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EXECUTIVE SUMMARY

The reporting period for this paper covers November and December 2022. The target line on all 

charts not reporting as percentages, is the annual target divided by the 12 months. 

Experience: PALS received 676 queries including face-to-face contact. Closure of queries within the Trust 

standard of 5 days were 90% to 93%. Complaints responded to within the Trust standard of 35 days was 

83.87% in November and 89.74% in December. Treatment and care and delay with care were the common 

themes. There were 12 concerns regarding appointments in the reporting period, nine of these were in 

November. Patients reported lack of clarity/confusion around appointments being face to face or telephone, 

letters not received for appointments or cancelled appointments, and wrong location for appointments. 

There was a rise in discharge incidents, complaints, and PALS with 39 in November and 21 in December, 

but this measure remains on trajectory for less than 251 in the year. Themes and trends included fitness for 

discharge, lack of post discharge support, incorrect discharge medication, communication including with 

families and between acute and primary care. 

The Family and Friends Test (FFT) Trust response rate remains below the 20% target but has improved on 

the previous reporting period with a rate of 5.6% in December from 4% in October. ViewPoint compliments 

have increased since the SMS text service was reinstated in September, however further work is needed to 

improve engagement, particularly with inpatient feedback and in Maternity Services. Improved engagement 

with ViewPoint will also support an improvement in the FFT response rate. Performance against the target 

of 95% for the four Trust Strategic Patient Experience questions has declined and this correlates with the 

operational pressures experienced in this period. The first patient wedding was held in the Eternal Garden 

in December, supported by Falcon Ward, Chaplaincy, Catering and Communication Teams. The Trust 

celebrated passing its one-year Veteran Aware Accreditation Award. Examples of ongoing and new Healing 

arts projects are detailed within the report.  

Infection Prevention and Control (IPC): There were three Trust apportioned Clostridiodes difficile cases 

with 25 cases year to date (YTD) against the threshold of 18. When benchmarked nationally approximately 

41% of Acute Trusts have now breached their threshold. 

There were two cases of E.coli blood stream infection (BSI) in November and 10 in December bringing the 

YTD total to 50 against a threshold of 53. Not all cases were “avoidable” but there was 1 line related and 2 

who had been discharged from the Trust into the community with long-term urinary catheters.



There were two cases of Klebsiella in December bringing the YTD total to 13 cases against a threshold of 

27. The Trust have a low rate when compared to neighbouring Trusts. 

There was one case of Pseudomonas aeruginosa in December bringing the YTD total to eight cases against 

a threshold of seven. Many blood cultures positive for BSIs related to patients with complex medical 

problems, for example one patient is counted three times in the data (one for Pseudomonas aeruginosa and 

two of the Klebsiella cases, with two different reportable strains). 

There were two cases of MRSA bacteraemia bringing the YTD total to three cases, having experienced 18 

months previously with zero cases. There was one MSSA case in November and one in December. There 

is no NHS standard contract target for these infections, however the Trust target is zero. 

Healthcare Associated Infection performance reflects the exceptional increase from the COVID, flu and 

RSV, A&E pressures, and staff sickness. Meetings and training sessions were cancelled to support clinical 

staff delivering patient care. Outbreaks of COVID-19 occurred on several wards, with some wards 

experiencing outbreaks on more than one occasion between October and December. Influenza testing is 

unchanged however and there have been 614 cases between October and December 2022, compared to 

20 cases in the same period 2021. Holly ward had a norovirus outbreak as well as a COVID outbreak in 

December.  

Hand hygiene audits are completed on Tendable and scores remain above 95%. The IPC Team have not 

been able to validate the findings but aspire to this when the full IPC compliment of staff is in place.  

Surgical Site Infection Surveillance (SSIS): Comprehensive SSI incidence data is collected for UKHSA 

on a quarterly basis. The next dataset for fractured neck of femur, hip and knee replacements and breast 

procures data, has been submitted for the period July to September 2022. The report is expected to be 

released in late January 2023. 

Care bundles are a fundamental aspect of preventing SSIs and audits across all surgical departments are 

completed on a quarterly basis. The last quarter completed was for October to December 2022, and the 

results showed overall good assurance for most of the bundles in place. Prophylactic antibiotic cover had a 

slight negative trend, and the causes for this are being investigated. Pre-operative body washing with 

Hibiwash has been trending low due to a worldwide stock shortage, which has now been resolved.   

The fantastic results achieved in caesarean section SSI prevention have been published in the International 

Journal for Obstetrics and Gynaecology and an article discussing the risk factors associated with SSI after 

a caesarean section was published in the Obstetrics and Gynaecology Archives Journal. 

Medication Safety: The data shows continued compliance against the target for reducing medication 

incidents with harm. Data for medication reconciliation within 24hrs remains unavailable with no timeframe 

for this to be addressed in Surrey Safe Care (SSC) 

Sepsis: The September audit demonstrated an overall compliance with the Sepsis 6 bundle (a set of 6, time 

critical practices) and this remains above the performance target. Improvements continue to be 

demonstrated with the Emergency Department achieving 79% compliance monitoring urine output, and 

100% compliance with inpatients blood cultures for inpatients. Interventions have included the continued 

staff training programme in taking blood cultures, and improved standardisation of urine monitoring.

Harm Free Care: There were 28 hospital acquired category 2 pressure ulcers and seven hospital acquired 

category 3/unstageable pressure ulcers. It is of note that there was no hospital acquired category 3 or 

unstageable pressure ulcers in November 2022.  

There were four falls with severe harm and twenty-one repeat falls, however both falls’ targets to date, are 

within the threshold trajectories for 2022/2023.  

Compliance with recording lying and standing blood pressure was 50.96% in November and 50.7% in 

December 2022.  

MUST scores accurately completed has shown improvement in November and December with scores of 

87.5% and 88% respectively against a target of 98%.  

Accurately recorded fluid balance charts improved with 95.12% in November and 98.98% in December. 

VTE reporting is in arrears. Risk assessment completion was 63.16% in October and 49.78% in November. 

This correlates with the suppression of the VTE risk assessment prompt on SSC. Compliance with chemical 

thromboprophylaxis within 14 hours continues to achieve above the 80% target for this measure. Five cases 



of potentially preventable hospital acquired thrombosis occurring between October and December 2022, 

have been identified with the causative factors being determined as lack of risk assessment and prescription 

of thromboprophylaxis.  

The level of hospital associated harms remains a focus, particularly in relation to accurate completion of risk 

assessments on SSC. Ward based assurance via daily audit checks by the Ward Managers and Matrons is 

in place. The Harms Free Care Team are supporting the clinical areas with training and education in relation 

to risk assessments and prevention strategies. The Deputy Chief Nurse and Nurse Consultant Harms Free 

Care have commenced Harm Free Care ward rounds.  

The Harms Free Care Team hosted the Trust’s first Harms Free Care Conference in November. This was 

well attended with sixty staff attending in person and a further fifty on Microsoft Teams. The conference 

included learning in relation to all the hospital associated harms and an exhibition and poster competition. 

Effectiveness: Seven Day Services measures are in arrears. Compliance with Standard 2 was 70.21 in 

September and 84.4% in October against a target of 90%, although the improvement in this standard since 

April has been sustained. The compliance target for standard 8 is also 90% with 94.44% achieved in 

September and 70% in October. For both measures, it is the weekend reviews lowering the compliance 

rates. 

The rate of completion of the adult mortality review form remains low, however the form went live on SSC 

in late December and is due to be launched for completion by clinical staff in January 2023. It is anticipated 

that this will reduce the barrier to completion of the AMRF, which was previously on Evolve.  

SJRs are now being prioritised based on date of identification and vulnerable groups, to promote timely 

review and sharing of learning/actions. This is reflected in the graphs, which show an increase in the 

completion of SJRs within a month of identification.  

The Trust RAMI has been consistently above 100 since November 2021, until December 2022 when it fell 

below 100. This contrasts with peers who have been consistently under 100 until November 2022, when 

their RAMI increased above 100 for the first time in a year. Analysis of the data is being undertaken by the 

Quality Data Group to better understand this pattern and any contributing factors. 

Waiting Well: ‘To reduce avoidable harm to patients on long waiting lists by establishing a, clinical 

surveillance, validation, and risk assessment process that proactively identifies and prioritises patients at 

risk of harm’.  

Led by the Chief of Patient Safety, work to understand whether our patients are safe whilst on long waiting 

lists has progressed via the ‘Waiting Well programme’. The Patient Clinical Harms Oversight Group 

(PCHOG) was relaunched in November 2022, after a pause during SSC implementation. New processes 

for waiting list validation, triage/risk stratification, and clinical intervention to proactively identify patients with 

long waits at risk of harm, have been developed and are being reported to PCHOG monthly. All patients 

waiting greater than 52 weeks have now been validated. To date no patient harm has been identified 

although some Divisions are further along the process with the clinical reviews. The next phase will be those 

patients waiting over 26 weeks, over 12 weeks, and overdue follow ups. Due to the large numbers involved, 

initial validation will be by text or letter using healthcare communications technology.  Clinicians have been 

asked to report all harm via Datix. It is expected that the new approach will become business as usual going 

forward and be reported to QCC as part of the Divisional Reports. The Divisional Teams will report to 

PCHOG monthly. 
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Variation icons: Orange indicates concerning special cause variation requiring action;
blue indicates where improvement appears to lie, and grey indicates no significant change
(common cause variation).

Assurance icons: Blue indicates that you would consistently expect to achieve a target.
Orange indicates that you would consistently expect to miss the target. A grey icon tells you
that sometimes the target will be met and sometimes missed due to random variation – in a
RAG report this indicator would flip between red and green.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

PALS: The departments with the highest number of queries were General Medicine (14%),
Gastroenterology (7%) and Gynaecology (7%). The themes were delays, sub-categorised to delays with
appointments and discharge from the ward.
Face-to-Face queries presenting to PALS are commonly around appointment concerns and delays with
receiving test results.
In the reporting period, on average 93% of PALS were closed within the agreed time frame. Those
unresolved were mainly due to patients experiencing a delay in receiving results.

Complaints: Complaints performance has been variable in recent months. Identified risks to timely
responses include delays with receiving statements due to operational pressure on frontline clinicians,
and delays in sign off by divisional leaders, where there is ongoing operational pressures.
Of the total complaints received in the reporting period, GS-ACT received 24%, GSM 22% and SSM 15%.
Treatment and care and delay with care were the common themes.

PALS Team escalate actions to Divisional Service Managers for timely resolution.

To aide patients who present to the department, the PALS team will offer a private space
for discussion within the Patient Experience Department. Families feedback this is
beneficial particularly when their concerns are of a sensitive nature or when they are
collecting the belongings of a loved one from the Bereavement Office.

‘You said we did’ was launched in November. Divisions are required to report on their
learning and actions from complaints/PALS, and triangulate this with service
improvements, which is presented to Patient Experience Monitoring Group.

The Patient Experience Team (PET) raise concerns at weekly Divisional complaints
meetings and feedback is provided to Associate Director of Quality who supports the
team to achieve timely resolution of cases, where possible.
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Reopened complaints: In the reporting period reopened complaints
were received for General Surgery, Anaesthetics, Critical Care and
Theatres (GSACT) and General and Specialist Medicine Divisions.

Appointment Letters: Patient Experience activity with SSC related
appointment letter issues has decreased. Of the three PALS raised in
December, one patient’s appointment did not exist, there was general
confusion for another, and in the third case a patient received a text
reminder that did not state it was a telephone appointment.

Complaints and PALS and incidents related to discharge: Common
themes were issues with appointments including chasing
appointments to be made and delays.

The Patient Experience Team closely monitor reopened complaints; in December no complaints were reopened. Local
Resolution Meetings (LRM) continue to be an effective mechanism for providing the complainant an opportunity to discuss
further issues.

Patients/carers were reimbursed parking fees/public transport costs. The appointments team worked closely with the SSC
Team to identify and remedy issues as they arose.

The Trust is gaining feedback from all staff involved in discharge, nurses, ward clerks, therapists and healthcare support
workers with a view to creating an interactive learning process to identify potential gaps and barriers to patient discharge.

A shared mailbox was created to communicate discharge information to patients and families, which includes a welcome
pack with important information leaflets. The mailbox will autogenerate a reply to families regarding points of contact for
further information and is being trialled with General Specialist Medicine (GSM) Division.
The discharge section on the website was updated in October 22, with a range of information and resources
https://www.asph.nhs.uk/leaving-information

Acceptable assurance.  

In Q3, the rate of complaints/PALS decreased, as did
remedy payments.

Partial Assurance. The Target has been missed, but in
December the number of complaints/PALS reduced

Acceptable Assurance – currently within the target
trajectory
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SUMMARY ACTIONS
ASSURANCE & TIMESCALES 
FOR IMPROVEMENT

ViewPoint Compliments: Viewpoint compliments continue to be received by
Division. The Patient Experience Team also receive a range of compliments.
The ViewPoint site visit planned for December was cancelled due to staff
sickness.

FFT Response Rate: Month on month Maternity receive lower feedback than
other areas; this has been assessed as an area for improvement.
The first ViewPoint Drop in clinic was cancelled in December, due to staff
sickness.
The Trust recognises the need for an awareness campaign to increase feedback
through Viewpoint, and is considering incentives to encourage teams to
promote the kiosks/text surveys among patients.
While a response rate of 20% remains the goal, work has been delayed as a
result of the severe pressure experienced across the system during Q3.

Compliments are escalated to divisions to share praise and for wider learning.
The aim of the site visit is to ensure all devices are connected to the Wi-Fi and to engage with staff to increase their confidence in
seeking feedback from patients. This will also support more accurate FFT data.

ViewPoint device ordered for Labour Ward and QR codes designed allowing patients to give their feedback at a time and place
convenient to them.
The initiation of the ViewPoint Working Group was paused and will now start after the site visit has taken place in January 2023. The
Working Group will ask wards and departments to share their feedback on using and engaging with ViewPoint and optimising the use
of their dashboards.
Drop-in ViewPoint ‘clinics’ via Microsoft Teams will be monthly in 2023. The sessions will help to increase staff engagement with
patient feedback, knowledge and confidence with the system. The drop in’s will also provide the opportunity to discuss any training
requirements and needs of the department.
The Patient Experience team will engage support from Trust colleagues and Viewpoint to support an awareness campaign and
incentive scheme to increase engagement by patients.

Acceptable Assurance
ViewPoint site visit January 2023.
Areas where usage is poor will be a
priority.

Partial assurance.
The Working Group will be
launched in February 2023.

Page 4CARING DOMAIN – PATIENT EXPERIENCE COMPLIMENTS AND USER FEEDBACK

Target

20%

Variance/Assurance

Common cause 
variation

Response

For Information

Service User Comments:
Emergency Department (ED): ‘The nurse on the front door was king and helpful, Triage treated the client I brought to the
department with kindness and courtesy, but a special shout out should go to Main Reception. The café was closed, the
vending machines were not working and I was concerned about the patient as it had been so long since they left home…but
she offered to make them a cup of tea and duly arrived with tea and the added bonus of some sandwiches. This was such a
kind gesture and helped them immensely. The client I took to ED was treated with courtesy, friendliness and respect by all
the staff, had good medical consultations and tests.
The medical staff were fantastic but it is the little gestures from the support team that make a big difference’.

Women’s Health and Paediatrics (WHP) Division: ‘I just wanted to say thank you for the care that the midwives at St Peter’s
gave my wife in October as she gave birth to our first born child. All the midwives and the students were very professional,
caring and supported her fantastically throughout her four day stay. I can’t remember names but the midwife in the
maternity ward prior to delivery was lovely and she came up to see us at the end of her shift to congratulate us on our baby
and wish us well. The midwife who delivered our baby on the labour ward was wonderful too, and the swiftness that all the
other midwives appeared at the end of the birth to assist showed great care and preparation. I also want to thank the
various community feeding groups who have been immensely invaluable in helping us feed our baby, without which I don’t
know how we’d have coped along with the community midwives.

Willow Ward - Feedback from a patients partner who died: ‘The attention to detail, kindness and general professionalism
the patient was afforded during her times on Willow Ward as observed on numerous occasions. I would be very grateful if
you would take a few moments at one of the result review meetings to make my feelings known to all and thank those
people who did all the things which were appreciated so very much, from straws in her drinks, help with with her phone
when she lost mobility, sorting oxygen cylinders for visits to the garden plus too many other big and small things to
mention’.

GS-ACT - Feedback received from HealthWatch Surrey regarding a patients treatment at the Trust: See page 6

One Year Veteran Aware Accreditation (Page 7): The Trust celebrates passing its one year Veteran Aware Accreditation
Award. As one of the 105 NHS exemplars, the Trust provides the best possible care for veterans and their families.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

The four strategic questions all saw a decline in December, with patient experiences reflective of the operational
pressures the Trust was experiencing. However in November three of the four Trust strategic questions saw more
patients agreeing than in previous months.

The first patient wedding was held in the Eternal Garden in December, staff
from the Patient Experience Team (PET) and Falcon Ward liaised with
Weybridge registry office to hold the service in a matter of hours. It was
supported by hospital chaplaincy and catering teams and the communication
department who took photographs. The Matron from Falcon ward stated
whilst it was a privilege to make it happen, it was all part of being a nurse.

An example of staff supporting compassionate, 
respectful dignified care in a positive and inviting 
environment.

CARING DOMAIN – PATIENT EXPERIENCE STRATEGIC QUESTIONS
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SUMMARY ACTIONS
ASSURANCE & TIMESCALES FOR 
IMPROVEMENT

Music and Performing Arts:
Healing Arts relaunched its live music programme at the end of November. Tom Smerdon, Director of Strategy and Sustainability gave
the first piano performance on the newly purchased baby grand piano located in the main foyer of St. Peter’s Hospital. A further seven
live performances took place during December from talented staff, local schools and residents, including a friendly Christmas carol
sing-a-long for staff and patients.

Intergenerational Music Making (IMM), a local music therapy organisation, started the first session in December of ‘It starts with a
song’ a project to help create memories and improve bonding between baby and caregiver that will take place for eight weeks in NICU.

Music in Hospitals has been delivering monthly live music performances in clinical areas since November. The music has been a
resounding success, with positive anecdotal feedback from patients. One patient said: ‘After a car crash and an operation, safe to say I
was feeling low. This was an unexpected uplift to me already excellent care at SPH. Thanks for the medication for my soul as well as my
body.’ (a patient from swan ward)
‘Music can change your whole outlook, just like that!’ (Aspen ward patient)

The Hospital Environment: Enhancing Key Indoor and Outdoor Areas and Visual Arts
Healing Arts is aware of the impact of the physical environment can have on anxiety and first impressions. Healing Arts has
commissioned a new painting for our main entrance by local artist Caroline Brodie of the Surrey Hills and purchased new seating and
indoor trees.

Healing arts has installed several commissioned, purchased or loaned artworks across the Trust including, a new backlit artwork in ICU
Relative’s Room at SPH, a series of loaned works in Radiology and Cardiology at SPH and two purchased artworks for the new wobble
room in theatres at Ashford Hospital.

Regular lunchtime concerts have been scheduled until
March 2023. Volunteers are being sought to help oversee
music performances. Piano sessions are limited to an
agreed duration with intervals, to provide peace to staff
based in main reception.

IMM move and groove sessions in Bradley Unit and Swift
Ward will commence in January 2023.

Monthly IMM sessions are booked until April 2023. Funding
is provided by the Trust charity, and will be reviewed post
April 2023.

Further enhancements including redecoration is planned for
the main entrance

Further loaned artworks are being sourced for locations
within Ashford Hospital.

Feedback will be collated following monthly concerts.
In November positive feedback was received from
nine patients. There was no concerning feedback
received.

Evaluation of impact of the project is taking place by
IMM after the 8 week project. Case studies will be
produced.

Feedback is being sought during each concert.
Further evaluation will be undertaken and case
studies will be produced as the project is rolled out.

Pre and post refurbishment data will be collated to
evaluate the impact of the projects.

Feedback is being sought from all areas with recently
installed artwork.

CARING DOMAIN – PATIENT EXPERIENCE HEALING ARTS Page 8



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Clostridiodes difficile (C.diff): There have been with 25 cases year to date (YTD) and currently one more case than the
21/22 outturn of 24. Post infection review of cases are yet to be completed, due to limited resource, and the challenge
caused by the COVID, flu and RSV increase during December. When benchmarked nationally approximately 41% of
Acute Trusts have breached their threshold.

E.Coli: There have been 50 cases YTD contributed to by the 10 Trust apportioned cases in December. Not all cases were
“avoidable” but there was one line related and two who had been discharged from the Trust into the community with
long-term urinary catheters.

Klebsiella: The threshold for Klebsiella is on target for achievement, and the Trust have a low rate when compared to
neighbouring Trusts.

Pseudomonas aeruginosa (PA): The threshold has been exceeded with eight reported cases YTD. One patient who had
PA was also positive for two of the Klebsiella cases (with 2 different, reportable “strains”).

Antimicrobial prescribing messages sent out via Aspire and Surrey Safe
Care.
Infection control and Bare Below the Elbows reminders sent out via
Aspire, emails, newsletter, and Mandatory Training presentations.
Mandatory training compliance requires improvement and Divisions have
been asked to ensure staff are booked.
Staff sickness levels should reduce when the current wave of respiratory
infections reduces.
New Band 5 Infection Control Trainee nurse post has been filled.
IV nurse specialist has commenced in post.
Integrated IPC Team Work with Community and Care Home Teams to
support urinary catheter care.

The threshold has been exceeded.

Limited assurance with three cases before the
threshold is reached.

Acceptable Assurance.

The threshold has been exceeded.
New starter commencing in late February.

SAFE DOMAIN – INFECTION PREVENTION AND CONTROL
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

MRSA and MSSA: There are three MRSA bacteraemia cases YTD (after 18 months previously with zero cases).
There is no threshold set in the NHS Contract for MSSA and there have been nine cases YTD.

Outbreaks: Exceptional operational pressures on Acute Trusts in England as a result of the COVID, flu and RSV
increase, A&E pressures and staff sickness, additional beds have been added to the bed base in clinical areas, with
spacing below guidelines and patients cared for in escalation areas and corridors has increased the risk. There have
been several ward outbreaks of COVID-19, with some wards experiencing outbreaks in the reporting period also
experienced outbreaks in October. In addition to a COVID outbreak in December, Holly Ward had a norovirus
outbreak. COVID screening is no longer routine and only completed if patients are symptomatic, therefore it is not
possible to compare previous years. Contact tracing is not supported by SSC and has been completed with lists
provided by the Clinical Site Nurse Practitioners and IT Teams, however contact tracing remains a challenge.
Influenza testing is unchanged and there have been 614 cases from October to December 2022, compared to 20
cases for the same period in 2021.

Hand Hygiene Audits: Tendable audit scores remain above 95%.

MRSA policy updated.
Clinical Teams reminded to screen open skin/wounds/devices if present
on any patient on admission. This advice is included in Mandatory
Training.

IPC warning cards/door signs updated so that the risk assessment for
wearing gloves (which can hamper hand cleaning) is clear.

Focus on discharge and flow to close escalation areas and the
requirement for corridor care as soon as possible.

See previous page for other IPC actions

Limited assurance.

Limited assurance.

Partial assurance for hand hygiene as the IPC Team have not
been able to validate the results.

SAFE DOMAIN – INFECTION PREVENTION AND CONTROL
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SUMMARY ACTION ASSURANCE & TIMESCALES FOR IMPROVEMENT

The UKHSA data submission for the period July to September 2022 is complete for fractured neck of femur,
hip and knee replacements and breast surgery. The report is expected to be released in January 2023.
For this reporting period, care bundle compliance measures are reported. Care bundle audit compliance is
fundamental to SSI prevention. A calendar year is used to identify the quarter.

Leaflet: A process to include the leaflet as part of the admission pack was implemented, however with the
launch of SSC admission packs were no longer in use.

Hibiwash: There has been an unprecedented world wide shortage of the product as a result of a
manufacturing plant failure during the summer of 2022 and the wash has not been available for use. An
audit identified that patients that were using the wash were not using it correctly.

Warming blanket: Compliance of 95% is very good. There are some emergency cases where it would not
be possible to use a blanket and therefore 100% compliance is unlikely

The prophylactic antibiotics audit identified a noticeable reduction in Q4 compared to Q3. However, it
should be noted that the sample size in Q4 was much smaller than previous audits, due to a data provision
issue.

Awareness drive commencing in January 2023, will include weekly SSI Lead Nurse
spot checks, posters and Tea Trolley Training on the importance of the leaflet.

The Hibiwash stock shortage is resolved. A Hibiwash patient information leaflet
was ratified and has been sent to print. The leaflet will be distributed at the pre-
operative assessment.

Further investigations are underway to understand if compliance was poor for
reasons other than the small sample size. An update on this will be provided in
March.

Partial assurance for care bundle compliance overall.
Audits are completed in real time and a process of
validation needs to be established via work with SSC to
enable retrospective audit. There is currently no
timeframe for this

The fantastic results achieved in caesarean section SSI
prevention has been published in the International Journal
for Obstetrics and Gynaecology and an article discussing
the risk factors associated with an SSI after a caesarean
section was published in the Obstetrics and Gynaecology
Archives Journal

SAFE DOMAIN – SURGICAL SITE INFECTIONS (SSI)
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SUMMARY ACTION ASSURANCE & TIMESCALES FOR IMPROVEMENT

Surgical scrub: Q4 saw a good recovery from the dip in compliance seen in
Q3. There were a number of staff changes in Q3, which may account for the
compliance reduction.

Gowning/gloving: Good compliance.

Chlorprep: Compliance is variable, however this is still between 90% and
100%, which is acceptable.

Patient temperature: Shows good compliance overall.

Teaching and training sessions have been undertaken.
Posters in scrub rooms with the correct procedure demonstrated were missing and have been
replaced.

In November 2022, the second Trust SSIS Link Nurses’ Study Day was attended by 22 staff from across
the Surgical Wards, Pre-Op Assessment Unit and Theatres, and the Surgical Practice Education Team.

Chlorprep is generally being overused, i.e. more product per patient than is indicated, therefore
additional training will be provided at the Quality and Safety Half Day in March 2023.

As per previous page.

SAFE DOMAIN – SURGICAL SITE INFECTIONS (SSI)

Target

100%

Variance/Assurance

Partial Assurance

Response

For information
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Target

100%

Variance/Assurance

Acceptable Assurance

Response

For information

Target

100%

Variance/Assurance

Acceptable Assurance

Response

For information

Target

100%

Variance/Assurance

Acceptable Assurance

Response

For information



SAFE DOMAIN - INPATIENT SEPSIS SIX CARE BUNDLE

Target

<78

Variance/Assurance

Common cause 
variation

Response

For Information

Page 13SAFE DOMAIN – MEDICATION SAFETY

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Medication Incidents with Harm: Data shows compliance against target.
Some alerts in SSC for anti-infective prescribing weren’t coming through to clinicians and
supporting review/decision making.
There have been instances where prescribers have been using the free text prescribing
option, rather than selection from the drug catalogue. With free-text prescribing the
decision support function isn’t supported, as it is when using the catalogue.

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.

Sepsis Six: The latest audit in September demonstrated an overall compliance of 67%
with the full Sepsis 6 bundle. Focus has been on improving compliance with urine
monitoring in the ED, and blood cultures for inpatients, achieving 79% and 100%
respectively, in September.

Changes have been requested in SSC to address and improve the prescribing and
administration system.
A review of all the current free-text prescribing in the system to match some of the
free-text prescribing to the catalogue, has been escalated to the ePMA Team to
ensure decision support is operation for the prescribing.

It has been flagged to the SSC Medications Team for prioritisation.

Interventions since the last report have included: approximately 120 staff trained in
taking blood cultures. This programme will continue.
Work to standardise the availability of urine monitoring equipment across the Trust
continues as part of a Trust-wide hydration improvement project.
The financial impact of introducing a new blood culture pack is being investigated
ahead of a ward-based trial being commenced, the trial would last for 2 months.
Junior doctors in ED have been engaged in the audit and improvement process.

Significant assurance. On trajectory to meet improvement target for
financial year.

Absence of evidence of delivery whilst reporting function in SSC is being
developed.

Acceptable assurance. The improvement target is being met.

Target

48.75%

Variance/Assurance

Special cause variation
7 Consecutive points 
above the median

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Category 2 Pressure Ulcers: There were 17 category 2 pressure ulcers in
November occurring on Aspen, CAU, Cherry, Chestnut, Falcon, Heron, Holly,
Swan and Swift. Two of these were device related from non invasive ventilation
masks. There were 11 category 2 pressure ulcers in December occurring on
Aspen, BACU, CAU, Cherry, ED, Holly and Swan. One of these was device related
secondary to oxygen tubing.

Category 3 and Unstageable Pressure Ulcers: There were no category
3/unstageable pressure ulcers in November. During November, weekly pressure
ulcer meetings were being undertaken with wards and divisions reviewing
pressure ulcer occurrence and sharing learning, ensuring ongoing focus on
pressure area care.
Seven unstageable pressure ulcers were reported in December occurring on five
wards. These were, BACU, Cherry, Falcon, Maple and AECU (two bays were
being used as escalation for in patients). Due to Trust capacity issues, weekly
pressure ulcer meetings were unable to be held in December 2022. Rapid
reviews showed that pressure ulcers in this period were due to lack of heel
elevation, lack of escalation and there was lack of documentation of
repositioning.

The Tissue Viability Team (TVT) continue to monitor and validate all Datix reports for hospital
acquired category 2 pressure ulcers.

Safety huddles on wards are ongoing, focusing on ensuring patients at risk of pressure ulcers have all
appropriate equipment in place.

All Category 3 and unstageable pressure ulcers are subject to an MDT rapid review, supported by the
TVT. Local actions are implemented at ward level including safety huddles, documentation audits
and documentation spot checks to monitor completion of risk assessments and repositioning.

Ward based training on heel elevation equipment “Heal-up” was delivered in November by the
company representative. Additional ward based training on the Repose Wedge and Repose Foot
Protector will be arranged. Availability of heel elevation equipment to be reviewed by wards and
ordered.

Face to face mandatory training in pressure area care has been reinstated by the TVT to complement
the Microsoft Teams and Training Tracker teaching already available. The TVT provide bespoke
practical training to Health Care Support Workers and Internationally Educated Nurses, which
includes effective heel offloading, use of dermal pads to prevent device related pressure damage,
and repositioning.

Weekly pressure ulcer meetings were held until December, however attendance started to decline
due to operational pressures, therefore the planned change to monthly meetings will be
implemented to ensure appropriate representation from the Divisions. The meeting include a review
of pressure ulcer occurrence and shared learning to ensure continued focus on pressure area care

Partial assurance with 115 YTD against a target of 129 or less.

Limited assurance with the target missed. Oversight is in place with
localised ward action plans monitored within the Divisional monthly
harms meetings and at the Harms Free Care Oversight Group.

Ward based training will commence in February 2023.

Monthly meetings from February 2023.

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

Common cause 
variation
Target not met

Response

For Information
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Falls: There were four falls resulting in serious harm. The fall in November in ED resulted in a fractured ankle,
but was potentially a missed fracture on admission as the patient had also fallen at home. In December a patient
sustained a subarachnoid haemorrhage in BACU (this patient did not have any history of falls). Two patients
fractured their neck of femur (Maple Ward and CAU). All patients that fell had completed risk assessments in
place but not all actions had been implemented. The fall on Maple Ward was deemed unavoidable as all safety
measures and assessments were in place.
Repeat Falls: (where the patient has fallen in the last year) There were nine repeat falls in November, one
patient fell twice in the Bradley Unit and one patient fell twice during an admission on Chestnut and Maple. In
December there were 12 repeat falls with the increase being partially attributed to one patient on Cherry who
fell three times and was cognitively challenging to manage. One patient fell twice on Chestnut Ward. There was
a patient on Maple Ward who had fallen on a previous admission. Common themes are cognitive impairment
and postural drop in blood pressure.

Lying & standing blood pressure (L&SBP) checks: There was a reduction in recording of L&S BP. No causative
factors for this can be identified.

All falls were reviewed by the Fall Prevention Lead and rapid reviews
completed.
ED is working to improve communication around patients with a history of falls
and are using the yellow tool kit.
BACU are currently reviewing the incident for any learning.
CAU are improving enhanced observation by installing storage units in the bays
to reduce time spent leaving the bays to collect equipment.
All repeat falls are reviewed by the Fall Prevention Lead and actions to prevent
further falls are implemented.

All ward areas have been sent L&S BP posters. All new starters receive training
via Trust Induction and continue to be supported by the Clinical Practice
Educators .
The Harms Free Care Team continue to monitor and support all clinical areas to
reduce harms.

Partial assurance with 13 falls YTD against a target of 16
or less.

Acceptable assurance with 80 repeat falls YTD against a
target of 128.

Limited assurance with the target consistently not met.

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

Response

For Information
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Target

85%

Variance/Assurance

Common cause 
variation
Consistently falling 
short of target

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

MUST: MUST completion has improved following intensive and targeted education,
but this was paused in December due to operational pressures. Chestnut Ward and
Falcon Ward were below target, both scoring 60%, however both demonstrated an
improvement from previous months.

Fluid balance: Completion of fluid balance charts has improved with the target being
narrowly missed in December.

Catheter care: Completion of urinary catheter surveillance forms improved in
November, but there was a reduction in compliance in December. This correlates
with non completion of the audit by eight wards: Cherry, Chestnut, Swift, Eliot,
Dickens, Heron, CAU and Ash.

Targeted ward based education led by Dietetics and Nutrition Nurse to continue for wards scoring less
than 80% or not completing audit data.
Review of nutritional assessment positioning on SSC has been completed.
A request for grouping data availability to allow comparison of previous data has been made and is
pending.

Ward based training has been focused on the recording of commencement and discontinuation of
intravenous fluids to ensure that this is “pulled through” from the prescription chart onto the fluid
balance chart on SSC. A new quick reference guide has been written and disseminated to support this.

Screenshots of the catheter surveillance will be redistributed to the clinical areas to ensure auditors are
able to locate the data required.

Wards not compliant with completing harms free care audits are discussed at the monthly Harms Free
Care Oversight Group.

Limited assurance.

Limited assurance.

Limited assurance.

SAFE DOMAIN – NUTRITION, HYDRATION, & CATHETER CARE

Target

98%

Variance/Assurance

Common cause 
variation.
Target not met

Response

For Information

Target

100%

Variance/Assurance

Common cause 
variation
Target not met

Response

For information
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Target

100%

Variance/Assurance

Common cause 
variation.
Target not met

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

VTE data validation is one month in arrears.

VTE Risk Assessment: Latest data shows a reduction in compliance for October (63.16%) and
November (49.78%). In October, the VTE risk assessment prompt on SSC was suppressed in its
entirety and the Thrombosis Team highlighted the clinical risk and impact that this may have.

First CTP dose within 14 hours: Data shows compliance against target.

Potentially Preventable HAT: Due to the nationally defined timeframe for identification and
inquiry, establishing if harm has occurred is eight months in arrears. The 21/22 Quality Priority of
potentially preventable HAT accounting for <5% of all cases, was narrowly missed with 5.26%.
Due to VTE Risk assessment compliance reduction since October 2022, cases of HAT identified
between October and December have been reviewed, a positive benefit of SSC enabling
immediate access to records. Of these 5 cases of Potentially Preventable HAT have been identified.
The causative factors were lack of risk assessment and prescription of thromboprophylaxis.

The VTE prompt will be reinstated on first prescribing of medication. This requires a re-
build as the original prompt was on first opening of the patient record. The prompt will
be in a more appropriate location of the patient record to avoid multiple overrides.
All risks around VTE are on the Corporate Risk Register.

VTE prompt as above.
The VTE Prevention Team are supporting clinical teams in VTE documentation
completion on SSC and appropriate prescribing.
Learning is shared individually, and via Trustwide communication platforms including
Aspire and email. In addition learning from the most recent cases has been included on
clinical induction mandatory training and junior doctors teaching.

Partial Assurance.
The VTE prompt is expected to be ready by the end of
January.

Significant assurance. Target has been met since April 2022.

Partial assurance.

SAFE DOMAIN – VTE

Target

97%

Variance/Assurance

Special cause variation 
of concerning nature

Response

For Information

Target

80%

Variance/Assurance

Special cause variation 
of improving nature

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, new data for this report is for September and October 2022. The
improvement in standard 2 has been sustained, but is still to return to the 90% target. Standard 8 met the target in September
for the first time this year, but performance has since dropped. For both measures it is the weekend review lowering the
overall figure, as standard 8 weekday review hit the 90% target in August and standard 2 weekday performance was 89.7%.

Adult Mortality Review Forms (AMRF): Completion of the AMRF remains low, with no significant improvement in rate of
completion within 48 hours of death. The Mortality Improvement Panel are exploring alternative methods to improve the rate
of completion. The AMRF was added to SSC in late December and the impact of this change will be evaluated. The Quality Team
continue to review every case as a ‘safety net’ to ensure cases are appropriately identified for a Structured Judgement Review.

Structured Judgement Reviews: Additional reviewers were trained in December. The most recently identified SJRs, as well as
those concerning patients from vulnerable groups, are prioritised for completion. This has resulted in SJRs identified in
November and December being completed in a more timely manner than the preceding months.

Clinicians to document in notes when a Consultant level ward
round occurs.
Once patient is medically optimised and no longer needs daily
consultant review, to record this decision in notes.

Communications plan and training to launch AMRF in SSC for
completion by clinical teams.
Continued monitoring of rate of completion.

Continue to allocate SJRs prioritising vulnerable groups and date
of identification, in order to ensure timely learning is identified
and actioned.
Continue to monitor the timeliness of SJR completion.

Partial assurance.
Both actions will be implemented by end January
2023.

Partial assurance .
Communication launch in January 2023.

Partial assurance.

Target

90%

Variance/Assurance

Common cause 
variation
Inconsistent 
achievement of target

Response

For improvement

Target

90%

Variance/Assurance

Special cause variation 
of concerning nature
Inconsistent 
achievement of target

Response

For Improvement
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Target

95%

Variance/Assurance

Common Cause 
variation
Consistently not 
meeting target

Response

For Information

Target

100%

Variance/Assurance

Special cause variation 
of concerning nature 

Response

For Improvement



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Crude Mortality: December recorded a high number of inpatient deaths, this reflects the emerging national picture of increased mortality and excess mortality
in December.

Risk Adjusted Mortality Index (RAMI): RAMI data is provided from CHKS. Whilst previously the RAMI had excluded palliative patients, CHKS revised their
calculations in 2017, disregarding palliative status as it was felt that palliative coding was applied inconsistently. The 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.

The Trust Rami has been consistently tracking above the target of 100 since November 2021, however in December this fell to 97.15. During the same period
Trust peers RAMI consistently tracked below the 100, until November 2022, when they increased to 123 (above the Trust RAMI). A detailed analysis of RAMI
data continues to be undertaken to understand this pattern and any possible link to the opening of Willow Ward. Analytical comparison between RAMI and
another mortality indicator, SHMI, is also being undertaken to understand the differences the two indicators show.

Continue to monitor crude mortality rate and excess mortality.

Continue to explore and analyse the differences shown by RAMI and SHMI data, and the
differing pattern between the Trust RAMI and Peer RAMI. This is being completed by the Data
Quality Group.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

N/A

Variance/Assurance

Special cause variation 
of concerning nature

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 Trust 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 23rd December 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.

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.


	Executive Summary
	Quality Report
	Slide1
	Slide2
	Slide3
	Slide4
	Slide5
	Slide6
	Slide7
	Slide8
	Slide9
	Slide10
	Slide11
	Slide12
	Slide13
	Slide14
	Slide15
	Slide16
	Slide17
	Slide18
	Slide19
	Slide20


