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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 no more than 132 for the year (a 30% reduction on the baseline year). There have been zero reported 
medication incidents with moderate or severe harm in July and August 2019. There was an increase in the reporting of 
overall medication incidents in August 2019, notably near misses, which reflects the team’s engagement efforts to 
provide an improved safety culture awareness during this year’s Medication Safety Week. 

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 highlights the processes that have been put 
in place to improve SSIs as well as the wider vision that was presented to the Trust Executive Committee in September 
2019. There were 2 C.difficile cases apportioned to the Trust in July 2019 and 1 in August 2019. There were 2 hospital 
on-set E.coli bacteraemias in July 2019 and 1 in August 2019. The report highlights the actions to be undertaken to 
reduce this. 

Effectiveness: In July 2019 there were 95 inpatient deaths and in August 2019 there were 88.  Of the cases identified 
in Q1 2019/2020, one case has been found to have received ‘poor care’ following a stage one and second stage 
review.  Four patients from previous quarters were identified as having received poor care during Q1; three of which all 
have been confirmed with a second review and one is awaiting a stage two review. A full review of learning from deaths 
in Q1 2019/2020 is to be provided to the September Trust Board. 

Safety: There were 21 new Serious Incidents (SI) reported over the period of July and August 2019. The detail of these 
SIs are highlighted within the report. There were 20 SI investigations submitted to the CCG for closure during this 2 
month period also. August 2019 saw the number of hospital acquired pressure ulcers (stage 2 or higher) recorded at 12 
which has achieved the aim of less than 13 per month. This was last achieved in March 2019. 

Experience: There were 26 new complaints in July 2019 and 33 in August 2019. 83% of complaints were closed within 
the 25 working days for July 2019 with 91% for August 2019. In addition the number of complaints re-opened in July 
2019 was 11% with 2% in August 2019. The report highlights the process improvements that have been implemented 
to achieve the performance. Themes of complaints with actions are also included. The report also provides an update 
on the patient feedback trials that have been underway to date. 

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 the target for the reporting 
period and the programme is on track with delivery of strategic aim.    

YTD target  YTD performance Status 

Medication incidents with moderate or severe patient harm 4 or fewer 3 

medication incidents with any harm 55 or fewer 41 

There have been no reported medication incidents with moderate or severe harm in July and August 2019. There is 
also an observed increase in the reporting of medication incidents in August, notably near misses (good catch), and 
this reflects the team’s engagement efforts from this year’s Medication Safety Week to promote a high safety 
culture. These near misses (good catch) and identified trends are discussed in safety huddles and forums and serve 
to support change ideas in preventing harm incidents. 

UPDATE ON INTERVENTIONS:  
ENHANCE SAFETY CULTURE & SHARING BEST PRACTICE 
The workstream to deliver improvements in the use of opioids medicines has produced a pain management 
algorithm, published with a revised clinical guideline. The approach recognises the different rationale for opioid use 
both in primary and secondary, and gives clarity to clinicians to aid choice of intervention and help prevent opioid 
related medication incidents. Educational sessions with prescribing colleagues are planned for October 2019.  

MEDICINES EXPERTISE INTO CLINICAL AREAS, & AUTOMATION AND DIGITAL TECHNOLOGIES  
Plans are progressing to pilot a new role and approach to administering medicines on Swan ward using pharmacy 
technicians.  A job description to support recruitment to the new role is currently under review.  
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In conjunction with colleagues in Primary Care Networks (& Integrated Care Partnership (ICP)), we are seeking to 
introduce pharmacists into GP practices to deliver elements of the NHS Long term Plan. These new roles will support 
efforts to deliver an integrated clinical pharmacy service across the ICP, improve medicines safety working as part of 
the multi-disciplinary team and will primarily be patient facing.  Interviews are scheduled for Q3 2019/2020. 

The upgrade to the pharmacy dispensing robot commenced in August 2019 and will last for 12 weeks. The 
technology helps to streamline medicines supply processes and reduce risk of medication errors. 

RISKS 
The timeline for implementation of electronic prescribing and medicines administration solution is expected to be FY 
20/21. This will delay start of work streams to introduce decision support to improve prescribing and may limit 
impact of medicines safety programme in 2019/2020. Mitigation includes 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.  

OUTCOME MEASURES 
This month the team will be presenting the vision for the reduction of incidents of SSIs at ASPH to the Trust 
Executive Committee, which includes plans to have: 

 A robust system and methodology for SSI surveillance 

 Learning from incidents of SSI which is shared and forms the basis of improvement 

 Appropriate actions in place in order to reduce the risk of SSI incidents occurring 

 Reduced harm to patients as a result of SSIs 

As part of the plans to ensure on-going surveillance and accurate reporting of all SSIs, one dedicated nurse post has 
been recruited to and a Registrar-level clinical lead for reducing SSIs has also been appointed, who will dedicate one 
day a week to the improvement work. Clinical leads have also 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 July 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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PROCESS MEASURES 
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 

CLOSTRIDIUM DIFFICLE  
There were 2 Trust-apportioned cases in July and 1 in August. We remain on trajectory to achieve no more than 28 
cases in the year. 

RCAs reviewed by the CCG in July confirm 3 (out of 7 cases) had a lapse in care related to antimicrobial prescribing 
and delay in patient isolation. The RCA outcome and required learning has been fed back to the clinical teams. 

E.COLI BACTERAEMIAS 
The target to reduce E.coli bacteraemias has been amended following a letter from NHS England and NHS 
Improvement which outlines the changes to E.coli reduction target. The overall target is now a 25% reduction in 
cases by March 2021 and an overall 50% reduction by March 2024. This equates to a target of 200 cases for our Trust 
for 2019/20. 

There were a total of 30 cases in July and 18 in August 2019.  We are currently 24 over trajectory to achieve the new 
target. 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. 

There were a total of 2 hospital on-set cases in July 2019 and 1 hospital on-set case in August 2019.   
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Reduction of hospital onset E.coli bacteraemia remains 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. 

 Recruitment to the IV Nurse Specialist post. 

MRSA & MSSA BACTERAEMIAS 
There have been no Trust apportioned cases of MRSA bacteraemia.  There were 2 hospital-onset MSSA bacteraemia 
in July and 1 in August. Of these RCAs are in progress for one suspected to be an IV device related infection. 

CATHETER ASSOCIATED URINARY TRACT INFECTIONS (CAUTIS) 
CAUTIs are serious healthcare associated infections 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 1st there has 
been 1 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 new harms percentage for pressure ulcers, 

falls, catheter-associate urinary tract infections (CAUTIs) and venous thromboembolism (VTE). This was more 

favourable than the national average in July 2019 (1.90% vs 2.24% nationally).   

In July 2019 overall harms were at a lower (more favourable) level than nationally with pressure ulcers at 0.85% vs 

1.02% nationally, falls 0% vs 0.54% nationally and CAUTIs 0.21% vs 0.28% nationally. 

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. 

Venous thromboembolisms at 0.85% represents 4 cases which is higher than 0.45% nationally.  The Thrombosis 

Committee is overseeing a service improvement programme.  Next steps include completing outstanding RCAs to 

identify further learning and practice changes, updating the VTE Prevention Policy and a continued focus on reducing 

missed doses of prophylactic enoxaparin.  A drug-chart handover on the Acute Medical Unit (AMU) is having a 

positive impact upon minimising undocumented/omitted doses of medication. 

In August 2019 combined new harms at 0.82% were lower than the national average of 2.19%.  All harms were lower 

than national (pressure ulcers 0.21% vs 0.91% nationally; falls 0.41% vs 0.51% nationally; CAUTIs 0% vs 0.3% 

nationally and VTEs at 0.21% vs 0.51% nationally). 

MATERNITY CLINICAL NEGLIGENCE SCHEME FOR TRUSTS

The Trust was fully compliant with the NHS Resolution (NHSR) Maternity Incentive Scheme requirements and met 

the national due date of 16 August 2019.   

Ongoing clinical pathway work in the scheme areas will continue as part of business as usual with Divisional 

Monitoring.  The details of any future schemes have not yet been released. 
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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 July 2019 there were 95 inpatient deaths (93 adult deaths and 2 neonatal deaths) and in August 2019 there were 
88 inpatient deaths (87 adult deaths and 1 neonatal death).  The median number of inpatient deaths per month 
since December 2018 is 98 compared to 94 for the previous 18 months. 

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 measure is based on calculation from CHKS.  
CHKS risk-adjusted indicators (including RAMI) are now re-based to 2018 and the values below have been re-
calculated using the re-based version. The RAMI model is rebased annually by recalculating the norms based on a 
more up to date data period. This process is good practice for index-based indicators and ensures that the database 
norm returns to 100. After rebasing, the database norm will then typically fall again (from 100) from the moment it 
goes live until it is recalibrated once more.  The RAMI for national-acute-peer hospitals has been added for 
reference. 
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In Q1 of 2019/2020, 40 cases were identified for an SJR and at the time of writing this report, 17 of the cases 
identified in Q1 have been completed (43%).  

Of the cases identified in Q1 2019/2020, one case has been found to have received ‘poor care’ following a stage one 
and second stage review.  Four patients from previous quarters were identified as having received poor care during 
Q1; three of which all have been confirmed with a second review and one is awaiting a stage two review. A full 
review of learning from deaths in Q1 2019/2020 is provided in the Q1 paper presented to Trust Board in this month. 

The most recent, Trust-wide learning event was held in July 2019 on the theme of Anticoagulation harm.  This forum 
explored learning from 3 SJR cases during 2018/2019 which showed harm to patients due to poor management of 
anticoagulation. This was triangulated through a presentation linking the mortality concerns with SIRI investigations, 
an internal investigation along with overall Datix incident reporting and the medication safety work showing the 
overall theme of management issues of anticoagulation.   

One of these SJR cases was discussed in more detail, again along the anticoagulation theme, which highlighted that it 
was documented the haemoglobin had dropped from 125 to 103 but took no action.  This was is in a patient on an 
oral anticoagulant, who had not had their INR checked for several days.  There were no to investigations as to the 
cause of the Hb drop.  There was no review in respect to the continuation of anticoagulation. 

With a multidisciplinary audience of approximately 40 including staff and patient advocates, a small panel of those 
involved with the care of the patient and the reviewer discussed and reflected upon the care of the patient. 

After the success of these learning from deaths events we are now linking with the Patient Safety Team and their 
similarly successful monthly SIRI learning events in order to provide a more consistent monthly learning event for 
the rest of 2019 into 2020. 
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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.   

The stroke team is delighted to have achieved an A rating in the most recent quarter’s SSNAP results April-June 19.  

The table below illustrates the on-going improvement in performance since July 2018. 

Time period
Jul-Sep 
2018 

Oct-Dec 
2018 

Jan-Mar 
2019 

Apr-Jun 
2019 

SSNAP level D C B A

SSNAP score 53 66.5 72.2 82

Case 
ascertainment band 

B A A A

Audit 
compliance band 

C B B A

Combined Total 
Key Indicator level 

C B B A

Combined Total 
Key Indicator score 

62 70 76 82

Team-centred 
post-72h all teams 
cohort 

118 143 138 143

The update below is for July 2019. August data is in the process of being verified and will be available for Trust 

Board. 

Although performing well in key areas there are still some challenges that the service is working through. The first is 

the 4 hour target. In July 47.8% of patients where admitted to a stroke bed within 4 hours against a target of 95%.  

The mean time from admission to a stroke bed is currently 4.10 hours.  Reasons for breaches are as follows: 

 There were 17 occasions where a Stroke ring fenced bed was not available 

 Clinical  exception where the patient was too ill to be transferred and needed to remain in ED 

 3 ED referral delays to the stroke team 

 2 delays in a decision to admit 

Bed capacity across the trust has been challenging in July 2019, which has sometimes compromised bed capacity in 

HASU. 

There are a number of short and longer term plans in place to address this and these are as follows: 

 Lead Nurse for Stroke Pathway is working with the site team to raise awareness about the importance of 

meeting the 4 hour target. 

 To protect the ring fenced HASU beds. The HASU receiving bay is now reported on the daily bed capacity board. 

 The Lead Nurse for Stroke Pathway is developing an escalation pathway when the stroke assessment bed is in 

use. 

 Longer term the service is looking at securing additional bed base. 
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The second challenge is providing therapies across a whole patient’s stay (physiotherapy, occupational therapy and 

Speech and Language Therapy).  All therapies are performing below the expected target for the median percentage 

of inpatient days therapy is received.  The team is in the process of recruiting to vacant posts and should be working 

at full staffing capacity by October/ November 2019.  In the short term locums are being utilized to cover gaps.   

The stroke therapy team is also responsible for assessing and treating neuro-rehabilitation patients.  An exercise is 
underway to understand the impact neuro-rehabilitation patients are having on the team’s capacity to see stroke 
patients and if the current establishment is correct. 

The successes the stroke service has achieved are as follows:  

 The team continues to achieve the targets relating to number of patients scanned within 1 hour and 12 hours.  

 The percentage of patients receiving thrombolysis is under the target set by SSNAP.  However, analysis of the 

reasons behind this show that thrombolysis would have been inappropriate for the majority of patients. 

 Of those suitable for thrombolysis, 2 received treatment within 1 hour.  Our one breach has been clinically 

reviewed and the delay (due to being medically unstable) did not impact on her clinical outcomes. 

 All assessments (medical, nursing and therapies) were undertaken in line with the SSNAP targets.  Furthermore, 

91.3% of patients were set rehab goals within 5 days; this exceeds the target of 80%.  

 The service is also meeting the target relating to patients spending at least 90% of their stay in a stroke bed.  

 July saw an improvement in the number of patients having their cognition and mood screened.  The service is 

now exceeding the SSNAP target of 90%. 

 A hundred percent of patients had a continence plan in place and received a nutritional screen. 

 The service has started reporting the number of patients receiving psychology support whilst an inpatient.  24% 

of patients benefited from this service in July 2019. 

 Finally, July 2019 saw an increased percentage of patients being referred to community rehab – allowing the 

discharge of patients earlier from the Trust.  

The staffing update is as follows: 

 Psychology service is now up and running.  We have employed 0.6wte Consultant Clinical Neuropsychologist and 

1.20wte Clinical Psychologists providing psychology input across the pathway. 

 We have recruited a 4th stroke consultant, candidate to join from February 2020.  Following a restructure, the 

stroke service benefits from a Lead Stroke Nurse, replacing the Matron role.  This more senior role has provided 

leadership to the nursing staff.   

 The specialist stroke nurses are now fully recruited covering 8am to 10pm 7 days per week.  We have recently 

recruited 3 new trust grades to work alongside the specialist stroke nurses, providing junior doctor support to 

the acute stroke pathway. 

 Following a recruitment campaign, our therapy positions posts based across the stroke pathway have been 

recruited to.   
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4. SAFETY 

4.1 LEARNING FROM ERRORS
There were 21 new serious incidents (SI) reported during the 2 month period of July and August 2019. Details of the 
new incidents reported along with initial actions taken and learning are detailed in the Serious Incidents Requiring 
Investigation Report presented to Board.  The themes of the new SIs cover falls with harm, missed diagnosis and 
delayed treatment. There were 2 Never Events during this reporting period of incorrect site intervention on patients. 
These are being investigated. 

There were 20 SI investigations submitted to the CCG for closure in July and August 2019 and the learning from these 
cases will be shared with the teams involved and beyond.    

In one case a baby was born in labour ward theatre at 39 weeks in poor condition and was admitted to Neonatal 
Intensive Care with breathing difficulties and suspected sepsis.  The baby was discharged home after 11 days with 
planned follow up by a Paediatrician. A decision had been taken earlier in the day to deliver the baby by caesarean 
section and this decision was changed by another clinician.    This incident was investigated by the Healthcare Safety 
Investigation Branch (HSIB)1 who recommended the Trust needed to formalise mandatory fetal monitoring training 
at the Trust, which has now been implemented. The Trust has also implemented a system of interpretation of fetal 
monitoring traces in line with national guidance and share the recommendation that documented clinical plans 
should not be altered unless there is a clearly identified reason for doing so and this has been communicated to all 
relevant staff. 

4.2 PRESSURE ULCERS 

The Trust had 14 hospital acquired category 2 pressure ulcers, 3 of which were device related in July 2019. In August 
2019 there were 12 hospital acquired category 2 pressure ulcers, 2 of which were device related. The Trust has set a 
target to reduce hospital acquired category 2 pressure ulcers by 5% for 2019/2020. This equates to 13 per month 
which was not achieved in July 2019, but was for August 2019.

The Trust has a target of zero tolerance for hospital acquired category 3 pressure ulcers for 2019/2020; this has been 
achieved with no hospital acquired category 3 pressure ulcers reported in July and August 2019. 

The Trust has a target of zero hospital acquired category 4 pressure ulcers for 2019/2020; this has been achieved 
with no hospital acquired category 4 pressure ulcers reported in July and August 2019. 

The Trust has a target of zero hospital acquired unstageable pressure ulcers for 2019/2020; this was not achieved in 
July 2019 with 3 being 3 unstageable pressure ulcers affecting 3 patients. However this was achieved in August 2019 
with no hospital acquired unstageable pressure ulcers reported. 

1
 The Healthcare Safety Investigation Branch (HSIB) conducts independent investigations of patient safety concerns in NHS-

funded care across England. One of the current national projects is in Maternity services with investigations undertaken in 

Maternity Units across the NHS to look for themes for improvement. 
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There is no current target set for hospital acquired deep tissue injury. The Trust had one hospital acquired deep 
tissue injury in August 2019. Deep tissue injuries are monitored by the Tissue Viability Team until a category can be 
allocated. Deep tissue injuries can resolve or evolve to become, at worst, a category 4 pressure ulcer. 

Maple Ward achieved 500 days of being hospital acquired category 2 and above pressure ulcer free. This is a 
fantastic achievement and the first time an acute ward within the Trust has attained this. The accomplishment of the 
ward was widely promoted on Aspire and on social media, and Jennie Hall, Programme Director NHSI – Stop the 
Pressure, has asked that Maple Ward share how they have achieved their 500 days. The Tissue Viability team and 
Maple Ward Manager are working together to do this and will share within the Trust and with NHSI. 

4.3 PATIENT SAFETY ALERTS 

No new alerts were received in July and August 2019 and 2 alerts were closed during this period. 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/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.   

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 PATIENT FEEDBACK 
5.1.1 NEW COMPLAINTS
Apart from a small increase in June 2019, there has been a significant reduction in new complaints since February 
2019 and overall since September 2018.  

As previously reported, these trends indicate there is greater local resolution, in particular, as a response to the 
actions generated from the external audit 2018 and those generated from the first and second ‘Experience-Based 
Co-design Workshops (ECBD)’ in November 2018 and July 2019 attended by Staff, Governors, members of the 
Patient Panel and Complainants.  The local resolution has taken place by the Corporate Complaints Team, but also 
Clinical Staff on the wards when alerted by the team. 

5.1.2 TIMELINESS OF COMPLAINTS 
5.1.2.1 ACKNOWLEGEMENT
There is continued compliance of 100% to the acknowledgement of complaints within a 3 day period. The 
acknowledgement process has also been merged with the complaint handler function which has permitted greater 
triaging to PALs and also those which require serious incident investigation. 

5.1.2.2 RESPONSE WITHIN 25 DAYS (OR IN NEGOTIATION WITH COMPLAINANT)
There continues to be a significant improvement in the response times to formal complaints within the Trust 
standard of 25 days. At the end of August 2019, the Trust achieved a response rate of 91%.

This improvement is a consequence of process changes as described in 5.1.2.1, but also of the extension of 
response time with complainant negotiation (with evidence of approval). This is a key step if a complaint is complex 
and potentially expected to take longer than 25 days, or for reasons of business continuity (e.g. sickness, annual 
leave). 
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Continued work to improve the response rate is underway. This includes further streamlining of the complaint 
letter approval process (via the Divisional Chief Nurses) and the governance of actions. A full and detailed report 
was presented to the Patient Monitoring Experience Group (PMEG) in August 2019. This covered the compliance to 
the recommendations of the external audit 2018 and the suggestions made through the ‘Evidence Based Co-design 
Workshops in November 2018 and July 2019. 

5.1.3 QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS
Since May 2019, the number of re-opened complaints has dropped significantly. For the month of August 2019 the 
re-open rate was 2%.   

A key factor in the reduction of re-opens has been additional senior management oversight since May 2019 on the 
quality of responses and the appointment of a complaint writer with a journalistic background. Furthermore, the 
complaint letters have now been templated to both make more explicit ‘the complainant’s concerns (verbatim)’ 
and ‘the actions taken as a result of the complaint’. The complaint team now set out the terms of reference for the 
investigator, ensuring all issues are captured at the outset. Missing these concerns has been a causation of re-
opens in the past. 

5.1.4 THEMES IN COMPLAINTS 
5.1.4.1 DIVISION AND SPECIALTY
In just over a year, (since April 2018 to June 2019), the largest number of formal complaints fell into the Medicine 
and Emergency Services (MES) and Diagnostic, Therapies, Trauma and Orthopaedic (DTTO) Divisions. It is noted 
that both divisions have specialties with high activity. Future reports will attempt to establish the proportion of 
complaints to that activity. 

5.1.4.2 PROTECTED CHARACTERISTICS
Most complaints received are from persons over the age of 26 and particularly from 65 years onwards. Further 
analysis against national data is required to understand whether the Trust is an outlier with this regard. In response 
to the recommendations from the external audit 2018, all acknowledgement letters of complaints are now sent out 
with an equality monitoring form. This will permit a more in-depth analysis and reporting on the nine protected 
characteristics including ethnic group, disability and sexual orientation. This analysis will be reported on from 
October 2019 within this report. 
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5.1.4.3 CAUSE OF 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%) related to ‘communication’, ‘information’ and ‘attitude of staff’.  The latter theme is identified as the 
most prominent in PALs enquiries too. Trust-wide initiatives do currently exist as well as those that are required to 
be implemented. 

Through the comparison of causes across the divisions, it can be seen that all divisions also have ‘treatment and 
care’ as the highest theme for the quarter. ‘Attitude of staff’ and ‘waiting time’ is greater within MES. 
‘Communication/information’ is greater within DTT0. ‘Record keeping/documentation’ is the biggest cause within 
the Theatres, Anaesthetics, Surgical and Critical Care Services (TASCC). ‘Waiting time’ is greater within Women’s 
Health and Paediatrics (WHP). 

Following the recommendations from the internal audit 2018, work is underway with the Datix™ system to obtain 
more granularity on the causes of complaints. This will ensure the Trust and divisions are able to accurately identify 
solutions or map existing improvement programmes that are underway. The latter can be used as assurance both 
for the person who initiated the formal complaint. 

5.1.5 PARLIMENTARY HEALTH SERVICE OMBUSMAN (PHSO) COMPLAINTS 
Up to the end of August 2019 there were 8 active cases at PHSO. For April 2019 to the end of August 2019, PHSO 
received 16 referrals and only one was progressed to full investigation.  

Since 2015/16, the number of PHSO cases referred over time has significantly reduced. The reasons for this are not 
entirely clear, but may suggest that the complaint process at the Trust has improved over time, or complainants are 
taking their issues elsewhere (e.g. Healthcare Safety Investigation Branch). 

5.1.6 LEARNING AND TAKING ACTION ON 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 to PMEG (which have recently been revised) 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™ are being explored. This is required 
to meet the recommendations from the external audit 2018. 

5.1.7 IMPROVEMENT OF COMPLAINT PROCESS 
5.1.7.1 COMPLIANCE TO THE EXTERNAL AUDIT 2018 RECOMMENDATIONS FOR THE IMPROVEMENT OF 
COMPLAINTS
The majority of the recommendations from the external audit 2018 are now met. The key areas that are in progress 
or outstanding are as follows: 

 Revision of PALs, Complaints, Concerns, Compliments and Remedy Policy – currently in draft and will be 
approved in November 2019. 

 Re-build of Datix™ - slow progress due to sickness and absence within Patient Experience Team. Revised 
lead identified. Plan for completion end of October 2019. 

 Culture Change – in progress, culture expert to be consulted for further advice and guidance on progress. 

5.1.7.2 ACTIONS FROM EVIDENCE BASED CO-DESIGN WORKSHOPS 
A very successful second ECBD event was held in July 2019 looking at the complaints process. There were 16 

attendees consisting of Staff, Governors and Ex-Complainants. A progress presentation was given. New actions were 

also generated. Progress will be overseen by PMEG.  

5.1.8 NEW PALS CONTACTS 
There is a small rise in the number of new PALs cases over time. This is due to more complaints and concerns being 
‘locally resolved’ and within less than a 5 day period. 
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5.1.9 TIMELINESS OF PALS RESPONSES 
The closure of PALs within 5 working days remains steady over time. Since September 2018, the average closure 
time is 4 days.  

There is room for improvement with the closure time. The team is identifying process issues that require 
improvement; one in particular is the communication pathways from the team through to the division and vice 
versa.  

5.1.10 THEMES IN PALS 
5.1.10.1 DIVISION AND SPECIALTY 
Up until the end of Q1 2019/2020, WH&P had the lowest PALs activity compared to other divisions. 

In those specialties who experienced >50 PALs between Q1 2018/2019 and Q1 2019/20, a significantly higher 
number occurred in Ophthalmology and Trauma & Orthopaedics.  However the latter specialty did experience a 
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significant drop in Q1 2019/20. These specialties also have high levels of activity. Future reports will establish the 
proportion of complaints to that activity. 

5.1.10.2 REASONS FOR PALS ENQUIRIES
Between  Q1 2018/2019 and Q1 2019/20, the top 4 most common reasons for people contacting PALS is for 
‘communication/information issues’, ‘outpatients (usually appointments)’, ‘waiting time’ or ‘something other 
concerning their treatment and care’.  

It is worth noting that outpatients represent the largest aspect of Trust activity and as such, is expected to be 
greater than other categories. It is also worth noting that there has been a notable decrease in PALs cases within 
this theme and an increase in the communication/information theme. Trust-wide initiatives currently exist as well 
as those that need to be implemented. 

5.1.11 COMPLIMENTS
Many clinical 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. The 
number of compliments formally recorded on Datix™ has also increased over time; however the numbers are still 
low. 

As previously reported, 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.  

5.2 CAPTURING PATIENT FEEDBACK 
5.2.1 TRIALS OF PATIENT FEEDBACK MECHANISMS 
As previously reported the Trust is undergoing 3 different trials from patient feedback providers. This will conclude 
at the end of September 2019 and will be formally evaluated in order to determine a final provider. Highlights from 
the feedback are follows: 

 Up to August 2019, Maternity received 396 responses through the trial of R-Outcomes (commenced May 
2019). There are high scores across the board, the highest score was for ‘treat me kindly’, ‘I can get the right 
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help if I need it’ and ‘I am involved in decisions about me’. 92% were extremely or very likely to recommend 
the maternity service to their family and friends. 

 Since the commencement of Viewpoint within the Emergency Department (ED) in July 2019 there have been 
a significant number of responses (1152 up to 10th September 2019) and a full review of the performance is 
currently underway. Overall, 64.23% were either extremely, or very likely to recommend ED to their family 
and friends.  

 From July 2019 there is on AMU a trial of the new patient feedback technology provided by ‘I Want Great 
Care’ (who currently process the Trusts Friends and Family Test data).  

 The Friends and Family Test question set continues within the Trust. The key headlines from this are there 
were 1567 returns received for August 2019 with most coming from Accident and Emergency, Inpatient and 
Outpatient Settings. A large proportion of patients overall would recommend their friends and family to the 
services within the hospital. 

 The Friends and Family Test will change from April 2020 to include a new universal question of ‘overall how 
was your experience of our service’ that will have 6 response options that the patient or relative can feed 
back on at any time. Further guidance is due to come out this month. 

5.2.2 SOCIAL MEDIA ANALYSIS 
Resource has been identified for the review and response to patient feedback via NHS Choices and Care Opinion 
websites. The feedback will also be logged onto the Datix™ system for the analysis of trends. The process has now 
commenced, and will be reported on in future reports. 

5.2.3   CREATIVE ARTS 
The ‘Healing Arts in Hospital’ work continues through the Steering Group. The 4 work streams the steering group will 
focus on are Music, Visual Arts, Theatre and Architecture. Members of the Steering Group have visited Southmead 
and Chelsea and Westminster Hospital Trusts to gain a better insight to best practice. A business case is being 
prepared for a part time ‘Creative Arts Co-ordinator for the Trust. 



20 

APPENDIX A 

QUALITY ASSURANCE MEASURES 
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MEDICATION SAFETY 
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INFECTION PREVENTION AND CONTROL 
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Note: The RAMI measure is based on calculation from CHKS.  CHKS risk-adjusted indicators (including RAMI) are re-based to 2018 version from August 2019. 
Values have been re-calculated to using the re-based version. 

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

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

94 101 81 105 129 95 104 114 95 80 93 87 1555

3 7 7 11 8 8 9 5 5 11 6 8 105

97 108 88 116 137 103 113 119 100 94 99 95 1663

85% 90% 85% 89% 93% 93% 94% 85% 86% 81% 60% 32% -

25 19 10 5 12 11 8 12 13 12 8 6 205

23 16 7 1 6 9 7 7 7 2 0 0 147

92% 84% 70% 20% 50% 82% 88% 58% 54% 17% 0% 0% 72%

66%

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

2 1 0 0 0 2 0 0 0 1 0 0 8

2 1 N/A N/A N/A 1 N/A N/A N/A 0 N/A N/A 6

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

A&E deaths (in scope from July 18)

43%71%

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

71%86% 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)

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 (09/09/2019).   

EFFECTIVENESS 
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SAFETY 
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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. 

EXPERIENCE 


