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EXECUTIVE SUMMARY

Medication Safety: In 2020/2021, the Medicines Safety Improvement Programme’s aim to reduce medication incidents 

with harm of any severity to less than 114 in the year was met with the year-end total of 85. A revised target for 2021/22 

has been set to reduce medication incidents with any harm of any severity to less than 84 in the year, < 7 per month. In 

April 2021, 6 medication incidents were reported, all were low harm. 

Infection Prevention and Control (IPC): There were 3 cases of Clostridiodes difficle (C.diff) in April 2021 and 0 in March 

2021, bringing the year-end total to 18 cases, a 33% decrease from the previous year. There were 0 Trust apportioned 

MRSA bacteraemias in the reporting period. The number of cases for 2020/2021 was equal to the previous year. There 

was 0 hospital onset MSSA bacteraemia in March 2021 and 1 in April 2021. The total for 2020/2021 was 10 cases, a 

33% decrease compared to the same period in the previous year. There were 21 E.Coli Blood Stream infections (BSI) in 

March 2021, of which 1 was Trust apportioned. The year-end total for 2020/2021 was 223, a 9% increase from the 

previous year. The number of Trust apportioned cases compared to the previous year shows a 4% reduction. There were 

11 E.Coli BSI in April 2021, 1 of which was Trust apportioned. There were 2 Trust apportioned Klebsiella cases in March 

2021, bringing the 2020/2021 total to 26, which is an increase from the previous year. The increase in Klebsiella BSI has 

been mirrored nationally as a consequence of the complex care required for COVID-19 patients. There were 0 cases in 

April 2021. Using the definitions provided by PHE, there were 4 COVID-19 cases classed as definite healthcare 

associated in March 2021 and 0 in April 2021. There were 2 outbreaks on 2 wards involving 4 patients on each ward. 

There were 0 definite healthcare associated cases in April 2021 and there were no outbreaks. 

Effectiveness:  In March 2021 there were 102 in-hospital deaths and 75 in April 2021. Of the deaths in March 2021, 7 

were related to COVID-19 and 3 in April 2021. The RAMI was 151.1 in March 2021 and 113.91 in April 2021, both are 

within common cause variation. In Q4 2020/2021 48 cases were identified for Structured Judgement Review, 5 of which 

have been completed. A business case to fund dedicated paid sessions for reviewers to complete SJR is in progress. 
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There had been a decrease in the number of initial mortality screening forms completed in 2020/2021, although focused 

work has produced an improvement for April 2021. The number of deaths reviewed by a Medical Examiner has improved 

from 39.94% in Q1 to 98.54% in Q4. 

Safety: There are no overdue patient safety alerts. The target for hospital acquired category 2 pressure ulcers in March 

2021 was met however the target for hospital acquired category 3 and/or unstageable pressure ulcers were not met. 

April 2021 data is being validated.  Overall the 2020/2021 targets were not met. A new hot debrief process for hospital 

acquired category 2 pressure ulcers has been implemented in the clinical areas. The falls reduction target for 2020/2021 

was met. April 2021 data is being validated. The March 2021 and annual 2020/2021 target for completion of the 

Malnutrition Universal Screening Tool was met. April 2021 data is being validated. The March 2021 annual VTE targets 

for 97% of patients risk assessed and first dose administration of Chemical Thromboprophylaxis within 14 hours of 

admission was not met. April 2021 data is being validated. In 2020/2021 there were 181 cases of hospital associated 

thrombosis (HAT), of which 67 cases have been reviewed and were found to be Not Potentially Preventable. The VTE 

Prevention Service are supporting completion of 2020/2021 outstanding RCAs for HAT. 

Experience: There were 42 complaints in March 2021 and 46 in April 2021. Acknowledgement of complaints within 3 

days of receipt was 100% for the reporting period. In March 2021, 85.7% of complaints were responded to within the 

agreed standard and 94.3% in April 2021. The main themes in complaints for the reporting period were communication, 

treatment and care and attitude of staff. There were 360 PALS contacts in the reporting period; the response rate within 

the Trust 5 day agreed standard was 90% for March 2021 and 97% for April 2021. Themes in PALS related to 

appointment queries and communication. Work to improve themes in complaints and PALS is included in the report. 

There were 1806 compliments received in the reporting period. The increase can be attributed to the Viewpoint patient 

feedback system and the work of the volunteers to collect compliments from inpatient areas. The overall FFT Trust 

response rate is 4.9% representing October 2020 to March 2021.  Further breakdown of FFT results is included in the 

report. A Viewpoint focus on inpatients is detailed in the report. The Healing Arts programme continues to make progress 

with its short-term goals. 

Maternity: Areas for development within the Ockenden assurance tool are detailed in the report. There were 6 Maternity 

SIs closed in the reporting period. Ongoing Monthly Safety Champion meetings continue to assure against the progress 

with the actions required and support Maternity Services. Multidisciplinary training compliance is expected to reach 90% 

for all staff groups by July 2021. The seven day Consultant ward rounds commenced in March 2021 with 2 locum 

Consultants in post. The workforce plan submitted as part of the Ockenden response to the Immediate and Essential 

Actions (IEAs) is progressing and details are included in the report. There have been recruitment challenges, particularly 

with the Homebirth Team and Continuity of Carer Team. Fetal wellbeing training compliance is at 89% with the >90% 

target expected to be met in May 2021. The Division is challenged by 2 of the CNST (Clinical Negligence Scheme for 

Trusts) maternity safety actions, details are provided in the report. 

AUTHOR NAME/ROLE Joanne Finch, Quality & Safety Lead 

PRESENTED BY Andrea Lewis, Chief Nurse 

DATE  20 May 2021 

BOARD ACTION Receive for assurance 
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1. IMPROVING MEDICATION SAFETY 
LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST 

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

to less than 84 in the year (less than 7 per month).  

The ambition of the Medicines Safety Improvement Programme remains to deliver on-going 

improvements in medicines safety and to embed the ethos of the WHO safety challenge to 

achieve reductions in harm against the baseline. The 2020/2021 target was to reduce 

medication incidents with any harm of any severity to less than 114 in the year. This was 

achieved, even with the challenges of COVID-19 and the impact of staff training, 

communication and re-deployment. A key aspect to the improvement programme is the 

multidisciplinary meeting (medicines safety huddles), which have continued and have been 

the launch pad of change, ideas and sharing of learning.

2020/2021 Medicine Safety Programme Performance 

Target 20/21 YTD performance 20/21 Status 

medication incidents with any 
harm 

114 or fewer 85 

The goal for 2021/2022 is to achieve a reduction in medicines harm to below 84 incidents for 

year. This translates to a target of less than 7 incidents of any harm from medication errors 

per month. The approach is to develop further efforts to improve medicines safety through 

workstreams that will be prioritised in the year including, Direct Oral Anticoagulants (DOACs), 

Opioids, Penicillins, Drug Omissions, Safer Oxygen Prescribing and Insulin.  

Medicines Incidents with Harm 

In April 2021, 6 medication incidents with low harm were reported i.e. requiring extra 

observation or minor treatment. One involved the prescribing and administration of penicillin 

to a penicillin allergic patient, another involved delay in prescribing insulin, and the others 

involved near misses around administration, omissions/administration not documented which 

were identified by clinical teams. 
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New Insulin IV charts will be launched in May 2021. These are easy-to-follow charts designed 

to be simpler to use than previous versions, to help reduce variability in practice and the risk 

of errors. The introduction of the new Insulin charts will be supported by drop-in sessions 

occurring with the Diabetes Specialist Nursing Team and Consultants. 

A strategic objective is to reduce medication errors with the introduction of Surrey Safe Care, 

the new Electronic Patient Record, with an electronic prescribing system module. The 

medicines management workstream and Subject Matter Experts have been meeting regularly 

to help support the design and development of order sentences, powerplans and other safety 

features to ensure the intelligence obtained from colleagues in the medicines safety 

programme are captured in the new system. The following additional powerplans have been 

prioritised for development prior to system go-live in December 2021, to configure to local 

needs. These are Acetylcysteine for paediatrics/adults <40kg, Aminophylline, Intravenous 

Phenytoin, Intravenous Immunoglobulins, Ambisome, Digoxin loading, Diabetic KetoAcidisis 

(DKA) treatment, DOACs, Tocilizumab and Magnesium. 

2. INFECTION PREVENTION AND CONTROL 
LEAD – AMANDA WALKER, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION 

PREVENTION AND CONTROL 

2021/2022 Aims:  

o To reduce avoidable cases of E.Coli (community and hospital onset) bacteraemia by 

25% by the end of 2021/2022. 

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

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

2021/2022. 

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

2.1 CLOSTRIDIODES DIFFICLE (reporting for year-end purpose) 
Cases are apportioned to the Trust from two categories: Cases that are detected in the 

hospital 2 or more days after admission and cases that occur either in the community or within 

2 days of admission (when the patient has been an inpatient in the Trust reporting the case in 

the previous 4 weeks).  

There were 0 Trust apportioned C.diff cases in March 2021, which brought the year-end total 

to 18 cases, a 33% decrease from the previous year. The Trust is the 14th lowest (i.e. best) 

out of 145 Trusts in England. In April 2021, there were 2 Hospital Onset Healthcare Associated 

(HOHA) C.diff cases and 1 Community Onset Healthcare Associated (COHA).  

Due to resource constraints as a result of the COVID-19 pandemic and staffing levels in the 

Infection Prevention Team, confirmation of any “lapses in care” was not possible in 2020/2021. 

Root Cause analysis of the April 2021 cases will be confirmed following a multidisciplinary 

meeting. 
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2.2 E.COLI BACTERAEMIAS 

The national target is to reduce E.Coli healthcare associated blood stream infections (BSIs) 

by 25% reduction in healthcare associated cases by March 2021 and an overall 50% reduction 

by March 2024.  

The Trust reported 21 E.Coli Blood Stream infections (BSIs) in March 2021, of these 1 was 

confirmed from a blood culture taken more than 24 hours after the patient was admitted (i.e. 

Trust apportioned). The 25% reduction in healthcare associated cases by March 2021 was 

missed by 28 cases, bringing the year-end total for 2020/2021 to 223, a 9% increase from the 

previous year. Compared to 138 Trusts in England, this Trust is the 14th lowest and the number 
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of Trust apportioned cases in 2020/2021 compared to the previous year shows a 4% 

reduction. In April 2021 there were 11 E.Coli BSIs, 1 of which was Trust apportioned.  

Urinary tract infections were the root cause for 69% of BSIs in the reporting period.  The root 

cause for the remaining cases were hepatobiliary1 (9%), gastrointestinal (9%) unknown cause 

(13%).  

2.3 KLEBSIELLA BLOODSTREAM INFECTIONS 

There were 2 Trust apportioned cases in March 2021, bringing the 2020/2021 total to 26, a 

117% increase from the previous year. This has been mirrored at other Trusts and nationally 

as an unexpected (and unavoidable) consequence of the complex care required for COVID 

patients in ITU, specifically 'proning”2, patients with long stays and the increase in the number 

of ITU patients during the “second wave” of the pandemic. The Trust is the 35th lowest (i.e. 

best) out of 138 Trusts in England. There were 0 Klebsiella BSIs in April 2021. 

2.4 PSEUDOMONAS AEURGINOSA BLOODSTREAM INFECTIONS 

There was 1 hospital apportioned case in March 2021 and 0 in April 2021. The total number 

of cases for 2020/2021 was 6, which is a 50% increase compared to the previous year. The 

issues surrounding the care required for COVID patients are discussed above. The Trust is 

the 35th lowest (i.e. best) out of 138 Trusts in England. 

All cases of Pseudomonas Aeurginosa are reported to the Water and Environmental Safety 

Group. 

1 hepato-" refers to the liver and "-biliary" refers to the gallbladder, bile ducts, or bile.

2 Lying prone is when a ventilated patient is positioned on to their front. The process of getting a patient onto their front is known as 

Proning.  Prone ventilation improves oxygenation in the management of the critically unwell patient with Acute Respiratory Distress 

Syndrome (ARDS).
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2.5 MRSA & MSSA BACTERAEMIAS 

There was 0 Trust apportioned MRSA bacteraemia in the reporting period. The number of 

cases for 2020/2021 was equal to the previous year and this places the Trust in the highest 

quartile when benchmarked against all other Trusts in England. The Trust MRSA policy was 

updated following learning from root cause analysis. 

There was 0 hospital onset MSSA bacteraemia in March 2021 and 1 in April 2021 (related to 

an IV device, although this was a complex case where IV access was not easy). The total for 

2020/2021 was 10 cases, a 33% decrease compared to the previous year. The Trust is the 

32nd lowest (i.e. best) out of 138 Trusts in England. 

2.6 COVID-19 

All screens that test positive for SARS-CoV-2 (2019-n-CoV) are monitored by the Infection 

Control team using definitions provided from NHSEI CNO Letter (Ref No 001559) 19 May 

2020: Interim data collection – hospital-onset COVID-19. This letter defines a definite HCAI 

case when a patient has illness onset (or first positive specimen date) 15 or more days after 

admission. 

In March 2021 there 4 COVID cases classed as definite healthcare associated and all were 

related to outbreaks. There were 2 outbreaks in March 2021 and 0 in April 2021. There was 1 

in Holly Ward and 1 in Wentworth Medical, involving 4 patients each. Learning from the 

outbreaks included ensuring all negative patients are screened according to Trust protocol 

and that all staff carry out Lateral Flow Testing and upload their results onto the web portal. 

There were no staff cases in either outbreak and both outbreaks were closed in April 2021 

after having no further cases after 28 days. The Trust has one of the 10 best (lowest) rates 

nationally for 2020/21. 

2.7 WATER SAFETY 

The Water Safety Report/Plan was updated to make it more practical as a working document. 

Work continues to ensure flushing of water outlets that are not frequently used, sensor taps 

are replaced and risk assessing non-patient areas where Thermostatic Mixing Valves (TMVs) 

may possibly be reduced. Infection Prevention and Control (IPC) ward environmental audits 

identified 2 areas where outlets may have been underused (due to rooms being reallocated 

for storage of PPE during the pandemic, or as a change in ward use) and have instructed staff 

to assure flushing takes place for these outlets to prevent bacterial build up. A process of 

documentation to confirm that outlets are regularly flushed has been agreed by the Deputy 

Chief Nurse.  

2.8 ENVIRONMENTAL STANDARDS  

Carbon dioxide monitoring has demonstrated an improvement in ventilation as a result of the 

additional HEPA Air purification units installed across the Trust. 

Cleaning scores reported to the Control of Infection Committee are included in post infection 

reviews of MRSA bacteraemia and C.diff cases.  



Page 8 of 35

The rolling 2 weekly programme of peroxide dry fogging continues in public areas at both sites 

(including corridors and lifts). There is an agreed response time of 4 hours for any emergency 

clean and additional equipment was purchased to support this. 

2.9 ANTIMICROBIAL STEWARDSHIP 

The biannual antimicrobial Point Prevalence Audit in December 2020 resulted in 

recommendations made to drive quality improvement in antimicrobial prescribing and 

Antimicrobial Stewardship (AMS) practices within the Trust including:  

 Review of the stewardship program and develop other methods for teaching and 

sharing information  

 Communicate the national rates of co-infection in COVID with the aim to drive down 

“just in case prescribing”  

 Continue to review guidelines and be explicit with the need for investigations and 

microbiological sampling  

 Continue to drive the need for formal review all antimicrobial prescriptions at 72hrs  

 Review antimicrobial protocols including use of antibiotics for colitis and gastroenteritis  

 Targeted audit and quality improvement in areas of poor performance 

 Share learning from wards demonstrating good compliance  

 Improve the standard of data collection when auditing   

Key activities such as resuming face-to-face teaching in April 2021 were reinstated to aid 

further reinforcement and uptake of the Trust Antimicrobial Prescribing Policy, to mandate and 

support the Antimicrobial Stewardship prescribing requirements and incorporating drug chart 

endorsement requirements.  

Teaching of junior doctors in the ED has been implemented to reiterate the importance of 

undertaking appropriate investigations, due to a strong local culture to initiate antimicrobials 

in non-septic patients without the appropriate investigations.  Attendance to these sessions 

via Microsoft Teams has facilitated key information being delivered within the constraints of 

COVID-19. 

Feedback on specific point prevalence audit results for each division has been shared with 

pharmacy, the AMS Team Divisional Leads and junior doctors to drive improvement. Key 

stewardship concepts such as principles of good antimicrobial prescribing (e.g. Start Smart, 

Then Focus, 72 hr review) were also reinforced. 

A guideline for use of gentamicin in surgical prophylaxis has been published in MicroGuide™ 

in collaboration with the Surgical Site Infection working group, to encourage a standardised 

safer approach to antimicrobial prescribing in surgical prophylaxis amongst all surgical 

specialities at the Trust. Other areas of surgical prophylaxis guidelines are currently being 

reviewed to drive improvement of antimicrobial use and care in the perioperative period 

including reduction in rates of post-operative infection, whilst reducing emergence of 

antimicrobial resistance. Updated guidelines for use with Obstetrics and Gynaecology 

speciality have also been published and guidance for other indications with poorer audit 

outcomes or paucity of guidance is under review.  



Page 9 of 35

AMS ward rounds have been reinstated to aid improve of antimicrobial prescribing practices 

and enable sharing and learning of key information. AMS ICU ward rounds are taking place 

face-to-face where possible, and C.difficile ward rounds will be resuming in collaboration with 

the Infection Prevention and Control Team.  

3. ELIMINATING HARM FROM SURGICAL SITE INFECTIONS 
LEAD - MR SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS, 

SURGERY AND CRITICAL CARE 

2021/2022 Aim: To reduce Surgical Site Infection (SSI) rates by 5%. 

Data collection on Surgical Site Infections (SSI) for submission to Public Health England 

(PHE), commenced in January 2020, for fractured neck of femur and October 2020 for hip and 

knee replacements. The chart below shows fractured neck of femur performance, up to 

December 2020. Data for hip and knee replacements from PHE was unavailable at the time 

of reporting. Data for submission to PHE is collected quarterly and publication is another 3 

months later, therefore reporting interval are approximately 6 months in arrears. The next 

release of data is expected in May 2021. Data submission on SSI following breast surgery 

commenced in April 2021.  

The SSI rate for fractured neck of femur is at a median of 4%. For November 2020 and 

December 2020 the Trust tracked below the national SSI rate of 1.6%. 
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The Trust has an internal program for data collection and improvement on SSI following 

caesarean section (C-Section). The SSI rate for this is at a median of 15% and demonstrates 

common cause variation as seen in the chart above. Administration Teams are being trained 

to undertake the 30 day follow up phone call and this will enable more up-to-date data by June 

2021. 

The SSI Lead Nurse is supporting a new training and orientation program for all new staff in 

Theatres. The week long program has a focus on compliance with the NICE care bundles for 

Intra-operative SSI prevention. 

The SSI Oversight Committee, which includes representation from all surgical specialities is 

working to facilitate effective data capture and reporting in all other surgical specialities.  

4. SEPSIS  
2021/2022 Aim: To improve the adult ED and inpatient Sepsis 6 care bundle performance 
by 25% from baseline by the end of Q4 2021/22.
Establishing a meaningful baseline for the Sepsis improvement programme during 2020/21 

has proved to be a challenge. Due to the unprecedented times in the hospital during the 

COVID-19 pandemic it has only been possible, in Q4, to examine the data relating to Sepsis 

identification and treatment provided from the Vitals® electronic observations system. Vitals® 

includes some degree of Sepsis screening and escalation, but on closer examination and 

discussion with clinical teams using the system, it does not appear to be a true reflection of 

what is happening at the bedside. For this reason, it has been agreed that a detailed clinical 

audit of patients discharged with a diagnosis code of Sepsis during April 2021 will be carried 

out, in order to establish a more meaningful and accurate baseline. The audit will be completed 

in May 2021 and from this, areas for improvement will be identified and a plan made. It is also 

worth noting that the implementation of the Cerner® electronic record, due in December 2021 

is expected to deliver benefits directly relating to the early identification and management of 

Sepsis. 

5. EFFECTIVENESS 

5.1 LEARNING FROM DEATHS 

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

SAFETY 

2021/2022 Aims: 

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

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

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

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

families within 72 hrs.  

Please note that some data for April 2021 was unavailable at the time of writing.   

In March 2021 there were 102 in-hospital deaths, of which 5 were adults in ED and 1 was a 

neonatal in-patient. In April 2021 there were 75 in-hospital deaths, of which 6 were adults in 

ED and 2 were neonatal in-patients. The figures for both months remain within common cause 

variation. Of these deaths, 7 were related to COVID-19 in March 2021 and 3 in April 2021.

The split between COVID and non COVID deaths is shown in the second of the 2 charts below. 
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The Risk Adjusted Mortality Index (RAMI) is shown below and excludes deaths related to 30 

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

median trend line is presently 90.4. This is an increase from the previous report of 88.9, due 

to the higher figures in recent months, but remains below the standardised RAMI 100 level. 

The RAMI was 151.1 in March 2021 and 113.91 in April 2021.  Both figures are within expected 

common cause variation. 
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In respect to COVID-19 data and national benchmarking the next two charts compare our data 

in a similar tabulated format to that used by the Office of National Statistics (ONS) weekly 

returns, past five-year mortality mean and COVID-19/excess mortality. The data for England 

and Wales is up to the 23rd April 2021.  Data to the end of April will not be published until the 

11th May 2021. The pattern of COVID deaths in wave one and wave two seen in the Trust 

chart reflect those of the national figures.  
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In Q4 2020/2021, 48 cases were identified for a Structured Judgement Review (SJR). Of these 

5 (10%) have been completed to date. Timely completion of SJRs has been affected by the 

response to the second wave of the COVID-19 pandemic. Of the eligible adult deaths in 

2020/2021, SJRs were triggered in 172 cases (12% of overall mortality) and 87 of these have 

been completed, with an overall rate of 51%. The final data for SJR completion will be available 

in July 2021 as this is a quarter in arrears. The year-end SJR completion rate in 2019/2020 

was 83% and 87% for 2018/2019. A similar completion rate is projected for 2020/2021, despite 

the intense clinical pressures faced by the reviewers. 

Going forward, a task and finish group has been set up to oversee actions in regards to 

mortality reviews. A business case to fund dedicated paid sessions for reviewers to complete 

SJRs is in progress and this will be combined with a drive to recruit new reviewers so that the 

Trust has the resource to compete SJRs in a timely manner. 

There had been a decrease in the number of initial mortality screening forms completed in 

2020/2021. Focused work to improve completion in a timely manner and to review all 

outstanding cases has produced an improvement for April 2021. This is part of the work of the 

mortality review task and finish group. A number of methods are being used to try to identify 

cases that may need a SJR in the absence of a completed screening form; these include 

checking Datix for staff or patient concerns, checking cases that require a post mortem and 

scrutiny by the Medical Examiner. Likely hospital acquired COVID infections (a new positive 

COVID swab result after 15 days in hospital) is an automatic trigger for a SJR. Completion of 

initial screening is measured as total percentage completed irrespective of the timeframe in 

which they were completed. Work is underway to change how the data is captured in order to 

report against the redefined quality priority of initial review within 2 days.  
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Performance for review of deaths by a Medical Examiner is shown in the below table. 

Improvement seen in the number of deaths scrutinised (determining if escalation to Coroner 

is required and inclusion of family concerns) increased as the team became fully established 

and performance is expected to continue to improve. 

2020/21 Q1 Q2 Q3 Q4 TOTAL 

Total Deaths 

ASPH 358 340 321 479 1498 

Scrutinised 143 258 299 472 1172

39.94% 75.88% 93.15% 98.54% 78.24%

Data for the 2021/22 priority of 100% of eligible Medical Certificate of Cause of Death (MCCD) 

to be issued to families within 72 hrs is not yet available.   

6. SAFETY 

6.1 REPORTED ERRORS 

There were 6 Serious Incidents (SIs) reported in March 2021 and 8 in April 2021. The detail 

of these incidents is within the closed SI Report. An overview is as follows: 

1. Unexpected/potentially avoidable harm 4 
2. Maternity/Obstetric incident meeting SI criteria: baby only 3 
3. Surgical invasive procedure 1 
4. Diagnostic procedure 2 
5. Treatment /Diagnostic delay 3 
6. Never Event 1 
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6.2 PATIENT SAFETY ALERTS

There are 3 open patient safety alerts as seen in the below table. There were no new patient 

safety alerts received in March 2021 and April 2021. The 3 open alerts are progressing within 

their specialist areas. No alerts have been closed since the previous reporting period. 

On-going  Alert 

NatPSA/2020/008/NHSPS 

Due 01/06/2021 

Executive Lead: Chief of 
Patient Safety. 
Consultant Lead: Dr Ali 
Fawzi 

Deterioration due to rapid offload of pleural effusion fluid from chest drains 

The alert straddles many specialties and encompasses a review of local chest drain 
clinical procedures/LocSSIP3. For the Trust to follow British Thoracic Society, (BTS) 
guidelines for adult and children for drainage of pleural effusion including ongoing 
management plans that align with BTS standards. This should include a bedside 
observation chart or monitoring document outlining clear instruction on frequency of 
observation; including continuous direct observation for the first 15 minutes, red flag 
triggers for drain closure and a local escalation procedure for patient deterioration 
before, during and after chest drain insertion. The current protocol is currently under 
review.  

On-going Alert 

NatPSA/2020/005 NHSPS 

Due 13/05/2021 

Executive Lead: Chief of 
Patient Safety. 

Consultant Lead: Dr Sarah 
Roberts 

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

The alert straddles many specialties/providers --- and encompasses initiation of 
steroids, review and treatment of patients with acute physical illness or trauma, or 
who may require emergency or elective surgical/other invasive procedures, including 
day patients. 

On-going Alert 

NatPSA/2020/006 NHSPS 

Due 01/06/2021 

Executive Lead: Chief of 
Patient Safety. 

Consultant Lead: Dr Paul 
Murray 

Foreign body aspiration during intubation, advanced airway management or 
ventilation 

This alert straddles many specialities/ providers --Loose items unintentionally 
introduced into the airway during intubation, ventilation or advanced airway 
management (known as foreign body aspiration [FBA]) can lead to partial or 
complete airway blockage or obstruction. 

Supplier has stated that all ECG electrodes will have printed liners by June 2021. A 

protocol is being updated to align with standard practice and training. 

6.3    HARM FREE CARE 

LEAD - SUE HARRIS, NURSE CONSULTANT IN HARMS FREE CARE 

6.3.1 PRESSURE ULCERS 

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

and Category 3 or unstageable pressure ulcers by 75%. 

In March 2021, there was a decrease in hospital acquired pressure ulcers and deep tissue 

injuries (DTIs) when the Trust had a reduced number of in-patients with COVID-19. April 2021 

data is currently being validated and will be available at the next reporting period. 

3 Local Safety Standards for Invasive Procedures
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The target for hospital acquired category 2 pressure ulcers was met in March 2021. The target 

for hospital acquired category 3 and/or unstageable pressure ulcers was not met as seen in 

the below table. There was one unstageable pressure ulcer and two category 3 pressure 

ulcers, all of which were device related, affecting two patients in March 2021. These pressure 

ulcers occurred on the shoulder and ears and were related to a Miami J collar4 and oxygen 

tubing respectively. One of the patients was palliative.  

4 A Miami J collar, is a type of cervical neck brace intended to keep the neck and upper spine immobilised in patients with 

cervical spine fractures. 
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The annual target for reduction in category 2 and category 3 and/or unstageable pressure 

ulcers was not met for 2020/2021. Whilst the COVID-19 pandemic has been recognised 

nationally as impacting on the development of hospital acquired pressure ulcers, it is not 

possible to fully establish the correlation. It has been discussed in previous reports that 

COVID-19 can cause skin damage that mimics pressure damage due to the development of 

micro-thrombi in the capillaries.  

2020/2021 Pressure ulcer performance  

Pressure Ulcer Type (excluding deep 

tissue injury5) 

Monthly 

Target  

March 

2021 

Actua

l 

Annual 

Target  

Year End Actual 

Hospital acquired category 2 pressure ulcers 

(Inc. device related) 
12.5 7 150 193 

Hospital acquired category 3 and/or 

unstageable pressure ulcers in total  
0.5 3 6 21 

Hospital acquired category 3 and/or 

unstageable pressure ulcers in non COVID–

19 patients 

0.5 3 6 15 

Hospital acquired category 3 and/or 

unstageable pressure ulcers in COVID –19 

patients 

0 0 0 6

Hospital acquired category 4 pressure ulcers 0 0 0 0 

The graph below demonstrates the reduction in hospital acquired pressure damage in March 

2021 (COVID-19 related incidents are highlighted in red). 

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

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

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

until a category can be attributed. 
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Quality improvement projects to reduce hospital acquired pressure ulcers are underway on 

both Chestnut and Swan Wards with the latter focused on a pathway for patients with Miami 

J collars. Maple Ward achieved 100 days pressure ulcer free in this reporting period.  

Work to reduce pressure ulcers in 2021/2022 will include targeted support from both the 

Tissue Viability Team and the Quality Improvement Team via recognition of areas with high 

levels of pressure damage and discussion with the Teams. Tissue viability training will be 

expanded to facilitate “bite size” ward based training. The Tissue Viability Team will also 

monitor for any trends of pressure ulcer development in specific parts of the body to facilitate 

a targeted Trustwide response and improvement plan. 

A hot debrief process for any hospital acquired category 2 pressure ulcers has been 

implemented in the clinical areas. The process requires multi-disciplinary team oversight at 

which actions, mitigations and learning are discussed and agreed in a timely manner. 

6.3.2 FALLS PREVENTION  

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

falls by 10%. 

The below chart demonstrates falls with harm per 1,000 bed days and remains within common 

cause variation for March 2021. 
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The falls reduction target for 2020/2021 was met as shown in the below table. In March 2021 

there were no patient falls with moderate or severe harm. April 2021 data is currently being 

validated and will be available at the next reporting period. 

Falls performance 2020/2021 

The Trust Policy for the prevention of falls, including risk assessment, falls care plans and post 

falls care, has been updated and disseminated. Mandatory Falls Training incorporates the 

changes and expectations. A hot debrief process for any inpatient falls has been implemented 

in the clinical areas. The process requires multi-disciplinary team oversight at which actions, 

mitigations and learning are discussed and agreed in a timely manner. 

To support data collection of patients who have a repeat fall, the Datix reporting system was 

modified in February 2021 to make the hospital number a mandatory field. April 2021 data is 

currently being validated and will be available at the next reporting period. 

A deep dive into the falls with moderate and severe harm in 2020/2021 is being undertaken 

and will include a review of the themes and trends to inform focused improvement work for 

Monthly 

2020 Target 

March 2021 

Actual 

YTD 

Target 

YTD 

Actual

Falls incidents with moderate or severe 

patient harm (3 or 4) 
2 0 18 12 

Falls incidents with any minor harm (2) 25 24 300 239 



Page 20 of 35

2021/2022. The monitoring of falls and improvement is being overseen by the Strategic Falls 

Prevention Group.  

6.3.3 NUTRITION AND HYDRATION 

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

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

fluid balance charts  

The 2020/2021 target for 85% completion of MUST assessments was met in March 2021 as 

seen in the below chart. In 2021/2022 this measure was increased to 95% and was amended 

to reflect accurate completion. April 2021 data is currently being validated and will be available 

in the next reporting period. 

In June 2021, the dietetic department will be undertaking an audit of all equipment required to 

calculate the MUST, in particular the availability of suitable patient weighing scales in the 

clinical areas. Mandatory training for MUST is accessed via the British Association for Parental 

and Enteral Nutrition (BAPEN) website. An easier route of accessibility to the BAPEN training 

is being explored. Additional training in MUST completion has recommenced in the clinical 

areas. 

Hydration data for April 2021 is being validated and will be available in the next reporting 

period. Holly Ward is re-establishing their quality improvement project for hydration, which was 

paused during the COVID -19 pandemic. Similar hydration improvement projects will be 

extended to other clinical areas in the coming year.  

6.3.4 VENOUS THROMBOEMBOLISM6 (VTE) 

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

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

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

6 A venous thromboembolism is a condition in which a blood clot forms most often in the deep veins of the leg, groin or arm (known as 
deep vein thrombosis, DVT) and travels in the circulation, lodging in the lungs (known as pulmonary embolism, PE). 
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Thrombosis (HAT) to be less than 5% of all cases of HAT in the next 2 years, 7.5% in the first 

year. 

Please note that data for April 2021 is being validated and was unavailable at the time of 
writing.  

VTE RISK ASSESSMENT 

The VTE risk assessment target of 97% was not met for 2020/2021. The chart below 

demonstrates progress of this measure over time.  

The VTE Prevention Team is supporting improvement work in paediatrics to address low 

baseline VTE risk assessment rates in the adolescent patient cohort, and in high patient flow 

areas such as SAU. This work includes bespoke clinical training, review of admission 

process/pathway and document integration. These clinical areas had barriers to full 

completion of the VTE risk assessment tool in 2020/2021, such as short admission times.  This 

adversely affected the achievement of the local quality target of 97%.  

FIRST DOSE OF CHEMICAL THROMBOPROPHYLAXIS (CTP) 

The 2020/2021 target of 80% of patients requiring CTP to receive the first dose within 14 hours 

of admission was not met. The chart below shows an improvement of 7.95% from April 2020 

to March 2021.  
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The VTE Prevention Policy has been updated following approval from the Trust Thrombosis 

Committee to provide specific guidance for prescribing and administration of chemical 

thromboprophylaxis within 14 hours of admission. The updated policy is available on Trustnet 

and Trust wide communication has been facilitated electronically via Aspire and email. The 

new practice measure is being included in all mandatory training as well as targeted and 

bespoke teaching sessions, to help embed this into practice. A Trust wide communication 

programme is running concurrently with the training schedule. This is in addition to divisional 

dissemination of learning from hospital associated thrombosis RCAs regarding 

prescribing/administration of first dose of CTP.  

HOSPITAL ASSOCIATED THROMBOSIS7 (HAT) 

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

the total number of HATs from April 2019 to March 2021.  

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

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

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

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

7 A hospital acquired thrombosis is defined as any VTE event that occurs during or within 90 days of hospitalisation 
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Of the 181 cases of HAT identified in 2020/2021, 50 (27.62%) were in COVID-19 positive 

patients and 67 cases have been reviewed and were found to be Not Potentially Preventable8, 

meaning that there was no harm in all cases reviewed. There are 68 outstanding cases 

requiring RCA completion and subsequent review.  Delay in completion has been multi-

factorial but largely due to reduction in divisional capacity and staff redeployment to support 

the COVID-19 pandemic response. To prevent further delay, the VTE Prevention Service will 

complete all RCAs for HATS identified between August 2020 and March 2021, and aim to 

have all completed by June 2021. For cases of HAT identified April 2021 onwards, the 

standard process within the divisions will resume. The completion of RCAs will be monitored 

monthly via the Thrombosis Committee and divisional reporting to identify and mitigate any 

issues causing delay.  

A new stratified risk and higher dose thromboprophylaxis guidance at the Trust for COVID 

positive patients has been approved and is in use. This is an escalated approach to 

thromboprophylaxis based on levels of increased thrombotic risk associated with COVID-19 

and related interventions.  The protocol covers COVID-19 positive adult inpatients requiring 

advanced respiratory support (invasive or non-invasive ventilation), or have other significant 

VTE risk factors. The change is in response to meta-analysis of data showing an increased 

VTE risk in this cohort of patients and was approved in December 2020. 

7. PATIENT EXPERIENCE 

LEAD – CHARLOTTE BROUGHTON, HEAD OF PATIENT EXPERIENCE AND 

IMPROVEMENT 

2020/2021 Aims:  

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

responded to within 25 working days or negotiated extension.  

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

8 A potentially preventable HAT means that a patient has received sub-optimal, inadequate or inappropriate 
thromboprophylaxis and there has been a failure in care. 
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o The total response rate to Friends and Family Test survey questions will increase to 

20% of all eligible patients. 

o To measure OUR achievement against our strategic patient experience objectives 

where our patients would say: They were treated with compassion during their 

treatment/stay; they were involved as much as they wanted to be in decisions about 

their care; they were treated with respect and dignity whilst they were in hospital. 

o Baseline achievement against our strategic patient experience objectives. By the end 

of Q4 2021/22 an improvement goal will be set and a QI improvement programme 

commenced where achievement against any of our strategic patient experience 

objectives is less than 95%. 

7.1 COMPLAINTS 

There were 42 new complaints in March 2021 and 46 in April 2021 and this is within Trust 

normal levels. Acknowledgement of complaints within 3 days of receipt was 100% for the 

reporting period. 

The Trust standard complaint response time of 25 days was reinstated in April 2021 in line 

with the organisation’s recovery and restoration plan. In March 2021, 85.7% of complaints 

were responded to within the agreed standard and 94.3% in April 2021. The below chart 

demonstrates an upward trend in this measure.  The Patient Experience Team is supporting 

work with clinicians to improve responsiveness and this continues to be a priority. 

The number of complaints re-opened in March 2021 was 10% and 2% in April 2021. The 

complex nature of the complaints led to 4 cases being reopened where the complainants had 

further questions that required investigation and there was 1 case where a complainant 

requested more detail into their concern. 
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7.1.1 THEMES IN COMPLAINTS 

The main themes in complaints for the reporting period were communication, treatment and 

care and attitude of staff. Communication was largely due to a lack of clear explanation of 

what to expect around treatment, explanations provided in clinics were not adequate or clinic 

letters were unclear. Treatment and care themes were around long waits, poor aftercare and 

lack of thoroughness of care. Attitude of staff included comments that staff lacked empathy, 

were perceived to be rude or were dismissive.  

Complaints associated with communication have doubled since implementation of the visiting 

restrictions during the pandemic. Visiting restrictions will be amended in May 2021 and a 

visitors’ booking system will be facilitated by the Volunteer Team. It is expected that this will 

improve the number of enquiries relating to lack of communication with wards. 

7.2 PALS PERFORMANCE
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There were 360 PALS contacts in the reporting period. The number of PALS responses within 

the Trust standard was 90% for March 2021 and 97% for April 2021. The PALS team work 

closely with the departments concerned to redress the queries and concerns of each patient. 

The complexity of the PALS cases in this period has contributed to the delays in closure. An 

example of this is the ongoing lost patient property cases where resolution within 5 days is 

often unachievable and requires close collaboration between the ward and PALS. 

7.3 THEMES IN PALS  

In March 2021, 29% of the PALS contacts received related to appointment queries, the main 

theme within this being waiting times, and 18% related to communication. In April 2021, 29% 

related to appointment queries and 20% related to communication. Further breakdown of 

these themes can be seen in the below table.  

Appointment themes Communication Themes
Request for an earlier appointment (long wait list) or chasing 
lack of appointment   

Prescription problems i.e. chasing a prescription or asking 
for a correction to an existing one 

Incorrectly booked appointments Lack of communication from wards about family members
Request for face to face instead of virtual appointments Incorrect appointment letters
Miscellaneous requests for help Outpatient department patient lists

Miscellaneous

Waiting lists have increased as a result of reduced activity during the pandemic as identified 

in the Performance Report. The Trust has taken many measures to ensure wait list sizes 

across all specialties and across all pathways (urgent, cancer, routine, diagnostic, & planned) 

have remained as minimal as possible through ensuring as much activity as safely able has 

been provided during the pandemic. Clinical harm review processes are in place to identify 

and mitigate any risk to patients from increased waiting times. The Trust is in Phase 4 recovery 

planning which also includes a successful bid for a substantial award of investment (£10m for 

Surrey Heartlands Integrated Care System) to further support an increase in capacity to 

accommodate potential latent referral demand and to reduce waiting times/lists further.
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The largest single group within the appointment theme were related to dermatology. This is 

due to a national shortage of clinicians and vacancies within the department. The possibility 

of nurse-led clinical work to ameliorate this is being investigated. 

The main issue with prescriptions in the communication theme is around patient expectations 

on the timing for receipt of a prescription after a telephone appointment and the logistics of 

this when patients are not in physical attendance. The Patient Experience Team is contacting 

Service Managers to communicate the need to management patient expectations as part of 

the appointment conversation. 

7.4 COMPLIMENTS 

There were 1806 compliments received in the reporting period. The increase in reporting of 

compliments is mainly due to data capture from Viewpoint and the Volunteers work to collect 

compliments received at ward level. The table below provides examples of some of the 

positive feedback received for outpatients. Please see section 7.6.3 where both compliments 

and areas for improvement are identified in the Viewpoint Inpatient Focus. 

Outpatient Compliments
o Very reassured, felt I was looked after with dignity and kindness, which I appreciated very much
o Safe and cared for. Staff warm and welcoming, putting you instantly at ease 
o I feel the staff at Ashford and St Peter's have a personal interest in my well-being and therefore I have every 

confidence that I am getting the best treatment possible. 
o My experience has been absolutely amazing with the team. I've had personalized care and been listened to. I 

trust the team and their opinions. 
o The whole traumatic experience was so well handled by so many very professional helpful skilful people from the 

NHS operator, the ambulance crew, the nurses and doctors in the Pitstop at A& E, the porters who took me to 
the various scans and x-rays, the cleaners, the catering staff, the doctors and the discharge staff. Everyone was 
absolutely brilliant and I cannot thank them enough. 

o Video call worked and given the current situation an excellent service! 
o Services very good, timely, staff very professional and friendly. All COVID-19 protocols in place and observed. 

Thank you staff! 

Compliments to the Trust have also been received via the CQC and from Healthwatch Surrey. 

The table below details feedback from Healthwatch Surrey and includes examples of both 

good and poor experiences. 

Healthwatch Patient Feedback Narrative

o Positive experience recently with Gastroenterology, seen 
within days. I was very impressed.  

o Patient seen in dermatology for a lump, dealt with 
immediately in a calm manner. 

o A patient was seen in cardiology at exactly the time of his 
appointment. He was given an ECG and described the 
procedure at the hospital as brilliant and exceptional. 

o An inpatient on Dickens ward and described all the staff as 
kind and thoughtful. 

o Patient had treatment for bladder cancer and was extremely 
happy with the care received from the consultant and 
radiologist 

o Delay in communication with follow up 
appointment after an ED admission 

o Delays to follow up for a maxillofacial patient 
causing deterioration in oral health 

o Pre-op appointments scheduled but no 
operation date confirmed 

o Delay to treatment due to COVID-19 
o Patient waiting scan results.  
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7.5 EFFECTIVE COMMUNICATION WITH FAMILY AND FRIENDS  

In preparation for the changes to patient visiting, the Patient Experience Team has been 

working closely with our Voluntary Services Manager to implement a visitors booking system. 

This will be staffed by volunteers Monday-Friday 9am to 4pm with the aim of providing 

structured access to the clinical areas. In March 2021 the volunteers supported virtual visiting 

with on average 50 video calls being made to families every week. This service will continue 

to support and benefit those patients that might not have face-to-face visitors.  

7.6 PATIENT REAL TIME FEEDBACK  

7.6.1 FFT AND STRATEGIC OBJECTIVES 

The overall FFT Trust response rate is 4.9%, this represents the period from October 2020-

March 2021. There was a pause from March 2020 - October 2020 when there was no FFT 

data captured, due to COVID-19 and the reduced footfall into the hospitals. In order to improve 

the response rate for the mandatory FFT question ‘overall how was your experience of our 

services’ the Patient Experience Team are meeting with Viewpoint to improve the monitoring 

of usage data and make final adjustments to the surveys as well as enable separate Divisional 

reports to be made available. Focused improvement will be identified for progression once 

final amendments to the system are completed. 

The percentage of patients who agreed they were treated with compassion has steadily 

improved reaching 97% in March 2021 and 95% in April 2021. The percentage of patients who 

agreed they were involved in a plan for their care, which was understood and followed, has 

also continued to improve at 97% in March 2021 and 95% in April 2021. The percentage of 

patients who agreed they were treated without delay in a way that made them feel safe was 

85% compared to 76% in the previous reporting period.  

7.6.2 VIEWPOINT FOCUS ON INPATIENTS 

See Appendix 1 for the charts referred to in this section

The number of patients surveyed varies depending on which question is referred to and this 

can be seen in brackets on the individual charts. Of 139 respondents 85% felt they were 

involved in decisions about their care and treatment (Chart 1) and 91% of 136 respondents 

felt they were treated with respect and dignity (Chart 2). Chart 3 demonstrates that 90% of 

133 respondents had confidence and trust in the staff who treated them and 49% of 755 

respondents reported that their overall experience of their stay in hospital was very good or 

good (chart 4). Chart 5 shows that 91% of 148 respondents felt they were treated with 

compassion.  A more detailed review of the data to fully understand the responses in chart 4 

is underway. 

The below table includes some Viewpoint patient feedback from Inpatients and those patients 

and families onsite in the organisation. 

Viewpoint Patient Feedback Narrative



Page 29 of 35

o My daughter was later admitted to Ash ward where 
we were looked after by the nurses who were so 
amazing, and went above and beyond! 

o My recent surgery was astonishingly kind and I can't 
express how grateful I am. 

o The kindness was overwhelming. Thank you 
o All labour delivery staff were wonderful and made my 

experience as a first time mum exceed all 
expectations 

o Treated with kindness and respect and healthy dose 
of laughter by everyone working in such difficult 
circumstances 

o Friendly staff, welcoming and accommodating. I follow 
a strict gluten free diet and the catering staff (the two 
women who brought round meals) were absolutely 
amazing at dealing with this. Always felt in good 
hands. 

o Pleasant environment provided, professional- Bradley 
Unit 

o Everything in the ward is absolutely perfect and staff 
is very supportive 

o I would have liked to be more informed on the first 
day I arrived at the hospital to get my procedure 
done. 

o Small number of nurses were casual, unhelpful, and 
rough in removing cannula and rough with assisting to 
dress, impatient, rude. All this is completely 
unnecessary 

o Suggest that patients waiting CT scan could wait 
outside or asked to return if possible to release space 
for new patients 

o Food poor would have like more info as to what was 
going on 

o The only thing I did not like was having to be moved 
around the hospital in a wheelchair. I was fully able to 
walk and this to be honest was a bit humiliating. 

o I am now waiting for the district nurse to visit and 
change dressing on wound site as it is 4 days since 
leaving hospital and I am fearful of infection. 

7.7 HEALING ARTS  

The Healing Arts programme continues to make progress with its short-term goals.  Recent 
achievements are detailed below. 

 Intergenerational Music Session 

Patients from Swift Ward participated in an intergenerational music session with 

children from a local school. This was a virtual session delivered via Zoom, where the 

children performed poems and played memorable music and the patients joined in. 

Intergeneration Music Making (IMM) is a non-profit group based in Woking, who create 

and runs bespoke music therapy sessions and workshops to bring people together 

from as young as three months to over 100 years old. The session was supported by 

volunteers and it was evident that this interactive class stimulated the patients and 

brought a great atmosphere to the ward. There are plans for more sessions and for 

face to face sessions to run as and when this would be appropriate. 

 The History of Ashford Hospital  

The Trust has been collaborating with a local historian who has recorded an excellent 

talk on the history of Ashford Hospital; this will be shared on all social media platforms 

and recorded for the hospital’s historic archives. This project will be great interest to 

the local community and those staff and patients who have been associated with 

Ashford Hospital for many years. 

 Paintings in Hospitals 

The Trust has an ongoing partnership with Paintings in Hospitals and there is a plan 

for an onsite visit to review our portfolio and ensure the organisation is displaying 

relevant and rich artwork that will distract and bring pleasure to both patients and staff. 
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9. MATERNITY 

LEAD – GEMMA PUCKETT, HEAD OF MIDWIFERY

The Trust has received formal feedback on our submission of the Ockenden assurance tool 

and will be meeting with the Regional Chief Midwifery Officer to discuss our benchmarking 

nationally with the immediate and essential actions (IEAs) below.  

IMMEDIATE AND ESSENTIAL ACTION 1 

The department closed 6 SI’s in the reporting period. To comply with the requirement for 

closed Maternity SI Reports to have Board oversight, the reports will be submitted 

independently of the SI Report.   

The Maternity Team and the Trust Project Management Team are developing a benchmarking 

dashboard to directly compare local progress in meeting the national ambition to reduce 

stillbirth, maternal death, neonatal brain injury and death. The data would be best reviewed as 

a minimum quarterly due to the very small numbers. Further work is needed to finalise this 

and this will be supported by the recently appointed divisional Quality and Safety Data Analyst. 

The Perinatal Quality Surveillance Tool is an ongoing area for development. A task and finish 

group with the Local Maternity and Neonatal System (LMNS) has been formed to discuss the 

elements that link with system learning and to standardise the approach across the LMNS. It 

is anticipated that the model will be fully implemented within six months.   

IMMEDIATE AND ESSENTIAL ACTION 2 

The role of an Independent Senior Advocate has not been progressed as a role descriptor is 

awaited from the national team. A timescale for the provision of this has not been provided.  

Monthly Safety Champion virtual meetings have continued with good engagement. Recent 

concerns centred on challenges with BadgerNet, the Maternity Electronic Patient Record 

(EPR), which frequently changes with each update released by Clevermed (the company 

providing BadgerNet) and the completion and save of entries not always occurring, leading to 

missing documentation. A period of re-training/refresh on the system is planned as staff 

feedback was that the roll out of BadgerNet had not been robust enough. Other Maternity 

Services using the system will be contacted to establish if they are experiencing similar issues. 

The issues have been included in the Divisional Risk Register.   

Feedback shared with staff included: 

 progress of installation of the phones in each birth centre room to support calling for 

help in an emergency 

 Completion of the secure exits for the birth centre, labour ward and NICU 

 Chargers in all clinical rooms and bays for iPads to support contemporaneous 

documentation 

 Restoration of hot water supply to the birth centre and one room on labour ward.  

The first quarterly Safety Champion walkabout was commenced in March 2021 with 

champions attending all areas of maternity and NICU. This was well received by staff with 

good engagement generating good discussion. 
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The Trust meets regularly with the maternity Voices partnership (MVP) chair and agreed 

projects for co-design and review in 2021 include; the Abbey Wing redevelopment, perinatal 

bereavement pathway, building relationships with local birth workers and developing services 

for women from a BAME backgrounds. The next formal meeting with MVP members will centre 

on the bereavement pathway with agreement on how best to collate local service user 

feedback for this group. 

The Division receive numerous compliments via various forums including PALS, social media, 

cards received in the clinical areas and the real time feedback graffiti boards. Themes continue 

to include care, kindness, joint decision making and respecting choice. Compliments are 

shared with all staff for learning and reinforcing good practice.  

Themes of complaints have been around consistency in advice and infant feeding support. 

Complaints are reviewed with the Matrons and Ward Managers of the clinical areas. A review 

of the Infant Feeding Team provision is being undertaken with a plan to have the new structure 

and processes in place by the end of quarter 2. The Team will take on a Division wide role, to 

support infant feeding in the neonatal period across NICU and paediatric areas as well as 

maternity.  

IMMEDIATE AND ESSENTIAL ACTION 3 

Multidisciplinary training compliance is on track to reach 90% for all staff groups by July 2021. 

The most challenging groups for compliance are Anaesthetics and Theatre ODPs, due to 

redeployment during the pandemic. A plan to support attendance of these groups has been 

implemented.  

In March 2021, 2 locum Consultants commenced in post enabling the twice daily ward rounds, 

7 days a week to be implemented. A locum post has been advertised and recruited to for 

substantive appointment. See IEA 4 for further information on workforce planning.  

IMMEDIATE AND ESSENTIAL ACTION 4 

Active recruitment is in progress, although some roles remain a challenge. Initial midwifery 

focus for a dedicated Homebirth Team has been driven by a SI and was required to ensure 

appropriate skill and experience for delivery of the service. Recruitment has been 

unsuccessful despite engagement work around the case loading model9. Two staff focus 

groups were held to understand the barriers and reasons. The model has been amended to a 

group practice and will be re-advertised with the changes. An internal advert to recruit into a 

Continuity of Carer Team will also be placed. The Team will focus on women from a BAME 

backgrounds with the aim for a geographical roll out.   

The Divisional Governance Team structure is finalised and the administrative support post has 

been re-advertised following a lack of response by the successful candidate. The data analyst 

post was advertised without success and is also re-advertised. The post to support and lead 

on paediatric quality and safety has been successfully recruited to with an anticipated start 

date of July 2021.  

9 Midwifery led continuity of care model 
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A large cohort of staff have commenced maternity leave in the reporting period with more due 

in the next few months. Recruitment to maternity leave cover for midwifery roles is rarely 

successful, unless they are specialist posts or above band 6. Fixed term preceptorship 

opportunities will be offered to newly qualified midwives to support the backfill for maternity 

leave. The department will also maintain a slight over recruitment plan in line with the Trust 

‘hire ahead’ agreement to mitigate the challenges maternity leave presents to the department.  

The retention of midwives has improved significantly over the last 2 years and there has been 

successful recruitment for newly qualified midwives. Vacancy (excluding the investment) in 

March 2021 was 6.5 WTE and this was due to some retirements and relocations to other parts 

of the UK. The midwifery workforce funded clinical WTE will be amended from April 2021, in 

line with the investment agreed. The midwife to birth ratio for 2021 has been calculated on a 

birth rate of 3500.  

Midwife to birth ratio for April 2021 now includes additional investment for bands 5-7 providing 

direct clinical care, and excludes band 7 specialist midwives and Senior Leadership Teams at 

band 8. The ratio has been impacted by the increased vacancy the investment has created, 

which is currently out to recruitment and therefore the department expect to see improving 

ratios over the coming months.  

Month / 

year 

Funded 

clinical 

WTE 

Funded 

MW: Birth 

ratio 

Vacancy 

WTE 

LTS > 4 

weeks 

WTE 

Maternity 

Leave WTE 

Actual 

Clinical 

WTE 

Actual 

MW:Birth 

ratio 

BR+ 

recommended  

April 

2021 

141.06* 1:24.8* 13.48 2.94 8.91 115.73 1:30 1:24

*excluding support staff investment that will contribute to direct clinical care as this will adjust in October 2021

A new local establishment spreadsheet has been developed to support the data capture 

required to calculate the midwife to birth ratio. A workforce dashboard will be developed when 

the data analyst is in post. 

IMMEDIATE AND ESSENTIAL ACTION 5 

The Willows Team is almost fully recruited with the final post recruited to in April 2021 and 

staff coming into post over the next couple of months. This team will provide care to vulnerable 

women including HMP Bronzefield and handover from the safeguarding midwives has taken 

place.  

See IEA 4 for progress on a dedicated Homebirth Team. The population demographic has 

been reviewed in detail, to develop 2 geographically based Continuity of Carer Teams, to offer 

this model to women from a BAME background or where English is not the first language. The 

target for delivery of continuity of carer (CoC) to 35% of women by 31st March 2021 was not 

met, due to the need to recruit with the investment agreed and to reconfigure services as the 

teams come on line. The department has formed a buddy relationship with a neighbouring 

Trust who is able to offer CoC to the majority of women using an integrated model. The service 

will review this to assess if the model can be replicated in the Trust. The national ambition for 

CoC has been amended and requires 100% of women to be offered a CoC pathway by 2023. 
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This will require whole scale change and careful management to ensure core staffing in the 

unit is appropriate and does not leave the safety of the inpatient clinical areas vulnerable.  

IMMEDIATE AND ESSENTIAL ACTION 6 

Fetal wellbeing training in line with CNST and saving babies lives care bundle 2 is on track 

with current overall compliance at 89%. The >90% target is expected to be met in May 2021.  

IMMEDIATE AND ESSENTIAL ACTION 7 

This is to implement personalised care plans with ability to evidence formal risk assessment 

(IEA 5) at every antenatal contact. The Trust is meeting with another local Trust, who has 

implemented this BadgerNet function, and is willing to share their learning from using this and 

identify any amendments needed by Clevermed.  

A further area for development is to complete the review and restructure of the maternity 

Web page.  

CNST (Clinical Negligence Scheme for Trusts) 

CNST is a maternity incentive scheme that supports the Maternity Safety Ambition by 

incentivising ten essential actions designed to improve the delivery of best practice in 

maternity and neonatal services. 

Board level approval and declaration of full compliance with ten standards is to be submitted 

to NHS Resolution by a revised deadline of noon on 15th July 2021 and final revisions to the 

reporting requirements were published in March 2021. Full details of the ten maternity safety 

actions with technical guidance and copy of the declaration form can be found here:

https://resolution.nhs.uk/2018/01/22/joining-national-maternity-champions-support-delivery-

safety-maternity-care/

The Division is challenged by the following safety actions:  

Safety Action 3: 

The Board Champion and Safety Champions have agreed an action plan to address local 

findings from Avoiding Term Admissions into Neonatal units (ATAIN) reviews, including those 

identified through the COVID-19 pandemic. There is a monthly review group who reviews the 

care of term babies requiring admission to the Neonatal Unit. There is often some learning 

from these cases; as by nature, a proportion of these admissions are ‘avoidable’. 

An appropriate SMART action plan with nominated leads and timescales is required for 

submission and agreement with the Safety Champions and has been raised at the monthly 

CNST oversight committee. Compliance was escalated and directly addressed by the 

Divisional Director and Clinical Lead for NICU in March 2021. A meeting has been planned to 

address this.   

Safety action 6: 
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Element 1c - Percentage of women where carbon monoxide (CO) measurement at 36 weeks 

is recorded. Current compliance is 69% against a threshold score of 80% compliance used to 

confirm successful implementation. CO monitoring in pregnancy was paused nationally during 

the pandemic and re-introduced at the Trust in December 2020 following national guidance. 

There has been a significant improvement in compliance from re-instating CO testing, with 

21% compliance in December 2020 to 69% in March 2021.  

Compliance is audited manually on a monthly basis as there continue to be difficulties pulling 

the required data from Badgernet. Pregnancy records not closed when women miscarry or 

transfer care to another hospital continue to feed into compliance figures. Women may also 

be offered CO monitoring at their ’36 week’ appointment, which sits outside the 35 - 36+6 

week timeframe specified and this also affects compliance figures. A spot check audit for a 

week in April 2021 noted a compliance of >80% for that week.  

A targeted approach has been adopted to identify training needs and to provide feedback to 

individual midwives to improve compliance. There is a drive on encouraging midwives to offer 

testing in Maternity Triage, Specialist Clinics or as an inpatient in the event an appointment or 

admission coincides with the relevant gestation.  Team Leaders are in the process of 

formalising an action plan to reach 90% compliance. 
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Appendix 1:  Viewpoint Inpatient Survey (all locations) March to April 2021  

Chart 1  Chart 2 

Chart 3 Chart 4 

Chart 5


