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EXECUTIVE SUMMARY 

 
Medication safety: In February 2019 there were 2 medication incidents that resulted in moderate patient harm, with 12 
cases year to date.  Medication errors with ‘no harm’ have shown common cause variation averaging 68 cases per 
month since May 2018, a 21% increase on the previous year.  The report describes learning from incidents and 
improvements, as well as plans for the year ahead. 
 
Effectiveness: In February 2019 there were 98 inpatient deaths which remains within common cause variation for the 
year. Since April 2018, 147 cases have been identified for Structured Judgement Review (SJR) of which 91 (62%) 
have been completed to date.  The Stroke pathway has been strengthened in January 2019 with direct access to the 

hyper-acute stroke unit (HASU) within the Acute Medical Unit (AMU). A detailed Divisional overview report on stroke 
pathway improvements is included in Appendix C. 
 
Safety: There were 9 Serious Incidents (SI) reported during January and February 2019, 2 of which have subsequently 
been de-escalated and there were 6 SI investigations closed following submission to the CCG in the period. Of the 8 
open safety alerts, 2 are overdue for closure with next steps as outlined in the report.    The Trust is on track to achieve 
a 5% reduction in hospital acquired category 2 and above pressure ulcers this year, but the zero target for category 3 
has been missed with 4 cases in February.  Improvement actions are described in the report. 
 
Experience: Complaints performance against the Trust’s internal 25 day response time dropped to 26% February in 
2019 and the report outlines plans to address this.  An electronic realtime IT solution for capturing patient feedback is 
being piloted currently in Maternity and once the pilot ends options for a long-term solution can be finalised. 
 
Improvement: This section outlines progress against the strategy for embedding quality improvement (QI) Trustwide 
with particular focus on transformation and improvement priorities.  Proposed Trustwide priorities for 2019/20 have 
been submitted to Board this month in paper 23.1 Quality Account Priorities.  
 
Appendices A-C to this report contain data and other information provided for assurance.   
Appendix D accompanying this report contains the Q3 Learning from Deaths summary. 
Appendix E accompanying this report is a targeted assurance review into Kingfisher Ward. 
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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 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).  Central to 
the programme delivery is generating and implementing change ideas within multi-disciplinary teams to address 
reasons for patient harm incidents. 
 
In January 2019, an incident from May 2018 was identified as being a harm-related medication incident based on 
findings from a recently completed mortality Structured Judgement Review (SJR).   The SJR identified issues with 
management of hyperkalemia (raised potassium) which is an important theme being addressed among medication 
incidents this year.  An internal investigation is underway. 
 
In February 2019 there were 2 medication incidents which resulted in moderate patient harm.  In the first incident, a 
paediatric outpatient receiving ultraviolet light therapy treatment experienced burns which required treatment in 
ED.  That case is still under investigation but early indications suggest incorrect application of gel may be a factor.  In 
the second incident, a patient with end-stage renal failure was transferred to ITU following issues with management 
of hyperkalemia.   Learning and focussed improvement work from these incidents will be shared with the teams 
involved and beyond on completion of the investigations.   
 
Since April 2018 there have been 12 confirmed medication incidents which resulted in moderate or severe patient 
harm which is a 55% year-to-date reduction compared to the same period in 2017/2018. 
 

 
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 is a reduction of 30% by March 2019.  January and 
February 2019 respectively had 66 and 50 reported medication-related incidents with no harm.  Medication errors 
with ‘no harm’ are showing common cause variation with an average of 68 cases per month since May 2018. 
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Throughout January and February 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. 
 
In response to the learning from incidents earlier in the year, a number of simulation training sessions were held in 
ED in January 2019 on the management of hyperkalaemia.  Sessions were facilitated by the Simulation Lead and 
colleagues from both night and day staff attended.   The sessions were successful and the feedback has been very 
positive.  Further sessions will be arranged with the Education Team in the year ahead.   
 
The team have continued to raise staff awareness about medicines related incidents and learning using monthly 
infographics and staff story videos. 
 
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 (see Appendix B).   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. 
 
In addition the strategy will address the need for: 

 Improving access to medicines expertise through alternative use of resources 

 Addressing human factors through use of e-prescribing and automation, and 

 Greater sharing of best practice. 
 
 

Average 68 no-
harm incidents 
reported.  21% 
increase on 
2017/2018. 

Aim:  Achieve a 30% reduction in moderate or severe patient harm & 30% 

improvement in incident reporting 
 

Outcome (Feb 2019):  55% reduction in moderate or severe patient harm & 21% 

improvement in incident reporting  
 



 

4 

 

STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
 
In February 2019 there were 98 inpatient deaths which remains within common cause variation for the year.  The 
number of inpatient deaths in January 2019 was 129, which whilst significantly higher than in recent months was in 
line with the 125 deaths for the comparable month a year ago in January 2018. 
 

 
 
 
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. 
 

 
 
 
 



 

5 

 

 

LEARNING FROM OUR MORTALITY REVIEWS 
 
Since April 2018, 147 cases have been identified for Structured Judgement Review (SJR) which reflects 13% of deaths 
in scope.  Of the 147 cases, 91 (62%) have been completed to date.   
 
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, 7 cases were found to have received ‘poor care’.   2 of these cases have been 
confirmed as having evidence of avoidability following a second stage review and 2 cases are 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 learning from these. 
 
The most recent Trustwide mortality learning event was held in January 2019.  This forum explored sepsis mortality 
as a specific theme by reviewing our internal audit on sepsis that utilised an adapted SJR methodology (presented to 
QCC and Board January 2019) and a single sepsis related case that had been captured both within this audit and 
subject to a formal SJR.  This case had some evidence of poor care, so provided an excellent learning opportunity. 
 
The reviewer facilitated a multidisciplinary audience of approximately 40 people including staff, patient advocates, 
and a panel from Critical Care who had cared for this patient.  Areas where care could have been better were 
discussed openly.   The group explored the kinds of complexities which can occur when identifying patients who are 
deteriorating with sepsis and how this is communicated to both a patient and their family.  Communication between 
different team members was also explored.   Very positive feedback was received for this event. 
 
Our QI safety priorities for next year include infection prevention and control (IPC) strategies to ensure optimal 
identification of sepsis.  Recently several of the high throughput medical wards have been campaigning to increase 
awareness of sepsis. 
 

STROKE PATHWAY 
 
The stroke pathway is a key improvement programme within clinical effectiveness.  The most recent Sentinel Stroke 
National Audit Programme (SSNAP) quarter-end ratings are B (March 18), C (June 18), and D as at September 2018.  
The ratings dip largely reflects ability to access to a designated stroke bed.  The Trust has an improvement plan 
which is designed to prioritise both patients’ admission to a stroke bed within 4 hours of arrival and to enable a 
patient to spend 90% of their stay in a designated stroke bed.   
 
A key pathway change on 7 January 2019 was implementing direct access to the hyper-acute stroke unit (HASU) 
within the Acute Medical Unit (AMU).   Because patient access is calculated in the month someone is discharged 
from the unit, rather than their month of admission, performance for January 2019 will not yet fully capture the 
effect of this direct access implementation.   
 
The SSNAP dataset is based on KPIs within 10 bundles.  Using most recent nationally published data for Q2 ending 
September 2018, 4 out of 10 indicator bundles were underlying the low rating – stroke unit access, thrombolysis, 
Therapy Team review, and pre-discharge review of nutrition, mental health and personal care needs.  Stroke unit 
access improved between December and January with 4 hour admission increasing from 41% to 65%, and patients 
spending 90% of their stay on a stroke ward rose from 63% to 84%.  Eligible patients thrombolysed within 1 hour 
improved from 75% in December to 80% in January.  Key next steps for therapies is to review ways to achieve 7 day 
working which is due by April 2019. 
 
A detailed Divisional overview report on stroke pathway improvements is included in Appendix C. 
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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.  Self-assessment against the standards before national submission will go 
to Trust Board for final sign-off in July 2019. 
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
 
There were 9 Serious Incidents (SI) reported across January and February 2019 combined, 2 of which were 
subsequently de-escalated following further review.   Details of these incidents along with initial actions taken and 
learning are detailed in the accompanying Serious Incidents Requiring Investigation Report presented to Board.  
There were 6 SI investigations closed following submission to the CCG across January and February 2019 and the 
learning from these cases has been shared with the teams involved and beyond.    
 
Learning from an incident involving another mother’s breast milk being given to a baby, significant changes to 
practice are underway.  Collection and storage of expressed breast milk must have a clearly documented process, 
and the Infant Feeding Guideline will be updated to include this pathway.  Breast milk storage and use will be 
included in the maternity new starter’s study day. 
 
PATIENT SAFETY ALERTS  
Patient Safety Alerts are received via the Central Alerting System (CAS) and are monitored by the Patient Safety 

Team who assure on closure after action leads submit evidence of effectiveness.  Of the 8 open alerts 2 are overdue.   

The first alert relates to patients at risk of the neurological condition called autonomic dysreflexia.  To resolve the 

alert, a policy is needed with guidance on practical management of patients with this risk to ensure safer bowel care 

provision in particular.  The second overdue alert relates to safety standards for invasive procedures.  This alert 

compliance is virtually complete, but still needs a guideline so teams have a resource should they need to develop 

safety checklists for future interventional procedures.   

From March 2019, timescales for delivery of safety alert actions will be monitored through divisional reports to 

Quality Governance Committee by the service leading on the alert.   

PRESSURE ULCERS 
The Trust is on track to achieve a 5% reduction in hospital acquired category 2 and above pressure ulcers this year.  
The target of zero for hospital acquired category 3 pressure ulcers will not be met.   
 
In January and February 2019 there were 17 and 16 patients respectively with category 2 (or higher) pressure ulcers 
reported.   4 hospital acquired category 3 pressure ulcers occurred in February 2019.  Of these, 2 were on Cherry 
Ward which held a staff debrief with refresher training about heel pressure damage.  The focus on heel elevation will 
continue in March. 
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Learning from recent pressure damage incidents indicates device related pressure ulcers are an improvement area.  
The Trust has recently changed its dermal skin pad supplier and staff education is being provided on how to optimise 
use of these pads to redistribute pressure, so as to prevent this kind of damage. 
 
On 1 March 2019, the Tissue Viability Team attended an awards ceremony and received third place among 
shortlisted finalists in the ‘Pressure Care’ Award category at the Journal of Wound Care (JWC) Awards 2019.  This 
significant achievement recognises the Team’s success from their innovative ‘Heel S.O.S.’ (Strictly Off Surface) 
campaign.  The JWC Awards focus on initiatives which promote wound care research, innovation and improving 
standards of wound care.   
 

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.  
 
The 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 prevention and control (IPC) 
plans relating to MRSA, E. coli and reducing surgical site infections.   An updated IPC Strategy has been formulated 
and linked into business planning, and a working group has been set up to oversee and drive progress. 
 
HOSPITAL ACQUIRED C.DIFFICILE  
The national target in 2018/19 for hospital-acquired cases of C. Difficile (post 72-hours after admission) is 16 cases or 
fewer.  There was 1 case in February bringing the total to 13 year-to-date.   Of the 13 cases, 2 had lapses in care with 
improvements being progressed for appropriate antimicrobial prescribing and ensuring timely patient isolation.  
Ongoing actions include implementation of the new Bristol Stool Chart, review of antimicrobial policies, and 
feedback of outcomes and learning from an antibiotic audit undertaken in December 2018.   The work is being 
undertaken by the Microbiologist Antibiotic Lead and the Pharmacy Antibiotic Lead with an emphasis on low scoring 
wards. 
 
The annual C. difficile target for 2019/2020 will be 28 cases or fewer.  However, the indicator being measured next 
year will have a different definition.  Trust apportioned cases will be widened to also include those patients with a 
community onset where they had been an inpatient in the previous 4 weeks. 
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E.COLI BACTERAEMIA  
The Trust is in the second year of a 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 207 cases or fewer during this year.   This will 
not be achieved as in the first 11 months 210 instances have occurred, 3 cases above the annual limit.  Of these 210 
cases, 27 had a hospital onset and the Trust is on track to achieve its target of a 10% reduction in the subset of cases 
which comprise hospital acquired E.coli bacteraemias. 
 

 
 
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 ongoing Aseptic Non-touch 
Technique (ANTT) throughout all inpatient wards. 
 
INFLUENZA  
Between December 2018 and the end of February 2019 the Trust has had 123 admissions with confirmed influenza 
which has had a significant impact on side room availability.  The staff ‘flu vaccination programme, led by our 
Occupational Health Team and trained peer vaccinators, achieved the target of vaccination of 76% of frontline staff. 
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STRATEGIC PRIORITY 3 - EXPERIENCE 

LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
 
There were 47 new complaints received in January 2019 and 55 new complaints in February 2019.  100% of these 
received a response within 3 working days.  
 

 
 
Complaints performance against the Trust’s internal 25 day response time target was 30% for January and 26% for 
February 2019.  Performance has significantly dropped in Q3 reflecting operational pressures, staff absences and 
capacity limitations.  Ongoing issues with the quality of initial draft responses remain, and the effect of this has 
been potentiated during this busy period owing to competing demands on time.   There are currently 107 open 
complaints and concerns which reflects a multi-divisional backlog of around twice the optimal caseload.   
Improvement actions and mitigations are described below. 
 

 
 
In March 2019 the Chief Nurse implemented a weekly open complaints review meeting with Patient Experience Co-
ordinators to support early identification of both investigation challenges and writing style complexities which are in 
combination preventing timely issue of complaint responses.  The aim is to ensure timely responses letters are 
issued, a clear improvement trajectory is set and tracked, and complainants are kept proactively appraised of the 
status of their investigation. 
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Learning from an ED complaint is that patients were not being given clear information about the opening times or 

pathways for patients needing to move between the ED and the Urgent Treatment Centre (UTC).  This is being 

resolved with a communications exercise for staff so that patients understand what their patient journey will 

involve, and when they may need to move between buildings to get the right care sooner. 

PALS 
There were 204 new PALS cases opened in January and 145 new PALS cases in February 2019.   
 

 
 
PALS cases responded to within 5 working days slightly dropped in January to 73% from 83% in December, with a 
further decline at 70% in February 2019.  Both Divisional and Central Patient Experience colleagues have been 
affected by capacity issues due to staff absence and operational pressures.   PALS cases continued to be tracked 
weekly to promote prompter response times. 
 
PALS themes are consistent with prior months’ trends regarding enquiries about Outpatient services and the need to 
provide better information using clearer communication about this.  Outpatients has a significant transformation 
programme underway to improve that experience overall.  There been a rise in concerns about appointments being 
cancelled but patients not receiving cancellation notifications.  Lost property concerns have slightly increased and a 
new group is being set up to improve handling of patient property.   
 

PATIENT EXPERIENCE ENGAGEMENT, LEARNING AND IMPROVEMENT PROJECTS 
 
The Trust’s Patient Experience Improvement Programme has over-run the initially set completion date of 
September 2018 for a combination of reasons including capacity factors in Divisional and Central Teams along with 
a skills gap in key areas such as complaints writing style.  Capacity is being addressed largely with temporary 
resource in key areas until recruitment into substantive positions is finalised.  Recruitment is underway now for 
substantive posts of Complaints Manager and Head of Patient Experience and Involvement.  Priority actions are as 
outlined on p.10. 
 
Electronic patient feedback solution: In February 2019 the Trust commenced a pilot of a new realtime electronic 
patient feedback solution called R-outcomes  https://r-outcomes.com/.  Initial rollout is in Maternity antenatal and 
postnatal areas which will give an indication of how user-friendly the technology is for both staff and patients.   
 
This is the first pilot of the R-outcomes programme in a maternity service.  The pilot questions measure the 3 Trust 
strategy aims, FFT and other priority areas including accessibility of information.  Additional external suppliers 
presented their technology solutions in an interactive workshop which enables comparison of a range of providers.   
 

https://r-outcomes.com/
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In the first 3 weeks of the pilot response rates did not reach 10% so a larger dataset is needed before results can be 
analysed.   
 
ED will be the next area to pilot an electronic feedback solution and options for this are under consideration.  Early 
learning from the maternity pilot is that some patients may feel uncomfortable with a staff member being present 
whilst they complete their feedback, so to avoid this situational bias the aim is for the ED pilot to have device types 
that allow patients and carers greater privacy when completing the survey. 
 
FFT: Data collection and reporting under the existing service contract will continue until the contract ends on 31 
March 2019.  Whilst the above electronic solution is being worked up, inpatients seeking to provide feedback will 
still be able to do so via existing feedback papers cards on wards. 
 
New patient experience initiatives for 2019/20: A 2019/20 patient experience workplan, 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. 
 
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, and You said, we did. You 
said, we did is how we will demonstrate that as a learning organisation we have listened and acted upon the 
feedback from our patients.   
 
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. 
 
National surveys: The final timescale for the 2019 Maternity Survey is to be released once the necessary national 
information governance permissions are obtained.  The provisional survey date is May 2019.  The report from the 
January 2019 Children and Young People’s Survey should be available in May 2019. 

 
Equality Act 2010 (the Act) protected characteristics: The Patient Experience Team is currently reviewing how to 
monitor the 9 protected characteristics under the Act as part of its complaints process.  The current databases are 
not configured to collect the applicable information, but this will be resolved as part of the ongoing Patient 
Experience Improvement Programme.  The Datix complaints IT module is to be re-built next quarter and this will 
include the above data specifications.   
 
Steps are underway to ensure that the necessary consent information is requested from complainants (or their 
representatives) when a complaint is lodged, so that the information obtained can be stored. 
 
As an interim step this month, complaints from January and February 2019 were reviewed using thematic analysis 
based on the 9 characteristics.  There was no indication to suggest that there were issues/trends with any of the 
protected characteristic categories.

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 
 
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 January 2019, the 12th cohort 
(a further 17 members of staff) 
attended the QI Academy day 
and successfully completed their 
initial improvement training.  
Over 300 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.  
 

‘EMERGE’ IMPROVEMENT PROJECT 
In January 2019 a small group of staff, including leaders from the Emergency Department (ED), Paediatrics, 
Safeguarding and the Chaplaincy and Pastoral Support, came together to lead a project to improve support provided 
to young people attending the ED.  The ‘Emerge’ project is a collaboration between the Trust and two charities and is 
based on a successful partnership with the charities and the Royal Surrey County Hospital (RSCH) NHS Foundation 
Trust which started in 2016.  The charities aim to support vulnerable young people during their attendance in the ED 
and also provide support in the community for up to three months after the ED attendance. 
 
The ‘Emerge Advocacy’ charity supports young people and adults aged between 10 and 25 years who have attended 
ED with self-harm or suicidal ideation.  The East to West Trust charity operates in 16 Primary and Secondary schools 
across Surrey and neighbouring counties.  It places Relational Support Workers, Counsellors, and Family Link 
Workers in schools to support young people so they can more fully benefit from their education. 
 
The aim of the project is to improve outcomes for vulnerable young people attending ED by providing a caring and 
appropriate response to those at risk of self-harm and suicide.  They also aim to reduce the number of re-
attendances at the ED by ensuring young people receive support in the community or in school, with encouragement 
to participate fully in any treatment programme that has been offered to them.  
 

https://improvement.nhs.uk/documents/1660/01-NHS107-Dosing_Document-010917_K_1.pdf
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Trained volunteers from the two charities will be on site at St Peter’s Hospital where they will take referrals from the 
Urgent Treatment Centre (UTC), Paediatric and adult ED, and appropriate wards.  
 
The Emerge volunteers, with the consent of the young person, will stay with them while they wait to be seen, while 
they are seen by clinical staff, and will accompany the young person to the ward to help them to settle there. The 
volunteer can also offer follow-up support in the community and accompany the young person to appointments, if 
appropriate.  The aim is to promote engagement in treatment activities to aid recovery.   
 
The pilot project will begin in the St Peter’s ED in April 2019, initially for two evenings a week, and the impact of the 
interventions will be monitored by the project team.  The team then hope to recruit more volunteers which will 
enable the service to be offered on more evenings and for self-referrals to be accepted and followed up. 
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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 

88 101 85 95 93 94 101 81 105 128 95 1066

7 5 4 6 3 3 7 7 11 8 8 69

95 101 85 101 96 97 108 88 116 136 103 1126

94% 91% 92% 87% 89% 84% 87% 65% 83% 80% 67%

16 12 14 21 10 24 18 9 5 9 9 147

15 9 9 16 10 22 8 2 0 0 0 91

94% 75% 64% 76% 100% 92% 44% 22% 0% 0% 0% 62%

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

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

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

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

79% 31%87%Percentage of SJRs completed (by quarter)

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

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)

 
 
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 (15/03/2019).   

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 
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APPENDIX B  
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APPENDIX  C – Stroke Overview Paper 
 

1.0 Stroke volumes 

Stroke admissions using ICD10 criteria are in line with expected volumes for 2018/19. 

 

Volume of 

strokes 
18/19 YTD 

(Apr-Dec) 

expected year 

total 2018/19 

Total 433 577 

    

 

Whilst the number of strokes from North West Surrey (NWS) has gone up significantly by 48%, the Trust has seen lower than predicted levels of activity from Guildford 

and Waverley (G&W), and the Surrey Downs (Epsom) areas. However, patients from out of area Clinical Commissioning Groups (CCGs) have been higher than initially 

expected. 

The Surrey-wide Stroke Transformation Plan that informed the ASPH Stroke business case to Trust Board in 2017 anticipated 685  strokes per year presenting to ASPH 

(415 ASPH, 120 G&W, 150 Epsom). This has not been achieved due to G&W and Surrey Downs (Epsom area) volumes being lower than expected.  The number of strokes 

within the G&W area linked to ASPH has also consistently been lower than predicted.  The number of predicted strokes from Surrey Downs was based on the assumption 

that Epsom would close, which as yet has not happened. 

2.0 Mimic volumes 

A ‘mimic’ is when a patient seen in ED is documented in the clinical case record as having a suspected or possible stroke mentioned in their record, but no ‘stroke’ is then 

recorded in the discharge coding analysis.  Such cases need to be assessed and cared for as if this is a stroke until their diagnosis is confirmed as being a non-stroke.  The 

cases have an impact upon both scanning demand and HASU beds at St Peter’s Hospital site.  The mimic cases are not included in the SSNAP audit.  In the 12 months 

ended December 2018 359 mimic cases were admitted.  This equates to 936 (359 + 577) patients admitted with stroke or suspected stroke requiring scans and HASU 

assessment.  Of these, 40% of cases are not diagnosed as having a stroke by discharge. 
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3.0 SSNAP 

The Trust was A-rated in SSNAP in 2016/17, then received C in Q1 and D in Q2 2018/19.   

 

Improvement actions taken: The Stroke Team has taken significant actions to improve the pathway in recent months and these efforts have included: 

 Increased stroke bed base to 32 beds (9 HASU on AMU, 23 on Cedar) with direct admission to the HASU from January 2019. 

 

 Recruitment of stroke specialist nurses to provide 8am to 8pm, 7 days a week service. 

 

 Recruitment of Trust Grade Doctors to work alongside specialist stroke nurses 5 days per week from 8am to 10pm.  There are plans to expand cover to weekends 

in the future. 

 

 Increased nursing leadership, with recruitment of a Lead Nurse for Stroke and Senior Specialist Nurse posts.  

 

 Therapy management re-structure means one manager is now responsible for all therapies. 

 

 A new multidisciplinary stroke proforma for recording of all SSNAP tasks as part of a patient’s record went live in January 2019. This includes both clinical and 

SSNAP questions in one form leading to realtime data recording. 

 

 A change in team culture means SSNAP is now the responsibility of everyone.  

 

 Specialist stroke nurses are now responsible for the first 72 hours. 

 

 A dedicated individual now enters data until discharge.  An Assistant Service Manager co-ordinates the process, checking data quality and reporting. 

 

 6 month post discharge follow-up appointments commenced in February 2019. 
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 Psychology support is provided to inpatients from February 2019. This will be expanded to Early Supported Discharge (ESD) Teams from April when new members 

of staff start in post. 

 

 Information pack handed to all patients/ families at the point of discharge. This gives information about stroke and local groups in the community. Ward Clerk 

hours have been extended to cover evening visiting hours which provides a point of contact for families. 

 

 Commenced discussions with Bradley Unit regarding ring fencing beds for NW Surrey admissions to maintain flow. 

 

 Stroke competency training has been brought up to date for all bands of nurses on Cedar Ward and AMU staff which was completed by the end of November 

2018. 

 

 Review of therapy across the pathway has been completed. Recruitment of a therapist has commenced. 

 

Next steps: Going forward we aim to: 

 Introduce 7 day working for all staff including consultants. 

 

 Develop a website for patients and their families to support their life post stroke. 

 
The table on the following page outlines SSNAP result trends, including provisional internal data for January 2019. 
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SSNAP results trends:  

Q3 2018/19 results are expected to remain at C/D but January 2019 SSNAP metrics suggest a much improved score from January 2019 onwards, based on the below 

analysis which is pending validation. 

 

 

 

Some key Metrics 

 

 

Oct-18 

 

 

Nov-18 

Dec 18 

- 

6 Jan 

 

7-31 Jan 19 

(unvalidated) 

SSNAP 

minimum 

standard 

Volume patients admitted 33 39 53 39  

Scan within 1hr 48% 62% 75% 69% 50% 

Scan within 12hrs 100% 97% 94% 97% 95% 

Stroke unit within 4hrs 21% 31% 55% 95% 90% 

Swallow assessment in 4hrs 85% 82% 91% 77% 85% 

Consultant in 24hrs 79% 77% 79% 90% 95% 

Stroke Nurse within 24hrs 73% 90% 87% 95% 95% 

OT assess in 72hrs 100% 97% 92% 100% 90% 

PT assess in 72 hrs 100% 100% 91% 100% 90% 

SLT assess in 72hrs (incl. swallow) 97% 100% 87% 100% 90% 

 

 
 

 

 
 


