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EXECUTIVE SUMMARY
The quality report 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 May 2018 there was one medication incident reported with moderate patient harm and 78
medication errors reported in total, an increase on previous months. The report details the improvement efforts
underway to both improve medication safety and increase reporting of incidents with ‘no harm’.
Effectiveness: In May 2018 there were 104 inpatient deaths, which was an increase on previous months but within
common cause variation. In 2018 to date, 66 cases have been identified for a structured judgement review and 26
have been completed to date. The report details an update on the implementation of this process, the learning
generated so far and next steps to ensure improvement the completion of SJRs.
Safety: There were no ‘never-events’ and 10 new serious incidents reported for investigation in May. The report
provides learning from a serious incident case closed in the month. There were 45 falls recorded in May and 17
hospital-acquired stage 2 pressure ulcers with one grade 3 pressure ulcer reported. There have been no instances of
MRSA bacteraemia and three C. difficile cases reported in May.
Experience: There were 37 complaints in April, including seven complaints recorded as a grade 3 (involving ‘moderate’
harm or failing). 38 complaints were due to be closed in the month, of which 27 were closed within the agreed
timescales (71%). Although this represents an improvement on recent months, the complaints handling process is
currently under significant review and the further planned improvements are detailed in the report. This report also
includes an update on the provision of pastoral care in the Trust.
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; and Appendix A describes an example of the improvement projects underway across the organisation.
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IMPROVING MEDICATION SAFETY:
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATIONS ERRORS AND SERIOUS INCIDENTS
Our quality priority for 2018/2019 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. Our work aligns 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

In May 2018 there was one medication incident which resulted in moderate patient harm. This incident occurred
when a patient diagnosed with Clostridium difficile, and with on-going diarrhoea, was found to have three omitted
doses of an antibiotic during their impatient stay. This incident is being investigated but initial learning has been
identified around ensuring timely administration of antibiotic doses in accordance with the prescription and
communication of omitted doses.
Omission of prescribed doses has been found to be a contributory factor in a high proportion of the medicationrelated incidents that resulted in patient harm over the last year, and these remain a focus of the improvement work
underway (see below).
In addition, one incident reported in February 2018 has been revised to a status of level 3 (moderate) harm. This
incident relates to an adverse reaction to an extravasation injury around a peripheral venous line in a patient on
NICU (during administration of insulin). The learning relating to this incident relates to peripheral venous line care,
early detection to avoid tissue damage and management of extravasation in a timely manner.
In May 2018 there were 78 medication-related incidents reported, of which 12 resulted in patient harm of ‘low’
severity. Since December 2017, a small project group has been working to raise the profile of the medication safety
improvement programme and to support clinical teams with their own improvement efforts.
As well as aiming to reduce the number of medication-related incidents that result in patient harm, the programme
is also aiming to increase reporting of all incidents, and specifically those that result in no harm. It is important to
note that, although this is not an outcome measure, this is an important ‘proxy measure’ for an improving and
learning culture, in which all members of the team are encouraged to report incidents and near-misses in pursuit of
improvement.
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78 medication related
incidents reported in
May 2018

In the last month, the team have been working to understand the root-causes for staff not reporting incidents and
will be employing small tests of change in the months ahead to improve this. These include making it easier to
report an incident, reducing the administration burden on the incident handlers and improving the timeliness and
quality of responses to incidents reported.
In the last month the team have also been working together to:
 Audit omitted doses and understanding the root-causes of errors relating to Low-Molecular-Weight Heparin
(below)
 Share updated and simplified Insulin guidelines and work with the ED team to improve the knowledge and
understanding of these
 Compile and share key medication safety messages and infographics

LEARNING FROM MEDICATION INCIDENTS - ENOXAPARIN
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. Not administering enoxaparin can result in a HospitalAcquired Thrombosis and at least 14 patients came to harm in 2017 as a result of the omission of prescribed doses of
enoxaparin.
Learning from these incidents highlight both cultural and process changes required to reduce the instances of
omitted doses. A number of changes will be tested over the coming weeks in pursuit of making the process of
administering the medication easier; for example ensuring care areas have sufficient stocks of high-priority
medications available, reducing interruptions to drug rounds, etc.
We will also be working with a small number of ward teams to test improved communication of any delays in
administration or omission and improving documentation and hand-over to reduce the risk of doses being missed.
The teams are also working to ensure drug charts are reviewed by the MDT on a daily basis. We will report on these
tests of change and learning in future months.
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STRATEGIC PRIORITY 1 – EFFECTIVENESS
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY
In May 2018 there were 104 inpatient deaths, including 3 neonatal deaths. This represented a continued decrease in
Q1 compared to Q4 but this remains within common cause variation.

The SHMI as reported by CHKS is the ratio of observed to expected deaths, which is nationally benchmarked and was
at 64.6% in May 2018; an increase in the previous two months but less than the same period last year.

The LeDeR Programme Annual report 2016/2017 was published in May 2018. Since October 2017 the Trust has
recorded two deaths where the patient was identified as having Learning Disabilities. Both of these deaths were
subject to a structured Judgement Review. The annual report made nine recommendations for NHS England,
Commissioners and Providers. The recommendations and actions will be monitored through QPC.
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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 May 2018, 84% of adult, inpatient deaths were screened to identify those suitable for
SJR. This demonstrated an increase on previous months following intervention from the Mortality Committee and
Divisional governance teams.
In May 2018, 11 cases were identified for SJR and we are still in the process of completing these so are unable to
report performance as yet. Of the 66 cases identified for SJR so far in 2018, 26 have been completed to date (38%).
Work is underway, led by the Chief of Patient Safety, to improve timely completion of SJRs and steps are being taken
to; i) increase the number of staff trained to and available to carry out reviews; ii) improve the timeliness of
allocation of cases for review; and iii) make paper notes available for reviewers immediately as cases are identified.
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.
In 2018/2019 to date, there have been 3 cases in which problems with the care of the patient were identified.
In one case these problems led to harm but this was found not to have contributed to avoidable death.
In all cases where the SJR has identified problems with care, these have been shared with specialty governance team
and a selected number of the cases will be put forward for discussion at the next medical governance day.
A full report on the learning from deaths and the SJR process for Q1 will be provided in August 2018.
Following discussion at Mortality Committee it was agreed that both a retrospective review of cases of inpatient
deaths with Sepsis will be coordinated by the Chief of Patient Safety and this is scheduled to take place in June.
Cases with Sepsis will also be added to the criteria for inclusion in the SJR process for the first part of 2018/2019.
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STRATEGIC PRIORITY 2 - SAFETY
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM
There were no ‘never-events’ reported in May and there were 10 new serious incidents reported for investigation in
May. Details of these incidents along with initial actions taken and learning are detailed in the ‘Serious Incidents
Requiring Investigation (SIRI) Report’. There were 6 serious incident cases closed in May and the learning from these
cases has been shared with the teams involved and beyond.
Two incidents closed this month related to reported delays in transfer from HMP Bronzefield Hospital for women in
labour. Adverse outcomes were reported in both cases with one woman suffering a term-stillbirth and one baby
admitted to the neonatal intensive care unit for management.
Collaboration with NHS England, HMP Bronzefield and ASPH Maternity Services took place consider solutions for
closer working which heralded the development of stronger understanding and communication links between the
prison and the hospital. Significant learning and process change were identified for both hospital and prison teams,
including:





HMP Bronzefield reviewing their policy pertaining to the transfer of pregnant women to hospital
Education for prison healthcare staff by the ASPH Maternity team on the clinical scenarios that require
assessment in hospital
A documented pathway for the discharge planning and communication with the safeguarding team of women
admitted from prison is to be agreed
HMP Bronzefield are to review their current criteria for risk assessment and ensure this considers the potential
change in risk on admission or discharge from hospital

FALLS

The number of inpatient falls still continues to show common-cause variation since the initiation and completion of
the Sign up to Safety Campaign. The Trust’s approach to reducing falls is outlined in the Falls Strategy and
Corporate Action Plan, a working group has been created to look at the refresh of this strategy and action plan. This
group will ensure this is aligned to the new Trust strategy.
There were 45 falls recorded in May 2018, of which 20 resulted in low harm.

A revised training course has been widely endorsed by staff as easier and more accessible. The Clinical Practice
Educator has also been supporting the development of falls training with Surrey and Borders Partnership NHS
Foundation Trust.
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PRESSURE ULCERS
There were 17 hospital acquired stage 2 pressure ulcers affecting 17 patients in May 2018. We have set an aim to
reduce hospital acquired pressure ulcers (stage 2 and above) by 5% for 2018/2019. This equates to no more than 15
per month.

We have set an aim to reduce stage 3 or 4 hospital-acquired, avoidable pressure ulcers to zero in 2018/2019,
however one grade 3 pressure ulcer was reported in May 2018 which brings the total to two so far in 2018/2019.
Based on learning from this incident, and previous pressure damage-related incidents, a number of improvements
are being tested with the identified ward teams.
The Tissue Viability team aim to regain and sustain the improvements made through last year’s Heel-SOS campaign
by ensuring ward teams continue to have available devices for heel-off-loading and testing the use of a low-friction
garment, which aims to reduce friction and shearing damage over heels.
The Trust has begun launching the new escalation process for hospital acquired stage 2 and above pressure ulcers
with the use of a yellow ‘hospital acquired pressure ulcer’ sticker. The Tissue Viability team has promoted this
throughout the organisation and has visited all ward teams to communicate the escalation procedure.
On Swan Ward a new Clinical Practice Educator is starting in post and will work alongside the clinical team to
facilitate bedside-training on pressure ulcer prevention and use of equipment. In addition, new nursing
documentation has been implemented and data relating to the completion of the daily pressure area check is being
collected.
Swift Ward will be relaunching their previous strategy for reducing pressure damage and work towards being 100
days pressure ulcer free over the upcoming weeks. In addition to providing mandatory and local training as
required, the Tissue Viability team continue to maintain the action plan for Trust-wide reduction of pressure ulcers
and to support ward teams with improvements.

HOSPITAL ACQUIRED INFECTIONS

HOSPITAL ACQUIRED MRSA
There have been no instances of MRSA bacteraemia in May. The last bacteraemia was in March (our first in over 3
years) and 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-hrs after admission). There were three cases
confirmed in May 2018 and the total to date for 2018/2019 is five. Root-cause analyses of these cases are being
carried out and this will be shared with all stakeholders to identify where lapses in care may have occurred and to
identify any learning.
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Actions identified to date include; trialling the use of the Bristol Stool Chart on May Ward, which has been
redesigned to include a diarrhoea assessment flow diagram to guide staff to take appropriate action; and use of a
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 17 E.coli bacteraemia in May of which only two were hospital onset. There have been a total of 32
instances in 2018/2019 so far, of which three have had a hospital onset. 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 37 complaints in May; seven of these were recorded as a grade 3 in May (involving ‘moderate’ harm or
failing). From next month’s reporting, the grading system will no longer be reported in this manner and this will be
replaced by the management of ‘concerns’ and ‘complaints’, which is in line with sector practice.
At the end of May there was a backlog of 19 complaints which Divisional Teams are working to clear. A detailed
review of complaints feedback is contained in this month’s separate Patient Experience Annual Report Board paper.

97.9% of complaints received an acknowledgement within 3 working days which has increased from 90% in April.
One case was overlooked due to a delay in the complaint being graded on time. This is being improved through the
complaints improvement programme which will streamline the triage and handling of complex complaints so that
complainants receive acknowledgement letters in a timely manner.
38 complaints were due to be closed in May 2018. Performance for all complaints closed in month is 82%. However
it should be noted that only 27 were closed within the agreed timescales (71%). Four complaints were closed
outside the agreed timescale (11%) and seven complaints still remain open past the agreed timescale (18%).
Although this represents an improvement on recent months, the complaints handling process remains on an
improvement plan.
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As of June 2018 the new complaints process was implemented and the aim is for 100% of complaints to receive
acknowledgements within 3 working days. However, there is still a significant backlog of complaints that the teams
are working hard to clear, so the improvements in response times will take some time to reflect this improvement.
PALS
From 1 June 2018 PALS cases are being monitored against an internal standard of resolution within 5 working days.
Retrospective performance against this key performance indicator is shown in the tables below.

Compliance for May was 79%. PALS received 154 new cases in May and closed 149 cases, and there is a backlog of 9
overdue PALS cases which are in the process of clearance.

The most common PALS themes in May were communicating and providing information to patients, outpatient
enquiries, and waiting times. Improvement work on patient information is underway for follow-up arrangements in
ED.
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SPIRITUAL CARE UPDATE
The 2018/19 priorities of the Spiritual Care Team is to develop a team around an agreed purpose; and to establish
the resources required to fulfil this purpose. The team provides a service at both Ashford and St Peter’s sites. The
Spiritual Care Team is undergoing a re-branding which includes reviewing the name of the service to ensure that it
adequately reflects the purpose of the team, fully represents their role and is consistent with the language and
terminology used throughout the NHS. The stated purpose of the Spiritual Care Team is to be ‘People of faith
offering spiritual care and compassion to all at Ashford and St Peter’s Hospitals’. Currently the team are supported
by 25 active Volunteer Ward Visitors. In May 2018, 18 volunteers offered 179 hours of their time at St Peter’s,
visiting 21 wards and clinical areas. Training courses are provided for new members of the volunteer team and the
team have encouraged experienced volunteers to attend as a refresher course. The team support the operations of
the organisation; are involved in the End of Life Steering Group, the Mortality Committee and the Schwartz Round
Planning Group. The team have also strengthened their involvement with the Palliative Care Team, ensuring that
there is representation at their MDT meetings.
In pursuit of enabling excellent spiritual care to all - patients, relatives and staff, the team have also delivered:






The provision of Sunday acts of worship
Bedside visits for those who request it
Distribution of Holy communion to those who request it
Out of hours call-outs, responded to in a timely manner
Memorial services for the bereaved and national moments of remembrance (eg. Grenfell House fire anniversary)

Plans for the future of the Spiritual Care Team include:
 Recruitment of more volunteers to increase our ward coverage
 Beginning a project called ‘Emerge’ that works with A&E to assisting young people presenting with self-harming
injuries
 Strengthening our On-call network of local ministers
 Recognising and responding to the particular concerns and service requirements with regard to Ashford Hospital
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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

An important part of the strategy to build will for quality improvement in the organisation is the sharing of success
and learning, giving staff at every level of the Trust the opportunity to participate, and taking time to celebrate
progress made. The third annual quality improvement event will be held at St Peter’s Hospital on Wednesday 27th
June 2018 and over 100 members of staff from Team ASPH and beyond have registered to attend the event.
The all-day event will bring together staff to celebrate some of the quality improvement work that has been
undertaken in the Trust in the last year; to meet and hear from some of the teams who have been working on QI
projects, and to learn from others in an informal environment.
The theme of this year’s event is ‘Keep Improving, Keep Learning’ and we are due to be joined by a number of
external speakers including Nicola Davey, Director of Quality Improvement Clinic and Trustee of the Clinical Human
Factors Group and Adam Sewell-Jones, Executive Director of Improvement, NHS Improvement.
As part of the sharing of learning about the ASPH quality improvement strategy and journey, we were delighted to
present to the Sheffield Teaching Hospitals NHS Trust annual improvement conference (MCA Expo) last month. Over
50 delegates at the conference signed-up to hear a presentation on the ASPH Improvement story, and a number of
improvement project posters were also shared at the event.
In the last two months we have also been pleased to share our story with other organisations starting out on the
development of their own quality improvement strategies and approaches. These have included five NHS Trusts
such as Northern Lincolnshire and Goole NHS Foundation Trust and Nottingham University Hospitals NHS Trust.
We will continue seek opportunities to share the learning from our improvement efforts and in particular to support
our teams to share their own improvement work.

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 May 2018, the ninth cohort (a further 15 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 Director of Operations for Unplanned Care. Over 200 permanent members of Team ASPH have completed the
QI Academy, including seven members of TEC.
Throughout 2018/2019, we will continue to offer alternative resources and opportunities for teams to build their
improvement skills. These options will include access to the Institute for Healthcare Improvement online Open
School and through the existing, internal Core Leaders development programmes.
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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 jobs: to do their work and to improve their
work.
ALIGNMENT OF IMPROVEMENT PROJECTS
Work has started with the leadership teams to identify key areas for improvement that align with the other strategic
priorities as described in the new Trust strategy.
There are around 40 improvement projects underway across the organisation, which have either been initiated in
response to quality, safety issues or other areas for improvement identified by the leadership teams; or have been
initiated by members of staff to improve their own work in pursuit of one of the strategic aims. In all cases, projects
are tested for their alignment to the aims for improving patient and staff experience:
Every patient will say…
I was treated with compassion;
I was involved in a plan for my care which was understood and followed; and
I was treated in a safe way, without delay
Every member of the team will feel able to give their best and feel valued for doing so.
An update on one of these projects is provided in Appendix A below.
APPENDIX A – IMPROVEMENT PROJECTS
LIVING WELL TO THE VERY END - ‘WHAT MATTERS TO ME’
In 2017, ASPH joined a programme led by the Point of Care Foundation which supported teams to use the method of
patient shadowing to give a unique insight into the experiences of patients and families, and to identify which areas
of care need improving. This improvement programme titled ‘Living Well to the Very End’ aimed to improve end of
life care and support teams “Deliver high quality patients’ experience incorporating all dimensions of quality”.
The Senior Adult Medical Service (SAMS) teams on Holly and Swift Wards participated in the patient shadowing
experiences and identified that communication was an area that needed to improve and particularly communication
with patients, families and carers about their personal and individualised care needs. The team identified their aim
to ensure ‘all patients to have individualised compassionate end of life care’ and this led the team to begin a project
to adopt and spread the use of the ‘What Matters to Me’ approach.
‘WHAT MATTERS TO ME’
‘What matters to me’ aims to encourage and support conversations between people
who provide health and social care and the individuals, families and carers who
receive that care; and to shift the focus from ‘what is wrong with you?’ to ‘what
matters to you?’.
Staff at every level on the wards has been involved in the adoption of the ‘What
Matters to Me’ approach and specifically in providing ideas about how this can be
applied in a reliable way.
The team identified the idea of using hands, representing touch, empathy and a
personal feel; and decided to test the idea of putting these hands above every
patient bed, next to the existing white boards, where anyone could record what
matters to a patient.
MEASURING THE IMPACT
Measuring the impact of the work takes a number of forms, including measuring if certain behaviours occur reliably
– for example, are ‘What Matters to Me’ conversations happening and if patient’s preferences are being recorded
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and shared. But measurement has also included number of complaints about communication, number of
procedures patients undergo in their last days of life and the number of patients that received the ‘priorities
approach’ to individualised care plans.
LEARNING AND NEXT STEPS
The team have described the learning from this improvement work as ‘if we treat each patient as a person with
individual wishes, concerns, hopes, experiences, etc and listen to this when we make decisions and explain it in a
way that person understands, then we will make improvements.’
The team have also identified that, in order to continue to make improvements to how patients are cared for at the
end of life, there are other changes to ways of working reuiqred to support this. Specifically, the Palliative Care team
have developed a simple communication tool and are providing education and training for the teams. The tool aims
to embed some enhanced communication skills in pursuit of equipping our staff with the skills to have conversations
that matter.
Next steps include:
 Empowering all staff to start conversations with patients about end of life and to feel confident in their abilities
to do this
 To spread the use of the ‘What matters to me’ approach within the organisation
 Align this with other related projects that link to patient experience and discharge (End PJ Paralysis, Red to
Green, etc)
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APPENDIX D

QUALITY ASSURANCE MEASURES

STRATEGIC PRIORITY ONE - EFFECTIVENESS

Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.
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STRATEGIC PRIORITY ONE - EFFECTIVENESS

Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology
Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Total number of deaths in organisation

100

74

93

97

81

95

106

127

106

123

89

104

Total number of deaths in scope

98

73

92

95

81

91

104

126

103

119

88

101

% of deaths receiving initial review

68%

70%

64%

69%

85%

85%

88%

87%

87%

87%

93%

84%

Number of cases requiring an SJR

n/a

n/a

n/a

n/a

14

15

13

17

12

13

15

11

Total deaths receiving structured judgement
review

n/a

n/a

n/a

n/a

11

12

10

10

5

7

4

0

79%

80%

77%

59%

42%

54%

27%

0%

Percentage of SJRs completed
Total Number of reviewed deaths considered
more likely than not due to problems in care

n/a

n/a

n/a

n/a

0

0

1

0

0

0

0

0

Number of deaths of people with learning
disabilities

n/a

n/a

n/a

n/a

1

1

1

0

1

2

1

1

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

n/a

n/a

n/a

n/a

1

1

1

0

1

1

1

0

n/a

n/a

n/a

n/a

0

0

0

0

0

awaiting
review

0

awaiting
review

1

1

1

3

0

0

1

1

1

1

Number of deaths of people with learning
disabilities considered more likely than not to
be due to problems in care
Number of deaths investigated under the
serious incident framework and declared as
serious incidents

fluc

st

Note: The data in previous months has been updated as new cases are identified and structured judgement reviews are completed. Data for all months is correct as of 21 June 2018.
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STRATEGIC PRIORITY ONE - EFFECTIVENESS

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)
Note: Sepsis antibiotic administration is calculated using the National CQUIN measure, which results in a small sample size each month (<10 patients). This audit methodology
will be reviewed and revised by Q2.
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STRATEGIC PRIORITY TWO - SAFETY

21

STRATEGIC PRIORITY TWO - SAFETY
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STRATEGIC PRIORITY THREE - EXPERIENCE

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