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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.  
The quality report provides an overview of quality assurance and quality improvement efforts and outcomes across the 
Trust and reflects the priorities set out in the quality strategy for 2018/2019: 
 
Medication safety: In July 2018 there were 3 medication incidents reported with moderate patient harm. The increase 
in the number of medication errors with no harm reported continued to increase in July and August 2018.  The report 
details the improvement efforts underway to both improve medication safety and increase reporting of incidents. 
 
Effectiveness: In August 2018 there were 94 inpatient deaths, which continue to be within common cause variation. In 
quarter one 2018/19 39 cases were identified for a structured judgement review and 28 have been completed to date 
(72%).  A separate comprehensive report on Mortality Reviews including a summary of learning is presented to Board 
this month.   Quality and Performance Committee confirmed in July that two mortality measures will be included in this 
report - crude mortality and the Risk Adjusted Mortality Index (RAMI), which excludes deaths related to 30 day post 
discharge, zero LOS, palliative care code Z51.5 and maternity. 
 
Safety: There was one new ‘never event’ reported in August 2018. In July and August 2018 combined there were 26 
new serious incidents reported for investigation. The report summarises the learning from the 8 serious incident cases 
closed in this period.  There have been no instances of MRSA bacteraemia and no C. difficile cases reported in July 
and August 2018.  
 
Experience: There were 32 complaints received in July and 23 in August 2018 with 100% receiving an 
acknowledgement within 3 days.   52% of complaints were closed within the agreed timescales in August which is an 
increase on the previous two months.  The report also describes a summary of the PALS contacts in July and August 
and a summary of the learning from recent patient experience feedback. 
 
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 improving the 
screening of patients for sepsis in the Emergency Department. 
 
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 January 2018 there have been 6 confirmed medication incidents which resulted in moderate patient harm, 
with one more under review.   In July 2018 there were 3 confirmed medication incidents which resulted in moderate 
patient harm.   
 
In one incident, an incorrect intravenous dose of an immunosuppressive mediation was prepared and partially 
administered in the Surgical Assessment Unit.  In the second incident a patient experienced an unresponsive episode 
following the prescription of an inappropriate starting dose of a pain medication.  Both of these incidents are being 
investigated and the learning from these will be shared with the relevant teams and with the wider organisation.  
 
The third incident related to a patient who attended ED and was found to have an incorrect dose of Low Molecular 
Weight Heparin medication prescribed by their General Practitioner and the details of this are being shared with the 
appropriate leads at North West Surrey CCG. 
 
In August 2018 there were no confirmed medication incidents which resulted in moderate patient harm.    
 
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 August 2018 there 
were 86 medication-related incidents reported, of which 10 resulted in patient harm of ‘low’ severity.   
 
 

Start of improvement 
programme 

3 incidents with 
‘moderate’ patient 
harm reported in July 
2018 
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As part of the improvement programme, a small project group has been working to raise the profile of medication 
safety improvement and to support clinical teams with their own improvement efforts.  In the last month, the team 
have been working with ward-based teams to improve ways of working and communication in pursuit of the safer 
use of medications. 
 
For example, through the regular auditing of omitted doses and understanding the root-causes of errors relating to 
omissions; the Acute Medical Unit (AMU) ward teams have made changes to handovers in order to improve 
communication and scrutiny of potential omissions.    As a result, there have been a significant reduction of 
omissions of medications on the AMU and the team have shared this work through the regular medication safety 
forums. 
 
LEARNING FROM MEDICATION INCIDENTS – PENICILLIN ALLERGIES 
In July a patient attending ED was prescribed and administered penicillin despite having a documented penicillin 
allergy.  No such incidents occurred in August.  There have been 47 similar incidents reported at ASPH since April 
2015 (an average of one every 24 days).  An external study carried out in 2017 found that one third of incidents 
involving patients with known allergies to certain medications receiving these drugs resulted in harm (including 
death) so penicillin allergy is a priority learning and improvement area. 
 
In order to reduce the recurrence of incidents relating to penicillin allergies, a number of actions have been taken, 
led by the Pharmacy team.  Changes to the adult drug chart means that allergies are now recorded at the top of the 
documentation making this always visible to clinical staff.  A section has also been added to the drug chart which 
describes which antibiotics can, and cannot, be given to a penicillin-allergic patient.   
 
A campaign to promote awareness of errors relating to penicillin allergy is being progressed by the medication safety 
programme using ward-based education and induction for the incoming junior doctor cohort. 
 
 

86 medication 
related incidents 
reported in 
August 2018 
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STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
 
In August 2018 there were 94 inpatient deaths, including 2 neonatal deaths.  This represented a continued decrease 
in Q2 compared to the previous two quarters but this remains within common cause variation. 
 

 
 
It was agreed in June to apply the new process of mortality review via the structured judgement reviews to a sample 
of the cases from December 2016.  This work will begin in September 2018 and an update will be provided in a 
future report. 
 
Quality and Performance Committee confirmed in July that two mortality measures will be included in this report -  
crude mortality (above) and the Risk Adjusted Mortality Index (RAMI), which excludes deaths related to 30 day post 
discharge, zero LOS, palliative care code Z51.5 and maternity. 
 

 
 
The RAMI remains within common cause variation, centred around the peer median. No conclusions can be drawn at 
present, the site RAMI is tracking the peer data month on month. We remain below the upper limit of 100.



 

5 

 

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 August 2018, 75% of adult, inpatient deaths were screened to identify those suitable 
for SJR.   
 
In August 2018, 12 cases were identified for SJR and these will be completed over the coming weeks.  Of the 39 cases 
identified for SJR in Q1, 28 have been completed to date (72%). 
 
The Learning from Mortality Reviews Q1 report which is being presented to Board this month details the work 
underway, led by the Chief of Patient Safety, to improve timely completion of SJRs and the progress made to 
increase the number of staff trained and available to carry out reviews. 
 
As part of the SJR, reviewers are asked to identify if there were any problems with care and if they 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.  Of these cases identified in 
2018/2019 to date, no avoidable deaths have been identified through the SJR process.   
 
From October 2017 to March 2018, 5 cases from SJRs have been found to have received ‘poor care’ following the 
first stage SJR, though after 2nd stage review only 2 cases have confirmed some degree of avoidability. These are 
both now subject to further investigation via the SI process.    
 
The details of these with the associated learning including Q1 mortality review findings is summarised in the 
separate Mortality Review Board Report. 
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
There was one never event reported in August 2018 in which a surgical guidewire was wrongly left in place during a 
procedure and this is being investigated by the local team.   This is the first never event since June 2016. 
 
There were 17 new serious incidents (SIs) reported for investigation in July 2018 and 9 in August.   Details of these 
incidents along with initial actions taken and learning are detailed in the ‘Serious Incidents Requiring Investigation 
Report’ presented to the Quality and Performance Committee.   
 
There were 8 SI cases closed in July and August 2018 and the learning from these cases has been shared with the 
teams involved and beyond.  The two recurrent themes across the SIs closed in July and August were missed 
opportunity to diagnose a fracture and maternity surveillance and learning from these is outlined below. 
 
In one incident a child was discharged from Paediatric ED and the child’s ankle fracture was not correctly diagnosed.    
Paediatric ED is making a number of changes to the education of doctors in the use of the PACS system to ensure 
there is communication with the radiology team around X-ray findings.  The team are has also introduced an X-ray 
review section on their investigation book and the induction pack for locum doctors now includes reference to the 
updated processes.  Adult and Paediatric ED teams are jointly working on an improvement project to improve 
reporting on X-rays and reduce missed fractures. 
 
The second theme was the maternity pathway and learning from a stillborn case will result in strengthened 
surveillance of fetal growth focussing on measuring uterine growth via the symphysial fundal height measure.  The 
Maternity Team will be introducing a revised fetal surveillance process with training to ensure all low risk women 
have symphysial fundal height recorded on the BadgerNet system at each antenatal appointment.  The pathway will 
also incorporate a new process for asking women to attend for review and assessment. 
 
PRESSURE ULCERS 
There were 13 hospital acquired stage 2 pressure ulcers and one hospital acquired stage 3 pressure ulcers in August 
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 is being met overall for the first 5 months year-to-date. 
 

 
 
Based on learning from previous pressure damage-related incidents, a number of improvements are being tested 
with the identified ward teams.  For example, there were 4 hospital acquired stage 2 pressure ulcers reported in the 
Intensive Care Unit in August 2018.  Based on the learning from these device-related pressure ulcers, the team are 
providing feedback and education to all staff regarding making early decisions to change devices.  In addition, 
Pressure Awareness Week in ITU is planned to complement Trustwide Stop the Pressure day in November and a 
second Tissue Viability Link Nurse is to be identified to help support staff at night. 
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In addition, the 100 day stage 2 and above pressure ulcer free campaign is ongoing. The Tissue Viability team are 
promoting ‘pressure ulcer free days’ Trust wide.   
 
In August 2018, the Trust achieved 16 consecutive days without a hospital acquired stage 2 and above pressure 
ulcer, which is the longest period of time recorded in 2 years. The achievement has been promoted on Aspire and 
disseminated to all ward teams. 
 
HOSPITAL ACQUIRED INFECTIONS 
HOSPITAL ACQUIRED MRSA 
There have been no instances of MRSA bacteraemia in 2018/2019. The last bacteraemia was in March (our first in 
over 3 years) which was a peripheral cannula device related infection. 
   
HOSPITAL ACQUIRED C.DIFFICILE  
The national target for 2018/19 is no more than 16 cases (post 72-hours after admission).  There were no cases in 
July or August 2018 and the total to date for 2018/2019 remains at seven.  Root cause analyses of the seven cases to 
date have been reviewed by the CCG and two were deemed as having a lapse in care due to inappropriate 
antimicrobial prescribing for both and a delay in patient isolation for one. 

 

 
 
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 19 E.coli bacteraemia in each of July and August. There have been a total of 93 instances in 2018/2019 to 
date, of which 12 have had a hospital onset.  We are currently 9 over trajectory.  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. 
 
ANTT is being implemented using a ‘train the trainer’ approach to cascade training and competency assessment of 
relevant staff within their areas.  A series of ANTT workshops have been delivered to train and assess trainers (CPEs, 
Ward Managers, Band 6s) across the organisation.   Compliance will be recorded in the coming weeks and adherence 
will be audited as part of the monthly high impact intervention audits. 
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STRATEGIC PRIORITY 3 - EXPERIENCE 
LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
 
There were 32 complaints received in July and 23 in August 2018. At the end of August there was a backlog of 26 
complaints which Divisional Teams are working to clear.  
 

 
 
In both July and August 2018, 100% of complaints were acknowledged within 3 days.  In July 2018, the percentage of 
complaints responses issued on time reduced to 30% but this increased to 52% in August 2018. 
 
This is multifactorial reflecting other competing priorities such as the CQC inspection, capacity gaps in Divisional and 
central teams, and responses requiring re-work as part of quality assurance.  The complaints improvement 
programme is progressing however attendance at the complaints writing and investigation sessions has been very 
low.  The approach to complaints handling is under active review to resolve these complexities.  Evidence-based co-
design involving patients and other stakeholders is planned for Q3 to support the improvement work. 
 

 
 
From June 2018 the new complaints process was implemented and the aim is for 100% of complaints to receive 
acknowledgements within 3 working days, which the Trust is currently meeting each month.   However, there is still 
a significant backlog of complaints that the teams are focussing on resolving, so the improvements in final response 
letter timeliness will not be attainable until the competing capacity effect of longstanding cases is resolved. 
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PALS  
PALS received 197 new cases in July and closed 205 cases.  In August 179 new cases received and closed 180 cases. 
Compliance against the 5 working day timescale for July was 88.3% and August 78.3%.  Divisional teams now 
receive reminders weekly on all PALS cases to promote prompt resolution.  
 

 
 
 

 
 
The most common PALS themes in July and August were communicating and providing information to patients, 
outpatient enquiries and waiting times.   
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LEARNING FROM OUR PATIENT EXPERIENCE 
Throughout July and August, there have been a high number of PALS contacts and complaints relating to 
communication about outpatient appointments, including appointment letters arriving after the appointment dates 
and text message reminders not providing enough information for patients.  This leads to non-attended appointments 
and longer waits to be seen.   
 
The Appointment Centre has been working closely with the third party supplier of the text reminder on changes to 
these messages so patients receive the information they need in a timely manner. 
 
The second significant theme in both PALS contacts and complaints this period is experience of the Ophthalmology 
Service.   Issues have included cataract surgery waiting times, phone contact difficulties and voicemail problems.   
 
The Ophthalmology Specialty Team are making changes in response to this patient feedback including outsourcing 
some of their patients for surgery and have been holding weekend clinics to bring down waiting times.  They are also 
recruiting additional staff to manage the phones within the department.  
 
PALS contacts and complaints this period have both featured reports of patients waiting for surgery in a mixed-
gender waiting area whilst in their hospital gowns which impacts privacy and dignity.   In response to this feedback 
from our patients, the Divisional Team have advised that patients awaiting surgery in future will not to be asked to 
change into a gown until they are ready to be taken for their surgery.   
 
The Patient Experience team continues to work closely with Divisional Teams to provide feedback from patients to 
improve services. 
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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 
Earlier this year a number of colleagues from wards across ASPH participated in the ‘Green Ward’ competition.  The 
‘Green Ward’ competition is an award-winning clinical engagement programme run by the Centre for Sustainable 
Healthcare for NHS Trusts wishing to improve their environmental sustainability and reduce their carbon footprint. 
 

 
Data from the National Centre for Sustainable Healthcare Green Ward Programme 
 
The Centre for Sustainable Healthcare have produced this case study of the work carried out at ASPH and we will be 
working with the teams to share their work and encourage others to participate in improvement efforts that 
improve environmental sustainability, reduce waste and improve the patient experience in the next few months. 
 
ii) BUILDING 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 August 2018, the tenth cohort (a 
further 25 members of staff) attended 
the QI Academy day and successfully 
completed their initial improvement 
training.  This cohort included 
representatives from across the Trust, 
including the Chief of Patient Safety.  
Over 250 permanent members of Team 
ASPH have completed the QI Academy, 
including eight members of Trust 
Executive Committee. 
 
In July 2018, we were delighted to be able to widen access to the Institute for Healthcare Improvement (IHI) online 
Open School.  The IHI Open School provides training and tools in an online, educational community to help teams 
deliver excellent, safe care.   In the first two months, over 20 staff at ASPH have signed up to participate in the online 
school and will be supported through the completion of their training. 
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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. 
 
SEPSIS SCREENING IN THE EMERGENCY DEPARTMENT 
In line with the national CQUIN goal for the timely identification of patients with sepsis in emergency departments, 
the organisation has a goal to ensure over 90% of both adult and paediatric patients are screened for sepsis in the 
ED.   The purpose of this goal is to embed a systematic approach to the prompt identification and appropriate 
treatment of life-threatening infections.   
 
The screening for sepsis involves a senior clinical decision-maker using their judgement to decide if it’s likely that the 
patient has sepsis, and if so to start sepsis treatment.   Data from our own audits and elsewhere suggests that 
patients who are screened on arrival at ED are more likely to receive treatment for sepsis quicker. 
 
In June 2018 we reported that the percentage of patients with documented screening for sepsis in place has fallen 
below the standard of 90% for the whole of quarter one.  This reduction was in part as a result of a change to both 
the triaging/streamlining processes for patients in ED and the shift from documenting of screening from paper to via 
the electronic, VitalPac system.  
 
The ED team have continued to work on improving the screening of patients and the Sepsis Link Nurses in the ED 
team have been working to clarify roles and responsibilities for their colleagues in the sepsis pathway and promoting 
the completing of Sepsis screening for all patients triaged as majors. 
   

 
 
The rate of screening of patients for Sepsis has improved in July and August (86% compared to 79% in Q1) and, in the 
weeks ahead the Link Nurses and ED team plan to make further improvements to documentation, re-launch the 
Sepsis board and promote usage of the Sepsis proforma.  There will also be a focus on the Sepsis pathway at the ED 
Quality and Safety Half day. 
 
There are further areas for improvement in the sepsis pathway which will be taken forward in the next few months.  
A review of cases of inpatient deaths with sepsis has recently been completed and initial results suggest good 
identification and management of sepsis overall but some potential improvement areas to be explored for patients 
developing sepsis whilst in hospital.   A summary of this work will be included in future reports. 
 
 
 



 
 
 
 
 
 

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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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

10 7 8 13 2 10 7 5 4 6

81 91 104 126 103 119 88 101 85 101

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

13 15 13 17 12 17 15 12 12 25

12 13 11 12 8 12 14 6 8 0

92% 87% 85% 71% 67% 71% 93% 50% 67% 0%

1 0 1 0 0 1 0 0 0 0

0 1 0 0 0 2 1 1 0 0

N/A 1 N/A N/A N/A 1 1 0 N/A N/A

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

Number of deaths of people with learning disabilities 
that have been reviewed

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 (13/09/2018).   

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

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 
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STRATEGIC PRIORITY THREE - EXPERIENCE 



 
ABBREVIATIONS 
 
AMU  Acute Medical Admissions Unit 

CCG  Clinical Commissioning Group 

CHKS  Part of Capita Healthcare Decisions and provider of healthcare intelligence to ASPH 

CPE  Clinical Practice Educators 

CQUIN  Commissioning for Quality and Innovation 

ED   Emergency Department 

MRSA  Meticillin-resistant Staphylococcus aureus 

PACS  PACS is a radiology imaging system  

PALS  Patient Advice and Liaison Service 

QA  Quality assurance 

QI  Quality improvement 

SI  Serious incidents 


