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EXECUTIVE SUMMARY

Experience: The percentage of complaints responded to within the Trust standard was 92% in September 2021 and 

100% in October 2021. The main themes in complaints for the reporting period were treatment and care (24%), 

communication (15%), and attitude of staff (14%). PALS closure within the Trust standard was 84% in September 2021 

and 88% in October 2021. The themes were appointment enquiries, communication, and treatment and care. There 

were 2097 compliments received in the reporting period. The overall Friends and Family Test (FFT) Trust response 

rate of 20% was not met with a rate of 2.9% in September 2021 and 3.7% in October 2021. Viewpoint usage reports 

are being provided weekly to encourage more regular use and in outpatient areas that do not have a device, posters 

have been displayed inviting patients to complete the surveys online using a QR code. The healing arts programme 

continues to make progress and examples of current projects are detailed within the report. 

Medication Safety: The reported number of incidents with harm over the reporting period was within the target aim. 

There were 12 incidents with harm against a target of 14 for the reporting period. April 2021 to October 2021 performance 

was 47, against target of 49. 

Infection Prevention and Control (IPC): There were 3 Trust apportioned cases of Clostridiodes difficile in October 

2021, bringing the year to date (YTD) total 16 cases. In September 2021, there were 4 cases of E. coli blood stream 

infection (BSI) and 8 in October 2021, bringing the YTD total to 35. There were 2 cases of Klebsiella BSI in September 

2021 and 1 in October 2021, bringing the YTD to 14 cases. The YTD cases for Pseudomonas aeruginosa remains at 4 

with 0 cases in the reporting period. There were 0 cases of MRSA bacteraemia’s in the reporting period and 3 MSSA 

bacteraemia’s, bringing the YTD total to 8 cases. In September 2021, there were 0 Trust apportioned cases of COVID-

19 and in October 2021, there were 4 probable and 7 definite cases. Of the definite cases, 6 were related to an outbreak 

on Swift. 

Surgical Site Infection (SSI): Data for Quarter 1 2021/2022 has been released by Public Health England for fractured 

neck of femur, total hip replacement, knee replacements and breast surgery. In this period, the SSI infection rates were 

3.6% for fractured neck of femur, 4.6% for hip replacement surgery, 8% for knee replacement surgery, and 0 % for breast 
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surgery. There may be a further rise in these rates as SSI surveillance for surgeries involving an implant continues for 

12 months post the operation date. Of the SSIs recorded in Q1 2021/2022, for fractured neck of femur, 3 were deep 

infection that required reoperation, and 2 required reoperation for hip replacement surgery. All the SSIs for elective knee 

replacement surgery were superficial infections and did not require readmission or reoperation. The specialty of Trauma 

and Orthopaedics will be undertaking a root cause analysis of each surgical site infection to identify any themes and 

develop an improvement plan for addressing their high levels of SSI rates. SSI rates for caesarean section demonstrates 

sustained improvement. 

No elective hip and knee replacement surgery was undertaken in Q4 2020/2021 due to the Trust surge planning for the 

COVID second wave. Work to improve SSI rates is described in the report. 

Sepsis: An audit of 69 patient notes was completed between July 2021 and August 2021 and showed 37% of patient 

had the complete Sepsis 6 bundle delivered. Analysis showed that it was often just one element of the bundle missing. 

In the Emergency Department (ED) of the patients audited this was fluid balance and blood cultures. A new ED Sepsis 

Proforma was implemented in August 2021. For inpatients, there has been a review of practice around blood cultures 

and lactate, which identified training and competence gaps. These are being addressed through Mandatory training, 

nursing preceptorship, junior doctor training and e-learning packages. 

Effectiveness: There were 96 in-hospital deaths in September 2021 and 127 in October 2021. COVID-19 accounted for 

11 deaths in September and 13 deaths in October 2021. The Trust’s median trend line for RAMI is now 88.4 which is a 

further drop from the previous report and remains below the standardised RAMI 100 level. There are 12 cases identified 

as needing SJR for the reporting period. The Learning from Deaths Working Group continues to oversee actions to 

decrease the SJR backlog and improve mortality screening form completion. Initial mortality screening forms completed 

within 48 hours was 24.2% in September 2021 and 31.7% in October 2021. The non-coronial deaths scrutinised within 

72 hours was 92.1% in September 2021 and 98.1% in October 2021. 

Safety: Hospital acquired category 2 pressure ulcers remains within the year to date target although the monthly target 

was missed in October 2021. Hospital acquired category 3 and/ or unstageable pressure ulcers was not met in the 

reporting period and has exceeded the target. There was 1 fall with moderate harm in September 2021 and 2 falls in the 

same patient in October 2021, 1 moderate harm and 1 severe harm. The improvement for reduction in repeat falls 

remains on target. The MUST target was met in the reporting period. VTE data is in arrears. The Trust target for patients’ 

risk assessed for VTE was met in August 2021 and not met in September 2021. The target for first dose of chemical 

thromboprophylaxis being administered within 14 hours of admission was met for August 2021 and September 2021. 

There were 14 cases of HAT identified in August 2021 and 16 cases in September 2021. 

Maternity: Feedback was received in October 2021 regarding the evidence of compliance against the Ockenden 

assurance tool submitted in June 2021. The Trust has been given an opportunity to challenge this and has raised 

concerns that the Trust was marked as non-compliant in some areas where evidence was submitted and considered by 

the Trust to be compliant. Progress against the Ockenden Report Immediate and Essential Actions (IEA) is detailed in 

the report, with the Trust fully compliant in 2 of the 7 requirements. Progress with IEA 1 is challenged due to the need for 

the recruitment of a dedicated data analyst and collaborative agreement of the National Advocate role descriptor is in 

progress. The remaining 3 IEAs are being worked on and are partially compliant. 

AUTHOR Joanne Finch, Head of Quality & Regulation 

PRESENTED BY Andrea Lewis, Chief Nurse 

DATE 25 November 2021 

BOARD ACTION For assurance 
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1. PATIENT EXPERIENCE 
LEAD – CHARLOTTE BROUGHTON, HEAD OF PATIENT EXPERIENCE AND IMPROVEMENT 

2020/2021 Aims:  

o Acknowledgement of complaints within 3 days of receipt and 95% of complaints responded to within 

25 working days or negotiated extension.  

o PALS response time to be within the Trust standard of 5 working days.  

o The total response rate to Friends and Family Test survey questions to increase to 20% of all 

eligible patients. 

o To measure OUR achievement against our strategic patient experience objectives where our 

patients would say: They were treated with compassion during their treatment/stay; they were 

involved as much as they wanted to be in decisions about their care; they were treated with respect 

and dignity whilst they were in hospital. 

o Baseline achievement against our strategic patient experience objectives. By the end of Q4 2021/22 

an improvement goal will be set, and a QI improvement programme commenced where 

achievement against any of our strategic patient experience objectives is less than 95%. 

1.1 COMPLAINTS 

The below charts show the number of complaints/concerns received and the percentage of 

complaints responded to within the Trust standard. 
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The percentage of complaints responded to within the Trust standard was 92% in September 

2021 and 100% in October 2021. The Patient Experience Team continues to meet divisions 

weekly to support work with the clinical teams to improve responsiveness and this 

collaborative working benefits the investigative process. 

The main themes in complaints for the reporting period were treatment and care (24%), 

communication (15%), and attitude of staff (14%). The sub-categories to treatment and care 

were mainly due to a lack of thoroughness of care in ED, poor communication around 

discharge and visiting restrictions. Communication concerns included a lack of information 

provided to families from inpatient areas and ED and concerns from patients who were chasing 

appointments. The attitude of staff complaints alludes to confrontational behaviour, 

abruptness, and lack of empathy. 

A 35-day response time to complaints has been implemented and will be reviewed in 

November 2021. This is due to receiving a significant increase in the volume of complaints 

during September 2021, combined with the challenge of getting timely responses from staff, 

due to the pressures faced in clinical work. 

A complaint handling survey has been added to all complaint responses, this feedback will 

inform improvements to the complaint handling processes. 

To improve complaint responsiveness when the complainant is not the patient, a change in 

process has been implemented and the complaint will be launched and investigated, whilst 

awaiting the appropriate consent. Previously the complaint process would commence on 

receipt of consent. This change will maximise learning and reduce the time the complainant 

waits for a response. 

1.2 PALS  

The below charts show the number of PALS contacts received in the reporting period and 

PALS closures within the Trust standard. 



Page 5 of 33

There were 331 PALS enquiries received in the reporting period, the top themes were 

appointment enquiries (133), communication (62) and treatment and care (33). The PALS 

queries related to appointments, which comprised delays, cancellation, and reschedules. Of 

these 29 related to Colorectal or Endoscopy services and were about being unable to contact 

the teams, or not receiving information prior to a procedure. Outpatient appointments also 

mentioned procedures not booked in a timely way, lack of cleanliness at an imaging 

appointment and lack of empathy at a clinic appointment. The communication queries were 

varied and included appointment letters arriving late or with incorrect information on them, 

through to lack of postage added to letters received from the hospital. Treatment and care 

enquiries covered lack of care on the wards, not being seen enough by doctors, not being 

provided with enough pain medication, or being on an inappropriate ward. There were also 

enquiries about lack of care in ED, family members not allowed to accompany a vulnerable 

person, and no referral made to the appropriate clinician. Further breakdown of these themes 

can be seen in the below table.  

Appointment themes Communication Themes Treatment and Care

o Patient phoned about having to wait 
over a year for an appointment. 

o Patient called, annoyed that her 
appointments keep being cancelled. 

o Patient’s brother was mistakenly 
informed of private matters between 
patient and NOK. 

o Patient unhappy with treatment and 
lack of compassion at DSU. 

o Patient attended wrong hospital; 
letter was not clear. 

o Patient has colonoscopy booked but 
bowel prep not received. 

o Patient referred in June to 
gastroenterology, chased his 
appointment and told due to an error 
he was not on system and there are 
no appointments now. 

o Patient called to say his GP 
had received notification that 
is on chemo and radiotherapy, 
but he is not. 

o Patient told something from 
her medical notes, which was 
not correct. 

o Patient received an 
appointment letter and 
needed to cancel but number 
wrong on letter. Patient then 
waited 30 minutes for the 
correct number. 

o Patient took time off work for a 
face-to-face appointment, but 
this turned out to be a phone 
appointment. 

o Husband of maternity patient 
emailed CEO concerned about 
delays and lack of post-natal 
neurology diagnosis for his wife. 

o   Patient’s daughter not happy 
that she was not allowed to attend 
A&E with her mother. 

o Patient unsatisfied with recent 
ophthalmology appointment due 
to lack of clear communication 
and empathy. 

o Patient is on May ward and is very 
unhappy at the plans to send her 
back to ACU which she says will 
not help her recover as she feels 
she should be in a specialist 
medical unit, not a mental health 
unit. 
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1.3 COMPLIMENTS 

There were 2097 compliments received in the reporting period. The table below provides 

examples of some of the positive feedback received for Women’s Health and Paediatrics 

(WHP) 

WHP Inpatient Compliments (all from Joan Booker Ward) 

o Outstanding professionalism, personal care and genuine warmth in ALL the staff we encountered. 
o Everyone could not do enough for you and so friendly. 
o Even with covid we were always welcome with the proper precautions 
o I had the most amazing consultant and midwife throughout my pregnancy and the best team during our C section.
o The best decisions were made with our feelings accounted for. 
o The starlight in the room was extremely calming.

WHP Outpatient Compliments

o Nurse was amazing and her bedside manner is outstanding. She is always willing to go the extra mile to answer all 
questions etc. Hospital clean and friendly. Thank you to you all for all your hard work. (Paediatrics) 

o Multiple pregnancy clinic always gives the best and excellent service. Very pleased. Thankful for the care received. 
(ANC) 

o Superb care from lovely staff. (Paediatrics)

A compliment received via the CQC was from the family of a patient on Cherry Ward who 

“mentioned how grateful they were for the care their mother received on Cherry, explaining 

that the staff were amazing, and that everyone went out of their way to look after them keeping 

everything calm and providing assistance when she continually pulled out her 02 (oxygen). 

They also said that the Drs made everything clear, which they were grateful for. The daughter’s 

main priority was for her mother not to be in pain, and she felt like everything was done to 

achieve this and ensure that her mother experienced a calm death”. 

Feedback to the Trust has also been received via Healthwatch Surrey as detailed in the table 

below and includes examples of both good and poor experiences. 

Healthwatch Patient Feedback Narrative

o Patients reported receiving excellent medical care.
o Patients reported the speed with which they have been 

seen.  
o High levels of infection control observed within the hospital.  
o The quality of care received. 
o Excellent care at ultrasound Ashford hospital. 
o Attended ED with chest pain, seen and assessed within an 

hour. Kind and helpful reassuring care. 
o I had an X-ray at Ashford hospital, all on time, no waiting 

around. 

o Remote consultations not ideal and patients 
questioning their value 

o Delayed appointments.  
o Last minute consultations. 
o Patients waiting to for appointments for 

extended times. 
o Late for an audiology appointment and could 

not be fitted in and had to re-book appointment. 

1.4 PATIENT REAL TIME FEEDBACK 

1.4.1 FFT AND STRATEGIC OBJECTIVES 

The response rate to the FFT question “Overall, how was your experience of our service?” was 
2.9% in September 2021 and 3.7% in October 2021. The inpatient response rate is 
consistently higher than the outpatient rate, although still below the Trust’s target as shown in 
the below table. This may be because it is more straightforward to obtain feedback from 
inpatients via the dedicated devices on the wards, whereas outpatient clinics are spread 
throughout the Trust and it is not always practical to provide a dedicated device for each. 



Page 7 of 33

Month Inpatient 
Response 
Rate  

Outpatient 
Response 
Rate 

Overall 
Response 
Rate 

Sept 
2021 

10% 2.3% 2.9%

Oct
2021 

9.2% 3.1% 3.7%

The Trust strategic question results are for patients who agreed or strongly agreed. Patients 

who felt they were treated with compassion has steadily improved to 92% in September 2021 

and 93% in October 2021. Patients who said they were involved in a plan for their care was 

90% in September 2021 and 88% in October 2021, and patients felt they were treated with 

dignity and respect was 93% in both months. Patients who found the hospital environment 

positive and inviting also showed improvement with 83% in September 2021 and 82% in 

October 2021. 

1.4.2 VIEWPOINT USAGE IMPROVEMENT 

Clinical areas receive a weekly Device Usage Report outlining the amount of use of a device, 

with the intention of highlighting the lack of use and encourage more regular use. A monthly 

area or team with highest engagement with Viewpoint will be announced on Aspire, with a 

reward to praise this engagement. 

To maximise Viewpoint feedback in clinical areas that do not have a device, posters have 

been displayed inviting patients to complete the surveys online using a QR code.  

It has been found that some patients do not easily recall the clinical area they have visited for 

care. To help with this, areas have opted to provide information on the device to prompt 

patients to respond accurately. Further work is required to maximise the granularity of the data 

obtained via Viewpoint. Volunteers are being sought to support visiting patients to use the 

kiosks to help improve the feedback received from patients who attend in person 

1.5.3 VIEWPOINT FOCUS ON DAY SURGERY UNIT 

See Appendix 1 for the charts referred to in this section.

The reporting period saw 179 SMS responses obtained for Day Surgery Unit, with 98% of 

patients reporting their experience of the Trust was good or very good, 99% reported that they 

were treated with kindness and compassion, 97% said they were involved in decisions about 

their treatment and care, 97% said they were treated with respect and dignity and 92% found 

the hospital environment positive and inviting. Some examples of the comments received are 

in the below table. 

Viewpoint Patient Feedback Narrative
o Everything was well explained to me, so I felt very safe and supported both prior, during and after my surgical 

procedure. The staff were very caring and responsive to my needs
o It’s odd I know but I enjoyed my visit as the staff were kind thoughtful and very helpful. The hospital was very clean, 

and cleaning seemed to be going on all the time I was there.
o Everything went like clockwork. Staff were amazing and treatment superb.
o Hooray for the staff - really quite amazing patient and caring.
o Very clean, warm and comforting.
o The level of care that I received from the moment that I arrived at the hospital to when I left surpassed my expectation. 

In my opinion it surpassed the level of care that I have received as a private patient. So thank you and congratulations.
o Everyone was upbeat friendly and respectful and informative.
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1.6 HEALING ARTS  

The programme continues to make progress in championing the value of Healing Arts within 

the Trust, with the central aim of providing an outstanding experience and the best possible 

outcomes for patients. Creative and cultural activities in a clinical setting can have a positive 

impact on a patient’s recovery, whilst creating calm and inspiring environments in clinical and 

non-clinical settings can benefit the health and wellbeing of both patients and staff. Examples 

of current projects are as follows: 

 Time Garden 

A project manager has been identified. A short list of three garden designers and 

landscape architect practices have visited the space and are preparing their designs. 

 Nature Works for Health
The Trust has partnered with Nature Works for Health, who offers immersive large 

light-emitting Nature Displays to bring the beauty of the natural world into hospitals, 

offering a sense of calm and visual serenity to patients, relatives, and staff. The 

photographic displays have been installed in Ambulatory Emergency Care Unit 

(AECU) and in the ITU relative waiting room, and staff, patients, and visitors are able 

to choose their favoured photograph through a sticker poll. 

 Radio Wey

Radio Wey have supported the provision of 26 new radios for the new Clinical

Assessment Unit (CAU) to provide patients with music as a form of distraction during 

their inpatient stay. 

 Improving patient areas
The Healing Arts Steering Group have invited staff teams to prepare bids, outlining the 

reasons why their clinical area needs improving and the benefit this would have to 

patient and staff experience. Charitable funds will be used to enable the transformation 

of this space for the successful bidding team. 

1.7 NATIONAL SURVEYS 
1.7.1 Adult Inpatient Survey 2020 
The Adult Inpatient Survey 2020 had a response rate of 45% against an average national 

response rate of 46%. Of the 57 questions, 43 were scored positively. The table below shows 

how the Viewpoint data correlates to the questions asked by Picker. The Survey Report 

Executive Summary (see Appendix 2) validates two areas where the Trust has made 

improvements above the Picker average. These are dietary requirements and the discharge 

process. Patient satisfaction with food meeting dietary requirements scored 89% for Picker 

and the Trust scored 94%. Work to improve the discharge process with the implementation of 

the discharge check list is supported by the scores where patients felt they were given enough 

notice prior to discharge. The Picker score was 84% and the Trust score was 91%. 

The areas where scores declined were patients given information on their condition or 

treatment with a Picker score of 80% and Trust score of 78%. The Trust response rate from 

patients who reported being asked to give views on the quality of their care during their stay 

was 8% and the Picker average was 14%. The table below compares the adult inpatient 

survey against our current Viewpoint feedback percentages. 
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Inpatient 
2020 

Viewpoint 
Feedback 

Overall care 84% 58% 
Treated with Respect and 
Dignity 

98% 96% 

Decisions about your 
treatment and care 

80% 88% 

1.7.2 Urgent and Emergency Care Survey 2020 
The survey looked at the experiences of people using urgent and emergency care services at 

the Trust between September 2020 and March 2021. Most people said that they were treated 

with respect and dignity, had confidence and trust in the people that treated and examined 

them and rated their overall experience positively. The survey findings were less positive for 

people’s perceptions of pain management, emotional support, the availability of staff when 

they felt they needed attention and information provided during discharge. The below table 

summarises the findings from the survey. In all questions, Trust performance was about the 

same when compared to other Trusts that participated. The Division are currently working on 

an improvement plan, which will feature in their Divisional Report. 

Positive results Key areas for Improvement
Overall experiences rated 10/10 33% 


Patients who said if they had any anxieties or fears 
about their condition or treatment, a doctor or nurse 
‘completely’ discussed this with them 

51%

Treated with dignity & respect 81% Patient who staff ‘definitely’ did everything they could 
to help control their pain 
staff did this ‘to some extent’ 
staff did not do everything they could to control their 
pain 

60%

25% 

5% 

Confidence and trust in the doctors and 
nurses that examined and treated them 

77% Patients who reported that they needed help said that 
they were unable to get help with their condition or 
symptoms from a member of staff. 

45%

Health professionals ‘definitely’ listened to 
what they had to say. 

79% Later, during their care or treatment patients that 
reported needing attention said that they were ‘always’ 
able to get a member of medical or nursing staff to help 
them 

58%

Definitely’ given enough privacy when being 
examined or treated 

84% Patients said that they were ‘definitely’ involved as 
much as they wanted to be in decisions about their 
care and treatment. 

63% 

A&E department was ‘very clean’ 69% 


Patients said that a member of staff had not told them 
about what symptoms to watch for regarding their 
illness or treatment when they went home. 

23%

Staff discussed if they may need further 
health or social care services after going 
home 

76% patients said they were not given enough information 
about medication side effects 

40%

Care and support they expected was 
available to them when they needed it. 

75% Patients said that staff ‘definitely’ gave them enough 
information to help care for their condition at home. 

60%

2. IMPROVING MEDICATION SAFETY 
LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST 

2021/2022 Aim: To reduce the number of medication incidents with any harm of any severity 

to less than 84 in the year (less than 7 per month). 
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In September 2021, there were 5 reported incidents with any harm severity, all of which were 

low harm. In October 2021, there were 7 incidents reported with any harm severity, 2 of which 

were moderate harm. One of the moderate harm incidents relates to an Extravasation injury 

(leakage of a vesicant drug out of a vein into surrounding tissue) during administration of an 

Iron infusion. The second moderate harm incident relates to a hospital associated thrombosis 

due to inadequate thromboprophylaxis. 

3. INFECTION PREVENTION AND CONTROL 

LEAD – AMANDA WALKER, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION 

PREVENTION AND CONTROL, SHILA PATEL, INFECTION PREVENTION AND CONTROL NURSE 

CONSULTANT 

2021/2022 Aims:  

o To reduce avoidable cases of E. coli (HOHA and COHA1) bacteraemia by 25% by the 

end of 2021/2022. 

o To reduce avoidable cases of Klebsiella and Pseudomonas bacteraemia by 3%. 

o To reduce avoidable cases of MRSA and MSSA bacteraemia to zero by the end of 

2021/2022. 

o To reduce definitive Hospital Acquired COVID-19 to zero by the end of 2021/2022. 

o To reduce Clostridiodes difficile cases to no more than 25 reported in the year including 

HOHA and COHA 

3.1 CLOSTRIDIODES DIFFICILE (C.diff) 

There were 0 cases of Trust apportioned C.diff reported in September 2021 and 3 in October 

2021 (2 HOHA, 1 COHA), bringing the year to date total to 16 cases.  

1 HOHA (Hospital-Onset Healthcare Associated) where days from admission to specimen date is equal to or greater than 3 days 
(where day of admission is day 1)  
COHA (Community-Onset Healthcare Associated) where days from admission to specimen date is equal to or less than 2 days 
(where day of admission is day 1), and patient has been discharged from the reporting trust within the last 28 days of this specimen 
date (where day 1 is day of discharge) 

Mean
8.977

Outside Control Limits
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Root cause analysis of C.diff cases has identified several key learning points including the 

need for more prudent antibiotic prescribing in line with the Trust’s antibiotic prescribing policy, 

the need for early sample collection and sending sufficient samples (at least 5mls), to aid early 

diagnosis and management. The learning has been fed back via the Grand Round (a weekly 

educational session which involves learning and sharing of medical knowledge in presentation 

format), mandatory training and is included on Trust Induction. 

3.2 GRAM NEGATIVE BLOOD STREAM INFECTIONS (GNBSI) 

The apportionment criteria for GNBSI can be seen in footnote 1 above. 

3.2.1 E. coli Bacteraemia’s 

The threshold for 2021/2022 is 69 cases. In September 2021 there were 4 cases of E.coli BSI 

and 8 in October 2021, bringing the year to date total to 35 cases. Although there is an 

increase on previous months the Trust remains within the threshold set for this year. It is 

imperative that staff continue to use correct infection prevention and control precautions during 

clinical care of patients to reduce the risk of further bloodstream infections occurring. 

3.2.2 Klebsiella spp. 
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The threshold for 2021/2022 is 21 cases. In September 2021 there were 2 cases of 

Klebsiella BSI and 1 in October 2021, bringing the year to date total to 14 cases.  

3.2.3 Pseudomonas Aeruginosa  

The threshold for 2021/2022 is 10 cases. There were 0 cases of Pseudomonas aeruginosa 

in the reporting period and the year to date total remains at 4 cases.  

3.3 MRSA & MSSA BACTERAEMIAS 

No national thresholds have been set for MRSA and MSSA bacteraemia’s. The internal Trust 

trajectory (in line with the Trust’s North Star objective for infection prevention and control) is 

zero Trust avoidable cases. There have been 0 MRSA bacteraemia’s to date.   

There were 3 MSSA bacteraemia’s in the reporting period, bringing the year to date total to 8 

cases. This is due to a variety of causes, including one related to an intravenous device.  The 

vascular access nurse post is currently being recruited to and will be important for improving 

standards around use of intravascular devices. 

3.4 COVID-19 

The prevalence of COVID-19 has increased over the last few weeks both regionally and 

nationally. Similarly, there has been an increase in the number of patients admitted into the 

Trust, although fewer patients are becoming acutely unwell and requiring critical care. 

Cases apportioned to the Trust are those that occur 8-14 days after admission to hospital 

(probable association) and cases that occur 15 or more days after admission (definite 

association). In September 2021, there were 0 Trust apportioned cases and in October 2021, 

there were 4 probable and 7 definite cases. Of the 7 definite cases, 6 were related to an 

outbreak on Swift Ward. Actions taken as a result of learning from COVID outbreaks can be 

found in Appendix 3. 

3.5 ENVIRONMENTAL STANDARDS 

3.5.1 Water and Ventilation 

HTM 03-1 “Specialist ventilation for HealthCare Premises” has been reviewed nationally, 

taking account of the COVID-19 pandemic. It introduces the concept of a Ventilation Safety 
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Group, which all healthcare organisations are required to have. This is a multidisciplinary 

group, whose remit will be to assess all aspects of ventilation safety and resilience.  

The Trust Ventilation Policy is currently being reviewed, taking account of the updated HTM 

03-01. Funding has been agreed for an Estates post to maintain and support the many HEPA 

filtration units in use in the clinical areas, in order to improve air quality. 

3.5.2 Cleaning Services 

The National Standards of Healthcare Cleanliness (2021) have been implemented within the 

Trust.  

4. ANTIMICROBIAL STEWARDSHIP 

LEAD – NICKI LEWIS ANTIMICROBIAL PHARMACIST 

2021/2022 Aim: To promote Antibiotic Guardianship in order to reduce resistance. 

The next audit is due in November 2021 and will be reported on in January 2021. 

5. ELIMINATING HARM FROM SURGICAL SITE INFECTIONS 

LEAD - MR SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS, 

SURGERY AND CRITICAL CARE 

2021/2022 Aim: To reduce Surgical Site Infection (SSI) rates from baseline to agreed 
target by speciality (range 0.5% - 7.5%). 

Comprehensive SSI incidence data is collected for PHE and submitted on a quarterly basis.  

Q1 2021/2022 data for fractured neck of femur, total hip replacement and knee replacements, 

and breast surgery has now been released (see Appendix 4 for the run charts). Within this 

period the incidence of surgical site infection are summarised in the table below and the 

baseline rate can be seen in the second table. 

Surgery Type No. of 
surgeries 

No. 
of 

SSI 

SSI 
rate 
%   

Fractured neck of femur 111 4 3.6%
Hip replacement surgery 108 5 4.6%
Knee replacement surgery 88 7 8%
Breast surgery 16 0 0%

Speciality Procedure 
National PHE Rate / 
GIRFT 

Baseline 
Period 

Baseline 
Target Aim 
2021/2022 

Urology Open  1.8% Q4 20/21 14.8% 7.5% 

Breast All 0.8% Q4 20/21 6.5% 2.5% 

Colorectal 

Emergency Laps 8.2% 

All major elective 
bowel resections  

8.3% (large bowel) 
Q4/20/21 15.0% 7.5% 

6.6% (Small bowel) 

#NOF All 0.9% 2020/21 2.8% 1.5% 

Hip Joint replacement 0.5% / 30% Q3 20/21 0.0% 0.5% 

Knee Joint replacement 0.5% / 2.6% Q3 20/21 1.3% 0.5% 

C-sections All   7.0% Q2-Q4 20/21 12.7% 7.5% 

SSI surveillance for surgeries involving an implant continues for 12 months post the operation 

date. Therefore, it must be noted that data may change (incidents of SSI rising) for fractured 
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neck of femur, hip and knee replacements. Of the SSIs recorded in Q1 2021/2022, for 

fractured neck of femur, 3 were deep infection that required reoperation. For hip replacement 

surgery, 2 required reoperation. All of the SSIs for elective knee replacement surgery were 

superficial infections and did not require readmission or reoperation. There were no SSIs for 

breast surgery.   

This period has seen high level of SSI rates with Trauma and Orthopaedic surgeries. The 

specialty will be undertaking a root cause analysis of each surgical site infection to identify 

any themes and develop an improvement plan. 

Continuous in-house data is also collected for caesarean sections (by the maternity team) and 

colorectal surgery (by the specialty nurse practitioner). The run chart below for caesarean 

section demonstrates sustained improvement with the median reduced from 15.8% to 9.4%. 

For colorectal elective surgery in Q1 2021/2022, there were 6 incidents of SSI out of 37 

surgeries (16%). The specialty is working closely with the Surgical Site Infection Surveillance 

Nurse to establish a specialty-specific care pathway. 
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Q2 2021/2022 PHE data will be submitted by 30th December 2021 and the PHE dataset 

released in early 2022.    

SSI improvement interventions in progress include updating the SSI surveillance (SSIS) 

Trust policy to include speciality-specific information, making the document more 

comprehensive.  A SSIS champion’s study day is planned for November 2021. Monthly 

“Care Bundle” audits will be undertaken in all relevant wards/areas within the Trust.  

SSI improvement interventions planned include an online e-learning module and video 

teaching will be launched Q4. A multi-disciplinary learning event, with external expert 

speakers is also planned for Q4.

6. SEPSIS  

2021/2022 Aim: To improve the adult ED and inpatient Sepsis Six care bundle performance 

by 25% from baseline by the end of Q4 2021/2022. 

Following the presentation of baseline audit results, a new Emergency Department (ED) 

Sepsis Proforma was implemented in August 2021. Further interventions have been identified, 

focused on improving compliance with inpatient blood cultures and lactate testing. 

A further audit of 69 patient notes was completed for patients discharged from hospital with a 

diagnosis of Sepsis during July 2021 and August 2021. Of the 69 cases audited, 61 had Sepsis 

identified in ED and 8 as an inpatient. In total 26 (37%) had the complete Sepsis 6 Bundle 

delivered, 21 in ED (34%) and 5 inpatients (63%). Further analysis showed that it is often just 

one element of the bundle that is missed and consistently this is ‘fluid balance’ in ED, 27 

(39%), and ‘blood cultures’ for inpatients. The audit results will be presented to the ED Sepsis 

Clinical Lead for information and to inform any further actions required to embed the changes 

to practice.  

For inpatients, a review of practice around blood cultures and lactate has been undertaken 

identifying training and competence gaps. The audit demonstrated that 5 (63%) of inpatients 

had blood cultures and 7 (88%) had lactate measures documented. To address some of the 

training and competency gaps, it is proposed that mandatory sessions will be added to the 

Preceptorship Nursing Programme and Junior Doctor training. An e-learning package is also 

being investigated, to cover the theory content in an accessible way. For the blood culture 

work, the Phlebotomy Team will support both the delivery of the practical elements of the 

training and signing off competencies for staff. Awareness has been raised of the availability 

of the Phlebotomy Team to take blood cultures on the wards and via the competency within 

the ‘Blood Culture Policy for Adults’. 

7. EFFECTIVENESS 

7.1 LEARNING FROM DEATHS 

LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT 

SAFETY 

2021/2022 Aims: 

o For 100% of applicable deaths to receive a structured judgement review.  

o In the next 2 years 95% of in hospital deaths will have an initial review within 2 days 

with a 60% improvement in year 1 and a 40% improvement in year 2. 

o For 100% of eligible Medical Certificate of Cause of Death (MCCD) to be issued to 

families within 72 hrs.  
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In September 2021 there were 96 in-hospital deaths, of which 7 were adults in ED and 1 was 

a paediatric in-patient. In October 2021 there were 127 in-hospital deaths, of which 10 were 

adults in ED, and 1 was a neonatal in-patient. The figures for both months remain within the 

limits for common cause variation. Between March 2021 and September 2021, there was a 

shift with the number of deaths being below the mean for seven consecutive months, however 

October 2021 has seen an increase in deaths. Of the deaths, 11 in September 2021 and 13 

in October 2021 were related to COVID-19. The split between COVID and non-COVID deaths 

is shown below. 

The Risk Adjusted Mortality Index (RAMI) is shown below. This excludes deaths related to 30 

days post discharge, zero length of stay, palliative care code Z51.5 and maternity. The RAMI 

has been rebased nationally for 2019. The RAMI is reported one month in arrears, with the 

corresponding peer RAMI figure available a month later. The Trust’s median trend line is 
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presently 88.4, this is a decrease from the previous report, due to lower figures in recent 

months, and remains below the standardised RAMI 100 level. The RAMI was 84.9 in 

September 2021 and 80.64 in October 2021. Both figures are within expected common- cause 

variation.   

In respect to COVID-19 data and national benchmarking the next two 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 29th October 2021. A third chart for the South-East 

region is included to provide indication as to 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. 
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At the time of this report 5 deaths in September 2021 and 7 deaths in October 2021 have been 

identified as needing a Structured Judgement Review (SJR); these are yet to be completed. 

There is continued work to ensure the screening for SJRs is completed within 48 hours of 

death, however screening is still being completed in arrears in some cases so the number 

requiring SJR is likely to increase. This data will be captured in the quarterly Learning from 

Deaths reports. 

Work to improve completion of initial mortality screening forms continues. Data is now being 

captured to report against the redefined quality priority of initial review within 2 days which is 

shown below. 
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In September 2021, 23 cases (24.2%) had a review within 48 hours and in October 2021, this 

was 40 cases (31.7%). The total completion rate for September 2021 is 91% and 38% for 

October 2021. Overall the median completion rate for these initial reviews remains at 68% 

with ongoing work to ensure the senior clinicians are completing them. A weekly 

communication is being sent to the Divisions and the involved clinicians to remind them to 

complete any outstanding reviews. These have been sent since July 2021, with the 

expectation that this will lead to continued improvement and embedding of the need to 

complete this within 48hrs. 

Measurement for Medical Certificate of Cause of Death (MCCD) issued within 72 hours has 

been explored but at present the data captured is for scrutiny by a Medical Examiner within 

72 hours. These deaths will have had the MCCD issued within 72 hours, but there may be 

additional deaths not captured in these figures where the MCCD has been issued but the case 

not scrutinised by the Medical Examiner. Therefore, the actual figure for cases receiving a 

MCCD within 72 hours may be higher than that shown below. The target is 100%, in 

September 2021 70 (92.1%) of the total non-coronial deaths were scrutinised within 72 hours, 

and in October this was 101 (98.1%). 
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8. SAFETY 

8.1 PATIENT SAFETY ALERTS 

There are 5 open Patient Safety Alerts, of which 3 are overdue for closure as seen in the below 

table. There was 1 National Patient Safety Alert opened and 1 closed during the reporting 

period. 

On-going Alert

NatPSA/2021/009/NHSPS

Due 25/11/2021 

Executive Lead: Chief of 

Patient Safety 

Consultant Lead:  

Anthony Parsons 

Infection risk when using FFP3 respirators with valves or Powered Air Purifying Respirators (PAPRs) 

during surgical and invasive procedures 

This alert relates to infection control guidance that valved respirators should not be worn when sterility directly over 

the surgical field is required. The Trust do not stock the FFP3 masks. PAPRs are used in some specialist areas 

and preventative measures are being instigated. This alert is moving towards closure and is expected to close 

within timescale.

On-going Alert

NatPSA/2021/003/NHSPS

Due 16/11/2021 

Executive Lead: Chief of 

Patient Safety 

Consultant Lead: Alenka 

Miles 

Eliminating the risk of inadvertent connection to medical air via a flowmeter

This alert relates to the proximity of the piped medical air and oxygen outlets at the bedside, and the similarity in 

design of flowmeters, there is a significant risk when using air flowmeters that patients may be inadvertently 

connected to medical air instead of oxygen. This alert straddles many specialties, and a multidisciplinary team 

approach is progressing this alert. The final action is awaiting completion. This alert will be closed within timescale.

On-going Alert

NatPSA/2021/002/NHSPS

Due 19/08/2021 

Executive Lead: Chief of 

Patient Safety. 

Consultant Lead: Dr 

Usman Mansoor 

Urgent assessment / treatment following ingestion of “super strong “magnets

This alert relates to “super strong “magnets that are sold as toys, decorative items and fake piercings and are 

becoming increasingly popular and are easily swallowed. Delay in treatment can cause necrosis and perforation 

of the intestines and/or blood vessels within hours. A flowchart has been approved across divisions (UEC, GS-

ACT, DT&C and WH&P) and a safety netting leaflet is awaiting final agreement. Upon agreement this alert will be 

closed.

On-going Alert

NatPSA/2020/005 NHSPS

Due 13/05/2021 

Executive Lead: Chief of 

Patient Safety. 

Consultant Lead: Dr 

Sarah Roberts n-go 

Steroid Emergency Card to support early recognition and treatment of adrenal crisis in adults

The alert straddles many specialties/providers and encompasses initiation of steroids, review of, and treatment of 

patients with acute physical illness or trauma, or who may require emergency or elective surgical or other invasive 

procedures, including day patients. A policy draft will be completed for review on 26/11/2021 by the Chief of Patient 

Safety to ensure all actions have been completed and the alert closed. 

On-going Alert

NatPSA/2020/006 NHSPS

Due 01/06/2021 

Executive Lead: Chief of 

Patient Safety. 

Consultant Lead: Paul 

Murray 

Foreign body aspiration during intubation, advanced airway management or ventilation

This alert straddles many specialities/providers. Loose items unintentionally introduced into the airway during 

intubation, ventilation, or advanced airway management (known as foreign body aspiration [FBA]) can lead to 

partial or complete airway blockage or obstruction. 

The Trust supplier has stated that all ECG electrodes will have printed liners by June 2021. The protocol was 

reviewed at September 2021 GS-ACT governance meeting, but further work was required. Extra support has been 

offered to clinicians to move this forward. The protocol will be resubmitted for ratification in December 2021. 

8.2 REPORTED ERRORS 

There were 8 new SIs reported across 8 different categories, 6 in September 2021 and 2 in 

October 2021. The detail of these incidents is within the closed SI Report. An overview is as 

follows: 

1. Diagnostic delay: 1 

2. Surgical invasive procedure: 1 
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3. Maternity/ Obstetric incident meeting SI criteria (baby only): 1 

4. Treatment delay: 1 

5. Medication:1 

6. Self-inflicted harm:1 

7. Environmental: 1 

8. Pressure Ulcer: 1 

9. Hospital Acquired Infection: 1 

8.3 HARM FREE CARE
LEAD - SUE HARRIS, NURSE CONSULTANT IN HARMS FREE CARE 

8.3.1 PRESSURE ULCERS 

2021/2022 Aim: To reduce harms from hospital acquired Category 2 pressure ulcers by 10% 

and Category 3 or unstageable pressure ulcers by 75%. 

2021/2022 Pressure ulcer performance  

Pressure Ulcer Type (excluding deep tissue 
injury2) 

Monthly 
Target  

September  October YTD 
target  

YTD 
actual  

Hospital acquired category 2 pressure ulcers 
(Inc. device related) 

14 10 16 98 95 

Hospital acquired category 3 and/or 
unstageable pressure ulcers in total  

0.4 2 2 2.8 11 

There were 2 hospital acquired unstageable pressure ulcers in September 2021, both of these 

developed on patient’s heels on Holly Ward. There were 2 hospital acquired unstageable 

2 Deep Tissue Injuries, although pressure ulcers, are not included in the table as this type of skin damage 

cannot be attributed a category until the depth of tissue loss is known, a deep tissue injury can fully resolve or 

can evolve to a category 2 or unstageable pressure ulcer. These are followed up by the Tissue Viability Team 

until a category can be attributed. 
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pressure ulcers in October 2021 and these occurred on a patient’s sacrum in the Clinical 

Assessment Unit and on Cedar Ward.  

There is a notable rise in hospital acquired category 2 and above pressure ulcers developing 

on patients heels. All Ward Managers, Matrons and Divisional Chief Nurses have been notified 

of the increase with prevention strategies being highlighted and support offered. 

Since the last reporting period Chaucer and Wordsworth achieved 100 days free from hospital 

acquired category 2 and above pressure ulcers. World Stop Pressure Ulcer day is in 

November 2021, with a full day of activities, education and awareness being provided by the 

Tissue Viability Team.

8.3.2 FALLS PREVENTION  

2021/2022 Aim: To reduce falls with moderate or severe harm by 10% and reduce repeat falls 

by 10%. 
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    Falls performance 2021/2022 

Monthly 
Target  

Sept October YTD 
Target  

YTD 
Actual  

Falls incidents with moderate or severe patient harm 

(3 or 4) 
0.9 1 2 6.3 7 

Reduce repeat falls by 10% 9.75 15 10 68.25 68 

The fall with moderate harm in September 2021 occurred on May Ward with the patient 

sustaining a subarachnoid haemorrhage3.  The incident was reviewed and mitigations were 

put in place to prevent further falls. This included the introduction of a second safety huddle to 

ensure night staff are aware of patients at risk of falls. The ward has been supported by the 

Falls Prevention Lead and Clinical Practice Educator to improve assessment and 

communication. There were no patient falls in May Ward for October 2021.  

There were 2 falls involving the same patient on Holly Ward in October 2021. One resulted in 

moderate harm and the other in severe harm. The patient sustained a subarachnoid 

haemorrhage on the first fall and an extension of the haemorrhage on the second fall. Close 

supervision was in place at the time of each fall. The Falls Prevention Lead reviewed the 

patient, and they were referred to the Dementia Team to support the ward staff in managing 

the patient during periods of increased confusion. The patient has not had any further falls. 

There are now three mandatory falls training sessions provided per month. The Clinical 

Practice Educators for the Division of General and Specialist Medicine are supporting the 

wards with focused training and falls support. Dickens have relocated the position of their 

bathroom waste bins following an assessment, which identified the potential for their patients 

to fall in the bathrooms.  

There was a sustained increase in repeat falls in September 2021 with 1 patient on May Ward 

having 4 falls, 1 patient on the Bradley Unit having 3 falls, 1 patient on Cedar Ward having 3 

falls and 1 patient on Holly Ward having 3 falls. All of these were within the same in patient 

episode. The remaining 2 repeat falls were with patients who had fallen on previous 

admissions within the last 12 months. The Falls Prevention Lead reviews every repeat fall to 

ensure that post falls assessments have been completed and mitigations are in place to 

reduce the risk of future falls.  

8.3.3 NUTRITION AND HYDRATION 

2021/2022 Aim: For 95% of the Malnutrition Universal Screening Tool (MUST) to be correctly 

completed within 48 hours of admission. For improvement of 25% in accurately completed 

fluid balance charts. 

The MUST target was met in the reporting period, with 95% compliance in September 2021 

and 97% in October 2021. The change to a more easily accessible e-learning platform for 

MUST training is expected to further improve training compliance (updated data pending) and 

subsequently more timely identification of patients requiring nutritional interventions. 

3 A subarachnoid haemorrhage means that there is bleeding in the space that surrounds the brain
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Participation in the national Malnutrition Awareness Week in October 2021, gave an additional 

springboard for education.  

The below chart for fluid balance completion shows data taken from the Perfect Ward audit. 

There are concerns that the data capture set is not sufficient to reflect practice and 

improvements in the clinical areas, as not all patients audited will require a fluid balance chart. 

Going forward, clinical areas will be auditing 5 patients with a fluid balance chart on a quarterly 

basis.  A baseline audit will be undertaken in November 2021.  

The quality improvement projects continue in Holly and Swift wards, using milk shake rounds 

twice a day to improve hydration and nutritional intake, however a supply issue with the 

milkshakes reduced compliance for three weeks, although this has now returned to expected 

use.  
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8.3.4 CATHETER CARE 

2021/2022 Aim: Introduce a consistent practice standard and baseline audit for Catheter Care. 

The audit for the urinary catheter care was ratified at the Documentation and Practice 

Standards Group in October 2021.  The baseline audit will take place in November 2021. 

8.4 VENOUS THROMBOEMBOLISM4 (VTE) 

2021/2022 Aim: 97% of patients aged 16 years and above admitted to ASPH will be risk 

assessed for VTE and 80% of patients requiring Chemical thromboprophylaxis (CTP) will 

receive the first dose within 14 hours of admission. Preventable Hospital Associated 

Thrombosis (HAT) to be less than 5% of all cases of HAT in the next 2 years, 7.5% in the first 

year. 

8.4.1 VTE RISK ASSESSMENT 

VTE data validation is 1 month in arrears. The VTE risk assessment target of 97% was met 

for August 2021 and not met for September 2021 with 96.71% of patients risk assessed.  A 

large number of notes were not available on Evolve to complete manual validation of records, 

and this has adversely affected the percentage for September 2021. 

8.4.2 FIRST DOSE OF CHEMICAL THROMBOPROPHYLAXIS (CTP)

The target of 80% of patients requiring CTP to receive the first dose within 14 hours of 

admission was met for August 2021 and September 2021.  

4 A venous thromboembolism is a condition in which a blood clot forms most often in the deep veins of the leg, groin, or arm (known as 
deep vein thrombosis, DVT) and travels in the circulation, lodging in the lungs (known as pulmonary embolism, PE). 
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8.4.3 HOSPITAL ASSOCIATED THROMBOSIS5 (HAT) 

The below chart shows the total number of VTE events diagnosed at the Trust compared to 

the total number of HATs over time.  

The data reflects the total number of HATs and is not indicative of level of harm. A HAT is 

deemed as harm if appropriate preventative measures were not put into place for the 

patient. Due to the nationally defined timeframe for identification and inquiry, establishing 

actual level of harm is up to 8 months in arrears. 

There were 14 cases of HAT identified in August 2021 and 16 cases in September 2021.  

These cases are pending review by the Trust Thrombosis Committee. 

5 A hospital acquired thrombosis is defined as any VTE event that occurs during or within 90 days of hospitalisation 
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9. MATERNITY 
LEAD – GEMMA PUCKETT, HEAD OF MIDWIFERY 

The Trust submitted its evidence against the assurance tool in June 2021. On 27th October 

2021, the Trust received feedback on the evidence submission and was given a deadline of 

5th November 2021, to submit challenge against areas marked as non-compliant. The Head 

of Midwifery and Chief Nurse raised concerns that the assessment did not reflect the evidence 

the Trust submitted in areas where they considered the Trust to be compliant and have been 

in discussion with the regional Chief Midwifery Officer (CMO).  Progress against the Essential 

and Immediate Actions (IEAs) is summarised in the below table. 

IEA Progress 
IEA 1 External expert to participate in Perinatal Mortality Review Tool cases not robustly achieved in all cases

Perinatal quality surveillance model pathway to be finalised  
Dedicated data analyst sourced via agency and commences in post 1st November 2021 

IEA 2 National advocate role - No national role descriptor and funding stream. There was agreement at the 
September 2021 QoCC, to develop our own role descriptor to progress this action. This was discussed with 
the MVP chair for collaborative development. 

IEA 3 Training Needs Analysis that clearly articulates the expectation of all professional groups in attendance at 
all MDT training and core competency training to align with NHSR requirements.

IEA 4 Fully compliant – Local Maternity and Neonatal System (LMNS) project lead now identified
IEA 5 Personalised care plans and risk assessment training rolling out to all staff – implementation delayed 

enabling additional training sessions. Roll out commencing November 2021
IEA 6 Fully compliant
IEA 7 Web pages drafted and in review with Maternity Voices Partnership (MVP) chair

Personalised care plans to be implemented from November 2021 
Workforce 
Planning

Director of Midwifery in every organisation – Job descriptions (JD) shared with chief nurse to match against 
current Head of Midwifery JD 
Consultant Midwife in post but JD to be reviewed and updated  
6 monthly workforce review to include all clinical staff groups 
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Appendix 1: Viewpoint Day Surgery Feedback  
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APPENDIX 2 – Survey Data
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APPENDIX 3 - Actions taken as a result of learning from COVID outbreaks 

 Patients who screen negative on admission are screened every 2 days (or daily for 
wards on the elective surgical pathway and also during outbreaks) 

 Enhanced cleaning of wards with outbreaks – both patient and staff areas. Frequently 
touch sites are cleaned 1-2 hourly and documented on a record sheet  

 All staff to wear face masks correctly (covering mouth and nose) and Trust approved 
eye protection goggles/visor when in patient bays 

 HEPA filter units to be checked daily to ensure they are plugged in and operating. 
Annual maintenance and filter change carried out by an external company 

 Staff reminded to maintain 2m distance from each other, including in offices and staff 
rooms, and ensure masks are worn correctly (even when talking on the phone)  

 Regular window opening encouraged to allow fresh air in (at least 15 minutes each 
hour) 

 Staff reminded about the importance of being ‘bare below the elbows’ to allow thorough 
hand hygiene, including keeping nails short, removing nail varnish/gel and no hand or 
wrist jewellery, including fit bits, wrist watches, bangles or stoned rings. Staff 
encouraged to give colleagues a friendly reminder 

 Importance of hand hygiene emphasised (using hand sanitiser or soap and water), in 
line with the WHO “5 moments for hand hygiene”.  

 Staff advised to wear gloves and aprons/gowns based on a risk assessment, 
considering potential contact with blood or body fluids, open wounds, mucous 
membranes, contaminated equipment/surfaces, invasive devices or when providing 
direct care for patients with a known cross-infection risk  

 Staff reminded that gloves are not a substitute for hand hygiene and that 
gloves/apron/gowns must be changed between patients/tasks. They must not be used 
sessionally 

 Visiting restricted to essential visiting only (e.g. end of life or patients usual carer) 

 Patients encouraged to wear masks, if tolerated, during daylight hours.  It is 
appreciated some patients may not be able to tolerate mask wearing, but please 
encourage the others to do so 

 Staff reminded to provide and use dedicated/labelled equipment for the affected 
patients, including slide sheets, hoist slings and single patient use BP cuffs (labelled 
with the patients’ first and last names to prevent inadvertent reuse on other patients by 
mistake 

 Ensure Duty of Candour conversations have taken place – actively check this is done 
daily  

 Check that Pharmacy staff and technicians are included in staff testing  
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APPENDIX 4 - SSI Run Charts 
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