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EXECUTIVE SUMMARY 

 
Quality Priorities: The detail of the priorities for quality improvement in 2019/2020 and the specific quality account 
improvement priorities were shared with Trust Board and formally approved in March 2019.  The detailed objectives for 
the year ahead are described in this report. 
 
Medication safety: Since April 2018 there have been 12 confirmed medication incidents which resulted in moderate 
patient harm which is a 59% reduction compared to 2017/2018.  The report describes learning from incidents and 
improvements, as well as the revised aim and priorities for the year ahead. 
 
Effectiveness: In March 2019 there were 106 inpatient deaths which remains within common cause variation for the 
year and this report summarises the progress with completion of structured judgement reviews in 2018/2019.  A full 
review of learning from deaths will be provided in the Q4 paper to be presented to Board in June 2019. 
 
Safety: There were 15 Serious Incidents (SI) reported in March 2019 and 108 confirmed SIs in total 2018/2019 (an 
increase of 16 compared to 2017/2018). There were 14 SI investigations closed following submission to the CCG in 
March 2019 and the most recent learning event is described in the report.   There was an 18% reduction of hospital 
acquired category 2 and above pressure ulcers this year, however there was an increase in the number of patients with 
either a category 3 pressure ulcer or a deep tissue injury (27 in 2018/2019). The report describes the learning and 
plans for the year ahead for the further reduction in pressure damage. 
 
Experience: There were 48 new complaints received in March 2019.  58 complaints were due to be closed in March 
2019, of which 27 were closed within the 25 working day timescales (47%).  This is an improvement from the previous 
month but still below the target rate.  The report describes the actions being taken to address this, as well as an update 
on the electronic patient feedback solution and the plans for improvement in the year ahead. 
 
Improvement: This section of the report describes the progress against the strategy for embedding quality 
improvement into the organisation with particular focus on the priorities for transformation and improvement in 
2019/2020. 
 
Appendix A to this report includes data and other information provided for assurance. 
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QUALITY PRIORITIES FOR 2019/2020 
 
Our priority is to become a learning organisation in order to eliminate repetition of avoidable harm to our patients 
and to provide an excellent patient experience.  In 2019/2020 we will achieve this with a focus on improving 
medication safety and infection prevention and control. 
 

 
 
 
 
 
The detail of the priorities for quality improvement in 2019/2020 and the specific quality account improvement 
priorities were shared with Trust Board and formally approved in March 2019.  The detailed objectives for the year 
ahead include: 
 
LEARNING FROM DEATHS 
- Learning from structured judgement reviews and establishing the Medical Examiner role 
- Developing a ‘Bereavement Pathway’ and improving the experience of bereaved families 
 
LEARNING FROM ERRORS AND REDUCING HARM 
- Reducing harm from medication errors 
- Developing Trust-wide clinical guidelines and protocols 
 
LEARNING FROM INCIDENTS AND REDUCING IN-HOSPITAL INFECTIONS 
- Reducing surgical site infections (SSIs) 
- Reducing harm from all in-hospital infections 
 
LEARNING CULTURE 
- Trust Strategy achievement will be measured with core patient experience KPIs 
- Building capability for improvement in our teams in support of the quality priorities 
- Co-designing improvements in care with patients and families 
- Building a culture of psychological safety and ‘Just Culture’ throughout our teams 
 
There are more details of the progress made to date and the plans for the year ahead in each of the sections below 
and these priorities will form the basis of reporting in the year ahead, along with updates on quality improvements 
led by ASPH teams. 
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IMPROVING MEDICATION SAFETY: 
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATION ERRORS AND SERIOUS INCIDENTS 
 
Our quality priority for 2018/19 was to eliminate avoidable harm to our patients with a focus on improving 
medication safety.   The medication safety improvement programme began in January 2018 (aligning with the 
national drive to reduce harm caused by medicines).  Central to the programme delivery is generating and 
implementing change ideas within multi-disciplinary teams to address root-causes of patient harm. 
 
Since April 2018 there have been 12 confirmed medication incidents which resulted in moderate patient harm which 
is a 59% reduction compared to 2017/2018. 
 

 
 
 
 
 
 
 
 
In March 2019 there was one medication incident reported with moderate patient harm, which involved a patient 
admitted with an overdose of pain medications which is still under investigation. Learning from all medication 
incidents which resulted in moderate patient harm has been continually reviewed and shared throughout the year.  
Improvements that have resulted from this learning include changes to protocols and guidance, delivery of local 
simulation training and demonstrable reductions in omitted medications. 
 
The medication safety improvement programme also seeks to increase reporting of all incidents, particularly those 
medication incidents that result in ‘no harm’ for which the aim was an increase of 30% by March 2019.  In March 
2019 there were 35 reported medication-related incidents with no harm, which was a significant reduction on the 
previous months.  There has been a reduction in the overall number of incidents reporting in February and March 
2019 and the reasons for this are still being investigated. 
 
Throughout March 2019, the team have held weekly multi-professional medicines safety huddles with project 
briefings and learning events, and continued to carry out regular audits and analysis of omitted medications.  The 
team have continued to raise staff awareness about medicines related incidents and learning using monthly 
infographics and staff story videos. 
 

Aim:  30% reduction in incidents resulting in moderate or severe patient harm  
 

Outcome: 59% reduction in incidents resulting in moderate or severe patient harm 
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The ASPH Medication Safety Improvement Programme has been shortlisted for two national patient safety awards 
this month.  The improvement work has been recognised in the categories of ‘Improving Safety in Medicines 
Management Initiative of the Year’ and ‘Quality Improvement Initiative of the Year’ in the Health Service Journal 
(HSJ) Patient Safety awards.  The awards take place at the National Patient Safety Congress in Manchester in July. 
 
As part of planning for 2019/2020, the improvement in medication safety has been identified as an on-going priority 
and a strategy to achieve this has been developed.   The strategy includes the goal of improving the safety culture 
and reducing medication related harm in line with the WHO five-year challenge set in 2017, by improving access to 
medicines expertise through alternative use of resources and addressing human factors through use of e-prescribing 
and automation. 
 
The aim for improving medication safety in 2019/2020 is to reduce medication incidents with any harm to less than 
132 in the year (a 30% reduction on the baseline year and on trajectory for a 50% reduction by 2021/2022). 
 

 

Only 35 no-harm 
incidents 
reported in March 
2019. 

Aim:  30% increase in incidents reported with ‘no-harm’  
 

Outcome: 18% increase in incidents reported with ‘no-harm’ 
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STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
 
In March 2019 there were 106 inpatient deaths which remains within common cause variation for the year.   
 

 
 
The Risk Adjusted Mortality Index (RAMI) is shown below.  This excludes deaths related to 30 days post discharge, 
zero length of stay, palliative care code Z51.5 and maternity.  The RAMI remains within common-cause variation, and 
is reported one month in arrears. 
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LEARNING FROM OUR MORTALITY REVIEWS 
Since April 2018, 156 cases have been identified for Structured Judgement Review (SJR) which reflects 13% of deaths 
in scope.  Of the 156 cases, 103 (66%) have been completed to date. Completion of these 103 SJRs in 2018/2019 was 
carried out by 33 colleagues (ASPH Consultants, senior nurses and therapists) with each review requiring 
approximately one to two hours of admin time. 
 
As part of the SJR, reviewers are asked to identify if there were any problems with care and if these could have led to 
harm to the patient.  Since April 2018, 94% of cases have been found to have received ‘adequate’, ‘good’ or 
‘excellent’ care.  Five cases were found to have received ‘poor care’.   Three of these cases have been confirmed as 
being ‘possibly avoidable’ or having ‘strong evidence of avoidability’ following a second stage review and one case is 
still under review.   
 
The quarterly ‘Learning from Deaths’ reports describes the cases which were found to have received ‘poor care’ in 
more detail along with the progress against the objectives to establish learning from these cases and to share this 
throughout the organisation. A full review of learning from deaths in 2018/2019 will be provided in the Q4 paper to 
be presented to Board in June 2019. 
 
Based on feedback from families and learning from SJRs carried out earlier this year, a working group has been 
established to improve the ‘bereavement pathway’ for families of patients who die in our hospitals. The group will 
be comparing our current practices against the eight guiding principles set out in the ‘Learning from deaths’ July 
2018 National Quality Board paper and making recommendations for improvements to these practices. 
 
The team will also be making recommendations to the Mortality Committee as to how bereaved families may be 
involved in the mortality review and learning processes, as well as feeding in to our learning and improvement of 
services around end of life care.  An update on the recommendations and progress made will be provided to the 
Mortality Committee at the end of Q1 2019/2020. 

 
 
MATERNITY CLINICAL NEGLIGENCE SCHEME FOR TRUSTS STANDARDS 
The Trust is working to implement the 2019 standards for maternity services provision which were rolled out 
recently by NHS Resolution (NHSR) as part of a safety improvement programme within NHSR’s clinical negligence 
insurance scheme for Trusts (CNST).  The Trust aims to be fully compliant by the national due date of 16 August 
2019. 
 
The CNST standards cover a combination of measures in antenatal, maternity and neonatal clinical care as well as 
staff training, competency and medical and midwifery workforce staff-mix.  Each of the 10 standards has a 
designated clinical lead.  Governance and assurance is through monitoring at the Divisional Board with exception 
reporting via Quality of Care Committee.  The scheme has actively progressed during March with validation of key 
actions underway and a self-assessment against these standards is scheduled to be presented to Trust Board for 
sign-off in July 2019. 
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
 
There were 15 Serious Incidents (SI) reported in March 2019 and 108 confirmed SIs in total 2018/2019 (an increase 
of 16 compared to 2017/2018).  Details of the new incidents reported this month along with initial actions taken and 
learning are detailed in the Serious Incidents Requiring Investigation Report presented to Board. This report also 
includes a review of the incidents and learning from 2018/2019 and the plans for next year.  There were 14 SI 
investigations closed following submission to the CCG in March 2019 and the learning from these cases will be 
shared with the teams involved and beyond.    
 
A serious incident learning event was held in March, chaired by the Chief of Patient Safety. Two cases were 
discussed, one involving a surgical error during complex hernia repair surgery and one involving a patient who 
developed a pulmonary embolism postnatally.  Learning from the investigations was shared and attendees were 
asked to reflect on what improvements can be made to the consent process in their specialty, and the importance of 
following up the outcome of diagnostic tests.  Feedback from the learning events in 2018/2019 has been positive 
and more events will be planned in 2019/2020 alongside the education team in order to maximise the attendance 
and multi-disciplinary input. 
 

PRESSURE ULCERS 
The aim for improvement in reduction of hospital acquired category 2 and above pressure ulcers this year was a 5% 
reduction.  In March 2019 13 patients with category 2 (or higher) pressure ulcers reported; a total of 164 were 
reported in 2018/2019 which is an 18% reduction on the previous year. 
 
 

 
 
The second aim for improvement was to achieve a target of zero hospital acquired category 3 or higher pressure 
ulcers which was not achieved.  There were 27 patients in 2018/2019 with either a category 3 pressure ulcer or a 
deep tissue injury.   
 
There was a reduction in device-related pressure ulcers reported in March 2019 following education and support 
being provided to staff on the use of dermal pads and facilitating pressure redistribution.  The Trust has also 
continued to promote the 100 day pressure ulcer free campaign which has been adopted by all clinical areas and has 
achieved significant success in 2018/2019.  Areas of high dependency including acute medical wards and the 
Intensive Care Unit have achieved over 100 days free from hospital acquired category 2 and above pressure ulcers.  
 
There has been sustained improvement in the number of hospital acquired heel pressure ulcers throughout 
2018/2019 with 46 heel pressure ulcers reported, a 15% reduction on the previous year.  
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Targets for hospital acquired category 2 and above pressure ulcers for 2019/2020 include a further 5% reduction 
(less than 158 category 2 or above pressure ulcers in 2019/2020 or 13 per month) as well as a continued zero 
tolerance aim for hospital acquired category 3 and above pressure ulcers. 
 
Plans for the year ahead include a focus on device related pressure ulcers and spine areas in particular; spreading 
the 100-day-free-from hospital pressure ulcer challenge with achievable, bespoke aims for other clinical areas; as 
well as identification of ward based initiatives to promote patient safety and reduce harm. 
 

HOSPITAL ACQUIRED INFECTIONS 
As part of the work to prioritise and align our quality improvement and assurance work, we plan to take a strategic 
approach to the reduction of instances of, and harm caused by, in-hospital infections.  This will be a key quality 
priority in the year ahead.  
 
This approach will focus on improving outcomes for patients and reducing the incidence and impact of infection in 
the organisation and will include a number of components of the existing infection control plans relating to MRSA, 
E.COLI and reducing surgical site infections.   An updated strategy document is being formulated as part of business 
planning and a working group has been set up to oversee and drive progress. 
 

SURGICAL SITE INFECTIONS 
One of the priorities for improving infection prevention and control in the year ahead is the reduction in surgical site 
infections (SSIs). Post-surgery infections can be life-threatening. They cause significant discomfort to patients and 
result in increased hospital stay, readmissions and re-operations. They are also a significant cost to the NHS and the 
reduction of SSIs is also an important area of focus for the national GIRFT programme.  
 
A multi-disciplinary initiative to reduce surgical site infections for post fractured neck-of-femur (#NOF) surgery 
patients in 2017 led to a reduction in infection rates from 4.65% to less than 0.5% in 2018 and over without a 
surgical site infection for #NOF patients.  This work identified the effectiveness of pre-operative interventions (such 
as nutrition and warming); intraoperative interventions (such as antibiotic timing and temperature monitoring); and 
post-operative interventions (such as wound care).  
 
The improvement work in the year is being led by the Divisional Director for TASCC (who is also the nominated GIRFT 
SSI Trust Champion) and the SSI reduction work will involve: 
 

 Breast surgery 

 Colorectal surgery 

 Obstetric surgery 

 Orthopaedic surgery 

 Spinal surgery 
 
The focus of the work will include ensuring that all surgical specialties are adopting the best practice interventions, 
sharing data on compliance; as well as making improvements in theatres and further updates will be included in this 
report each month.   
 
The ASPH initiative to reduce surgical site infections for #NOF patients has been shortlisted for a national patient 
safety awards this month.  The improvement work has been recognised in the ‘Infection Prevention and Control 
Initiative of the Year’ category in the Health Service Journal (HSJ) Patient Safety awards.  
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HOSPITAL ACQUIRED C.DIFFICILE  
The national target in 2018/19 for hospital-acquired cases of C.Difficile (post 72-hours after admission) was no more 
than 16 cases.  There was 1 case in March bringing the total to 14 so the target was achieved. Of the 14 cases 2 were 
deemed as having a lapse in care with learning identified - relating to inappropriate antimicrobial prescribing and 
delays in patient isolation. 
 

 
 

The C.difficile target for 2019/2020 is 28 as the definition for Trust apportioned cases has changed to include those 
cases with a community onset where the patient has been an inpatient in the previous 4 weeks.  During 2019/2020 
focus to minimise the risk of C.difficile will continue around appropriate antibiotic prescribing, assessment and 
monitoring of patients with diarrhoea, and evidence that Divisional ownership and learning from RCAs is in place. 
 

E.COLI BACTERAEMIA  
The Trust target for reduction in all cases of E.coli bacteraemias (community and hospital-onset) for 2018/2019 was 
no more than 207 cases.  There were 231 reported in the year; 24 over the target.  The Trust target for hospital-
onset cases of E.coli bacteraemias for 2018/2019 was no more than 33 cases (a target 10% reduction).  There were 
27 hospital-onset cases reported and the target reduction was therefore achieved. 
 
 

 
 
The target for 2019/2020 is 186 for all E.coli bacteramia cases, and 29 for hospital onset cases. Focus will be around 
RCAs for hospital cases with the aim of achieving engagement of clinical teams to address any learning.  
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STRATEGIC PRIORITY 3 - EXPERIENCE 

LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
 
There were 48 new complaints received in March 2019. 98% of these received a response within 3 working days, 
the Trust breached on one case due to the delay with the department sending this through to the complaints team 
to action. There were 4 follow up complaints reported in March 2019. 
 

 
 
58 complaints were due to be closed in March 2019, of which 27 were closed within the 25 working day timescales 
(47%).  This is an improvement from the previous month at 26%, however the complaints handling process is 
currently under significant review.    23 complaints were closed outside the 25 working day’s timescale (40%) and 8 
complaints due to be closed in March still remain open past the 25 working days timescale (13%).   
 

 
 
The Patient Experience Improvement Programme has been updated in March 2019, and in order to deliver this plan 
a 4 month pilot has been commenced in April 2019 of centralising the Complaint Managers from each clinical 
division into one team. Early indication has demonstrated a significant improvement in responding to complaints 
within 25 days and the team are working to clear the backlog of older complaints with weekly meeting with the 
Chief Nurse are assisting in prioritising and developing resolution timeframes. 
 
Workforce capacity issues have significantly impeded the team’s ability to respond to complaints within 25 days, 
capacity issues are now being addressed with the appointment of a Head of Patient Experience and a Complaints 
Manager, and a Complaint Writer post soon to be advertised. 
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PALS 
PALS received 166 new cases in March and closed 189 cases. 168 PALS cases were due to be closed in March 2019. 
118 (70%) were closed within 5 working days, 19 (11%) cases were closed late and 5 (3%) remain open that were due 
to be closed in March. 
 

 
 
PALS themes are consistent with previous months’ trends regarding enquiries about Outpatient services and the 
need to provide better information using clearer communication. There has also been a rise in appointments being 
cancelled and no notification received by the patient of this cancellation.  There has been a slight increase in lost 
property concerns.  A new group is being set up to specifically review and improve how the Trust manages patient’s 
property. 
  
ELECTRONIC PATIENT FEEDBACK SOLUTION 
In February 2019 the Trust commenced a pilot of a new real-time electronic patient feedback solution called R-
outcomes  https://r-outcomes.com/  in maternity services.  The pilot questions measure the three Trust strategy 
aims, FFT and other priority areas including accessibility of information.   
 
A table top exercise has been conducted with R-outcomes, Communication Team, Maternity, Voluntary Services 
Manager and the DCN and a proposed rollout and improvement plan was developed. R-outcomes suggest people 
are willing to complete surveys if they are asked by staff and the process is in real time. Discussion regarding whole 
of service accountability for promoting the surveys was accepted as a reasonable standard moving forward.  
 
We are aiming to roll out R-outcomes to the whole of maternity and women’s health services, medicine and the ED. 
Working parties will be identified and R-outcomes will conduct site visits to develop the questionnaires specific to 
the individual needs of each division. The improvement and roll out strategy is currently in the process of being 
drawn up, with a timeframe for whole of hospital.  
 
NEW PATIENT EXPERIENCE INITIATIVES FOR 2019/2020 
A 2019/2020 patient experience work plan, based on the Trust Strategy and aligned with the QRMNM Divisional 
Business Plan, will be submitted to the Patient Experience Monitoring Group in May 2019 outlining our key new 
initiatives for next year.  Central to the approach is frontline development and ownership of patient experience 
service improvement initiatives to promote commitment and accountability at ward level. Managing complaints 
needs greater resolution at ward level, Matrons and Ward Managers will have support to introduce quality ward 
rounds, identify patient concerns and reach early resolution. 
 
Greater emphasis will be given to local resolution for complainants reducing the formal 25 day route, this will build 
on the feedback from EBCD event where Learning from complaints will be developed into improvement plans locally, 

https://r-outcomes.com/
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which will form part of local governance and quality improvement performance; and is how are patients have said 
they would like us to manage their concerns.  
 
The, you said we did, initiative will be developed and published by ward area, demonstrating to the public we take 
their concerns and feedback seriously and that we are committed to making their journey in our service smoother.  
 
Upcoming projects include continuing NHS England Always Events®, which are those aspects of patient and family 
experience that should always occur when patients interact with healthcare professionals: 
 
- Always event 1 Improve the patient Journey,  
- Always event 2 Improve communication,  
- Always event 3 meet core needs. 
 
The Always events will be linked to the Professional Behaviour Standards currently being developed within the Trust. 
 
In April 2019 the No One Dies Alone (NODA) programme, led by the Spiritual Support Service, will commence.  
Volunteers are to provide company to a patient who needs support in their last days of life.  The NODA programme 
is an international volunteer supported initiative first pioneered by PeaceHealth in Oregon, USA.  Refer to 
https://www.peacehealth.org/sacred-heart-medical-center/noda/start-your-own-program. Staff have undergone 
their corporate induction training and are currently on orientation within the hospital. 
 

https://www.peacehealth.org/sacred-heart-medical-center/noda/start-your-own-program
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STRATEGIC PRIORITY 4 – IMPROVEMENT 
USING QUALITY IMPROVEMENT TO CREATE A LEARNING CULTURE 
 

BUILDING IMPROVEMENT CAPABILITY 
Part of the strategy for embedding quality improvement into the organisation is a considered agenda for building 
improvement skills and capability within staff at all levels as set out in the dosing formula.  In March 2019, the 13th 
cohort (a further 15 members of staff) attended the QI Academy day and successfully completed their initial 
improvement training.  Over 350 permanent members of Team ASPH have completed the QI Academy, including 
eight members of Trust Executive Committee. 
 

PRIORITIES FOR 2019/2020 
As part of the planning for 2019/2020, the QI Prioritisation group has agreed a number of priorities for 
transformation / improvement in the year ahead, which include the 2019/2020 organisational priorities of 
‘Outpatient Transformation and Self-Care’ and ‘Workforce Transformation’; as well as the Urgent and Emergency 
Care and Model of Care and a revised CQUIN programme. 
 
Priority QI programmes have been identified for (i) improving medication safety, (ii) improving infection prevention 
and control and (iii) ‘becoming a learning organisation’.  As part of the aim of ‘becoming a learning organisation’, the 
following objectives have been identified specifically for quality improvement: 
- Building capability for improvement in our teams in support of the quality priorities 
- Building capability with patients and families and co-designing improvements in care 
- Building a culture of Psychological Safety/ Safety Culture/ Just Culture throughout our teams 
 
These priorities will form the basis of reporting in the year ahead, along with updates on quality improvements led 
by ASPH teams.  
 

SHARING QUALITY IMPROVEMENTS  
In March 2019, the ASPH team participated in the Kent, Surrey and Sussex (KSS) ‘Dare to Share’ event.  The event 
was facilitated by the KSS AHSN and aimed to bring organisations together to share and improve the way we learn 
from deaths and serious incidents across Kent, Surrey and Sussex.  The team were able to share the approach to 
spreading learning from mortality reviews established in the last year, and to learn from others about involving 
families and carers in these processes.  We will continue to participate in this sharing of learning across KSS and use 
this in pursuit of the aim of becoming a learning organisation, alongside the safety and education teams. 
 
Quality improvement initiatives and programmes at ASPH have been shortlisted for five national patient safety 
awards this month.  The improvement work has been recognised in the Health Service Journal (HSJ) Patient Safety 
awards categories of: 

 ‘Improving Safety in Medicines Management Initiative of the Year’ 

 ‘Quality Improvement Initiative of the Year’  

 ‘Improving Care for Older People Award’ 

 ‘Infection Prevention and Control Initiative of the Year’ 

 ‘Maternity and Midwifery Services Initiative of the Year’ 
The awards take place at the National Patient Safety Congress in Manchester in July. 
 
ASPH has also been shortlisted in the Royal College of Physicians Excellence in Patient Care Awards for: 

 The Senior Adult Medical Services (SAMS) team in the person-centred care category for their ‘What matters to 
you?’ project. 

 ASPH in the Quality improvement category for the ‘Be the Change’ programme, building the will for quality 
improvement and patient safety from the bottom up. 

The awards promote and reward work physicians do around the world to improve patient care, through education, 
innovation, research and clinical practice and the winners will be announced during a ceremony in London in May. 

https://improvement.nhs.uk/documents/1660/01-NHS107-Dosing_Document-010917_K_1.pdf
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APPENDIX A 
 
 

 
QUALITY ASSURANCE MEASURES 
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Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.   

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Cumulative 

88 103 85 95 93 94 101 81 105 128 95 104 1172

7 5 4 6 3 3 7 7 11 8 8 9 78

95 108 89 101 96 97 108 88 116 136 103 113 1250

94% 90% 90% 85% 86% 82% 86% 77% 83% 83% 78% 43%

16 12 14 21 10 24 18 9 5 10 10 7 156

15 9 9 16 10 23 11 6 0 3 1 0 103

94% 75% 64% 76% 100% 96% 61% 67% 0% 30% 10% 0% 66%

0 1 0 0 0 2 0 0 0 0 0 0 3

1 1 0 0 0 2 1 0 0 0 2 0 7

1 1 N/A N/A N/A 2 1 N/A N/A N/A 0 N/A 5

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

15%

Total number of deaths in scope

% of deaths receiving initial review

Total Number of reviewed deaths considered more 

likely than not due to problems in care           

Total deaths receiving structured judgement review

Total number of adult inpatient deaths

A&E deaths (in scope from July 18)

Number of deaths of people with learning disabilities 

that have been reviewed

Number of deaths of people with learning disabilities 

considered more likely than not to be due to 

problems in care

Number of deaths of people with learning disabilities

Number of cases requiring an SJR

Percentage of SJRs completed

79% 53%89%Percentage of SJRs completed (by quarter)

 
 
Note: The data in previous months will be updated each month as new cases are identified and structured judgement reviews are completed. Data is correct at the time of 
writing (15/04/2019).   

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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Note: Sepsis screening in ED is calculated using the National CQUIN measure; an audit of a random selection of 50 ED attendance and 50 inpatients is carried out each month  
and this measure shows the percentage with evidence of screening for Sepsis where appropriate (NEWS > 5, etc).  Cardiac arrests outside critical care data is pending for Jan, Feb. 

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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STRATEGIC PRIORITY TWO - SAFETY 
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STRATEGIC PRIORITY TWO - SAFETY 
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Note: The measure of ‘complaints closed within agreed response times’ changed to a new method of calculation and is available from October 2017 only. 

 

STRATEGIC PRIORITY THREE - EXPERIENCE 


