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EXECUTIVE SUMMARY
Patient Safety: The new national Learning from Deaths mortality review programme is underway and Q3
performance is due for reporting in March 2018.The median crude mortality has seen a rise from 91-113
since November 2015. The Standardized hospital mortality index shows a sustained media rise from 64 to 73.
There were 34 falls in October equating to 2.14 falls per 1000 bed days, which is below the year to date
average of 2.46. The current falls reduction is sustained through targeted training, early assessments and
focus on minimizing falls at night. Plans to cover the corporate falls service during staff absence is being
explored currently.
The trust has been managing an outbreak of Norovirus, mainly community originated that has affected 81
patients and led to 150 bed closures. Close monitoring and management has seen a reduction in the
numbers affected and we are recovering bed capacity.
The outcome of a targeted initiative to strengthen medication safety in the highest priority areas, such as
intravenous medication, will be reported to Quality and Performance Committee in Q4.
Using VitalPac electronic data capture for dementia case finding is being implemented in November to
improve reported performance above October’s 38.6%.
Clinical effectiveness: The Stroke pathway 4 hour admission has remained largely static below 90%. The
transformation programme pathway optimisation for Surrey region is considering new ways of working to
improve direct access to imaging on admission.
Readmissions reduction is led through divisional surveillance targeting pathway led interventions. The 30 day
non elective readmissions for October remain above internal target at 13.8%.
Patient Experience: A priority action is to embed receiving patient feedback from every touchpoint. A 6%
drop in inpatient-day case response rate reflects a threefold increase in Urology caseload (validation
pending). FFT percentage recommended in Maternity and ED needs improvement.
The complaints pathway is being improved and a 19.4% follow-up rate in October is being investigated.
Performance against timescale agreed with complainant was 77% for October which is now being calculated
based on real-time data. The practice of issuing extensions is leading to poor patient experience and a
backlog of 19 cases existed at month end.
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The CQC national ED Survey, published October 2017, obtained feedback from patients attending the ED in
September 2016. The Trust’s 29% response rate was in line with both last year (30%) and national average
(28%). The headline message is that the Trust was classified as ‘about the same’ as the other 136
participating Trusts nationally.
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1. SAFETY
1.1 SAFETY - MORTALITY
There were 81 adult inpatient deaths and 0
neonatal deaths in October 2017 remaining
below the median. The median rose from 91
in November 2015 to 113 currently. No
specific factors were found to underpin the
winter 2016 mortality spike. Systematic
learning from deaths is currently being
implemented using thematic structured
judgement reviews (SJRs). The Mortality
Committee, which reports to Quality and
Performance Committee, will oversee the
rollout of learning going forward which is
anticipated to involve inventive methods to
promote deep embedding Trustwide.
Mortality reviews completed under the former
methodology is shown alongside. From March
2018 mortality indicators for Q3 under the
new SJR approach above will be reported.

Hospital mortality indices demonstrate that the
Trust is generally a good performer.
The CHKS SHMI is the ratio of observed to
expected deaths and benchmarked nationally in
the 12 months ended March 2017 the Trust’s
annual ranking was in the top 39%. The SHMI
showed a sustained median rise from 64 to 73
commencing January 2017.

The Trust received no Coroner Regulation 28
prevention of future deaths reports in
October. The September 2017 report has
actions still being progressed.
Quality and Performance Committee is now
reviewing and discussing mortality data.
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1.2 SAFETY – FALLS
Both the number of inpatient falls and falls rate
(per 1000 bed days) show random variation
centred upon the median since April 2015.
The Trust’s approach to reducing falls is
outlined in the Falls Strategy and Corporate
Action Plan, which are due for refresh this year,
and the 3 Year Sign up to Safety Plan which
ends in March 2018. There were 34 falls in
October equating to 2.14 falls per 1000 bed
days, below year to date average of 2.46.
The current falls reduction intervention is
sustained targeted training through a streamlined
package implemented in August 2017, focussing
on reaching staff working unsocial hours to
minimise night falls, and ward training from
divisional clinical practice educators. Learning
from staff feedback shows that lack of
absence cover places pressure on services.
The Falls Team shift fill deficit is one reason
why the falls rate may be static so moving the
Falls Team into the wider Nursing Education
Team is being planned to provide absence
cover.
1.3 SAFETY - PRESSURE ULCERS STAGE 2 AND
ABOVE (HOSPITAL ACQUIRED)
A 36% reduction in stage 2 and above hospitalacquired pressure ulcers has occurred since April
2017 and the rate per 1000 bed days was 1.54 in
October which remains in line with the new
median of 1.59 from March 2017 onwards. 11
ulcers for October reflects weekday targeted inreach by the Tissue Viability Team including all
wards receiving visits and stylised Pressure Ulcer
Preventer (PUP) stickers.
Learning from incidents led to body-region
specific interventions such as heel wedges and
nasal bridges. Sustained improvement will be
via awareness campaigns on body mapping and
pressure sites plus showcasing wards meeting
increasingly longer periods (such as 200 days)
ulcer free (Dickens, BACU and SAU) and 100 days
ulcer free (9 wards since April).
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1.4 SAFETY – NURSING STAFFING
In October 8 ward areas reported under
filled shifts against establishment (across
both registered and unregistered staff). Of
these 1 was in MES, 2 were in DTTO, 3 in
TASCC and 2 in WH&P. Dickens Ward and
ITU showed under filled shifts but were safe
as the patient numbers were reduced and
beds not in use.
Red flags on staffing fill indicated that the
ward was 2 or more staff short. The wards
complete daily staffing tool-based logs to
identify the shortfall reason and the
mitigation taken to make areas safe at the
time of the exception. Actions to redress
this in October were staff movements on the
day, extra support from specialist nurses
and moving staff from management days
into clinical practice in some instances.
The reasons for the unfilled shifts are multifactorial and include a reliance on a more
mobile agency workforce as well as sickness
absence.
Learning from staff feedback indicates that a
priority is retention of staff to prevent them
leaving in the first six to twelve months since
first joining. The Workforce Division is
focusing on ways to address this including
working with line managers to onboard new
joiners cohesively into their new teams.
Care Hours Per Patient Day in October 2017
were 4.9 (registered) and 2.9 (unregistered)
for St Peters, with 3.8 (registered) and 3.5
(unregistered) for Ashford.
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1.5 SAFETY - CARDIAC ARRESTS IN AREAS
OUTSIDE CRITICAL CARE
Cardiac arrests in areas outside critical care
has centred upon a median of 4 cases per
month for the past 3 years. A contributory
factor may be the absence of do not attempt
cardio-pulmonary resuscitation (DNACPR)
orders for all applicable patients. The
learning is that Treatment Escalation Plans
may address this and this improvement is to
be implemented from December 2017.

1.6 SAFETY - INFECTION CONTROL
HOSPITAL ACQUIRED MRSA
There have been no cases of hospital-acquired
MRSA since April 2015.
HOSPITAL ACQUIRED C.DIFFICILE

Eleven C. difficile cases in 6 months
exceeds the Department of Health’s annual
limit of 17. Review of the most recent cases
is underway to establish any lapses in care.
NOROVIRUS
Norovirus has been circulating from the wider
community into healthcare settings in October and
November. The impact has been 150 bed closures
and 81 patients and 9 staff symptomatic. The
following actions have been taken to contain these
outbreaks.
 Closure of affected bays until 48 hours
without symptoms with terminal bay
cleaning prior to reopening.
 Restricted movement of staff and patients
from affected areas
 Exclusion of affected staff until 48hrs
symptom free
 Implementation
of
high
level
environmental cleaning for all wards and
the A&E using Tristel Fuse
 Highly focussed internal communication
Communications and external press
release, radio interviews to forewarn the
public and request they do not attend the
hospital if they are symptomatic
 Review of the clinical environmental
review
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1.7 SAFETY – MEDICATION ERRORS
The median number of medication errors per
month is 64 with 48 in October being a low
point. When interpreting the time series the
factors are the Trust’s drive to promote
months, and the incident types and trends
incident reporting generally over the past 18
months, and the incident types and trends.
Within MES 3 recent incidents have involved
insulin and investigations are underway to
identify learning and improvement.
A targeted initiative to strengthen medication
safety in the highest priority areas, such as
intravenous medication, is being formulated
involving Pharmacy, Quality and Divisional
Nursing. Quality and Performance Committee
will be updated in Q4 with the outcome.
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1.8 SAFETY – SEPSIS SCREENING

Sepsis data is measured and updated
quarterly. In Q3 91% of applicable patients
were screened for sepsis in in patients above
80% target.

In Q3 95% of applicable inpatients were
screened for sepsis which is above the 80%
target.

1.9 SAFETY – DEMENTIA
Dementia measures are in 3 parts:
a) Case finding
b) Assessment
c) Referral

38.6%
99.3% ytd
100% ytd

Run charts are not provided for this dataset as for
measure a) the underlying data is not accurately
quantifiable and items b) and c) are consistently at
the same value across the year.
Case finding rate is not quantifiable accurately
currently as the extraction of data from casenotes
is inconsistent for capacity reasons. Screening is
carried out on paper but is not being reported
electronically; however, the Trust is confident that
patients are being identified.
In November 2017 VitalPac for dementia is being
implemented onto ipads to promote electronic
capture of this measure. Training will commence in
December.
The electronic solution is the
improvement tool to resolve this gap.
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2. CLINICAL EFFECTIVENESS
2.1 EFFECTIVENESS – STROKE

The stroke pathway 4 hour admission
measure of 65% is largely static below the
90% target despite sustained focus on
pathway adherence and communication.
Sustainable future improvement is sought
long-term via the transformation programme
pathway optimisation for Surrey region. New
ways of working within the current service
configuration will continue to be sought, such
as considering the proposed direct access to
imaging on admission.
SENTINEL
STROKE
NATIONAL
AUDIT
PROGRAMME (SSNAP) LEVEL
Trust’s overall national domain ranking is
the top 16% of providers per
performance at March 2017. 4 out of 10
measures are below a full score (where A
is highest, E lowest) – stroke unit
admission time (B), timeliness of
thrombolysis (B), speech and language
therapy provision (D), and multidisciplinary working (D) covering therapy
and rehabilitation goal setting.

2.2 EFFECTIVENESS - NON-ELECTIVE
READMISSIONS
30 day non-elective readmissions for October
of 13.8% (YTD 14.4%) exceeds internal target
of 12.5% and ranged from 13% to 16% over the
past 18 months.
National data on this
measure from the HSCIC has not been
available to the sector for several years now.
The current approach to readmissions
reduction is Divisional surveillance following a
2 year Trustwide reduction programme
targeting pathway level interventions.
Learning from that programme was that many
readmissions are for new conditions related to
the previous inpatient episode and providing
patients with contact points and information
on what symptoms to watch out for post
discharge may prevent patient readmissions.
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Next steps - by volume the largest patient
cohorts are A&E and General Medicine and the
Divisional Director of MES is performing a deep
dive into readmissions currently. In Surgery
Urology has the highest readmission rate
around 20% and Governance Teams have been
asked to ascertain whether there is any
improvement opportunity in this patient
pathway. The chart shows high value and
volume
specialties
across
time.
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3. PATIENT EXPERIENCE
3.1 PATIENT EXPERIENCE – FFT
October in-patient day case recommended
rate of 96.8% is steady. Inpatient day case
response rate dropped from 19.3% in
September to 13.0% in October which is under
review regarding a potential threefold
increase in Urology caseload (see below).
Five areas had both over 200 eligible patients
and response rates below 20%. Ranked by
eligible patient volume - these are Urology
(1336 pts, 2.4%), Endoscopy (875pts, 4.1%),
DSU-ASH (620 pts, 13.9%), Eye Ward-ASH (324
pts, 0.9%) and AMU (271 pts, 13.3%).
Targeted initiatives in these 5 clinical areas
would greatly improve the feedback rate and
Divisional teams are to progress this.

The median recommendation rate for ED
dropped 8% from 91% to 84% in March 2017
with 94.4% in October exceeding this. The
low 0.5 to 2.0% oscillating response rate from
March 2017 onwards limits this measure’s
feedback value.
Trustwide emphasis on
seeking patient feedback, to ensure patient
experience is foremost, is the priority action
area being tracked via Patient Experience
Monitoring Group.
The 18 percentage point median drop from
May 2017 is associated with a nearly three-fold
response rate rise to circa 40%. The response
rate rise reflects sustained focus on seeking
feedback by the Postnatal Ward Team.
Reasons for reduced satisfaction in maternity
are obtained through various means including
face to face feedback, complaints and
Maternity Safety Thermometer (national data
not currently available). Recent learning has
been that communication with inpatients and
aftercare is vital to share with women and the
practice education team is implementing an
initiative currently to embed this widely.
Median Outpatient 96% recommendation is
high and stable although the response rate
is low at 3.5% in October (steady rate)
reflecting wide rollout in Outpatient areas
from April 2017. Trustwide promotion of
feedback will be progressed as above.
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3.2 PATIENT EXPERIENCE – COMPLAINTS
Follow-up complaints median of 7% since
April 2015 has been consistent, although
validation indicates this rate may be
understated over the past 12 months from
logging and tracking inconsistencies.
The 8 follow-up complaints (19.4%) received
in October 2017 reflects dissatisfaction with 4
August and 4 September issued response
letters. The reasons for follow-up responses
will be explored to guide improvements as
part of the ongoing complaints process
review programme. A new review style was
introduced in late September 2017 and this
has included close scrutiny to ensure
responses thoroughly cover all aspects of
complainants’ concerns at the outset.
New complaints of 35 received for October is
in line with expectations.
Complaints performance against timescale
was 77% for October which is now being
calculated based on real-time data. Historical
re-stated performance is not practicable.
77% (23/30) of complaints due out in October
met the timescale agreed with the
complainant.
Thus 23% (7/30) of these
complainants did not also get a response
within the internal timescale based on
processing time per grade. 52% (12/23) of
those complaints which met the timescale
agreed with the complainant were issued
within the Trust’s internal timescale by grade.
Average working days to issue the 23
responses due in October was 28 days for
grades 1, 2 and 42 days for grades 3, 4. At
month end a backlog of 19 complaints
existed.
Improvements made from learning from
complaints have included a communication
piece in maternity tightening consistent issue
of discharge leaflets and identifying the need
for a Standard Operating Process in a complex
area of clinical information governance which
is being progressed.

12

3.3 PATIENT EXPERIENCE - CARE QUALITY COMMISSION (CQC) EMERGENCY DEPARTMENT (ED) SURVEY 2016
The CQC national ED Survey, published October 2017, obtained feedback from patients attending the ED in September
2016. The Trust’s 29% response rate was in line with both last year (30%) and national average (28%).
The headline message is that on all measures below the Trust was classified as ‘about the same’ as the other 136
participating Trusts nationally.
Category scores are shown below out of a maximum score of 10.
Category scores
Arrival at the emergency department
Waiting times
Doctors and nurses
Care and Treatment
Tests
Hospital environment and facilities
Leaving the emergency department
Respect and dignity
Overall patient experience

[10]
8.0
5.8
8.2
7.8
8.4
8.4
6.1
8.9
7.9

At individual question level, compared with the 2014 Survey ASPH has been rated as ‘not significantly different’ on 32
questions, but significantly worse than other Trusts on 3 questions:


Waited over 2 hours to be examined.



Upon leaving ED patients were not fully told when they could resume normal activities.



Upon leaving ED patients were not told who to contact if they were worried post discharge.

Other feedback included:


97% of respondents said that ED was fairly or very clean.



83% of patients felt treated with respect and dignity.



77% of patients always had confidence and trust in the doctors and nurses.

Next steps – ED senior staff have reviewed the results which they will use to further enhance the ED Improvement Plan.
The survey was conducted a year ago and some key improvements are already underway. The team is focusing learning
guided by the question weighting to address as priority those issues which patients say are ‘most important to the patient.’
The ED needs to respond by developing ways to embed both better communication with patients and pain management.
Longer term cultural and staffing initiatives are underway, and specific improvements include improving communication on
waiting times through screens in the Urgent Care Centre and main Emergency Department waiting room. Privacy and
dignity will be improved via the imminent redevelopment of the Urgent Care Centre premises layout.
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APPENDIX 1 – ABBREVIATIONS
AMU

Acute Medical Unit

BACU

Birch Acute Coronary Care Unit

CAUTI

Catheter-associated urinary tract infection

CHKS

This is the trading name of the clinical data supplier for mortality measures

DTTO

Division of Diagnostics, Therapies, Trauma and Orthopaedics

DSU-ASH

Day Surgery Unit Ashford

ED

Emergency Department

FFT

National NHS Friends and Family Test

MES

Division of Medicine and Emergency Services

MRSA

Meticillin-resistant Staphylococcus aureus

Pts

Patients

SAU

Surgical Assessment Unit

TASCC

Division of Theatres, Anaesthetics, Surgery and Critical Care

WH&P

Division of Women’s Health and Paediatrics

YTD

Year to date
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