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STRATEGIC OBJECTIVES 

Quality Of Care 
The Quality Report provides an overview of QA and QI efforts and outcomes across 
the Trust and reflects the priorities set out for 2020/2021.

People 

Modern Healthcare 

Digital 

Collaborate 

EXECUTIVE SUMMARY

Medication safety: Medication incidents with harm are averaging 5 cases per month since April 2020. This 
performance is favourable compared to the target. In May 2020 there were 2 medication incidents that 
resulted in moderate patient harm, with these 2 cases being the only ones YTD. The report describes the 
investigation outcomes and learning from the incidents. 

Infection Prevention and Control (IPC): There have been a total of 5 cases of C difficile attributed to the 
Trust in May 2020 and June 2020 bringing the YTD total to 5. There were 2 Cases of E coli blood stream 
infection (BSI) attributed to the Trust in May 2020 and 3 in June 2020 bringing the YTD total to 5. The YTD 
total for MRSA and MSSA Bacteraemias is 0. The total number of COVID-19 positive samples since March 
2020 is 784.   

Effectiveness: In Q1 there was a peak in mortality in light of the COVID-19 pandemic. There were 178 
deaths during this period related to COVID-19. These figures remain within common cause variation for the 
year. The RAMI median of 83 is expected to increase going forward due to COVID-19. COVID specific 
mortality data has been benchmarked against national data from the Office for National Statistic (ONS) and 
shows similar trends to the national picture with a 6 week increase in mortality, which has now returned to 
more normal levels. The Trust excess mortality is due to COVID-19 rather than non-COVID mortality. Age 
and gender analysis of Trust COVID-19 mortality shows that it has been concentrated in the older population 
with a propensity for more male deaths and this mirrors the national dataset. The ability to confidently 
identify special cause variation within Trust BAME mortality data is limited by local demographics and a lack 
of robust data on ethnicity. The overall SJR completion rate stands at 77% (dating back to October 2017). 
To provide additional scrutiny and assurance around hospital mortality during the COVID pandemic 20 
randomly selected COVID deaths have been identified for SJR from Mar/Apr/May 2020.  

Safety: There were 2 Serious Incidents (SIs) reported in May 2020 and 1 in June 2020. There are 3 open 
patient safety alerts, two of these are overdue. The aim to reduce hospital acquired category 2 pressure 
ulcers by 5% was met in both May 2020 and June 2020. However the aim to reduce hospital acquired 
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category 3 and/or unstageable pressure ulcers was not met in either month. There were 35 and 41 fall 
incidents in May 2020 and June 2020 respectively, 2 resulting in moderate harm and 1 resulting in severe 
harm. The target of 85% accurate completion of the Malnutrition Universal Screening Tool was met. The 
2020/21 YTD performance for VTE assessment was just below the Trust target of 97% although exceeds 
the national target threshold of 95%. The performance against the target for first dose of chemical 
thromboprophylaxis being received within 14 hours of admission is 69.70%, which is below the Trust target 
of 80%. This is a new measure with an expected low initial base line percentage; an achievement of 80% by 
year end is expected. Potentially Preventable Hospital Associated Thrombosis (HAT) is at 0 YTD, meeting 
the Trust target that Potentially Preventable HAT will be less than 10% of all cases of HAT. 

Experience: Complaints are resuming a more predictable monthly rate post the COVID-19 pandemic. The 
complaint response rate was not met, however the percentage missed is based on unusually small numbers 
of cases due for closure and was largely due to staff sickness during the pandemic. ‘Treatment and care’ is 
the largest theme in complaints, with the most common sub-theme being ‘clinical decision making and 
treatment’ and ‘communication’. A third most common theme is ‘attitude and/or behaviour of staff’. The rate 
of PALS contacts is decreasing to a more predictable monthly rate and the timeliness of response is 
excellent. The compliment rate is heavily dependent on Trust reporting and regular reminders are not 
improving the reporting.

AUTHOR NAME/ROLE Joanne Finch, Quality & Safety Lead 

PRESENTED BY Andrea Lewis, Chief Nurse 

DATE 13th July 2020 

BOARD ACTION For Assurance 
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1. IMPROVING MEDICATION SAFETY 
LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST 

2020/2021 Aim: To reduce medication incidents with any harm of any severity to less than 
114 in the year or on average < 9.5 per month.
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 table below shows progress on the 

2020/2021 improvement aim.  

Target 20/21 YTD target  Q1 
20/21 

YTD performance Q1 
20/21 

Status 

medication incidents with any 
harm 

114 or fewer 28 or fewer 16

There were two incidents of moderate harm in the reporting period related to Insulin in ITU 

and Morphine in NICU. Key practice issues identified were the importance of a detailed 

handover of ITU discharge summaries with inpatient prescription charts being written up 

prior to transfer out of ITU and reinforcement that inpatient prescription charts should always 

be taken to the patient bedside when administering medicines in NICU.  

System improvements to be progressed by the medication safety team are to explore with 

the equipment manufacturer if medication dose upper and lower limits can be configured as 

a pre-set in the syringe driver drug catalogue for IV Morphine administration on NICU. 

The Clinical Practice Educator for ITU has delivered targeted teaching to the unit and the 

Diabetic Nurses have also attended to provide training. Infographics of the incident and the 

learning have been shared with other clinical teams. 

2. INFECTION PREVENTION AND CONTROL 
LEAD – GLYNIS BENNETT, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION 

PREVENTION AND CONTROL 

2020/2021 Aim: To reduce in-hospital infection to prevent avoidable harm is set as follows: 

 To reduce Clostridium difficile cases to no more than 28 reported in the year. 



4 

 To reduce avoidable cases E.coli bacteraemia (community and hospital-onset) by 25% 

for 2020/21 across the whole health economy in Surrey.  

 To reduce avoidable cases of MRSA and MSSA bacteraemia to zero by the end of 

2020/2021. 

 To reduce avoidable cases of Klebsiella and Pseudomonas bacteraemia by 3%. 

 To reduce all Healthcare Acquired Infections including any transmission of COVID-19. 

CLOSTRIDIUM DIFFICLE  
In May 2020 there were 2 cases of C difficile attributed to the Trust. Both cases were 

Community onset Healthcare Associated1 (CHA). In June 2020 there were 3 cases of C 

difficile attributed to the Trust, of these 1 was hospital acquired and 2 were CHA. Root cause 

analysis investigations are being progressed for all cases. 

E.COLI BACTERAEMIAS 
The target to reduce E.coli bacteraemia is a 25% reduction in cases by March 2021 and an 

overall 50% reduction by March 2024. This target is set for the wider health economy as 

E.coli is not generally hospital acquired. 

In May 2020 there were 2 cases of E.coli blood stream infection (BSI) attributed to the Trust. 

As part of the ongoing work to reduce numbers, data is shared with the CCG to identify any 

previous admissions or health care interventions that could have attributed to acquisition of 

the BSI. Both of these cases were related to a urinary source. In June 2020 there were 3 

cases of E.coli BSI attributed to the Trust bringing the YTD total of Trust cases to 5. Of the 3 

cases in June 2020, 1 was not preventable, 1 was a urinary source and 1 was Trust 

apportioned related to a line and urinary catheter. A RCA is underway for this case. 

1 community onset healthcare associated: cases that occur in the community (or 

within two days of admission) when the patient has been an inpatient in the trust 
reporting the case in the previous four weeks
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MRSA & MSSA BACTERAEMIAS 
There have been no Trust apportioned cases of MRSA or MSSA bacteraemia for the 
financial YTD.

COVID – 19 
The incidence of COVID-19 in the patient cohort has fallen during May 2020 and June 2020. 

This is in line with the national average. The total number of positive samples in the Trust 

since 12th March 2020 is 784.  

Ongoing surveillance of hospital acquired infection (HCAI) for COVID-19 is in place. The 

number of definitive2 COVID HACIs in May 2020 was 2 and June 2020 was 7.  

An outbreak of COVID-19 occurred in the Trust during June 2020 over a 2 week period that 

involved 6 staff members and 7 patients. This outbreak was controlled quickly with no further 

cases being reported for 3 weeks. Controls included a reiteration of IPC precautions, 

increased cleaning as well as minimising patient moves. This involved close collaboration 

between the nursing, IPC and operational teams. 

IPC precautions, particularly the correct use of Personal Protective Equipment and 

handwashing, remains a high priority and constant focus on this aligned with current, new 

and emerging guidance is in place with direct frontline support being provided from the 

leadership teams at all levels.  

The Trust has also conducted a gap analysis against NHSE/I IPC Board Assurance 

Framework. This is to be updated regularly. 

Key actions for the first two months have been as follows: 

 Staff and patients are managed on entry control points 

 Swabbing patients every 7 days 

 Swabbing patients on discharge 

 COVID daily review  

2 Hospital onset definite healthcare associated – first positive specimen date 15 or more days after admission. 
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 Visitor management  

 Enhanced cleaning regimes  

 Daily and weekly IPC audits in place 

2.1 ELIMINATING HARM FROM SURGICAL SITE INFECTIONS 
LEAD - MR SHASHI IRUKULLA, DIVIASIONAL DIRECTOR, THEATRES, ANAESTHETICS, 
SURGERY AND CRITICAL CARE 

2020/2021 Aim: To reduce Surgical Site Infection (SSI) rates by 5%. 
During May 2020 and June 2020 the SSI Nurse was redeployed to support the IPC team 

with the COVID-19 effort. As COVID activity has reduced, the SSI work is to restart from July 

2020. The SSI Nurse is currently in the process of scoping the various projects with the 

Divisions. The projects underway or due to start are outlined below.  

PROJECT NARRATIVE AUTHORISATION IMPLEMENTATION AUDIT

Theatre temperature 

control – check It 

Maintain 

constant 

temperatures in 

theatres and 

captured onto a 

database 

Business case 

completed and signed 

off  

Installation date: 7 May 

2020 

Audit planned for 

September 2020 

Spot on  - patient 

temperature  

Monitor patients 

temperature 

accurately 

throughout 

lengthy 

procedures 

ensuring 

normothermia is 

maintained 

Business case 

completed and signed 

off 

Awaiting installation 

date 

Proposed date August 

2020 

Audit date 

November 2020 

Patient warming 

blanket  

Self-warming 

blanket for all 

patients pre 

surgery to aid in 

maintaining a 

temperature 

above 36.5 

Business case

completed and signed 

off 

Implemented October 

2019 

1 x audit complete

1 x audit planned 

August 2020 

Chloraprep 2 % 

Chlorhexidine 

for skin cleaning 

on incision site 

immediate 

before surgery 

Business case 

completed 

Implemented across 

Trust 

Audits completed

PICO 7 Interactive post 

op wound 

dressing for high 

risk patients 

Outcomes based 

contract signed off 

For Caesarean 

Sections 

Use roll out in stages Outcomes based 

research and data 

collection for 12 

months 
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Antibiotic 

Prophylactic 

Protocol 

Conversations started 

with specialities 

Breast and Colorectal 

Protocols agreed  

Audit planned for 

each Division  

Skin decolonisation Small cost, no 

business plan needed 

Aim; implementation 

for October 2020  

Audit planned for 

December 2020 

Theatre attire Small cost no plan 

needed 

Aim; to roll out 

September 2020 

Regular spot audits 

carried out 

ANTT competency No business case 

needed, Trust priority 

June 2020 – ANTT 

compliance requested 

to all departments by 

IPC 

Audit February 2020

Re Audit November 

2020 

3 EFFECTIVENESS 

3.1  LEARNING FROM DEATHS 
LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT SAFETY 

2020/2021 Aim: By Q4 100% of applicable deaths will receive a timely structured judgement 
review (SJR). 
In Q1 2020/21 there were 393 inpatient deaths, including 4 neonatal deaths. These reflected 

15 ED and 378 admitted deaths. By month there were 188 deaths in April 2020 (185 adult 

deaths and 3 neonatal deaths), 110 in May 2020 (all adult) and 95 in June 2020 (94 adult 

and 1 neonatal death). In June 2020 monthly deaths returned to a comparable level to a 

typical month before COVID-19. Of the deaths in Q1 178 deaths were related to COVID-19. 

These figures remain 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 

Trust’s median trend line is 83 which remains below the standardised RAMI 100 level but will 

increase going forward due to COVID-19. The RAMI was 102 in April 2020, 266 in May 2020 

and is provisionally 139 in June 2020. The significant rise in May 2020 reflects the COVID-

19 pandemic. 
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In respect to COVID specific mortality data the charts below benchmark the Trust against 

national data from the Office of National Statistics (ONS). This comparison shows similar 

data to the national picture with a six-week increase in mortality, which has now returned to 

more normal levels. Our excess mortality is due to COVID-19 as opposed to a proportion of 

non-COVID-19 mortality in the national figures, which may well represent community related 

deaths not in our data set.  
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The age and gender analysis of Trust COVID-19 mortality shows it has been concentrated in 

the older population with a propensity for more male deaths. This also mirrors the national 

data set. 

The ethnicity of Trust mortality data is difficult to determine as we have both relatively small 

BAME numbers alongside a proportion of ‘non-stated’ ethnicity reported on admission to the 

hospital. Within the ethnicity coding there are 3 ‘white’ codes, 13 ‘non-white’ codes, which 

can be grouped in to 'Mixed', 'Asian or Asian British', 'Black or Black British' and 'Other 

Ethnic Groups', and 1 ‘not-stated’ category, totalling 17 categories. The average non-stated 

category accounts for about 8% of the Trust mortality per month, whereas ‘white’ accounts 

for approximately 85%, with the ‘non-white’ codes accounting for the remaining 7%. The 

numbers within the 13 ‘non-white’ codes are so small within our population to be able to 

show within a chart. These have been grouped together for statistical purposes into a single 

‘non-white’ group. The small numbers limit the ability to confidently identify special cause 

variations within the BAME groups. The chart below shows a decrease in the proportion of 

those with a known ‘white’ ethnicity in the Trust mortality during April 2020 and May 2020, 

along with a corresponding increase in ‘non-white’ ethnicity, however further investigation 

shows there is no specific identifiable ethnic group as the source of this increase. The 
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increase is due to those identified as having COVID-19 within the ‘Any Other Ethnic Group’ 

category, and does not correspond with the national data showing an increase in specific 

BAME groups. Looking back at our historical ethnicity data there is also a decrease in our 

‘white’ mortality in December 2019, with a corresponding increase in the ‘not-stated’ group 

which may warrant a more in-depth review. 

In Q4 2019/2020, 43 cases were identified for Structured Judgement Review (SJR). This 

incorporates 20 of a sample of 60 randomly selected cases covering the COVID-19 period 

(Mar/Apr/May 2020) to provide additional scrutiny and assurance around hospital mortality 

during this difficult time. Of these 21 (49%) have been completed so far. None of these 

cases have been found to have received poor care. 

Full review of the learning from deaths in Q4 2019/2020 will be provided in the Q4 paper 

presented to both Quality of Care Committee and Trust Board in July 2020.  

In Q1 2020/2021, 62 cases have been identified for a Structured Judgement Review (SJR), 

which includes the other 40 of the randomly selected cases of which 12 have been 

completed already. The overall SJR completion rate stands at 77% (dating back to October 

2017). 

The Medical Examiner team has been in post since March 2020 with the role being statutory 

from April 2020. The Medical Examiner Officer role is in recruitment at present with 

interviews set for the end of July 2020 – this being a final key appointment to a fully 

functioning Medical Examiner office.  

4.    SAFETY 

4.1 LEARNING FROM ERRORS 
There were 2 Serious Incidents (SIs) reported in May 2020 and 1 in June 2020. The serious 

incidents were as follows: 

Following discharge from the Maternity unit there was a delay in recognising neonatal 

jaundice in a new born baby. The baby was readmitted to hospital for an exchange 

transfusion and phototherapy and later discharged with Paediatric Outpatients follow up. The 



11 

community team have been fully updated and signposted to the ‘Management of Neonatal 

Jaundice in Community’ guidance. 

Contractors cut through cabling supplying power to Abbey Wing, which resulted in the back-

up generator failing to engage. The fault was diagnosed and power was restored by a 

diverted route. It transpired that the cable was buried too close to the surface. Immediate 

actions included cable repair the next day. It was not possible for the cable to be buried to 

regulation depth. To mitigate this red warning tape was placed along the entire length of the 

cables to alert of their presence in the event of any future excavation. There was no harm to 

any patients as a result of the power loss. 

An 82 year old patient with a history of cerebral bleeds and falls at home was admitted to 

hospital with another fall. On Falcon Ward he fell again resulting in facial injuries and a 

subdural haematoma. The patient went on to have conservative treatment of the subdural 

bleed and facial fractures and was discharged home. A tag system has been introduced for 

‘baywatch’ so that staff do not leave patients unsupervised in the bay. 

4.2 PATIENT SAFETY ALERTS 
There were no alerts received in either May 2020 or June 2020. The current open alerts are 

listed below with details of progress towards closure.  

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.  
Update July 2020 – A number of extra processes have been introduced and 
there are warnings in some of the new assessment booklets for patients 
which are now being used.

Progress with ongoing alerts 

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 – Infection Prevention and Control Nurse Consultant. There is clinical 
guidance to be reviewed by infection control about the use of gel in the 
management of spillages.

Progress with ongoing alerts 

NatPSA/2020/001NHSPS 
Due 3/6/2020 
Executive Lead: Chief of 
Patient Safety. 

Ligature and ligature point risk assessment tools and policies. 
Lead – Alert sent to the Comms team to review public facing website for 
confirmation that the content does not risk the safety of patients or the 
public.  Comms team advised that clinical teams need to ensure their 
publications follow the guidance in the alert. TASCC has shared a summary 
with the Division. DTTO do not have any local policies on ligature points, nor 
have they published on the Trust internet for public viewing. Documents and 
guidelines are approved at DTTO speciality and divisional governance, which 
would identify if there was a risk to the public from publishing should they 
be issued in the public domain. The Division will formally document as part 
of meeting minutes in future. MES has confirmed that nothing is published 
on the Trust internet for public viewing. 
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4.3 REDUCING HARMS  
LEAD - SUE HARRIS, NURSE CONSULTANT IN HARMS FREE CARE 

All harms are reported in the context of the national guidance issued in March 2020 

‘reducing the burden and releasing capacity’. The Harm Free Care team have been 

proactive to ensure National and Regional advice in relation to harm reduction in COVID-19 

positive patients, is disseminated throughout the Trust. To ensure monitoring, oversight and 

assurance, hospital associated harms will be incorporated into the Perfect Ward audit, which 

is in the process of being finalised.  

The aim for the year 2020/2021 is for the reduction of hospital associated harms to be seen 

as a whole system approach led by the Harms Free Care Consultant Nurse. Performance of 

the improvement programmes have been impaired due to the COVID-19 pandemic and 

therefore commentary is given in relation to patients who are COVID-19 positive. 

PRESSURE ULCERS 
2020/2021 Aim: To reduce harms from hospital acquired Category 2 pressure ulcers by 5% 
and Category 3 and or unstageable pressure ulcers by 75%. 
The aim for improvement in reducing harm from hospital acquired category 2 pressure ulcers 

for 2020/2021 equates to no more than 12.5 per month with an annual target of 150. For 

category 3 and or unstageable pressure ulcers the aim for improvement equates to no more 

than 1 every 2 months with an annual total of 6. The target for hospital acquired category 4 

remains at zero (see Appendix 1 for definitions of pressure ulcer categories).   

The category 2 pressure ulcer reduction target was met in both May 2020 and June 2020 as 

shown in the table below, however the year to date target was narrowly missed. There have 

been a total of 28 hospital acquired category 2 and above pressure ulcers including deep 

tissue injuries (DTI) occurring in 21 patients, six of whom tested positive for COVID-19. It is 

not possible to set a target for DTI due to their presentation, as these can resolve or evolve 

to become, at worst, a category 4 pressure ulcer. Deep tissue injuries are monitored by the 

Tissue Viability Team until a category can be allocated and therefore there is the potential 

for the figures to differ going forward. 

There continue to be incidents of device related mucosal pressure damage in ITU patients, 

related to the use of endotracheal tube ties. Mucosal damage (see Appendix 1 for definition) 

3 Deep Tissue Injuries, although pressure ulcers, are not included in the table as this type of skin damage 

cannot be attributed a category until the depth of tissue loss is known, a deep tissue injury can fully resolve or 

can evolve to a category 2 or unstageable pressure ulcer. 

Pressure Ulcer Type (excluding deep tissue injury3) Monthly 
Target  

May 2020 
Actual 

June 
2020 
Actual 

YTD 
Target 

YTD 
Actual  

Status

All hospital acquired category 2 pressure ulcers (inc device 
related) 

12.5 12 6 37.5 38

All hospital acquired category 3 and/or unstageable 
pressure ulcers  

0.5 2 2 1.5 7

Hospital acquired category 3 and/or unstageable pressure 
ulcers in non COVID-19 patients 

0.5 0 2 1.5 5

Hospital acquired category 3 and/or unstageable pressure 
ulcers in COVID-19 patients 

No target 2 0 1.5 2

Hospital acquired category 4 pressure ulcers 0 0 0 0 0
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although pressure related cannot be categorised. In consultation with the Trust Maxillary 

facial team a range of recommendations to reduce mucosal damage have been 

implemented. These are petroleum jelly with aloe vera to the lips, antifungal skin cream 8 

hourly to prevent associated fungal infections and hyoscine patches to reduce excess saliva.  

The device related hospital acquired unstageable and one of the device related DTIs both 

developed on the nose of patients who were receiving non-invasive ventilation. The Trust 

has been using a different mask, due to supply issues related to COVID-19, which is not 

adjustable to the size and shape of the patients face. The Tissue Viability team are working 

with the respiratory physiotherapist to source potential padding that can be used without 

compromising the mask seal. 

In May 2020 there was one hospital acquired category 3 pressure ulcer and one 

unstageable pressure ulcer, both of which developed in the same patient who was COVID-

19 positive. In June 2020 there were two unstageable pressure ulcers affecting two patients 

both of whom were receiving end of life care. One of these had all preventative measures in 

place and therefore could be considered consistent with skin changes at life end (SCALE).  

Emerging international consensus shows that patients who are COVID-19 positive can 

develop skin lesions that mimic deep tissue injuries, without sustained pressure. There is 

also evidence that areas of superficial pressure damage can deteriorate rapidly in this 

patient group. The Tissue Viability Team have assessed that one hospital acquired deep 

tissue injury and one hospital acquired unstageable pressure ulcer met this criteria in this 

reporting period. Understanding of this emerging evidence is developing with increased 

knowledge over time. 

The graph below shows hospital acquired pressure ulcers over time, which demonstrates 

that hospital acquired pressure damage remains largely unchanged and is within common 

cause variation. COVID-19 related incidents are highlighted in red. 

FALLS PREVENTION  

2020/2021 Aim:  To reduce falls with harm by 10%. 
The falls reduction Target for May 2020 and June 2020 was met, as shown in the table 

below. In May 2020 there were 35 falls incidents (of these 5 patients were COVID-19 

positive), 16 with no harm, 18 with low harm and 1 with moderate harm. In June 2020 there 
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were 41 falls incidents (of these 4 patients were COVID-19 positive), 23 with no harm, 16 

with low harm, 1 with moderate harm and 1 with severe harm. The fall resulting in severe 

harm in June 2020 was an acute on chronic subdural haematoma, which has been reported 

as a SI.   

Monthly 
2020 Target 

May 
2020  
Actual 

 June 
2020 
 Actual 

YTD  

Target 

YTD 
Actual

Falls incidents with moderate or severe patient 

harm 

2 1 1 6 3 

Falls incidents with any harm 25 19 18 75 49 

The incidence of falls has reduced in May 2020 and June 2020 as seen in the below graph 

(COVID-19 related incidents are highlighted in red) and could be attributed to the reduced 

bed occupancy in the Trust.  

The graph below shows falls by level of harm and is within common cause variation. The 

Trust has amended how it grades the severity of falls to align with National guidance, 

therefore falls that result in a hip fracture are categorised as severe harm.
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NUTRITION 

2020/2021 Aim: That 85% of the Malnutrition Universal Screening Tool (MUST) is accurately 
completed within 48 hours of admission. 

20/21 
target 

May 2020 June 2020 Status

Accurately completed MUST within 48hrs of 
admission 

85% 91% 91%

Data for May 2020 and June 2020 was collected via the Perfect Ward COVID care 

surveillance audit and shows that the target of 85% was met (see the below graph). The 

June 2020 data was an average of 3 weeks due to a pause in data collection, whilst the 

routine Perfect Ward audit programme was reinstated from the COVID version. The routine 

Perfect Ward audit programme is in the process of being updated and will incorporate audit 

of MUST as this was previously not included. Peer review training for auditing this standard 

will be facilitated by the dietetic team. 



16 

MUST training is being delivered via e-learning using the national MUST training package 

and compliance data for the Trust is being collated. Additional support and training at 

ward/department level is being delivered by the dietitians as required. 

VENOUS THROMBOEMBOLISM4 (VTE) 

2020/2021 Aim: 97% of patients aged 16 years and above admitted to ASPH will be risk 
assessed for VTE and Potentially Preventable Hospital Associated Thrombosis (HAT) will be 
less than 10% of all cases of HAT. 80% of patients requiring Chemical thromboprophylaxis 
will receive the first dose within 14 hours of admission. 

Progress on 2020/2021 Improvement Aims 

YTD target YTD performance Status
Percentage of patient admitted to ASPH risk assessed for VTE 97% 96.19%
First dose of CTP within 14 hours of admission 80% 69.70%
Cases of Potentially Preventable HAT <10% 00.00%

VTE RISK ASSESSMENT  

The percentage of patients admitted and VTE risk assessed in May 2020 was 96.42%, the 

June 2020 data for the Trust is still being validated. National VTE data collection and 

publication has been suspended due to the COVID-19 pandemic. The data in the below 

graph shows the Trusts VTE risk assessment percentage compared to the national average 

available data, against 303 peers (151 NHS Acute Trusts and 152 Independent Providers).  

FIRST DOSE OF CHEMICAL THROMBOPROPHYLAXIS (CTP) 

In May 2020, 66.67% of patients received their first dose of CTP within 14 hours. Data for 

June 2020 is still being validated. This is a new measure with an expected low initial base 

line percentage and is expected to improve to meet the 80% target through raising 

awareness as part of the Trust medication safety huddle, education and training.  
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HOSPITAL ASSOCIATED THROMBOSIS5 (HAT) 
The data below shows the total number of VTE events diagnosed at the Trust compared to 

the total number of HATs from February 2019 – June 2020. 

In Q1 the key points to note for the total number of diagnosed VTE and HAT events are as 

follows: 

 In April 2020, 39.13% (18/46) of VTE events were identified as HATs, 25.86% 

(15/58) in May 2020 and 21.05% (4/19) in June 2020. This compares favourably to 

international data that suggests HAT accounts for 50–60% of all VTE seen. 

1 A venous thromboembolism is a condition in which a blood clot forms most often 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).5 A hospital acquired thrombosis is defined as any VTE event that occurs 

during or within 90 days of hospitalisation. 
3 A potentially preventable HAT means that a patient has received sub-optimal, inadequate or inappropriate 

thromboprophylaxis and there has been a failure in care. 

0%

20%

40%

60%

80%

100%

Safety - Percentage of First dose of CTP within 14 hours

(Trust Target: 80%) ASPH - First dose of CTP within 14 hours

0

10

20

30

40

50

60

70

N
u

m
b

e
r 

o
f 

H
o

sp
it

al
 A

ss
o

ci
at

e
d

 
Th

ro
m

b
o

si
s

Safety - Total Number of Hospital Associated Thrombosis (HAT) 
Vs. Venous Thromboembolism (VTE) 

Total Hospital Associated Thrombosis Non COVID-19 HAT Total Number VTE



18 

 The total number of VTE events diagnosed is fluctuant due to multi-factorial 

causation; however the number of HAT remains consistent, excluding HAT in 

COVID-19 positive cases.   

COVID-19 AND HAT 

 Nine of the 18 patients who developed HAT in April 2020 tested positive for COVID-

19 (50.00%). In May 2020, 3 of the 15 (20.00%) patients who developed HAT tested 

positive for COVID-19 and 0 of the 4 (00.00%) patients who developed HAT in June 

2020 tested positive for COVID-19. 

 The percentage of patients who developed HAT in Q1 and who tested positive for 

COVID-19 was 32.43% (12/37). 

Based on local, national and international discussion and data, a higher number of HATs in 

COVID-19 positive patients was expected for Q1 2020/21 than has actually been seen. The 

concern regarding VTE risk in relation to COVID-19 relates to increased and widespread 

inflammation, which prompts a hypercoagulable state. In addition to this patients who are 

acutely unwell with COVID-19 are at an increased risk of developing micro-thrombi. 

CASES OF POTENTIALLY PREVENTABLE HAT 

Of the 37 cases of HAT identified in Q1 2020/21, 9 cases have been reviewed and none 

were found to be Potentially Preventable, meaning there was no harm. In 7 cases, clotting 

occurred despite optimal thromboprophylaxis, in 1 case the patient was unable to receive 

CTP due to a contraindication and in 1 other case the patient declined to receive 

thromboprophylaxis. 

PATIENT EXPERIENCE 
LEAD – HELEN COLLINS, HEAD OF PATIENT EXPERIENCE  

2020/2021 Aim: 95% of complaints will be responded to within 25 working days. 

LEARNING FROM PATIENT FEEDBACK 

NEW COMPLAINTS OVERVIEW  
Following a significant decrease in complaints and concerns during the COVID-19 

pandemic, the rate for June 2020 is returning to within normal limits. The complaints team 

are resuming their normal duties alongside continued support for the PALS service.  

TIMELINESS OF COMPLAINTS  

Aim: Acknowledgement/response within the standard (or in negotiation with complainant). 
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The National standard during the COVID-19 pandemic was set in March 2020 by NHS 

England and Improvement as 60 days. From 1st July 2020, the normal 25 day response time 

(or agreed extension) has resumed. 

Acknowledgement of complaints within three days was 100% for May 2020 and June 2020. 

The response rate to the actual complaint has fallen below the required standard. It is 

important to note that the calculation is based on significantly smaller numbers of complaints 

due for closure in these months (9 complaints in May 2020, and 8 complaints in June 2020) 

as indicated by the red line in the below graph. 

The reasons for the dip in performance for May 2020 and June 2020 has been investigated 

and the findings indicate that complainants were contacted to request extensions and either 

did not reply or did not agree. Complaint investigators were also repeatedly contacted and in 

many cases sickness was a causative factor for not responding. The learning was for 

complaint handlers to escalate cases where a response has not been received. 

QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS 

The number of complaints reopened in May 2020 was 0 and for June 2020 there were 3, 

which is still within contractually agreed levels.  

THEMES IN COMPLAINTS OVERALL 

The most common themes identified in complaints and concerns is ‘treatment and care’ 

and within this the most common sub-theme is ‘clinical decision making and treatment’ 
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(nursing and medical). It is anticipated that the introduction of the electronic patient record 

will help address this issue. The second most common theme is ‘communication’ with 

‘clinical decisions and treatment’ appearing to be part of the issue. The most common 

themes identified in complaints and concerns during May 2020 and June 2020 are below: 

Further analysis will be performed to identify the specific patterns within these sub-themes. 

A third concerning theme is ‘attitude and/or behaviour of staff’. These are coded as two 

separate themes however, if combined they would exceed the second highest theme of 

‘communication’. The ‘COVID-19’ theme has fallen since April 2020, predominantly due to 

a relaxation on visiting restrictions. 

THEMES IN COMPLAINTS BY DIVISION

In this reporting period there were a significantly larger number of complaints and concerns 

within the Medicine and Emergency Service (MES) Division. This may be in part due to a 

higher number of patient contacts, irrespective of admission. Further analysis will need to 

be performed to confirm this. 

In line with the overall themes, ‘treatment and care’ and ‘communication’ appear as the 

highest themes in most Divisions.   
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A larger proportion of complaints concerning ‘attitude and/behaviour of staff’ are from within 

the MES and DTTO Divisions. The Divisions will be presenting their action plans the next 

Patient Experience Monitoring Group (PEMG). 

PATIENT ADVICE AND LIAISON SERVICE (PALS) 

NEW PALS CONTACTS 

Following the peak in April 2020, the numbers of PALS contacts has decreased, although 

still remains higher than the average for the previous financial year (n=180 per month). 

TIMELINESS OF PALS RESPONSES

The PALS response time is within the Trust standard of 5 working days. 
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OVERALL THEMES IN PALS 

Communication’ and ‘COVID-19’ are the most common overall themes for PALS, and 

within these, the most common sub-theme is ‘verbal communication’. This usually relates to 

information being ‘absent’, ‘inconsistent’, or ‘incorrect’. The ‘COVID-19’ theme relates 

specifically to the restricted visiting arrangements that the Trust has had in place. 

A second important and notable sub-theme of both ‘communication’ and ‘COVID-19’ is 

‘appointment enquiry’. Combining this with the numbers of PALS that were coded under 

‘outpatients’ and ‘appointment’ as well as ‘appointment enquiry’ and of ‘waiting time’ makes 

outpatients the second largest issue for the Trust after ‘communication’. The Deputy Chief 

Operations Officer has been made aware of the issue for consideration as part of the 

Outpatient Improvement programme. 

PALS BY DIVISION

There are a significantly larger number of complaints and concerns within the Medicine and 

Emergency Service (MES) than any other specialty. This reflects a higher number of patient 

contacts and admissions seen within this Division during the COVID period.  

COMPLIMENTS

Compliment rates are extremely variable due to the patterns in reporting regardless of 

wards/departments being regularly encouraged to report. Most compliments are for the 

Divisions of MES and TASCC and the majority relate to the theme of ‘treatment and care’.  

PATIENT REAL TIME FEEDBACK

Aim: To Enhance the collection and quality of patient feedback. 
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A final decision on the future supplier of patient feedback has been agreed by the Trust 

Executive Committee and the suppliers will be contacted shortly. With support of the  

Quality Improvement Team, robust project implementation will take place to maximise 

responses across all wards, units and departments. It is anticipated that this will begin 

within the next couple of months. The new platform provides kiosks and SMS text 

messaging, which will significantly increase the response rate for the Trust. 

NATIONAL ADULT INPATIENT SURVEY 2019 

The Adult Inpatient Survey 2019 has now been formally published and is available on the 

Care Quality Commission website. A word cloud of the most common words used in the 

free-text of the Survey has been created and both this and the high level summary of the 

results of the Adult Inpatient Survey 2019 can be seen in Appendix 2. This will be promoted 

in various communication channels both internally and externally. A full report and action 

plan will be presented to the PEMG. 

NATIONAL CANCER SURVEY 2019 

The National cancer Survey 2019 has now been formally published. The high level 

summary can be seen in Appendix 3. A full report and action plan will be presented to the 

PEMG. 
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Appendix 1 

Category Definition

Category 1
Non-blanchable erythema 

Intact skin with non-blanchable redness of a localized area usually over a bony prominence. Darkly pigmented skin may not 
have visible blanching; its’ colour may differ from the surrounding area. 
The area may be painful, firm, soft, warmer or cooler as compared to adjacent tissue. Category I may be difficult to detect in 
individuals with dark skin tones. May indicate “at risk” individuals (a heralding sign of risk). 

Category 2
Partial thickness skin loss 

Partial thickness skin loss of dermis presenting as a shallow ulcer with a red pink wound bed, without
slough.  
May also present as an intact or open/ruptured serum-filled or sero-sanginous filled blister.  
Presents as a shiny or dry shallow ulcer without slough or bruising*.  
This category should not be used to describe skin tears, tape burns, incontinence associated dermatitis, maceration or 
excoriation. 
* Bruising indicates deep tissue injury. 

Category 3
Full thickness skin loss 

Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscles are not exposed.
Slough may be present but does not obscure the depth of tissue loss. May include undermining and tunnelling. 
The depth of a category 3 pressure ulcer varies by anatomical location. The bridge of the nose, ear, 
occiput and malleolus do not have (adipose) subcutaneous tissue and category 3 ulcers can be shallow. In contrast, areas of 
significant adiposity  
can develop extremely deep category 3 pressure ulcers.  
Bone/tendon is not visible or directly palpable. 

Category 4
Full thickness tissue loss 

Full thickness tissue loss with exposed bone, tendon or muscle. 
Slough or eschar may be present. Often includes undermining and tunnelling.  
The depth of a category 4 pressure ulcer varies by anatomical location. The bridge of the nose, ear, occiput and malleolus do 
not have subcutaneous tissue and these ulcers can be shallow.  
Category 4 ulcers can extend into muscle and/or supporting structures (e.g. fascia, tendon or joint capsule) making 
osteomyelitis or osteitis likely to occur.  
Exposed bone/muscle is visible or directly palpable. 

Unstageable 
Depth Unknown 

Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, grey, green or brown) and/or 
eschar (tan, brown or black) in the wound bed. 
Until enough slough and/or eschar is removed to expose the base of the wound, the true depth, and 
therefore category, cannot be determined but it will be either Category 3 or 4. 
Stable (dry, adherent, intact without erythema or fluctuance) eschar on the heels serves as ‘the body’s natural (biological) 
cover’ and should not be removed.  

Deep Tissue Injury
Depth unknown 

Purple or maroon localized area of discoloured intact skin or blood-filled blister due to damage of underlying soft tissue 
from pressure and/or shear.  
The area may be preceded by tissue that is painful, firm, mushy, boggy, warmer or cooler as compared to adjacent tissue. 
Deep tissue injury may be difficult to detect in individuals with dark skin tones. Evolution may include 
a thin blister over a dark wound bed.  
The wound may further evolve and become covered by thin eschar. Evolution may be rapid exposing additional layers of 
tissue even with optimal treatment. 

Mucosal Membrane Pressure Ulcer Mucosal membrane pressure damage is found on mucous membranes with a history of a medical device (d) in use at the 
location of the injury. These ulcers cannot be staged. 

Device related pressure ulcers Pressure ulcers that are due to pressure from a medical device such as non- invasive ventilation masks, oxygen tubing etc 
are categorised as above with a (d) after to denote that this is a device related pressure ulcer. 
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Appendix 3 


