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The Quality Report provides an overview of QA and QI efforts and outcomes across
the Trust and reflects the priorities set out for 2019/2020.

EXECUTIVE SUMMARY
Medication safety: The aim for improving medication safety in 2019/2020 is to reduce medication incidents causing
harm to less than 132 in total for the year (a 30% reduction on the baseline year). There have been 19 incidents with
harm reported in the year to date and this report describes the progress to meeting the aim as well as efforts to
improve safety culture, extend the reach of medicines expertise and introduce technology and automation.
Infection Prevention and Control: The second priority for improvement this year is infection prevention and control
and specifically the reduction in surgical site infections (SSIs). The report describes the plan to implement a
mechanism for continuous SSI surveillance and the results of the retrospective reporting of SSIs currently underway.
The report also describes the process measures in place and improvements planned by the team. There were four
C.difficile cases apportioned to the Trust and four hospital-onset E.coli bacteraemias reported as hospital-onset in May
2019. The report includes a description of the learning from previous cases and the resulting planned improvements.
Effectiveness: In May 2019 there were 95 adult inpatient deaths which remains within common cause variation for the
year. In Q4 2018/2019, two cases were found to have received ‘poor’ care, both of which are awaiting second stage
review at the time of writing. A full review of learning from deaths in 2018/2019 is provided in the Q4 paper which is
presented to Board this month.
Safety: There were 20 Serious Incidents (SI) reported and four SI investigations were submitted to CCG for closure in
May 2019. Details of the new incidents reported this month along with initial actions taken and learning are detailed in
the SI Report presented to Board. The number of hospital acquired pressure ulcers (stage 2 or higher) reported each
month remains within common cause variation; however the aim of less than 13 incidents reported per month has not
been achieved in 2019/2020 to date. The report describes a number of actions are underway to work with ward teams
to improve.
Experience: There were 31 new complaints received in May 2019. There were 42 complaints due to be closed this
month, of which 74% were closed within 25 working days. This report describes the review of the complaints handling
process under way. The report also describes the plans for obtaining real-time patient feedback, as well as learning
from recent complaints and proposed patient experience initiatives and developments.
Appendix A to this report includes data and other information provided for assurance.
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1.

IMPROVING MEDICATION SAFETY

LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST
2019/2020 Aim: To reduce medication incidents with any harm to less than 132 in the year.
The improvement in medication safety has been identified as an on-going priority to deliver the WHO five-year
safety challenge set in 2017 (a 50% reduction in harm on the baseline year by 2021/2022). The strategy developed to
achieve this includes the goal of improving the safety culture; improving access to medicines expertise; and
addressing human factors through use of digital solutions and automation. The target aim for improving medication
safety in 2019/2020 is to reduce medication incidents with moderate or severe harm to less than 8 or fewer cases
and to reduce medication incidents with any harm to less than 132 in total for the year (a 30% reduction on the
baseline year).

Outcome measures for the medicines safety programme compare favourably against target for reporting period and
trajectory is in direction of overall strategic aim (see Tables 1 and 2). Since April 2019 there has been one
medication incident which resulted in moderate or severe patient harm (YTD target of 2 or fewer cases), and 19
medication incidents with a description of harm have been reported (YTD target of 22 or fewer cases).
Interventions: ENHANCE SAFETY CULTURE
Change ideas by the multi-disciplinary teams have been implemented to address some root-causes of patient harm
and have led to the introduction of insulin safety pocket cards to improve insulin prescribing; changes in penicillin
storage on ward areas as a safety improvement to minimise risk of penicillin administration to allergic patients; and
update of rapid tranquilisation guidance to include non-pharmalogical treatment of anxiety in older adults. There
was an observed dip in reporting of near miss (good catch) medication incidents in the last reporting quarter (see
Table 3). A refreshed engagement exercise, Medicines Safety Week, is planned for Q2 19/20 to encourage Datix
reporting.
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MEDICINES EXPERTISE INTO CLINICAL AREAS
Considerations to introduce pharmacy professionals into clinical areas to undertake activities such as medicines
administration and discharge medication prescribing are underway with Divisional teams. Pharmacy professionals
are a vital resource in improving the safe and effective use of medicines. Pilot projects are being worked up by
Divisions to strengthen systems and to identify funding for pharmacy input or support in high risk clinical
areas/specialties.
AUTOMATION AND DIGITAL TECHNOLOGIES
The introduction of electronic prescribing and medicines administration is a key enabler in improving the safety of
medicines practices. An application to NHSI for funding to facilitate a fast implementation model as part of the new
electronic patient record system procurement is currently under consideration and was submitted in Q4 18/19.
SHARING BEST PRACTICE
There was a medication incident reported in which a baby in the NICU was assumed to have experienced an
extravasation injury following an infusion via a cannula. The medication administered is a vesicant solution known to
cause extravasation injury and its use was deemed necessary and appropriate.
Doctors were informed immediately and the extravasation guideline was followed - cannula removed, fluid
encouraged from site and arm elevated. The incident resulted in no harm. The learning from this incident
emphasised the importance of frequent observation checks (close monitoring throughout the infusion period) when
infusing vesicant solutions in the care setting to ensure prompt recognition of the early signs and symptoms of
extravasation to limit patient harm/injury; and to inform parents about the risks of vesicant administration.
In May 2019, there was one medication incident reported with ‘moderate’ patient harm in which a patient’s insulin
pump was turned off in theatres recovery and not restarted post-surgery. A serious incident investigation is
underway and the findings and learning from this will be shared following its conclusion.
CONSTRAINTS/ISSUES
There is measured uptake by Divisions to introducing roles/new ways of working to support and deliver medicines
safety improvements. Actions to address include the contribution of the Professional Development Group in
realising the opportunities for pharmacy input through workforce planning and re-design; and discussions with
Divisions scheduled for July TEC to facilitate engagement.
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 19/20. 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
There is currently no mechanism in place within the Trust for continuous SSI surveillance. Learning from other
organisations and from previous efforts to reduce hospital-acquired infections is that, without surveillance, we will
have limited capacity to accurately report all SSIs or to react quickly to when incidents are reported. In addition,
without timely identification and reporting of SSIs, the learning for teams will significantly diluted and ownership of
the patient harm and associated learning will attenuate.
In order to achieve on-going surveillance of SSIs, a fair amount of progress has been made to identify dedicated
resource: a dedicated nurse post has been established and the post is being recruited to in June 2019. A Registrarlevel clinical lead for reducing SSIs has also been appointed, who will dedicate one day a week to the improvement
work, and clinical leads have been identified in each of the surgical specialties.
Processes have also been put in place to improve the identification and reporting of SSIs through the use of the Datix
reporting system, clinical coding and via electronic discharge summaries. Alongside this, the Infection Control team
are working to increase the awareness of SSI harm amongst ward teams, as reporting of incidents through clinical
leads.
As part of the national GIRFT SSI audit, prospective reporting of SSIs will be in place from May 2019. From January
2019, retrospective reporting of SSIs has been in place in some specialties. The number of SSIs identified in the
period January to April 2019 is shown below and 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
 Standardising antibiotic regimes used for appropriate cases
 Increasing awareness of the ‘SSI bundle’ as part of the ‘WHO checklist’ amongst Theatre teams
 Reducing ‘traffic’ and throughput in theatres
In order to monitor the use of these best-practice interventions, the team are carrying out point-prevalence audits in
both Ashford and St Peter’s theatres; and sharing the this data with the clinical teams.
2.2
HOSPITAL ACQUIRED INFECTIONS
LEAD – ANN BIRLER, DEPUTY DIRECTOR OF INFECTION PREVENTION AND CONTROL
2019/2020 Aims:
To reduce C.difficile cases to no more than 28 reported in the year;
To reduce E.coli bacteraemia (community and hospital-onset) for 2019/2020 to no more than 186 cases and 29 for
hospital-onset cases;
To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20
There were 4 Trust apportioned cases in May 2019 and a root cause analyses is being undertaken with clinical teams
for each of these.
During 2018/2019 2 of 14 cases were deemed to have a lapse in care related to antimicrobial prescribing (one also
had a delay in being isolated). During 2019/2020 there will be continued focus around appropriate antibiotic
prescribing, assessment and monitoring of patients with diarrhoea, and evidence that Divisional ownership and
learning from RCAs is in place.

Hand Hygiene audits are undertaken and submitted by all wards each month. Poor compliance is monitored by
divisional teams and escalated to clinical leads for the area. Appropriate antimicrobial prescribing is monitored by
targeted ward rounds of high risk areas and high risk patients and also via trust antimicrobial audits. Learning is
addressed from RCAs. 2 out of 14 RCAs for 2018/19 highlighted non-compliance with antimicrobial guidelines which
was addressed with the clinical teams involved.
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There were a total of 24 cases in May 2019 and of these, 4 had a ‘hospital-onset’. Focus will continue around RCAs
for hospital cases with the aim of achieving engagement of clinical teams to address any learning if the bacteraemia
was related to an invasive device or procedure.

Reduction of hospital onset E.coli bacteraemia is focused around invasive devices/procedures and this includes:
 Monthly hand hygiene audits by all wards/departments
 Monthly high impact intervention audits for central venous catheter insertion and ongoing cares; peripheral
venous catheter insertion and ongoing cares; and urinary catheter insertion and ongoing cares
 Aseptic Non Touch Technique compliance
There have been no cases of MRSA or MSSA bacteraemia reported in the year to date.
CATHETER ASSOCIATED URINARY TRACT INFECTIONS (CAUTIS)
CAUTIs are a 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. This process identified 7
instances of CAUTIs during the year 2018/2019.
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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NATIONAL SAFETY THERMOMETER
2019/2020 Aim: The new harms Safety Thermometer KPI for 2019/20 is to remain below the national average.
The National Safety Thermometer ‘classic’ measurement tool combined harms percentage for pressure ulcers, falls,
catheter-associated urinary tract infections (CAUTIs) and venous thromboembolism (VTE) was more favourable than
the national average for both April and May (1.86% vs 2.25% nationally).
In May new pressure ulcers of 1.45% exceeded national average of 1.01% which was largely owing to 3 ulcers from
Swan Ward. In May harms at a lower (more favourable) level than nationally were VTE, falls, and CAUTIs.
Pressure ulcer improvement interventions are Tissue Viability Team frontline training, refreshing the REACT to red
campaign in wards, and a pictorial card to promote both prevention and early detection. A new Trustwide Falls Plan
is under development for rollout in Q2.
A CAUTI improvement programme is being worked-up to involve greater scrutiny around identifying the incidence of
CAUTIs and promoting cross boundary working as many patients are both admitted and discharged with a long-term
urinary catheter.
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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 May 2019 there were 95 adult inpatient deaths which remains within common cause variation for the year.

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

In 2018/2019, 164 cases were identified for Structured Judgement Review (SJR) which reflects 13% of deaths in
scope. Of the 164 cases, 122 (74%) have been completed to date.
In 2019/2020 to date, 20 cases were identified for Structured Judgement Review (SJR) and three have been
completed to date. Completion of the SJRs is carried out by 33 colleagues (Consultants, senior nurses and
therapists) with each review requiring approximately one to two hours of time.
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As part of the SJR, reviewers are asked to identify if there were any problems with care and if these could have led to
harm to the patient. In Q4 2018/2019, two cases were found to have received ‘poor’ care. Both are awaiting second
stage reviews and dependent on this outcome may be subject to more in-depth investigation to extract learning to
inform improvement priorities.
The quarterly ‘Learning from Deaths’ report describes the cases which were found to have received ‘poor care’ in
more detail along with the progress against the objectives to establish learning from these cases and to share this
throughout the organisation. A full review of learning from deaths in 2018/2019 is provided in the Q4 paper which is
presented to Board this month.

3.2

STROKE

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

Score range for grade2
Level Score range
A
> 80.8
B
70 - 79
C
60.5 - 68.4
D
44.2 - 57.9
E
32 - 37

The Trust is now achieving its aim of an overall SSNAP rating of B as at Q4 18/193. The ‘score range for grade’ has
been determined by analysing regional results for the past 5 quarters. A minimum score of 70 is the estimated
lowest score needed to retain a B rating, but this is only able to be an estimate as the range varies each quarter.
1

National Clinical Guideline for Stroke (Intercollegiate Stroke Working Party) 5th Edition 2016
Based on review of regional ranges across grades for the past 5 quarters
3
Most recent SSNAP data release is Q4 18/19 and the next release is anticipated in September 2019 for Q1 19/20.
2

OUTCOMES
SSNAP outcome measures for patient care are KPIs grouped into 10 ‘patient centred domain levels’ each given A-E
ratings. 4 of the 10 domains at Q4 18/19 are level C so these outcomes need particular focus: admission to the
stroke unit within 4 hours, thrombolysis within 1 hour, speech and language therapy, and timely combined therapy
rehabilitation provision.
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Current outcomes are as follows for these key indicators based on stroke audit data in the 2 months following the
last SSNAP release. Four hour admission to the unit is 64% in May but 52% YTD which is 3% lower than Q4.
Thrombolysis within 1 hour is 25% (1/4) in May with 38% YTD, lower than the 43% latest SSNAP release. Both the
number of hours of speech and language therapy provided to patients and the timeliness of combined therapy
rehabilitation provision need to improve.
Overall outcomes in the pathway will be improved by additional specialist resource across the service so that
patients can be seen sooner by a designated stroke specialist to promote receiving the best care per SSNAP criteria.
In May, 77% (74% YTD) of patients were reviewed by a Stroke Specialist Consultant within 14 hours largely because
Consultant cover is not currently in place over the weekend. Seven day service (7DS) provision is not yet in place
across the pathway.
INTERVENTIONS
Effective access through ring fenced bed availability:
Bed access within 4 hours has dropped since February due to stroke direct access beds being occupied despite ring
fencing use agreements, because the beds have been required for patients who have waited nearly 12 hours since
the decision to admit from ED. This is an ongoing wider organisational challenge owing to capacity and flow issues.
Expertise through refresher training for HASU nurses about swallowing screens:
Swallowing screens are not being done within the required 4 hours, and that includes the associated review of the
patient’s level of consciousness. The Speech and Language Therapists have been rolling out refresher training for
nurses in the HASU about these screens as per the standard bedside protocol for swallowing assessments. This
training includes emphasising the importance that a screen is performed for all patients upon arrival in the unit, and
also in the ED if the patient is still awaiting transfer to the ward within that first 4 hour window.
Additional specialist resources for consistent service provision:
The Stroke Service does not have Consultant presence 7 days per week. Weekend specialist ward rounds cannot
occur owing to rota gaps. In Q1 2018/19 a recruitment exercise to hire 2 new Stroke Consultants took place,
however, the posts were not filled. The plan to have a 7 day rota by September 2019 is not now feasible, so the
situation is being re-considered in light of the ongoing recruitment difficulties. Trust Grade Doctors are supporting
the Stroke Nurses 8am-10pm Monday to Friday however this service is not available in the weekend, so more
patients are seen by A&E doctors. An additional Trust Grade Doctor is being recruited.
CONSTRAINTS/ISSUES
The ability to improve timely thrombolysis was constrained in May. This was due to 3 patients with delayed
thrombolysis; two of which were clinically unavoidable. There was no trend by time of admission or day of the
week. The first patient was delayed owing to complex and difficult decision making surrounding suitability for the
treatment given level of frailty. The second patient’s thrombolysis timing was determined after confirming that
fluctuating symptoms did not improve, and no harm resulted from the delay. The third case was delayed owing to
the time needed to translate into the patient’s chosen language so that the patient could give informed consent. No
single intervention would have improved the timeliness of this care.
A means of sustainably implementing new ways of working in the emergency pathway to guarantee ring fenced bed
access does not have a single solution in the short-term owing to the complex aspects of Trustwide bed utilisation.
RISKS
Outcomes for Q1 19/20 to date, triangulated with the SSNAP level of 72.2 at the end of March being at the lower
end of the score range for level B, provisionally indicates that the SSNAP score projection may be level C when Q1
results are determined. Continued recruitment difficulties for the 2 Consultant posts means that ongoing rota gaps
will continue which impacts 7 day service provision.
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3.3

IMPROVING END OF LIFE CARE

LEAD – Dr CLARE SMITH, PALLIATIVE CARE CONSULTANT
The End of Life Care (EOLC) Service is led by Dr Clare Smith, Consultant in Palliative Care, Sue Dargan Lead nurse for
Cancer, Palliative and EoL Care and Sue Tranka as Executive lead for EoLC. The Trust’s 2018-2023 End of Life Care
Strategy aims to ensure patients receive individualised shared care at the right time and place, which meets national
guidance standards, that is compassionately given by our staff.
This is the second year of implementing this strategy and key work streams guide the care in people’s last 1,000 days
of life, communication including care in last days of life, quality and safety with the end of life nursing care bundle,
and continuous learning so all staff receive EOLC training. This strategy includes linking-in with system partners
including hospices and community teams.
An ongoing audit against NICE Guidance NG 31, Care of Dying Adults in the last days of life, takes place with results
collated quarterly. The aim is for more than 80% of patients recognised as dying to have an individualised care plan.
Latest information is 66% for Q4 2018/19 which is an improvement over the year from 52% in Q1.
ASPH participates in The National Audit of Care at the End of Life which has been commissioned for 3 years. It
focusses on quality and outcomes of care experienced by people during their last hospital admission. ASPH has
participated in the 2018 audit (round 1).
The End of Life Care Steering Group will oversee the action plan currently being formulated. ASPH is currently
participating in the 2019 audit (round 2) which will build on the actions and recommendations from round 1. This
will be presented at the steering group in 2020 once national results are published February 2020.
As part of learning from deaths and addressing episodes of poor care, a further aim is to develop a 'bereavement
pathway' and improve end of life care experience. A Bereavement Pathway subgroup was set up early in 2019 to
review the current pathway and experience for families in the light of the ‘Learning from Deaths’ – Guidance for NHS
Trusts on working with bereaved families and carers National Quality Board July 2018 paper, and particularly to see
ways in which the relatives of the deceased may be included and contribute to the SJRs and enabling the Trust to
develop and enhance its bereavement care. The subgroup was made up of members of the Palliative Care and
Bereavement teams, as well as patient representatives and volunteers. The group was led by Laurence Gamlen,
Spiritual Care Lead for the Trust.
In May 2019, the group completed a set of findings, recommendations and proposed next steps which related to
making improvements in the practices of communicating with and supporting bereaved families as well as updating
our policies to reflect the desired changes to ways of working.
This work has been reviewed, will be aligned with the proposed Medical Examiner roles and ratified via the Mortality
Committee in July 2019. The agreed work streams and actions laid out within this pathway have set timeframes with
most work due to complete by early 2020.
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4. SAFETY
4.1

LEARNING FROM ERRORS

There were 20 Serious Incidents (SI) reported in May 2019. Details of the new incidents reported this month along
with initial actions taken and learning are detailed in the Serious Incidents Requiring Investigation Report presented
to Board.
There were four SI investigations submitted to the CCG for closure in May 2019 and the learning from these cases
will be shared with the teams involved and beyond. For example; a survey of Health Care Assistants will be
undertaken to benchmark current practice when caring for patients with challenging behaviours related to dementia
to ensure training meets their needs. Also the protocol for one to one care for patients with dementia will be
reviewed; this will include rotation of staff giving one to one care and oversight of these staff by the Nurse in Charge.

4.2

PRESSURE ULCERS

The aim for improvement in reducing harm from hospital acquired category 2 and above pressure ulcers this year is
a 5% reduction, which equates to no more than 13 per month. An 18% reduction was achieved in 2018/2019.
During May 19 there were a total of 16 category 2 and above hospital acquired pressure ulcers affecting 15 patients.
This was a reduction on the previous month by 3. The Trust has set a target to reduce hospital acquired category 2
and above pressure ulcers by 5% for 2019/2020. This equates to 13 per month and therefore the target for this
month was not achieved.

Of the 15 patients affected 11 were hospital acquired category 2 pressure ulcers, of which 4 were device related and
4 hospital acquired heel pressure ulcers. The Trust has a target of zero tolerance for hospital acquired category 3
pressure ulcers for 2019/2020. This has not been achieved with 1 hospital acquired category 3 pressure ulcer being
sustained. This is being investigated.
The Trust has a target of zero hospital acquired category 4 pressure ulcers for 2019/2020, which was achieved for
May 19 with no hospital acquired category 4 pressure ulcers reported.
There are a number of interventions and initiatives being undertaken to try and drive down the numbers of pressure
ulcers and to instil proactive prevention. This includes the Tissue Viability Team continuing to provide training in
pressure ulcer prevention, as well as refreshing the roll out of the REACT to red campaign, which has a particular
focus on those wards that consistently have pressure damage.
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There has also been the introduction of a new pocket pictorial pressure ulcer card, which is now readily available for
staff to use to help with identification and prevention of pressure ulcers.
To try and sustain improvement and celebrate the achievements with prevention, more localised targets are to be
set to make key pressure free milestones more achievable than the 100 days; which has been a challenge to achieve
longer term in some areas. Device related and heal pressure ulcers are subject to a specific training focus.

4.3 PATIENT SAFETY ALERTS

One new safety alert was received in May 2019 relating to Assessment and management of babies who are
accidentally dropped in hospital. The Paediatric team will write an interim policy using the tool kit from the alert
whilst awaiting the British Association of Perinatal Medicine, BAPM policy to be published nationally.
Two safety alerts were closed in the month; i) ‘Management of life threatening bleeds from arteriovenous fistulae
and grafts’ is awaiting a final draft of the policy to be ratified; and for ii) ‘Supporting the introduction of the National
Safety Standards for Invasive Procedures’ a Policy has been ratified in theatres which is appropriate for Trust wide
implementation.
Two safety alerts remain open:
i) ‘Resources to support safer bowel care for patients at risk of autonomic dysreflexia’; a task-and-finish group will
undertake a policy and practice review and implementation.
ii) ‘Risk of wrong selection of orthopaedic fracture fixation plate’; Trusts are asked review processes for the storage
and handling fracture fixation plates and identify all patients with plates fitted from 1st February 2018 to date. The
Trust has appropriate and robust systems in place to ensure that plates are stored separately and are not included as
part of operation sets. Cross checking of patient lists is currently underway and once completed the alert will be
closed.
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5. EXPERIENCE
LEAD – ANDREA LEWIS, DEPUTY CHIEF NURSE
2019/2020 Aim: 95% of complaints will be responded to within 25 working days.

5.1

LEARNING FROM OUR PATIENT FEEDBACK

Overall new complaint inflow reduced in May 2019 compared to previous three months. The response rate
continued to improve in Q1 for 2019/20 than achieved in Q4 2018/19. There were 31 new complaints received In
May 19 compared to 43 in April 19. 100% of these received a response within 3 days. There were 9 follow up
complaints received in May 2019, which is an increase by 3 from the previous month. This is deemed to be in
correlation with previous months data, as the improvement with complaint response performance in April 19 (84%)
resulted in more responses going out in this month, which would influence the number of follow ups in May. This
will continue to be monitored.

In May 19 there were 42 complaints due to be closed, of which 31 were closed within the 25 working day
timescales resulting in a 74% performance. This is a slight drop from the previous month’s performance at 84%;
however the complaints handling process is currently under significant review which will affect performance until
processes are embedded. There is however a clear aim to meet 90% in Q2.
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PALS
PALS received 200 new cases in May 19 and closed 207 cases. 149 (76%) were closed within 5 working days, 40 (20%)
cases were closed late and 8 (4%) remain open that were due to be closed in May.

The PALS cases are actively chased in each division, but due to multiple factors, there have been delays with
divisions responding within the required timescale. To address this issue divisions are providing their resilience plans
to mitigate relying on one point of contact; a main reason for delays.
PALS themes are consistent with previous months’ trends regarding enquiries about Outpatient Services and the
need to provide better information using clearer communication. There has been several cases regarding referrals,
delay with clinic letters, waiting times for surgery, discharge and appointments. There has also been a rise in
appointments being cancelled with no notification received by the patient of this cancellation. Due to the repeated
nature of these trends a key work strand going forward is to enhance the learning from these complaints and to
ensure improvements are fully implemented within divisions.
PATIENT FEEDBACK
Obtaining quality patient feedback in real time is a priority for the Patient Experience Team. As previous reports
have highlighted the feedback capture from FFT has historically been low. ‘R Outcomes’ continues to be trialled in
Maternity with an improvement with data capture being seen in May 2019 with 174 responses received showing
96% recommending APSH to friends and family.
Viewpoint is due to be trialled at the beginning of July 2019 in the Emergency Department. This solution provides
patient and family feedback utilising different platforms (standalone touchscreen kiosks, the use of IPADs (for less
mobile patients) and paper feedback also). It is hoped the standalone touchscreen kiosks are successful in getting
people’s attention and opinion.
‘I Want Great Care’ is already contracted by the Trust. Recent expression of interest was received from them to
broaden their remit to more real time patient feedback. Consideration is being given to offering a trial in the
assessment areas of the Trust. The clear aim with all of these trials is to identify and commit to a system that
generates the best quantity and quality of patient and family feedback, which can then subsequently be analysed
into themes and acted upon.
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LEARNING FROM COMPLAINTS
As already highlighted the Patient Experience Team are capturing the key learning points from complaints to ensure
divisions are actioning. Areas that have been addressed are communication improvements between the
Ophthalmology booking office and patients; review of pain relief during therapy, improved discharge processes on
Dickins ward as well as the advice and guidance referral process being reviewed to ensure triage is robust. The next
phase is to link this learning with other aspects of learning generated from across the Trust, such as the Mortality
Reviews and Serious Investigations.
To explore how this can be achieved better an Evidence Based Co-Design workshop is being held on 3 July 2019
between complainants and staff.
PROPOSED PATIENT EXPERIENCE INITIATIVES / DEVELOPMENTS
The month of May 2019 saw the new Deputy Chief Nurse for Corporate Services, Andrea Lewis start in post as well
as the new Head of Patient Experience and Involvement, Helen Collins. Both posts have a clear remit for Patient
Experience and Involvement and in collaboration with the Chief Nurse are setting the direction for future
improvement on the back of recent changes.
This will culminate with a reinvigorated work plan with clear actions to improve overall patient experience and
outcomes. This provides an exciting opportunity to take the Patient Experience Service forward. Some of the
improvement initiatives being implemented are as follows:








The implementation of a revised quality control mechanism for all complaint letters before they are signed off
and sent to the complainant.
The testing of standardised phraseology with complaint letters.
Complaints mapping exercise to be conducted end of June 19 to provide a streamlined process.
Commence work for the 'creative health' work stream to enhance the therapeutic environment across the Trust.
This will incorporate items such as art, music, dance and pottery.
Commence work for the 'Always Events' to deliver patient defined standards of care in accordance with the
national programme supported by NHSE.
Increase patient involvement across the Trust to improve existing and new services.
Refresh the Carers’ Strategy and involvement with Carers, to improve service provision and experience.
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APPENDIX A

QUALITY ASSURANCE MEASURES

17

MEDICATION SAFETY

18

INFECTION PREVENTION AND CONTROL

19

EFFECTIVENESS

Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.
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EFFECTIVENESS
Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology
Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

May-19

Jun-19

Cumulative

Total number of adult inpatient deaths

88

103

85

95

93

94

101

81

105

129

95

104

114

95

1382

A&E deaths (in scope from July 18)

7

5

4

6

3

3

7

7

11

8

8

9

5

5

88

Total number of deaths in scope

95

108

89

101

96

97

108

88

116

137

103

113

119

100

1470

% of deaths receiving initial review

94%

90%

93%

87%

90%

84%

88%

84%

85%

89%

83%

70%

82%

48%

81%

Number of cases requiring an SJR

17

14

14

21

10

25

19

10

5

10

11

8

12

8

184

Total deaths receiving structured judgement review

16

9

9

17

10

23

14

6

1

4

8

5

3

0

125

Percentage of SJRs completed

94%

64%

64%

81%

100%

92%

74%

60%

20%

40%

73%

63%

25%

0%

68%

Percentage of SJRs completed (by quarter)

76%

89%

62%

59%

66%

Total Number of reviewed deaths considered more
likely than not due to problems in care

0

1

0

0

0

1

0

0

0

0

0

0

0

0

2

Number of deaths of people with learning disabilities

1

1

0

0

0

2

1

0

0

0

2

0

0

0

7

Number of deaths of people with learning disabilities
that have been reviewed

1

1

N/A

N/A

N/A

2

1

N/A

N/A

N/A

1

N/A

N/A

N/A

6

Number of deaths of people with learning disabilities
considered more likely than not to be due to
problems in care

0

0

N/A

N/A

N/A

0

0

N/A

N/A

N/A

0

N/A

N/A

N/A

0

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 (13/06/2019).
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SAFETY

22

EXPERIENCE

Note: The measure of ‘complaints closed within agreed response times’ changed to a new method of calculation and is available from October 2017 only.
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