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The Quality Report provides an overview of QA and QI efforts and outcomes
across the Trust and reflects the priorities set out for 2021/2022.

EXECUTIVE SUMMARY
Experience: The percentage of complaints responded to within the Trust standard was 78% in July 2021 and 81% in
August 2021. The Complaints Team has been coping with persistent sickness in the reporting period and with more
complex cases getting timely clinician responses has been challenging. The main themes in complaints for the
reporting period were treatment and care (25%), communication (16%), diagnosis (9%) and discharge (9%). PALS
closure within the Trust standard was 80% in July 2021 and 87% in August 2021. PALS closures within the Trust
standard has been affected by untimely responses from departments, which has impacted on the feedback necessary
to patients. In the reporting period 44% of the PALS contacts received related to appointment queries. There were
1922 compliments received in the reporting period. The overall Friends and Family Test (FFT) Trust response rate of
20% was not met with a rate of 3.2% in July 2021 and 3.8% in August 2021. Work to reconfigure and relaunch the
Viewpoint Dashboard is described within the report and the report also includes a Viewpoint focus on ED.
Medication Safety: The 2021/2022 goal for Medicines Safety Improvement Programme is to achieve a reduction in
medicines harm, to below 84 incidents for the year. This translates to a target of less than 7 incidents of any harm from
medication errors per month. The reported number of incidents with harm over the reporting period is within the target
aim, with 6 reported incidents in July 2021 and 1 in August 2021.
Infection Prevention and Control (IPC): The NHS Standard Contract for 2021/2022 was published on 12th July 2021
and includes an updated definition for gram negative blood stream infections apportioned to acute providers. In addition
to Hospital-Onset Healthcare Associated (HOHA) cases, Trust apportioned cases now also include Community-Onset
Healthcare Associated (COHA) cases, where days from admission to specimen date is equal to or less than 2 days
(with the day of admission counting as day 1), and the patient has been discharged from the trust within the last 28
days of the specimen date (where day 1 is day of discharge). The Trust data from April 2021 has been amended to
reflect the changes in how cases are apportioned to acute providers, and the Trust YTD totals reported reflect these
changes. The year to date (YTD) total for Clostridiodes difficile is 13 cases with 3 in July 2021 and 1 in August 2021. In
July 2021 there were 6 cases of E. coli blood stream infection (BSI) and 5 in August 2021, bringing the YTD total to 23.
There were 4 cases of Klebsiella BSI in July 2021 and 3 in August 2021, bringing the YTD to 11 cases. The YTD for
Pseudomonas aeruginosa is 4 with 1 case in July 2021 and 0 in August 2021. There was 0 nosocomial transmission of

COVID-19 in July 2021 and 7 in August 2021, following outbreaks on Swan and Wordsworth Wards. An update on
environmental standards is included within the report.
Antimicrobial stewardship: The Antimicrobial Stewardship biannual audit showed prescribing compliance overall
remains similar to previous audits, with some marginal improvement. The prevalence of antibiotic prescribing remains
high at 43% (compared nationally) as is the rate of prescribing (1.3 antibiotics per patient). The rate of antimicrobial
prescribing at the Trust is expected to be high as part of the stewardship strategy to avoid C. difficile.
Surgical Site Infection (SSI): Data for Quarter 4 2020/2021 has been released by Public Health England for fractured
neck of femur, total hip replacement and knee replacements. There was one incident of a surgical site infection (out of
108 surgeries performed) for fractured neck of femur in this period. No elective hip and knee replacement surgery was
undertaken in Q4 2020/2021 due the Trust surge planning for the COVID second wave. Caesarean section SSI rates
show sustained improvement following the introduction of various interventions. Work to improve SSI rates is
described in the report.
Sepsis: Improvement actions have been implemented in the Emergency department and this area will be re-audited in
September 2021 to ensure practice has been embedded.
Effectiveness: There were 81 in-hospital deaths in July 2021 and 91 in August 2021. Deaths from COVID-19 saw a
return with 2 deaths in July 2021 and 10 in August 2021. National and regional figures for this time period have not yet
been released to allow for a full comparison. The Trust median trend line for RAMI is 91.1 and remains below the
standardised RAMI 100 level. There are 12 cases identified as needing SJR for the reporting period. The Learning from
Deaths Working Group continues to oversee actions to decrease the SJR backlog and improve mortality screening
form completion. Initial mortality screening forms completed within 48 hours was 22.5% in July 2021 and 23.9% in
August 2021. Overall, the median completion rate for these initial reviews stands at 68% with ongoing work to ensure
completion. The non-coronial deaths scrutinised within 72 hours was 90.5% in July 2021 and 84.3% in August 2021.
Safety: Mandatory training in preventing harms is being provided on Trust induction from August 2021 to ensure new
members of staff are trained on Pressure Ulcer and Falls Prevention, MUST and VTE at this early stage. Hospital
acquired category 2 pressure ulcers remains within the year-to-date target. Hospital acquired category 3 and/or
unstageable pressure ulcers was not met in the reporting period and has exceeded the year-to-date target. There was
one hospital acquired category 4 pressure ulcer in August 2021. Falls with moderate or severe harm has exceeded the
year-to-date target with one in July 2021. The improvement for reduction in repeat falls, remains within the year-to-date
target. The aim for 95% MUST accurate completion was not met in July 2021 but was met in August 2021. There are
concerns that the data capture set for fluid balance charts is not sufficient to reflect practice and improvements in the
clinical areas.
Maternity: Progress against the Ockenden Report Immediate and Essential Actions (IEA) is detailed in the report, with
the Trust fully compliant in 2 of the 7 requirements. Progress with IEA 1 is challenged due to the need for the
recruitment of a dedicated data analyst and IEA 2 has been unable to progress whilst the national descriptor and
funding stream is awaited, for the National Advocate role. The remaining 3 IEAs are being worked on and are partially
compliant.
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1.

PATIENT EXPERIENCE

LEAD – CHARLOTTE BROUGHTON, HEAD OF PATIENT EXPERIENCE AND IMPROVEMENT
2020/2021 Aims:
o Acknowledgement of complaints within 3 days of receipt and 95% of complaints responded to
within 25 working days or negotiated extension.
o PALS response time to be within the Trust standard of 5 working days.
o The total response rate to Friends and Family Test survey questions to increase to 20% of all
eligible patients.
o To measure OUR achievement against our strategic patient experience objectives where our
patients would say: They were treated with compassion during their treatment/stay; they were
involved as much as they wanted to be in decisions about their care; they were treated with
respect and dignity whilst they were in hospital.
o Baseline achievement against our strategic patient experience objectives. By the end of Q4
2021/22 an improvement goal will be set, and a QI improvement programme commenced where
achievement against any of our strategic patient experience objectives is less than 95%.

1.1 COMPLAINTS
The below charts show the number of complaints/concerns received and the percentage of
complaints responded to within the Trust standard.
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The percentage of complaints responded to within the Trust standard was 78% in July 2021
and 81% in August 2021. The Complaints Team has been coping with persistent sickness in
Page 3 of 28

the reporting period and with more complex cases getting timely clinician responses has
been challenging. The Patient Experience Team continues to meet divisions weekly to
support work with the clinical teams to improve responsiveness and this collaborative
working benefits the investigative process.
The main themes in complaints for the reporting period were treatment and care (25%),
communication (16%), diagnosis (9%) and discharge (9%). The sub-categories to treatment
and care were mainly due to a lack of thoroughness of care, miscommunication, and poor
communication around patient after care. Communication concerns included a lack of
information from inpatient areas and ED. Diagnosis concerns related to incorrect, missed,
and delayed diagnoses. Discharge concerns related to inadequate explanations provided on
discharge and concerns that communication was not adequate or clinic letters were unclear.
1.2 PALS
The below charts show the number of PALS contacts received in the reporting period and
PALS closures within the Trust standard. PALS closures within the Trust standard has been
affected by untimely responses from departments, which has impacted on the feedback
necessary to patients.
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In the reporting period 44% of the PALS contacts received related to appointment queries.
The largest single group within the appointment theme were related to Endoscopy 11.1%
and Gastroenterology 7.9%. The dominant themes being patients cannot get through to the
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departments, appointment needed and delays in the referral pathway. This has been
escalated to the Triumvirates and work is underway in these departments to improve via the
outpatients improvement programme.
The second most common theme was communication (18%) with the predominance of
concerns relating to the accuracy and timeliness of patient letters and communication
between wards and families. Further breakdown of these themes can be seen in the below
table.
Appointment themes
Patient very anxious that her urgent GP referral has left her
with an appointment on 23/11.
Patient concerned that his appointment is a video call, and
he does not have a device.
Patient unable to get to the phone fast enough, was sent a
letter to tell them they had attended their call.
Outstanding appointment from January now booked for 3/9
patient has deteriorated significantly during this time.
Patient arrived for f2f appointment as per letter and arrived
to be told it would be virtual and to wait for a call from
consultant who was abrupt and rude.

Communication Themes
Appointment letter arrived late and patient unable to attend
his appointment.
Patient unable to access physio exercises that were sent via
email.
Patient visiting requests that are tailored to the needs of
specific families.
Patient has tried to call Endoscopy 120 times to book an
appointment.
Colonoscopy booked for tomorrow but despite many
attempts to contact the dept. patients have no details or
received bowel prep.

Endoscopy
A new partial booking process was implemented in July 2021, to increase utilisation and
provide patients with dates in advance. The new process requires patients to confirm their
appointment or call to rearrange. Vacancies within the Endoscopy Booking Team have
caused challenges in dealing with the calls and this has led to an increase in PALS contacts.
The Team have created a dedicated email address and plan to offer this as an alternative
method of communication for patients. Staff vacancies have been advertised with more
flexible working patterns.
Late pre assessment appointments were resulting in inadequate time for dispensing of bowel
preparation and this has increased the number of PALS contacts. The issue related to
vacancies within the Endoscopy Team who have since introduced earlier pre assessment
appointments to remedy the situation.
1.3 COMPLIMENTS
There were 1922 compliments received in the reporting period. The table below provides
examples of some of the positive feedback received for paediatrics, inpatients, and
outpatients. Please see section 1.5.3 where both compliments and areas for improvement
are identified in the Viewpoint ED focus.

o
o
o
o
o
o

Paediatric Compliments
The staff are outstanding with their patient care. We received efficiency, care, and attention as well as positive and
encouraging attitudes from all staff on Ash ward and Paeds A&E.
I did not know what to expect, the staff was amazing, and they kept me informed every step of the way.
Everything ran smoothly, staff friendly/approachable/knowledgeable. My 14-year-old daughter said, ‘everyone was kind and
friendly’.
Everyone has been kind and caring and sympathetic to our own situation We feel like we've been really looked after.
Inpatient Compliments
My treatment & service + care was first class. The staff are amazing. Thank you all from looking after me. Eliot Ward.
My midwives were beyond incredible. I have never experienced care, compassion, hard work, support like it. Truly
commendable. The staff are absolute assets to your hospital. They made my experience positive and happy. Joan Booker
Ward
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o

o
o
o
o
o
o
o
o
o

This experience was beyond expectation with a very professional team that did not treat me in any demeaning way
whatsoever. The ward was very accommodating and extra attention was paid to my needs including immediate attention to
the call button. Kingfisher ward.
The care I received in the Abbey Birth Centre was fantastic, and the facility is an amazing place to have a normal stress-free
birth. Abbey Birth Centre.
I was made comfortable and felt cared for. SAU
Constant updates, particularly important and appreciated from the Dr. Acute Medical Unit.
Outpatient Compliments
Staff explained the procedure and checked I was ok at regular intervals. Polite and friendly. Ophthalmology Eye Ward
The staff are easy to talk to and willing to engage and understand your problems. Outpatients Ashford
Kind knowledgeable staff who were very attentive. Infusion Suite
I have been cared for here at Ashford since 2019 and the care has always been consistent. Outpatients Ashford
All the staff are professional and knowledgeable while showing kindness and respect at all times. Infusion Suite
Keep it up... much better experience than pre-covid era. Ophthalmology.

1.4 EFFECTIVE COMMUNICATION WITH FAMILY AND FRIENDS
Work to communicate with patients and their family or carers arriving in ED and UTC
included displaying clear signage, leaflets, and banners to explain that only those attending
as a carer or accompanying a child may enter with a patient. The aim of this initiative was to
achieve good infection control in the department without leaving vulnerable patients
unsupported.
A complaint from a carer of a patient attending Day Surgery Unit (DSU) provided a learning
opportunity to improve documentation within the Team. It wasn’t documented according to
the departmental process, which resulted in a difficult conversation in a public space
between the reception staff and the carer. The DSU staff usually document that a carer will
be accompanying the patient on admission, on the pre-operative assessment ICP and on
Bluespier. The team acknowledged this did not occur on this occasion and the impact of this
was raised and discussed at the staff meeting.
1.5 PATIENT REAL TIME FEEDBACK
1.5.1 FFT AND STRATEGIC OBJECTIVES
The overall Friends and Family Test (FFT) Trust response rate of 20% was not met with a
rate of 3.2% in July 2021 and 3.8% in August 2021.
Further staff engagement is planned to encourage more frequent use of the Viewpoint
devices. Of note the FFT guidance changed in April 2020 and calculating a response rates is
no longer mandatory. This is because patients can respond as many times as they wish,
whereas prior to April 2020 responses were obtained within 48 hours and one patient
provided one response. The response rate itself is less meaningful than previously and the
Trust need only submit the number of responses obtained and the size of the responding
group, for context.
The below tables show the responses from patients to the FFT question and the first of the
Trust strategic questions. The responses obtained via SMS are slightly better compared with
those obtained in person. This has been observed consistently since use of SMS texting
surveys began in March 2021 and questions whether patients that respond after treatment
and care has been delivered answer more honestly when away from the hospital
environment.
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Mandatory FFT question

Trust Strategic Question

Patients who felt their overall experience of
the Trust was good or very good

Patients who felt they were treated with
compassion

Jul 2021

Aug 2021

Jul 2021

Aug 2021

Outpatient SMS

86%

83%

Outpatient
SMS

91%

89%

Outpatient in
person

84%

86%

Outpatient in
person

93%

95%

Inpatient SMS

90%

85%

Inpatient SMS

93%

90%

Inpatient in
person

81%

80%

Inpatient in
person

97%

81%

1.5.2 VIEWPOINT DASHBOARD IMPROVEMENTS
The Viewpoint dashboard was reconfigured and relaunched in July 2021. Leading up to July
2021, extensive work was completed to improve and increase the quality and quantity of
data obtained from Viewpoint devices. The surveys were re-written to reflect changes in the
national FFT question, which is now “What was your overall experience of the Trust?” and to
incorporate questions that speak to the Trust’s strategic objectives and Healing Arts agenda.
All divisions provided a list of the areas where they required feedback and were consulted on
the number and type of device they needed. New devices were purchased to spread the
Viewpoint net wider within the Trust and there was extensive rearrangement of the locations
where the devices were placed. In June 2021 new surveys with the amended questions
were loaded onto every device. Clinical teams were trained in the use of devices and all
teams were encouraged to use this resource.
The relaunch was announced on Aspire and training tutorials via MS Teams were provided
to facilitate familiarity of the dashboard and to make best use of the data available.
Monthly device usage reports are provided to all Divisions regular use of devices
encouraged by the Patient Experience Team (PET). To facilitate a timely response if there
were a significant concern, live feedback is visible to the PET via a large TV screen that has
been installed in the PALS office.
1.5.3 VIEWPOINT FOCUS ON ED
See Appendix 1 for the charts referred to in this section.
ED received 653 responses for July 2021 and August 2021 of those 71% said their overall
experience of the Trust was either good or very good (Chart 1) and 85% strongly agreed or
agreed that they were treated with kindness and compassion (Chart 2). Respondents that
agreed or strongly agreed that they were involved as much as they wanted to be in decisions
about their treatment and care was 74% (Chart 3) and 82% strongly agreed or agreed that
they were treated with respect and dignity (Chart 4). Chart 5 demonstrates that 87% strongly
agreed or agreed that the hospital environment was positive and inviting and Chart 6
demonstrates that 97% strongly agreed or agreed that they were treated in a way which
made them feel safe.
Of the respondents surveyed 12% felt that their overall experience was very poor, and most
of these then selected strongly disagree or disagree, in answer to the questions around
compassion, involvement in a plan, respect and dignity and feeling safe. Themes in the
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comments left by these respondents include long wait times, lack of communication about
waiting or treatment plan, short staffing, lack of concern/skill with patients with mental health
problems, poor staff attitude, unpleasant surroundings.
The below table gives examples of the Viewpoint patient feedback received for ED during
the reporting period.

o
o
o
o

o
o
o
o

o

Viewpoint Patient Feedback Narrative
Everyone was professional and caring.
o Disabled parking was a long walk from a& e and the reception
The doctor I saw was very approachable,
process was confusing.
compassionate, and reassuring.
o Very shabby. The triage room I was taken too looked like a prison cell.
It felt like you were the only person and when they
o The staff nurse could be more polite. She was very rude, and this is
finished and went on to the next patient and so on.
frustrating to vent your anger on patient.
Everyone is very helpful and go above and beyond to o I told them I lived alone and felt vulnerable and suicidal, I also felt
help. The staff were really friendly, and nothing was
unsafe to drive and suffer from panic disorder with agoraphobia so
too much trouble for them.
couldn’t leave house I was sent home with no follow up plan.
The staff treated a patient who had limited English,
o Takes ages and no nurse/doctor communicated with anyone I’d seen
very well, Thanks for that!
previously so I had the same conversation about 6 times!
The Porter was friendly and thoughtful.
o Left alone with no updates on what’s happening and how long I’ll be
Care was taken to record belongings and
there for.
medications.
o I was left @5.30am on Wednesday in the main A&E reception no
Simply NHS at its best! Fantastic service. Looked
money to get a taxi or bus no nothing no help from anyone at all I was
after straight away, really, really kind, and caring
sat there for 5 hours or so to fend for myself, I was just alone.
staff, the consultant was wonderful, and nurse was
o Staff at the main reception desk spoke between each other and while
super-fast at getting me the care I needed.
I asked questions their attitude was very dismissive - seemed like they
Dr informed me of all options/decision. Was caring
were more interested in football than what I wanted to find out.
and considerate.
o No water offered during the 4 hours we were there. Incorrect
diagnosis for my son. Extremely long wait for the blood results to
come back.

1.6 HEALING ARTS
A comprehensive communications plan has been curated to help relaunch the Healing Arts
programme within the Trust and the wider community and to elevate the importance of the
programme and projects being undertaken. Examples of current projects are as follows:


Time Garden
The Healing Arts Steering Group is working to create a Time Garden. The garden is
intended to be a place of peace, tranquillity, and reflection, away from the busy
hospital wards. It is mainly used by terminally ill patients in beds and their families
and will be open day and night. However, the space will also be available for
breaking bad news and for staff teams who are reflecting on a difficult day. The
project recognises the importance of our environment and the potential for healing,
both physical and psychological/spiritual. The space within the hospital has been
identified and the project is progressing.



Visit to Chelsea and Westminster (C&W)
A visit to C&W is planned for September 2021. They are an exemplar Trust that
excels at the inclusion of Healing Arts in the fabric of its organisation. Following this
visit, a walkabout will take place at the Trust to assess what improvements could be
made to create spaces that improve patient experience, clinical outcomes, and staff
wellbeing.
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2.

Collaboration with Lightbox
The committee is working with the Lightbox in Woking to seek advice and expertise
on displaying artwork across the hospitals, with the aim of working with local artists
and improving the experience patients have when they spend time in the
organisation.
IMPROVING MEDICATION SAFETY

LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST

2021/2022 Aim: To reduce the number of medication incidents with any harm of any severity
to less than 84 in the year (less than 7 per month).
In July 2021, there were 6 reported incidents with any harm severity, of which 1 was
recorded as moderate harm. In August 2021, there was 1 incident with a harm severity
reported as moderate harm.
Number of Reported Medication Datix Incidents With Harm (Any Severity)
(SPC Chart)
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Prescribing omissions/errors were identified as a theme in incidents in the reporting period.
Learning from incident reviews at the Medicines Safety Huddles has been shared with
teams.
3.

INFECTION PREVENTION AND CONTROL

LEAD – AMANDA WALKER, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION
PREVENTION AND CONTROL, SHILA PATEL, INFECTION PREVENTION AND CONTROL
NURSE CONSULTANT

2021/2022 Aims:
o To reduce avoidable cases of E. coli (community and hospital onset) bacteraemia by
25% by the end of 2021/2022.
o To reduce avoidable cases of Klebsiella and Pseudomonas bacteraemia by 3%.
o To reduce avoidable cases of MRSA and MSSA bacteraemia to zero by the end of
2021/2022.
o To reduce definitive Hospital Acquired COVID-19 to zero by the end of 2021/2022.
The NHS Standard Contract for 2021/2022 was published on 12th July 2021 and includes an
updated definition for gram negative blood stream infections apportioned to acute providers.
In addition to Hospital-Onset Healthcare Associated (HOHA) cases, Trust apportioned cases
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now also include Community-Onset Healthcare Associated (COHA) cases, where days from
admission to specimen date is equal to or less than 2 days (with the day of admission
counting as day 1), and the patient has been discharged from the trust within the last 28
days of the specimen date (where day 1 is day of discharge). The Trust data from April
2021 has been amended to reflect the changes in how cases are apportioned to acute
providers, and the Trust YTD totals reported reflect these changes.
3.1 CLOSTRIDIODES DIFFICILE (C.diff)
o Hospital-Onset Healthcare Associated (HOHA) – where days from admission to
specimen date is equal to or greater than 3 days (day of admission is day 1)
o Community-Onset Healthcare Associated (COHA) – where days from admission to
specimen date is equal to or less than 2 days (day of admission is day 1), and patient
has been discharged from the reporting Trust within the last 28 days of this specimen
date (day 1 is day of discharge).
The threshold is 25 cases (HOHA or COHA) and there has been no change to how cases
are apportioned to the Acute Trust. In July 2021, there were 3 cases (all HOHA) and 1 case
in August 2021 (COHA), bringing the year-to-date total to 13 cases. In the same time period
last year there were 11 cases.
Learning from the Root Cause Analysis was fed back at the June 2021 Grand Round and in
the Infection Prevention and Control (IPC) ‘key actions’ monthly newsletter. There was one
agreed lapse in care, related to antibiotic prescribing that did not comply with Trust
guidelines. A process is in place where learning from cases is fed back to prescribers so that
this can be shared at their Governance meetings. In addition to this, the IPC Team invites
relevant teams to join the weekly C.diff ward round.
3.2 GRAM NEGATIVE BLOOD STREAM INFECTIONS (GNBSI)
Gram negative bloodstream infections (GNBSI) cover three categories of infection:
• Escherichia coli (E. Coli)
• Pseudomonas aeruginosa
• Klebsiella spp.1
There has been a change to the apportionment criteria and this now includes the following
two categories of healthcare associated GNBSI cases:
o Hospital-Onset Healthcare Associated (HOHA) – where days from admission to
specimen date is equal to or greater than 3 days (day of admission is day 1). In addition,
the following cases are also now apportioned to the Acute Trust:
o Community-Onset Healthcare Associated (COHA) – where days from admission to
specimen date is equal to or less than 2 days (where day of admission is day 1), and
patient has been discharged from the reporting Trust within the last 28 days of this
specimen date (day 1 is day of discharge).
The data from April 2021 has been recalculated in line with the changes to apportionment
criteria accounting for the increase in the number of cases apportioned to the Trust.

1

spp”. stands for species pluralis, Latin for multiple species
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3.2.1 E.coli Bacteraemias
The threshold is 69 cases. There were 6 cases in July 2021 and 5 in August 2021 (2 of
these were for the same patient who tested positive again after 14 days). This brings the
year-to-date total to 23. Due to the changes in the way the cases are apportioned (as
outlined above) it is not possible to compare to the previous year’s performance.

3.2.2 Klebsiella spp.
The threshold is 21 cases. There were 4 cases in July 2021 and 3 in August 2021, bringing
the year-to-date total to 11 cases. Previously the Trust reported an increase in these cases
during the respective Covid “waves” (as mirrored nationally) and root cause analysis
confirmed that one was as a consequence of the complex care required for COVID patients
in ITU. Due to the changes in the way the cases are apportioned (as outlined above) it is not
possible to compare to the previous year’s performance.

3.2.3 Pseudomonas Aeruginosa
The threshold is 10 cases. There was 1 case in July 2021 and 0 in August 2021, bringing the
year-to-date total to 4.
3.3 MRSA & MSSA BACTERAEMIAS
No thresholds were set for these. There were no cases of MSSA in July 2021 and 2 in
August 2021, bringing the year-to-date total to 5. In the same time period for the previous
year there had been 2 cases. There have been 0* MRSA bacteraemia cases for the year to
date.
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3.4 COVID-19
In July 2021 there were 0 hospital acquired cases (i.e., those who have been admitted to the
Trust for 15 days or more before testing positive for COVID). There were 7 in August 2021, 2
cases were related to an outbreak on Swan Ward, 5 were related to an outbreak on
Wordsworth Ward.
3.5 ENVIRONMENTAL STANDARDS
3.5.1 Water and Ventilation
The Health Technical Memorandum (HTM) 03-1 “Specialist ventilation for HealthCare
Premises” has been reviewed in light of the COVID-19 pandemic. This introduces the
concept of the Ventilation Safety Group in healthcare organisations. This is a
multidisciplinary group whose remit will be to assess all aspects of ventilation safety and
resilience required for the safe development and operation. The Trust Ventilation Policy has
been reviewed and the Terms of Reference for the Ventilation Safety Group will be agreed at
the next Environmental Safety Group meeting. Funding has been agreed for an Estates post
to maintain and support the Hepa filtration units in the clinical areas, to improve ventilation.
3.5.2 Cleaning Services
Enhanced cleaning has been carried out in areas where outbreaks have been reported, this
includes staff and ancillary sections. The cleaning audit process is being updated to ensure
compliance with the changes outlined in the National Standards of Healthcare Cleanliness
(2021). A Cleaning booklet for Ward staff has been implemented, which is signed to confirm
that frequently touched items such as IT equipment, (computers/workstations on wheels) are
cleaned every 2 hours.
3.5.3 Capital Works
The Infection Control Team have been involved in the new Clinical Assessment Unit build
and proposed changes to “Willow” Ward and Weybridge Maternity hub. They have also been
part of a team who visited and supported the review of a planned ward at Walton Community
Hospital.
4.

ANTIMICROBIAL STEWARDSHIP

LEAD – NICKI LEWIS ANTIMICROBIAL PHARMACIST

2021/2022 Aim: To promote Antibiotic Guardianship in order to reduce resistance.
As part of the Trust Antimicrobial Stewardship program a biannual audit of antimicrobial
prescribing compliance and prevalence of prescribing is completed. An audit of 336 patients
(approx. 75% of inpatients that day) was undertaken in June 2021 (previously delayed due
to COVID-19 pressures).
The prevalence of antibiotic prescribing remains high at 43% (compared nationally) as is the
rate of prescribing (1.3 antibiotics per patient). The rate of antimicrobial prescribing at the
Trust is expected to be high as part of the stewardship strategy to avoid C. difficile. The
Trust uses multiple narrow spectrum agents as opposed to single broad-spectrum agents in
many of our empirical guidelines.
Trust compliance to the Department of Health guidance for measuring prescribing standards
can be seen in the below table. The current target compliance for all of the measures is set
at 90%, with RAG rating of Green ≥ 90%, Amber 85-89%, Red < 85%.
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PRESCRIBING COMPLIANCE

Trust %

Percentage of prescriptions with an indication

73

Percentage of prescriptions with a stop/review date

46

Percentage of prescriptions in line with guidelines/microbiology

85

Percentage of prescriptions reviewed within 72hrs

73

Prescribing
compliance
overall remains similar to previous audits, with some marginal improvement. Indication
documentation improved to 73% from 68% in December 2020, stop & review date
documentation remains similar at 46% (47% December 2020) and the percentage of
prescriptions which have undergone the required review within 72 hours has increased to
73% (54% December 20). Overall compliance with antibiotic prescribing as per guidelines,
Microbiology or Sensitivities was marginally improved to 85% (81% December 2020).
As part of the audit feedback process a full report is disseminated across the Trust and
includes the prescribing compliance represented by Ward and Division and a list of
recommendations for action and review, the highlights of which are as follows:
 Developing the guidelines and protocols further to support the stewardship
requirements.
 Working with Surrey Safe Care to build the stewardship requirements into
antimicrobial prescribing and support the reporting of compliance.
 Continued & increased learning from clinical incidents, near misses and
investigations to be shared and disseminated with clinical teams. E.g., C. difficile
infection investigations
 Targeted audits to areas where there are consistent performance issues.
 Learning from good performing areas.
5.

ELIMINATING HARM FROM SURGICAL SITE INFECTIONS

LEAD - MR SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS,
SURGERY AND CRITICAL CARE

2021/2022 Aim: To reduce Surgical Site Infection (SSI) rates by 5%.
Comprehensive SSI incidence data is collected for PHE and submitted on a quarterly basis.
Quarter 4 2020/2021 data for fractured neck of femur, total hip replacement and knee
replacements has now been released and is shown in the charts below.
There was one incident of a surgical site infection (out of 108 surgeries performed) for
fractured neck of femur in this period. No elective hip and knee replacement surgery was
undertaken in Q4 2020/2021 due to the Trust surge planning for the COVID second wave
(therefore no graph included in this report). SSI surveillance for surgeries involving an
implant continues for 12 months post the operation date, therefore it must be noted that data
may change (incidents of SSI rising) for fractured neck of femur, hip, and knee
replacements.
Quarter 1 2021/2022 PHE data will be submitted in September 2021, with the dataset
released by PHE on 31/10/2021. This will also include data from breast surgery.

Page 13 of 28

Caesarean section SSI rates show sustained improvement (6 consecutive data points falling
below the median) following the introduction of various interventions shown in the chart
below. The median has dropped from 15.8% to 10.5%.
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The table shows specialty baseline SSI rates, National PHE/GIRFT rates, and Trust target
rates.
Speciality

Procedure

National PHE Rate /
GIRFT

Baseline
Period

Baseline

Target Aim
2021/2022

Urology

Open

1.8%

Q4 20/21

14.8%

7.5%

Breast

All

0.8%

Q4 20/21

6.5%

2.5%

Emergency Laps

8.2%

All major elective
bowel resections

8.3% (large bowel)

Q4/20/21

15.0%

7.5%

#NOF

All

0.9%

2020/21

2.8%

1.5%

Hip

Joint replacement

0.5% / 30%

Q3 20/21

0.0%

0.5%

Knee

Joint replacement

0.5% / 2.6%

Q3 20/21

1.3%

0.5%

Csections

All

7.0%

Q2-Q4 20/21

12.7%

7.5%

Colorectal

6.6% (Small bowel)

Urology has successfully launched their SSI prevention pathway. This includes specific care
bundles in the pre- and intra-op phases, ensuring that every patient has the best possible
chance of avoiding any surgical site infection.
SSI prevention interventions underway include the filming of teaching videos, with a planned
launch in January 2022. A Care Bundle Audit Methodology will be released by February
2022, with planned monthly audit by the wards.
The 4th edition of the SSI surveillance newsletter will be published October 2021, focussing
on the importance of patient warming in prevention of SSI. The newsletter is an integral part
of the SSI awareness campaign and facilitates the spread of important information to the
clinical workforce.
The Lower Limb Team within Trauma and Orthopaedics are finalising their SSI prevention
pathway, which will be launched at Ashford Hospital. An SSI Link Nurse Study Day is
planned. The Link Nurses will champion awareness, prevention, reporting and audit of SSIs
in their clinical areas.
6.
SEPSIS
2021/2022 Aim: To improve the adult ED and inpatient Sepsis Six care bundle performance
by 25% from baseline by the end of Q4 2021/22.
The audit results previously reported were presented to the clinical lead for Sepsis in ED and
areas for improvement were identified as follows:





Introduction of an updated Sepsis Six proforma
Training updates to all staff at handovers and board rounds
Proforma completion to be monitored by senior nursing staff
Reminder to nursing staff on the importance of urine output monitoring

To ensure the use of the proforma is embedded in the ED, a re-audit of compliance of the
Sepsis 6 bundle will be completed in September 2021.
The practice around Blood Cultures for inpatient ward areas will also be reviewed to identify
any areas for practice improvement.
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The Surrey Safe Care (SSC) EPR programme offers many benefits for timely identification
and management of Sepsis and will contribute greatly to the achievement of this quality
priority goal. It is believed that the prompts and automation built into the sepsis alert will lead
to increased responsiveness to a deteriorating patient and significant improvements in the
timely delivery of the Sepsis Six bundle. Implementation of the SSC system has been
delayed to 2022, therefore, we will continue to monitor compliance through audit and
implement short-term improvement projects.
7.
EFFECTIVENESS
7.1 LEARNING FROM DEATHS
LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT
SAFETY
2021/2022 Aims:
o For 100% of applicable deaths to receive a structured judgement review.
o In the next 2 years 95% of in hospital deaths will have an initial review within 2 days
with a 60% improvement in year 1 and a 40% improvement in year 2.
o For 100% of eligible Medical Certificate of Cause of Death (MCCD) to be issued to
families within 72 hrs.
In July 2021 there were 81 in-hospital deaths, of which 3 were adults in ED and 3 were
neonatal in-patients. In August 2021 there were 91 in-hospital deaths, of which 6 were adults
in ED. The figures for both months remain within the limits for common cause variation.
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Of these deaths, 2 in July 2021 and 10 in August 2021 were related to COVID-19. The split
between COVID and non-COVID deaths is shown in the above chart:
The Risk Adjusted Mortality Index (RAMI) shown below, excludes deaths related to 30 days
post discharge, zero length of stay, palliative care code Z51.5 and maternity. The RAMI has
been rebased nationally for 2019. The RAMI is reported one month in arrears, with the
corresponding peer RAMI figure available a month later. The Trust’s median trend line is
presently 91.1. This is a slight decrease from the previous report and remains below the
standardised RAMI 100 level. The RAMI was 76.9 in July 2021 and 84.2 in August 2021.
Both figures are within expected common cause variation.

In respect to COVID-19 data and national benchmarking the next two charts compare our
data in a similar tabulated format to that used by the Office of National Statistics (ONS)
weekly returns, past five-year mortality means and COVID-19/excess mortality. The latest
available data for England and Wales is up to the 20th August 2021. A third chart for the
South-East region is included to provide indication as to whether the pattern of Trust COVID
cases reflects that of our peers, however it must be noted that the officially provided data for
COVID deaths by area is only available for the area of usual residence rather than the area
where the patient died.
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At the time of this report 5 deaths in July 2021 and 7 deaths in August 2021 have been
identified as needing a Structured Judgement Review (SJR); these are yet to be completed.
As screening is still being completed in arrears in some cases, the number requiring SJR is
likely to increase. This data will be captured in the quarterly Learning from Deaths report.
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Work to improve completion of initial mortality screening forms continues. Data is now being
captured to report against the redefined quality priority of initial review within 2 days, which is
shown in the chart above.
In July 2021, 18 cases (22.5%) had a review within 48 hours and in August 2021 this was 22
cases (23.9%). Overall the median completion rate for these initial reviews stands at 68%
with ongoing work to ensure the senior clinicians are completing them. A twice monthly
communication is being sent to the Divisions and the involved clinicians to remind them to
complete any outstanding reviews. These have been sent since July 2021 with the
expectation that this will lead to continued improvement and embedding of the need to
complete this within 48hrs.
The 100% target for Medical Certificate of Cause of Death (MCCD) issued within 72 hours
has been explored but at present the data captured is for scrutiny by a Medical Examiner
within 72 hours. These deaths will have had the MCCD issued within 72 hours, but there
may be additional deaths not captured in these figures where the MCCD has been issued
but the case not scrutinised by the Medical Examiner. Therefore, the actual figure for cases
receiving a MCCD within 72 hours may be higher than that shown below.

In July 2021, 57 (90.5%) of the total non-coronial deaths were scrutinised within 72 hours,
and in August 2021 this was 59 (84.3%).
8.
SAFETY
8.1 REPORTED ERRORS
There were 7 Serious Incidents reported in July 2021 and 2 in August 2021. The detail of
these incidents is within the closed SI Report. An overview is as follows:
1.
2.
2.
3.
4.
5.

Diagnostic delay: 3
Surgical invasive procedure: 1
Maternity/ Obstetric incident meeting SI criteria (baby only): 1
Treatment delay: 2
Medication:1
Estates & Facilities:1

8.2 PATIENT SAFETY ALERTS
There are 5 open Patient Safety Alerts, of which 2 are overdue for closure as seen in the
below table. There were 3 National Patient Safety Alerts opened and closed during the
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reporting period. One alert related to potent synthetic opioids implicated in the increase in
drug overdoses and deaths. This alert was shared across all Divisions and the local drug
and alcohol service. Another alert related to the elimination of liquefied phenol 80% and
procurement confirmed the Trust does not hold any stock. The third alert related to
inappropriate anticoagulation of patients with a mechanical heart valve. This alert was closed
as all patient records within the Trust anticoagulation service were checked and no patient’s
medication was affected.
One alert relating to deterioration, due to rapid offload of pleural effusion fluid from chest
drains was closed following ratification of revised protocol and LocSSIP2.
On-going Alert
NatPSA/2021/009/NHSPS
Due 25/11/2021
Executive Lead: Chief of Patient Safety
Consultant Lead: Anthony Parsons

Infection risk when using FFP3 respirators with valves or Powered Air Purifying Respirators
(PAPRs) during surgical and invasive procedures
This alert relates to infection control guidance that valved respirators should not be worn when sterility
directly over the surgical field is required. The Trust do not stock the FFP3 masks. PAPRs are used in
some specialist areas and preventative measures are being instigated.

On-going Alert
NatPSA/2021/005/NHSPS
Due 17/12/2021
Executive Lead: Chief of Patient Safety
Consultant Lead: Shasank Sharma

Philips’s ventilator, CPAP and BiPAP devices: Potential for patient harm due to inhalation of
particles and volatile organic compounds
This alert relates to devices primarily used in patients with Obstructive Sleep Apnoea and type 2
respiratory failure. There is a risk of patient harm from degradation of the sound abatement foam found in
these devices. Reports of incidents related to this issue are rare, and no incidents of harm have been
reported in the UK. A rolling replacement program is underway and affected patients have been posted
filters for additional protection.

On-going Alert
NatPSA/2021/003/NHSPS

Eliminating the risk of inadvertent connection to medical air via a flowmeter

Due 16/11/2021

This alert relates to the proximity of the piped medical air and oxygen outlets at the bedside, and the
similarity in design of flowmeters, there is a significant risk when using air flowmeters that patients may be
inadvertently connected to medical air instead of oxygen. This alert straddles many specialties, and a
multidisciplinary team approach is being used to progress this alert.

Executive Lead: Chief of Patient Safety
Consultant Lead: Alenka Miles
On-going Alert
NatPSA/2021/002/NHSPS

Urgent assessment / treatment following ingestion of “super strong “magnets

Due 19/08/2021

This alert relates to “super strong “magnets that are sold as toys, decorative items and fake piercings and
are becoming increasingly popular and are easily swallowed. Delay in treatment can cause necrosis and
perforation of the intestines and/or blood vessels within hours.

Executive Lead: Chief of Patient Safety.
Consultant Lead: Dr Usman Mansoor
On-going Alert
NatPSA/2020/005 NHSPS

Steroid Emergency Card to support early recognition and treatment of adrenal crisis in adults

Due 13/05/2021

The alert straddles many specialties/providers and encompasses initiation of steroids, review of, and
treatment of patients with acute physical illness or trauma, or who may require emergency or elective
surgical or other invasive procedures, including day patients.

Executive Lead: Chief of Patient Safety.
Consultant Lead: Dr Sarah Roberts n-go

2 Local Safety Standard for Invasive Procedures
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8.3 HARM FREE CARE
LEAD - SUE HARRIS, NURSE CONSULTANT IN HARMS FREE CARE

Mandatory training in preventing harms is being provided on Trust induction from August
2021 to ensure new members of staff are trained on Pressure Ulcer and Falls Prevention,
MUST and VTE.
8.3.1 PRESSURE ULCERS
2021/2022 Aim: To reduce harms from hospital acquired Category 2 pressure ulcers by 10%
and Category 3 or unstageable pressure ulcers by 75%.
The table below shows that hospital acquired category 2 pressure ulcers remains within the
year-to-date target. Hospital acquired category 3 and/or unstageable pressure ulcers was
not met in the reporting period and has exceeded the year-to-date target.
There were 2 hospital acquired unstageable pressure ulcers in July 2021. One of these
occurred on a patient’s sacrum on Swan Ward the other occurred on a patient’s heel on
Chaucer Ward. There were 2 hospital acquired unstageable pressure ulcers in August 2021.
One of these occurred on a patient’s sacrum in Falcon Ward. The other occurred on Maple
Ward in a patient who had capacity, was non concordant with care, declined intervention and
subsequently went on to develop an unstageable pressure ulcer on their heel.
2021/2022 Pressure ulcer performance
Pressure Ulcer Type (excluding deep tissue
injury3)
Hospital acquired category 2 pressure ulcers (Inc.
device related)
Hospital acquired category 3 and/or unstageable
pressure ulcers in total

Monthly
Target

July

August

YTD
target

YTD actual

14

9

18

70

69

0.4

2

2

2

7

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. These are followed up by the Tissue Viability Team
until a category can be attributed.
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There was 1 hospital acquired category 4 device related pressure ulcer in August 2021. This
was in a patient with an unstable spinal fracture who required spinal immobilisation with the
use of a rigid neck collar. Extensive review of the rigid collars, practice and care has been
undertaken within the last few months on Swan Ward. This is the first hospital acquired
category 4 pressure ulcer since December 2014.
Since the last reporting period Holly Ward and Kingfisher Ward achieved 100 days free from
hospital acquired category 2 and above pressure ulcers.
8.3.2 FALLS PREVENTION
2021/2022 Aim: To reduce falls with moderate or severe harm by 10% and reduce repeat
falls by 10%.
The table and SPC charts below show performance against the Trust falls target. The fall in
July 2021 occurred on Chestnut Ward and resulted in the patient sustaining a fractured neck
of femur. The Chestnut Ward Team are highlighting patients at risk of falls at handover and
promoting “Baywatch” with all members of the multidisciplinary team. This ensures that if the
nurse allocated to the bay needs to leave for any reason another member of the MDT will
remain in the bay until they return.
Falls performance 2021/2022
Monthly
Target
Falls incidents with moderate or severe patient harm (3
or 4)
Reduce repeat falls by 10%

July

August

YTD
Target

YTD
Actual

0.9

1

0

4.5

5

9.75

12

15

48.75

43

Repeat falls are closely monitored by the Falls Prevention Lead with the patient being
additionally assessed and advice given to both the patient and the clinical area. During this
reporting period 7 patients had two falls and 2 patients have had 3 falls. The falls prevention
lead is focusing on the prevention of repeat falls with this being emphasised in mandatory
training.
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Mandatory falls training is provided twice a month. The Falls Prevention Lead is being
proactive in early identification of wards with an increase in falls and targeted support with
local training being delivered.
8.3.3 NUTRITION AND HYDRATION
2021/2022 Aim: For 95% of the Malnutrition Universal Screening Tool (MUST) to be
correctly completed within 48 hours of admission. For improvement of 25% in accurately
completed fluid balance charts.
There was a drop below the improvement target in July 2021 to 93%. Ward based MUST
training has been provided to Kingfisher, Falcon, Swan, Surgical Assessment Unit, and
Aspen. The reorganisation of wards identified a need to review the appropriateness of
equipment, such as types of weighing scales available on the wards, and this will commence
in September 2021.
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The chart for fluid balance completion shows data taken from the Perfect Ward audit. There
are concerns that the data capture set is not sufficient to reflect practice and improvements
in the clinical areas as not all patients audited will have a catheter in situ. To mitigate this, an
alternative audit is being devised to measure the accuracy of fluid balance chart completion.
Quality improvement projects are in progress on Holly and Swift, using milk shake rounds
twice a day to improve hydration and nutritional intake. The milk shakes are fortified powder
sachets made up with milk and offered to all the patients increasing both fluid and nutritional
intake. This is monitored via the amount of milk shake sachets used on the wards and
review of the fluid balance charts. The ‘but first a drink’ campaign and red lid jug trial for
patients requiring assistance or prompting with drinking was paused and will be relaunched
in September 2021, with the inclusion of Swan and Wordsworth Wards collecting baseline
data.
8.3.4 CATHETER CARE
2021/2022 Aim: Introduce a consistent practice standard and baseline audit for Catheter
Care.
The audit for the urinary catheter care is being devised and will be discussed and ratified at
the Documentation and Practice Standards Group in September 2021 with planned
implementation in October 2021.
8.4 VENOUS THROMBOEMBOLISM4 (VTE)
2021/2022 Aim: 97% of patients aged 16 years and above admitted to ASPH will be risk
assessed for VTE and 80% of patients requiring Chemical thromboprophylaxis (CTP) will
receive the first dose within 14 hours of admission. Preventable Hospital Associated
Thrombosis (HAT) to be less than 5% of all cases of HAT in the next 2 years, 7.5% in the
first year.

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).
4
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8.4.1 VTE RISK ASSESSMENT

VTE data validation is 1 month in arrears. The VTE risk assessment target of 97% was met
for June 2021 and July 2021.

8.4.2 FIRST DOSE OF CHEMICAL THROMBOPROPHYLAXIS (CTP)

The target of 80% of patients requiring CTP to receive the first dose within 14 hours of
admission was met for June 2021 and July 2021.

8.4.3 HOSPITAL ASSOCIATED THROMBOSIS5 (HAT)

The below chart shows the total number of VTE events diagnosed at the Trust compared to
the total number of HATs over time.

5

A hospital acquired thrombosis is defined as any VTE event that occurs during or within 90 days of hospitalisation
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The data reflects the total number of HATs and is not indicative of level of harm. A HAT is
deemed as harm if appropriate preventative measures were not put into place for the
patient. Due to the nationally defined timeframe for identification and inquiry, establishing
actual level of harm is up to 8 months in arrears.
There were 6 cases of HAT identified in June 2021 and 18 cases in July 2021. The total
number of VTE and HAT events diagnosed is fluctuant due to multi-factorial causation and
seasonal variation such as exacerbation of chronic conditions, increase in travel and change
in lifestyle behaviours. These cases are pending review by the Trust Thrombosis Committee.
9.

MATERNITY

LEAD – GEMMA PUCKETT, HEAD OF MIDWIFERY

On 10th December 2020 the Emerging Findings and Recommendations from the
Independent Review of Maternity Services at The Shrewsbury and Telford Hospital NHS
Trust, ‘The Ockenden Report’ was authorised for publication. The report details the themes
and recommendations following the first 250 cases reviewed out of the 1862 cases
identified. The report requires immediate action and change across all Maternity Services in
England and a further final report into all cases is expected this year.
The full report can be found via this Link.
The Women’s Health and Paediatric Division is wholly committed to developing an
outstanding Maternity Service and embedding the learning from the Ockenden Report and
any subsequent maternity reviews.
The Trust position against the immediate and essential safety actions (IEAs) was submitted
in January 2021, and in late May 2021 the required evidence was released to Trusts with
evidence submission against the assurance tool to be uploaded by 30th June 2021. The
Trust was compliant with this deadline. Concern has been raised highlighting the additional
administration burden and time required to complete the assurances and the impact this has
had on implementing actions and maintaining appropriate oversight. This concern has been
echoed by multiple organisations and the Local Maternity and Neonatal System (LMNS).
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NHSI/E announced a £95 million investment for maternity for staffing and training and the
Trust submitted a bid for which, the funding has now been released. To progress the
continuity of carer models to meet the target of 100% will require wholescale workforce
change and additional investment to meet the recommended caseload sizes and achieve the
improved clinical outcomes evidenced in the Cochrane review of continuity of carer. The
Maternity Department are keen to collaborate and consider system working and are
reviewing the potential for a system model of high-risk critical maternity care. With the
Associate Director of Operations, the department will also review the leadership and
supervision of the workforce to ensure this is sufficient, effective and contributes to the
recruitment and retention of staff, promoting a positive safety culture.
Progress with the IEAs is summarised below with the full detail of compliance:
IEAs
IEA 1
Enhanced Safety

In Progress



External Expert to participate in PMRT6
cases not robustly achieved
Perinatal quality surveillance model
pathway to be finalised



IEA 2
Listening to Women
and Families
IEA 3
Staff Training and
Working Together

Fully compliant

IEA 4
Managing Complex
Pregnancy



LMNS project lead in recruitment for
maternal medicine pathway review

IEA 5
Risk Assessment
Throughout
Pregnancy



Personalised care plans and risk
assessment training rolling out to all staff
– implementation delayed enabling
additional sessions

IEA 6
Monitoring Foetal
Wellbeing

Fully compliant

IEA 7
Informed Consent



Workforce Planning







6



Progress Challenges
Dedicated Data Analyst recruitment
remains unsuccessful – agency interim to
be sourced
National advocate role - continue to await
the national role descriptor and funding
stream

Web pages drafted and in review with
MVP7 chair
Personalised care plans to be
implemented once training completed
Director of Midwifery in every
organisation – Job Descriptions (JD)
shared with chief nurse to match against
current Head of Midwifery JD
Consultant Midwife in post; JD to be
reviewed and updated

Perinatal Mortality Review Tool

7

A Maternity Voices Partnership (MVP) is an NHS working group: a team of women and their families, commissioners, and
providers (midwives and doctors) working together to review and contribute to the development of local maternity care.
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Appendix 1: Viewpoint ED Survey July 2021 to August 2021
Chart 1

Chart 2

Chart 3

Chart 4

Chart 5

Chart 6

Page 28 of 28

