaints. 
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One of the key objectives of the central complaints team was to track and ensure that the 
Trust minimised the number of complaints that were responded to beyond 6 months from 
receipt, to fall in line with national recommendations and Trust policy. Figure 2 clearly 
demonstrates the initial and sustained improvement that has been made in relation to this 
objective. Rationale for the outliers has generally been as a direct result of complex clinical 
complaints taking over the 6 months. 

 

 

Figure 2 Comparative data representing the number of complaints 6 months beyond review date. 

 

When further analysing the breakdown of complaints received to the Trust during Q4 figure 
3, clearly highlights that the Accident and Emergency Department (AED) received the 
highest number N = 26 (22%). Areas which receive either a significant number or cluster are 
asked to scrutinise for themes and trends and report this data back into the Patient 
Experience Subcommittee. On initial review, no significant themes were identified. 
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Figure 3 Q4 complaints by speciality. 
 
 
Of the 445 annual complaints received, Figure 4 demonstrates the annual position of the 
areas who received the most.  AED remain the area that received the highest number overall 
(N = 94) for the year. Whilst the aim is always to have no complaints, this figure should be 
considered against the 136,639 attendances the AED department managed during 2019-20. 
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Figure 4 Highest complaints annually 2019-20. 
 
 

Figure 5 reports the top themes of complaints during Q4. It should be noted that complaints 
usually contain more than one theme. Triangulation against other sources of data i.e. patient 
feedback surveys and risk incidents are monitored within the CBU and at performance 
meetings.  

Reporting of themes is monitored at the Patients Experience Subcommittee meeting, along 
with actions being taken to address issues identified. Reports on complaint themes have 
also been supplied for departmental quality improvement initiatives, such as ‘deep dives’ and 
‘time-out’ sessions to review services. Appropriateness of treatment continues to be the 
highest category of complaints. This category is currently under review with the risk team to 
consider ways to extract more specific information within this category to support future 
targeted work. 
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Figure 5 themes of complaints. 

 

When complaints are received and reviewed, they are recorded and graded on the Trust 
Datix system. There were no complaints received during Quarter 4 graded as extreme or 
high, which is excellent. There continues to be on-going collaborative work and scrutiny 
between the risk and complaints team and the daily “Huddle” provides a robust mechanism 
for testing these results. The remaining grading for Q4 is 26 Moderate and 94 Low (Table 4).  
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Table 4 Grading of all complaints received during Q4 by CBU. 

 

 

Table 5 provides an annual summary of the grading of the complaints received. The one 
complaint that was graded as High throughout the year was subject to extreme scrutiny and 
learning. A paper was presented by the matron for the area to the Patient Experience 
Subcommittee in September 2019, full evidence of the learning can be seen in the learning 
from complaints section (3.3.1). 

 

0

10

20

30

40

50

60

Central Planned Care Group Unplanned Care Group

Low

Moderate/Medium

25 

Template version 22.03.19 

 



 
 
Meeting Title Board of Directors 
Date 9 July 2020 Agenda item Bo.7.20.15 
  

Table 5 annual grading of complaints. 

3.1  PALS (Patient Advocacy and Liaison Service)  

The total number of Patient Advice and Liaison Service (PALS) issues continues to remain 
high with Q4 recording 311 contacts and the annual figure a staggering 1383. Table 6, 
represents the quarterly figures and Figure 6 makes comparisons to previous years, which 
seems to have stabilised.   
 
 
        PALS Q1 Q2       Q3 Q4 Total 

  
2018/19 

 
281 351 367 333 1332 

  
2019/20 

 
338 385 349 311 1383  

 
 
Table 6 number of PALs contacts per month and year 2019-20. 
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Figure 6 comparisons PALs data 
 
These numbers demonstrates the high volume of activity that the Patient Experience Team 
are dealing with; in many cases they are resolving at first contact and preventing issues 
being progressed to formal complaints. PALs issues are dealt with quickly to prevent 
escalation. At the time of writing this report of the 1383 only 3 remain open. 
 
AED received the highest number of PALs contacts N=27, around 9% overall for quarter 4 
(Figure 7). 
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Figure 7 provides a breakdown of the PALS issues, by speciality,  
 
 
When reviewing the Q4 themes of PALs, Figure 8 provides a breakdown, with 
appropriateness of treatment being the highest reason for contact. 
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Figure 8 Q4 themes of PALs contacts. 

3.2  Compliments 

Compliments are simple ways for people to show their appreciation and kindness. At the 
Trust there are many ways that staff receives compliments, via thank you letters, emails, 
tweets and cards. Historically within the patient experience reports this valuable data has not 
been reported or celebrated this valuable praise.  

During the past year whilst carrying out a number of patient experience initiatives throughout 
the Trust, areas and teams have been encouraged to log these compliments on Datix in the 
same way that a complaint or PALs are logged. There is much work to be done to capture 
and celebrate this success and plans to strengthen and expand our kindness pledge in the 
Patient Experience Strategy should help.  Figure 9 highlights the increase in the number of 
compliments received and captured, with Datix reporting 1732 compliments during 2019-20.  
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Figure 9 comparison of compliments received. 

3.3  Learning from Complaints 

During 2019-20 the patient experience team have led in a number of assurance processes 
to evidence learning from complaints. Actions from complaints are held by each CBU 
complaints lead to monitor completion. Where themes or clusters of complaints are identified 
then a request is made for a review and presentation to the following Patient Experience 
Subcommittee. Work in relation to transparency of learning to the public is planned for the 
next year to provide evidence to the public of how the organisation has learnt from the 
complaints received.  

3.3.1  Planned Care - Head and Neck Team – High Complaint  

Complaint:   

• Patient with complex needs was not cared for with recognition of his safeguarding 
needs (DOLs). 

• Concerns were raised regarding nursing care. 
• Gaps in knowledge were identified in catheter care. 
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Action:  

• All nursing staff has DOLS and Delirium training. 
• All nursing staff now has pressure area care, catheterisation training and 

management of fluid balanced charts. 
• Inspections to the ward by the Patient Experience Team on the 5/3/20 for assurance 

as a “secret shopper”, significant improvements noted in the areas of original 
concern. 

3.3.2  Chief Nurses’ Team - Bereavement Team  

Complaint:   

• Poor communication with a family following an external decision not to honour a 
bequest request for a body donation, and a body being retained in the mortuary for a 
long period of time.  

• Poor Call Log - of all contact made with family relating to the deceased. 

Action:  

• The Bereavement team have arranged weekly dialogue with the Mortuary team 
regarding deceased patient’s stays. 

• Bereavement office log details of extended stays in the Mortuary, contains current 
actions and the date of the action. 

• Weekly updates documented by both Mortuary team and the Bereavement team. 
• The bereavement team have strengthened their documentation process to reflect all 

their communications. 

Leeds Medical School taking the lead responsibility for informing deceased families if they 
refuse a body donation bequest, they have accepted this responsibility from September 
2019 following this complaint. 

3.3.3  Planned Care - Women and Children- Moderate Complaint  

Complaint:   

• Poor support given to a mother who lost a twin baby at 14 weeks gestation. The 
remaining twin survived. 

Action:  

• All the maternity team have attended Care and Compassion Workshops. 
• Bereavement training has been given to include the management of early gestation 

pregnancy loss. 
 

31 

Template version 22.03.19 

 



 
 
Meeting Title Board of Directors 
Date 9 July 2020 Agenda item Bo.7.20.15 
  

• The Maternity team have ensured following this complaint, that all mothers of 
deceased baby will be given the option of being able to see their baby, regardless of 
the length of the gestation period. 

• The mothers of deceased babies will also have the opportunity to name their 
deceased baby and discuss the options available for the burial of the deceased baby.  

3.3.4  Unplanned Care- Specialist Medicine - Moderate Complaint 

Complaint:   

• End of life care and support for a patient in hospital linked to pain relief management 
and lack of support for the spiritual needs of the patient. 

Action:  

• Ward trained by the Palliative Care Team to better support patients, the keys learning 
points were to improve pain control for patients linked to out of hours support. 

• The Palliative Care Team has ensured the nursing team have been fully trained on 
the correct escalation of pain relief issues to resolve pain control for patients.  

• Additional education providing in relation to End of Life Care to support spiritual 
needs. 

This complaints actions and learning were shared to additional areas for extended learning 
within the CBU. 

3 PROPOSAL 
 
The Patients Experience Team and Chief Nurse Office will continue to develop work to 
enhance patient and relatives encounters with the Trust. The Strategic Work Plan will allow 
steer and control of planned projects to be monitored and overseen by the Patient 
Experience subcommittee. Work will continue to extend kindness commitment made via the 
Patient Experience Strategy and look at imaginative ways to build this into other established 
schemes like ward accreditation.  

Quality improvement work will continue via the Patient Experience Collaboration work, 
working collectively with staff in individual areas recommendations from the CQC National 
surveys will help direct these areas for improvement. 

Valuable patient and public collaboration work will be re-established to ensure their voices 
are heard and influence patient experience projects for the next year ahead. 

The overall complaints process and numbers will continue to have ongoing oversight from 
the central team, to enable challenge, monitoring and tracking to agreed timescales. The 
Central team will continue to provide support and training and assist with training and 
complex cases where required. To deliver on this the team will: 
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• Hold weekly “Grip and Control” complaints meeting between Central and CBU leads 
to track status of complaints and provide timelines for completion. 

• Monthly complaints meetings with Heads of Nursing and Chief Nursing office. 
• Lower the threshold for senior escalation where complaints are not progressing. 
• Delivery of complaints training to all staff who is investigators to improve quality. 
• Buddying and mentorship provided for authors of complaints responses. 
• Process reviewed and guidance strengthened for complaints procedure. 
• Weekly position reported to Chief Nurse. 

Finally the teams will look at ways of celebrating success and compliments received to 
ensure teams and individuals are recognised for the kindness and compassion they share 
daily. 

4 RECOMMENDATIONS 
 

• Support is required from all areas to continue to embrace the PE Strategy. 
• Use of QI methodology for tests of change.  
• National Survey (CQC) action plans to be developed to steer improvement, led by a 

designated area lead. 
• Ongoing promotion and development of FFT data. 
• Continue collaboration work with WYAT to improve collective and consistent 

improvements. 
• Benchmark against other Trusts that are doing well or significantly better in key PE 

areas. 
• There is the requirement for a tight grip to remain on the handling and processing of 

complaints to enable the trajectory to continue. 
• Learning from complaints to be made transparent for the public. 
• Compliments to be captured and celebrations and acknowledgement of these to be 

developed. 
• Continue to develop creative ways of enhancing patient experience during Covid-19 

restrictions. 
 

5 Appendices 
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Appendix 1 Patient Experience Strategic Work Plan  
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