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STRATEGIC OBJECTIVES 

Quality of Care ✓ 
The Quality Report provides an overview of QA and QI efforts and outcomes 

across the Trust and reflects the priorities set out for 2022/2023. 

People ✓  

Modern Healthcare ✓  

Digital ✓  

Collaborate ✓  

EXECUTIVE SUMMARY 

The reporting Period for this paper covers April – June 2022. 

Experience: The number of PALS contacts shows an increase and is explained by a change in the way that the Team 

is capturing the data. PALS closures were between 92% and 96% in the reporting period. The number of complaints 

received in the reporting period has increased since February 2022 but remains within common cause variation. 

Complaints responded to within the Trust standard was not met in the reporting period. However, this has improved from 

a low of 64% in March 2022, to 88.57% in June 2022. Reducing the number of complaints and PALS related to 

appointment letters, and discharge are new Quality Priorities for 2022/2023. Appointment letters is currently tracking 

above the monthly target required to meet this priority, with 16 in the reporting period, however, this is expected to 

improve with the stabilisation and resolution of issues within Surrey Safe Care (SSC), which was implemented in May 

2022. The monthly target required to meet the discharge priority was met in April 2022 and June 2022. The themes for 

this period were lack of detail and or communication for families and care homes, fitness for discharge, and timely starts 

to care packages. Actions to strengthen these areas are detailed within the report. The Friends and Family Test (FFT) 

Trust response continues to improve reaching 8.7% in May 2022 and 7.2% in June 2022, from a low of 2.8% in September 

2021. There was a dip in all the Trust Strategic Patient Experience questions in May 2022, and this correlates with the 

implementation of SSC. However, in June 2022 there was an improvement in all the questions. The Healing Arts 

programme is ongoing, and examples of current projects are detailed within the report.  

 

Infection Prevention and Control (IPC): COVID numbers declined in April 2022 and May 2022 but increased again in 

June 2022. Some of the definite hospital acquired infections were associated with outbreaks across the Trust, and 

coincided with an increase in regional and national prevalence, due to Omicron variants BA.4 and BA.5. There were 5 

Clostridiodes difficile cases in the reporting period, against the 2022/2023 threshold of 18. For E.Coli bacteraemia there 

was a total of 19 cases against a threshold of 53. There were 5 cases of Klebsiella bacteraemia against a threshold of 

27 and 5 cases of Pseudomonas against a threshold of 7. There were zero Trust MRSA bacteraemias and 3 cases of 

MSSA bacteraemia. Hand hygiene audits, completed by staff working in clinical areas, suggests high compliance across 

the Trust. However, this does not fully align with what is observed by others, including the IPC Team. Ongoing work is 

needed to accurately audit hand hygiene opportunities.  

Surgical Site Infection (SSI): Comprehensive SSI incidence data is collected on a quarterly basis. Q4 2021/2022 data 

is currently being submitted to the UK Health Security Agency and will be available in the next report. The ward Care 



Bundle Audits show improvement in all areas. The theatre Care Bundle Audits show over 80% compliance in all areas 

except the process for hair removal. However, in the latest audit significant improvement was seen in hair removal 

compliance, along with antibiotics administered within one hour of surgery. The Trust SSI Lead Nurse was invited to 

present on the importance of quality improvement in SSI prevention at a national webinar hosted by the Infection 

Prevention Society in June 2022. 

Sepsis: Data is in arrears, reporting only to April 2022. Compliance with the Sepsis 6 Bundle for adults remained above 

the target of 47.5% for March 2022 and April 2022. Improvements continue to focus on the most frequently missed 

elements of the bundle, blood cultures in Inpatients and urine monitoring in the Emergency Department (ED). New 

training in blood culture competency for nurses, commenced in June 2022, and new equipment has been purchased for 

the ED to support monitoring of urine output. 

 

Medication Safety: There has been good programme achievement in the reporting period, with the number of reported 

incidents with harm below the target. Data for medicines reconciliation will not be available until Q3, whilst access and 

report building are underway with SSC. Focus following the implementation of SSC is on identifying and delivering 

support to staff, to enhance medicines safety.  

 

Safety: The target for hospital acquired category 2 pressure ulcers was met, however the Trust has had 12 category 

3/unstageable pressure ulcers in the reporting period. All Category/unstageable pressure ulcers had MDT rapid review, 

supported by the Tissue Viability Team. Improvement actions included Matron led skin integrity and documentation spot 

checks, dermal pads included in stock top up, and use of low air loss setting on mattresses. 

The falls and repeat falls targets were both met in the reporting period. The targets for lying and standing blood pressure, 

MUST, catheter surveillance and fluid balance were not met, owing to SSC implementation, which has affected recording 

and reporting of data. Issues associated with SSC are being addressed.  

Similar issues with SSC has impacted on the ability to report May 2022 VTE data, which is also 1 month in arrears. VTE 

risk assessment and CTP administered within 14 hours where indicated, was met for March 2022 and April 2022. 

Potentially preventable HAT data, for Q2 2021/2022, was met. Due to the nationally defined timeframe for identification 

and inquiry of a HAT, establishing actual level of harm is often up to 8 months in arrears. 

Effectiveness: The seven-day services audit data is in arrears and only available until April 2022. The targets for review 

by a consultant were not met. Divisional performance and action plans will be introduced into the divisional reporting 

template to QCC going forwards. 

Completion of adult mortality review forms (MRF) within 2 days fell to 13.4% in June 2022. This was impacted by the 

introduction of SSC as MRF completion remained on Evolve. The number of completed forms improved after 

communication was issued clarifying the process. The completion of Structured Judgement Reviews is at a minimum of 

30 days in arrears and there is still work underway to recover the position. The number of trained reviewers has increased 

with further new recruits identified and awaiting training.  

The RAMI chart shows that the Trust continues to track above our peers. Historically the Trust has always had a slightly 

higher RAMI than our peers but remained with a median below the RAMI 100.  The sustained increase above our peers 

from October 2021, coincides with occurrences of deaths on Willow Palliative Ward, this is being investigated in greater 

detail, to include a review of data and coding.  
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

PALS: The special cause variation in the number of PALS received is explained by a change in process to how
PALS calls and contacts are being logged, to improve data capture. Since April 2022, the team have been using
monthly tally charts to capture the high volume of short query calls received. The calls are now logged on DATIX
as one concern with the volume noted in the information section. The categories with the most calls received
were; unable to attend appointment, chasing follow up care, advice, patients unable to get through to other
departments and to request subject access request forms.

PALS have seen an increase in face-to-face queries from visitors attending the PALS department and this is also
captured in the data. The target of closing all PALS within five days was achieved in May and June 2022. Success
with this target relies upon departments offering timely resolution and an update to the PALS Team.

Face-to-face contact with the PALS team enables patients to express their concerns directly, offering a more
reassuring service and assurance that resolution will be sought.

See page 4 for actions related to appointment letters.

PALS continue to work closely with relevant departments to
address the largest subject group regarding appointment queries.

The PALS Team escalate patient concerns to the relevant
department and seek to understand the barriers to resolution.

Offer a more personalised face-to-face approach

Partial assurance. The new recording of the high volume of short
query calls is providing more data and information to share when
recurrent themes emerge and need addressing by a department.

Offering patients face-to-face contact provides assurance that their
concerns will be escalated in a timely manner.

Target

For monitoring

Variance/Assurance

Special cause due to 
higher values.

Response

For Information

Target

95%

Variance/Assurance

Special cause of 
improving nature.

Response

For Information

Page 2CARING DOMAIN – PATIENT EXPERIENCE - PALS



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Complaints: The number of complaints has seen an increase since March 2022, but remains
within common cause variation. The complaints response time, although has not reached
target as planned by June 2022, it has seen improvement to above 80%, which had not been
achieved since November 2021. The investigation of complaints were paused for 1 week with
the launch of Surrey Safe Care (SSC) in May 2022, in order to support clinical teams.

The themes and trends in the reporting period were ‘treatment and care’ and
‘communication’.
‘Treatment and care and communication' themes include; poor communication with the
patient, patient did not feel listened to, lack of engagement and communication from doctors,
concerns about follow up surgical support and delays experienced in pathway from the
Emergency Department to the wards.

In June 2022, the Complaints Team Lead implemented a triage system to ensure
better oversight of complaint management. A change in process to how divisional
complaints performance data is monitored and shared, will help divisions to
identify where improvement is needed.

Each concern raised via the complaints process was investigated and the
complainant was given an explanation and apology.

The complaints lead will be undertaking a deep dive into themes and trends of
complaints for each division, in order to identify repeated concerns. The data will
be shared with the relevant teams to ensure appropriate preventative actions can
be implemented (6 areas will be reviewed in the next 6 months).

During the launch of SSC Divisional complaint meetings were paused for one week,
and the Associate Director of Quality, reviewed and signed off letters on behalf of
the divisions.

Local Divisional actions to improve themes and trends include: Staff training on
‘having difficult conversations’ and ‘’compassionate conversation’, GEMBA walks,
information displays on waiting times and delays, patient leaflets, playing music,
additional chairs, quality improvement project on sleep quality.

Partial Assurance. The complaints response time has improved with
the additional staffing resources implemented. The additional
resource has been extended to November 2022, due to the increase
in the number of complaints received, and to support recovery.

From July 2022, complaints performance data will be included in the
Executive Divisional Review (EDR) for each monthly divisional
presentation.

Target

For monitoring

Variance/Assurance

Common cause 
variation.

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Information
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Appointment Letters: Reducing the number of complaints and
PALS related to appointment letters is a new Quality Priority for
2022/2023. In 2021/22, an experience based codesign approach
was taken working with patients, volunteers and staff to review
all outpatient letters, and a set of common principles were
agreed. New letter templates were rolled out in February 2022,
and formed the basis of the letters built for SSC.
Information leaflets were also reviewed, which resulted in
information leaflets being revamped with current information,
and many other leaflets being removed.
Rollout of SSC has resulted in a number of teething problems,
which are being addressed as they are discovered. These issues
have been the cause of some PALS received in the reporting
period, of which there were 16 related to appointment letters.

Complaints and PALS related to discharge: A new Discharge
Lead Nurse commenced in April 2022. The aim of the Discharge
Lead Nurse is to improve discharge and strengthen relationships
with system partners.

The Complaints, PALS and incidents relating to discharge include
lack of detail provided to families prior to discharge, queries
relating to fitness to discharge, concerns related to timely start
of care packages, poor communication with care homes, no
discharge letter sent and incomplete medication.

All the issues directly related to SSC are being addressed.
Where corrective action was/is required and could not immediately be resolved, mitigations have been implemented to
reduce risk. In some cases patients were contacted by phone and text message to confirm the appointment details.
Bite sized training sessions on waiting lists have been implemented and advertised daily.
PALS helped to address concerns for patients via face-to-face interactions, which were then escalated to the service lead
for resolution.

The Discharge Lead Nurse met with all inpatient areas and identified gaps in ward understanding of the discharge
coordinator role. Education was provided to give nursing staff the confidence in discharging non-complex patients.

A regular meeting with Central Surrey Health (CSH), Ward Managers, Matrons and the Discharge Flow Team was
introduced to strengthen collaboration and communication between organisations.

A new process has been implemented between PALS and the Discharge Lead for all queries that come in via PALS.

All relatives of inpatients now receive an email, which shares the Trust’s discharge and admission policy and gives
information about community services and access to these. This will ensure all next of kin have the necessary
information should they be unable to visit the hospital and speak with staff.
Each concern raised via the complaints process was investigated and the complainant was given an explanation and
apology.

A QI project is underway in Gynaecology, to introduce criteria-led discharges by registered healthcare professionals, and
23 hour stay laparoscopic hysterectomy to reduce patient stay at Ashford.

Partial assurance. In the longer term SSC will address and
resolve many of the issues related to appointment letters.
The patient portal (planned to go live in the next 12 months)
will address many of the concerns linked to late notification of
appointments.

North West Surrey Alliance Home First initiative commenced in
April 2022, which has placed two Discharge Coordinators in the
Clinical Assessment Unit and Emergency Department who hold
a bleep to aid responsiveness and allow the hospital team to
access their expertise.

Anecdotally the Discharge Team responsiveness to PALS queries
has improved.

Target

39

Variance/Assurance

Common cause 
variation.

Response

For Information

Target

251

Variance/Assurance

Common cause 
variation.

Response

For Information

Page 4CARING DOMAIN – PATIENT EXPERIENCE



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Compliments: In the reporting period the ViewPoint SMS survey was paused 3 times, due to
clinical coding issues and the launch of Surrey Safe Care.

FFT Response Rate: The Trust Friends and Family Test response rate increased from 5.7% in
April 2022 to 8.7% in May 2022 and 7.2% in June 2022.
A Quality Improvement (QI) programme commenced in January 2022. Data indicates an
improvement in the inpatient response rate, to 9.2% in April 2022 to 21.9% in May 2022.

ViewPoint: The impact of SSC implementation has affected traction and engagement with
ViewPoint.
Barriers to device usage were identified during the Trust wide ViewPoint awareness days. Issues
were related to user confidence with devices and problems with maintaining charge between
patient feedback episodes.

Service user feedback was shared with the teams to ensure they were aware of the impact of
their excellent care.

Focussed visits have been implemented and continue at both hospital sites, to ensure
support is provided to areas where ViewPoint engagement is limited.

As part of the QI programme, a ViewPoint Working Group and development of further
ViewPoint Champions will be established. Invitations to join the Working Group will be sent
out in readiness for the first meeting. The Champion role will mirror an existing role on
Dickens Ward, and be developed around the Trust.

Charging cables and plugs were purchased and distributed to replace those lost.

Service user comments for this reporting period identify
the strong commitment to excellent care.

There is partial assurance towards achieving 20% FFT
response rate by September 2022. Whilst there has been a
rise in inpatient survey engagement across the Trust, a
more realistic target would be an aim to see an increase in
the response rate month on month.

Working Group meetings to be held monthly, commencing
in September 2022.

Page 5CARING DOMAIN – PATIENT EXPERIENCE COMPLIMENTS AND USER FEEDBACK

Service User Comments:
UEC Division: “The care was excellent. By 4.30am Monday morning after blood test returns I had the beginnings of a
diagnosis and was on my first meds. I was seen by a very competent young doctor.
Tuesday I was in your new Ambulatory Emergency Care Unit, AECU, (an utterly fantastic space and a great idea), system was 
working, more bloods, another doctor and a consult with a rheumatologist that had previously been arranged whilst I was in 
A&E. Small point, there was a comms. breakdown as I was expecting the rheumatologist on Tuesday, but those dots hadn’t 
been fully joined up. I only mention that because that was quickly backfilled and later that day he was with me, 
extraordinary. Additional complications prompted that doctor to get far more investigative work and by the end of the day 
id had full blood cultures a CT scan and Ultrasound, all in your unit. He’d also arranged an Echograph, and I got a cancellation
and was back to the hospital for that a few days later. Very friendly and competent bunch in the cardio unit! I’d had the 
most competent, comprehensive, publicly funded overhaul you could imagine, multiple blood tests (all done exceptionally 
well) a diagnosis, the start of a treatment plan and a follow up appointment booked at Ashford with the consultancy team 
for June 24th”. 
Maternity: “I am a patient under the Early Pregnancy Unit (EPU) and have been undergoing treatment and support from 
them through my early pregnancy and now unfortunate miscarriage.
Yesterday I came in to have another scan to confirm my miscarriage. After speaking to my consultant it was agreed that I 

would be placed on the emergency list due to my miscarriage not progressing and the excruciating pain I was going through 
whilst having continually bled for nearly 10 days. My consultant was phenomenal. She supported us professionally explained 
things to us in layman’s terms and I have nothing but gratitude to her empathy and support. She was amazing.
I was then handed over to the nursing team and the overall team were phenomenal. They allowed me to wait inside in 

privacy, prepped me for surgery and communicated with me throughout the process. They were able to be professional and 
lightened the mood as appropriate as my husband had to leave me. I was then cannulized by a trainee anaesthetic 
consultant who again was brilliant.
The EPU team called to follow up on me and I cried down the phone telling them of my pain and trauma. They were so quick 
in ensuring I had access to stronger meds and got everything arranged for me. The EPU team have nothing but my 
gratefulness for treating me with gold standard care. They showed compassion, care and lived up to the standards and 
values of the NHS. Please do ensure that the named individuals in my care for EPU are given my compliments and I would 
highly recommend that they are given the ASPH equivalent of awards or recognition of a high standard of care that they 
demonstrated”.

Target

20%

Variance/Assurance

Common cause 
variation. 

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

The four strategic questions that patients answer when completing the ViewPoint
survey remain within common cause variation. The dip in all 4 questions in May 2022,
correlates with the implementation of SSC, but this improved again in June 2022.
However, the 95% target of patients agreeing or strongly agreeing with the strategic
questions is not consistently being met.

Narrative feedback includes; ‘standard of care expectedly high (CAU), treated with
courtesy, kindness and respect (BACU), cared for on a new and inviting ward (CAU),
staff were friendly and respectful (Heron), staff worked incredibly hard and I felt very
well cared for (Kingfisher), and I love Ashford I was treated very well (Dickens).

The Quality Improvement (QI) programme has increased ViewPoint engagement with
ward areas and wider Trust staff.

Further work is needed to improve the engagement and care of our patients.

The data will be broken down by division to inform specific improvements required,
and QI will work will support improvement in those areas.

The aim is that the QI programme will drive the percentage response rate to the
target of 95% and furthermore month on month improvement.

Monthly bite size training with question and answer sessions will be provided to
guide staff on the ViewPoint system and how to interact with feedback from their
patients.

Feedback is shared with the teams

Partial assurance that the strategic aim of 95% is within reach.
Some ViewPoint engagement work will be paused whilst there is a focus on
SSC stabilisation.

Data breakdown will be achieved by the end of September 2022.

CARING DOMAIN – PATIENT EXPERIENCE TRUST STRATEGIC QUESTIONS

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement 

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement 
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Eternal Garden - Opened at the end of April 2022, the Eternal Garden has received excellent feedback from
patients and their families.
Patients commented on gaining enjoyment from spending time in a ‘beautiful’ and ‘peaceful’ place enjoying
nature around them and the calming noise of water. The space is also used by families after a bereavement
and has been commented on as being a conducive environment with wonderful facilities; appreciated by
staff, families and patients. Over 20 families and groups have used the space since its opening and staff have
been invited to visit the space to understand how they can use it with patients.

Nature Works for Health - The light emitting nature displays have been installed in Ashford Outpatients and
the Staff Education and Wellbeing Centre with positive feedback from patients and staff.
“The picture draws you in and takes you down the path, I can almost hear the birds singing and my
imagination runs riot as I sit and stare at the image”.

QR codes have been used as another mechanism to receive feedback on the art work and positive
responses so far from staff members have been:
“The whole display is perfect, thank you”, “Its inviting, the size is right for the space” and “Would love to see
more”.

Paintings in Hospitals - The loaned artwork at St Peter’s has been removed.

An Arts and Design Officer commenced in post in June 2022, and is working on developing the Healing Arts
Programme. Progress will be shared in the next report.

The demand for the Eternal Garden is being monitored by
a signing in sheet, created in June 2022, to capture usage
and understand the spread of teams utilising the space.
Regular updates via Aspire are published to remind teams
about the space and how it can be used.

A further donation of a nature display will be installed in
the renovated ITU relatives waiting room in the next
month.

New artwork will be installed.

Partial assurance, qualitative data is now being collected.

Partial assurance, qualitative data is now being collected from the Nature Works
for Health displays. The feedback has been limited so far with comments received
on the UTC artwork where all patients strongly agreed that the light display made
them more relaxed, uplifted and appropriate for the environment. Comments
included; “seeing more displays around the hospital and perfect to sit and look at.”

The artwork will be installed in August 2022.

CARING DOMAIN – PATIENT EXPERIENCE HEALING ARTS Page 7



SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

Target

0

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

≤ 18

Variance/Assurance

Common cause 
variation. 

Response

For Improvement
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Target

≤ 53

Variance/Assurance

Common cause 
variation. 

Response

For Improvement

Target

≤ 27

Variance/Assurance

Common cause 
variation. 

Response

For Improvement

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

COVID: During April 2022 and May 2022, COVID numbers continued to decline, but increased again in June 2022. Some of the definite hospital acquired
cases have been associated with outbreaks in a number of wards across the Trust. It also coincided with an increase in prevalence regionally and
nationally, due to Omicron variants BA.4 and BA.5 and further lifting of restrictions, namely the cessation of universal masking across the Trust. There
has been an increase in staff testing positive also.

Clostridiodes difficile: Cases exceeded the target number for the reporting period. Of the 2 cases in April 2022, 1 was an incidental finding with no lapses
in care and 1 was antibiotic associated, but notably the antibiotic prescribing was appropriate. Associated learning from this case was about collecting
wound and urine samples, to inform antibiotic prescribing at the earliest stage. The 3 cases in June 2022, are awaiting root cause analysis (RCA)
completion.

E.Coli: Cases exceeded the target number for the reporting period. RCA identified that cases were multifactorial; 38% of cases had a “lower urinary”
source, one of which was catheter related; 25% were “Hepatobiliary” of which 2 were the same patient with an on-going infection and tested positive
twice.

Klebsiella: Cases were within the target number for the reporting period. Of these, 2 were related to a hepatobiliary source in patients with complex
underlying medical conditions, and 2 had a lower urinary source (not catheter related).

Universal masking reinstated in all
areas.
Staff reminded of twice weekly lateral
flow testing and use of IPC precautions.
Trust-wide ventilation assessments
required.

Learning was discussed with relevant
ward staff and incorporated into
mandatory training.

ANTT training included in mandatory
update training and is ongoing.

Ongoing surveillance for early detection of any further
outbreaks and appropriate management, to help
minimise further definite hospital associated cases.
Ventilation assessments to be completed by 30/09/22.

There has been a national increase in C.diff cases over
the first quarter of 2022/23. June’s RCA’s to be
completed by mid August 2022. The Trust threshold is
very challenging compared to peers and is based on
2021/22 good performance.



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Pseudomonas aeruginosa: Cases exceeded the target number for the reporting period. The majority of cases were related to a
hepatobiliary source in patients with complex underlying medical conditions, 1 had a “lower urinary” source (not catheter related).
None were linked to positive water test results.

MRSA and MSSA: The MRSA bacteraemia target was met in the reporting period. The MSSA blood stream infections sources were
all skin/soft tissue. For one of the June 2022 cases, it is notable that the patient developed phlebitis at a peripheral cannula site,
hence likely the source of infection & potentially avoidable.

Hand Hygiene Audits: Trust hand hygiene compliance remained above 90% for each of the months in Q1 and suggests good hand
hygiene compliance. However, it is worth noting that this level of compliance does not align with hand hygiene practice observed by
the IPC Team in many areas and that the audits are carried out by staff working within their own clinical area (so subject to bias).

Other Issues: 1. SSC does not provide the IPC Team with a daily list of inpatients with an infection, making it harder for the Team to
ensure/advise on appropriate IPC precautions.
2. The IPC Team is under-resourced, impacting the Team’s ability to provide a comprehensive 7 day IPC service, in a background of
an ongoing pandemic.

Aseptic non-touch Technique training included in
mandatory update training.

Ongoing recruitment to vacant IV specialist nurse post.

Communicate with department managers/matrons re
capturing hand hygiene opportunities in real time, rather
than hand hygiene carried out. Greater local
ownership/leadership of this issue is also required.

1) Issue highlighted to the SSC implementation leads for
resolution.
2) Business case submitted for expanding the IPC Team.

Challenging threshold based on good performance in
2021/22.

Successfully appoint to the IV specialist nurse post ASAP
(however, it should be noted that recruiting to such
specialist posts is very challenging).

Email sent to all ward/department managers/matrons
highlighting the issue and the correct audit methodology.
This is an ongoing piece of work.

1) Resolution is awaited.
2) Business case has been approved. Funding for additional
posts is to be established.

SAFE DOMAIN – INFECTION PREVENTION AND CONTROL

Target

≤ 7

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

0 avoidable Trust 
onset cases

Variance/Assurance

Common cause 
variation. 

Response

For Improvement
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Target

80%

Variance/Assurance

Common cause 
variation. Consistently 
passing the target.

Response



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

SSI Data: There is no new Surgical Site Infection Surveillance (SSIS) data since the
previous reporting period. Comprehensive SSI incidence data is collected on a quarterly
basis.

Lower Limb Orthopaedic Surgery now have a designated clinical lead for SSI.
RCA are currently being undertaken of SSIs in the period Oct 21 – Dec 21 in addition to
the development of an improvement plan.

Care Bundle Audits: [A set of interventions that, when used together, significantly
improve patient outcome]. The ward Care Bundle Audit shows improvement in all areas.
The theatre Care Bundle Audit shows over 80% compliance (some variance is expected
and above 80% is acceptable) in all areas except the process for hair removal (a recent
change in practice that requires a culture shift). However, compared to the previous
audit, hair removal has shown significant improvement, along with antibiotics
administered within one hour of surgery.

Q4 2021/22 data has been submitted.

Completion of RCA and finalised improvement plan including a Lower Limb
SSI prevention Care Bundle.

Continue to encourage all ward and theatre areas to undertake the audit

A Spot audit on hair removal process

Theatre Surgical Standards SOP, for each speciality, on intraoperative
procedures to include NICE recommendations (from BDO audit).

The newly updated patient leaflet has now been implemented across all
areas in the Trust. All patients having surgery (except ENT, Ophthalmology
and Paediatrics) will receive this on admission. There will be a spot audit on
patient information leaflet distribution.

The SSIS Policy has been updated and ratified by the Surgical Site Infection
Surveillance Oversight Committee ( SSISOC)

The SSI Team are currently piloting the use of Viewpoint SMS messaging to
undertake prospective SSIS within Trauma & Orthopaedics.

Q4 2021/22 data will be available in the next report.

UKHSA (previously PHE) data for Lower Limb surgery is gathered on a quarterly
basis and will give assurance or highlight a need for improvement. Data will be
available in the next report.

Care bundle audits are undertaken quarterly. There is acceptable assurance on
implementation of these.

The spot audit will take place in July 2022.

Completion due in December 2022.

The spot audit will take place in July 2022.

The pilot will take place between July – September 2022.

SAFE DOMAIN – SURGICAL SITE INFECTIONS (SSI)

Target

100%

Variance/Assurance

N/A at this time, due 
to too few data points.

Response

For Information
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Target

100%

Variance/Assurance

N/A at this time, due 
to too few data points.

Response

For Information



SAFE DOMAIN - INPATIENT SEPSIS SIX CARE BUNDLE

SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Medication Incidents with Harm: Data shows improving compliance against target

Medication Reconciliation within 24 hours: Data currently unavailable whilst access to
SSC reports is being resolved and reports are built and tested.

Sepsis Six: The programme continues to focus on improving compliance with the most
frequently missed elements of the Sepsis 6 care bundle. For inpatients this is blood
cultures and in the Emergency Department this is urine output monitoring. A mandatory
Sepsis-6 proforma is integrated into the SSC EPR system for any patients triggering a
Sepsis alert –evaluation of the impact is expected to be available in the coming months.

Additional training support and quick reference guides to teams to help with
prescribing and administration of medicines using SSC.

It has been flagged to the SSC Medications Team for prioritisation.

Additional training for nurses on blood culture competency is in place and
commenced in June 2022.
Blood culture pre-packs are being reviewed to aid practice on the wards.

A questionnaire for ED staff identified that a lack of equipment, such as weighing
scales, was a barrier to urine output monitoring. These issues have now been
addressed.

The improvement target was met in the reporting period. Good confidence
and evidence in programme delivery with acceptable assurance.

Absence of evidence of delivery whilst reporting function in SSC is being
developed. Q3 expectation of data reports from SSC.

Partial assurance. The target has been met since December 2021. Due to
supporting implementation of SSC the Sepsis work will be temporarily
paused. Further reporting will not take place until the project has
recommenced and there is new data to report. This is expected to be in
November 2022.

Target

<78

Variance/Assurance

Special cause of an 
improving nature.

Response

For Information
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Target

47.5%

Variance/Assurance

Common cause 
variation.

Response

For Information

SAFE DOMAIN – MEDICATION SAFETY



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Category 2 Pressure Ulcers: Remains within target year to date and has shown a
downward trend.

Category 3 and Unstageable Pressure Ulcers: There have been 12 category
3/unstageable pressure ulcers in the reporting period. The four unstageable pressure
ulcers in April 2022, occurred in three wards (Maple, Walton Care Unit, and Chestnut),
one of which was device related secondary to a plaster cast. The five unstageable
pressure ulcers in May 2022, occurred in three wards (Swan, Willow Palliative and
Aspen). In June 2022, there were two unstageable pressure ulcers on two wards
(Wordsworth and Willow Palliative). The third was a category 3 device related pressure
ucler on Birch secondary to oxygen tubing. All of the rapid reviews show inconsistencies
in documented pressure ulcer prevention care provision.

The Tissue Viability Team continue to monitor and validate all Datix reports for
hospital acquired category 2 pressure ulcers . Mandatory training has been updated
to reflect changes with SSC.

All Category 3 and unstageable pressure ulcers are subject to a MDT rapid review,
supported by the Tissue Viability Team.
Swan Ward have introduced safety huddles and spot checks of patients skin integrity
and documentation, which is led by the Matron.
Willow Palliative will have dermal pads for pressure ucler prevention added to their
stock list, and are promoting use of the low air loss setting on air mattresses, for
their patients.
The Tissue Viability Team is supporting the clinical areas in implementation of SSC, in
particular risk assessments and completion of body maps.

Acceptable assurance.

Partial assurance. Mitigations and actions from the rapid reviews are
discussed and monitored in the divisional monthly harms meetings, which
are then discussed in the monthly Harms Free Care Oversight Meeting,
chaired by the Deputy Chief Nurse.

SAFE DOMAIN – PRESSURE ULCERS (PUs)

Target

129 or <

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

7 or <

Variance/Assurance

Common cause 
variation. 

Response

For improvement
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Falls: There were 3 falls with moderate/severe harm in the reporting period. In April
2022, 1 was recorded as moderate harm (Emergency Department) and 1 was severe
harm (Willow Ward). In June 2022, the fall on Kingfishers was recorded as moderate
harm.

Repeat Falls: There were 4 patients on different wards, that fell on more than one
occasion (3 patients fell twice and 1 patient three times). The common denominator
was that all patients had a diagnosis of cognitive impairment.

Lying & standing blood pressure: The reduction from target in May 2022 and June
2022 correlates with the introduction of SSC and issues with staff knowing where to
record the lying and standing blood pressure. The audit question was updated in June
2022, to capture lying and standing blood pressure recording within four hours of
admission

Amended date/time of Falls Steering Group for better representation from all members
of the MDT.
Rapid reviews completed with local actions in place.
Falls prevention training delivered to Willow Ward.
The Fall Prevention Lead is supporting staff to complete falls risk assessment on SSC.
A project to reduce the number of unwitnessed falls will commence on Swan ward.
The falls champion meeting will take place in July 2022.
The BDO action plan has been reviewed and updated.
Falls alert work with SSC is ongoing.

Lying and standing blood pressure compliance highlighted to all Ward Managers for
action.
Guidelines for lying and standing blood pressure, that was attached to the previous
devices will be attached to the new SSC devices.

Acceptable assurance. The BDO action plan has 7 of the 10 actions
completed. The remaining 3 are due for completion in August 2022. With
the introduction of SSC, the Falls Prevention Lead is able to review the
patient record for all patients that fall, enabling real time actions and
advice.
The project on Swan will be launched in August 2022. Data will be
reported from November 2022.
All patients who have a repeat fall are assessed by the Falls Prevention
Lead and strategies put in place.
Currently no timeline is available for falls alerts on SSC

Partial assurance. Divisions monitor individual wards results, and target
areas of low compliance via the monthly Harms Free Care meetings. All
Falls training includes lying and standing blood pressures.

SAFE DOMAIN – FALLS

Target

16 or <

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

128 or <

Variance/Assurance

Common cause 
variation. 

Response

For Information
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Target

85%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

MUST: The special cause variation from May 2022 correlates with the launch
of SSC. Most clinical areas have seen a drop in compliance in MUST recording.
The term ‘nutritional assessment’ is used in SSC a change from the well known
‘MUST’ terminology.

Fluid balance: The reduction in accurately completed fluid balance charts also
correlates with the launch of SSC. In June 2022, one ward reported 40%
compliance with all other areas reporting over 75% compliance, of which 7
wards reported 100% compliance. Enteral feeding requires staff to manually
enter this on the fluid balance chart as this is not currently automated via SSC.

Catheter care: Accurately completed catheter surveillance forms saw a
significant reduction in May 2022, however this improved in June 2022.

Quick reference guides for staff have been devised and are being distributed to wards.
The Nutrition Lead is working toward guides being uploaded to the SSC pages on Trustnet.
Targeted training is ongoing.
MUST training via Microsoft Teams will be relaunched in August 2022, following staff recruitment.

Clinically based education to support recording of enteral feeds.
The issue has been raised to the electronic prescribing team.

Ward managers have been sent screen shots of the catheter surveillance plan on SSC to share with
their staff, to improve compliance. This includes the need to set the frequency of the assessment to
ensure daily completion is flagged.

Partial assurance. Education on SSC and launch of visual ‘how to’
guides is expected to improve compliance and awareness of MUST
recording over 3 months.

Partial assurance. Divisions monitor their individual wards results
and address areas of low compliance for improvement in their
monthly Harms Free Care meetings.

Partial assurance. Monitoring is as above. The Nurse Consultant
Harms Free Care continues to flag clinical areas who have not
completed the audit, to ensure full data set

SAFE DOMAIN – NUTRITION, HYDRATION, & CATHETER CARE

Target

98%

Variance/Assurance

Special cause, due to 
low value. 

Response

For improvement

Target

100%

Variance/Assurance

Common cause 
variation. 

Response

For Information
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Target

100%

Variance/Assurance

Common cause 
variation. 

Response

For Information



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

VTE Risk Assessment: VTE data validation is 1 month in arrears.  The VTE risk assessment 
target of 97% was met for March and April 2022.  May 2022 data is being generated and 
will be available at next reporting period.  This delay is due to technical difficulty 
merging data pre and post SSC go live.

First CTP dose within 14 hours: The target of 80% of patients requiring CTP to receive the 
first dose within 14 hours was met for March 2022 and April 2022. May 2022 data is 
being generated and will be available at the next reporting period. The delay is due to 
technical difficulty merging data pre and post SSC go live.

Potentially Preventable HAT: A HAT is deemed harm if appropriate preventative 
measures were not put into place for the patient.  Due to the nationally defined 
timeframe for identification and inquiry, establishing if harm has occurred is 8 months in 
arrears.

Information services are identifying and rectifying issues with data merge from
multiple systems and reporting in collaboration with SSC.
Two random population sample audits were completed in July 2022, to establish VTE
Risk Assessment completion rate. Audits to continue until full data sets are available.

Two random population sample audits were completed during the first week of July
2022, to establish if chemical thromboprophylaxis was prescribed when indicated on
admission. Audits to continue until full data sets are available.

The Trust target of 97% has been met or exceeded for the last 7 months.  
The National quality target of 95% has been consistently exceeded for the 
last 3 years providing overall significant assurance
Both audits completed demonstrated 100% VTE Risk Assessment
completion.
The CTP target has been met or exceeded 10 times in the last year. The
Trust is unable to benchmark, due to being the only Trust in the country
reporting against the CTP 14 hour standard.
Both audits completed demonstrated 100% chemical thromboprophylaxis
prescription, when indicated on admission.

The internal quality target of cases of preventable Hat has been met and 
exceeded for the last 3 years providing overall assurance.  
For Q2 2021/22 the target has been met and exceeded at 4.6%. 

SAFE DOMAIN – VTE

Target

97%

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

80%

Variance/Assurance

Common cause 
variation. 

Response

For Information

Target

Nil - 60% of VTE are 
expected to be HAT 
based on international 
data. 

Variance/Assurance

Significant Assurance.

Response

For Information

Target

Preventable HAT <5% 
of all cases 

Variance/Assurance

Common cause 
variation. 

Response

For Information
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

These measures are audited in arrears, the most recent results available are for April
2022.

The drop in performance for standard 8 in April 2022, corresponds to lower performance
in Trauma and Orthopaedics for the month where only 7 out of 19 patients audited had a
clearly documented daily review by a Consultant.

Updated Seven Day Services (7DS) guidance from February 2022 states that ‘Where a
specialty team is unable to consistently deliver this standard the Trust Executive Medical
Director may agree a derogation to include senior training grade (ST4+) and Specialty
Doctors as suitable senior decision-makers. Such derogations must be specialty-specific
and should be reviewed annually.’

The Implementation of SSC temporarily impacted the ability to complete this audit due
to access and training issues for the auditors involved. These have now largely been
resolved.

The future aim is that this audit could be run as part of standard reporting from SSC
rather than a manual audit.

7DS performance has been added into the speciality governance reports to give
greater oversight.
It is planned to add this in to the QCC divisional reporting template to include
reporting progress with the divisional action plans for improvement

A decision is required around derogations for all appropriate specialities. The audit
standard can then be updated.

A series of training sessions for the team has commenced.

Previous actions included a letter from the Medical Director to the Divisional
Directors outlining the position and some possible suggestions to improve
performance. The Divisions were requested to devise action plans.

Currently partial assurance.

Improved reporting by divisions to QCC for September 2022.

Trauma and Orthopaedics Divisional Director has confirmed that there has
been no change to out of hours or Consultant of the week job plans, that
would account for the drop in compliance.

Target

90%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement

Target

90%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Performance for initial review of deaths within 2 days dropped with the implementation
of SSC. The Adult Mortality Review Form (MRF) that needs to be completed for deaths
remains on the old Evolve medical record system at present. There was a lack of
awareness of this and clinicians were omitting to log in to Evolve to complete the form.
Following communication this has started to improve. It was the intention that the form
would be on SSC and the possibility for this will be further explored once SSC system
stabilisation has occurred.

Completion of SJR’s is always at least a month in arrears. Reviewers are given a
maximum of 30 days to complete the review once it is assigned to them. There is still
work underway to clear the backlog accrued as a result of clinical priorities during COVID
and the subsequent Hospital Acquired COVID reviews.

Four new reviewers have recently been trained with another four awaiting training.
Following opening up of the SJR role to Specialty Registrars three have expressed an
interest to date. Although, there are now 22 trained reviewers some of these have
reviews outstanding and are unable take on any additional reviews.

A weekly communication is sent to the Divisions and clinicians to remind them to
complete any outstanding reviews.

Recruitment to Mortality Lead post has been completed.

Recruitment of additional SJR reviewers is an ongoing effort.

The Mortality Lead is due to start in September 2022. The resource from
this role is key to improving performance against these targets.
In the meantime work continues to prioritise the SJRs in vulnerable groups
and to chase completion of MRFs.

The Mortality Review Panel is now established with the aim to review
themes and learning.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

95%

Variance/Assurance

Common cause 
variation. 

Response

For Improvement

Target

100%

Variance/Assurance

Special cause, due to 
low value. 

Response

For improvement
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SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

Risk Adjusted Mortality Index (RAMI): This excludes deaths related to 30 days post discharge, zero length of stay, palliative care code Z51.5 and maternity. Both the crude
morality and RAMI show a shift in trend with a run of seven or more consecutive points all above the mean. The RAMI was rebased nationally for 2019. The RAMI is reported one
month in arrears, with the corresponding peer RAMI figure available a month later. The Trust’s mean trend line remains below the standardised RAMI 100 level.
The shift in mortality corresponds with an increase in acuity of patients admitted and the Medical Examiner has noticed a pattern of patients with a ReSPECT decision in the
community not for resuscitation or escalation but who are being admitted and pass away soon after admission. Additionally it has been noted that the increase corresponds with
the opening of Willow Ward for palliative patients. Deaths coded as palliative should be excluded from the RAMI, so further investigation commenced. Death data has been
downloaded from CHKS from January 2022 to June 2022 and cross checked against the Trust’s mortality file. There are 286 deaths on Willow Ward in the period, of which 192 are
listed in CHKS as spells against the RAMI measure. There is therefore a concern that patients receiving end of life care are not being coded as palliative and are being recorded in
our RAMI.

N.B. Due to issues with reporting from SSC there may be a very small number of deaths not captured at this point, these figures may be revised upwards slightly in future.

Further work is needed to verify the potential link between deaths on
Willow Ward and the rise in RAMI. This will include a check on coding and
then inform any further actions. An update will be given to September QCC
committee.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

N/A

Variance/Assurance

Special cause variation 
due to higher values.

Response

For Information

Target

Standardised RAMI = 
100

Variance/Assurance

Special cause due to 
higher value. 

Response

For Improvement

Page 18



SUMMARY ACTIONS ASSURANCE & TIMESCALES FOR IMPROVEMENT

COVID-19 data and national benchmarking - the 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 latest available data for England and Wales is up to the 25th March 2022. The chart for the South-East region is
included to indicate whether the pattern of Trust COVID cases reflects that of our peers, however it must be noted that the officially provided data for COVID deaths by area is
only available for the area of usual residence rather than the area where the patient died.

The pattern of data is broadly comparable to the National and Southeast
picture.

SAFE DOMAIN – LEARNING FROM DEATHS 

Target

N/A

Variance/Assurance

Trust data comparable 
to the National & 
Southeast picture

Response

For Information

Target

N/A

Variance/Assurance

Trust pattern of deaths 
is comparable

Response

For Information

Target

N/A

Variance/Assurance

Trust pattern of deaths 
is comparable

Response

For Information
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For 2021 data the five-year average has been provided for 2015 to 2019 (rather than 2016 to 2020) because of the impact of
the coronavirus (COVID-19) pandemic on deaths registered in 2020. The average for 2015 to 2019 provides a comparison of
the number of deaths expected per week in a usual (non-pandemic) year.

Deaths registered in 2022 are compared with the 2016, 2017, 2018, 2019 and 2021 five-year average.


