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EXECUTIVE SUMMARY 

 
The quality report now includes both quality assurance (a summary of data, intelligence and actions relating to the 
provision of high-quality care within the strategic priorities set out below) and quality improvement (a summary of the 
improvement work underway in the organisation) – which reflects the on-going alignment of QA and QI within the Trust.   
 
Medication safety: In the last six months we have seen special cause variation in the number of medication errors with 
‘no harm’ reported and a 31% increase in this period.  The number of medication incidents which resulted in moderate 
or severe harm continued to be below the median average in October.  The report details the improvement efforts 
underway to both improve medication safety and increase reporting of incidents. 
 
Effectiveness: In October 2018 there were 103 inpatient deaths, which continues to be within common cause 
variation. Structured Judgement Reviews also include samples from ED deaths which were 7 in October, giving the 
110 deaths per the table on page 15. Two Structured Judgement Reviews (SJRs) were completed in October 2018 (for 
patients who died in hospital in September 2018) which were found to have received ‘poor care’ and both of these 
cases were confirmed as having some degree of avoidability following a second stage review.  These are the first 
cases in 2018/2019 with evidence of avoidability identified through the SJR process.  The report details the work under 
way in the organisation to share learning from the SJR mortality reviews including the most recent Trust-wide learning 
event.  
 
Safety: In October 2018 there were 15 new serious incidents reported for investigation.  There have been no instances 
of MRSA bacteraemia and 2 cases of hospital acquired C. difficile reported in October 2018. The report describes the 
start of the development of a strategy for reducing the instances of, and harm resulting from, infections.  
 
Experience: There were 38 complaints received in October 2018 with 100% receiving an acknowledgement within 3 
days.   76% of complaints were closed within the agreed timescales in September.  
 
Improvement: This section of the report describes the progress against the strategy for embedding quality 
improvement into the organisation as set out in 2015 and revised in 2017, with particular focus on a multi-agency 
collaborative improvement project aiming to improve timely discharge for patients from inpatient wards. 
 
Appendix A to this report includes data and other information provided for assurance. 
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IMPROVING MEDICATION SAFETY: 
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATION ERRORS AND SERIOUS INCIDENTS 
Our quality priority for 2018/19 is to become a learning organisation in order to eliminate avoidable harm to our 
patients and to provide an excellent patient experience, and the focus of the work for this year is improving 
medication safety.   
 
The medication safety improvement programme began in January 2018 (aligning with the national drive to reduce 
harm caused by medicines). As well as aiming to reduce the number of medication-related incidents that result in 
patient harm, the programme is also aiming to increase reporting of all incidents, and specifically those that result in 
no harm (we aim to increase reporting of incidents with ‘no harm’ by 30% by March 2019). 
 
It is important to note that, although this is not an outcome measure, this is an important ‘proxy measure’ for an 
improving and learning culture, in which all members of the team are encouraged to report incidents and near-
misses in pursuit of improvement. 
 
In October 2018 there were 58 medication-related incidents reported with no harm, and in the last six months we 
have seen special cause variation in the number of medication errors with no harm reported and a 31% increase in 
this period.   

 
 
 

 
 

The increase in reporting of medication-related incidents that do not result in patient harm has been brought about 
through a number of efforts; including improving the way we respond to incidents by meeting with and involving 
incident reporters in making changes; as well as sharing the feedback and learning from these incidents throughout 
the organisation.   
 
The team aim to maintain the improved rate of incident reporting in pursuit of learning and reduction in harm from 
medication incidents. 
 
Since April 2018 there have been 5 confirmed medication incidents which resulted in moderate or severe patient 
harm.  Compared to the period 2017/2018, this is a 70% reduction in medication incidents which resulted in 
moderate or severe patient harm in the year to date. 
 

Average 68 no-
harm incidents 
reported. 31% 
increase on 
previous period. 
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As part of the improvement programme, a multidisciplinary project group has been formed to raise the profile of 
medication safety improvement and to support clinical teams with their own improvement efforts.  
 
The team (consisting of multidisciplinary team members including consultants, matrons, nurses, junior doctors, 
pharmacists and members of the quality and patient safety teams) meet weekly to review incidents and to 
understand learning from different kinds of incidents.  The team also develop change ideas and support teams in 
making local quality improvements. 
 

LEARNING FROM MEDICATION ERRORS - INSULIN 
Some of the most frequent types of medication related incidents that led to patient harm in 2017 were those 
involving the prescribing and administration of insulin for our inpatients and patients attending ED.  Since last year 
the Diabetes team have been working with Pharmacy and other clinical teams to identify areas for learning and 
improvement in order to reduce patient harm. 
 
The team have also been participating in the National Diabetes Inpatient Audit (NaDIA) Quality Improvement 
Collaborative, which is facilitated by the Healthcare Quality Improvement Partnership and Diabetes UK.  The aim of 
the collaborative is support teams from a number of hospitals to reduce inpatient hypoglycaemia and diabetic 
ketoacidosis (DKA) through improvements in the reliability of medications and to help teams learn and develop 
quality improvement skills relating to measurement for improvement, reliable design, continuous improvement and 
behaviour change theory. 
 
The teams have worked together to test a number of changes and have focussed their efforts on the areas identified 
in the learning from previous patient safety incidents, including; making standardised protocols for insulin 
administration available to all teams; supporting easy identification of patients requiring insulin and self-
administration where possible; and providing improved teaching to clinical staff. 
 
Compared to the period 2017/2018, there has been a 57% reduction in insulin-related incidents which resulted in 
patient harm reported in the year to date.

Start of improvement 
programme 

https://www.diabetes.org.uk/professionals/resources/national-diabetes-audit/nda-latest
https://www.diabetes.org.uk/professionals/resources/national-diabetes-audit/nda-latest
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STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
 
In October 2018 there were 103 inpatient deaths.  This represented a continued decrease compared to the previous 
two quarters but this remains within common cause variation. 
 

 
 
 
The Risk Adjusted Mortality Index (RAMI), which excludes deaths related to 30 days post discharge, zero length of 
stay, palliative care code Z51.5 and maternity is shown below.  
 

 
 
The RAMI remains within common cause variation, and is reported one month in arrears.  
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LEARNING FROM OUR MORTALITY REVIEWS 
Since April 2018, 119 cases have been identified for SJR and 51 have been completed to date (43%). 
 
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.   From October 2017 to March 2018, 3 cases were found to have received ‘poor care’ and 2 of 
these cases were confirmed as having some degree of avoidability following a second stage review.   These have 
both been subject to further investigation via the SI process.   
 
Two SJRs were completed in October 2018 for patients who died in hospital in September 2018 which were found to 
have received ‘poor care’ and both of these cases were confirmed as having some degree of avoidability following a 
second stage review.  These are the first cases in 2018/2019 with evidence of avoidability identified through the SJR 
process.   
 
These cases will be investigated through the serious incident process and the learning from these cases will be 
shared through the methods established in recent months. 
 
In October 2018, the second ASPH Learning from Mortality event was held with around 50 attendees across multiple 
specialties and disciplines within the Trust listening, learning and exploring best care alongside Governors and 
patient advocates.  
 
Chaired by our Chief of Patient Safety, Paul Murray, and facilitated by one of our lead Mortality reviewers, Peter 
Wilkinson, the panel of consultants and nurses explored two cases within this lunchtime event. Both led to an open 
and honest review of care.   
 
A challenging case from ED having flagged concerns over care provoked thoughtful discussions around investigations 
and perhaps the pitfalls of over-investigation alongside when the recognition of patients when they are reaching end 
of life. The second case explored palliative care more widely for a patient and the recent introduction of the ReSPECT 
process within ASPH. 
 
Feedback from both within the meeting and afterwards has been overwhelming positive about its educational value 
and the next event is planned for January 2019.  
 
The details of mortality reviews completed and associated learning will be summarised in the quarterly Mortality 
Review Report in December 2018. 
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
There were 15 new serious incidents (SIs) reported for investigation in October 2018.   Details of these incidents 
along with initial actions taken and learning will be detailed in the ‘Serious Incidents Requiring Investigation Report’ 
presented to the Quality of Care Committee.   
 
There were 10 SIs due to be closed in October 2018 following discussion with colleagues from North West Surrey 
CCG.  An analysis of the themes of the SIs reported in 2018 to date is detailed in the ‘Serious Incidents Requiring 
Investigation Report’ presented to the Quality of Care Committee.  The most recurrent themes of SIs reported in this 
period included delay in diagnostic/treatment, falls, and pressure ulcers.  Within these broad categories the key 
recurrent themes for 2018 relate to missed fractures, lost to follow up, pressure ulcers, falls and medication. 
 
Learning incidents closed in October have led to changes in the way the Emergency Department team work with 
specialty teams.  In one case, a patient attended ED with heavy bleeding due to an anticipated miscarriage but was 
triaged incorrectly.  As a result of the learning from this incident, the ED and Gynaecology teams are developing a 
pathway for patients previously seen in the Early Pregnancy Unit who then present to ED.  This case was discussed at 
the SIRI Learning Event held in October to facilitate wider discussion and learning from the investigation. 
 

PRESSURE ULCERS 
The NHS Improvement revised definition and measurement summary for pressure ulcers document was received in 
July 2018, which contained 28 recommendations.  A gap analysis was undertaken by the Lead Nurse for Tissue 
Viability and as a result the recommendation relating to moving to a national definition for reporting pressure 
damage has been fully adopted by ASPH from October 2018. 
 
There were 17 hospital acquired category 2 or above pressure ulcers reported in October 2018. We have set an aim 
to reduce hospital acquired pressure ulcers (category 2 and above) by 5% for 2018/2019, which equates to no more 
than 15 per month.  This standard has been met overall for the first 7 months of 2018/2019. 
 

 
 
Based on learning from previous pressure damage-related incidents, a number of improvements are being tested 
with the identified ward teams and, from October 2018, ward teams have moved to twice-daily skin inspection and 
documentation for patients at risk of pressure damage. 
 
In the last month the ASPH team have put themselves forward to be part of two national workstreams led by NHS 
Improvement.  The Lead Nurse for Tissue Viability has been selected to be part of the National Pressure Damage 
Programme Workforce task and finish group and Louise Maltby (CPE and Sister for ITU) has been selected to be part 
of the National Pressure Damage Programme Critical Care task and finish group.  
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HOSPITAL ACQUIRED INFECTIONS 
As part of the work to prioritise and align our quality improvement and assurance work, we plan to take a strategic 
approach to the reduction of instances of, and harm caused by, infections and for this to be a quality priority in the 
year ahead. 
 
This approach will focus on improving outcomes for patients and reducing the incidence and impact of infection in 
the organisation and will include a number of components of the existing infection control plans relating to MRSA, 
E.COLI; as well as reducing surgical site infections and improving identification and response on the wards to sepsis 
and the deteriorating patient. 
 
Appendix B shows the initial content of the programme and the next steps include establishing appropriate aims and 
measures for each of the workstreams and prioritising improvement efforts. 
 
HOSPITAL ACQUIRED C.DIFFICILE  
The national target in 2018/19 for hospital-acquired cases of c.difficile (post 72-hours after admission) is no more 
than 16 cases.  There were 2 cases reported in October 2018 and 10 cases in the year to date.  
 
Two cases have been found to have resulted from problems in care and learning has been identified from these 
relating to appropriate antimicrobial prescribing and delays in patient isolation. 
 
On-going actions include; trialling the use of the Bristol Stool Chart on May and Swan Wards, which has been 
redesigned to include a diarrhoea assessment flow diagram to guide staff to take appropriate action; and 
implementation of the new antibiotic prescribing chart with a mandatory stop and review section to aid in 
appropriate  antimicrobial prescribing. 
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E.COLI BACTERAEMIA  
We are in the second year of the 5-year national initiative to reduce gram negative bacteraemia by 50% by 2021. Our 
aim for 2018/2019 is to achieve a 10% reduction, which equates to no more than 207 cases in the year.  
 
There have been a total of 130 instances in 2018/2019 to date, of which 17 have had a hospital onset. 
 

 
 
The majority of E.coli bacteraemia are community onset so the trust has an internal target to reduce hospital onset 
case (samples >48hrs after admission) by 10% based on last year’s incidence.  Compared to the period 2017/2018, 
there has been a 12% reduction in the rate of hospital onset cases in the year to date. 
 
Changes that have been identified to minimise the risk of hospital E.coli cases include development of a new urinary 
care pathway as part of the National Catheter Program and implementation of the Aseptic Non-touch Technique 
(ANTT) throughout all inpatient wards. 

 
 
INFLUENZA  
Public Health England report that influenza activity remains low nationally with sporadic cases of influenza detected 
in the community and all indicators below baseline threshold levels.   There have been no confirmed cases of flu to 
date at ASPH. 
 
The staff flu vaccination programme is on-going, led by our Occupational Health Team and trained peer vaccinators.   
At the time of writing, 47% of front-line staff have been vaccinated against a goal of 75% to be vaccinated before the 
end of February 2019.
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STRATEGIC PRIORITY 3 - EXPERIENCE 
LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
There were 38 new complaints received in October 2018 and 100% of these received a response within 3 days.  
Complaints performance for October was 76% against timescale agreed with the complainant and 67% against the 
Trust’s internal 25 day target response time.   
 
Performance is significantly better than prior months.  We are focussing on ensuring patients are communicated 
with early regarding whether they want their complaint handled formally as a complaint or informally as a concern.    
 

 
 
There are currently 62 open formal complaints and concerns of which 16 (26%) reflects a backlog due out in prior 
months.  The majority of backlog cases against ‘agreed timescale’ is from the DTTO Division which has had 
prolonged capacity gaps.  The overdue backlog cases are gradually being cleared. 
 

 
 
There was a spike of 10 follow-up complaints in October, spread across divisions except for TASCC which had none, 
which equates 10.4% year to date which exceeds our internal limit of 10%.  Three of the 10 cases indicated gaps in 
the original complaint response with the remaining 70% not being indicative of deficient original responses. 

New complaints 
handling 
process started 
in June 2018 
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PALS  
There were new 213 PALS cases opened in October.  PALS cases responded to in 5 days dipped to 70% due to staff 
absence in the central team. 
   

 
 
PALS themes are consistent with previous months about Outpatient services and providing 
information/communicating. 
 

 
 

 
LEARNING FROM OUR PATIENT EXPERIENCE 
Learning and improvements have been made in response to complaints issued in October.  Staff in cancer services 
are attending advanced communication skills courses to ensure that  breaking bad news about a patient’s diagnosis 
is smoothly handled when patients are in transition between acute and community care.  The Facilities Team has 
altered the timing on automatic access doors to align with out of hours clinics so that patients are not 
inconvenienced by security arrangements. 
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STRATEGIC PRIORITY 4 – IMPROVEMENT 
USING QUALITY IMPROVEMENT TO CREATE A LEARNING CULTURE 
This section of the report describes the progress against the strategy for embedding quality improvement into the 
organisation as set out in 2015 and revised in 2017.  The strategy comprises three parts; building will for quality 
improvement; building capability for quality improvement; and spreading the use of quality improvement 
throughout the organisation (do-the-work-and-improve-the-work). 
 

i) BUILDING WILL 
 ‘Be the Change’ is part of the ASPH improvement programme; aiming to empower all staff to identify opportunities 
for, and support them to deliver, quality improvement, developing a culture of ‘curiosity and creativity’ that is fair, 
open and supportive.   
 
In October 2018, the Care Quality Commission (CQC) published their report confirming the Trust has retained its 
overall rating of ‘Good’, since the last inspection in 2015. As part of the findings from the CQC Well-Led review, the 
inspectors that they had seen: 
 

 “There was a focus on quality improvement and innovation through the use of recognised methodologies to 
achieve this. Staff we spoke with were engaged with this approach and keen to tell us of projects they had 
undertaken on both a small and large scale.” 

 

 “There was a fully embedded and systematic approach to making improvements with staff empowered and 
supported to lead and deliver change and improvement initiatives.“ 

 

 “The link between quality assurance and quality improvement was well recognised and being strengthened. 
Improvement priorities were closely aligned with the trusts overall vision and associated strategic objectives.” 

 

 “There a commitment to using recognised quality improvement methodologies to improve the quality and safety 
of care which was embedded through all levels of the organisation. 

 
We were delighted that the CQC recognised the impact of much of the work undertaken to deliver on the quality 
improvement strategy in the last 3 years and that the CQC team also reported that they “received positive feedback 
from partner organisations which praised the quality of leadership, the culture of continuous improvement not only 
internally but as part of the wider health system”. 
 
We look forward to continuing to build on this in the months and years ahead, as well as working with partners in 
the Surrey Heartlands Health and Care Partnership to spread the adoption and capability for quality improvement at 
scale. 
 

ii) BUILDING CAPABILITY 
Part of the strategy for embedding quality improvement into the organisation is a considered agenda for building 
improvement skills and capability within staff at all levels as set out in the dosing formula. 
 
In October 2018, the 11th and largest cohort (a 
further 28 members of staff) attended the QI 
Academy day and successfully completed their 
initial improvement training.  This cohort included 
representatives from across the Trust, North West 
Surrey CCG and Central Surrey Health. 
 
Over 300 permanent members of Team ASPH 
have completed the QI Academy, including eight 
members of Trust Executive Committee. 
 

https://improvement.nhs.uk/documents/1660/01-NHS107-Dosing_Document-010917_K_1.pdf
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QUALITY IMPROVEMENT MICROSITE  
One of the ways we aim to build capability for improvement, and to 
make learning about improvement accessible to members of the 
ASPH team and beyond, is through the Quality Improvement 
microsite – http://bethechangeASPH.com   
 
The online resource continues to grow in popularity and in October 
2018 the ASPH QI microsite received 1,400 visits (45 per day) the 
highest number of visits so far this year.   
 
Although the microsite receives interest from all over the world 
(number of visitors per country in October 2018 is shown in the 
infographic right) – it is primarily a resource for members of ASPH 
staff to access online learning, tools and to share their own ideas for 
improvement. 
 
The team aim to make resources available and share more of the 
ASPH approach to quality improvement via the microsite in the 
coming months. 
 

iii) DO-THE-WORK-AND-IMPROVE-THE-WORK 
The third element of the strategy for embedding quality improvement within the organisation and accelerating the 
pace of improvement, requires everyone to see themselves as having two key elements to their jobs: to do their 
work and to improve their work. 
 
MULTI-AGENCY COLLABORATIVE ON IMPROVING PATIENT DISCHARGE 
In the last month a new programme has been initiated which aims to improve the timely discharge of inpatients and 
improve hospital flow.  Inspired by the multi-agency discharge events (MADE) as described by NHS Improvement, 
the work involved the collaborative working of staff from a number of different organisations and teams to make 
changes in pursuit of reducing delays to discharge. 
 
Members of the teams, including ASPH, Central Surrey Health, Social Services and staff from local residential and 
nursing homes; came together for a workshop in October and agreed to work together over the next few months. 
 
The aim of the programme is to reduce the number of ‘red days’ for patients (days in which no progress is made in 
the patient’s pathway) who are medically and functionally fit by working collaboratively across the local healthcare 
system; and the team will achieve this through the improving inpatient ward systems and ways of working, 
expediting processes for patients going to nursing or residential homes. 
 
Areas for improvement already identified include spreading the use of the ‘Red2Green’ approach to board rounds 
and MDT working; improving communication between agencies involved in planning patient discharge; testing the 
use of ‘Care Coordinator’ roles; and expediting outcomes of assessment visits by colleagues from nursing and 
residential homes. 
 
The team have agreed to meet weekly to make progress on the areas identified and to test more changes in pursuit 
of their aims.  We will update on their progress in future reports. 
 
 
 

http://bethechangeasph.com/
https://improvement.nhs.uk/resources/rapid-improvement-guide-multi-agency-discharge-event/
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Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.   
 
 

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18

91 102 114 140 108 133 96 109 91 105 97 97 110

10 7 8 13 2 10 7 5 4 6 3 3 7

81 91 104 126 103 119 88 101 85 101 95 97 108

85% 86% 88% 94% 94% 93% 93% 90% 92% 85% 83% 77% 66%

13 16 13 17 12 18 16 12 14 27 10 24 16

12 13 13 13 9 13 14 7 9 9 3 9 0

92% 81% 100% 76% 75% 72% 88% 58% 64% 33% 30% 38% 0%

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

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

N/A 1 N/A N/A N/A 2 1 1 N/A N/A N/A 1 N/A

N/A 0 N/A N/A N/A 0 0 0 N/A N/A N/A 1 N/A

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

Total number of deaths in organisation

Total number of deaths in scope  

% of deaths receiving initial review

34%

A&E deaths (in scope from July 18)

Percentage of SJRs completed (by quarter) 90%

Number of deaths of people with learning disabilities 

that have been reviewed

74% 71%

Number of deaths of people with learning disabilities 

considered more likely than not to be due to 

problems in care

Number of deaths of people with learning disabilities

Number of cases requiring an SJR

Percentage of SJRs completed

Total Number of reviewed deaths considered more 

likely than not due to problems in care           

Total deaths receiving structured judgement review

 
 
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 (19/11/2018).   

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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Note: Sepsis screening in ED is calculated using the National CQUIN measure; an audit of a random selection of 50 ED attendance and 50 inpatients is carried out each month  
and this measure shows the percentage with evidence of screening for sepsis where appropriate (NEWS > 5, etc). 
 
Sepsis antibiotic administration is calculated using a revised CQUIN measure, which reviews a small sample size each month (20 patients).  

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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STRATEGIC PRIORITY TWO - SAFETY 
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STRATEGIC PRIORITY TWO - 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. 
 

 

STRATEGIC PRIORITY THREE - EXPERIENCE 
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APPENDIX B – PROPOSED SCOPE OF THE REVISED APPROACH TO IMPROVING INFECTION CONTROL 
 

 


