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EXECUTIVE SUMMARY 

 
Medication safety: The aim for improving medication safety in 2019/2020 is to reduce medication incidents causing 
harm to less than 132 in total for the year (a 30% reduction on the baseline year). There have been 29 incidents with 
harm reported in the year to date and this report describes the progress to meeting the aim as well as efforts to 
improve safety culture, extend the reach of medicines expertise and introduce technology and automation. 
 
Infection Prevention and Control: The second priority for improvement this year is infection prevention and control 
and specifically the reduction in surgical site infections (SSIs).  The report provides an update on the plan to implement 
a mechanism for continuous SSI surveillance and the results of the reporting of SSIs currently underway.  There were 
no C.difficile cases apportioned to the Trust and two hospital-onset E.coli bacteraemias in June 2019. The report 
includes a description of the learning from previous cases and the resulting planned improvements. 
 
Effectiveness: In June 2019 there were 80 adult inpatient deaths which remains within common cause variation for the 
year.  In Q1 2019/2020, no cases have been found to have received ‘poor’ care to date, however a full review of 
learning from deaths in Q1 of 2019/2020 will be provided in a report to presented Board in September 2019. 
 
Safety: There were 10 new Serious Incidents (SI) reported and 8 SI investigations were submitted to CCG for closure 
in June 2019. Details of the new incidents reported this month along with initial actions taken and learning are detailed 
in the SI Report presented to Board.  The number of hospital acquired pressure ulcers (stage 2 or higher) reported 
each month remains within common cause variation; however, the aim of less than 13 incidents reported per month 
has not been achieved in 2019/2020 to date. 
 
Experience: There were 42 new complaints received in June 2019. There were 38 complaints due to be closed this 
month, of which 76% were closed within 25 working days.  This report describes the review of the complaints handling 
process underway.  The report also describes the plans for obtaining real-time patient feedback, as well as learning 
from recent complaints and proposed patient experience initiatives and developments. 
 
Appendix A to this report includes data and other information provided for assurance. 
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1. IMPROVING MEDICATION SAFETY 
LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST  
2019/2020 Aim: To reduce medication incidents with any harm to less than 132 in the year. 
 
The improvement in medication safety has been identified as an on-going priority to deliver the WHO five-year 
safety challenge set in 2017 (a 50% reduction in harm on the baseline year by 2021/2022). The strategy developed to 
achieve this includes the goal of improving the safety culture; improving access to medicines expertise; and 
addressing human factors through use of digital solutions and automation.  The target aim for improving medication 
safety in 2019/2020 is to reduce medication incidents with moderate or severe harm to less than 8 or fewer cases 
and to reduce medication incidents with any harm to less than 132 in total for the year (a 30% reduction on the 
baseline year).  
 

 
 
Outcome measures for the medicines safety programme compare favourably against target for reporting period and 
trajectory is in direction of overall strategic aim (see Tables 1 and 2).   Since April 2019 there have been two 
medication incidents which resulted in moderate or severe patient harm (YTD target of 2 or fewer cases), and 29 
medication incidents with a description of harm have been reported (YTD target of 33 or fewer cases).  
 
ENHANCE SAFETY CULTURE  
An observed dip in reporting of near miss (good catch) medication incidents in the last reporting quarter appears to 
have been reversed (see Table 3). Plans are ongoing to deliver a refreshed engagement exercise, Medicines Safety 
Week, for the week commencing 15th July 2019.  Also additional workstreams are now live to deliver improvements 
in the use of opioids and anticoagulation medicines. Outputs from these workstreams will be shared in future 
updates. 
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MEDICINES EXPERTISE INTO CLINICAL AREAS & AUTOMATION AND DIGITAL TECHNOLOGIES  
An engagement exercise with the divisions is scheduled for the 11th July 2019 to facilitate discussions on workforce 
and digital solutions to support the medicines safety programme.  

 
SHARING BEST PRACTICE 
In June 2019, there was one medication incident reported with ‘moderate’ patient harm in which a patient’s 
clozapine (an antipsychotic) was not prescribed for 5 days, which posed a great risk to the patient’s care. The 
patient’s treatment had to be reinitiated (titrated back up) when this was identified, and although the patient was 
considered fit for discharge, they had to stay additional days as an inpatient during the titration of their treatment. 
Although a drug history was documented on admission, it appears the reconciliation of this history against the 
inpatient chat was not carried out and a vital medication was omitted during the inpatient stay. 
 
CONSTRAINTS/ISSUES 
Constraints to workforce change ideas (new roles/new ways of working) remain and actions to address this are 
ongoing.  This will be with the contribution of the Professional Development Group in realising the opportunities for 
pharmacy input through workforce planning and re-design, and discussions with Divisions are scheduled for July 
Trust Executive Committee (TEC) to facilitate engagement. 
 
RISKS 
The timeline for implementation of an electronic prescribing and medicines administration solution is expected to be 
FY 2020/21. This will delay the start of work streams to introduce decision support to improve prescribing and may 
limit the impact of the medicines safety programme in 2019/20. Mitigations include engagement with prescribing 
teams through induction assessments, simulation training and update sessions to address prescribing incident 
trends. 
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2. INFECTION PREVENTION AND CONTROL 

As part of the work to prioritise and align our quality improvement and assurance work, we are taking a strategic 
approach to the reduction of instances of, and harm caused by, in-hospital infections.  This is a key quality priority 
for 2019/2020.    

 
2.1 ELIMINATING HARM FROM SURGICAL SITE INFECTIONS 
LEAD – Mr SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS, SURGERY AND CRITICAL CARE 
2019/2020 Aim: To establish a baseline for, and then reduce numbers of, surgical site infections. 
 
One of the priorities for improving infection prevention and control in this year is the reduction in surgical site 
infections (SSIs). Post-surgery infections can be life-threatening and they cause significant discomfort to patients and 
result in increased hospital stay, readmissions and re-operations.  They are also a significant cost to the NHS and the 
reduction of SSIs is also an important area of focus for the national GIRFT programme.  
 
Learning from other organisations is that, without on-going surveillance, we will have limited capacity to accurately 
report all SSIs or to react quickly to when incidents are reported.  Also, without timely identification and reporting of 
SSIs, the learning for teams will be significantly diluted and ownership of the patient harm and associated learning 
will attenuate.  In order to achieve on-going surveillance of SSIs, one dedicated nurse post has been established and 
was recruited to in June 2019.  A Registrar-level clinical lead for reducing SSIs has also been appointed, who will 
dedicate one day a week to the improvement work, and clinical leads have been identified in each of the surgical 
specialties. 
 
Processes have also been put in place to improve the identification and reporting of SSIs through the use of the Datix 
reporting system, clinical coding and via electronic discharge summaries.  As part of the national GIRFT SSI audit, 
prospective reporting of SSIs started in May 2019.  From January 2019, retrospective reporting of SSIs has been in 
place in some specialties and the number of SSIs identified in the period January to May 2019 is shown below. 
 
These incidents have been shared with the relevant teams and will be reviewed for learning (SSI data includes 
patients readmitted following surgery and is therefore shown one month in arrears).  
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Previous improvement projects have identified the effectiveness of pre-operative interventions (such as nutrition, 
Chlorhexidine bathing and patient normothermia); intraoperative interventions (such as antibiotic timing and 
maintaining normothermia via patient warming and theatre temperature control); and post-operative interventions 
(such as appropriate wound management).  
 
The team is working to ensure all patients receive these simple, evidence-based interventions including improving 
patient normothermia by increasing the use of warming blankets prior to surgery and standardising antibiotic 
regimes used for appropriate cases. 
 

2.2 HOSPITAL ACQUIRED INFECTIONS 
LEAD – ANN BIRLER, NURSE CONSUTANT, DEPUTY DIRECTOR OF INFECTION PREVENTION AND CONTROL 
2019/2020 Aims:  
To reduce C.difficile cases to no more than 28 reported in the year; 
To reduce E.coli bacteraemia (community and hospital-onset) for 2019/2020 to no more than 186 cases and 29 for 
hospital-onset cases; 
To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20 
 
There were no C.difficile cases apportioned to the Trust in June 2019. There have been seven cases in 2019/2020 to 
date which is on trajectory to achieve the target reduction for this year.  Root Cause Analysis (RCA) will be reviewed 
by the CCG in July to identify if there were any lapses in care attributable to the seven cases. 
 

 
 

Hand Hygiene audits are undertaken and submitted by all wards each month. Poor compliance is monitored by 
divisional teams and escalated to clinical leads for the area.  Appropriate antimicrobial prescribing is monitored by 
targeted ward rounds of high risk areas and high risk patients and also via trust antimicrobial audits. Learning is 
addressed from RCAs.  
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The target to reduce E.coli bacteraemias in 2019/2020 is 186 (all cases- community and hospital onset). There were a 
total of 18 cases in June 2019 and of these, two were ‘hospital-onset’.  Focus will continue around RCAs for hospital 
cases with the aim of achieving engagement of clinical teams to address any learning if the bacteraemia was related 
to an invasive device or procedure. 

 

 
 

We are currently over trajectory to achieve a 10% reduction of hospital onset E.coli bacteraemias with seven cases 
to date. Reduction of hospital onset E.coli bacteraemia is focused around invasive devices/procedures and this 
includes: 

 Monthly hand hygiene audits by all wards/departments 

 Monthly high impact intervention audits for central venous catheter insertion and ongoing cares; peripheral 
venous catheter insertion and ongoing cares; and urinary catheter insertion and ongoing care 

 Aseptic Non Touch Technique compliance. 
 
There have been no Trust apportioned cases of MRSA bacteraemia in 2019/2020 to date and there has been one 
hospital onset MSSA bacteraemia in June and an RCA is in progress for this case. 
 
CATHETER ASSOCIATED URINARY TRACT INFECTIONS (CAUTIS) 
CAUTIs are a serious healthcare associated infection where the patient has a positive culture taken when an 
indwelling urinary catheter has been in place for >2 days.  The most effective preventive measures are avoiding 
catheterisation and removing catheters as soon as possible. Optimising aseptic technique and maintaining a closed 
drainage system also reduce risk.  
 
CAUTIs are currently collated by the wards via the monthly Patient Safety Thermometer. Since April 2019 there has 
been one reported CAUTI.  
 
To promote safe catheter care and minimise risk we have introduced: 

 Catheterisation packs 

 Standardised availability of catheters to prevent use of the wrong catheter 

 Standardised documentation to guide practice and provide assurance 

 Implemented Aseptic non-Touch Technique (ANTT) 

 Education via Clinical Practice Educators and also the National Catheter Programme 
 
More scrutiny around identifying the incidence of CAUTIs is required and also cross boundary working (many 
patients are admitted/discharged with a long term urinary catheter) to ensure safe practice. Our Urology specialists 
will be asked to consider supporting these measures. 
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2.3 NATIONAL SAFETY THERMOMETER 
2019/2020 Aim: The new harms Safety Thermometer KPI for 2019/20 is to remain below the national average. 
 
The National Safety Thermometer ‘classic’ measurement tool combined harms percentage for pressure ulcers, falls, 
catheter-associated urinary tract infections (CAUTIs) and venous thromboembolism (VTE) was more favourable than 
the national average for both May (1.83% vs 2.25% nationally) and June (1.21% vs 2.24% nationally). 
 
 

 
In June harms at a lower (more favourable) level than nationally were all harms (pressure ulcers, VTE, falls, and 
CAUTIs). 
 
Pressure ulcer improvement interventions are Tissue Viability Team frontline training, refreshing the REACT to red 
campaign in wards, and a pictorial card to promote both prevention and early detection.  A new Trustwide Falls Plan 
is under development for rollout in Q2.   
 
A CAUTI improvement programme is being worked-up to involve greater scrutiny around identifying the incidence of 
CAUTIs and promoting cross boundary working as many patients are both admitted and discharged with a long-term 
urinary catheter. 
 
2.4 MATERNITY CLINICAL NEGLIGENCE SCHEME FOR TRUSTS 
 
The Trust is continuing to work to implement the 2019 standards for maternity services provision in order to be fully 

compliant by the national due date of 15 August 2019.   

Standard 5 - Midwifery Workforce Planning 

In July assurance was provided that Standard 5, Midwifery Workforce Planning, had been met owing to there being 

an effective system of Midwifery workforce planning to the required standard. A radical workforce re-design, to 

achieve a different way of working, is required to be able to achieve the continuity of carer element of Better Births 

and the Saving babies Lives care bundle.  The recommendations have specified that maternity care must be 

reorganised to deliver: 

 A team of midwives caring for all women in a small, defined area – and following these women through the 

maternity system. 

 Midwives specialising in caring for specific cohorts of women, whether that be low risk, or those requiring 

more medically or socially complex care.  
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 Consideration should be given to the inclusion of specialist roles and Maternity Support Workers. 

An action plan is underway with monitoring at Divisional Governance in response to the above review of midwifery 

staffing needs. 

Standard 9 – Role of Safety Champions 

Standard 9 involves engagement with staff and external programmes.  The Trust has actively participated in the 

region’s Local Learning System (LLS) and national forums such as the Maternal and Neonatal Health Safety 

Collaborative National Learning event.  At this, maternity safety priorities and safety QI projects in the UK were 

explored collaboratively.  The Trust is involved with the monthly Surrey Heartlands Local Maternity System’s Quality 

and Safety Forum.  The Board Champion has implemented monthly feedback sessions for maternity and neonatal 

staff to raise concerns related to relevant safety issues.  Staff feedback sessions are held on progress against the 

local improvement action plan in response to items raised. 
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3. EFFECTIVENESS 
 

3.1 LEARNING FROM DEATHS 

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

2019/2020 Aim: By Q4 100% of applicable deaths will receive a timely structured judgement review (SJR). 
 
In June 2019 there were 83 inpatient deaths (80 adult deaths and 3 neonatal deaths) which remains within common 
cause variation for the year.   
 

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

 
 
 
In Q1 2019/2020, 28 cases were identified for Structured Judgement Review (SJR) of which, 9 (32%) have been 
completed to date.  
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As part of the SJR, reviewers are asked to identify if there were any problems with care and if these could have led to 
harm to the patient.  In Q1 2019/2020, no cases have been found to have received ‘poor’ care to date, however a full 
review of learning from deaths in Q1 2019/2020 will be provided in the Q1 paper presented to Board in September. 
 
 

3.2 STROKE 
LEAD – Dr GIOSUE GULLI, CONSULTANT  
2019/2020 Aim: By Q4 the Sentinel Stroke National Audit Programme (SSNAP) overall rating will be A or B.   
 
Improving stroke service performance is an ongoing priority to deliver improved patient outcomes and the Trust 
monitors its performance by the Sentinel Stroke National Audit Programme (SSNAP) rating.  SSNAP is a major 
national QI programme which measures the quality and organisation of NHS stroke care.   SSNAP is the single source 
of stroke data in England, Wales, and Northern Ireland.  It assesses both the processes of care provided to stroke 
patients, as well as stroke service organisation against evidence-based standards, including the 2016 National Clinical 
Guideline for Stroke1.   The Trust aim by the end of Q4 2018/19 is for the Sentinel Stroke National Audit Programme 
(SSNAP) overall rating to be A or B.  The Trust has a stroke improvement programme in order to achieve its aim.   
 

 
 
Score range for grade2 
 
Level Score range

A > 80.8

B 70 - 79

C 60.5 - 68.4

D 44.2 - 57.9

E 32 - 37  
 
 
 

The Trust is now achieving its aim of an overall SSNAP rating of B as at Q4 18/193. The ‘score range for grade’ has 
been determined by analysing regional results for the past 5 quarters.  A minimum score of 70 is the estimated 
lowest score needed to retain a B rating, but this is only able to be an estimate as the range varies each quarter. 
 
1 National Clinical Guideline for Stroke (Intercollegiate Stroke Working Party) 5th Edition 2016 
2 Based on review of regional ranges across grades for the past 5 quarters 
3 Most recent SSNAP data release is Q4 18/19 and the next release is anticipated in September 2019 for Q1 19/20. 
 
SSNAP outcome measures for patient care are KPIs grouped into 10 ‘patient centred domain levels’ each given A-E 
ratings.   4 of the 10 domains at Q4 18/19 are level C so these outcomes need particular focus:  admission to the 
stroke unit within 4 hours, thrombolysis within 1 hour, speech and language therapy, and timely combined therapy 
rehabilitation provision.   
  
Current outcomes are as follows for these key indicators based on stroke audit data in the 2 months following the 
last SSNAP release: 

 Four hour admission to the unit is 55% in June (May 64%) but 54% YTD which is 1% lower than Q4. 

 Thrombolysis within 1 hour has improved to 33% (1/3) in June (May 25%-1/4) with 36% YTD, lower than the 43% 
latest SSNAP release.    

 However the total amount of lysis performed in June reached 22.5%, which is the highest in 2019 and above the 
national target of 20%. 

 The median of inpatient days of speech and language therapy provided has improved from 33.2% to 41% (target 
45%).  

 The same applies for Occupational therapy which has improved form 48.1% to 51.7% (target 70%), and 
Physiotherapy from 56.5% to 64.4% (target 75%).  
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 Once patients are seen and received our MDT provides 45minutes of therapy in average which is above the 
desired target (35 min). 

 
Reasons for delays in June thrombolysis are as follows: the need to manage blood pressure and confirm 
anticoagulants first with the General Practitioner, presentation with a different condition first so not a prioritised 
stroke call, blood pressure management treatment, time to obtain a collateral history as a patient lacked capacity, 
and 2 further cases of blood pressure needing control. 
 
As per the previous report we feel that overall outcomes in the pathway will be improved by additional specialist 
resource across the service. For instance, patients can then be seen sooner by a designated stroke specialist to 
promote receiving the best care per SSNAP criteria.   In May, 85% of patients were reviewed by a Stroke Specialist 
Consultant within 24 hours while in June it was 72.5%.  Variation in this figure is explained by the day of admission, 
bearing in mind that Consultant cover is not currently in place over the weekend.   Seven day service (7DS) provision 
is not yet in place across the pathway. 
 
Performance in swallow screen, Stroke Nurse review, timing of MDT review and goal setting is improving and figures 
are, in the vast majority of cases, above the target. 
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4. SAFETY 

4.1 LEARNING FROM ERRORS 
There were 10 new Serious Incidents (SI) reported in June 2019.  Details of the new incidents reported this month 
along with initial actions taken and learning are detailed in the Serious Incidents Requiring Investigation Report 
presented to Board.  A summary of new serious incidents reported this month is below: 
 

Following normal test results from investigations into weight loss and abdominal pain no follow up was arranged to explore the 
reason for the patients worrying unexplained symptoms. The patient was readmitted and diagnosed with a cancer for which 
treatment is underway. 

A patient with abdominal pain was treated for a hernia and was later diagnosed with an aortic aneurysm rupture five weeks 
later from which he sadly died. 

A 94 year old patient with a number of medical conditions, fell on the ward and hit his head on the bed frame. He suffered a 
cerebral bleed which was treated conservatively and sadly he later died. 

There was a 4 month delay in diagnosing spinal cord compression in a 68 year old patient which later required emergency 
surgery. The patient is making good progress following spinal surgery.  

A baby was born prematurely and suffered lack of oxygen during the birth. The baby was admitted to Neonatal intensive Care 
and was later discharged from hospital with follow up to monitor ongoing development. 

A woman suffered a stillbirth at full term. An investigation is being undertaken by the Healthcare Safety Investigation Bureau 
(HSIB) as part of a National Programme to reduce stillbirths. The family were offered bereavement counselling from our 
Midwifery Counselling Service.  

A 94 year old patient fell whilst mobilising with a Zimmer Frame suffering a fractured neck of femur. The patient went on to 
have an operation to repair the hip and following recovery was discharged back to the nursing home. 

A 15 year old patient suffered a lip burn from the equipment being used to remove his dental braces. The equipment was 
immediately removed from service. The burn has since healed following treatment with salt water mouth washes. 

An 84 year old patient attending the eye clinic as an outpatient fell as she got up to leave the consulting room. The patient 
suffered a fractured hip and thigh from which she recovered well after a repair operation. 

A patient attending hospital for an outpatient appointment tripped on a metal joining strip in the public café at the hospital 
entrance.  The patient suffered a fracture neck of femur and recovered well after a total hip replacement. A new strip has been 
ordered and interim repairs were made to the area in the meantime. 

 
There were 8 SI investigations submitted to the CCG for closure in June 2019 and the learning from these cases will 
be shared with the teams involved and beyond.   In one case a patient with history of low rectal cancer underwent 
surgery at another Trust in 2017 and was referred to Ashford & St Peter’s Hospitals for post-operative care.  In July 
2018 a CT scan was undertaken and concluded that there was a new lung nodule which was suspected lung 
metastasis.  Unfortunately the standard process for notification of the surgical team (Code 5 process) was not 
followed in this case and as a result the patient was not reviewed until February 2019 at his next routine 
appointment.   
 
The learning from this case has been shared with the relevant teams including the importance of the adherence to 
the Code 5 process, and this has also led to a number of changes being made in order to improve safety.  For 
example, the Colorectal service have put in place a process to monitor all patients referred from other Trusts to 
ensure they are seen within three months of the referral being made and all diagnostic results are now sent to the 
Colorectal MDT meeting to determine if follow up treatment will be required. 
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4.2 PRESSURE ULCERS 
The aim for improvement in reducing harm from hospital acquired category 2 and above pressure ulcers this year is 
a 5% reduction, which equates to no more than 13 per month.  An 18% reduction was achieved in 2018/2019.   
 
In June 2019, there were 15 hospital acquired category two pressure ulcers, one of which was device related, as well 
as one category 3 pressure ulcer, two deep-tissue injuries and two unstageable pressure ulcers; giving a total of 16 
hospital acquired category 2 and above pressure ulcers reported in the month. 
   

 
 
The number of hospital acquired heel pressure ulcers (stage 2 or higher) reported each month remains within 
common cause variation; however the aim of less than 15 incidents reported per month has not been achieved in 
2019/2020 to date.  As a result, a number of actions are underway to work with ward teams to improve. 
 
This includes a further focus on reducing heel damage and a continued focus on refreshing the Heel SOS campaign 
across the Trust; as well as refreshing and rolling out the REACT-to-red campaign to ensure early detection and 
prevention of pressure ulcers; in response to fewer category-one pressure ulcers being reported in recent months.  
 
Localised targets for improvement are to be set for clinical areas who are consistently reporting pressure damage 
each month and an update on progress will be provided in future months. 
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4.3 PATIENT SAFETY ALERTS 
No new alerts were received this month and two alerts were closed this month. There are 4 alerts open, 1 due in 
November 2019 the others outstanding but progressing. The safety team are meeting with the alert leads to support 
progress towards completion. 
 
Progress with ongoing alerts 

NHS/PSA/RE/2019/002  

Due on 8/11/2019 

Assessment and management of babies who are accidentally dropped in hospital.  
Lead – Paediatric Consultant.  A new policy is required which is in draft and requires 

information added for other clinical areas where babies may be cared for.  

NHS/PSA/W/2018/009 

Was due on 18/06/2019 

Risk of harm from inappropriate placement of pulse oximeter probes 
Lead – Trust Resuscitation Lead.  Awaiting evidence of completion before closing. 
 

NHS/PSA/RE/2018/008 

Was due on 5/12/2018 

Safer temporary identification criteria for unknown or unidentified patient  

Lead – Head of Emergency Planning & Resilience.  Policies are drafted and awaiting 
ratification.  The merging records process is still to be finalised. 
 

NHS/PSA/RE/2018/006 

Was due on 8/05/2019 

Resources to support the safe a timely management of hyperkalaemia (high potassium in the 
blood)  
Lead – Divisional Director MES.  Awaiting local guidance for hyperkalaemia to be ratified and 
made accessible to bank and agency staff.   Hyperkalaemia is now Included in training and Trust 
wide communication is to follow. 
 

NHS/PSA/RE/2018/005  

Was due on 25/01/2019 

Resources to support safer care for patient at risk of autonomic dysreflexia  

Lead – Deputy Chief Nurse.  A Task and Finish group is to be set up to progress this alert. 
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5. EXPERIENCE 

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

5.1 LEARNING FROM OUR PATIENT FEEDBACK 
Despite a slight increase to 42 in June 2019, there has been a general reduction in new complaints since February 
2019. It is also worth noting that in the same time-period, there is an increase in PALS cases (see PALs section 
below). These trends indicate that for those who use the services of the Patient Experience Team, more concerns 
are being ‘locally resolved’ and not converting into formal complaints.  
 
There continues to be a focus in the Trust on ‘local resolution’ and this was recently addressed at the second 
‘Experience-Based Co-design Workshop (ECBD)’ in July 2019 attended by Staff, Governors, members of the Patient 
Panel and Complainants. Actions have been identified for implementation and improvement, and will be 
implemented imminently. 
 

 
 
There continues to be excellent compliance in June of 100% to the acknowledgement of complaints within a three 
day period.  At the end of June there were 38 open complaints and 76% (n=29) were closed within the 25 day 
response time.  This is a slight increase in performance since last month, and a significant improvement since 
February 2019. 
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It was noted that a third of complaints not closed in time were managed outside the centralised patient experience 
team.  For the remainder, a cross-over in personnel (due to retirement) explains, in part, the delay. The response 
time for closure was analysed by ‘complaint lead’, and found that for all complaints closed in June, almost all (89%) 
were closed within 25 days by the ‘centralised patient experience team’.   The Head of Patient Experience will 
explore and streamline the complaints handling process by those outside the centralised patient experience team. 
 
For complaints not closed within 25 days, nearly all had a closure extension negotiated and agreed with the 
complainant, and most had reasons for delay documented in Datix™.  The latter was an action stipulated by the 
internal audit in 2018. There are a small number of old open complaints, dealt originally through the divisions. The 
Head of Patient Experience will directly manage unresolved and old complaints to expedite resolution.  
 
The response rate for complaint closure over time still remains variable and dependent on many factors including 
staff capacity and/or agreement to sign-off complaint letter. There is a Trust-wide focus to reduce the variability, 
and key actions related to this were generated from the July 2019 ‘(EBCD) Workshop’. This will aim to improve 
performance to reach the set target by the end of quarter 2 (September 2019).  The Head of Patient Experience will 
take forward actions to reduce variability as agreed at the July 2019 EBCD workshop.  A ‘culture campaign’ is also 
needed to improve response rate and was a requirement of the internal audit that was performed in 2018. The 
Head of Patient Experience will develop a culture campaign plan with Deputy Chief Nurse. 
 
Understanding the complaint processes in high performing Trusts is also recognised as key to improvement and 
local, high-performing Trusts in the South East are to be visited by the Head of Patient Experience to seek out 
further solutions for improvement. 
 
QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS 
Since January 2018, there has been a gradual increase in the total number of complaints that are re-opened. 
Reassuringly the actual number still remains below the highest point in October 2018, and has taken a downward 
turn in June 2019. Based on a rolling average of new complaints over the last 12 months (up to June 2019, (n=44)) 
the re-open rate for June was 13%.  
 
One explanation for the increase is that many complaints are now being locally resolved at PALS stage, and those 
that reach a formal complaint stage are often more serious and complex, and resolution is more challenging. To 
address this, more face to face meetings are being arranged with the complainant and the relevant senior 
management to discuss concerns in person. This method of resolution has been found to be highly effective. 
 
To remain vigilant in improving the re-open rate, a complaint writer, with a journalistic background, commenced 
employment on the 21st May 2019.  The quality of complaint responses was also a focused area for discussion at 
the July 2019 ‘ECBD Workshop’. The Head of Patient Experience will to take forward the actions agreed at the July 
2019 ECBD workshop to improve the quality of response.  
 
THEMES IN COMPLAINTS 
Over the first quarter of 2019-20, just over half (51%) of complaints related to treatment and care, and just over a 
quarter (27%) relate to communication, information and attitude of staff.  The latter theme is identified as the most 
prominent in PALs enquiries too (see PALs section later).  
 
A further theme identified in the complaint process is the increase in complainants contacting multiple persons 
within the Trust, and communications not being routinely documented on the Datix™ system, and resulting in 
inconsistent information being given by staff.  The Head of Patient Experience is to raise the importance of 
improving recording of communications with complainants, particularly within the divisions. 
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LEARNING FROM COMPLAINTS 
Currently the recording and governance of learning and associated actions from complaints and PALs enquiries is the 
responsibility of the investigator and/or the Divisional Chief Nurse. The divisions will, through their individual reports 
(which have recently been revised) to the Patient Experience Monitoring Group then provide assurance that such 
actions have been taken and completed.  
 
To explore how this can be achieved at a more corporate/centralised level, and with the support of the Patient 
Experience Team, technological solutions with reporting functionality in Datix™ need to be identified. 
 
COMPLIANCE TO INTERNAL AUDIT PLAN FOR THE IMPROVEMENT OF COMPLAINTS 
Compliance to the improvement plan following the internal audit of complaints process in 2018 has improved 
significantly, and many actions are now complete. Much of this is due to strategic changes. In particular these 
include: 

 Patient experience team centralised - Complaints, PALs, Bereavement, Volunteers, Patient Insight 

 Alteration in managerial oversight - Sitting within Corporate Nursing under Chief Nurse 

 Substantive managerial staff now appointed: 
- Andrea Lewis, Deputy Chief Nurse 
- Helen Collins, Head of Patient Experience and Involvement 
- Natasha Lary, Patient Experience Manager 

 Enhanced capability of Patient Experience Team: 
- Complaint Writer 
- Third Patient Experience Manager approved – focus on complaints 
- Mediation training  

A further update on compliance to the plan is required to the Audit Committee in October 2019. It is anticipated 
that all actions will be completed by that date. 
 
PALS 
Despite a slight dip in June 2019, PALs cases continue to rise, and nearly all (n=155, 96%) were closed within the five 
day time-scale. 
 

 
 
During the last month, nearly two-thirds of PALS enquiries have related to communication and information (61%). 
This theme, like complaints, is by far the largest proportion, with the remainder of enquiries split out across different 
areas.  
 



 

18 

 

COMPLIMENTS 
Many hospital areas display evidence of compliments, and many senior clinicians and managers, such as the Chief 
Nurse, receive direct communications about the excellent care a patient or their family/carers have received. 
Nevertheless, compliments have not routinely been centrally logged and reported.  
 
In June 2019, only eight cases were logged specifically as a compliment, and many related to the compassion and 
care given by staff on Chaucer Ward. The overall compliment recording is below: 
 

Financial Year 
No. of Compliments 
recorded on Datix™ 

2018-2019 164 

2019-2020 (to June) 41 

 
 
The Trust is trialling new patient feedback methodologies, which will permit the live capture of compliments (as 
well as areas for improvement). These will also be reported in the ‘compliments’ section of future reports. 
 
PATIENT FEEDBACK 
The Trust is aiming to improve routine patient feedback mechanisms. Progress is as follows: 

 ‘R Outcomes’ continues to be trialled in Maternity with improving response. In June 2019 there were 140 
responses, which is marginally lower than last month.  The feedback for June is very positive on many 
dimensions of care, and nearly all respondents would recommend the unit.  

 ‘Viewpoint’ trial is just about to start in the Emergency Department and the various equipment and promotional 
materials are being delivered on the 11th July. The go-live date is imminent. 

 ‘I Want Great Care’ is already contracted by the Trust, and currently processes the ‘Friends and Family Test’ data. 
They have offered to trial their patient feedback mechanisms, and this is planned for the Medical Admissions 
Unit. A meeting for implementation was held on the 9th July 2019, and there is provisional agreement. 

 
Following the agreed time-period for the above trials, the successful provider will be selected by the Chief Nurse, 
Deputy Chief Nurse and Head of Patient Experience and an implementation plan will be developed for full roll-out 
across the Trust. It is anticipated that this will take place in quarter three. 
 
‘Friends and Family Test’ (FFT) continues in parts of the hospital but there is an extremely low response rate. In June, 
there were only 184 responses mainly from maternity (as part of R-outcomes initiative), inpatient and outpatient 
areas. Of those who have returned the FFT, the majority said they were extremely or likely to recommend to their 
friends and family. Whilst the trials are underway, we will raise awareness of the FFT across the Trust, and encourage 
its continued usage until the choice of patient feedback service provider is secured. 

 
ADULT INPATIENT SURVEY  
The survey is currently underway for all patients discharged in July 2019. Staff bulletins have been regularly issued in 
the run up, and throughout the month of July. 
 
The results of the Adult Inpatient Survey 2018 have recently been published, and the results can be read via the 
following web-link: https://www.cqc.org.uk/provider/RTK/Survey/3 

 
Key headlines from the survey are as follows: 

 The Trust did very well in their response rate to the Survey and was able to receive the views of 544 in patients 
who were discharged from the Trust in July 2018. This was a response rate of 44%. 

 Compared to other healthcare organisations in England, the Trust compared similarly to the majority (i.e. not an 
outlier) of Trusts. Furthermore, the Trust performed ‘about the same’ in all eleven domains of care compared to 
the previous survey of 2017. Of particular note was the high levels of performance in the following domains: 

https://www.cqc.org.uk/provider/RTK/Survey/3
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 Overall experience (8.1 out of 101) 

 The Emergency Department (8.3 out of 10) 

 Waiting list and planned admissions (8.5 out of 10)  

 The care given by Doctors (8.5 out of 10) 
 

 Within each domain, there were a number of specific areas that patients were asked about. The Trust did 
exceptionally well in the following areas: 

 Being treated with privacy and dignity (9 out of 10) 

 Not having changes made to the patient’s admission date (9.1 out of 10) 

 Single sex accommodation (9.4 out of 10) 

 Having enough to drink (9.4 out of 10) 

 Having confidence and Trust in the doctors (9 out of 10) 

 Having confidence and Trust in the nurses (8.8 out of 10) 

 Being well looked after by non-clinical staff (8.9 out of 10) 

 Being given enough privacy for examinations (9.4 out of 10) 

 For nurses not talking about patients as if they were not there (8.9 out of 10) 

 Transition of services, and specialist being enough information from those who referred them (8.9 
out of 10) 

 Cleanliness of rooms or wards (8.7 out of 10) 

 Choice of food (8.7 out of 10) 

 Being given enough information on the patient’s condition or treatment (8.8 out of 10) 

 Having questions about operations or procedures answered in a way that could be understood (8.9 
out of 10) 

 

 There were eight areas where performance was noticeably low, and three areas that were so low (in italics), they 
affected the overall scoring of the domain entitled ‘overall views of care and services’ (3.2 out of 10). They were 
specifically: 

 Seeking patient views on care (1.2 out of 10) 

 Information on how to make a complaint (1.6 out of 10) 

 Being offered to take part in a research study (1 out of 10) 

 Being bothered by noise at night from other patients (5.4 out of 10) 

 Finding a member of staff to talk about their worries and fears (5.1 out of 10) 

 Delays to discharge (5.8 out of 10) 

 Being told about medication side effects (3.9 out of 10) 

 Being told about danger signals to look out for after going home (4.5 out of 10) 
 
A full report will be prepared including benchmarking against other organisations, and by specific departments to be 
submitted to the Divisional Chief Nurses in advance of the Patient Experience Monitoring Group meeting in August 
2019. At this meeting, a divisional action plan will be presented by the DCN, and from this, a corporate one will be 
developed by the Head of Patient Experience where there are consistencies across the divisions in areas for 
improvement. 
 
 

 

                                                           
1
 Please note that 10 represents the best possible score 



 

20 

 

PROPOSED PATIENT EXPERIENCE INITIATIVES / DEVELOPMENTS 
Other proposed patient experience initiatives include: 

 The development of a Patient Experience Strategy - due for submission in September 2019. 

 Creative arts in hospital environments - Steering Group established with Chief Nurse as Executive Lead. Strategy 
due for submission in July 2019. 

 Roll out of the national initiative known as ‘Always Event’2 – Trust signed up, and initial meeting arranged with 
National Lead to discuss launch.  

 Carers’ Strategy to be refreshed, and improved involvement with Carers – contact made with ‘Action for Carers’ 
and Surrey’s Carer’s lead. Full update will occur in September 2019. 

 Improvement plan to be developed for consistent patient engagement in any service development or change - to 
feature as part of the Patient Experience Strategy. 

 Volunteers’ Manager recruitment is underway, and currently filled with bank.  A backlog of applications being 
tackled.  

 The Bereavement Service is now fully staffed with two part time Bereavement Officers. Bereavement process to 
be included in the Patient Experience Strategy and will include interdependencies with the Medical Examiner 
role led by Deputy Medical Director.  

 
 

                                                           
2
 More information on ‘Always Event’ available via https://www.england.nhs.uk/always-events/what/ 

 

https://www.england.nhs.uk/always-events/what/
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6.0 BECOMING A LEARNING ORGANISATION THROUGH MULTI-PROFESSIONAL LEARNING 
2019/2020 Aim: Multi-professional hours spent at QI related learning events to increase by 10% during the year 
 
Transformation of the education function is required to create a learning organisation and a culture of continuous 
improvement to reduce repeated harms and improve patient experience. This will benefit the whole organisation 
and future proof the delivery of education, as well as contribute to the recruitment and retention of staff across the 
Trust. 
 
In line with the Strategy, the next phase in becoming a learning organisation is to develop a Trust-wide platform 
where learning can be shared across professional groups.  This will be achieved through developing a truly multi-
professional education programme which centres upon making changes to the approach to education in the 
organisation, including the aim of enabling more MDT learning to take place at a local level.  This will support 
ensuring that learning from deaths, serious incidents, safety themes and service user feedback is channelled through 
the education programme.  The aim is to widen the attendance, reach and hence learning from these events. 
 
The delivery of Education in healthcare is undertaking significant reform. In order to maintain our ability to provide 
high quality education in a modern environment the major stakeholders in education at ASPH are proposing to make 
changes which will future proof our system. An Education Board consisting of the major stakeholders involved in 
education (leads for undergraduate, postgraduate, nursing, library/knowledge, simulation and clinical skills) has 
been meeting weekly to discuss the new proposals.  We believe the Education Board’s proposed changes aim to 
deliver the Trust Strategic Objective of ‘Quality of Care – Educate, Learn, and Improve’. 
 
INTERVENTIONS  

 Enhancing service provision and deliver blended learning 
We will both deliver our current services and widen service provision and provide blended learning through a 
combination of online media and face to face.  This is in line with national proposals for making the NHS more 
digitally capable. 
 

 Proposed increase in IT facilities  
It is proposed to introduce more IT facilities for learning in line with the Topol Report guidance on changes required 
for digital NHS services in future.  This will also support both staff and students increasing their education using 
online resources. 

 

 Education outreach to the frontline 
We will expand multi-disciplinary outreach education to the frontline to encourage all staff in clinical areas to see a 
tangible benefit from attending. 
 

 Responding to what our people say 
As reported in the annual GMC survey junior doctors report suboptimal educational supervision and lack of access to 
core clinical skills training.  Nurses have told us that to better meet their needs both the physical environment for 
education and ability to be released to attend the courses on offer needs improving.  In June 2019 a consultation on 
our education proposals is underway to seek our staff views on the proposals to guide next steps. 
 
TEAM CULTURE 
An integral aspect of an established learning culture is building a safe and just team culture in order to support 
patient safety.  This involves a combination of human-resource based approaches including safety culture 
assessments.  We will provide an update on this work at the next quarter-end.   
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APPENDIX A 
 
 

 
QUALITY ASSURANCE MEASURES 
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MEDICATION SAFETY 
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INFECTION PREVENTION AND CONTROL 



 

25 

 

 
 

    
 

   
 
Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.   
 
 

EFFECTIVENESS 
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Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Cumulative 

88 103 85 95 93 94 101 81 105 129 95 104 114 95 80 1462

7 5 4 6 3 3 7 7 11 8 8 9 5 5 11 99

95 108 89 101 96 97 108 88 116 137 103 113 119 100 94 1564

94% 90% 93% 87% 90% 84% 88% 84% 85% 89% 83% 70% 85% 71% 27% 81%

17 14 14 21 10 25 19 10 5 10 11 8 12 11 5 192

16 9 9 17 10 23 16 6 1 5 9 5 5 4 0 135

94% 64% 64% 81% 100% 92% 84% 60% 20% 50% 82% 63% 42% 36% 0% 70%

66%

0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 2

1 1 0 0 0 2 1 0 0 0 2 0 0 0 0 7

1 1 N/A N/A N/A 2 1 N/A N/A N/A 1 N/A N/A N/A N/A 6

0 0 N/A N/A N/A 0 0 N/A N/A N/A 0 N/A N/A N/A N/A 0

Number of deaths of people with learning disabilities 

that have been reviewed

Total number of deaths in scope

% of deaths receiving initial review

Total Number of reviewed deaths considered more 

likely than not due to problems in care           

Total deaths receiving structured judgement review

Total number of adult inpatient deaths

Percentage of SJRs completed (by quarter)

A&E deaths (in scope from July 18)

32%66%

Number of deaths of people with learning disabilities 

considered more likely than not to be due to 

problems in care

Number of deaths of people with learning disabilities

Number of cases requiring an SJR

Percentage of SJRs completed

76% 68%89%

 
 
 
Note: The data in previous months will be updated each month as new cases are identified and structured judgement reviews are completed. Data is correct at the time of 
writing (09/07/2019).   
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Note: The measure of ‘complaints closed within agreed response times’ changed to a new method of calculation and is available from October 2017 only. 
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