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EXECUTIVE SUMMARY 

The reporting period for this paper covers July and August 2022. The target line on all charts not reporting as 

percentages, is the annual target divided by the 12 months. 

Experience: The number of PALS contacts continues to show an increase and is explained by a change in the Team’s 

reporting process. PALS closures were between 89% and 94% in the reporting period. The number of complaints 

received in the reporting period increased but remains within common cause variation. Complaints responded to within 

the Trust standard was not met. Themes and trends included ‘treatment and care’ and delayed diagnosis. Concerns 

regarding appointment letters is currently tracking above the monthly target required to meet this priority, with 18 in the 

reporting period, however, this is expected to improve with the stabilisation and resolution of issues within Surrey Safe 

Care (SSC) and a workstream was set up in August to address this. The monthly target required to meet the discharge 

priority was below target for the reporting period. The Friends and Family Test (FFT) Trust response decreased in both 

months due to the SMS service being paused and limiting the number of patients able to provide feedback. The Trust 

Strategic Patient Experience questions reached target in two areas and remains within common cause variation. The 

Healing Arts programme is ongoing, and examples of current projects are detailed within the report, including the Trust 

being shortlisted for three Patient Experience Network National Awards. 

 

Infection Prevention and Control (IPC): The decrease in “healthcare acquired” COVID numbers during late July and 

August reflect both the overall national reduction, and the changes to screening guidelines. There were no outbreaks in 

August. There were 10 Clostridiodes difficile cases in the reporting period, 15 year to date (YTD), against a challenging 

threshold of 18. Post infection review confirmed no “lapses in care” in July and August. There were eight EColi 

bloodstream infections (BSI) and 27 YTD against the threshold of 53, and two Klebsiella BSI, with seven YTD, against 

the threshold of 27. Good performance last year resulted in a challenging threshold of seven cases for Pseudomonas 

aeruginosa BSI, with zero in the reporting period, but five cases YTD. There have been zero MRSA bacteraemia cases 

YTD and four MSSA (which is a lower number than was reported in the same period in the previous year), one occurred 

in July. The hand hygiene scores are above 90%, but are higher than expected, as this is not reflective of the IPC Team 

observations in Clinical/Ward areas.  

Surgical Site Infection (SSI): Comprehensive SSI incidence data is collected on a quarterly basis. Quarter 4 

(2021/2022) data identified 3% incidence of SSI for fractured neck of femur, which were all deep infections. Hip 

replacements were measured at 3.6% and the incidence of SSI for knee replacement was 3.2%. SSI in these surgeries 

were all superficial. SSI surveillance for surgeries involving implants continues for 12 months post the operation date, 

therefore it must be noted that data may change (SSI events rising) for fractured neck of femur, hip, and knee 

replacements. Breast procedures for the same time measured a rate of 3.3%, with one infection that was superficial. 

These are all procedures for which the Trust submits data to UKHSA. Data not submitted and collected within specialities 



includes caesarean sections, for the period January to April 2022, the rate was 10.6%, three were deep/organ space 

infections. Elective Colorectal procedures for January to May 2022 measured 16.2%. The care bundle for preoperative 

patient wash with 4% Chlorhexidine body wash, has been rolled out across all specialities, except for ENT, Paediatrics, 

Maxilla facial and Dermatology. The SSIS e- learning module has been released on Training Tracker. A Trust wide SSIS 

awareness day will be held in September. The Trust SSIS program has featured nationally with the release of a Quality 

Improvement document and webinar presented by the Infection Prevention Society. The document is aimed at Trusts 

nationwide and will assist them in starting the processes to prevent SSIs. 

Medication Safety: The improvement target was met in the reporting period. There is good confidence and evidence in 

delivery of the programme. Medicines Reconciliation data remains unavailable with no timeframe as to when the SSC 

build will be completed. 

  

Harm Free Care: The targets for both the hospital acquired category 2 and category 3 / unstageable pressure ulcers 

were not met. All Category 3 / unstageable pressure ulcers had MDT rapid reviews, supported by the Tissue Viability 

Team. The increase in pressure ulcers is of concern and a Pressure Ulcer Summit is planned for September 2022. Issues 

in relation to Waterlow Risk Assessment Scoring and categorising pressure ulcers within Surrey Safe Care (SCC) have 

been identified and raised. The falls and repeat falls targets were both met in the reporting period. The target for lying 

and standing blood pressure (L&S BP) was not met. It has been identified that the L&S BP is only visible in one section 

of SSC, to mitigate this the auditors have been advised where to locate this. MUST, catheter surveillance and fluid 

balance targets were not met. Wards with low MUST scores have been offered support including ward based training. 

Ward areas who have not submitted data for the fluid balance and catheter care audits are notified and requested to 

complete within 48 hours. The targets for VTE risk assessment and CTP administered within 14 hours, where indicated, 

were met. Data for potentially preventable HAT in Q3 & Q4 2021/22 will be included in the next report. 

 

Effectiveness: The seven-day services audit is completed in arrears and data is available for May and June 2022. The 

targets for review by a consultant were not met, but there has been an improvement in performance on Standard 2, initial 

review. Divisional performance has been included in their exception reports. Completion of adult mortality review forms 

(MRF) within 2 days remains low, and the overall completion rate has decreased since the introduction of Surrey Safe 

Care. MRF completion currently remains on Evolve and there is an action for this to be available on SSC. This is key to 

improving MRF completion. The completion of Structured Judgement Reviews is at a minimum of 30 days in arrears and 

there is continuing work underway to recover the position. The number of trained reviewers has increased further with 

new recruits trained and others awaiting training. The RAMI chart shows that the Trust score has reconverged with that 

of our peers. A review has revealed that CHKS, the healthcare intelligence company supplying the data, no longer 

exclude palliative patients from the RAMI calculation. There are a small number of patients who should have been coded 

as having COVID-19 and therefore wrongly included in our RAMI. Further work is underway to analyse all potential 

causes for our changing RAMI trend. 
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

The Team continue to receive an increased volume of queries. Where multiple queries occurred for a named
department these were logged on Datix as one with the number received, to improve data capture. As per the
previous report, this explains the special cause variation.

The departments with the highest number of queries were Neurology (15%), Urology (7%), and Dermatology
(5%). The themes were patient’s appointments cancelled, chasing appointments and chasing test results. The
majority of these themes are currently linked to the issues presented with Surrey Safe Care.

The increase in face-to-face contact with PALS has continued, with the dominant theme being where patients
attended the hospital and there was no appointment or the location of the appointment was incorrect. Patients
express that this face to face service is valuable and that they find it helps to speak to a member of Trust staff
when they are frustrated and confused.

The target of closing all PALS within five days was not achieved in the reporting period. Success with this target
relies upon departments offering timely resolutions.

The Patient Experient Team works closely with the Divisions to
address their recurrent themes.

See page 3 for actions related to appointment letters.

The Urology department introduced a buddy system to ensure
phone extensions are staffed. The Urology link to the Trust website
now has an information page to help patients navigate contacting
the team.

Partial assurance. The new recording of the high volume short query
calls is providing more data and information to share when recurrent
themes emerge and need addressing by a department.

Partial assurance in Neurology, due to performance impacted by
vacancies and sickness in the team, with no predicted endpoint.

PALS improvement for Urology expected by next report following
their action to address the concerns.

Target

For monitoring

Variance/Assurance

Special cause variation

Response

For Information

Target

95%

Variance/Assurance

Special cause variation 
of improving nature
Target not met

Response

For Information
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SUMMARY ACTIONS                                                                                             ASSURANCE & TIMESCALES FOR IMPROVEMENT

Complaints: There has been a sustained increase in the number of complaints received since March, with 152 open complaints in
the reporting period. The increase has had a cumulative impact on investigation and closure, along with timely sign off from the
Divisions. Divisions with the most breached complaints were General & Specialist Medicine, with 33% and Urgent and Emergency
Care, with 54%. However, these are the largest Divisions with the highest patient throughput.

‘Treatment and care’ accounted for 25% of the themes and trends. These included lack of support/information from staff. This
theme was higher than usual for Maternity, with subcategories including concerns re lack of and miscommunication during and
after birth, and the impact of this on women's wellbeing. References were made about agency midwives lack of compassionate
care. Another dominant category in themes and trends was ‘delayed diagnosis’ (17%), which included delays to investigations,
receiving results, and waiting for appointments or to be seen.
Appointment Letters: The wider common themes were appointments cancelled and patient not advised, patients attending
appointments and the site was incorrect, patients chasing appointments, and appointments cancelled multiple times.

Complaints and PALS related to discharge: These included poor communication with family, concerns regarding the package of
care, incorrect discharge summary provided and whether patient was medically fit due to previous failed discharges.

A triage system was implemented to ensure better oversight of complaint
management.
A change in process to how divisional complaints performance data is monitored
and shared, will help divisions to identify where improvement is needed.
Complaints not divisionally signed off in time will be approved corporately to avoid
further delay to the complainant.

Maternity has seen an increase in complaints. Themes and trends were shared with
the Maternity staff.

PALS supported appointment concerns via face-to-face interactions, and escalated
to the service lead for resolution.

Two workstreams were set up to address the SSC concerns regarding booking
appointment errors.

Automatic letters created when clinicians take certain actions was a change request
submitted to SSC Change Board as a priority.

Partial assurance, due to sustained
increase in complaints. Additional
complaints resource is in place
until November.

Partial assurance.
Electronic Referral System links
have been fixed and the override
function will be disabled to
prevent staff being able to book
appointments incorrectly.

Target

For monitoring

Variance/Assurance

Common cause 
variation

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation

Response

For Information

Page 3CARING DOMAIN – PATIENT EXPERIENCE - COMPLAINTS

Target

39

Variance/Assurance

Common cause 
variation

Response

For Information

Target

251

Variance/Assurance

Common cause 
variation

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

ViewPoint Compliments: The ViewPoint SMS survey remains paused due to ongoing clinical coding
issues related to Surrey Safe Care. In August, the ViewPoint Team identified a new way to analyse
and count compliments from the dashboard, which has resulted in improved visibility of the
numbers of patients who reported positively about their experience at the Trust. This explains the
increase in compliments reported and is expected to be sustained going forward.

FFT Response Rate: The Friends and Family Test Trust response rate decreased to 4.4% in July and
3.5% in August. This is due to the SMS service being paused and limiting the number of patients
able to provide feedback.

Service user feedback above was shared with the teams to ensure they were aware of the
impact of their excellent care.

The coding issues are being addressed and the work required is expected to be completed
in September.

Partial assurance

The SMS text service is expected to be switched back on in
September and a gradual increase in the response rate is
anticipated.

A Trust wide site visit is planned for October with the
ViewPoint team. The aim of this to ensure all devices are
connected to the Wi-Fi and to engage with staff to increase
their confidence in seeking feedback from patients. Areas
where usage is poor will be a priority.

Page 4CARING DOMAIN – PATIENT EXPERIENCE COMPLIMENTS AND USER FEEDBACK

Service User Comments:
Ophthalmology Department
“A huge thank you to your Ophthalmology department Despite various operational difficulties today they were still able to

carry out my Eyelea injections in both eyes today. With a trainee in the operations room it was so encouraging the see the
same cool calm ad collected approach being instilled in the trainee that I have encountered before from your teams before
and it is a thorough credit to your hospital and the Ophthalmology department how professional they are.
Many thanks form an extremely grateful patient – keep up the excellent work”.

“I was very impressed with Ashford Hospital with the speed and efficiency of the Ophthalmology Service.
The Hospital was very clean and as her local hospital and Ashford knocks spots off the others.
Well done to everyone who is contributing to the team!”

UEC Division
“Give our medical staff a well deserved pay rise.
Spent roughly 5 hours at A&E on a Sunday evening after being sent there by a on call duty Dr for a suspected DVT. Was seen
by a nurse in Triage who was efficient, unflappable and rushed off her feet, but dealt very patiently with the many people
that were asking questions, knocking on her door with a calm and unflappable manner. She is a credit to the Department. I
had a blood test that confirmed a DVT. Was given a blood thinner injection in my stomach and told to wait to see the duty
Doctor. Yes the wait was a few hours, but after a while I was called in and discussed my treatment with the Doctor, who was
very kind and had a lovely bedside manner. I personally am very grateful for this facility and the kind caring staff that look
after us so well. Please don’t knock it!”

The Patient Advice and Liaison Service
“It’s been so stressful and I just want to thank your department for everything they have done so far especially you. If there
is a platform where I can relay how amazing you have been please let me know as it would be the least I could do.
Thank you once again PALS and have the best week”.

Target

20%

Variance/Assurance

Common cause 
variation

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Narrative feedback includes; ‘staff very professional and kind’ (Kingfisher Ward),
‘compassionate, helpful and kind staff’ (Cedar Ward), ‘Reception staff excellent’ (Swan
Ward), ‘Restored my faith in the NHS’ (Kingfisher Ward), ‘So impressed with the kindness
of the staff and the cleanliness of the ward’ (BACU), ‘extremely supportive, staff
attentive and care excellent with great communication with patients’ (Dickens Ward).

The increased engagement with ViewPoint is having an impact on the number of
departments seeking support with their devices and has resulted in departments
showing an active interest in gathering patient feedback.

Further work is needed to improve the way patients experience care thus improving
the response rate to these strategic questions. A patient and public engagement
group is being considered for improving services across the Trust.

The ViewPoint Team will complete a site visit in September to ensure all devices
have good connectivity and to offer Trust teams face to face support.

All feedback is shared with the teams,.

Partial assurance. The strategic aim of 95% was achieved in two of the
questions and is on, or close to, target most months.

CARING DOMAIN – PATIENT EXPERIENCE STRATEGIC QUESTIONS

Target

95%

Variance/Assurance

Common cause 
variation

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation

Response

For Improvement 

Target

95%

Variance/Assurance

Common cause 
variation

Response

For Improvement 
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SUMMARY ACTIONS
ASSURANCE & TIMESCALES FOR 
IMPROVEMENT

Music and Performing Arts: Research has shown the benefits that live music can have on patients in reducing anxiety, medication,
blood pressure, and pain as well as improve sleep quality, mood, mental alertness, and memory. The Trust is working with Music in
Hospitals to deliver monthly concerts in key clinical areas across the Trust.

A Grand Piano has been purchased for the Main Entrance of St. Peter’s Hospital, regular performances from Volunteers are planned.

Intergenerational Music Makers (IMM) will pilot three music research projects to evaluate the impact of music therapy in NICU and the
Stroke Service, and across various medical wards.

The Hospital Environment: Enhancing Key Indoor and Outdoor Areas and Visual Arts
Healing Arts are creating a Staff Garden, funded by the Friends of St Peter’s Hospital. A courtyard space has been identified, and the
garden designed.

A sculpture is being designed by artist Harry Gray that will be dedicated to Trust staff who died during the pandemic.

The Making Wards Healing Perfect projects will see key patient areas transformed through refurbishment including redecoration, new
furniture and the purchase of artwork, as well as activities and equipment to improve patient experience.

The Trust has been shortlisted for three Patient Experience Network National Awards (PENNA) as follows:
• Environment of Care Award for the Eternal Garden
• Strengthening the Foundations Award for Healthcare Plays
• Using Insight for Improvement Award (Subcategory – Staff) for Healthcare Plays

Departments are being asked to commit to a 6 month
programme.

A launch date is being finalised for commencement of the
Piano music programme.

Meetings with departments involved are being set up to
discuss the logistics of delivery.

Designs for the sculpture will be presented in September.

Confirmation that this will proceed is expected in
September.

Installation of the Piano is planned for October.
Feedback mechanisms are currently being discussed.

IMM will analyse data and provide results after the
pilot.

Aspen refurbishment completion expected in early
October.

The PENNA awards will be hosted in Birmingham on
28th September.

CARING DOMAIN – PATIENT EXPERIENCE HEALING ARTS Page 6



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

All IPC target lines on the charts depict the annual target divided by 12
months.
COVID: There were 15 cases in July and four cases for August.

Clostridiodes difficile: There were 10 cases in the reporting period.
Unfortunately the target set is challenging and the Trust is
benchmarking nationally.

E.Coli: There were eight cases in the reporting period. The root cause of
cases were lower urinary infection, one of which was catheter related,
one was from a line infection and the other from a surgical site, where
the original surgery had taken place in another hospital.

Klebsiella: There were 2 in the reporting period.

Updated guidelines for Respiratory infections have been released. Screening for Covid has been
stepped down from all admissions, to Symptomatic and immunosuppressed patients. Covid boosters
for staff are now available.

The Associate Director for IPC wrote to the South East Network and National Teams requesting the
target be reviewed, but this was not accepted.
Post infection Reviews were completed in all cases.

A “urinary catheter” group has been set up with attendance from the Trust, CSH and Community
Teams. The group aims to ensure best practice in urinary catheter care and to improve
communication surrounding catheters across all healthcare teams.

The IV Nurse Specialist post has been reviewed and higher banding agreed (to encourage high level
candidates). The post has been readvertised.

Partial assurance. The drop in the number of cases reflects the National
trends/Omicron “waves”.

Limited assurance. The Trust are three cases away from the threshold with
seven months remaining.
There were no lapses in care identified in the post infection reviews.

Acceptable assurance.
The third meeting is booked.

Acceptable assurance. The Trust are below the 22/23 reduction Threshold.

SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

Target

0

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target
Target not achieved

Response

For Information

Target

18

Variance/Assurance

Special cause variation
Inconsistent 
achievement of target

Response

For Improvement
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Target

53

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Improvement

Target

27

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Improvement



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Pseudomonas aeruginosa: There were 0 cases in the reporting period.

MRSA and MSSA: There was one MSSA case in the reporting period and zero MRSA
bacteraemia cases year to date. The IPC team have been involved in investigation of two cases
where patients had been at the Trust prior to transfer to other hospitals. Both patients had
serious and complex underlying medical conditions and the post infection reviews allowed as
much information as possible from all Healthcare sites to be shared.

Hand Hygiene Audits: Tendable audits are carried out by clinical/ward staff. The hand hygiene
scores are above 90%, but are higher than expected, as this is not reflective of the IPC Team
observations in Clinical/Ward areas.

The Associate Director for IPC wrote to the South East Network and National Teams requesting
the target be reviewed, but this was not accepted.
A National group is being set up to discuss thresholds and to suggest focus for the coming year.
A Trust representative has been invited to attend.

Some learning points and examples of best practice have been fed back to relevant clinical
teams. These include good communication between the medical team and the patient family,
and good documentation of blood culture taking and asepsis.

IPC team audits would be useful to benchmark the results.

Limited assurance. The Trust are two cases away from
the threshold with seven months remaining. This is due
to being given a low threshold based on last years good
performance.

Acceptable Assurance

The IPC team is not fully resourced, therefore IPC Team
hand hygiene audits will not be in place until additional
staff are recruited to post.

SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

Target

≤ 7

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information

Target

0

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Improvement
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Target

80%

Variance/Assurance

Common cause 
variation
Consistent 
achievement of target

Response

Target

0

Variance/Assurance

Special cause variation
Target met

Response



SUMMARY ACTION ASSURANCE & TIMESCALES FOR IMPROVEMENT

The last dataset received for these four surgeries was January to March 2022. Data collation and
submission was in July.

Fracture Neck of Femur: (NOF) The confirmed rate for this period is 3%. All were classed as deep
infections.
RCA’s from the previous period did not indicate any deficiencies in process.

Hip Replacement: The confirmed rate was 3.6%. All SSIs were classed as superficial infections. No
RCA’s are required for this period as these are only completed for deep infections.

Knee Replacement: The confirmed rate was 3.2% for the period. All were classed as superficial
infections. RCA not required as above.

Breast Surgery: There was one superficial infection in February 2022. The overall rate is still under
the national average and this was the only infection reported in the 12 month period.

Root Cause Analysis to be undertaken for each NOF SSI in the period and will be
completed in September.
Proposed interventions from the Trauma Team include:
• Wound management training
• Deep dive RCA on a quarterly basis to identify trends
• NOF theatre check list

Work is underway with the clinicians.
Awaiting SSI Surveillance pathway implementation for lower limb.

As further data points are added it will be possible to map this on an SPC chart to better
understand variation.

Pre -op patient wash now rolled out to all surgeries with the exception of ENT, Max-Fax,
Dermatology, and Paediatrics.

Partial assurance. Next data set expected to be reported in
January 2023.
The ongoing audit of SSI Care Bundles will be shared in
November.
The Trust SSI program has featured nationally with the
release of a Quality Improvement document and webinar
presented by the Infection Prevention Society.

A Trust wide SSIS day will be held with the aim to increase
awareness of SSIS, celebrate 2 years of achievements,
inspire staff to implement QI processes to reduce SSI rates.
The day will consist of tea trolley teaching, a display in the
foyer and a webinar including two speakers from leading
Trusts in SSIS, in the UK .

SAFE DOMAIN – SURGICAL SITE INFECTIONS (SSI)

Target

1.5%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response
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Target

0.5%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

Target

0.5%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

Target

2.5%

Variance/Assurance

N/A at the moment 
due to too few data 
points

Response



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Elective Colorectal: The last dataset is January to May 2022, with an average of 16.2 %
over these 5 months. A downward trend is emerging.

Caesarean Sections: There were three deep infections between January and April 2022.
Suture Plus was trialled from February 2022 for 6 months.
The next report is expected to include a 6 months dataset from Urology.
The SSI Oversight Committee is awaiting the presentation of Bariatric and Upper GI
datasets, by speciality.
A SSI e-learning Module was launched in September 2022 for completion by all clinical
staff in the Surgical Division. The module aim is to create awareness and bring better
understanding of the impact SSIs have on patients and hospitals.

Medication Incidents with Harm - Data shows compliance against target

Medication Reconciliation within 24 hours – Data currently unavailable whilst access to
Surrey Safe Care (SSC) reports is being resolved and reports are built and tested.

In March 2022, the speciality implemented their SSI prevention pathway. An audit of the
implemented pathway is planned.

The data was collated in August and the RCA’s are being reviewed for the 3 deep infections between
January to April 2022. The findings will be discussed at the Obstetrics MDT in October.

A deep dive to identify the cause of the increase in infections will be completed. An update will be
provided in November.

An audit of e-learning completion and scores is planned for December 2022.

Resolve build functions in SSC for prescribing some medicines in the catalogue and clarify
arrangements for witness administration in clinical area.
It has been flagged to the SSC Medications Team for prioritisation.

Partial assurance
Audit of pathway in November 2022.
Data reconciliation for urology in progress, delay due to
challenges SSC.
Input from bariatric and upper GI specialities awaited. The
presentation has been requested, but time pressures for
clinicians is a factor.
Partial assurance for caesarean sections. All care bundles
are in place.

Acceptable assurance.
Absence of evidence of delivery whilst reporting function
in SSC is being developed. Timeframe unavailable.

SAFE DOMAIN – SURGICAL SITE INFECTIONS (SSI) AND MEDICATION SAFETY

Target

7.5%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information
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Target

7.5%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information

Target

<78

Variance/Assurance

Special cause variation 
of improving nature
Inconsistent 
achievement of target

Response

For Information



SUMMARY ACTIONS
ASSURANCE & TIMESCALES FOR 
IMPROVEMENT

Category 2 Pressure Ulcers: Of the 19 hospital acquired category 2
pressure ulcers in August, five occurred in CAU, this is of note as
previously CAU had achieved six months without a hospital acquired
pressure ulcer.
The following wards had hospital acquired category 2 pressure ulcers
in both months; Cedar, Chaucer/Wordsworth, Chestnut, May, Swan
and Kingfisher.
Waterlow scores are not being generated consistently on SSC and
there is no reference text on SSC to facilitate identification of pressure
ulcer categories.

Category 3 and Unstageable Pressure Ulcers - There were 12
category 3/unstageable pressure ulcers in the reporting period. Four
unstageable pressure ulcers in July 2022, occurred on three wards
(ITU, Kingfisher, and Chaucer), one of which was device related
secondary to a non-invasive ventilation mask. One category 3
pressure ulcer in July 2022 occurred on Cedar ward. The seven
unstageable pressure ulcers in August 2022, occurred on four wards
(Cherry, May, Falcon and Swan). Rapid reviews show lack of escalation
of care when initial pressure damage was identified.
A deep dive into hospital acquired pressure ulcers in the surgical
division identified inconsistencies with documentation ad training.

The Tissue Viability Team (TVT) have offered support to CAU to look at the category 2 pressure ulcers as a cluster review to
identify common themes and causation.

The TVT continue to monitor and validate all Datix reports for hospital acquired category 2 pressure ulcers.

A Call to Action to assure of Waterlow and patient assessment compliance is underway. RNs, ward managers and matrons and
DCNs are reporting to the chief nurse on assurance for completion of all risk assessments.

This has been escalated and pressure ulcer categorisation pocket guides have been distributed on wards to support correct
identification and categorisation. Larger posters are being sourced to display on information boards.

All Category 3 and unstageable pressure ulcers are subject to an MDT rapid review, supported by TVT. Local actions are
implemented at ward level.

Face to face mandatory training in pressure area care will be reinstated by the Tissue Viability team to complement the
Microsoft Teams and Training Tracker training already available.

Safety huddles, documentation audits and documentation spot checks by Matrons and Ward Managers have been
implemented, focusing on completion of risk assessments and head to toe skin assessments.

Clinical Practice Educators are supporting documentation completion on SSC and providing training on pressure relieving aids
including dermal pads.

A Pressure Ulcer Summit is being held by the Chief Nurse. Monthly reviews being convened.

Partial assurance. The current trajectory if
continued would mean the target is not met.

The threshold has been exceeded.

Mitigations and actions from rapid reviews are
discussed and monitored in the divisional monthly
harms meetings, which are then discussed in the
monthly Harms Free Care Oversight Meeting
chaired by the Deputy Chief Nurse.

PU Summit to be held in September.

SAFE DOMAIN – PRESSURE ULCERS (PUs)

Target

129 or <

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information

Target

7 or <

Variance/Assurance

Special cause variation 
in August
Target missed

Response

For Information
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Falls – The two falls with moderate harm in the reporting period
were on Swift Ward and in the Emergency Department.

Repeat Falls - Of the patients with repeat falls, two patients on
different wards fell on more than one occasion. The common
denominator was unwitnessed falls and frailty.

Lying & standing blood pressure (L&SBP) checks - In July there
was a reduction, but an improvement was shown for August. It is
noted that L&SBP recordings are only visible in one section of SSC
and this is thought to be contributing to auditor visibility.

Rapid reviews were completed and local actions are in place.
The Falls Prevention Lead supported both areas to highlight improvements.
Work continues on Surrey Safe Care (SSC); bedrails assessments are now more accessible. A post
fall neurological observation improvement meeting re SSC is scheduled for September, to ensure
a cohesive approach is followed.

In August, Chestnut Ward commenced a project on encouraging mobility. This is being branded
as the Summer Olympics with an aim to mobilise 500 patients in the month.
A project to reduce the number of unwitnessed falls will commence on Swan & Heron Wards in
September. This is the use of tabards to identify who is assigned to Baywatch.

Ward Managers with reduced compliance were contacted by the Falls Prevention Lead. The
Tendable auditors were informed of where to locate the L&SBP on SSC.

Acceptable assurance. The BDO action plan has 8 of the 10 actions completed. The
Falls Prevention Lead is monitoring all Falls incidents and advising on all falls in real
time.
No timeline for completion of work on SSC.

Summer Olympics is in the process of being reviewed.
The Baywatch project will be reviewed and reported at 3 monthly intervals.

Partial assurance. Divisions continue to monitor results, and target areas of low
compliance via the monthly Harms Free Care Meetings.

SAFE DOMAIN – FALLS

Target

16 or <

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information

Target

128 or <

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Information
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85%
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Common cause 
variation
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Response
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

MUST: In July eight wards scored 100%, 13 wards had less than 50%, and seven wards
had 0% (including non submission). In August eight wards scored 100%, 10 wards less
than 50%, and five wards 0% (including non submission). Dickens, Robin, ESAC and
Cherry Wards all achieved 100% in both months.

Fluid balance: In July 18 wards reached 100%, and in August 17 wards reached 100%.
The reduction in compliance is being driven by seven wards: four showing a drop in
compliance Cherry, Swan, Falcon and Joan Booker and four non submission of data
Aspen, ITU, and Robin Ward.

Catheter care: There was a reduction in completion of accurately completed catheter
surveillance across the Trust, 11 wards scored 100% in July, and 12 wards in August.

All clinical areas to complete risk assessments on a Sunday each week with Ward Managers and
Matrons checking this on a Monday.
Wards with low scores (less than 50%) are being approached by the Clinical Lead for Nutrition for
support including ward based training.
‘How to’ guides are now in place

Actions continue as per previous report. Ward areas that have not completed the audits in a timely
manner are emailed and requested to complete within 48 hours.

Actions continue as per previous report. Ward areas that have not completed the audits in a timely
manner are emailed and requested to complete within 48 hours.

Partial assurance if SSC issues resolved

Partial Assurance if SSC issues resolved

Partial Assurance if SSC issues resolved

SAFE DOMAIN – NUTRITION, HYDRATION, & CATHETER CARE

Target

98%

Variance/Assurance

Special cause variation
Target not met

Response

For Information

Target

100%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For Improvement 
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Common cause 
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

VTE Risk Assessment: VTE data validation is one month in arrears. However data for May
was not available in the previous reporting period and remains unavailable due to
technical difficulties merging data pre and post SSC go live. The VTE risk assessment
target was met for June and July.

First CTP dose within 14 hours: The target of 80% of patients requiring CTP to receive the
first dose within 14 hours was met for the reporting period. May data remains
unavailable due to technical difficulties merging data pre and post SSC go live.

Potentially Preventable HAT: Due to the nationally defined timeframe for identification
and inquiry, establishing if harm has occurred is eight months in arrears.

Work with SSC to resolve the issue is ongoing, however the team have suggested
that nothing further can be done to obtain accurate May data.

The Trust is trialling a new mechanical prophylaxis device in September 2022.
Findings from this trial will be reported in January 2023.
Following the trial of a new notification and feedback process, clinicians receive
more detailed learning regarding cases of HAT. Evaluation from this new process has
been positively received.

The Trust target of 97% has been met or exceeded for the last seven
months. The National quality target of 95% has been consistently exceeded
for the last 3 years providing overall significant assurance.

Acceptable Assurance. Target has been met since April.

The internal quality target of cases of preventable HAT has been met and
exceeded for the last 3 years providing overall assurance. Case reviews
were paused to allow the VTE prevention team to support SSC.

Q3 & Q4 2021/22 data will be included in the next report.

SAFE DOMAIN – VTE

Target

97%

Variance/Assurance

Common cause 
variation. Target met

Response

For Information

Target

80%

Variance/Assurance

Special cause variation 
of improving nature. 
Target met

Response

For Information

Target

Nil - 60% of VTE are 
expected to be HAT 
based on international 
data. 

Variance/Assurance

Significant Assurance

Response

For Information

Target

Preventable HAT <5% 
of all cases 

Variance/Assurance

Common cause 
variation

Response

For Information 
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Seven Day Services (7DS): Measures are audited in arrears. The most recent available results are for May and June 2022. Issues
with completing the audit on Surrey Safe Care are resolved, the benefit of the notes being easier to read is realised. It is not
possible at present to automate the audit as hoped, and therefore remains a manual process.
Work to look at derogation of reviews to registrars is continuing with a view to ensure that it is clearly defined by the Divisions
which group of patients can be followed up by a particular junior with defined expertise. Once in place this could improve
standard 8 performance.

Mortality Review Forms: Performance for initial review of deaths within 2 days remains low and the overall numbers of
completed forms outside of the 48 hour window has dropped steeply since the introduction of Surrey Safe Care. The Adult
Mortality Review Form (MRF) that needs to be completed for deaths remains on the old Evolve medical record system at
present. This means clinicians have to log in to Evolve specifically to complete the form. Development of a Medical Examiner's
Office power form in Surrey Safe Care is underway and logged as change request 903.

Structured Judgement Reviews: Completion of SJR’s is reported in arrears. Reviewers are given 30 days to complete the review
from assignment. However, the process is under review for consideration of alignment with the serious incident timescale of 60
working days. In the case of SJR the target would be 60 working days from the date the need for SJR is identified.
A further four SJR reviewers have been trained with five more awaiting training.

7DS performance has been added into Divisional exception
reporting to QCC to allow for greater visibility of issues and
scrutiny of Division’s plans to improve
A QI workstream has begun as part of the Trust’s ‘main effort’
improvement work which includes work to address seven day
services performance.
Peer review ward round process being implemented that includes
audits of the 7DS standards by clinicians from another speciality.
Medical Director and Deputy Medical director continuing to work
with Divisional Directors to drive improvement.
Change request to put MRF onto Surrey Safe Care has been
chased. It is currently being built and tested.
The Mortality Improvement Lead joined in September and will be
completing a root and branch review of the Trust’s mortality
process in order to inform improvements.

Limited assurance. The targets are not being met.
Provisional data for July suggests a continued
improvement in standard 2. Improvement will be
linked in to work on the main effort.

Partial assurance. Although completion of MRF within
48 hours remains low, there is follow up to ensure
these are completed. Having the form on Surrey Safe
Care is key to achieving an improvement. A timeframe
for this is currently unavailable. In the meantime we
continue to employ a variety of other methods to
ensure we identify cases that need an SJR.

Partial assurance. SJR target timescale to be reviewed
as part of the LfD policy update, for discussion at
September Mortality Review Panel.

Target

90%

Variance/Assurance

Common cause 
variation
Target not met

Response

For improvement

Target

90%

Variance/Assurance

Special cause, lower 
performance 
Target not met

Response

For Improvement
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95%
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Common cause 
variation
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target

Response

For Information

Target

100%

Variance/Assurance

Special Cause 
Variation
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Response



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Risk Adjusted Mortality Index (RAMI): RAMI data is provided from CHKS. Whilst previously the RAMI had excluded palliative patients, CHKS completely revised their calculations
in 2017, disregarding palliative status as it was felt that palliative coding was applied inconsistently. The CHKS RAMI now only includes 6 key factors; age, admission diagnosis
(includes all 260 Clinical Classification Scores), sex, comorbidity (most significant comorbidity code) and length of stay (for chronic conditions). Patients who had a positive COVID
test at any point during their last hospital spell are excluded from the RAMI calculation.

Whilst the Trust RAMI trend diverged from our peers in November 2021, it has now converged in July and August. There is detailed analysis of RAMI data underway to
understand why this occurred and verify if there is a link between the RAMI rising and the opening of Willow Ward palliative care at that time, and any corresponding delays in
discharge for end of life care in the community. This work will also establish if the Trust is an outlier in any other parameter. Another area being explored is related to COVID-19
and whether differences between local Trusts coding of this could be a factor. The Team has identified approximately 25 patients since March 2021 who tested as COVID positive,
but had not been coded as such and therefore were incorrectly included in the RAMI. The Trust coding team have been requested to review those cases.

An update on this ongoing work will be provided in November.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

N/A

Variance/Assurance

Common cause 
variation

Response

For Information

Target

N/A

Variance/Assurance

N/A

Response

For information

Target

Standardised RAMI = 
100

Variance/Assurance

Special cause variation
Inconsistent 
achievement of target

Response

For Improvement
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This chart shows the 
Trust’s RAMI 
compared to acute 
peers. 



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

COVID-19 data and national benchmarking - the charts compare our data in a similar tabulated format to that used by the Office of National Statistics (ONS) weekly returns, past
five-year mortality mean and COVID-19/excess mortality. The latest available data for England and Wales is up to the 26th August 2022. The chart for the South-East region is
included to indicate whether the pattern of Trust COVID cases reflects that of our peers, however it must be noted that the officially provided data for COVID deaths by area is
only available for the area of usual residence rather than the area where the patient died.

The pattern of Trust data remains broadly comparable to the National and
Southeast picture.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

N/A

Variance/Assurance

Trust data comparable 
to the National & 
Southeast picture

Response

For Information

Target

N/A

Variance/Assurance

Trust pattern of deaths 
is comparable

Response

For Information

Target

N/A

Variance/Assurance

Trust pattern of deaths 
is comparable

Response

For Information
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For 2021 data the five-year average has been provided for 2015 to 2019 (rather than 2016 to 2020) because of the impact of
the coronavirus (COVID-19) pandemic on deaths registered in 2020. The average for 2015 to 2019 provides a comparison of
the number of deaths expected per week in a usual (non-pandemic) year.

Deaths registered in 2022 are compared with the 2016, 2017, 2018, 2019 and 2021 five-year average.
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