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EXECUTIVE SUMMARY

Medication safety: The key priority to improve quality is aimed at a developing a safer medicines programme. The aim 
for 2019/20 is to reduce medication incidents with moderate or severe harm to no more than 8 and a 30% reduction in 
incidents resulting in any harm. The programme continues to deliver significant and sustained improvements. These 
have been achieved through improving the safety culture; improving access to medicines expertise; and addressing 
human factors through the use of digital solutions and automation. We are testing proof of concept by introducing a 
new model of care in the ED. The pilot is set to commence imminently and outcomes and effectiveness will be reported 
through Quality of Care Committee. 

Infection Prevention and Control:  The second quality priority for improvement is to reduce Surgical Site Infections 
(SSIs). Surveillance has improved following the appointment of the SSI Nurse and the Registrar Clinical Lead. Several 
interventions have been implemented to improve the outcome. These are the use of warming blankets prior to surgery, 
standardisation of antibiotic regimes, as well as post-operative wound management, standardisation of dressings and 
the monitoring of theatre temperatures.  There were 5 cases of Trust apportioned Clostridium Difficle cases in October 
2019 bringing the total to 19 cases (YTD) which remains on target to achieve the limit of no more than 28 cases. There 
were a total of 14 cases of E.coli bacteraemia’s in October 2019 with 3 being hospital acquired. The Trust is currently 
16 over trajectory. To address this there is an improvement programme focussing on invasive device procedures. 

Effectiveness: In October 2019 there were 98 inpatient deaths (95 adult, 2 neonatal and 1 Paediatric in ED). This 
remains within common cause variation for the year. The stroke service improved the performance in October 2019 on 
patients being scanned within an hour and within 12 hours. The median time from clock start to scan was 36 minutes, a 
reduction of 14 minutes compared to September 2019. There was also an improvement on the number of patients 
admitted into a stroke bed within 4 hours, from 53.3% in September 2019 to 74.4% in October 2019. This improvement 
has been due to HASU assessment beds being protected for stroke patients. 

Safety: There were 16 new Serious Incidents (SI) reported in October 2019. This consisted of 5 due to missed/delayed 
diagnosis, 4 inpatient falls with severe harm, 3 treatment delays, 1 neonatal death, 1 stillbirth, 1 hospital acquired 
pressure ulcer and 1 patient who received unnecessary treatment. Actions have been captured and learning identified.  
The aim for improvement to reduce harm from hospital acquired category 2 and above pressure ulcers for 2019/2020 is 
5%, which equates to no more than 13 per month. This has not been achieved for October 2019 as there were 15 
hospital acquired category 2 pressure ulcers, 4 deep tissue injuries and 1 unstageable. This still remains within 
common cause variation. A localised improvement focus on areas that consistently report pressure damage continues.  
The Trusts VTE risk assessment target of 97% was slightly under achieved at 96.8% for September 2019 (October’s 
data is still being validated). In Q1 2019/2020 19.2% (25/130) of VTE events were diagnosed as hospital associated 
thrombosis (HATs). In Q2 this was 17.4% (25/144). Improvement initiatives include local prevention practice, as well as 
driving the scrutiny and learning from HATs. There were 46 hospital falls in October 2019 compared to 39 in 
September 2019. There were 4 falls that resulted in severe harm. The appointment of a new Falls Specialist Nurse for 
the Trust has started to drive through improvement initiatives to reduce the falls number further. 

Experience: There were 48 new complaints received in October 2019. The response rate achieved was 93% an 
improvement from 90% in September 2019. There were 4 complaints re-opened in October 2019 compared to 2 in 
September 2019. The Patient Advisory Liaison Service (PALs) achieved a closure rate of 84% compared to 80% in 
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September 2019. The themes around complaints and PALs continue to be around treatment and care and 

communication and information. Actions around complaints are being captured on Datix™ more rigorously with an 
improvement to capture the learning. 

Appendix A to this report includes data and other information provided for assurance. 

AUTHOR Andrea Lewis, Deputy Chief Nurse – Corporate Services 

PRESENTED BY Sue Tranka, Chief Nurse and David Fluck, Medical Director 

DATE 21st November 2019 

BOARD ACTION Receive for assurance 



3 

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).  

UPDATE ON PROGRAMME 
Outcome measures for the medicines safety programme compare favourably against target for the reporting period 
and the programme is on track with delivery of the strategic aim.    

YTD target  YTD performance Status 

Medication incidents with moderate or severe patient harm 5 or fewer 3 

medication incidents with any harm 77 or fewer 53 

SHARING BEST PRACTICE AND LEARNING 
An incident in which a patient was incorrectly prescribed intravenous phosphates via a polyfuser was identified. The 
administration of the phosphate resulted in no harm to the patient. A wider system issue emerged following a deep 
dive into similar prescribing errors related to phosphates. Learning has been captured and shared with training 
updated. 

MEDICINES EXPERTISE INTO CLINICAL AREAS 
A pilot scheme to introduce a pharmacist in Emergency Department (ED) has received funding support from the 
Integrated Care Partnership.  The pilot will commence over the winter months. In the first instance the pharmacist 
will have taster days in the ED and then assess working alongside FY2 doctors in treating patients. This pilot supports 
the efforts to trial new models of working and introduce greater medicines expertise in clinical areas.     
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2.        INFECTION PREVENTION AND CONTROL 
As part of the work to prioritise and align the Trusts quality improvement and assurance work, there is 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, DIVIASIONAL 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).  As well as the reduction of SSIs being an important area of focus for the Trust, it is also a key focus 
for the national GIRFT programme.  The SSI nurse and Registrar Clinical Lead, who have been recently recruited, 
continue with their surveillance and improvement work.  

OUTCOME MEASURES 
Improved reporting of SSIs through the use of the Datix™ reporting system, clinical coding and via electronic 
discharge summaries has provided valid data and has formed part of the national GIRFT SSI audit. The number of SSIs 
identified in the period January to August 2019 is shown below. The numbers from the last report have increased 
due to increased validation that has taken place.  September and October’s 2019 data is still being validated. 

The incidents highlighted below have been shared with the relevant teams and will be reviewed for learning. The SSI 
data does include patient’s readmitted following surgery.   

PROCESS MEASURES 
Improvement projects to improve SSIs has included maintaining normothermia via patient warming, with the use of 
warming blankets prior to surgery (which is being implemented) as well as the standardisation of antibiotic regimes 
prior to surgery being used.  Care bundles to improve SSI rates are also being implemented. Further improvements 
are to include post-operative wound management, standardisation of dressings and monitoring of theatre 
temperatures.     

2.2 HOSPITAL ACQUIRED INFECTIONS 
LEAD – GLYNIS BENNETT, NURSE CONSULTANT, 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 216 cases and 29 for 
hospital-onset cases; 
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To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20 

CLOSTRIDIUM DIFFICLE  
There were 5 Trust apportioned cases in October 2019 (as highlighted in Appendix A) bringing the total to 19 cases 
to date. The Trust remains on trajectory to achieve the limit of 28 cases. 

The Root Cause Analysis (RCA) for Q1 and Q2 2019/2020, reviewed by the CCG, confirm 4 cases had a lapse in care 
related to antimicrobial prescribing and delay in patient isolation. The RCA outcome and required learning has been 
fed back to the clinical teams. 

E.COLI BACTERAEMIAS 
The target to reduce E.coli bacteraemias is a 25% reduction in cases by March 2021 and an overall 50% reduction by 
March 2024. This equates to a target of 216 cases for the Trust for 2019/20.  There were a total of 14 cases in 
October 2019.  This brings the total to date to 144 cases. The Trust is currently 16 over trajectory to achieve the 
target. Focus will continue around RCAs for hospital cases with the aim of achieving engagement of clinical teams to 
address any learning if the bacteraemia was related to an invasive device or procedure. 

There were 3 hospital acquired E.coli bacteraemias in October 2019 (as highlighted within Appendix A). A key focus 
to reduce this is to improve practices related to management of invasive devices which includes: 

 Monthly hand hygiene audits by all wards/departments. 

 Monthly high impact intervention audits looking at central venous catheter insertion and ongoing care; 
peripheral venous catheter insertion and ongoing care; and urinary catheter insertion and ongoing care. 

 Aseptic Non Touch Technique (ANTT) compliance. 

 Recruitment to the IV Nurse Specialist post. 

MRSA & MSSA BACTERAEMIAS 
There have been no Trust apportioned cases of MRSA bacteraemia. There were 3 hospital onset MSSA bacteraemia 
in October 2019. An RCA is in progress for 1 suspected IV device related infection. 

WATER SAFETY 
Following recent water testing results conducted at Ashford site, higher than normal counts of legionella in some 
areas has been identified.  Action undertaken to reduce any risk has included filters to taps, a flushing regime and 
chlorination of the system. Recent results have illustrated a fall in the count, and longer term work including further 
chlorination and emptying of tanks is planned. Ongoing testing is in place and a full risk assessment has been 
undertaken. The Trust has appointed an Authorising Engineer for water who will advise and oversee longer term 
plans for the management of water on both sites of the Trust.  
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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 October 2019 there were 98 inpatient deaths (95 adult deaths and 2 neonatal deaths and 1 Paediatric A&E death). 
This 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 Q2 2019/2020, 27 cases were identified for Structured Judgement Review (SJR) of which 11 (41%) have been 
completed to date.  
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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 Q2 2019/2020, no cases have been found to have received ‘poor’ care to date, however a full 
review of learning from deaths in Q2 2019/2020 will be provided in the Q2 paper due to be presented to Board in 
January 2020.  

The next Trust SIRI/Learning from Death event will be taking place on the 29th November 2019. This will be centering 
on a case that has been through a Coroner’s inquest as well as having previously been subject to a Human Factors 
training session in relation to communication improvements around SBAR and handover. The Inquest has now 
concluded with the desire for the learning from the SIRI and coronial process to be shared across the Trust and to 
wider providers if possible. 

The inaugural Safety & Quality Committee meeting took place on Thursday 7th November with excellent Trust wide 
attendance. The work from Learning from Death will now be encompassed within this new Committee reporting to 
the Quality of Care Board Sub-Committee. Within this first meeting the Chief of Patient Safety presented a gap-
analysis report of the Mortality work where, after discussion with both the National and Regional Medical Examiners 
(ME), there has been an adjustment in the ME/Medical Examiner Officer (MEO) capacity requirements as related to 
the Trusts mortality numbers. Such adjustment aligns the Trust to the national reconciliation payments for the 
ME/MEO service funding. This will now enable the final stages of the recruitment process to be completed.  

3.2 STROKE
LEAD – Dr GIOSUE GULLI, CONSULTANT  
2019/2020 Aim: By Q4 the Sentinel Stroke National Audit Programme overall rating will be A or B.   

The stroke data section within Appendix A provides an illustration on how performance has changed over time 
against the key Sentinel Stroke National Audit Programme (SSNAP) performance indicators.  July-September 2019 
performance is expected to be released shortly by SSNAP.  Based on internal analysis, it is anticipated that 
performance will be similar to Q1 2019/20 which was at a grading of A. 

The commentary below relates to the October 2019 Trust’s performance for Stroke.  This data will not be formally 
released by SSNAP until late February 2020.   

The service continued to meet the targets for patients scanned within an hour and within 12 hours.  In both 
measures performance improved compared to September 2019.   The median time from clock start to scan was 36 
minutes, a reduction of 14 minutes compared to September 2019. 

There was also a noticeable improvement on the number of patients admitted into a stroke bed within 4 hours, from 
53.3% in September 2019 to 74.4% in October 2019.  Some of this improvement is down to increased awareness 
across the site team about the importance of keeping the HASU assessment bay clear for stroke admissions.  The 
status of the HASU bay is now routinely reported and discussed at the CAT meetings in line with the new HASU 
Assessment Bay Usage Policy.  There were 10 breaches. The reasons for the breaches are given below: 

 3 were due to a delay in ED referral,  

 5 were due to no ring fenced bed  

 2 were due to a delay in decision to admit   

It is anticipated a further increase in performance will be observed when the whole acute stroke team relocates into 
AMU, creating additional stroke capacity in one location.  This move is planned for early 2020.  

Unfortunately, slightly fewer than 90% of patients stayed in a stroke bed for 90% of their stay.  Performance was 
affected this month by two patients who had very short admissions.   

Three patients (15%) received thrombolysis in October 2019, and one patient was referred to St Georges for a 
Thrombectomy.  This performance places the Trust slightly below the national target of 20% of patients receiving 
Thrombolysis.   However, 66.7% were treated within 60 minutes of arrival, with the one breach treated at 65 
minutes.  The median time from clock start to Thrombolysis was 54 minutes, a huge improvement on previous 
months.  
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Other areas of improvement include: 

- 95.2% of patients were seen by a stroke nurse within 24 hours of admission. 
- 100% of eligible patients had a swallow screen within 4 hours. 
- Continence plans were created for all patients within 3 weeks of admission. 
- 100% of patients of high risk of malnutrition were seen by a dietitian. 
- 100% of patients were discharged with a joint health and social care plan.  
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4.    SAFETY 

4.1 LEARNING FROM ERRORS 
There were 16 new serious incidents (SI) reported during October 2019. Of these 5 related to missed/delayed 
diagnosis, 4 inpatient falls, 3 treatment delays, 1 neonatal death, 1 stillbirth, 1 hospital acquired pressure ulcer and 1 
patient who received unnecessary treatment.  

Details of the new incidents reported along with initial actions taken and learning are detailed in the Serious 
Incidents Requiring Investigation Report presented to Board.  A summary of key themes, immediate learning and 
mitigations is reported below:  

Delayed diagnosis.  This included a patient whose diagnosis was delayed due to an abnormality not being identified 
on a scan. This case has been discussed with the reporting radiologist and reviewed at the radiological discrepancy 
meeting where all radiological reporting discrepancies are scrutinised. There was a delay in the diagnosis of an eye 
infection following cataract surgery. This patient was given all safety information about eye care post-operatively. 
The investigation will seek to understand whether any practice changes are required in the patient pathway to 
ensure patients seek help at an early stage in the post-operative period when they have concerns.  

Falls.  There were 4 inpatient falls resulting in severe harm, two were witnessed and two unwitnessed. One patient 
had a fall from bed and suffered a hip fracture. Another patient had a fall whilst being assisted by a member of staff. 
A fully mobile patient at low risk of falls had an unforeseeable loss of balance and fell. Another patient had an 
unwitnessed fall and suffered a humeral fracture. A lack of a completed updated falls risk assessment was identified 
as a common theme with all these cases. 

Stillbirth at HMP Bronzefield Prison. This patient did not engage in antenatal care and this investigation has been 
reported via the NHS STEIS system, as HMP Bronzefield is a private organisation. The case will be investigated by the 
Child Death Overview Panel and the Trust is supporting the organisation with the investigation. 

LEARNING FROM COMPLETED INVESTIGATIONS 
There were 4 SI investigations submitted to the CCG for closure and learning from these will be shared widely.  

REDUCING HARMS 
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. In October 2019, there were 15 hospital acquired 
category 2 pressure ulcers, none of which were device related. There were 4 deep-tissue injuries reported and 1 
unstageable.  The pressure ulcer data is shown within Appendix A. 

Although the number of hospital acquired pressure ulcers (category 2 or above) reported each month remains within 
common cause variation; the aim of less than 13 incidents reported per month has not been achieved in October 
2019.  As a result, a number of actions are underway to work with ward teams to improve. 

Localised targets for improvement are ongoing for clinical areas who are consistently reporting pressure damage 
each month. This is proving to be successful as Swan ward had only one hospital acquired category 2 pressure ulcer 
in October 2019 through the introduction of twice weekly raising awareness pressure area rounds with the 
Orthogeriatrician. Birch ward also achieved another 100 days free from hospital acquired category 2 and above 
pressure ulcers. An increase in pressure ulcers over the spine have been identified in October 2019 leading to further 
focus on the use of dermal pads over vulnerable areas of the body and targeted training and support by the clinical 
advisor from Talley who provide the Trust’s pressure reliving equipment. 



10 

VENOUS THROMBOEMBOLISM1 (VTE) 
VTE risk assessment data collection is a national quality KPI within the NHS Standard Contract for 2019/20 which sets 
an operational standard threshold of 95%.  The Trusts internal threshold is set at 97%.  The definition of this measure 
is the percentage of patients aged 16 years of age and above at the time of admission who underwent risk 
assessment for VTE during the monthly reporting period.  

Data below shows the Trusts VTE risk assessment percentage for Q1 2019/2020 compared to national average 
against 303 peers (151 NHS Acute Trusts and 152 Independent Providers).  The Trust performs more favourably than 
peers based on this dataset. 

ASPH VTE risk assessment data compared to national data 
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As the data shows the Trust continues to achieve the NHS Standard Contract Quality KPI threshold of 95% for Q1 and 
Q2 2019/2020.  The internal threshold of 97% continues to be achieved for Q1 and Q2 2019/2020. For September 
2019 the percentage of inpatients risk assessed for VTE showed a reduction below the internal threshold of 97% to 
96.8%.  This was due to a change in the software/process for internal data collection. The October 2019 data is still 
being validated. 

HOSPITAL ASSOCIATED THROMBOSIS2 (HAT) 
As part of the work to improve patient safety and align the Trusts quality improvement and assurance work as a 
National VTE Exemplar Centre, a strategic approach to the reduction of instances of harm associated with HAT is 
being undertaken.  This approach focuses on improving outcomes for patients and reducing the incidence and 
impact of potentially preventable HAT events in the organisation and includes a number of components of the 
existing VTE Prevention Strategy as follows:  

 Trend identification within patient demographic:  The majority of cases of HAT at the Trust are not 
potentially preventable.  A focus is therefore on identifying where the thrombotic risk for patients who clot 
despite receiving optimal thromboprophylaxis can be reduced.  This has led to the development of a local 
dosing protocol in extremes of body weight which is currently being embedded into practice. 

 Local prevention practice: RCAs conducted on cases of HAT has shown a significant reduction in omitted 
doses of thromboprophylaxis, highlighting a theme of delayed prescription and administration of first dose 
of thromboprophylaxis.  The thrombosis committee is leading a review of practice and a staff education 
programme to address this theme. 

1
 Venous Thromboembolism  is a condition in which a blood clot forms in the deep veins of the leg, groin or arm (known as deep 

vein thrombosis, DVT) and travels in the circulation, lodging in the lungs (known as pulmonary embolism, PE) 
2
 A hospital acquired thrombosis is defined as any VTE event that occurs within 90 days of hospitalisation. 



11 

 Providing scrutiny: Bimonthly Thrombosis Committee ensures learning from HAT RCAs is disseminated to all 
divisional teams. To strengthen learning, the VTE education and training plan has been updated to include 
real time sharing of identified themes in order to inform practice.  In addition cases of HAT are beginning to 
be shared and discussed on a National level biannually to optimise collaborative learning and to inform 
further improvement.  

The data below shows the total number of VTE events diagnosed at the Trust compared to total number of HATs for 
Q1 and Q2 2019/20. There is currently no measure/goal (nationally or locally) for the number of HAT due to not 
being appropriately bench marked. 

Graph 4.1 – Total number of HATs compared to total number of diagnosed VTE events

The key points for the data collected on the total number of diagnosed VTE and HAT events in Q1 and Q2 2019/20 
are: 

 In Q1 19.2% (25/130) of VTE events were diagnosed as HATs. In Q2 this was 17.4% (25/144).  This compares 
favourably to international data that suggests HAT accounts for 50–60% of all VTE seen.  

 Total number of VTE events diagnosed is fluctuant due to multi-factorial causation; however the number of 
HAT remains consistent (arguably due to local VTE Prevention practice). 

The highest number of HATs per division for this period occurred in Medicine and Emergency Services.  This is 
expected due to the large number of inpatient admissions, patient specific and patient cohort risk factors associated 
with the demographics of this patient population.   

VTE - GET IT RIGHT FIRST TIME (GIRFT) 
The Trust is currently contributing to the GIRFT National Thrombosis Survey. The survey is running from 1st October 
2019 to 31st March 2020 with the aim of providing data for participating organisations to benchmark against a 
National average and to drive better scrutiny and investigation of HAT and their causes. 

FALLS 
In October 2019 there were 46 hospital falls compared to 39 in September 2019.  As already highlighted, there were 
4 falls in October 2019 that resulted in severe harm which has triggered a SIRI. Appendix A highlights the falls data. 

The improvement to reduce falls has consisted of the following: 

 A new falls prevention lead taking up position in September 2019. 

 A draft Falls Prevention Strategy has been developed and circulated internally for comment.  

 An Integrated Falls Group is to commence between the Trust and the CCG with KPIs to be reported on from 
January 2020.
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4.3 PATIENT SAFETY ALERTS 

No new alerts were received in October 2019 and 1 alert was closed during this period. There are 3 alerts 
outstanding but progressing. The safety team are meeting with the alert leads to support progress towards 
completion.

Progress with on-going alerts 

NHS/PSA/RE/2019/002  

Due on 8/11/2019 

Assessment and management of babies who are accidentally dropped in 
hospital.  
Lead – Paediatric Consultant.  A new policy is required which is in draft and 

requires information added for other clinical areas where babies may be cared for.  

NHS/PSA/RE/2018/006 

Was due on 8/05/2019 

Resources to support the safe a timely management of hyperkalaemia (high 
potassium in the blood)  
Lead – Divisional Director MES.  Awaiting local guidance for hyperkalaemia to be 
ratified and made accessible to bank and agency staff.   Hyperkalaemia is now 
Included in training and Trust wide communication to follow. 

NHS/PSA/RE/2018/005  

Was due on 25/01/2019 

Resources to support safer care for patient at risk of autonomic dysreflexia  
Lead – Deputy Chief Nurse.  Guidelines have been produced and circulated for 
comment. They are to be ratified at the November 2019 Clinical Guidelines 
Committee. 
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5. EXPERIENCE 
LEAD – ANDREA LEWIS, DEPUTY CHIEF NURSE – CORPORATE SERVICES 
2019/2020 Aim: 95% of complaints will be responded to within 25 working days. 

LEARNING FROM PATIENT FEEDBACK 
NEW COMPLAINTS
Despite an overall trend of a reduction in complaints, there has been a noticeable increase in October 2019.  

TIMELINESS OF COMPLAINTS 
ACKNOWLEGEMENT
There is continued compliance of 100% to the acknowledgement of complaints within a 3 day period.  

RESPONSE WITHIN 25 DAYS (OR IN NEGOTIATION WITH COMPLAINANT)
There continues to be improvement in the response times to formal complaints within the Trust standard of 25 
days. At the end of October 2019 the response was 93%. This shows a 3 month period of performance at 90% or 
above.   

QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS
The actual number and proportion of complaints re-opened has dropped significantly since May 2019. There were 
4 re-opened complaints for October 2019 compared to 2 in September 2019. All re-open cases have been offered 
local resolution meetings, of which some complainants have accepted. 
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OVERALL THEMES IN COMPLAINTS 
The categorisation of complaints requires improvement, and is being addressed with a Datix™ rebuild. Currently the 
only data available displayed shows that treatment and care, and communication/information are the most common 
themes. As previously reported, the latter is also common in PALS.  

THEMES IN COMPLAINTS BY DIVISION
Overall, there is a noticeable increase in complaints regarding communication and information within MES 
and DTTO.  
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PROTECTED CHARACTERISTICS AND COMPLAINTS 
The collection and recording of protected characteristics of the complainant requires improvement. A new equality 
and diversity form has been developed and is now sent to all new complainants. A retrospective process of data 
input is underway. In the meantime, the analysis reveals the following: 

 Age: There appears to be a larger 
proportion of complainants in 65 and 
older age group which is probably 
reflective of the demographic profile of 
the patients the Trust serves. 

 Sex: The majority of complainants were 
female.  

 Ethnicity: 51% of complainants were 
logged as ‘White British’. Further 
analysis is required to determine 
breakdown of ethnicity within this 
group.

PARLIMENTARY HEALTH SERVICE OMBUSMAN (PHSO) COMPLAINTS 
In the current financial year and month, there are 8 open PHSO cases.

Since 2015/2016, there has been a 
steady increase in PHSO referrals, and if 
the rate continues as it does for this 
financial year, this trend will continue. 
The PHSO have been contacted to 
identify if this is a national trend. 

Over time, the numbers of cases 
accepted for investigation have 
declined. The numbers that are partly 
upheld have also declined significantly, 
and those that are fully upheld remain 
exceptionally low. 

IMPROVEMENT OF COMPLAINT PROCESS
The recording and governance of learning and associated actions from complaints and PALs enquiries is the 
responsibility of the investigator and/or the Divisional Chief Nurse (DCN), and reported through to the PMEG. 
In addition, the Patient Experience Team are now recording actions, and their completion on Datix™ so there 
is both a Trust-wide record as well as an automatic reminder message to the DCN when the actions are 
overdue. The actions are being retrospectively populated to April 2019, and a large number of these for all 
divisions are nearly complete. This will be reported at the February 2020 PMEG. 

IMPROVEMENT ACTIONS FROM THE 2018 COMPLAINTS AUDIT 
Good progress has been made on the key improvement areas. These are as follows: 
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 Complaints, Concerns, Compliments and Remedy Policy. This has been submitted to the November 
2019 PMEG for approval prior to final approval by Quality Care Committee. 

 Re-build of Datix™.  Work has commenced and good progress has been made. This is on target for 
completion at the end of November 2019. 

 Culture of complaint management/response.  A culture change expert has been consulted to improve 
the culture surrounding responding and managing to complaints. A proposal is currently being 
reviewed by the Trust.   

NEW PALS CONTACTS 
There is a very slight increase, over time, of the new PALS cases being managed each month. 

TIMELINESS OF PALS RESPONSES 
For the third month running, PALS has a closure rate over 80% within five days, and an average, over the year, of 
80%. For the current month, the closure rate was 84%. This is the highest it has been since March 2019. 

THEMES IN PALS BY DIVISION  
Over a one year period, until the end of 
Q2 2019/2020, MES had the highest and 
WH&P had the lowest PALs activity 
compared to other divisions

3
. It is worth 

noting that PALS activity within each 
division has remained relatively static 
apart from MES. Q2 PALs activity in the 
other divisions has been the lowest 
since April 2019. 

3
 This division has one of the highest levels of activity 
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OVERALL REASONS FOR PALS ENQUIRIES 
The most common reasons for people 
contacting PALS are 
‘communication/information issues’ 
‘outpatients’ and ‘waiting times’. Many 
of these issues relate to incorrect, non-
communicated or delayed appointment 
times being issued by the relevant 
appointment centre. Reassuringly, the 
rate specifically for ‘outpatients’ has 
dropped. Further work is underway in 
Datix™ to improve the granularity of 
coding the reasons for contact.  

OVERALL COMPLIMENT RATE
Many clinical areas receive compliments but corporately capturing such feedback has been low. Since last 
reporting, a focus on capturing these has taken place, this has resulted in a significant increase in those recorded.  

During Q2, 2019/2020, MES and TASCC received the largest number of compliments. Greatest activity occurs within 
these divisions, and further work is required to gain further granularity of exact location where these positive 
experiences occurred.   

TRIALS OF PATIENT FEEDBACK METHODOLOGIES 
The patient feedback trials of R-Outcomes in Maternity, Viewpoint in ED and ‘I Want Great Care’ in AMU was 
completed at the end of September 2019.  An options paper will be presented to the Digital Committee highlighting 
the response rates and the cost benefit of these 3 patient feedback methodologies following the trial, in order to 
determine a preferred option going forward. 

NATIONAL SURVEY PROGRAMME UPDATE 
Children and Young People Survey 2018: Results recently published but currently under embargo. 

Maternity Survey 2018: Results recently published and under embargo. 

National Cancer Patient Experience Survey 2018: Published in September 2019. Headline results are: 

 8.7 was the average rating given by respondents when asked to rate their care on a scale of zero (very poor) 
to 10 very good 
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 72% of respondents said they were definitely involved as much as they wanted to be in decisions about their 
care and treatment. 

 90% of respondents said that they were given the name of a Clinical Nurse Specialist who would support 
them through their treatment. 

 83% of respondents said that it had been ‘quite easy’ or ‘very easy’ to contact their Clinical Nurse Specialist. 

 86% of respondents said that, overall, they were always treated with dignity and respect while they were in 
hospital. 

 93% of respondents said that hospital staff told them who to contact if they were worried about their 
condition or treatment after they left hospital. 

 51% of respondents said that they thought the GPs and nurses at their general practice definitely did 
everything they could to support them while they were having cancer treatment. 

Urgent and Emergency Care Survey 2018: Published in October 2019. Headline results are: 

SOCIAL MEDIA ANALYSIS
Social media posts are now being fully responded to either through the communications or the patient experience 
team. For the latter, all cases are reported onto Datix™ for further analysis.  

OTHER PATIENT EXPERIENCE UPDATES 
Healing Arts in Hospital Environments. A Steering Group has been established with the Chief Nurse as Executive 
Lead. A project plan has been developed for first year and is currently being reviewed. Some objectives have been 
implemented including trials of music on NICU, ICU and Holly/Swift Ward. An Arts Co-ordinator post has also been 
approved and will shortly go out to advert. 

Always Events™. The Trust is now ‘Cohort 14’ of this National programme focused on improvement of quality 
through co-design. Representatives of MES, WHP and TASCC attended a conference to understand principles of the 
roll-out. More details will follow. 

Transgender Conference 2019. This was attended by the Head of Patient Experience and Involvement in October 
2019. An action plan is to be developed to improve the patient experience for transgender patients. This will be 
submitted to the February 2020 PMEG. 

Death Certification Process. Following feedback from various sources that the timeliness of death certification is 
variable, producing a sub-optimal experience to the bereaved, a meeting was held with Executive and Senior 
Management to explore the improvement to the process. The Bereavement Team are also currently performing an 
in-depth audit of the timeliness and its impact, and will report back in full to the Mortality Committee. 



6.  BECOMING A LEARNING ORGANISATION THROUGH MULTI-PROFESSIONAL LEARNING 

The transformational programme of the organisation is underpinned by education which will allow current and 
future workforce to deliver outstanding care for all our patients. Changes to the organisation and delivery of 
education have begun since the last report. 

A multi-professional education programme has been successfully trialled on wards at a local level with the specific 
aim to widen the attendance, reach and hence learning. The range of the programme is broad from use of 
emergency equipment to information about avoiding never events. The education delivered from these events will 
greatly enhance the care delivered to patients in a safe and efficient manner. 

The Education Board, consisting of all major stakeholders have been meeting weekly and have created a plan to 
improve the delivery of education in the Trust. The plan has now been subjected to a wide engagement/consultation 
process with key stakeholders internally and externally. The approved changes aim to deliver the Trust Strategic 
Objective of ‘Quality of Care – Educate, Learn, and Improve’. 

INTERVENTIONS  

 Enhancing service provision and deliver blended learning. The Trust will deliver its current services and widen 
service provision and provide blended learning through a combination of online media and face to face contacts.  
This is in line with national proposals for making the NHS more digitally capable. Online learning resources for 
staff and students has been increased with the replacement of hard stock with digital resources. This process of 
replacement will be ongoing. Increasingly staff will see education being delivered in physical as well as digital 
space.

 Proposed increase in IT facilities. It has been approved to significantly increase the IT facilities available within 
the newly designated Education Centre. This will complement the provision of online learning facilities and 
resources and is in line with the digitization of healthcare in the Topol Report 2019. These enhanced changes will 
future proof the organisation.

 Education outreach to the frontline. There has been a trial of the multi-disciplinary outreach education 
programme to frontline wards to encourage all staff in clinical areas to attend. Staff have reported a tangible 
benefit from attending. The success of the trial has enabled this program to be expanded to all wards at the 
beginning of next year.

 Responding to what our people say. Staff have briefed that they find the education facilities to be scattered 
throughout the organisation. As a consequence a program of centralising education resources under one space 
at the Education Centre has commenced. Clinical and Simulation Skills are being bought into the Education 
Centre. Further centralisation is being planned. 

TEAM CULTURE 

There is a move away from a historical silo approach to team structure within education. The creation of an open-
plan office will assist with building a team culture. Approvals for making these changes have been submitted for a 
capital bid. The outcome of this will be reported in due course.
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APPENDIX A 

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

EFFECTIVENESS 
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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 (17/10/2019).   

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

EXPERIENCE 


