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The Quality Report provides an overview of QA and QI efforts and outcomes across
the Trust and reflects the priorities set out for 2019/2020.

EXECUTIVE SUMMARY
Medication safety: A key quality priority for the Trust has been to develop a safer medicines programme. The aim for
2019/20 is to reduce medication incidents with moderate or severe harm to no more than 8 and a 30% reduction in
incidents resulting in any harm. The programme has delivered sustained improvement. As at February 2020 medication
incidents with moderate or severe patient harm YTD was 7 and medication incidents with any harm at 105. Particular
highlights from the programme has been an improvement in reducing undocumented medication dose omissions and
the implementation of the hospital to community referral imitative to reduce hospital admissions due to medication
related adverse events particularly in frail elderly patients.
Infection Prevention and Control: The second key quality priority for the Trust is to reduce the incidence of
avoidable harm from infections and ensure the best practice use of antimicrobials. During January 2020 there was 1
case of Trust apportioned Clostridium Difficle and 2 in February 2020 bringing the total to 26 cases YTD which remains
on target to achieve the limit of no more than 28 cases. There was a total of 17 cases of E.coli bacteraemia’s in
January 2020 and 19 cases in February 2020. This brings the total to 215 cases YTD against a target of 216 cases.
Effectiveness: In January 2020 there were 110 inpatient deaths (109 adult and 1 Paediatric) and in February 2020
there were 104 inpatient deaths (101 adult deaths and 3 neonatal). This remains within common cause variation for the
year. The Stroke service is due to receive an A rating in the most recent SSNAP results for Q3 2019/20 showing an
improvement on the B rating achieved in Q2.
Safety: There were 6 new Serious Incidents (SI) reported in January 2020 and 17 reported in February 2020. Of these,
2 related to health care associated infection of MRSA, 3 Maternity, 1 Medication, 6 treatment delays, 5 in patient falls (3
fractures and 2 subdural Haematoma), 3 hospital acquired pressure ulcers and 3 surgical/invasive procedure incidents.
The aim to reduce harm from hospital acquired category 2 and above pressure ulcers to no more than 13 per month
was not achieved for January 2020 as there were 23 hospital acquired category 2 or above pressure ulcers. Of these
there were 18 category 2, 1 category 3 and 4 unstageable pressure ulcers. The target was achieved in February 2020
as there were 10 hospital acquired category two pressure ulcers, 1 of which was device related, 2 unstageable
pressure ulcers and 5 deep tissue injuries. Localised improvement work continues for clinical areas. The Trusts VTE
risk assessment target of 97% was slightly under achieved at 96.97% for January 2020 (February’s data is still being
validated). In Q3 28.8% (34/118) of VTE events were diagnosed as hospital associated thrombosis (HATs). In Q4 (to
date) this is at 16.67% (25/150). This compares favourably to international data that suggests HAT accounts for 5060% of all VTE seen. The number of falls for 2019/2020 continues to show an increase on the 2018/2019 data, with 31
falls so far in comparison with a total of 12 for 2018/2019. A falls improvement plan is being executed which is aligned
with the Trusts Falls Strategy led by the Falls Prevention Lead.
Experience: There were 62 new complaints received in January 2020 and 42 in February 2020. The response rate of
25 days has improved to 100% being achieved in January 2020 and 95% in February 2020, resulting in a fourth
consecutive month where the target of 95% has been achieved. The re-open rate remains low with 2 complaints reopened for January 2020 and 3 for February 2020. The Patient Advisory Liaison Service (PALS) achieved a 5 day
closure rate of 100% in January 2020 and 95% in February 2020. This is a significant improvement on previous
performance and is due to the expansion of the PALS Team.
Appendix A to this report includes data and other information provided for assurance.
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1.

IMPROVING MEDICATION SAFETY

LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST
2019/2020 Aim: To reduce medication incidents with any harm to less than 132 in the year.
The improvement in medication safety has been identified as an on-going priority to deliver the WHO five-year
safety challenge set in 2017 (a 50% reduction in harm on the baseline year by 2021/2022). The strategy developed to
achieve this includes the goal of improving the safety culture; improving access to medicines expertise; and
addressing human factors through use of digital solutions and automation. The target aim for improving medication
safety in 2019/2020 is to reduce medication incidents with moderate or severe harm to less than 8 or fewer cases
and to reduce medication incidents with any harm to less than 132 in total for the year (a 30% reduction on the
baseline year).
PROGRAMME PERFORMANCE
Medication incidents with moderate or severe patient harm
medication incidents with any harm

YTD target
8 or fewer
132 or fewer

YTD performance
7
105

Status

PROGRAMME HIGHLIGHTS
The medication safety programme through the 10 key areas to improve1 has delivered sustained improvement. The
particular highlights are achievements around undocumented medication dose omissions and reducing hospital
admissions due to medication related adverse events. These are highlighted as follows:


Reduction in undocumented medication dose omissions

Start of medication safety programme,
omitted doses of VTE medication was 8
per month (media)

Education and increased awareness of the
importance of this high risk drug, along with focus
on including the drug chart in nursing h/o to catch
all omissions, has led to a reduction in VTE missed
doses.

1

The 10 key areas are Penicillin allergy, use of syringe drivers, omitted doses of Enoxaparin, Gentamicin use, use of pain
medications, general medication omissions, Adult Diabetes Monitoring and Prescription Chart, use of the summary care record,
Use of Heparin
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The implementation of the hospital to community pharmacy referral commenced in October 2019. This was
to reduce hospital readmissions due to medication related adverse events by facilitating structured
medicines review particularly in frail elderly patients. The data below highlights the activity that has been
generated around this.
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2.

INFECTION PREVENTION AND CONTROL

As part of the work to prioritise and align the Trusts quality improvement and assurance work, there is a strategic
approach to the reduction of instances of and harm caused by in-hospital infections. This is a key quality priority for
2019/2020.
LEAD – GLYNIS BENNETT, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION PREVENTION AND CONTROL
2019/2020 Aims:
To reduce C.difficile cases to no more than 28 reported in the year;
To reduce E.coli bacteraemia (community and hospital-onset) for 2019/2020 to no more than 216 cases and 29 for
hospital-onset cases;
To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20
CLOSTRIDIUM DIFFICLE
There were 3 Trust apportioned cases in January 2020 and February 2020 as highlighted in Appendix A, bringing the
total to 26 cases to date. The Trust remains on trajectory to achieve the limit of 28 cases.
The Root Cause Analysis (RCA) for Q 1-3 2019/2020 has been reviewed by the CCG. There were 7 confirmed cases
that had a lapse in care related to antimicrobial prescribing and delay in patient isolation. The RCA outcome and
required learning has been fed back to the clinical teams. The remaining cases for Q4 will be reviewed in April 2020.
One case is being investigated as part of an SI due to C difficile being identified on the death certificate. An update
will be given via the SI panel. This case had no lapse in care identified in relation to C difficile care or management.
E.COLI BACTERAEMIAS
The target to reduce E.coli bacteraemia’s is a 25% reduction in cases by March 2021 and an overall 50% reduction by
March 2024. This equates to a target of 216 cases for the Trust for 2019/20. There were a total of 17 cases in
January 2020 and 19 Cases in February 2020. This brings the total to date to 215 cases across the community and
the Trust.
There were 3 hospital acquired E.coli bacteraemia’s in January 2020 and February 2020 (as highlighted within
Appendix A). Catheter Associated Urinary Tract infections (CAUTI) will be a key part of the Trust Harm Free Care
strategy, with planned work and actions to reduce the number of cases in the coming year.
MRSA & MSSA BACTERAEMIAS
There have been 2 Trust apportioned cases of MRSA bacteraemia during January 2020. Both cases are subject to a
Post Infection Review process. The first case occurred whilst a patient was in ITU, and cause is likely to be
pneumonia, with no lapses in care identified. This case is to be reviewed to the CCG. The second case review is
currently in progress and initial findings point to a line source of infection. This case occurred on BACU.
There were 12 hospital onset MSSA bacteraemia in February 2020, investigations into the likely source for these is
being undertaken.
A vascular access nurse has been successfully interviewed and is due to commence employment in the next 3
months. A remit of this post will be a reduction in line reacted infections. This also forms part of the Trust Infection
Prevention Control Strategy in the coming year also.
WATER SAFETY
An authorised engineer (as required by Hygiene code – H&SC Act 2012) has now been appointed and has provided
external advice and assurance of the water management across the trust. A robust water plan is being devised. The
plan will include a review of the Trusts testing measures, full disinfection of identified water outlets with higher
counts and the management of the higher risk areas for both legionella and pseudomonas risks.
ENVIROMENTAL STANDARDS
Following publication of draft cleaning guidance in October 2019 by NHSEI, a review of current standards across the
Trust has been undertaken including a gap analysis in relation to these new standards, which showed the cleaning of
equipment to be the main issue.
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An auditing process for standards of cleaning for clinical equipment is being implemented and early data has shown
an improvement in the standards of cleanliness for key equipment such as commodes and other toileting
equipment.
NOROVIRUS

During January 2020 the Trust experienced an outbreak of Norovirus affecting 11 areas across the Trust.
Two wards were closed to admissions while others had areas/bays closed. In order to control the outbreak
and protect patients the Trust stopped visiting apart from the areas of ITU, NICU and Paediatrics. This
enabled the Trust to reduce the length of the outbreak and number of patients affected. Following closure
to visiting the outbreak was controlled within a week and wards reopened following a full clean and
decontamination using UV equipment to reduce any environmental viral load. A full investigation into the
causes and management of the outbreak is being undertaken. Initial reports have highlighted gaps in
practice related to movement of patients, clinical standards such as hand hygiene, cleaning of clinical
equipment with clutter of equipment in clinical areas. These gaps are being addressed with extra support,
auditing and education being provided.
COVID -19

February 2020 has seen alerts for COVID – 19 for all acute and community NHS providers. The Trust has
developed robust plans for the management and screening of suspected patients. These have included
education of staff in relation to IPC measures including PPE, swabbing and treatment. Areas for managing
and cohorting patients has been identified including negative pressure isolation rooms for any high risk
suspected cases.
Briefing and awareness sessions for staff has been undertaken with communication available on the Trust
intranet with updates daily to inform both staff and visitors of the current guidance and management.
Staff in the ED department have been managing the screening of patients that have been referred from
NHS 111. In line with guidance a screening “pod” has been set up to manage patients attending the
Hospital for screening. In January 2020 and February 2020 there were no positive identified from the Trust.
2.1

ELIMINATING HARM FROM SURGICAL SITE INFECTIONS

LEAD – MR SHASHI IRUKULLA, DIVIASIONAL DIRECTOR, THEATRES, ANAESTHETICS, SURGERY AND CRITICAL CARE
2019/2020 Aim: To establish a baseline for and then reduce numbers of surgical site infections.
In January 2020 Public Health England commenced surveillance for fractured Neck of Femurs with a plan to continue
for the rest of 2020. The data for the Trust covering January 2020 and February 2020 is highlighted below.
JANUARY 2020

NUMBER OF CASES

CONFIRMED SSI’s

INFECTION RATE

#NOF

51

3

5.8%

FEBRUARY 2020

NUMBER OF CASES

CONFIRMED CASES

INFECTION RATE

#NOF

33

2

6%

(NATIONAL AVERAG: 1%)

(NATIONAL AVERAGE: 1%)
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Route Cause Analysis on all the cases highlighted above are underway. The GIRFT data for the Trust around SSIs is
expected at the end of March 2020 and will be reported within this report.
The planning, implementing and auditing of the SSI care bundles2 across the Trust continues to improve the quality
of service. One of the main focuses is to standardise practise across all theatres to ensure all patients receive the
same standard of care.

2

Pre-operative, intra-operative and post-operative care bundles.
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3. EFFECTIVENESS
3.1 LEARNING FROM DEATHS
LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT SAFETY
2019/2020 Aim: By Q4 100% of applicable deaths will receive a timely structured judgement review (SJR)
In January 2020 there were 110 in hospital deaths (109 adult deaths and 1 paediatric death). In February 2020 there
were 104 in hospital deaths (101 adult deaths and 3 neonatal deaths). This remains within common cause variation
for the year.

The Risk Adjusted Mortality Index (RAMI) is shown below. This excludes deaths related to 30 days post discharge,
zero length of stay, palliative care code Z51.5 and maternity. The RAMI remains within common-cause variation, and
is reported one month in arrears. The RAMI for national-acute-peer hospitals has been added for reference (but this
is a further one month in arrears).

In Q2 2019/2020, 30 cases were identified for Structured Judgement Review (SJR) of which 23 (77%) have been
completed to date. In Q3 2019/2020 there were 20 cases identified for a SJR of which 11 (55%) have been completed
to date.
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As part of the SJR, reviewers are asked to identify if there were any problems with care and if these could have led to
harm to the patient. In Q3 2019/2020, there was 1 case found to have received ‘poor’ care. This is awaiting a second
stage review at present. A full review of learning from deaths in Q3 2019/2020 will be provided in the Q3 paper
presented to both the Quality of Care Committee and Trust Board in March 2020.
The monthly Mortality Committee Meeting has been incorporated within the new Safety & Quality Committee since
October 2019. The updated Learning from Deaths gap analysis report was reviewed at the last Safety and Quality
Committee meeting that took place on the 19th February 2020.
The interviews for the 0.5 WTE Medical Examiner post will take place on the 17th March 2020 with one of the Surrey
Area Coroner’s on the interview panel. The 1.0 WTE Medical Examiner Officer post is due at Vacancy panel and will
then be appointed to shortly. Once both roles are in place the revised Bereavement pathway work will be able to
progress.
The next Trust-wide Learning from Death event is on the 17th April 2020. This has become part of a rolling monthly
learning event programme since the beginning of this calendar year.

3.2

STROKE

LEAD – Dr GIOSUE GULLI, CONSULTANT
2019/2020 Aim: By Q4 the Sentinel Stroke National Audit Programme overall rating will be A or B.
Early indicators suggest the team will be awarded an A rating for its SSNAP performance for Q3 2019/2020.
Performance in January 2020 and February 2020 demonstrated there were some aspects of care which continued to
be challenging. These are as follows:
-

-

The 4 hour admission target was missed in both months. This continues to be related to a lack of bed
capacity within the stroke team and delays in assessments within A&E. It is anticipated performance against
this measure will improve in 2020/2021 when the Team moves location to a larger bed base (current AMU).
The service also struggled against the percentage of patients staying 90% of their stay in a stroke bed. This
was impacted by a number of patients who suffered a stroke whilst already admitted for another condition.
In all cases specialist clinical advice was provided by the stroke team as soon as the stroke was identified and
the patient moved when clinically appropriate.
The number of patients who were deemed eligible for thrombolysis in this period was below the
recommended 20% target. However, an internal review has found appropriate thrombolysis decisions are
being made based on the clinical presentations. The number of patients’ thrombosed within one hour
varied between January 2020 (where target was met) and February 2020 (where the target was not met).

The service continues to perform well against other key metrics such as:
-

The percentage scanned within 1 hour and 12 hours from time of arrival.
Percentage of swallow screens within 4 hours
Stroke nurse and consultant assessments within 24 hours
OT/ PT/ SALT communication assessments within 72 hours
Percentage of patients reported as requiring OT and PT and the median minutes received each day
Percentage of continence plans created for all patients within 3 weeks of admission
Percentage of patients set rehab goals within 5 days above target
Percentage of patients with a high risk of malnutrition seen by a dietitian
Percentage of patients discharged with a joint health and social care plan

Although the service has seen a drop in the percentage of patients referred to the Early Supported Discharge team,
the team’s performance is strong. Average response time from hospital discharge to first appointment offered is
less than 1 day. The average length of stay with the team is 39 days. The improvement in performance has been
facilitated by the roll out of 7 day working across the team and improvements to the triage process to capture
updates for pending discharges.
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4. SAFETY
4.1 LEARNING FROM ERRORS

LEARNING FROM COMPLETED INVESTIGATIONS
There were 6 new serious incidents (SI) reported during January 2020 and 17 reported in February 2020. Of these, 2
related to health care associated infection of MRSA, 3 Maternity, 1 Medication, 6 treatment delays, 5 in patient falls
(3 fractures and 2 subdural Haematoma), 3 hospital acquired pressure ulcers, and 3 surgical/invasive procedure
incidents.
Details of the new incidents reported along with initial actions taken and learning are detailed in the Serious Incident
Report presented to the Quality of Care Committee.
LEARNING FROM COMPLETED INVESTIGATIONS
There were 26 SI investigations submitted to the CCG for closure during this period and learning from these will be
shared widely.

4.2 PATIENT SAFETY ALERTS

No new alerts were received in January 2020 and February 2020 whilst 2 alerts were closed during this period. The
open alerts are listed below with details of progress towards closure.
Progress with ongoing alerts
NatPSA/2019/003NHSPS
Due 11/09/2020
Executive Lead: Chief of
Patient Safety.

Risk of harm to babies and children from coin/button batteries in hearing aid
and other hearing devices.
Lead – Audiologist team leader (AL). A service wide review of audiology guidance
and patient information is underway to include advice to parents around risk and
action to take if a battery is ingested. The purchasing/supply of hearing
aids/devices will be reviewed to ensure only those with a secure battery
compartment are used.

NatPSA/2019/002NHSPS
Due 01/06/2020
Executive Lead: Chief of
Patient Safety.

Risk of death and severe harm from ingesting superabsorbent polymer gel
granules.
Lead – Awaiting confirmation. There is clinical guidance to be reviewed by
infection control about the use of gel in the management of spillages.

NatPSA/2019/001NHSPS
Due 05/05/2020
Executive Lead: Chief of
Patient Safety.

Depleted batteries in Interosseous (IO) Injectors.
Lead – Trust Resuscitation Officer
Five devices require replacements which have been ordered to replace the 5 IO
devices without a power indicator light. The Resus daily equipment checklist
expects daily check of injectors.

4.3 REDUCING HARMS

In January 2020 the Trust appointed a new Harms Free Care Nurse Consultant who will have the remit to deliver the
Trust’s Harm Free Care Strategy as well as bringing together the individual Harm Teams of Venous
3
Thromboembolism (VTE), Tissue Viability, Falls, CAUTIs and Nutrition in order to have a more collaborative
approach as well as a more joined up delivery of the Harms agenda.
PRESSURE ULCERS
The aim for improvement with reducing harm from hospital acquired category 2 and above pressure ulcers this year
is a 5% reduction, which equates to no more than 13 per month.

3

VTE is a condition in which a blood clot forms in the deep veins of the leg, groin or arm (known as deep vein thrombosis, DVT)
and travels in the circulation, lodging in the lungs (known as pulmonary embolism, PE)
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In January 2020 there were 23 hospital acquired category 2 and above pressure ulcers, including 18 category 2 (three
of which were device related), 1 category 3 and 4 unstageable pressure ulcers. There were six deep tissue injuries
reported, 1 of which was device related.
In February 2020 there were 10 hospital acquired category 2 pressure ulcers, 1 of which was device related, 2
unstageable pressure ulcers and 5 deep tissue injuries.

The aim of less than 13 incidents reported per month was not achieved in January 2020 with a notable increase in
hospital acquired pressure ulcers. Historically the Trust has had an increase in hospital acquired pressure ulcers in
January with 31 in 2017, 25 in 2018 and 17 in 2019.
The marked rise in pressure ulcers in January 2020 coincides with multiple ward changes, the opening of escalation
areas, changing clinical teams and patient caseload. Peak moves occurred in December 2019 and February2020.
During this time the Trust had 13 days in Business Continuity and all of these factors combined had an impact on the
continuity of care delivery and therefore a contributory factor to the increase in pressure ulcers. Ward moves have
also created challenges in the ability to attribute pressure damage to one department, with pressure damage
occurrence likely involving several wards and ward teams. There was an improvement in February 2020 where the
aim was achieved with 12 hospital acquired category 2 and above pressure ulcers reported.
Despite the relocation of the ward, Maple demonstrated consistent care delivery and managed to achieve 100 days
free from hospital acquired category 2 and above pressure ulcers. This achievement was celebrated locally on the
ward and promoted to highlight good practice and commitment to reducing harm.
Dickens ward had 2 unstageable pressure ulcers in February 2020 which are now serious incidents. The team are
utilising these as an area of significant learning and will be making changes to prevent reoccurrence. There will be a
focus on twice daily skin checks for all patients regardless of risk with an expectation that all patients will have their
pressure areas checked when they return to the ward following all procedures, investigations and interventions.
Localised targets for improvement are ongoing for other clinical areas, with evidence of success in certain areas such
as Swan ward which had 2 hospital acquired pressure ulcers in January 2020 and 1 pressure ulcer in February 2020.
VTE
VTE risk assessment data collection is a national quality KPI within the NHS Standard Contract for 2019/20 which sets
an operational standard threshold of 95%. The Trusts internal threshold is set at 97%. The definition of this measure
is the percentage of patients aged 16 years of age and above (at the time of admission) who underwent risk
assessment for VTE during the monthly reporting period.
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Data below shows the Trusts VTE risk assessment percentage for Q1 - Q3 and Q4 (to date) for 2019/2020 compared
to the national average against 303 peers (151 NHS Acute Trusts and 152 Independent Providers). The Trust
performs more favourably than peers based on this dataset.
ASPH VTE risk assessment data compared to national data

% of Patients VTE Risk Assessed
% patients VTE risk assessed

99
98
97
96
95
94
93
ASPH

National Target

Trust Target

National Av.

As the data shows the Trust continues to achieve the NHS Standard Contract Quality KPI threshold of 95% for Q1 Q3 and Q4 (to date) for 2019/2020. The internal threshold of 97% continues to be achieved for Q1 and Q2
2019/2020, but not for Q3 2019/20. This was due to a change in the software/process for internal data collection.
For January 2020 the data shows an increase to 96.97% as the data collection process has been embedded.
February 2020 data is still being validated.
HOSPITAL ASSOCIATED THROMBOSIS4 (HAT)
As part of the work to improve patient safety and align the Trusts quality improvement and assurance work as a
National VTE Exemplar Centre, a strategic approach to the reduction of instances of harm associated with HAT is
being undertaken. This approach focuses on improving outcomes for patients and reducing the incidence and
impact of potentially preventable3 HAT events in the organisation and includes a number of components of the
existing VTE Prevention Strategy, which is as follows:
 Trend identification within patient demographic: The majority of cases of HAT at the Trust are not
potentially preventable (meaning that the patient received optimal, appropriate thromboprophylaxis and
there was no failure in care). Therefore a focus is on identifying where the thrombotic risk for patients who
clot despite receiving optimal thromboprophylaxis can be reduced. This has led to the development of a
local dosing protocol in extremes of body weight, which is currently being embedded into practice.
 Local prevention practice: RCAs conducted on cases of HAT has shown a significant reduction in omitted
doses of thromboprophylaxis. The thrombosis committee has led a review of practice and a staff education
programme to address this theme.
 Providing scrutiny: A bimonthly Thrombosis Committee ensures learning from HAT RCAs is disseminated to
all divisional teams. To strengthen learning, the VTE education and training plan has been updated to
include real time sharing of identified themes in order to inform practice. In addition cases of HAT are
beginning to be shared and discussed on a National level biannually to optimise collaborative learning and
to inform further improvement.

4

A hospital acquired thrombosis is defined as any VTE event that occurs during or within 90 days of hospitalisation.
A potentially preventable HAT means that a patient has received sub-optimal, inadequate or inappropriate thromboprophylaxis
and there has been a failure in care.
3
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The data below shows the total number of VTE events diagnosed at the Trust compared to total number of HATs for
Q1 - Q3 and the first two months of Q4 2019/20. There is currently no measure/goal (nationally or locally) for the
number of HAT due to this not being bench marked.
Total number of HATs compared to total number of diagnosed VTE events

The key points for the data collected on the total number of diagnosed VTE and HAT events in Q1 - Q4 2019/20 are:



In Q1 19.2% (25/130) of VTE events were diagnosed as HATs; in Q2 this was 17.4% (25/144); in Q3 28.8%
(34/118) and in Q4 (to date) 16.67% (25/150). This compares favourably to international data that suggests
HAT accounts for 50–60% of all VTE seen.
Total number of VTE events diagnosed is fluctuant due to multi-factorial causation; however the number of
HATs remain consistent (due to local VTE Prevention practice). The increase in October 2019 is consistent
with increase in overall admissions (5880 total admissions in September 2019; 6158 total admissions in
October 2019; 6038 total admissions in November 2019).

The highest number of HATs per division for January 2020 and February 2020 occurred in Medicine and Emergency
Services. This is expected due to the large number of inpatient admissions, patient specific and patient cohort risk
factors associated with the demographics of this patient population.
VTE - GET IT RIGHT FIRST TIME (GIRFT)
The Trust is currently contributing to the GIRFT National Thrombosis Survey. The survey is running from 1st October
2019 to 31st March 2020 with the aim of providing data for participating organisations to benchmark against a
National average and to drive better scrutiny and investigation of HAT and their causes.
VTE EXEMPLAR CENTRE
The Trust is a National VTE Centre of Excellence (achieved in 2016). VTE Exemplar centres demonstrate excellence in
VTE Prevention and care, offer practical support and advice to other centres by sharing resources, and collaborate
on clinical research into VTE Prevention. The National VTE Prevention Programme is supported by VTE Exemplar
centres and the latest NHS digital data has shown a 20.8% reduction in post hospital VTE deaths in England since the
VTE Prevention Programme inception. The Trust goes through a rigorous re-validation assessment annually to
maintain VTE Exemplar centre status. This is next due in August 2020.
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FALLS
The number of inpatient falls for 2019/2020 is showing a significant increase on the 2018/2019 year, with 31 falls so
far in comparison with a total of 12 for 2018/2019. Falls YTD have included 28 inpatient falls and 3 in public areas.
Of the 28 inpatient falls 15 were FNOF5 managed surgically and 8 cerebral bleeds which were managed
conservatively. Operational pressures during this period with an increased awareness to report falls has led to an
increase.

Falls continues to be a key focus with the improvemnet plan involving the Falls Prevention Lead meeting with
ward managers on all of the Senior Elderly Care Wards to communicate the improvement plan and provide
support to reduce falls. A multidisciplinary working group has also been set up to develop and implement the
Falls Strategy.

5

Fractured neck of femur (FNOF) / hip fracture
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The key message that continues is that every patient over the age of 65 has a Lying and standing BP on
admission or the first time the patient stands, that they have a review of medication and a mobility risk
assessment is conducted within 24 hours. In order to improve compliance the following steps are in process:
•
The Falls Prevention Lead has met and agreed with one of the Senior Adult Medicine Consultants to
improve the Medical Admissions Record, which is completed by doctors. This will highlight the risk areas
around falls in particular postural hypertension, medications and mobility to encourage the conversation and
awareness around falls within the MDT.
•
A falls module for recording lying and standing BP‘s within Vital PAC has been activated. This is under
test with the proposal that it will go live at the end of March 2020. This will allow for the lying and standing
blood pressures to be recorded correctly in line with the Royal College of Physicians recommendations.
Three wards will be audited over a period of a month to ascertain if the change has been affective.
•
Face to face ward support will continue to highlight the changes to Vital PAC and to reinforce the
importance of lying and standing blood pressures on admission or when the patient first stands.
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5.

EXPERIENCE

LEAD – ANDREA LEWIS, INTERIM CHIEF NURSE
2019/2020 Aim: 95% of complaints will be responded to within 25 working days.

LEARNING FROM PATIENT FEEDBACK
NEW COMPLAINTS
There has been 503 new complaints in the last 12 months, with a noticeable increase for January 2020 (n=62), the
highest in that time period. This was during the period of the Norovirus outbreak and the restrictions on visiting as
well as increased operational pressures. February 2020 saw a significant drop in new complaints (n=42).

TIMELINESS OF COMPLAINTS
ACKNOWLEGEMENT
There is continued compliance of 100% to the acknowledgement of complaints within a 3 day period.
RESPONSE WITHIN 25 DAYS (OR IN NEGOTIATION WITH COMPLAINANT)
The Trust has now experienced its fourth consecutive month of the response rate being within the standard (95%)
with the response rate for January 2020 being at 100% and for February 2020 at 95%. During this time very few
complaints had their extension deadline negotiated (January 0%, February 3%).
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QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS
The re-opened rate for January 2020 and February 2020 has remained significantly low due to the improved quality
of response letters and an increase in local resolution phone calls and meetings.

OVERALL THEMES IN COMPLAINTS
DIVISION
The highest number of complaints and concerns from Q1 – Q3 2019/2020 remains within Medicine and Emergency
Services (MES) followed by Theatres, Anaesthetics, Surgery and Critical Care (TASCC). This is very likely to be
proportionate to the volume of activity within each division. Through an analysis of causes by division (as highlighted
later in the report), it is evident that these divisions experience the same causes as other divisions, suggesting that
they are no greater a concern.

*Note to chart: WHP is Women Health and Paediatrics and DTTO is Diagnostics, Therapies, Trauma and
Orthopaedics
PROTECTED CHARACTERISTICS
As previously reported, a new equality and diversity form has been developed and is now sent to all new
complainants (since October 2019). There continues to be a poor return but work is underway with the information
department to identify whether there is a technological solution of bringing the protected characteristics data
through from the PAS system into the patient experience module on Datix™. In the meantime, as previously
reported, the analysis reveals the following for Q1 – Q3 2019/2020:
 Age – Just over a quarter (n=26%) of complaints/concerns raised were within the 45-55 or 55-65 age group
(n=24%).
 Religion - 44% of complainants who raised complaints declared themselves as Christian. 31% stated that
they do not follow religion.
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 Sex – 53% of complaints raised by females.
CAUSATION TRUSTWIDE
Q1 – Q3 2019/2020 saw the top 3 causes of complaints Trust-wide as ‘treatment and care’,
‘communication/information’ and ‘attitude of staff’. It has been identified that ‘communication’ and ‘attitude’ are
key areas that require improvement right across the organisation.

As part of scoping the requirement for this improvement, it has been established that there is currently no dedicated
Trustwide training for staff in this area. This was escalated at the recent Patient Monitoring Experience Group
(PMEG) in February 2020 and the Head of Patient Experience (HOPE) has been requested to perform a deep dive on
the themes to identify further understanding of the nature of the cause and its location throughout the Trust. This is
currently being performed. In the meantime, a ‘culture’ improvement programme is to commence led by Human
Resources which will tackle some of the issues within this cause.
CAUSATION BY DIVISION
Q1 – Q3 2019/2020 saw each division experience significant variation in the volumes of complaints for each cause,
however all experienced the highest number in ‘treatment and care’, ‘attitude of staff’ and
‘communication/information’. Each division undertakes local action to address these themes which is reported to
PMEG on a quarterly basis.

On a different but related note, and as previously reported, the coding of the causation of complaints historically has
been hindered by the design of the software (Datix™). There has now been a complete re-build (and testing) of the
new software, and training on the new ‘patient experience module’ is being delivered in early March 2020.
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PARLIMENTARY HEALTH SERVICE OMBUDSMAN (PHSO) COMPLAINTS
REFERRALS TO PHSO
Since 2015/2016, there has been an increase in PHSO referrals. A review of a recent National PHSO report indicates
that PHSO referrals have reduced. The Trust openly recognises the practice of actively encouraging referrals for
those complainants who remain dissatisfied, so the increase at this Trust is of no concern.

INVESTIGATIONS CONDUCTED BY PHSO
Over time, the numbers of investigations that have been concluded by PHSO have declined significantly.
Furthermore, the numbers that are partly upheld have also declined. Those that are fully upheld remain
exceptionally low.

THEMES OF PHSO INVESTIGATIONS
Some of the themes of the PHSO investigations for 2018/2019 and 2019/2020 are listed below.
Complaint Theme
2018-2019 2019-2020
Access to Treatment or drugs - Delay in Failure to Refer

1

1

Access to Treatment or drugs - Failure to Diagnose
Access to treatment or drugs – other
Admissions, discharges and delayed discharge (excluding that due
to absence of care package)
Clinical Treatment - Surgical group
Clinical treatment – Obstetrics and gynae
Communications
Consent to treatment - Consent to treatment
End of life care

1

1
1

0
1
0
0
1
0

1
1
1
2
1
1

Patient care – including nutrition/hydration (not quality of food)
Privacy, dignity and wellbeing

0
1

2
1
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PATIENT ADVICE AND LIAISON SERVICE (PALS)
NEW PALS CONTACTS
Over the last 12 months there has been 1981 PALs cases. The rolling average number has remained steady, with 161
in February 2020.

TIMELINESS OF PALS RESPONSES
There has been an improvement in the closure of PALS cases within the five day period, with January 2020 reaching
100% due to the expansion of the PALS team.

THEMES IN PALS
DIVISION
MES remain the division with the highest contacts overall with WHP being the lowest (excluding facilities, and IT).
An explanation is the volume of activity within each division. Q3 experienced the lowest PAL’s activity across all 4
main divisions.
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CAUSATION TRUST-WIDE
Over a full year period (January 2019 - December 2019), it can be observed that ‘communication/information’ is the
most common cause for contacting PALS, however this concern overall and particularly within ‘outpatients’ saw a
significant drop in Q3. The theme of waiting times has increased over time.

Further analysis on Q3 2019 only was undertaken on the top 2 themes as to why people contacted PALS, which was
‘communication/information issues’ (n=38%) and ‘waiting times’ (n=19%). The findings are below:
 Communication/Information Issues: 46% of these cases relate to verbal or written communication. More
specifically delays in obtaining results, updates in care or appointments.
 Waiting Times: 24% of these cases related to patients experiencing delays with outpatient appointments.
More specifically, patients experienced delays in obtaining follow up appointments or referral.
With regards to both themes, a more in-depth report is being produced for the Deputy Chief Operating Officer to
identify the specifics and the locations within the Trust so that an improvement programme can be developed and
targeted to those areas that are most problematic.
With regards to ‘delays in obtaining results’ many are issues relating to histopathology reports. A clinical
prioritisation is being undertaken by the pathology service. The issue is primarily due to a shortage of
Histopathologists, which is recognised as a key risk.
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COMPLIMENTS
COMPLIMENTS TRUST-WIDE
Many clinical areas receive compliments but capturing this information Trust-wide continues to be challenging.
Regular reminder messages to staff via Aspire communications continues. A new approach is being considered for
the patient experience work plan 2020-21, and will be reported in March 2020.

COMPLIMENTS BY DIVISION
MES and TASC received the most compliments since September 2019, but like complaints, it is likely to be
proportionate to activity.

ROUTINE PATIENT FEEDBACK
The patient feedback trials of the suppliers is complete and a business case is being submitted for executive
approval.
ROUTINE PATIENT FEEDBACK ON THE TRUSTS STRATEGIC PATIENT EXPERIENCE KPIs
The following data and graphs illustrate the performance against the Trust’s 3 patient experience KPIs. The data was
collected across all 3 suppliers and combined for this report. It concerns the period Q1 – Q3 2019/2020.
I WAS INVOLVED IN MY PLAN OF CARE
It can be observed that a large number of patients on a regular basis indicate high levels of involvement in their plan
of care.
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*Note to charts: The rating system is between 1-5 with 5 being the highest, most positive response.

I WAS TREATED WITH COMPASSION
It can be observed that patients on a regular basis indicate high levels of being treated with compassion.

*Note to charts: The rating system is between 1-5 with 5 being the highest, most positive response.

I WAS TREATED WITHOUT DELAY AND IN A WAY THAT MADE ME FEEL SAFE
It can be observed that patients on a regular basis indicate high levels of being treated without delay and in a way
that made them feel safe. It is worth noting that between September 2019 and December 2019, the results slightly
deteriorate.

*Note to charts: (1) The rating system is between 1-5 with 5 being the highest, most positive response. (2) Information for April 2019 is either missing or
dramatically low due to a system issue with ‘I want great care’ which they are unable to retrieve.
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RECOMMENDATION OF SERVICES
The graphs below provide an illustration of which wards received the highest and lowest Friends and Family Test
recommendation rate for outpatients and inpatients at Ashford & St Peters Hospitals.
INPATIENTS

OUTPATIENTS
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NATIONAL SURVEY PROGRAMME UPDATE
The National Survey6 programme from January 2020 to November 2021 is shown in the following table:
2019/20 surveys
Lead
Sector

Survey

Acute
Trusts

2018 Children
and
Young
people Survey

Acute
Trusts

2019
Maternity

Acute
Trusts

2019
Adult
Inpatients

Fieldwork
timing

Expected
publication

Notes

19 November
2019

Action plan has been generated by division and
presented to PMEG in February 2020.

April – August
2019

28
2020

January

Action plan generated by division and presented to
PMEG in February 2020

September
2019
to
January 2020

May/ June 2020
(TBC)

Information released under embargo January 2020
(see below). Action plan to be generated by HOPE

Dissent posters now distributed in advance of field
work

2020/21 surveys
Acute
Trusts

2020
Maternity
(TBC)

April – August
2020

January
(TBC)

Acute
Trusts

2020
Adult
Inpatients

September
2020
–
January 2021

May/ June 2021
(TBC)

Acute
Trusts

2020 Urgent
and
Emergency
Care Survey

October
–
March 2021

September
2021

2020 Children
and
Young
People

January – May
2021

Acute
Trusts

6

2021

(TBC)
November 2021
(TBC)

https://www.cqc.org.uk/publications/surveys/surveys
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NATIONAL MATERNITY SURVEY 2019
The headline results for the Maternity Survey 2019 are as follows:

NATIONAL CHILDREN AND YOUNG PEOPLE 2018 SURVEY
The headline results for the Children and Young People Survey 2018 are as follows:
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OTHER PATIENT EXPERIENCE INITIATIVES
CULTURE CHANGE CAMPAIGN FOR COMPLAINT MANAGEMENT
As part of the culture change towards complaints, the HOPE has altered the Trust induction so a YouTube
video is presented. This can be viewed here:
https://www.youtube.com/watch?v=aHpkr9fbAug. Furthermore a play has been written around
complaints and will be available from February 2020. It uses experiences from the Patient Experience
Team to exemplify poor and best practice. A number of additional training sessions have also been
organised to enhance culture change. This includes: Mediation, PHSO and Makaton training. A play on
dementia has been completed that will be used to enhance the dementia training delivered. The
December 2019 Schwartz Round focused on ‘Music and Emotion’.
IMPROVEMENT OF POST MORTEM PROCESS
A productive meeting was held in January 2020 between the Patient Experience Staff, Mortuary Staff and
the Coroners Staff to improve the post mortem process for the bereaved. A set of actions were devised
that included the improvement of the bereavement booklet and a more integrated working as a team,
including regular meet ups to discuss issues and concerns.
DIGITAL IMAGES AND OTHER INFORMATION ON TV SCREENS
The Trust is embarking on a new initiative to increase the number of wall mounted digital display screens
across patient waiting areas whilst improving the content on existing ones. The content will include useful
Trust information, recent National surveys results, key messages and digital images as supplied by Chelsea
and Westminster NHS Foundation Trust. It will be led by a task and finish group which includes the
patient experience team, communications, IT services, estates and procurement.
HEALTHWATCH REPORT, SHIFTING THE MINDSET: A CLOSER LOOK AT NHS COMPLAINTS, 15 JANUARY
2020
A report has been recently produced by Sir Robert Francis QC which details how hospitals need to do
more to show how they learn from complaints. The report can be accessed here:
https://www.healthwatch.co.uk/report/2020-01-15/shifting-mindset-closer-look-complaints
Following a review of 149 acute trust websites, the key recommendations from the report will be
reviewed by the HOPE and an action plan will be developed. This will form part of the Patient Experience
Plan 2020-2021.
CARERS
Hospital Carers Support provided by ‘Action for Carers’ has now come under the management of the
HOPE. Case finding and promotion is underway. The Carers Action plan has also been updated and PMEG
members were asked in February 2020 to review and provide suggestions for further improvement in the
future.
A recent report has been published by Carers UK entitled the ‘State of Caring 2020’. It reports the
experiences of carers and former carers. The full report can be read here:
https://www.carersuk.org/news-and-campaigns/state-of-caring-survey-2020. Members of PMEG have
been asked to consider the findings and discuss how the Trust is able to support the improvements
recommended.
HEALING ARTS IN HOSPITAL
The Healing Arts Plan was submitted to PMEG in February 2020 for review. Funding has been initially
identified and is currently totalling £6773. A full costings of the plan will be submitted by the HOPE to the
next Charities Committee meeting for approval. The HOPE has also commenced the roll-out of the plan
and includes music in clinical areas (some by schools and universities), an exhibition of staff photographs
which won the annual calendar competition, the ‘moments in care exhibition’ (which will display
photographs of a range of hospital staff at work) and a full cataloguing of all art currently held at the
Trust. A volunteer has also been identified to provide group art work on Holly and Swift Ward.
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It has been identified that many aspects of the plan cross over into the ‘anchor’ work that is being led by
the Director of Sustainability and Strategy, and as such, a piece of work has commenced to ensure no
duplication and to maximise support for roll-out.
PATIENT PANEL
The existing Patient Panel will be disbanded at the end of March 2020 in order to develop a more diverse
panel and to also innovate the work it conducts. A new Terms of Reference will be developed and new
membership will be identified for the new panel which will commence in April 2020.
IMPROVEMENT OF SERVICES FOR TRANSGENDER PERSONS
Following the attendance at the ‘Working Effectively with Transgender Service Users’ conference, the
HOPE has identified a number of areas the Trust needs to address. In the first instance this includes:
 A Lead for transgender patients


The production of transgender patient policy



Increased promotion that the Trust is an active supporter of the needs of transgender persons.



Identification of a group and individual to represent the needs of transgender persons and
connect with local support groups in the community



A roll out of a training programme, formal and informal via Aspire and other communication
channels

PMEG members were asked in February 2020 to consider the above and provide solutions for
improvement in the future.
VOLUNTEER WORFORCE
There has been an increased recruitment to the Trust’s volunteer workforce with a significant number
coming from a local university to support the Bradley Unit (Psychology students). The volunteers also
played a significant role in the recent Norovirus episode in January 2020. Their efforts were commended.
DEATH CERTIFICATES
To improve the death certification process doctor stamps are being sourced to make it easier with
identification of doctors who need to perform the certification. Going forward performance data on death
certification will be collected which will identify teams that require specific improvement and if required
further education and support with the process.
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APPENDIX A

QUALITY ASSURANCE MEASURES
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MEDICATION SAFETY

30

31

INFECTION PREVENTION AND CONTROL
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EFFECTIVENESS

Note: The RAMI measure is based on calculation from CHKS. CHKS risk-adjusted indicators (including RAMI) are re-based to 2018 version from August 2019.
Values have been re-calculated to use the re-based version.
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EFFECTIVENESS

Note: The data in previous months will be updated each month as new cases are identified and structured judgement reviews are completed. Data is correct at the time of
writing (09/03/2020).
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EFFECTIVENESS

Sentinel Stroke National Audit Programme (SSNAP) Scoring:
■A = A score of more than 80 (up to 100)
■B = A score between 70 and <80
■C = A score between 60 and <70
■D = A score between 40 and <60
■E = A score of less than 40
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EFFECTIVENESS
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EFFECTIVENESS
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SAFETY
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EXPERIENCE

Note: The measure of ‘complaints closed within agreed response times’ changed to a new method of calculation and is available from October 2017 only.
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