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EXECUTIVE SUMMARY 

 
The quality report now includes both quality assurance (a summary of data, intelligence and actions relating to the 
provision of high-quality care within the strategic priorities set out below) and quality improvement (a summary of the 
improvement work underway in the organisation) – which reflects the on-going alignment of QA and QI within the Trust.   
 
Medication safety: In September 2018 there was one medication incident reported with moderate patient harm which 
is under investigation. The rate of medication errors with no harm reported continued to be above the median in 
September 2018.  The report details the improvement efforts underway to both improve medication safety and increase 
reporting of incidents. 
 
Effectiveness: In September 2018 there were 94 inpatient deaths, which continue to be within common cause 
variation. In September 2018, 69% of adult, inpatient deaths were screened to identify those suitable for Structured 
Judgement Review (SJR).  In September 2018, 20 cases were identified for SJR and these will be completed over the 
coming weeks.   
 
Safety: In September 2018 there were 7 new serious incidents reported for investigation. The report describes the first 
Trust-wide Serious Incident Learning Event which was held in September.  
There have been no instances of MRSA bacteraemia and no C. difficile cases reported in September 2018. The report 
describes the start of the development of a strategy for reducing the instances of and harm resulting from infections.  
 
Experience: There were 35 complaints received in September 2018 with 100% receiving an acknowledgement within 3 
days.   42% of complaints were closed within the agreed timescales in September.  
 
Improvement: This section of the report describes the progress against the strategy for embedding quality 
improvement into the organisation as set out in 2015 and revised in 2017, with particular focus on an improvement 
project aiming to improve communication with and experience of our Paediatric inpatients. 
 
Appendix A to this report includes data and other information provided for assurance. 
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IMPROVING MEDICATION SAFETY: 
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATION ERRORS AND SERIOUS INCIDENTS 
 
Our quality priority for 2018/19 is to become a learning organisation in order to eliminate avoidable harm to our 
patients and to provide an excellent patient experience, and the focus of the work for this year is improving 
medication safety.   
 
The medication safety improvement programme began in January 2018 (aligning with the national drive to reduce 
harm caused by medicines) and our aims are to:  
i) Reduce medication safety incidents that result in moderate or severe patient harm by 30% by March 2019 
ii) Increase reporting of incidents with ‘no harm’ by 30% by March 2019 
 
Since April 2018 there have been 5 confirmed medication incidents which resulted in moderate or severe patient 
harm.  Compared to the period 2017/2018, this is a 65% reduction in medication incidents which resulted in 
moderate or severe patient harm in the year to date. 
 
Since April 2018 there have been 390 medication incidents with no harm reported.  Compared to the period 
2017/2018, this is a 23% increase in medication incidents with no harm reported in the year to date. 
 
 

 
 
In September 2018 there was one medication incident reported with ‘moderate patient harm’.  This incident is under 
investigation and related to a batch of BCG vaccines inadvertently reconstituted using mismatched diluents from 
another brand.  It is unknown if there is potential for harm or if the vaccine will be ineffective and expert advice has 
been sought. 
 
As well as aiming to reduce the number of medication-related incidents that result in patient harm, the programme 
also seeks to increase reporting of all incidents, with a focus on those that result in no harm.  In September 2018 
there were 77 medication-related incidents reported, of which 12 resulted in patient harm of ‘low’ severity.   
 
 
 
 
 
 
 
 
 

Start of improvement 
programme One incident with 

‘moderate’ 
patient harm 
reported in 
September 2018 
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As part of the improvement programme, a multidisciplinary project group has been formed to raise the profile of 
medication safety improvement and to support clinical teams with their own improvement efforts.  
 
The team (consisting of multidisciplinary team members including consultants, matrons, nurses, junior doctors, 
pharmacists and members of the quality and patient safety teams) meet weekly to review incidents and to 
understand learning from different kinds of incidents.  The team also develop change ideas and support teams in 
making local quality improvements. 
 
A number of work streams have been established to identify and make changes in pursuit of improvements under 
each of the ‘primary drivers’ for improvement (Prescribing errors, Administration errors, High-risk medications and 
Learning from errors).   The workstreams have been identified based on the work required and underway to address 
the most frequent causes of medication-related harm and include: 

 Omissions of prescribed medications (focus on Enoxaparin) 

 Safe use of Insulin 

 Gentamicin 

 Penicillin allergies 

 Pain medications 

 Prescribing errors 

 Alternative use of resources 
 
Two of the areas of focus for improvement work are described below: 
 
OMISSIONS OF PRESCRIBED DOSES  
The most frequent types of medication related incidents that led to ‘moderate’ or ‘severe’ patient harm in 2017 
were those involving the administration of enoxaparin (a Low-Molecular-Weight Heparin prescribed in hospital for 
the prophylaxis and treatment of VTE) for our inpatients. 
 
Learning from these incidents highlight both cultural and process changes required to reduce the instances of 
omitted doses.  A project team has been formed including four wards (AMU, Aspen, Holly and Swan) and have been 
collecting data (regular audits of omitted doses) and testing ideas for improvement. 
 
A trial of a new handover process on AMU has shown to reduce omissions over the last two months - AMU are 
reporting around 75% fewer omitted medication doses than other wards in the improvement project since making 
the changes - and this is now being spread to other ward teams.  In addition, the VTE specialist nurse team are 
working with the ward teams to share patient stories and improve the prioritisation of administration of enoxaparin. 
 

77 medication 
related incidents 
reported in 
September 2018 
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ALTERNATIVE USE OF RESOURCES 
One of the areas for improvement led by the Pharmacy team is the alternative use of resources and specifically the 
use of Pharmacy resources as part of multi-disciplinary teams.  A successful trial of a Pharmacy Technician working 
alongside the team in ED demonstrated a number of benefits for patients and the team, including: 
 

 Reducing waste and improving efficiency in the department by ensuring commonly-used medications are always 
available and liaising directly with pharmacy to expedite dispensing of items for patients with complex needs 

 

 Improving timely communication between Pharmacy and the ED team, for example in the identification of 
patients in ED with complex medications as part of handover in the department 

 

 Carrying out drug histories and drug reconciliation for patients who are being admitted and ensuring patients 
have their medications prior to admission; which has been shown to reduce the number of medication omissions 
for patients following admission to AMU 

 

 Capturing drug prescription errors and improving direct communication with ED doctors to offer advice. 
 
The trail has been extended and there are plans to make this role a permanent part of the ED team.  There are also 
further proposals in place for the use of pharmacy roles as part of multi-disciplinary teams on inpatient wards, which 
include the introduction of medicines management Pharmacy Assistant roles as a key part of the ward teams and the 
introduction of specialist pharmacy roles as part of specialty multidisciplinary teams. 
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STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
 
In September 2018 there were 94 inpatient deaths.  This represented a continued decrease compared to the 
previous two quarters but this remains within common cause variation. 
 

 
 
 
The Risk Adjusted Mortality Index (RAMI), which excludes deaths related to 30 days post discharge, zero length of 
stay, palliative care code Z51.5 and maternity is shown below.  
 

 
 
The RAMI remains within common cause variation, and is reported one month in arrears.  .
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LEARNING FROM OUR MORTALITY REVIEWS 
From October 2017 we have started to carry out full structured judgement reviews (SJR) on any deaths meeting 
certain minimum criteria.  In September 2018, 69% of adult, inpatient deaths were screened to identify those 
suitable for SJR.   
 
In September 2018, 20 cases were identified for SJR and these will be completed over the coming weeks.  Of the 94 
cases identified for SJR in 2018/2019, 34 have been completed to date (36%). 
 
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.   For clarity, in cases where patients have been found to have received good or excellent care, 
problems with care are still identified and shared as part of the learning processes.   
 
From October 2017 to March 2018, 2 cases were confirmed as having some degree of avoidability following a second 
stage review. These have both been subject to further investigation via the SI process.  Of these cases identified in 
2018/2019 to date, no avoidable deaths have been identified through the SJR process.   
 
The learning from cases identified with problems in care, as well as those with excellent care, is being shared 
through a number of different methods.  In September 2018, we shared the first learning from mortality infographic 
and the short video promoting the Trust-wide learning from deaths event.  The next event will be held in October 
2018. 
 
The details of mortality reviews completed and associated learning will be summarised in the quarterly Mortality 
Review Board Report. 
 
 
 
 
 

 

https://www.youtube.com/watch?v=0jwHEhR-OKM
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
 
There were 7 new serious incidents (SIs) reported for investigation in September 2018.   Details of these incidents 
along with initial actions taken and learning will be detailed in the ‘Serious Incidents Requiring Investigation Report’ 
presented to the Quality and Performance Committee.   
 
In September 2018, we held the first of our new Trust-wide Serious Incident (SI) Learning Events. The Chief of Patient 
Safety, Dr Paul Murray, chaired the meeting with senior clinicians across the Trust sharing lessons learned from 
recent SIs and encouraging discussions amongst colleagues about how to improve and share this learning.  Around 
40 clinical and non-clinical colleagues attended which provided a great range and diversity to the ensuing 
discussions.  
 
To start the event Mr Shashi Irukulla (Divisional Director, TASCC) and Dawn Gantley (Deputy Divisional Chief Nurse, 
TASCC) talked about an SI in the management of a bariatric surgical inpatient which resulted in an unexpected death.   
In this case there was a delay in recognising and managing worsening clinical signs and the patient unexpectedly died 
one-week post-surgery.  
 
Mr Irukulla described how the service subsequently applied learning 
from the incident and worked together to review all aspects of the 
service; ensuring the pathways and protocols were robust; patient 
involvement and information was clear including consent procedures, 
consultant ward rounds were covered 7 days a week and formal 
education was provided for all relevant staff on the care of these 
inpatients.  
 
The team described key learning points applicable to all teams in the 
organisation, with a particular focus on listening to patients and their 
families when they tell you there is something not right.  
 
This was followed by presentations from the ED and SAMS teams who also described SIs that they had been involved 
in, the consequences and the learning from these.  The following conversations were positive and constructive and a 
number of themes of learning were identified, including the need for improved documentation, communication and 
team work. 
 
The feedback from the event was positive and future events have already been planned.  It is expected that these 
will be a regular part of the process of sharing learning from incidents within the organisation. 
 
 

PRESSURE ULCERS 
There were 11 hospital acquired stage 2 pressure ulcers and 3 hospital acquired stage 3 pressure ulcers in 
September 2018. We have set an aim to reduce hospital acquired pressure ulcers (stage 2 and above) by 5% for 
2018/2019, which equates to no more than 15 per month.  This standard has been met overall for the first 6 months 
of 2018/2019. 
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Based on learning from previous pressure damage-related incidents, a number of improvements are being tested 
with the identified ward teams.   
 
The Intensive Care Unit is evaluating the use of a new dermal skin pad to facilitate pressure redistribution and Swan 
Ward are testing the daily review by the nurse in charge of patients who are bedbound and identified as being at risk 
of developing pressure ulcers, in order to improve identification and early escalation of care needs.   
 
The Acute Medical Unit had zero pressure ulcers grade 2 and above in September following changes to their nursing 
handover and Kingfisher Ward achieved 100 days pressure ulcer free in September 2018. 
 

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, infections.   
 
Rather than taking a project-by-project approach to improve the processes (relating to identification of sepsis for 
example), 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 including the existing infection control plans 
relating to MRSA, E.COLI, etc and: 
 

 Reducing surgical site infections, building on the good work in orthopaedics and extending to other specialties 
and involving the GIRFT and Infection control teams 

 Reducing incidence of hospital acquired infections, including a device strategy and the potential development of 
IV team  

 Improving identification and response on the wards to sepsis and the deteriorating patient 
 
More information on the development and delivery of this approach will be provided in future reports. 
 
HOSPITAL ACQUIRED C.DIFFICILE  
The national target for 2018/19 is no more than 16 cases (post 72-hours after admission).  There was one case in 
September 2018 and 8 cases in the year to date.  Two cases have been found to have resulted from problems in care 
and learning has been identified from these relating to appropriate antimicrobial prescribing and delays in patient 
isolation. 
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Ongoing actions include; trialling the use of the Bristol Stool Chart on May and Swan Wards, which has been 
redesigned to include a diarrhoea assessment flow diagram to guide staff to take appropriate action; and 
implementation of the new antibiotic prescribing chart with a mandatory stop and review section to aid in 
appropriate antimicrobial prescribing. 

 

 
 
E.COLI BACTERAEMIA  
We are in the second year of the 5-year national initiative to reduce gram negative bacteraemia by 50% by 2021.  
Our aim for 2018/2019 is to achieve a 10% reduction, which equates to no more than 207 cases in the year.   There 
were 20 cases of E.coli bacteraemia in September. There have been a total of 113 instances in 2018/2019 to date, of 
which 16 have had a hospital on-set.   
 
The majority of E.coli bacteraemia are community onset so reduction of cases requires review of hospital cases to 
identify learning and also a focus on community care and GP prescribing.   Changes that have been identified to 
minimise the risk of hospital E.coli cases include development of a new urinary care pathway as part of the National 
Catheter Program and implementation of the Aseptic Non-touch Technique (ANTT) throughout all inpatient wards. 
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STRATEGIC PRIORITY 3 - EXPERIENCE 
LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
 
There were 35 complaints received in September 2018.  In September 2018, divisional teams closed 65 complaints, 
and a number of actions have been prioritised to support the improvement of complaints handling performance. 
 

 
 
From 1 June 2018 under the new process, complaints are triaged as either a concern (informal) or complaint 
(formal).  All Informal complaints are signed off by the Divisional Chief Nurses or the Divisional Directors. All Formal 
complaints are reviewed by the Chief Executive or an Executive Director.  Of the 35 complaints received in 
September 2018, 12 were identified as formal complaints. 
 
In September 2018, 100% of complaints were acknowledged within 3 days and 42% of complaints responses were 
issued within agreed timescales. 
 

 
 
 
Performance against timescales is low due to a combination of investigation technique challenges and skills gaps 
associated with writing style and grammar which has not improved in recent weeks despite targeted training on this. 
Additional support is being provided to these teams in the short term. 
 

New complaints 
handling 
process started 
in June 2018 
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PALS  
PALS received 126 new cases in September and closed 115 cases.  This represented a reduction in new cases 
compared to previous months, but remains within common-cause variation. 
 

 
 
 
Divisional teams now receive reminders weekly on all PALS cases that are either due to breach or have breached the 
5 working days.  In September 2018, 88% of PALS contacts were closed within 5 working days. 
 
 

 
 
The most common PALS themes in September 2018 were communication in relation to outpatient appointments - 
for example letters received without insufficient information about the appointment location and virtual clinic 
letters not proving clarity for patients about the planned telephone call – and delays in referrals or referrals not 
being completed. 
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LEARNING FROM OUR PATIENT EXPERIENCE 
In response to our patient feedback from complaints, the Trauma and Orthopaedics team is currently rolling out a 
“Back to Basics” initiative whereby senior nurses, led by the Clinical Nurse Leader, are increasing their frontline time 
on the wards to provide hands-on training, supervision and support to more junior nursing staff.  
 
This aims to improve holistic care of patients including meeting their emotional wellbeing, based upon the 
mentoring and practical experience transfer from more senior nurses.  As part of this programme, in June 2018 the 
CNL appointed a Clinical Practice Educator who will be role modelling the values-based care we are committed to 
providing as an organisation, in order to support staff to meet the individual needs of all of our patients. 
 
In response to feedback from another patient some improvements are being made to a pathway for patients 
presenting with abdominal pain.  A patient attended the Emergency Department and was referred to the surgical 
team, however surgery was significantly delayed and there was poor communication between teams. 
 
As a result, the surgical team are in the process of devising a protocol for the scheduling of ‘hot gallbladders’ to 
enable a smoother pathway for these patients.  An information sheet for what is termed as ‘hot gallbladder’ patients 
will be prepared for this group of patients so they can be clear about their treatment and care plans.  
 
 
 
 
 
 
 



 

13 

 

STRATEGIC PRIORITY 4 – IMPROVEMENT 
USING QUALITY IMPROVEMENT TO CREATE A LEARNING CULTURE 
 
This section of the report describes the progress against the strategy for embedding quality improvement into the 
organisation as set out in 2015 and revised in 2017.  The strategy comprises three parts; building will for quality 
improvement; building capability for quality improvement; and spreading the use of quality improvement 
throughout the organisation (do-the-work-and-improve-the-work). 
 

i) BUILDING WILL 
 ‘Be the Change’ is part of the ASPH improvement programme; aiming to empower all staff to identify opportunities 
for, and support them to deliver, quality improvement, developing a culture of ‘curiosity and creativity’ that is fair, 
open and supportive.   
 
This month the ASPH Staff Achievement Awards were held and a number of projects were shortlisted for the annual 
‘Be the Change’ project of the year. All the projects shortlisted for this award were excellent examples of 
improvement activities that reflect the strengths of our Trust in pursuit of delivering better care for patients. 
 
The winner of this year’s award was the “What Matters To Me” project and the team on Senior Adult Medical 
Services, Holly and Swift Wards.  As part of a national end of life care improvement programme (Living Well to the 
Very End), this project aims to support staff to deliver compassionate care for people with life-limiting illnesses, or 
uncertain prognoses, through the use of the Patient and Family Centred Care. 
 
The team identified the concept of ‘What Matters to Me’ as 
a way to improve patient experience. 
 
‘What Matters to Me’ aims to encourage and support more 
meaningful conversations between staff and patients. It 
helps staff to establish a relationship with their patient and 
to understand the patient in the context of their own life 
and the things that are most important to them. 
 
Congratulations to the team on a great improvement 
project; well done to all those who were shortlisted for an 
award. 
 

ii) BUILDING CAPABILITY 
In September 2018, we attended the Surrey Heartlands Clinical Academy Forum to hear the feedback from the QI 
diagnostic report delivered by the Institute for Healthcare Improvement (IHI) following their visit to Surrey 
Heartlands earlier in the year.   
 
The report praised the efforts already taken to build improvement skills in acute provider organisations (including 
ASPH) but also noted that there is variation in the depth of the skills and there was a lack of improvement skills in 
primary care, the third sector, and patient groups.  The report recommended developing a shared improvement 
method for Surrey Heartlands and provides generic tools for stakeholders to move from idea generation through 
implementation, as well as clarity about measurement and leadership for improvement. 
 
As part of this work, we were also delighted to present at the Surrey Heartlands ‘Connection Event’ on the ASPH 
quality improvement journey and our progress to becoming a ‘learning organisation’.  These events provide an 
opportunity to connect with partners from across the system and we look forward to continuing to work with the 
Surrey Heartlands team to build long-term, productive relationships as we work to improve care for our population.  
 

https://bethechangeasph.com/2018/03/02/what-matters-to-you/
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iii) DO-THE-WORK-AND-IMPROVE-THE-WORK 
The third element of the strategy for embedding quality improvement within the organisation and accelerating the 
pace of improvement, requires everyone to see themselves as having two key elements to their jobs: to do their 
work and to improve their work. 
 
LISTENING TO THE VOICE OF THE CHILD – THIS IS ME QUALITY IMPROVEMENT PROJECT 
In the last month, a group of staff in the Paediatric team and led by Dr Anita Demetriou and Dr Lynda Ehizode, 
Consultant Paediatricians, have launched their quality improvement initiative aiming to improve the way that all 
healthcare professionals communicate with the children in their care. 
 
The team, which included play specialists, doctors and nurses identified the need make 
improvements to how we communicate with children, specifically ensuring that we give 
children a chance to ask questions and to talk with the team about what is important to 
them.   They identified the "This Is ME" approach as a way that they could ensure 
engagement with every child and their aim was to ensure that all children could 
communicate with them, either with words or pictures.  
 
Each child who is admitted to Oak ward is now given the “This Is ME” questionnaire. 
They can either write, draw or complete the mood emojis to tell staff how they are 
feeling and what they are worried about each day. The team will then ensure that these 
concerns are addressed in an appropriate way for each child. 
 
In order to measure their improvements, the team undertook a survey of children and 
used shadowing sessions and observations of communication and interactions with children (or parents for the 
younger children) whilst on the morning ward round.  They found that, amongst other measures taken before the 
change, a third of children were not given the opportunity to ask questions of the clinical team. 

 
The team have since been working to raising the profile of the 
project with all staff and patients and the project was shared at the 
Paediatric Good News Friday session and the initial feedback has 
been extremely positive. 
 
“Some of the kids have put really sweet and funny questions down 
there. Some have put their worries down and it’s been wonderful 
getting to address them directly“ – Paediatric Doctor 
 
 

The team will be supported to continue to measure their improvements and spread to other parts of the Paediatric 
team and beyond in the next few months. 
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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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Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18

91 102 114 140 108 133 96 109 91 105 97 97

10 7 8 13 2 10 7 5 4 6 3 3

81 91 104 126 103 119 88 101 85 101 95 97

85% 86% 88% 94% 94% 92% 93% 88% 84% 73% 75% 69%

13 16 13 17 12 17 16 12 12 25 9 24

12 13 12 13 8 13 14 7 9 5 2 1

92% 81% 92% 76% 67% 76% 88% 58% 75% 20% 22% 4%

1 0 1 0 0 0 0 0 0 0 0 0

0 2 0 0 0 2 1 1 0 0 0 1

N/A 1 N/A N/A N/A 2 1 1 N/A N/A N/A 1

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

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

Total Number of reviewed deaths considered more 

likely than not due to problems in care           

Total deaths receiving structured judgement review

A&E deaths (in scope from July 18)

Percentage of SJRs completed (by quarter) 88%

Number of deaths of people with learning disabilities 

that have been reviewed

74% 75%

Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Total number of deaths in organisation

Total number of deaths in scope  

% of deaths receiving initial review

 
 
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 (19/10/2018).   

STRATEGIC PRIORITY ONE - EFFECTIVENESS 



 

18 

 

 
 

  
 

 
 
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). 
 
Sepsis antibiotic administration is calculated using a revised CQUIN measure, which reviews a small sample size each month (20 patients).  

STRATEGIC PRIORITY ONE - EFFECTIVENESS 



 

19 

 

 
 

  
 

  
 
 
 

STRATEGIC PRIORITY TWO - SAFETY 
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STRATEGIC PRIORITY TWO - SAFETY 



 

21 

 

 
 

  
 

  
 
 
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 
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STRATEGIC PRIORITY THREE - EXPERIENCE 


