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STRATEGIC OBJECTIVES 

Quality of Care ✓ 
The Quality Report provides an overview of QA and QI efforts and outcomes 

across the Trust and reflects the priorities set out for 2021/2022. 

People ✓  

Modern Healthcare ✓  

Digital ✓  

Collaborate ✓  

EXECUTIVE SUMMARY 

This is a reduced report only covering the month of March 2022, due to the implementation of the Surrey Safe Care 

project. 

Experience: PALS performance was 89% in March 2022, due to a number of complex cases that could not be resolved 

within the 5 day response time. Complaints responded to within the Trust standard was 64%. A recovery plan is in place, 

and it is expected that Trust standard will be met by the end of June 2022. The main theme in PALS and complaints was 

communication split between appointment enquiries, and treatment and care. The overall Friends and Family Test (FFT) 

Trust response rate was 6.7% in March 2022, a small improvement from the last reporting period. A Quality Improvement 

project focusing on Viewpoint usage and response rates was launched in January 2022. The Trust Strategic Patient 

Experience questions all scored between 92% and 95%. The Healing Arts programme is ongoing, and examples of 

current projects are detailed within the report.  

 

Medication Safety: There were 8 reported incidents with any harm severity in March 2022. The 2021/2022 annual target 

was met with 81 against a trajectory of <84. 

 

Sepsis: There has been no new information since reporting in March 2022. The programme continues to focus on 

improving compliance with the most frequently missed elements of the Sepsis 6 care bundle. 

 

Infection Prevention and Control (IPC): There were 0 Trust apportioned cases of Clostridiodes difficile (C.diff) in March 

2022. The 2021/2022 NHS target threshold of 25 was met with a total of 24 cases. There were 3 cases of Klebsiella BSI 

in March 2022. In 2021/2022, 24 cases were reported, against the NHS contract threshold of 21. There were 6 cases of 

E. coli blood stream infection (BSI) in March 2022. The NHS Contract reduction threshold of 69 was achieved with 52 

cases reported. The NHS Contract threshold of 10 for Pseudomonas aeruginosa was also met, with 6 Trust apportioned 

cases. There were 0 cases reported in March 2022. There were 0 cases of MRSA or MSSA Bacteraemias in March 2022. 

The Trust benchmarks well when compared nationally per 100,000 bed days for all these IPC measures. There were 28 

probable hospital acquired COVID-19 (day 8-14) and 23 definite hospital acquired COVID-19 (day 15 or more) in March 

2022. Newly updated guidance has reduced isolation requirements, removed the need for physical distancing, and the 

stepping down of mask wearing outside of hospitals.  



Antimicrobial Stewardship: The last audit completed in June 2021 showed a prevalence and prescribing compliance 

of 43%. The action plan addresses a number of key areas pertinent to the effective use of antimicrobials, through revision 

of guidelines for common infections such as cellulitis, UTI, hospital and community acquired pneumonia, supported by 

education around appropriate prescribing.  

 

Surgical Site Infection (SSI): Comprehensive SSI incidence data is collected on a quarterly basis. Quarter 3 2021/2022 

data identified 0% incident of SSI for fractured neck of femur, hip replacement, and breast surgeries. Incidents of SSI for 

knee replacement was 11.11%, SSI in this surgery were mainly superficial. SSI surveillance for surgeries involving 

implants continues for 12 months post the operation date, therefore it must be noted that data may change (SSI events 

rising) for fractured neck of femur, hip, and knee replacements. There is no new data for urology, laparoscopic 

cholecystectomy, elective colorectal surgery, or caesarean section since the last reporting period. Results of the first 

audits of compliance with the SSI care bundles have identified the main areas for improvement as patient showers, use 

of Hibiscrub, and receipt of patient information leaflet, in the wards. In Theatres, this was removal of hair in the anaesthetic 

area rather than the theatre.  

Safety: The hospital acquired category 2 pressure ulcers target was met in 2021/2022, with 144 against a trajectory of 

168. In March 2022, there were 9. There were 2 hospital acquired category 3 and/ or unstageable pressure ulcers in 

March 2022, and a total of 31 in 2021/2022 against a trajectory of 5. A Deep Dive into pressure ulcers in February 2022, 

identified that improved compliance with Trust policy for pressure area care is required, including documentation. There 

were 2 falls with severe harm in March 2022 and 13 repeat falls. Of the repeat falls, 11 patients were all patients that fell 

on this admission and have had a previous fall within the last year. The 2021/2022 falls reduction targets were not met 

with 18 moderate/severe harm falls recorded against a trajectory of 11.  There were 143 repeat falls in 2021/2022 against 

a trajectory of 117. The BDO falls action plan details a range of interventions required by the Trust, to reduce the 

prevalence of falls and this is monitored monthly at the Falls Prevention Steering Group. MUST performance in March 

2022 was 93.91%, an improvement from the decline seen since November 2021. The overall score in March 2022 was 

affected by one outlying ward. Education and training will be focused on wards achieving less than 95%. All harms are 

discussed at monthly Divisional Harms Free Care meetings and the Harms Free Care Oversight Group. The audits for 

hydration and catheter care were amended to optimise accurate data collection and require embedding in the clinical 

areas. VTE data is 1 month in arrears. The 97% target of admitted patients risk assessed for VTE was met in February 

2022. The 80% target for first dose of chemical thromboprophylaxis being administered within 14 hours of admission was 

not met. The Trust is unable to benchmark, due to being the only Trust in the country, reporting against the CTP 14 hour 

standard. Due to the nationally defined timeframe for identification and inquiry for hospital associated thrombosis (HAT), 

establishing if harm has occurred is 8 months in arrears. In Q1 2021/2022, cases of preventable HAT are 4.1% against 

and annual target of <7.5%.  

Effectiveness: In March 2022 there were 124 in-hospital deaths, of which 8 were adults in ED, 1 paediatric inpatient and 

1 neonatal inpatient. Of the adult deaths, 13 were related to COVID-19. Regarding the RAMI, the Trust median trend line 

is 86.28, an increase from the previous report, but remains below the standardised RAMI 100 level. The RAMI was 

110.76 in March 2022. The Trust RAMI had recently seen a sharp increase, tracking above that of regional peers, 

however March 2022 has seen an increase in peer RAMI above that of the Trust. There were 9 deaths identified as 

needing a Structured Judgement Review (SJR) in March 2022, none of these have been completed. Mortality review 

forms completed within 48 hours was 26.2%. There were 101 non-coronial deaths, and 99% were scrutinised within 

72hrs. There is a comprehensive improvement plan in place to ensure recovery and a Mortality Improvement Lead is 

being recruited. 
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

CARING DOMAIN – PATIENT EXPERIENCE
PALS COMPLAINTS

The decline in PALS performance is due to the complexity of cases that
could not be resolved within the 5 day response time. The decline in
complaints response time is multifaceted and a combination of lack of
clinical capacity, absence of robust responses, and reduced capacity
within the Complaints Team. There was a slight increase in the number of
complaints received in March 2022.

The decline in PALS performance is due to the complexity of cases that
could not be resolved within the 5 day response time. The decline in
complaints response time is multifaceted and a combination of lack of
clinical capacity, absence of robust responses, and reduced capacity
within the Complaints Team. There was a slight increase in the number of
complaints received in March 2022.

Two interim complaints handlers recruited to support recovery due to
ongoing sickness in the Team. One joined in February 2022, the other will
begin in May 2022. Meetings between senior clinicians and
patients/families are facilitated to support timely and satisfactory
resolutions.
performance data to the Triumvirates from May 2022, to improve

timeliness and engagement.

The number of PALS received each month is stable.
There is a complaints recovery trajectory in place with the target
expected to be achieved by June 2022.
One Team member has returned and will support the case load.
The agreed complaint response time is reviewed monthly.
Weekly divisional complaints meetings are in place.

Daily communication plans continue to be a priority with the ward teams
to enable families to receive daily updates.
Daily visiting recommenced in March 2022. The Visitor Booking Line is
facilitating 150 calls a day to support patient visiting.

Families can speak directly with ward staff whilst visiting, enabling them
to receive the information they require.

The is an emerging downward trend in the number of complaints
reopened.

March 2022

187

Variance/Assurance

Common cause 
variation

Target

N/A

Response

For Information

March 2022

45

Variance/Assurance

Common cause 
variation

Target

N/A

Response

For Information

March 2022

89%

Variance/Assurance

Common cause 
variation

Target

95%

Response

For Improvement

March 2022

64%

Variance/Assurance

Common cause 
variation

Target

95%

Response

For Improvement 



CARING DOMAIN – PATIENT EXPERIENCE
Compliments and User Feedback

Trust Strategic Questions (Target 95%) Mar

2022

Patients that agreed or strongly agreed  they were 

treated with compassion

94 %

Patients that agreed or strongly agreed  they were 

involved in a plan for their care

92%

Patients that agreed or strongly agreed  they were 

treated with respect and dignity

95%

Patients that agreed or strongly agreed  that the 

hospital environment positive

87%

Strategic Patient Experience Objectives

Month Inpatient FFT 

Response Rate 

Outpatient 

FFT Response 

Rate

Overall  FFT 

Response 

Rate

March

2022

13.1 % 6.1%                     6.7%

Friends & Family Test Response Rate

Service User Comments – ‘’I know that you will, like all of us, have listened to and read the Ockenden report with shock and sadness. I
was extremely keen to write to you straight away. Both of my children were born at St Peters, in 2012 and then in 2015. Our care from
the midwifery team was absolutely outstanding on both occasions. My son was born in 2012 and it was a long, traumatic and difficult
birth and we ended up in NICU for a few weeks (where the care was equally incredible). Our enduring memory of that very difficult
time was the exceptional care and dedication we received from the midwives. Some of them we even ended up seeing on their next
shift as our labour was so long.
We have an incredible, bouncing, clever, brave, kind son nine years later and an equally bonkers, fabulous and utterly wonderful
daughter. I wanted to write to you and offer my support to you and all of your teams both in the hospital and in the community in
what must be a difficult time for your profession. Thank you for all that you do. It mattered at the time, and continues to matter for
every minute of both of my children’s lives, it really matters. We are immensely grateful’’.

‘’Upon arrival at A&E, I was triaged swiftly to a doctor who took further heart readings and arranged for an ECG and blood samples
which were all taken within a few minutes. I was then taken to the A&E area where I was given further examinations and treated.
Unfortunately the treatment was unsuccessful and later that day I became an in-patient on the Cardiac Unit my stay on BACU was
similarly excellent. I was seen by the specialist team on two. All my questions were thoroughly answered and, despite being
somewhat apprehensive, I felt quite confident that all that could be done, was being done. The staff were ever watchful and obliging
on personal matters. The food, given the challenge of mass catering, was of a high standard, the food trolleys being plugged in on
arrival at every stop, ensuring that meals arrived hot. Everything from A to Z was great and I just wanted to say thank you to
everyone involved. The treatment, both medical and personal, at St Peter’s is wonderful. Please pass on my thanks to the teams in
A&E and BirchWard’’.

March 2022

582

Variance/Assurance

New metric reported 
since Sept 2021

Target

Baseline data collection

Response

For Information

March 2022

217

Variance/Assurance

New metric reported 
since Sept 2021

Target

Baseline data collection

Response

For Information

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

The feedback responses received have been impacted by the SMS text
survey being paused in March 2022, whilst further checks were
implemented to ensure that deceased patients were not surveyed. All
patients will receive the text but there will be a delay in these results.

As part of the Viewpoint improvement project (to improve the response
rate), staff engagement events have been held at both hospitals.
The Viewpoint Task and Finish Group, chaired by the Chief Nurse to
improve Viewpoint engagement commences May 2022.

The FFT response rate is expected to reach 20% by the end of September
2022 and there is some improvement in inpatient and outpatient FFT
rates noted in March 2022. There has been an increase in staff interest in
using Viewpoint.
Viewpoint training dates will be released in May 2022.

We are currently collecting baseline compliments data and we are at or close to target with all our patient experience strategy questions with a comprehensive Healing Arts Programme to 
address aspects of the hospital environment – see overleaf.



CARING DOMAIN – PATIENT EXPERIENCE - HEALING ARTS

CARING DOMAIN – PATIENT EXPERIENCE – SURVEYS

There are no new surveys since the previous reporting period. Divisional Action Plans are monitored and reviewed via the Patient Experience Monitoring Group.

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Eternal Garden –The project aims to provide a calm and tranquil space,
away from busy clinical areas, for families to spend time with their loved
ones particularly at the end of life. It will also provide a space for difficult
conversations with families and for teams to debrief after a challenging
clinical event.

The Eternal Garden was opened on 28th April 2022. The value of the
Eternal Garden will be measured and assessed through engagement
with those who have accessed the space and this qualitative data will
help assess the impact of this space.

Nature Works for Health – Further light emitting images were due to be
installed in March 2022, but has been delayed. Images were previously
unveiled in the Ambulatory Care Unit and the Urgent Treatment Centre.

Paintings in Hospitals – These offer art as a distraction for patients. The
phase 1 plan is to exchange and update the artwork at SPH. This will
include CAU side rooms, Paediatric Outpatients, Cardiology, Radiology,
and the main hospital corridors.

Two more light emitting images will be installed in Main
outpatients and the staff wellbeing centre at Ashford.
Photographer Charlie Waite will be present at the unveiling.

Installation is planned for April 2022. The value of these art works will
be explored by collecting qualitative data via a QR code survey, that will
provide data on how the images made people feel. Data collection will
commence in April 2022.

Polls close at the end of April 2022. The impact of the Paintings in
Hospitals project will be measured using QR code surveys, that will
provide feedback from visitors and staff that engage with the artwork
installations.

A staff and patient poll has been launched to gather feedback
on the choice of artwork that will be installed.

A grand opening is planned for 28 April 2022. The operational
management and communications of how the Eternal Garden
can be booked is in progress



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – MEDICATION SAFETY SAFE DOMAIN - INPATIENT SEPSIS SIX CARE BUNDLE

Medication Safety - The 2021/2022 financial year target of <84
medication errors resulting in harm was met with 81 recorded for the
period. In March 2022, there were six reported as low harm and two
reported as moderate harm. The moderate harm incidents related to
adverse drug reactions, with a rash following medication administration
and extravasation on administration of contrast media.

Sepsis Six – There has been no new information since reporting in March
2022. The programme continues to focus on improving compliance with
the most frequently missed elements of the Sepsis 6 care bundle. For
inpatients this is blood cultures and lactate testing and in the Emergency
department this is urine output monitoring

All medication incidents are reviewed or investigated. Medication Safety
Huddles are business as usual and
learning is routinely shared Trustwide.

Significant assurance demonstrated by sustained reduction in incidents
with harm, year on year.

A progress update will be provided in the next report The improvement target was met in the last reporting period.

March 2022

8

Variance/Assurance

Common cause 
variation

Target

N/A

Response

For Information

December 2021

49

Variance/Assurance

Common cause 
variation

Target

48.75%

Response

For Information



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Clostridiodes difficile – Lapses in care were identified in 8 of the 24 cases
reported in 2021/2022. Learning from post infection review identified 3
main areas for improvement: Antibiotic stewardship, prompt isolation of
patients and ensuring adequate (and correctly labelled) samples.

Feedback to prescribers is given during the formal post infection review meetings.
Prescribers invited to attend weekly multi-disciplinary C.diff ward rounds as a
learning opportunity.
The importance of prompt isolation of patients and ensuring adequate sample
labelling are included at Trust Induction and mandatory IPC training.
The messages have been included in the IPC monthly newsletter, emailed and
handed out to clinical staff (this includes a special antibiotic prescribing message).
Work with Surrey Safe Care has taken place to ensure the messages are included in
the new electronic system.

The 2021/2022 NHS target threshold of 25 was met. The Trust is
performing very well when benchmarked nationally per 100,000 bed days
as seen in the bar chart above.

March 2022

0

Variance/Assurance

Common cause 
variation

Target

25 (FY)

Response

For Information

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

COVID: The increase in COVID cases was as a result of the community
prevalence of Omicron BA.1 and then BA.2, which impacted the Trust.
Hospital associated cases were identified in a number of wards, and not
only linked to outbreaks.

Staff reminded of the Hierarchy of controls, the most important part being update of
vaccination and boosters.
Ventilation (using Hepa filters or by opening windows).
Staff and patients encouraged to correctly wear face masks and clean their hands.

There are currently no outbreaks at the Trust reported on the National
electronic reporting portal.
Newly updated guidance has removed the requirement for 2 metre
physical distancing and that, in addition to the stepping down of mask
wearing outside of hospitals, is likely to have an adverse effect on COVID
transmission that is outside of Trust control.

Probable and Definite Hospital Acquired COVID



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Klebsiella – In 2021/2022, there were 24 cases reported, against the NHS
contract threshold of 21. Of the 24 cases 8 were “avoidable”. Lower urinary root
cause (2 had urinary catheters) accounted for 21% of the 24 cases, 17% were
related to pneumonia, 13% were hepatobiliary, 13% were abdominal, and the
others were endocarditis, meningitis, CVC-related or unknown.

High impact intervention audits, that cover best practice in ventilator care
and catheter care, are completed on Tendable.

COVID - 19 was recognised to have caused an increase in these blood stream
infections nationally. This was related to the increased length of stay and the
treatment such as proning, that increased IV line infection risks.
There is a national reduction in COVID patients being admitted to Critical Care due
to vaccination.
The national rates per 100,000 bed days range between 0-19.18. The Trust
recording is 9.06. The Klebsiella bar chart above shows the Trust benchmarked
nationally

March 2022

6

Variance/Assurance

Common cause 
variation

Target (Annual)

69

Response

For Information

March 2022

3

Variance/Assurance

Common cause 
variation

Target (Annual)

21 

Response

For Information

E.Coli – There were 52 cases reported in 2021/2022, against the NHS contract
threshold of 69. In March 2022, there were 6 cases.

As per above action.

The NHS Contract reduction threshold was achieved.
The Trust benchmarks well when compared nationally per 100,000 bed days as seen
in the E.coli bar chart above.



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Pseudomonas aeruginosa – There were 6 Trust apportioned cases in 2021/2022,
against the NHS contract threshold of 10. Not all were “avoidable”. The root
cause of 2 cases was lower urinary, and there was 1 case each for lower
respiratory, intra abdominal, gastrointestinal (bowel obstruction) and
pneumonia (in a patient who was COVID positive).

High impact intervention audits, that cover best practice in ventilator care
and catheter care, are completed on Tendable.

The Trust currently has a vacancy advertised for an IV specialist nurse.

The NHS Contract reduction threshold was achieved.
The Trust benchmarks well when compared nationally per 100,000 bed days as seen
in the Pseudomonas aeruginosa bar chart above.

March 2022

0

Variance/Assurance

Common cause 
variation

Target

0

Response

For Information

March 2022

0

Variance/Assurance

Common cause 
variation

Target (annual)

10

Response

For Information

MRSA/MSSA - There were a total of 15 cases of MSSA in 2021/2022. Root causes
for avoidable cases were hospital acquired pneumonia (6), IV line infections (3)
and infection related to a urinary catheter (1). There was 0 MRSA bacteraemia.

There was no NHS contract threshold for these cases.
The Trust benchmarks well when compared nationally per 100,000 bed days as seen
in the MSSA bar chart above.



SAFE DOMAIN – ANTIMICROBIAL GUARDIANSHIP
COMPLAINTS

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Two audits were completed in 2021, however these were not broken
down by Division. The antibiotic prescribing prevalence audit, completed
in June 2021, showed the Trust had 43% prevalence of prescribing against
a national target of <33%. Compliance to the Department of Health
guidance for measuring prescribing standards can be seen in table 1.

In response to the June 2021 findings, further work was required to
understand prescribing behaviours and decision making around the
diagnosis of infection. Auditing the diagnosis of infection and
microbiological sampling is also recommended by the Department of
Health. This approach was adopted in November 2021. Table 2 shows
Trust compliance to the diagnosis of infection objectives measured in the
audit.

These actions cover both audits.

Revision of guidelines for common infections such as Community and
hospital acquired pneumonia, urinary tract infections, and Cellulitis to
include more diagnosis guidance and direction for when NOT to prescribe
antibiotics or escalate treatment.

Education & training on: Appropriate use of Urine Dip analysis in the ED
and Admissions units; the diagnosis of common infections, how/when to
use broader spectrum antibiotics; clear guidance and education on
diagnosing HAP, appropriate use of investigations and promote
immediate prescribing only for the septic patient.

Direct feedback and investigation of cases via focus groups, to identify
what/where it is going wrong and for learning.

Divisional Leads to complete Division specific audits and action plans for
improving compliance.

Re-audit of Trust compliance.

There are 3 main challenges being faced. Pharmacy is currently in
operational business continuity, there is a staffing challenge for
addressing antimicrobial stewardship work and Surrey Safe Care requiring
work on this to be prioritised.

Surrey Safe Care is expected to immediately improve 3 of the metrics
with mandatory fields for indication, duration and 72hr review. It will also
support the audit process with the ability to pull reports.

Timescales for the completion of all actions in the action plan are
currently under review, due to the challenges identified above. Of the 29
detailed actions, 3 have been completed, 2 will be ongoing as they
require continued action, 17 are in progress and the remaining actions
are under review for feasibility and realistic time scales.

Reaudit will be in Autumn 2021

There is partial assurance around antimicrobial stewardship in the Trust.

Table 1 Table 2



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

March 2022

6

Variance/Assurance

Common cause 
variation

Target (Annual)

69

Response

For Information

December 2021

0%

Variance/Assurance

Acceptable 
Assurance

Target (Annual)

1.5%

Response

Action Required

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Comprehensive SSI incidence data is collected on a quarterly basis. Q3 21/22
data identified 1/85 incident of SSI for fractured neck of femur surgeries, 0/99
for elective hip replacement, 6/120 for knee, of which 1 was deep infection
requiring re-operation, and 0/34 for breast surgeries.

The lower limb team have been invited to the SSI Oversight Committee
meetings and to collaborate with the SSI Surveillance Team to implement an
improvement pathway.
Root cause analysis (RCA) of the 6 knee SSIs has been requested.

There reduced assurance for lower limb improvement. Incidents of SSI in knee
surgery are mainly superficial, whereas deep infection has occurred more often in
hip surgery. A fractured Neck of Femur improvement plan is in place. RCAs are
completed on all SSI for this surgery. Learning is shared at the SSI Oversight
Committee and at the Trauma meetings.

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 neck of femur, hip, and knee replacements.

A telephone follow-up clinic has been established to capture incidents of SSI
for post-operative breast surgery patients, within the community.

Commenced in March 2022. This may result in a higher infection rate for breast
than is currently being seen.

December 2021

0%

Variance/Assurance

Acceptable 
Assurance

Target (Annual)

1.5%

Response

Action Required

December 2021

0%

Variance/Assurance

Acceptable 
Assurance

Target (Annual)

1.5%

Response

Action Required

There is no new data for urology, laparoscopic cholecystectomy, elective
colorectal surgery or caesarean section since the last reporting period.
Surveillance occurs biannually on these surgeries, except for caesarean section,
which is monthly, however is currently 3 months in arrears.

The first e-learning module for SSI is currently being tested by a user-group.
The go live date is planned for September 2022.

Caesarean section data has shown sustained improvement and the target was
reached in September 2021. The data collected to date offers significant Assurance.



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

Q4 21/22

58% overall 

Variance/Assurance

Partial Assurance

Target (Annual)

Will be set in May 
2022

Response

Action Required

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

The first audits of compliance with the SSI care bundles show that the main areas
for improvement in the wards are pre surgery patient showers, use of Hibiscrub,
and receipt of patient information leaflet.

The SSI champions will complete spot checks for the most missed elements of
the bundle.

Spot checks will commence in April 2022.

In theatres the improvements required are removal of hair in the anaesthetic
area as opposed to the theatre.

The Theatres audit was shared at the SSI Oversight Committee for feedback
to the theatre teams.

Audit results shared in April 2022.

Improvement work for both audits will concentrate on areas where compliance to
the care bundle was less than 70%. Some elements of the bundle were recent
introductions, and will require cultural changes, which will take time to embed.

Q4 21/22

0%

Variance/Assurance

100% compliance in 
5/7 elements

Target (Annual)

Will be set in May 
2022

Response

Action Required



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – PRESSURE ULCERS (PUs)

Category 2 Pressure Ulcers: There were 144 in 2021/2022. In March 2022,
the number of category 2 pressure ulcers remained within target.

Category 3 and Unstageable Pressure Ulcers: In 2021/2022, there 31 in
total. In March 2022 there were two unstageable pressure ulcers, one was
device related on Swan Ward, secondary to a plaster cast not having
appropriate review or follow up. The second occurred on Cherry Ward
and was consistent with end of life skin changes. A Deep Dive into
pressure ulcers in February 2022, identified improved compliance with
Trust policy for pressure area care is required, including documentation.

Trolley companions (inflatable pressure redistribution mattresses)
purchased for use on ED trollies when patients at risk are identified.

The 2021/2022 quality priority was met.
Mattresses in use in ED since April 2022.

Swan Ward have introduced set timing for four hourly repositioning of all
patients. The pressure ulcer secondary to a plaster cast has been
escalated to the Orthopaedic Team for discussion at the Trauma Meeting
for review of clinical practice.
The Tissue Viability Team (TVT) will be involved in the Trauma
educational day in April 2022.
Early interventions are supported by the TVT.
TVT will attend all Rapid Reviews.
All areas provided details for ordering heel off loading devices.
Pressure ulcers discussed at the Harms Free Care Oversight Group.

Action plans and interventions implemented on Swan ward have resulted
in a significant improvement in the number of pressure ulcers in March
2022.
With the exception of Swan Ward, no one ward has had continued issues
with hospital acquired pressure damage. This offers partial assurance.
TVT attendance at Rapid Reviews commenced in April 2022.
The clinical areas have each developed an action plan, which is being
monitored via the monthly Harms Free Care Oversight Group.

March 2022

9

Variance/Assurance

Common cause 
variation

Target

10% reduction (168 or 
<)

Response

For Information

March 2022

2

Variance/Assurance

Common cause 
variation

Target

75% reduction – less 
than 5 per 

Response

Action required



SAFE DOMAIN – FALLS

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Falls: There have been 18 falls with moderate/severe harm in 2021/2022.
The 2 falls in March 2022, were recorded as severe harm (1 each on
Falcon and Kingfisher Wards).

The analysis of the ED falls that have previously occurred showed that the
environment and trolley placement was a contributory factor in the ED
falls.

The Falls Lead attended the 72 hour rapid reviews to identify learning and
support prevention of further falls. Falcon and Kingfisher will present and
discuss the learning at the next Falls Steering Group. BDO audit actions
include; Clinical Practice Educator (CPE) local training programmes on risk
assessment and care planning, weekly Ward Manager documentation
spot checks with immediate feedback, increased sample size included in
monthly Tendable audits, inclusion and discussion of falls risk at safety
huddles.

The next Falls Steering Group is 4th May 2022. CPE teaching commenced
in March 2022. The Falls Lead completes on the spot risk assessment
checks and education, and will continue to monitor this. The falls
Champion meeting will be in May 2022: The learning will be taken to their
local areas. The ‘April falls day’ focused on falls risk assessment, care
planning. A sustained improvement in falls reduction has been
demonstrated on Swift Ward following the Lying and Standing Blood
Pressure QI project. The BDO falls action plan has 6 of the 10 actions
completed. Monitoring is via the monthly Falls Prevention Steering
Group.

All patients attending ED with a fall or following rapid risk assessment and
identified at risk of a fall, will be cohorted in one area within the
department enabling Baywatch principles to be implemented.

The ED changes will commence in April 2022. Data will be collected and
monitored by the Falls Lead in May 2022.

March 2022

2

Variance/Assurance

Common cause 
variation

Target

10% reduction (<11)

Response

Action Required

March 2022

13

Variance/Assurance

Common cause 
variation

Target

10% reduction (117 or <)

Response

Action required

Repeat Falls: There were 143 repeat falls in 2021/2022. In March 2022,
the repeat were on a number of wards across the Trust. One patient fell
on Cherry Ward and then again on Walton Care Unit. The remaining 11
patients were all patients that fell on this admission and have had a
previous fall within the last year. A high number of these patients had an
existing diagnosis of dementia.

Staff falls training on dementia patients will be planned with the
Dementia Lead. An alert will be added to Surrey Safe Care identifying
patients that have previously fallen.

The falls training plan will be ready in May 2022.
Surrey Safe Care fall alert will be added as a change after the programme
has started. This will be part of requests for changes once initial
implementation has been completed. Repeat falls and areas for
improvement are presented to the Falls Prevention Steering Group.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – NUTRITION & HYDRATION

MUST: Performance has declined since November 2021. The Trust target
for March 2022 was not met, although shows improvement from
November 2021. The overall score in March 2022.

Ongoing education will target wards scoring less than 95%.
An audit of equipment to ensure easy measurement of MUST will be
undertaken.

The low scoring ward usually scores 100% and the low score in March
2022 for this ward is expected to be a one time anomaly. Wards where
there has been focused intensive education have scored 100%. The
equipment audit will take place in June 2022, due to prioritising Surrey
Safe Care.

Catheter care: In March 2022 there was a continued improvement in the
completion of catheter surveillance forms. However, the change in audit
is not yet embedded across the Trust and some areas did not complete
them.

Audit completion will be discussed at the monthly Harms Free Care
Oversight Group.

The Harms Free Care Oversight Group will meet in April 2022.

March 2022

93.91%

Variance/Assurance

Common cause 
variation

Target

95%

Response

Action required

March 2022

78.3%

Variance/Assurance

Common cause 
variation

Target

New practice standard

Response

For Information

March 2022

95.5%

Variance/Assurance

Common cause 
variation

Target

25% improvement to 
reach 85%

Response

Monitoring required

Fluid balance: In March 2022, the target was achieved. However, the
change in audit is not yet embedded across the Trust and some areas did
not complete them.

Audit completion will be discussed at the monthly Harms Free Care
Oversight Group.

The Harms Free Care Oversight Group will meet in April 2022.
Surrey Safe Care will support accurate fluid balance chart completion with
automated calculations.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – VTE

VTE Risk Assessment: VTE data validation is 1 month in arrears. March 2022 data
will be available in the next report. The target was met in February 2022.

Potentially Preventable HAT <7.5% of all cases of HAT: A HAT is deemed harm if
appropriate preventative measures were not put into place for the patient. Due to
the nationally defined timeframe for identification and inquiry, establishing if harm
has occurred is 8 months in arrears.

None required The Trust target has been met or exceeded 11 times in the last year. The
National target of 95% has been consistently exceeded in the last 3 years.

None required

The Trust target for cases of preventable HAT has been met and exceeded
for the last 3 years.
2017/18 11.32%
2018/19 2.94%
2019/20 3.60%
2020/21 2.78%
In Q1 21/22 the cases of preventable HAT is 4.1%.

February 2022

97.76%

Variance/Assurance

Common cause 
variation

Target

97%

Response

For Information

February 2022

77.31%

Variance/Assurance

Common cause 
variation

Target

80%

Response

For Information

March 2022

25%

Variance/Assurance

Significant Assurance

Target

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

Response

For Improvement

March 2022

TBC

Variance/Assurance

Common cause 
variation

Target

Preventable HAT <7.5% 
of all cases 

Response

For Improvement 

First CTP dose within 14 hours: March 2022 data is being validated and will be
available at next reporting period. In February 2022, the target was not met. Analysis
of the data revealed a noticeably smaller population sample due to exclusions. The
most notable being contraindication to chemical thromboprophylaxis. The absolute
number not achieving the target has not changed significantly but has lowered the
overall percentage figure due to the smaller population size.

In depth data analysis completed and found appropriate clinical delays to
administration and in the few cases where there was a compliance issue,
direct feedback was provided to the clinical areas involved.

The target has been met or exceeded in the previous 8 months.
The Trust is unable to benchmark, due to being the only Trust in the

country, reporting against the CTP 14 hour standard.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – LEARNING FROM DEATHS 

The Risk Adjusted Mortality Index (RAMI) - This excludes deaths related to 30 days post discharge, zero length of stay, palliative care code Z51.5 and maternity. Between March 2021 and
September 2021, there was a run of 7 data points below the process mean, and between June 2021 and December 2021 there was a month on month increase in deaths in the hospital.
Both are statistically significant and indicate special cause variation. Of these deaths, 13 in March were related to COVID-19. 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 median trend line is presently 86.28, this is an increase from the previous
report, and remains below the standardised RAMI 100 level. However, the RAMI for March 2022 is 110.76. It had been noted in Q3 Learning From Deaths Report that the Trust RAMI had
risen in comparison to acute peers. The peer figure has now also risen, whilst the Trust figure has remained stable.

Mortality is within expected Levels compared with our
peers.
.

March 2022

124

Variance/Assurance

Common cause 
variation

Target

N/A

Response

For Information

March 2022

124

Variance/Assurance

13 deaths were related to 
COVID-19. This is 
comparable to national 
picture

Target

N/A

Response

For Information

March 2022

110.76

Variance/Assurance

Within control limits

Target

Standardised RAMI = 
100

Response

For Improvement

CrudeMortality - In March 2022 there were 124 in-hospital deaths, of which 8 were adults in ED, and 1 was a paediatric inpatient, and 1 was a neonatal inpatient.

From June 2021 onwards there was an increasing number of deaths in the hospital month on month. This is statistically significant, as seen in the SPC chart, indicating special cause
variation and is likely to be a combination of two reasons. Post COVID wave 2, nationally a picture of lower than average deaths was seen, which is reflected in the Trust figures. There was
a return toward the mean for the Trust when wave 3 of COVID impacted, increasing the deaths again, and this explains the rate of deaths increasing for seven months in a row which has
not been continued.



SAFE DOMAIN – LEARNING FROM DEATHS 

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 25th March 2022. The third chart for the South-East region is included

and indicates whether the pattern of Trust COVID cases reflects that of our peers, however it must be noted that the officially provided data for COVID deaths by area is only available for

the area of usual residence rather than the area where the patient died.

The pattern of data is comparable to the National and 
Southeast picture.

March 2022

124

Variance/Assurance

Trust data 
comparable to the 
National & 
Southeast picture

Target

N/A

Response

For Information

March 2022

124

Variance/Assurance

Trust pattern of 
deaths is 
comparable

Target

N/A

Response

For Information

March 2022

124

Variance/Assurance

Trust pattern of 
deaths is comparable

Target

Standardised RAMI = 
100

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SAFE DOMAIN – LEARNING FROM DEATHS 

Hospital deaths Initial Review within 48hrs - In March 2022, 32 cases (26.2%) had a
review within 48 hours. Overall the median completion rate for initial review is
69%.

Non-coronial deaths scrutinised within 72 hours (target 100%) - In March 2022, 101
(99%) of the total were scrutinised within 72 hours.

A weekly communication is sent to the Divisions and clinicians to
remind them to complete any outstanding reviews.

Mortality Review Panel relaunched to drive improvements, which
includes senior clinician engagement.

March 2022

26.2%

Variance/Assurance

Target not met for 
the last 12 months

Target

95%

Response

For Information

March 2022

99%

Variance/Assurance

Target

100%

Response

For Information

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.


