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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 has been performing well. However there was an observed increase in 
reported incidents with harm in November 2019 and December 2019. Three medication incidents were reported to 
have resulted in moderate harm to patients taking the total number YTD to 6. The programme will focus on these 
events to identify themes and further interventions.  

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 2 cases of Trust apportioned Clostridium Difficle cases in 
November 2019 and 2 in December 2019 bringing the total of 23 cases (YTD) which remains on target to achieve the 
limit of no more than 28 cases. There was a total of 18 cases of E.coli bacteraemia’s in November 2019 and 17 cases 
in December 2019. This brings the total to 179 cases YTD against a target of 216 cases. 

Effectiveness: In November 2019 there were 118 inpatient deaths (114 adult and 4 neonatal) and in December 2019 
104 inpatient deaths (100 adult deaths and 4 neonatal). This remains within common cause variation for the year. The 
Stroke service received a B rating in the most recent SSNAP results for Q2 (July to September) 2019/20 compared to 
an A rating in Q1.  The service will be introducing changes to address the performance. This will include access to a 
stroke bed within 4 hours, rates of thrombolysis, access and frequency of input from physiotherapy, occupational 
therapy and speech and language therapy. 

Safety: There were 8 new Serious Incidents (SI) reported in November 2019 and 9 reported in December 2019. This 
consisted of 3 missed/delayed diagnosis, 3 inpatient falls, 3 hospital acquired pressure ulcers, 3 medication incidents, 4 
maternity incidents and 1 surgical incident. 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 November 2019 as there were 15 hospital acquired category 2 pressure ulcers, 4 of which were device 
related and 5 deep tissue injuries. In December 2019 the target was achieved as there were 10 hospital acquired 
category two pressure ulcers, 2 of which were device related and 1 deep tissue injury. Localised improvement work 
continues for clinical areas. The Trusts VTE risk assessment target of 97% was slightly under achieved at 96.39% for 
November 2019 (December’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) and Q3 28.8% (34/118). 
Improvement initiatives include local prevention practice, as well as driving the scrutiny and learning from HATs. The 
number of falls for 2019/2020 is showing a significant increase on the 2018/2019 year, with 27 falls so far in 
comparison with a total of 12 for 2018/2019. A multidisciplinary working group has been set up to develop a falls 
strategy and to implement the three high impact actions.  

Experience: There were 53 new complaints received in November 2019 and 41 in December 2019. The response rate 
achieved has improved to 96% in November 2019 and 97% in December 2019.There were 3 complaints re-opened in 
November 2019 and 0 in December 2019. The Patient Advisory Liaison Service (PALS) achieved a closure rate of 75% 
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in November 2019 and 80% in December 2019. This drop in performance was due to staff shortage within the PALS 
department.  

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

AUTHOR Andrea Lewis, Interim Chief Nurse  

PRESENTED BY Andrea Lewis, Interim Chief Nurse and David Fluck, Medical Director 

DATE 23
rd

 January 2020 

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).  

There has been an observed increase in reported incidents with harm in November 2019 and December 2019. Three 
medication incidents were reported to have resulted in moderate harm to patients. This comprised a patient who 
received and administered a medication they were allergic to, a suboptimal dose of medication being prescribed and 
administered when the patient required a higher dose and a patient receiving a medication that should have been 
discontinued. There was an incident involving intravenous phenytoin in the Emergency Department (ED) in 
December 2019, which resulted in no patient harm. The incident has been referred for a serious incident 
investigation and an update on learning will be provided once concluded. 

PROGRAMME PERFORMANCE 
Performance YTD on measures are within the programme targets. Concerns on the increase of reported harm 
incidents are to be addressed at a programme review meeting on the 14th January 2020 to identify emerging 
medication incident themes in order to guide further intervention in 2020. 

YTD target  YTD performance 

Medication incidents with moderate or severe patient harm 6 or fewer 6 

medication incidents with any harm 99 or fewer 84 
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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.   

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; 
To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20 

CLOSTRIDIUM DIFFICLE (CDiff)  
There were two Trust apportioned cases of CDiff  in November 2019 and two in December 2019 (as highlighted in 
Appendix A) bringing the total to 23 cases to date. The Trust remains on trajectory to achieve the limit of 28 cases. 

The Root Cause Analysis (RCA) conducted for Q1 and Q2 2019/2020, reviewed by the CCG, confirm four cases of 
CDiff 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. Cases for Q3 will be reviewed in January 2020.  

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 18 cases in 
November 2019 and 17 Cases in December 2019.  This brings the total to date to 179 cases across community and 
Trust.  

There was one hospital acquired E.coli bacteraemia in November 2019 and three in December 2019 (as highlighted 
within Appendix A).

MRSA & MSSA BACTERAEMIAS 
There were no Trust apportioned cases of MRSA bacteraemia during November 2019 and December 2019. There 
were two hospital onset MSSA bacteraemia in November 2019 and three in December 2019, investigations into the 
likely source for these is being undertaken. 

Key interventions for both E Coli and MSSA Bacteraemia’s are outlined below with a focus on invasive devices and 
clinical practice: 

 Monthly hand hygiene audits by all wards/departments with process of peer auditing planned for further 
assurance. 

 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. With 
further plans for more concise auditing to allow peer auditing and “on the spot” training/education. 

 Planned Trust wide audit of Urinary Catheter Care to facilitate targeted education and support in clinical areas.   

 Aseptic Non Touch Technique (ANTT) compliance with further plans to support training from external partners to 
introduce a new product which has a cost saving attached. 

 Recruitment to the IV Nurse Specialist post interviews planned January 2020. 

WATER SAFETY 
Following recent water testing results conducted at Ashford and St Peters sites, higher than normal counts of 
legionella in some areas has been identified.  High risk areas including Maternity the Chemotherapy Infusion suite 
have been targeted with robust actions to mitigate the risks.  Short term actions have included the fitting of filters to 
taps, and a flushing regime and chlorination of the system at Ashford site. Further testing was undertaken in birthing 
pools to provide assurance of the safety of these outlets. The results have provided assurance of the risk.  
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An authorised engineer (as required by Hygiene code – H&SC Act 2012) has now been appointed and has provided 
external advice and assurance of the actions being undertaken.  Longer term actions include a review of the Trusts 
testing measures, full disinfection of identified water outlets with higher counts, a formal risk assessment agreed by 
Director of Infection Prevention and Control and development of a longer term management plan.  

ENVIROMENTAL STANDARDS  
Following publication of the NHSIE draft cleaning guidance in October 2019, a review of current standards has been 
undertaken including a gap analysis in relation to these new standards. Targeted auditing and support is being 
undertaken to improve standards, this includes close working relationships with domestic and estates team to 
provide clear responsibilities and processes to ensure that the trust meets the new standards. 

In addition an IPC dashboard with both Infection data and clinical/environmental audit data is being developed to 
facilitate the linkage of information to improve patient care and outcomes.   

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.  Validation for SSIs 
in November 2019 and December 2019 is not yet completed.  

PROCESS MEASURES 
Improvement projects to improve SSIs has included maintaining normothermia via patient warming, with the 
introduction of warming blankets prior to surgery .This has been implemented and numerous training sessions have 
been completed. A Quiz day was held to determine what the staff understood around the use of the blankets and 
the importance of maintaining normothermia. An audit of the use of the blanket will be carried out in March 2020. 
Following the introduction of the care bundle of normothermia, continuous theatre temperature monitoring and 
also patient specific temperature monitoring has been undertaken. The standardisation of antibiotic regimes has 
been implemented prior to surgery for Breast Surgery and Cardiology. The Upper GI and Colorectal teams are in the 
process of implementation.  Ongoing work to embed interventions is underway. The SSI nurse has been working 
with procurement to introduce a standardisation of products used in theatres and post operatively, including skin 
preparations and dressings. The effect of these products is being monitored closely for their impact on individual 
patient care and on the overall infection rate(s).  



6 

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 November 2019 there were 118 inpatient deaths (114 adult deaths and 4 neonatal deaths).  In December 2019 
there were 104 inpatient deaths (100 adult deaths and 4 neonatal deaths). 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 a selected group of national acute peer hospitals has been added for 
reference (but this is a further one month in arrears). The last presented ASPH RAMI run chart presented (at QCC 
November 2019) showed the ASPH median to be running at 100. With the addition of the latest data the Trusts 
median trend line has dropped to 82%. Whilst the latest data for December 2019 shows an increase in the RAMI to 
97% this remains below the standardised RAMI 100 level and is within common-cause variation in relation to the 
new median trend line.  
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In Q2 2019/2020, 30 cases were identified for Structured Judgement Review (SJR) of which 21 (70%) have been 
completed.   None of these cases have found to have received poor care to date.  Full review of the learning from 
deaths in Q2 2019/2020 will be provided in the Q2 Learning from Mortality Reviews Paper being presented to the 
Quality of Care Committee January 2019.  In Q3 2019/2020, 20 cases have been identified for a Structured 
Judgement Review (SJR) of which none have yet been completed.   

The first Safety & Quality Committee meeting which now incorporates the Mortality Steering Committee took place 
on Thursday 7th November 2019. The Chief of Patient Safety presented a Learning from Deaths (LfD) gap analysis 
report within this meeting. This will be a live and updated document reviewed at future Committee meetings.  

The main impetus for Q4 of 2019/2020 is to appoint to the Medical Examiner (ME) and Medical Examiner Officer 
(MEO) roles and begin the use of Patient Safety Partners within both the LfD and SI work across the Trust.  The 
Medical Examiner Post has now been advertised locally and nationally, with an interview date set for end of March 
2020. 

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.   

The Stroke service received a B rating in the most recent SSNAP results for Q2 (July to September) 2019/20 
compared to an A rating in Q1.  The service will be introducing changes in the next couple of months to address 
areas of underperformance. This will include access to a stroke bed within 4 hours, rates of thrombolysis, access and 
frequency of input from physiotherapy, occupational therapy and speech and language therapy. 

November 2019 and December 2019 continued to be a busy month for the hospital as a whole and stroke team.  
This was reflected in the performance of 57% (25/45) in November 2019 and 54% (27/50) in December 2019 against 
the number of patients admitted to a stroke bed within 4 hours.  Analysis of breach reasons shows patients were 
typically assessed promptly but then held in ED whilst waiting for a stroke bed.  Unfortunately, bed pressures in the 
hospital resulted in several days when the HASU assessment bay was closed due to medical patients being admitted 
into it, this also impacted on patients being accepted directly by the service.  A focus to improve flow within the 
stroke pathway will continue as well as raising awareness across the site with regards the need to keep the HASU 
assessment bay open for stroke patients. It is anticipated there will be an increase in performance when the whole 
acute stroke team relocates into the current AMU ward, creating additional stroke capacity in one location.   

The service continued to meet the targets for patients scanned within an hour and within 12 hours.  The median 
time from clock start to scan was 55 minutes in November 2019 and 43 minutes in December 2019, with 53.3% 
(24/45) in November 2019 and 66.7% (34/51) in December 2019 patients scanned within 1 hour of arrival and 98% 
for both months scanned within 12 hours.  

November 2019 and December 2019 saw the Trust achieve nearly all the specialist assessment targets.  In November 
2019, 98% (44/45) of patients were assessed by a stroke consultant within 24 hours and 96% (43/45) were also 
assessed by a stroke specialist nurse within 24 hours.  This performance did reduce slightly in December 2019 with 
92.2% (47/51) of patients being assessed by a stroke consultant within 24 hours and 94.1% assessed by a specialist 
stroke nurse.  The team are developing plans to extend the specialist nurse cover and introduce a weekend 
consultant on the ward, which will help to improve our performance further in 2020.    

Therapy assessments within 72 hours were achieved by physiotherapy and occupational therapy in November 2019 
and December 2019.  Speech and Language therapy were slightly below target, a work stream is in progress to 
address this. 
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The performance on patients staying in a stroke bed for 90% of their stay was 89% (40/45) for November 2019 and 
December 2019 88% (45/51).  Performance in both months was affected by patients with short admissions but long 
waits in ED to be admitted.   

Fifteen patients received thrombolysis in November 2019 and December 2019 and two patients were referred to St 
Georges for Thrombectomy.   Fifty percent (4/8) in November 2019 and 57% (4/7) of patients in December 2019 
were treated within 60 minutes of arrival.  Of the breaches in December 2019, two were just a few minutes outside 
the 60 minute target. 

Other areas of good practice where SSNAP targets were met include: 

- Percentage of swallow screens within 4 hours. 
- Continence plans created for all patients within 3 weeks of admission. 
- Median percentage of inpatient days OT received above the 70% target. 
- Median percentage of inpatient days PT received above the 70% target. 
- Percentage of patients set rehab goals within 5 days above target. 
- 100% (17/17 & 16/16) of patients with a high risk of malnutrition seen by a dietitian. 
- 100% (37/37 & 34/34) of patients discharged with a joint health and social care plan.  
- The average response time for referrals to the Early Supported Discharge team is one day. 



9 

4.    SAFETY 

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

There were eight new serious incidents (SI) reported during November 2019 and nine reported in December 2019. 
Of these, three related to missed/delayed diagnosis, three inpatient falls, three hospital acquired pressure ulcers, 
three medication incidents, four maternity incidents and one surgical incident. 

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

Maternity: Two babies were admitted to NICU, one was following cord being around the neck and one born at 28+4 
weeks post an emergency caesarean section. All obstetric and midwifery staff have been advised about the 
appropriate action to take when there are concerns about a baby’s condition in labour and the safe use of 
Syntocinon medication respectively. The Trust was notified about a Maternal Death in the community from a 
pulmonary embolus and the case is being investigated as a matter of course and has been reported to MBRRACE 
UK1. Early case review did not identify any immediate mitigation required in this case. A mother suffered an 
intrauterine death at 36 weeks. Scans that deviated from the normal growth patterns were identified. Raising 
awareness of the requirement for all scans which deviate from normal to be reviewed by a consultant has been 
undertaken. 

Delayed diagnosis:  This included a patient whose diagnosis was delayed due to an abnormality not being identified 
on a CT scan. This case will be reviewed at the radiological discrepancy meeting where all radiological reporting 
discrepancies are scrutinised to determine whether it should have been identified. There was also a missed case of 
pancreatic cancer; the investigation will seek to understand whether the cancer could have been picked up earlier as 
the patient had recently had surgery for gall stones. 

Medication: A patient received an ultrasound guided steroid injection that was not required due to an incorrect 
ward referral. With immediate effect all doctors have been advised to ensure referrals are completed separately and 
they have only one set of patient details/clinical notes to hand when completing the radiology request form.  There 
was concern about the amount of antibiotics given to a patient admitted on an end of life pathway who had CDiff 
and who subsequently died. The case will be investigated by the infection control team to determine whether 
management was appropriate. A patient received too much Phenytoin in ED. The circumstances will be investigated 
for learning as the patient did not come to harm. A communication has been sent to all junior doctors and ED staff 
reiterating the Trust specific protocol for Phenytoin administration. 

Falls:  There were three inpatient falls resulting in moderate harm, one was witnessed and two unwitnessed. This 
involved one patient receiving rehabilitation who following a stroke suffered a large intracranial bleed following an 
unwitnessed fall. A mobile patient at low risk of falls fell whilst getting up from a chair to go to the toilet and suffered 
a hip fracture and another patient had an unwitnessed fall when they got out of bed to use the toilet, sustaining a 
fractured pubis ramus which was treated conservatively.  

LEARNING FROM COMPLETED INVESTIGATIONS 
There were 18 SI investigations submitted to the CCG for closure during this period and learning from these will be 
shared widely.  

4.2 PATIENT SAFETY ALERTS 

Three new alerts were received in November 2019 and December 2019 and two alerts were closed during this 
period. There are two alerts outstanding but both should close in January 2020. 

1
 Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK 
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Progress with ongoing alerts 

NatPSA/2019/003NHSPS 

Due 11/09/2020 

Executive Lead: Chief of 

Patient Safety. 

Risk of harm to babies and children from coin/button batteries in hearing aid 

and other hearing devices. 

Lead – Audiologist team leader (AL).  A service wide review of audiology guidance 

and patient information is underway to include advice to parents around risk and 

action to take if a battery is ingested.  The purchasing/supply of hearing 

aids/devices will be reviewed to ensure only those with a secure battery 

compartment are used. 

NatPSA/2019/002NHSPS 

Due 01/06/2020  

Executive Lead: Chief of 

Patient Safety.  

Risk of death and severe harm from ingesting superabsorbent polymer gel 

granules. 

Lead – Awaiting confirmation. There is clinical guidance to be reviewed by 

infection control about the use of gel in the management of spillages.

NatPSA/2019/001NHSPS 

Due 05/05/2020  

Executive Lead: Chief of 

Patient Safety.  

Depleted batteries in Interosseous (IO) Injectors.   

Lead – Trust Resuscitation Officer  

Five devices require replacements which have been ordered to replace the 5 IO 

devices without a power indicator light. The Resus daily equipment checklist 

expects daily check of injectors.  

NHS/PSA/RE/2018/006 

Due on 8/05/2019 

Executive Lead: Chief of 

Patient Safety.  

Resources to support the safe a timely management of hyperkalaemia (high 

potassium in the blood)  

Lead – Cardiology consultant 

Local guidance has now been produced and management of Hyperkalaemia is now 

included in staff training.  Release of policy and Trust wide communications are 

waiting for sign off by the cardiology consultant for publication.

NHS/PSA/RE/2018/005  

Was due on 25/01/2019 

Executive Lead: Chief 

Nurse. 

Resources to support safer care for patient at risk of autonomic dysreflexia  

Lead – Deputy Chief Nurse.   

The guidelines have been submitted to the Subject Matter Expert Clinical Team for 

further review with final ratification expected January 2020. 

4.3 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 November 2019 there were 15 hospital acquired category two and above pressure ulcers, four of which were 
device related and five deep tissue injuries. In December 2019 there were 10 hospital acquired category two 
pressure ulcers, two of which were device related and one deep tissue injury. 

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 was not achieved in November 2019 
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but was achieved in December 2019. The ward areas who consistently report hospital acquired pressure damage are 
implementing actions to improve practice. 

Localised targets for improvement are ongoing for clinical areas, with evidence of success in certain areas such as 
Swift ward which had one hospital acquired pressure ulcer in November 2019 and no pressure damage in December 
2019. Actions on Swan ward are ongoing including tea-trolley training and education boards. Pressure damage on 
heels continues to occur and ward areas such as AMU are refocusing on the Heel S.O.S campaign and ensuring the 
availability of heel offloading equipment for patients. The increased focus on the use of dermal pads over vulnerable 
areas of the body and beneath devices led to a reduction in device related pressure ulcers in December 2019 with 
only two reported compared to 4 in November 2019. 

VENOUS THROMBOEMBOLISM2 (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.  

The data below shows the Trusts VTE risk assessment percentage for Q1, Q2 and Q3 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 

The Trust continues to achieve the NHS Standard Contract Quality KPI threshold of 95% for Q1, Q2 and Q3 
2019/2020.  The internal threshold of 97% continues to be achieved for Q1 and Q2 2019/2020.  

It is noted that for September 2019 and October 2019 the percentage of inpatients risk assessed for VTE showed a 
reduction below the internal threshold of 97%.  This was due to a change in the software/process for internal data 
collection. For November 2019 the data showed an increase to 96.39% due to the data collection process 
embedding.  December 2019 data is still being validated. 

2
 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) 
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HOSPITAL ASSOCIATED THROMBOSIS3 (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 highlighted 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. 

 Providing scrutiny: The 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, Q2 and Q3 2019/20. There is currently no measure/goal (nationally or locally) or benchmarking conducted for 
HATs. 

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, Q2 and Q3 
2019/20 are: 

 In Q1 19.2% (25/130) of VTE events were diagnosed as HATs; in Q2 this was 17.4% (25/144) and in Q3 28.8% 
(34/118).  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).   

3
 A hospital acquired thrombosis is defined as any VTE event that occurs within 90 days of hospitalisation. 
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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, as well as the 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 
The number of falls for 2019/2020 is showing a significant increase on the 2018/2019 year, with 27 falls so far in 
comparison with a total of 12 for 2018/2019. Falls YTD have included 24 inpatient falls and 3 in public areas.   

Of the 24 inpatient falls 14 were FNOF4 managed surgically and 6 cerebral bleeds which were managed 
conservatively; one patient sustained both a fracture to their neck of femur and an intracranial bleed. There are 4 
other cases where the patient sustained a fracture which included a fractured clavicle, 2 fractured humerus’ and one 
case where the fall caused the surgical wound to re-open.   

Work is underway to address the increase and focus on prevention driven by the newly appointed Falls Prevention 
Lead. This includes a review being completed by the PMO of the latest SI’s in relation to the 3 high impact falls 
interventions. A multidisciplinary working group has been set up to develop a falls strategy and to implement the 
three high impact actions,  which are to ensure that:  patients receive an accurate falls assessment, all patients 
receive  lying and standing blood pressure on admission or the first time they stand up, and to improve learning from 
falls with harm. Another important measure is whether the patient has received opioids or gabapentin’s. 
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 Fractured neck of femur (FNOF) / hip fracture 
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FALLS ACTION PLAN 

1. The Falls Prevention Lead has met with Ward Managers on all the Senior Elderly Care Wards and laid out a 
plan of support to reduce falls.   

2. The multidisciplinary working group has been set up to develop a Falls Strategy and implementation of the 
three high impact actions.  

3. Audit of all falls with harm that occurred across the Trust since April 2019 has been completed to reflect the 
high impact actions and also includes whether the patient had received opioids or gabapentin’s. 
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5. EXPERIENCE 
LEAD – ANDREA LEWIS, INTERIM CHIEF NURSE 
2019/2020 Aim: 95% of complaints will be responded to within 25 working days. 

LEARNING FROM PATIENT FEEDBACK 
NEW COMPLAINTS
November 2019 saw an increase in complaints received totalling 53 (second highest in the past 12 months), 
however this number reduced to 41 in December 2019 which is consistent with the past 12 month average of 42. 

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 significant improvement in the response times to formal complaints. At the end of November 
2019 the response was 96% and December 2019 saw a further increase to 97%. The rolling 12 month average is 
82%. 

QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS
There were three re-opened complaints for November 2019 and zero for December 2019. This is a significant 
improvement. 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 further improvement, and was fully addressed at the Datix™ consultancy 
day on 14 January 2020. This included the entire patient experience module and reporting queries being re-built 
which will make the categorisation a mandatory field to complete. 

Currently the only data available indicates that treatment and care, and communication/information are the most 
common themes. As previously reported, the latter is also common in PALS.  However a further analysis was 
conducted to provide a further breakdown of themes for Q3. 

TREATMENT AND CARE 
For Q3, 54 cases (38%) related to treatment and care. Of these 54 cases, 31 of these (57%) relate to both medical 
and nursing decisions/treatment. 10 cases (19%) relate to nursing and medical competence. 

Example of issues raised regarding medical and nursing decisions/treatment information includes: 

 Information missed following a scan. 

 Concerns relating to allergies not being considered. 

 Disagreements with both clinical decisions made and written correspondences. 

Example of issues raised regarding nursing and medical competence includes: 

 Referral not made following a scan where a back problem was identified.  

 Concerns with IV administration due to a cannula being inserted incorrectly. 

 Incorrect process of removing a catheter. 

COMMUNICATION/INFORMATION 
For Q3, there were 33 cases (23%) related to communication/information. Of these 33 cases, a majority of these 
cases (21 cases – 64%) related to lack of follow up from the Trust. There was no specific speciality identified with 
higher volumes than others, as these cases were split over 15 specialities. 

Examples of issues raised regarding the lack of follow up from the Trust includes: 

 Patient waiting since July 2019 to see a Respiratory Consultant. Patient phoned at least on three occasions. 

 Patient awaiting referral and no contact being made. 

 Patient was told they would be referred for Cystoscopy, however did not hear anything for three weeks 
until text alert was sent. 

 Patient concerned due to referral delay to another hospital.  

 Concerns raised regarding a ten week wait for orthotic footwear. 
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COMPLAINT BY PRIMARY CONSULTANT 
Following the November 2019 Trust Board, it was requested that the Primary Consultant of the patient would 
be included on all complaints. This will be recorded on all complaints moving forward. Previously, only 
consultants mentioned within the complaint were recorded on Datix™ and this data was used for appraisal 
purposes. In relation to complaints made directly towards a consultant. There were four cases raised for Q3 
based on the Datix™ reporting.  

PROTECTED CHARACTERISTICS AND COMPLAINTS 
As confirmed on the previous Quality Report, a new equality and diversity form has been developed and is now 
routinely sent to all new complainants (since October 2019). There has been a poor return regarding this. 

A retrospective process of data received is underway. In the meantime, the initial analysis reveals the following for 
Q3: 

 Age – 26% of complaints/concerns raised were within the 45-55 age bracket. This was closely followed by 
the age bracket of 55-65 which covered 24% of complaints/concerns raised for Q3. 

 Religion - 44% of complainants who raised complaints followed Christianity. 31% stated that they do not 
follow religion.  

 Sex – 53% of complaints were female. 

Work is also underway with the information department to identify whether there is a technological solution of 
bringing the protected characteristics data through from the PAS into the patient experience module on Datix™. 

PARLIMENTARY HEALTH SERVICE OMBUDSMAN (PHSO) COMPLAINTS 
In the current financial year and month, there are 13 open PHSO cases. Seven of these cases are currently being 
investigated with five cases currently being assessed. Below is a table which provides a breakdown of themes for the 
13 Open cases:  

Complaint Theme Total

Access to Treatment or drugs - Delay in Failure to Refer 1

Access to Treatment or drugs - Failure to Diagnose 1

Access to Treatment or drugs - other 1

Admissions, discharges and transfers including delayed discharge (but 

excluding delayed discharge due to absence of a care package)
1

Clinical Treatment - Obstetrics & gynaecology 1

Clinical Treatment - Surgical group 1

Communications 2

Consent to treatment - Consent to treatment 1

End of Life Care 1

Patient Care - including Nutrition/ Hydration (NB – not quality of food) 2

Privacy, dignity and wellbeing 1
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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. A response has yet 
been received. 

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 Patient 
Monitoring Experience Group (PMEG). In addition, the Patient Experience Team are now recording actions, 
and their completion on Datix™. This provides 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 from April 2019, 
with a large number of these for all divisions 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: 

 Complaints, Concerns, Compliments and Remedy Policy. This has been approved via the November 
2019 PMEG and is to be submitted to TEC for approval. 

 Re-build of Datix™.  A full day consultancy with Datix was completed on 14 January 2020 in which a full 
rebuild of the patient experience module was completed. 

 Culture of complaint management/response.  A culture change expert has been consulted to improve 
the culture surrounding responding and managing complaints. Additional training is to be provided on 
how to deal with complaints/concerns.  

NEW PALS CONTACTS 
There was a decrease in PALs cases for November 2019 and December 2019. In November 2019, 137 cases were 
received and 102 cases for December 2019.  
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TIMELINESS OF PALS RESPONSES 
For the month of November 2019, PALS closure rate did drop below 80% for the first time in three months to 75%. 
The reason for this drop was due to staff vacancy and annual leave. Business continuity has been resolved through 
the appointment of a new PALS officer. The closure rate did increase in December 2019 to 81%. The average for the 
rolling 12 months is 80%.  

THEMES IN PALS BY DIVISION  

For Q3, MES have received the most 
PALS, however this was a reduction 
from Q2.  

For the other divisions, there has 
been a steady decline in number of 
PALS received per quarter. 
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OVERALL REASONS FOR PALS ENQUIRIES – Q3 

The most common reasons for people 
contacting PALS are 
‘communication/information issues’ 
(38%) and ‘waiting times’ (19%).

Communication/Information Issues 
On further analysis, 46% of these cases 
relate to verbal or written 
communication. More specifically, 
delays in obtaining results, updates in 
care or appointments.   

Waiting Times 
24% of these cases related to patients 
experiencing delays with outpatient 
appointments. In particular follow up 
appointments or referral.  

OVERALL COMPLIMENT RATE 
The number of complaints recorded has increased as illustrated below: 

During Q3, 2019/2020, DTTO and TASCC received the largest number of compliments. 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 presentation will be presented to the Executives highlighting 
the response rates and the cost benefit of these three patient feedback methodologies, in order to determine a 
preferred option going forward. 
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BREAKDOWN OF FEEDBACK PER STRATEGIC AIM 
The following data & graphs illustrate the performance against the three Trust Strategic Aims. These are as follows: 

‘I WAS INVOLVED IN PLAN OF CARE’.

This question relates to the involvement the patient had with their care plan. Below are the graphs which detail the 

monthly breakdown for the Trust. The rating system is between 1-5 with 5 being the highest.  

TREATED WITH COMPASSION DURING YOUR STAY/TREATMENT 

This question relates to patients being treated with compassion.  The graphs overleaf provide a monthly breakdown.
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TREATED WITHOUT DELAY AND IN A WAY THAT MADE YOU FEEL SAFE

This question relates to patients being treated in a safe way without delay.  The following graphs provide a monthly 

breakdown: 
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NATIONAL SURVEY PROGRAMME UPDATE
MATERNITY SURVEY 2018: Results have been released under embargo.  National publication is due in January 

2020.  Date to be confirmed. 

CHILDREN AND YOUNG PEOPLE’S SURVEY 2018: This was published in November 2019. Headline results are: 

OTHER PATIENT EXPERIENCE UPDATES 
HEALING ARTS IN HOSPITAL ENVIRONMENTS: The work plan for Healing Arts has now been produced and will 
be approved in the February 2020 PMEG. Activities undertaken to date are; trials of music being performed in 
three clinical areas, with a further trial for the Bradley Unit being arranged; plays being written for Complaints 
and Dementia Training and all the art at the Trust being catalogued. 

EVIDENCE BASED CO-DESIGN EVENT (EBCD):  The third and final EBCD event was held in November 2019 
looking at the complaints process which had excellent attendance from Complainants, Governors and Staff. 
Progress since commencement (July 2019) was given with most actions having been completed. A full write up 
of the event will be presented to the February 2020 PMEG.   
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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 use 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 (08/01/2020).   

EFFECTIVENESS 
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Sentinel Stroke National Audit Programme (SSNAP) Scoring: 

■A = A score of more than 80 (up to 100) 

■B = A score between 70 and <80 

■C = A score between 60 and <70 

■D = A score between 40 and <60 

■E = A score of less than 40 

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 


