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VIEWED

None.

STRATEGICOBJECTIVE(S): Met

EXECUTIVE SUMMARY
The purpose of the Quality Report is to update the Board on performance against key quality indicators on Patient
Safety, Clinical effectiveness and Patient Experience. Assurance is provided and actions outlined to mitigate risk and
improve the safety and experience for patients.
Patient Safety: The Learning from Deaths programme is progressing well with 65% of Q4 reviews completed. Further
details are provided in Section 4.1 of Appendix 1. Median crude mortality increased from 91 over an 18 month period
from April 2015, reached a plateau of 114 for 8 months from October 16 - May 2017 and has now decreased to 97. The
standardised hospital mortality index has remained below the median of 62 for the past 8 months.

There were 41 falls in March 2018 equating to 2.55 falls per 1000 bed days, above year to date average of 2.45 Further
frontline training is focused on ensuring clinical teams target initiatives based on individual patient risk factors. A
number of ward areas have achieved a year free from hospital acquired stage 2 pressure ulcers, with several more
wards at over 100 and 200 days pressure ulcer free. Medicines safety continues to be our biggest safety focus area and
a programme of work is in place to support improving reporting and reducing moderate and severe harm.

Clinical effectiveness: Stroke pathway national outcome data places the Trust in the top 23% of providers.

Patient Experience: The complaints pathway is being strengthened. March complaints performance against
timescale agreed with the complainant reflects improved grade 3 and 4 performance of 56% up from 33% in
December. Grade 1 and 2 performance of 72% has improved from 50% in December.

March FFT inpatient and day case recommended score of 95.3% remains steady. Inpatient and day case response rate
has increased from 7.2% in November to 12.9% in March. FFT satisfaction score for A&E including paediatrics has
decreased since December and may be due to lack of staff availability to promote responses. The reason underlying the
November dip was not clear and results are now back in line with usual levels. Following a processing exception last
month, FFT satisfaction rate in Maternity increased to 100% in March. FFT satisfaction scores for Outpatients remain
consistently high.

Q4 Quality Account Priorities and Business Plan Measures 2017/18: Q4 performance against these areas is shown in
Section 4.2. The Trust has refreshed its quality priorities for 2018/19 to have a streamlined focus on harm reduction and
improved patient experience.

RECOMMENDATION: The Board is asked to review and enquire as necessary.
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1. SAFETY

1.1 SAFETY - MORTALITY
There were 119 adult inpatient deaths, 1
neonatal death and 1 paediatric death in
March 2018. The neonatal and paediatric
death will be subject to a full review and root
cause analysis.

The Learning from Deaths programme is
progressing well with 65% of the Q4 SJRs
now complete. Further details are provided in
Section 4.1 of Appendix 1.

Hospital mortality indices demonstrate that
the Trust is generally a good performer.

The CHKS SHMI is the ratio of observed to
expected deaths and benchmarked nationally.
The SHMI has remained below the median for
the past 8 months.

1.2 SAFETY – FALLS
Both the number of inpatient falls and falls rate
(per 1000 bed days) show random variation
centred upon the median since April 2015.

There were 41 falls in March 2018 equating to
2.55 falls per 1000 bed days, above year to date
average of 2.45. A&E, Cedar and Swift each
had 5 falls, Swan had 4 and BACU and May
each had 3 falls per ward. The Clinical Practice
Educator is progressing frontline training to
ensure clinical teams target initiatives based on
individual patient risk factors.

The reconvened Falls Working Group will
refresh the Falls Strategy and Corporate Action
Plan to incorporate Royal College of Physicians
improvement areas such as vision assessments
and medication review evidencing. This action
has slipped but will occur by the end of Q1.
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1.3 SAFETY - PRESSURE ULCERS GRADE 2
AND ABOVE (HOSPITAL ACQUIRED)
In March, 22 grade 2 and 2 grade 3 pressure
ulcers exceeds target of 14. Dickens and SAU
have achieved a year free from hospital acquired
stage 2 and above pressure ulcers and both
wards have been presented with a certificate of
achievement.

Root cause analyses for the stage 3 ulcers is still
underway but initial learning is that complex
vascular patients need specific monitoring and
early specialist review so that pressure damage
is distinguished from vascular ischaemic change.

1.4 SAFETY – CARDIAC ARRESTS IN AREAS
OUTSIDE CRITICAL CARE
Cardiac arrests in areas outside critical care
have centred upon a median of 4 cases per
month for the past 3 years.

Across 2018/19 the Trust and Surrey partners
will implement the national Recommended
Summary Plan for Emergency Care and
Treatment (ReSPECT) approach to decision
making around end of life care. This aligns with
learning from a recent complaint to ensure a
patient’s situation is re-reviewed each admission
whilst also considering if recent do not
resuscitate decisions have been made in other
organisations to align patient wishes and care
planning.
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1.5 SAFETY - INFECTION CONTROL

HOSPITAL ACQUIRED MRSA
In March the first Trust apportioned MRSA bacteraemia
occurred since February 2015. The case arose from an
infection in an intravenous line. Next year’s target will
remain at zero.

HOSPITAL ACQUIRED C.DIFFICILE
The Trust reported fifteen C. difficile cases this against the
national target of 17. Four out of 14 cases were lapses
from delayed patient isolation or sampling and root cause
analysis is in progress for the March case.

INFLUENZA
Despite having 161 patients in Q4 admitted with influenza,
the management of the cases was robust, with good
containment and adequate guidance from the infection
control team. Measures included bed usage, isolation
rooms and staff personal protective equipment. The use
of trained peer vaccinators helped to achieve a
vaccination rate of 70% frontline staff this year.

1.6 SAFETY – MEDICATION ERRORS
The medication errors reported in March are 44. A steady
decline in the number of incidents reported since August
2017 has been noted. Increased reporting is actively
promoted by a Trustwide focus on induction training, pop-
up sessions in frontline areas and the Patient Safety
Team’s random prizes from the Patient Safety Lottery
campaign. A medicines safety week is planned for May to
improve awareness and encourage staff involvement.

Learning from medication errors and reducing avoidable
harm is 2018/19 key quality improvement priority. The
national focus is to reduce moderate and severe patient
harm relating to medication by 50% over 5 years.

Frontline staff are leading the Medications Focus Group
supported by the QI team to progress key aims for year
one by working towards: 25% increase in reporting of all
medicine errors; 30% reduction in moderate and severe
harm.

Following a successful pilot, the Perfect Ward clinical
improvement App is being rolled in May so clinical areas
receive immediate feedback on medication KPIs. These
KPIs have been collaboratively determined using learning
from other organisations as well as being tailored to our
teams’ local needs. The iPad App will streamline data
collection and provides realtime benchmarked outcome
data to drive continuous improvement.

1.7 SAFETY – SEPSIS SCREENING
Sepsis data is measured monthly but validated
quarterly in arrears so March data is pending. The
target of 80% was exceeded for ED in January with
86% and February at 96%. For inpatients we
achieved 94% in January and 92% for February.
Reducing the impact of serious infections remains a
national CQUIN in 2018/19 with an indicator
covering antimicrobial resistance and sepsis.
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1.8 SAFETY – NURSING STAFFING

Safer Staffing Report
The dashboard for nursing and midwifery safer staffing is
now reported bimonthly to Workforce and Organisational
Development Committee. This dashboard whilst still new
is moving to triangulate staffing, safety and effectiveness.
This is being done by identification of mitigating actions to
ensure shift fill and safety which in March included bed
closures in CDU and escalation areas within Heron
Annexe and AECU.

Shift Fill
In March ward areas continued to report under filled shifts
against establishment for both registered and unregistered
staff with particular affected areas being the Emergency
Department and the Acute Medical Unit.

There is also a noted trend of registered nurse shift
shortfall on the inpatient medial wards overnight. The
shortfall is reviewed daily and staff are moved to maintain
patient safety. The risk that senior nurse managers
encounter is reduced staff flexibility and morale. Nursing
teams continue to work with Organisational Development
to identify ways of enhancing staff experience.

Easter Staffing proved to be challenging despite adequate
planning, an increase in shortfall was noted. Bank rates
were reviewed to support fill and further correlation is
required to note impact. The shift RAG rating tool is to be
reviewed in April.

The senior safety huddle continues to review staffing daily
along with safeguarding and other patient safety matters
with the Chief Nurse and Divisional Chief Nurses to
mitigate risks and offer frontline support in a timely
manner.
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2. CLINICAL EFFECTIVENESS

2.1 EFFECTIVENESS – STROKE
Clinical outcomes from the Sentinel Stroke
National Audit Programme (SSNAP) places
the Trust in the top 23% of providers at July
2017. National outcome data is outlined
below. Our particular strengths are timely
scanning, inpatient therapy provision,
assessing continence care and nutrition. We
perform well at providing occupational therapy,
speech and language therapy and co-
ordinated discharge.

The Trust scores fairly for the prompt
admission into a designated stroke unit area,
which includes the 4 hour direct admission
measure of 46% in March, however this is only
one of many national indicators for this
pathway.

Only 3 out of 14 of our South East Coast peers
who routinely admit stroke patients scored
above us for the prompt admission bundle.
We score fairly for prompt thrombolysis of
eligible patients but it is vital to note that all
applicable patients receive thrombolysis within
timeframe.

2.2 EFFECTIVENESS - NON-ELECTIVE
READMISSIONS

30 day non-elective readmissions for March
of 14.1% (YTD 14.2%) exceeds internal
target of 12.5% and ranged from 12.5% to
15.9% over the past 24 months. National
data has not been available to the sector for
several years now.

A high level trend analysis of the 377 patients
readmitted in March was performed. 86% of
people were readmitted with a different
condition. By age groups the largest was 85
years and over at 31.8% then 80-84 years at
14.6%.

The most common reason for readmission was
62 patients with ongoing pneumonia or lower
respiratory tract symptoms which comprised
16% of readmissions. This reflects General
Medicine as the largest readmission category
in absolute numbers.

Senior Adult Medicine Services recorded
28.1% and Colorectal Surgery at 26.9% had
the highest specialty-level readmission rates.
Within Senior Adult Medicine 22% of patients
were disorientated leading to readmission. In
Colorectal Surgery there was a large number
of presenting conditions upon readmission with
no overall theme which would guide
readmission prevention. Readmission
prevention continues to be monitored and
actioned at Divisional level.
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3. PATIENT EXPERIENCE

3.1 PATIENT EXPERIENCE – FFT

March inpatient recommended score of 95.3%
remains steady. Inpatient and day case
response rate was 12.9% in March.

Following a processing exception last month,
satisfaction rate in Maternity increased to
100% in March.

FFT DATA AT A GLANCE

Key messages are that 1,724 people chose to
give us FFT feedback in March with an overall
rating of 4.80 out of 5 which is in line with
February.

The highest and lowest clinical areas by
recommended score are shown alongside.

Patients aged in their 60s are the cohort most
likely to provide feedback and females are
slightly more likely to provide feedback than
males.

The Trust is continuing to explore different
ways of capturing patient experience in order
to enable us to assess how well our strategy is
being achieved.
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3.2 PATIENT EXPERIENCE –
COMPLAINTS

The Trust received 33 new complaints in
March, which is no more than expected.

The March performance for complaints
responded to within timescale (agreed with the
complainant) has improved from 56% in
February to 69% in March. It should be noted
that 72% of complaints responded to by
timescale were grade 1 and 2, with 56% at
grade 3.

One third of complaints had agreed extended
response dates and this is prolonging overall
response time and constraining capacity.
Currently there are 28 overdue complaints
which are being prioritised in the absence of
divisional capacity. There is a clear plan for
resolution in the next 3 weeks.

Complaints investigation and writing training is
continuing as part of the wider complaints
improvement programme.

Learning from complaints continues to be a firm
focus.

A recent complex ED case has highlighted the
importance of considering dual diagnoses and
this is being shared in the ED multi-
professional Team Meeting.

Learning from a delayed biopsy result is
supporting service improvement and the
Pathology Team is reviewing how they can
further improve their service so that the timing
of providing results is closely linked to patients’
booked appointments.

3.3 COMPLIMENTS

In March our ED team has received
compliments shared with them including staff
kindness, demonstrating caring attitudes and
providing patient centred clinical advice. The
Trust continues to recognise staff excellence
through the national WOW award scheme and
via our own annual awards ceremony.
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4.1 APPENDIX 1 – MORTALITY REVIEW QUARTERLY DATA

The summary below shows the current status of structured judgement reviews under the Learning for Deaths programme.
March deaths are still under review.

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

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

89 113 98 73 92 95 81 91 104 126 103 119

57% 69% 68% 70% 64% 69% 54% 49% 47% 71% 64% 58%

n/a n/a n/a n/a n/a n/a 13 12 8 6 * 0 * 10*

n/a n/a n/a n/a n/a n/a 0 0 1 0 0
awaiting

review

n/a n/a n/a n/a n/a n/a 1 0 1 0 1 1

n/a n/a n/a n/a n/a n/a 1 0 1 0 1
awaiting

review

n/a n/a n/a n/a n/a n/a 0 0 0 0 0
awaiting

review

2 0 1 1 1 3 0 0 1 1 1 1

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 * indicates in progress

Number of deaths investigated under the

serious incident framework and declared as

serious incidents

Number of deaths of people with learning

disabilities that have been reviewed

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 - provisional data pending final

validation
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4.2 APPENDIX 2 - Q4 QUALITY ACCOUNT PRIORITIES AND BUSINESS PLAN MEASURES 2017/18

Key messages are summarised below as at the end of Q4.

Quality Account Priorities - rag ratings are 13/28 (46%) green achieved, 2/28 (8%) amber areas under further
review, and 13/28 (46%) red not achieved.

The year-end improvement trajectories for harm reduction in falls and pressure ulcers were not achieved which
reflects both tight initial targets and declines in performance across the year, which continued in Q4. Our aims to
rollout learning from claims have not been achieved and a contributing factor has been staff capacity. Our
mortality review rates continue to be below the level set although performance is increasing using the new
national Learning from Deaths review programme. The key message is that our quality priority for next year is to
become a learning organisation across these areas, with medication management our overall focus area.

Business Plan Priorities - rag ratings are 14/33 (42%) green achieved and 19/33 (58%) red not achieved.

There is significant harmonisation between the Business Plan and Quality Account priorities. Many of the
priorities not achieved including learning from mortality reviews and other harms, will be incorporated via our
Trustwide learning organisation priority for next year.

The Trust has refreshed its quality priorities for 2018/19 to have a streamlined focus on harm reduction and
improved patient experience.

The detailed status of each individual priority as at the end of Q4 is available for review via the separate paper in
the Board Reading Room.
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4.3 APPENDIX 3 – ABBREVIATIONS

AMU Acute Medical Unit

BACU Birch Acute Coronary Care Unit

CAUTI Catheter-associated urinary tract infection

CHKS This is the trading name of the clinical data supplier for mortality measures

DTTO Division of Diagnostics, Therapies, Trauma and Orthopaedics

DSU ASH Day Surgery Unit Ashford

ED Emergency Department

FFT National NHS Friends and Family Test

HAT Hospital associated thrombus

KPI Key performance indicator

MES Division of Medicine and Emergency Services

MRSA Meticillin-resistant Staphylococcus aureus

PALS Patient advice and liaison service

Pts Patients

QI Quality improvement

SAU Surgical Assessment Unit

SJR Structured judgement review

TASCC Division of Theatres, Anaesthetics, Surgery and Critical Care

WH&P Division of Women’s Health and Paediatrics

WTE Working time equivalent

WOD Workforce and Organisational Development

YTD Year to date


