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PLEASE DETAIL BELOW THE OTHER SUB-COMMITTEE(S), MEETINGS THIS PAPER HAS BEEN 

VIEWED 

Quality of Care Committee 22nd July 2021 

STRATEGIC OBJECTIVES 

Quality Of Care  
The Quality Report provides an overview of QA and QI efforts and outcomes 

across the Trust and reflects the priorities set out for 2021/2022. 

People   

Modern Healthcare   

Digital   

Collaborate   

EXECUTIVE SUMMARY 

Experience: There were 40 complaints in May 2021 and 48 in June 2021. Acknowledgement of complaints 
within 3 days of receipt was 100% for the reporting period. In May 2021, 90.7% of complaints were responded 
to within the agreed standard and 86.0% in June 2021. The main themes in complaints for the reporting period 
were treatment and care, attitude of staff and communication. There were 340 PALS contacts in the reporting 
period. The response rate within the Trust of the 5 day agreed standard was 89% for May 2021 and 94% for 
June 2021. Themes in PALS related to appointment queries and communication. PALS cases’ pertaining to 
difficulties in communication between families and wards has decreased by 16%. There were no PHSO 
referrals in the reporting period. One case from July 2020 was partially upheld and a remedy payment 
recommended. One further case was not accepted for investigation, although PHSO recommended a remedy 
payment. There were 1447 compliments received in the reporting period. The overall FFT Trust response rate 
was 6% for May 2021 and 5.6% in June 2021. A Viewpoint focus on outpatients is detailed in the report. 
 
Medication Safety: The reported number of incidents with any harm severity over the reporting period is 
outside the monthly target aim with 12 reported incidents in May 2021 and 10 in June 2021. The Medicines 
Safety Improvement Programme, through the Safety huddles, have continued to support investigations and 
sharing of learning to support the safer use of medicines. 
 
Infection Prevention and Control (IPC): There were 3 cases of Clostridiodes difficile in May 2021 and 3 in 
June 2021 bringing the year to date total for Trust apportioned cases to 9. There were 0 Trust apportioned 
cases of MRSA in the reporting period. There were 2 cases of MSSA in May 2021 and 0 in June 2021 bringing 
the year to date total for Trust apportioned cases to 3. There were 2 Trust apportioned E.Coli infections in 
May 2021 and 15 community apportioned cases. In June 2021, there were 3 bringing the year to date total to 
46. There were 2 Trust apportioned cases of Klebsiella blood stream infections (BSI) in May 2021 and 0 in 
June 2021 bringing the year to date total to 2. There was 1 Trust apportioned case of Pseudomonas BSI in 
May 2021 and 0 in June 2021, a year to date total of 1. There were 0 COVID-19 cases that met the definition 
for ‘definite’ healthcare acquired infection and no outbreaks. 
 
Antimicrobial stewardship: Antibiotic consumption data shows that the Trust has higher consumption than 
most regional peers but nationally is only marginally higher. Consumption is generally thought to be higher 
than other Trusts due to a strategy to reduce broad spectrum antibiotic use by replacing with 2 or 3 narrow 
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spectrum agents. Antibiotic prescribing increased as a result of COVID and this is reflected nationally. Work 
continues towards the CQUIN target of a reduction of consumption by 1% year on year.  
 
Surgical Site Infection (SSI): No new data from Public Health England has been released since the last 
reporting period. SSI rate for Caesarean Section continues to show normal variation. May 2021 data was not 
available at the time of reporting.  Baseline SSI rates compared with national rates (where available) is detailed 
in the report. Work to improve SSI rates is detailed in the report. 
 
Sepsis: An audit to establish the baseline for the Sepsis Six bundle has been completed and improvement 
work will target the poorest performing elements, such as urine output monitoring in the ED and taking blood 
cultures from inpatients. 
 
Effectiveness: There were 72 in-hospital deaths in May 2021 and 80 in June 2021. None of these deaths 
were attributed to COVID-19 for the first time since February 2020.  The RAMI was recalculated for 2019 and 
the Trust’s median trend line is 91.4 due to the higher figures in recent months, but remains below the 
standardised RAMI 100 level. Following feedback at the previous committee a new chart has been included 
to show COVID deaths in the Southeast. Whilst the pattern of deaths at the Trust in COVID wave 1 and 2 was 
slightly different to that of the national picture, it is comparable to that of the South East. There are 13 cases 
identified as needing SJR for the reporting period. The Learning from Deaths Working Group continues to 
oversee actions to decrease the SJR backlog and improve mortality screening form completion.  Initial 
Mortality screening forms completed within 48 hour was 21.4% in May 2021, and 30.7% in June 2021.              
 
Safety: Hospital acquired category 2 pressure ulcers remains within the year to date target although the 
monthly target was missed in June 2021. Hospital acquired category 3 and/ or unstageable pressure ulcers 
was not met in the reporting period and has exceeded the year to date target. Falls with moderate or severe 
harm has exceeded the year to date target with 2 in May 2021 and 1 in June 2021.  The VTE target of 97% of 
patients risk assessed on admission was met for April 2021 and May 2021, and first dose administration of 
Chemical Thromboprophylaxis within 14 hours of admission was not met. June 2021 data is being validated. 
There were 7 cases of Hospital Acquired Thrombosis (HAT) identified in April 2021 and 11 cases in May 2021. 
A HAT is not indicative of harm and validation of HAT harms is 8 months in arrears. 
 
Maternity: A separate report has been submitted to the Committee this month covering the Ockenden 
Assurance Tool. 
 
Outpatient Booking and Capacity Briefing: A number of issues have recently been identified around the 
referral and booking of appointments, which have resulted in a backlog of patients waiting for Outpatient 
appointments in the Trust. 
A robust response and action plan to address the backlog and associated lack of clinic capacity is in place. 
Progress with this work will be monitored on a daily basis, to reduce the number of patients waiting. The newly 
established Outpatient Improvement Group with 5 key work streams (Processes, Real Estate, Patient 
Experience, Efficiency, Workforce) will ensure ongoing improvements in the management of 
appointments/referrals. All patients affected are being clinically reviewed to determine the extent of any harm. 
A separate report on this has been submitted to the Committee.  
 

AUTHOR NAME/ROLE Joanne Finch, Head of Quality & Regulation 

PRESENTED BY  Andrea Lewis, Chief Nurse 

DATE  16th July 2021 

BOARD ACTION  To receive  
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1. PATIENT EXPERIENCE 

LEAD – CHARLOTTE BROUGHTON, HEAD OF PATIENT EXPERIENCE AND IMPROVEMENT 

2020/2021 Aims:  

o Acknowledgement of complaints within 3 days of receipt and 95% of complaints responded to within 

25 working days or negotiated extension.  

o PALS response time to be within the Trust standard of 5 working days.  

o The total response rate to Friends and Family Test survey questions to increase to 20% of all 

eligible patients. 

o To measure OUR achievement against our strategic patient experience objectives where our 

patients would say: They were treated with compassion during their treatment/stay; they were 

involved as much as they wanted to be in decisions about their care; they were treated with respect 

and dignity whilst they were in hospital. 

o Baseline achievement against our strategic patient experience objectives. By the end of Q4 2021/22 

an improvement goal will be set and a QI improvement programme commenced where 

achievement against any of our strategic patient experience objectives is less than 95%. 

 

1.1 COMPLAINTS 

The below charts show the number of complaints/concerns received and the percentage of 

complaints responded to within the Trust standard. 
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The percentage of complaints responded to within the Trust standard was 90% in May 2021 
and 86% in June 2021. The Patient Experience Team continues to support clinicians to 
improve responsiveness. 
 
The complaints re-opened rate was 7% (3) in May 2021 and 17% (7) in June 2021. These 

were due to complainants’ further questions requiring additional investigation. 

 

The main themes in complaints for the reporting period were delay in treatment and care 

(25%), attitude of staff (19%), communication (10%) and discharge (9%). The sub-categories 

to treatment and care were mainly due to delays in diagnosis, referral, and provision of 

treatment. The attitude of staff is consistent with the national picture of compassion fatigue 

with staff being perceived to be impatient and unhelpful. Communication and discharge were 

both related to treatment and care issues.  

 

Learning from a complaint led to co-production work with a family, to improve patient care in 

the ED. A learning day was held between the department and the family, with the outcome 

being a restructure of the daily roles and responsibilities of staff within the ED to ensure that 

there is a focus on quality and not just the operational needs within the department. 

Supervision of junior nurses was increased and the complainant shared their story at the ED 

Quality and Safety Half Day (QUASH). 

 

1.2 PALS  

The below charts show the number of PALS contacts received in the reporting period and 

PALS closures within the Trust standard. 
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In the reporting period 19% of the PALS contacts received related to appointment queries, 

where no appointment took place (the patient did not receive their telephone or video 

consultation). This is a reduction of 10% from the previous reporting period and is different 

from the trend seen in March 2021 and April 2021, where waiting times was the overriding 

concern. The largest single group within the appointment theme were related to Urology with 

the dominant theme being no telephone appointment took place in 27% of the PALS contacts. 

 

Another dominant theme in the reporting period was communication (19%). It is noteworthy 

that only 3% of this theme related to communication between the wards and families, which 

contrasts to the previous reporting period of 19%. The Trust amended the visiting restrictions 

in May 2021 and this is believed to account for the improvement seen. The Patient Experience 

Team supported a new visitor booking line using funding from the Winter Volunteering grant 

to cover the volunteer shortfall. The booking line averages 86 calls a day and over the last 6 

weeks of May 2021 and June 2021, approximately 3,870 appointments were made.  

 

The sub categories for the remaining 16% related to communication; predominantly due to 

written communication 6% (where patients were waiting for departmental correspondence) 

and verbal communication 9% (where patients and families contacted PALS with outstanding 

concerns related to inpatients and lapses in outpatient communication). 

 

Appointment themes Communication Themes 

Didn’t receive telephone appointment call. Mother would like to discuss recent birth. 

Patient arrived only to be told the appointment had been 
cancelled. 

Family awaiting communication from the medical team 
about recent tests as they want patient to come home. 

Didn’t receive telephone appointment call After patient’s discharge home, follow up information 
needed. 

Patient requesting face to face appointment as symptoms 
increasing 

Information needed re cataract wait list so patient can 
decide whether to go privately. 

Concerns about delay to follow up appointment due to book 
and re-book 

Concern as patient transitions from paediatric care to adult 
services 

 

 

1.3 PARLIAMENTARY HEALTH SERVICE OMBUDSMAN (PHSO) 

There were no PHSO referrals in this reporting period. There was 1 PHSO case partially 

upheld from July 2020 and it was recommended that the Trust make a remedy payment. In 1 

further case from November 2020 the PHSO have said they would not be investigating and 

have asked if the Trust would consider a remedy payment. The reason cited is that the patient 

was distressed whilst they were in hospital. 

 

1.4 COMPLIMENTS 

There were 1447 compliments received in the reporting period. The increase in reporting of 

compliments is mainly due to data capture from Viewpoint and the Volunteer’s work to 

collect compliments received at ward level. The table below provides examples of some of 

the positive feedback received. The CQC also contacted the Trust to say “We have received 

positive feedback with regard to a maternity care assistant at St Peters, … who works on Joan 

Brooker ward. She helped a mother who then felt compelled to let us know”. The Division and the 

individual concerned were informed of this positive feedback. 

 

Inpatient Compliments 
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o The staff showed empathy and were professional in their treatment of me. 
o Staff are so friendly and made me very comfortable in my treatment 
o If all hospitals were maintained to the high standards of Dickens ward, then nobody would have cause for 

complaint. 
o From the treatment in A&E right through to Aspen, staff have been outstanding in what they do, they take time to 

speak and explain things. 
o Exceptionally kind and understanding on Maple ward. 
o I can honestly say you would think you had been in a private hospital for the treatment I received. The NHS is 

fantastic, the whole thing has been better than I could have imagined. 

Outpatient Compliments 

o Satisfied, secure and well looked after. 
o A happy experience even though I was in a lot of pain 
o Brilliant nurse and fabulous surgeon at my bariatric outpatients’ appointment. 
o I was treated with care, respect, and dignity. I felt well informed and happy with the service. 
o My telephone appointment with a nurse was extremely helpful and very obliging. She put my mind at ease with 

her reassurance. 
o The appointment was booked very quickly, and I was seen within a week. 

 

1.4 PATIENT REAL TIME FEEDBACK  

1.4.1 FFT AND STRATEGIC OBJECTIVES 

The overall FFT Trust response rate for May 2021 was 6.0% and 5.6% in June 2021. To 

improve the response rate for feedback, the Viewpoint dashboard has been rebuilt and the 

service relaunched across the organisation. The surveys include questions that address the 

five strategic objectives and each survey asks the same key questions beginning with the 

national FFT mandatory question. 

 

The below table shows the response rate from patients who believed they had been treated 

with compassion during their treatment or stay. The May 2021 results were investigated and 

free text from patients’ noted that they could not see the icons properly and had to guess what 

was positive or negative. Viewpoint addressed the problem with technical adjustments and 

the June 2021 results were much more positive.  The results also indicate differences in 

positivity between the ‘in person’ results and the SMS text responses with ‘in person’ 

responses being more positive. The reasons for this have not yet been established.  

 

Table showing percentage of patients that believed they were treated with compassion 

 May 2021 June  2021 

Outpatient 
SMS  

47.8% (23) 85.5% (55) 

Outpatient in 
person  

99.6% (229) 98.3% (176) 

Inpatient SMS  9.3% (264) 65.3% (485) 

Inpatient in 
person 

97.3% (140) 93.6% (78) 

 

1.4.2 VIEWPOINT FOCUS ON OUTPATIENTS 

See Appendix 1 for the charts referred to in this section. 

The number of patients surveyed varies depending on the question being referred to and this 

can be seen in brackets on the individual charts. Of 1166 respondents 67.5% felt their overall 

experience was good (Chart 1). Of 79 respondents 78.5% rated their communication before 

appointments as good (Chart 2). Of the 78 respondents 74.4% felt they were treated with 

dignity and compassion (Chart 3) and 74.7% of 75 respondents felt they were spoken to in a 

way they could understand (Chart 4). Chart 5 demonstrates that 75.3% of 73 respondents felt 
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they were involved as much as they wanted to be in decisions about their care and treatment. 

Chart 6 shows 91.6% of 71 respondents reported that they felt the staff knew enough about 

their condition.  

 

The below table includes some Viewpoint patient feedback from Outpatients and those 

patients and families onsite in the organisation. 

 

 

Viewpoint Outpatient Patient Feedback Narrative 

o Thank you for your service and professionalism. 
o The doctor was excellent in her communication and 

engaging me with my care. 
o I am humbled by the care shown to me 
o  Topaz team amazing, friendly, and professional. I 

was put at ease. 
o The person who saw me treated me with respect. 
o Excellent help from welcome staff. 
o You still saw me when I was very late. 
o Blood test dept. friendly and efficient 

o Your staff were beyond disrespectful and without 
care. 

o Three people at reception all given wrong 
information, why is the NHS so badly organised. 

o Too angry to state 
o Communication poor. 
o Start by treating your taxpayers with the care they 

need following surgery. 
o Better signage. 
o Absolutely woeful. The bowel prep is going to be 

sent out by taxi at public expense! 

 

 

1.5 ENTERTAINMENT FOR INPATIENTS WHO ARE ISOLATED 

The hospital provided newspapers and magazines for patients to minimise boredom 

particularly in light of the restricted visiting during the pandemic. The project was funded 

through charitable donations and remained in place until the Trust re-instated patient visiting 

at the end of this reporting period. In addition to this enrichment project, volunteers visited the 

inpatient areas daily offering ‘virtual visiting’ to patients so that they could connect with their 

loved ones through video calling. PALS provided support by receiving and delivering photos 

and cards for patients.  

One family wrote of the support they received: ‘Our family are thankful and forever grateful to all of 

you who watched over him and made him better. All of you who unselfishly gave your time and effort, 

skills and love during his stay at St Peter's Hospital. Especially the daily cards and photos you delivered 

to him in ITU when we could not visit. Thank you too for the video taken on the day he was transferred. 

It meant a lot to him. It made him cry’. 

1.6 HEALING ARTS  

The Healing Arts programme continues to make progress with its short-term goals.  Recent 
achievements are detailed below. 
 

 Health Care Plays 

The Trust commissioned two new Health Care plays; “You Killed my Husband” and 

“Where and When”. These will be used to help the organisation learn from a patient 

experience complaint and a dementia patient’s poor experience. A panel will discuss 

the plays via a MS Teams audience to draw learning and personal reflection from the 

drama. 

 

 Distraction Screens in ED & UTC 

A pilot of two distraction screens in the UTC and the ED was implemented to observe 

the benefit of using distraction screens for patient information and distracting images. 
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The aim is to implement the patient information and education tool in other outpatient 

areas within the organisation. 

 

2. IMPROVING MEDICATION SAFETY 

LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST 

2021/2022 Aim: To reduce the number of medication incidents with any harm of any severity 

to less than 84 in the year (less than 7 per month).  

In May 2021, there were 12 reported incidents with any harm severity, of which 3 were 

recorded as moderate harm. In June 2021, there were 10 reported incidents with any harm 

severity, of which 4 were recorded as moderate harm. 

 

 

        

 

A key aspect to the improvement programme is the multidisciplinary meeting (medicines safety 

huddles), which have continued as a forum for developing change ideas and sharing learning. 

One Division’s action from the May/June 2021 incident review is the redesign of the medication 

cupboard in a ward area to prevent drug selection errors. Safety alerts have been produced 

and shared with teams following incident reviews at the Medicines Safety Huddles. The focus 

of messages to teams over the reporting period was on ensuring effective independent double 

checks to reduce the risk of confirmation bias in handling medicines. Another key learning 

shared was proper numbering of drug charts to alert teams of patient’s with multiple charts. 

Emphasis has also been placed on ensuring proper documentation of dose omissions using 

the appropriate omission codes. 

 

3. INFECTION PREVENTION AND CONTROL 

LEAD – AMANDA WALKER, NURSE CONSULTANT, DEPUTY DIRECTOR OF INFECTION 

PREVENTION AND CONTROL 

2021/2022 Aims:  

o To reduce avoidable cases of E.Coli (community and hospital onset) bacteraemia by 

50% by the end of 2024. 

o To reduce avoidable cases of Klebsiella and Pseudomonas bacteraemia by 3%. 

o To reduce avoidable cases of MRSA and MSSA bacteraemia to zero by the end of 

2021/2022. 

o To reduce definitive Hospital Acquired COVID-19 to zero by the end of 2021/2022. 
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3.1 CLOSTRIDIODES DIFFICILE (C.diff) 

No formal trajectory has been set nationally across the NHS for C.diff. The last trajectory set 

in 2019/2020 was no more than 28 Trust apportioned cases. This can be used nominally to 

monitor the Trust’s performance for 2021/2022. In the reporting period there were 6 Trust 

apportioned cases, bringing the year to date total to 9. 

 

Post infection reviews were undertaken, which identified a lapse in care for 1 of the cases (due 

to incorrect antimicrobial prescribing).   

 

3.2 E.COLI BACTERAEMIAS 

The national target to reduce E.Coli healthcare associated blood stream infections (BSIs) was 

set in 2016, to achieve an overall reduction of 50% by March 2024. Using the baseline data 

of 260 cases in 2016, the trajectory is to have no more than 130 cases by 2024. 

 

There were 2 Trust apportioned cases and 15 community apportioned cases in May 2021. In 

June 2021, there were 3 Trust apportioned cases and 15 community apportioned cases, 

bringing the year to date total to 46.   

 

The vast majority of E.Coli bacteraemias are community apportioned and the new Infection 

Prevention and Control Team structure (Northwest Surrey Integrated Care Alliance Infection 

Prevention and Control Nursing Team) will focus on strategies to reduce E.Coli healthcare 

associated BSI across the whole healthcare economy, including within community services. 

 

3.3 KLEBSIELLA BLOODSTREAM INFECTIONS 

 

 
 

A 3% reduction in Klebsiella BSI equates to no more than 25 cases by the end of March 2022. 

There were 2 Trust apportioned cases in May 2021 and 0 in June 2021, bringing the year to 

date total to 2.   

 

3.4 PSEUDOMONAS AEURGINOSA BLOODSTREAM INFECTIONS 

A 3% reduction in Pseudomonas aeruginosa BSI equates to no more than 5 cases by the end 

of March 2022. There was 1 Trust apportioned cases in May 2021 and 0 in June 2021, bringing 

the year to date total to 1.   
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3.5 MRSA & MSSA BACTERAEMIAS 

There were 0 Trust apportioned cases of MRSA bacteraemia in the reporting period and the 

Trust remains within the target aim for this. There were 2 cases of MSSA bacteraemia in May 

2021 and 0 in June 2021, bringing the year to date total to 3.  

 

3.6 COVID-19 

All screening swabs that test positive for SARS-CoV-2 are monitored by the Infection 

Prevention and Control Team using the definitions provided from NHSEI in the CNO Letter 

(Ref No 001559) 19 May 2020: Interim data collection – hospital-onset COVID-19. There were 

0 Trust apportioned cases in the reporting period and no outbreaks. 

 

3.7 VENTILATION 

The Ventilation Group noted that updated national guidance has been issued for ventilation 

within healthcare: Health Technical Memorandum 03-01 Specialised ventilation for healthcare 

premises (Parts A and B).  The updated guidance is to be incorporated into the Trust 

ventilation policy, which will be taken forward by the Estates Department. 

 

3.8 DECONTAMINATION 

The process for decontaminating transvaginal and transrectal probes needs to be reviewed 

as it doesn’t fully meet the required standards. The Infection Prevention and Control Team are 

working with the Ultrasound Department to ensure a robust system is in place and that 

decontamination of these probes is undertaken in line with manufacturer’s instructions.  This 

work will be monitored via the Decontamination Group. 

 

4. ANTIMICROBIAL STEWARDSHIP 

LEAD – NICKI LEWIS ANTIMICROBIAL PHARMACIST 

2021/2022 Aim: To promote Antibiotic Guardianship in order to reduce resistance. 
The biannual antimicrobial Point Prevalence Audit was repeated in June 2021 (delayed due 

to COVID pressures) and will be reported in September 2021.  

 

Antibiotic consumption data is reported to Public Health England. Consumption is measured 

as Defined Daily Doses (DDD’s) which reflects the average daily dose for an adult patient. 

This is then adjusted for activity of the acute providers using admission data – as supplied by 

HES1.  

 

The chart below shows Trust consumption for Q4 of 2020/2021 compared to other acute Trust 

providers in the Kent Surrey & Sussex region. Historically the Trust has been one of the 

highest consumers of antibiotics in the region. Our consumption is generally thought to be 

higher than other Trusts due to a strategy to reduce broad spectrum antibiotic use by replacing 

with 2 or 3 narrow spectrum agents. For Q3 of 2020/2021 the Trust was the second highest 

user of antibiotics in the region, but only marginally higher than national figure for England.  
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The next chart shown indicates the trend of prescribing in the Trust against England as a 

benchmark from 2017 (when baseline data collection commenced). The trend line shows that 

the Trust has been an outlier in previous years for antibiotic prescribing for reasons described 

above. There had been some success with antimicrobial stewardship programs and CQUIN1 

targets in driving down prescribing until Q4 2019/2020 when antibiotic prescribing increased 

as a result of COVID-19. The rise in antibiotic prescribing was seen nationally and more 

substantial in the second wave. In response to this the learnings from COVID-19 have been 

promoted; that secondary bacterial infection is < 8% of patients, gradual re-implementation of 

stewardship programs or finding new ways of work around COVID-19 and ensuing restrictions 

(e.g. remote teaching). Work will continue towards the previous CQUIN target of a reduction 

of consumption by 1% year on year, which is now embedded into the national contract.  

 

Improvement work continues with guideline/protocol reviews, QI projects (Sacral 

Osteomyelitis, OPAT, and Discitis), education and training, and ward rounds (OPAT MDT, 

C.difficile MDT, and ICU). Antimicrobial Stewardship ward rounds on the general wards 

continue to be on hold but replaced with direct Antimicrobial pharmacist review for patients on 

a referral case by case basis. ICU ward rounds have continued, with added antimicrobial 

pharmacist support where possible. There are significant challenges in moving forward with 

the stewardship program due to long-term absence within Microbiology. Measures to recruit 

cover and release capacity are being reviewed. 

                                                           
1 CQUIN – Commissioning for Quality and Innovation 
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5. ELIMINATING HARM FROM SURGICAL SITE INFECTIONS 

LEAD - MR SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS, 

SURGERY AND CRITICAL CARE 

2021/2022 Aim: To reduce Surgical Site Infection (SSI) rates by 5%. 

Data collection on Surgical Site Infections (SSI) for submission to Public Health England 

(PHE), commenced in January 2020, for fractured neck of femur and October 2020 for hip and 

knee replacements.  

 

 
 

No new data for these has been released since the last reporting period. Data for submission 

to PHE is collected quarterly and publication is another 3 months later, therefore this reporting 
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interval is approximately 6 months in arrears. Data submission on SSI following breast surgery 

commenced in April 2021.  

 

The Trust has an internal program for data collection and improvement on SSI following 

caesarean section (C-Section). The below chart demonstrates that the SSI rate is below the 

median and within common variation. If the May 2021 rate remains below the median, this will 

evidence that changes within the service have led to evidence sustained improvement. A SSI 

is defined as infections that occur 30 days after surgery. In February 2021 the SSI Team 

commenced a 30 day patient follow up phone call to ensure robust data is collected. This 

causes a delay in reporting the C-Section SSI data and therefore May 2021 and June 2021 

data is not available. 

 

 
 

It is proposed that SSI will have reduction targets for every specialty as opposed to an 

overarching one for the Trust. Therefore the Baseline data has now been collected for the 

surgeries seen in the below table and improvement trajectories will be agreed and reported in 

September 2021. 

 

Speciality Procedure Baseline Period Baseline National * 

Urology Open Q4 20/21 14.8 - 

Breast All Q4 20/21 6.5% 0.9% 

Colorectal All major elective 
bowel resections 

Q4 20/21 15.0% Small bowel 
6.6% 
Large bowel 
8.7% 

Fractured Neck of Femur All Q1-Q3 20/21 3.6% 1.0% 

Hip Joint replacement Q3 20/21 0.0% 0.5% 

Knee Joint replacement Q3 20/21 1.3% 0.5% 

C-sections All Q2-Q4 20/21 16.3% - 

* The national incidence data is taken from the 2018/19 Surveillance of surgical site infections in NHS  
   Hospitals in England Annual Report. 

 

 

The SSI improvement interventions underway include a trial of ‘Spot On’ patient temperature 

measuring devices across all theatres, along with raising awareness of the importance of 

improved management of hypothermic patients and SSI prevention pathways (consisting of 

specific care bundles) with the aim to have one in place for every specialty for at least one 

major surgical procedure by 2022. 
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Planned improvement interventions include a focus on wound care and dressings, including 

PICO7 dressing and the roll-out of specialty-specific protocols for their use. A teaching and 

training programme is to be launched in October 2021. This will consist of SSI training videos 

easily accessible to all staff via the SSI webpage on the Trustnet. 

 

Achievements include the delivery of a successful MDT collaborative Tea Trolley teaching 

session on Swan Ward, which covered the importance of SSI surveillance and the care 

bundles. These sessions will be repeated with other specialties. The third SSI newsletter was 

published in July 2021, introducing another care bundle and spotlighting the SSI work 

undertaken within maternity. 

 

6. SEPSIS  
2021/2022 Aim:  To improve the adult ED and inpatient Sepsis Six care bundle performance 
by 25% from baseline by the end of Q4 2021/22. 
An audit of patient notes was completed to establish the baseline for this improvement goal.  

Compliance with the Sepsis Six bundle can be seen in the table below.  

Sepsis Six Bundle Compliance Audit Results 

 Overall Emergency Dept. 
(ED) 

Inpatients (IP) 

No. of patients reviewed 26 18 8 

Oxygen 26 (100%) 18 (100%) 8 (100%) 

Blood Cultures 19 (73%) 17 (94%) 1 (13%) 

IV Fluids 26 (100%) 18 (100%) 8 (100%) 

Lactate 23 (88%) 17 (94%) 5 (63%) 

Urine Output Monitoring 20 (76%) 12 (67%) 7 (88%) 

IV Antibiotics 26 (100%) 18 (100%) 8 (100%) 

Complete Bundle Given 9 (35%) 9 (50%) 0 (0%) 

 

The Surrey Safe Care (SSC) EPR programme, which is due to go live in the Trust in December 

2021, will offer many benefits for timely identification and management of Sepsis and will 

contribute greatly to the achievement of this quality priority goal. There is a Sepsis Six 

standard operating procedure (SOP) built into the SSC system, which will create ‘discern 

alerts’ when a patient triggers a sepsis alert due to a high NEWS2 score. The alerts cannot be 

removed until actioned and so it is believed that this prompt and automation will lead to 

increased responsiveness to a deteriorating patient and significant improvements in the timely 

delivery of all 6 elements of the Sepsis Six bundle.   

The audit findings will be presented to the ED and IP Sepsis Leads to agree short-term 

improvement plans that will focus on improving the delivery of the full Sepsis Six bundle, 

initially targeted at the poorest performing elements, which are urine output monitoring in the 

ED and taking blood cultures from inpatients. 

 

 

                                                           
2 National Early Warning Score (NEWS) is a tool developed by the Royal College of Physicians which improves the detection and 

response to clinical deterioration in adult patients. 
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7. EFFECTIVENESS 

7.1 LEARNING FROM DEATHS 

LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT 

SAFETY 

2021/2022 Aims: 

o For 100% of applicable deaths to receive a structured judgement review.  

o In the next 2 years 95% of in hospital deaths will have an initial review within 2 days 

with a 60% improvement in year 1 and a 40% improvement in year 2. 

o For 100% of eligible Medical Certificate of Cause of Death (MCCD) to be issued to 

families within 72 hrs.  

 

 
 

In May 2021 there were 72 in-hospital deaths, of which 1 was an adult in the ED and 2 were 

neonatal in-patients. In June 2021 there were 80 in-hospital deaths, of which 5 were adults in 

the ED, 1 paediatric ED patient and 1 neonatal in-patient. The figures for both months remain 

within the limits for common cause variation. Of these deaths, 0 were related to COVID-19, 

illustrating May and June 2021 as the first months without COVID deaths since February 2021. 

The split between COVID and non-COVID deaths is shown below. 
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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 

was recalculated by CHKS for 2019. The RAMI is reported one month in arrears, with the 

corresponding peer RAMI figure available a month later. The Trust’s median trend line is 

presently 91.4, this is an increase from the previous report, due to the higher figures in recent 

months, but remains below the standardised RAMI 100 level. The RAMI was 77.3 in May 2021 

and 75.9 in June 2021. Both figures are within expected common cause variation. 

 

 
 

In respect to COVID-19 data and national benchmarking, the next two charts compare the 

Trusts data in a similar tabulated format to that used by the Office of National Statistics (ONS) 

weekly returns, past five-year mortality mean and COVID-19/excess mortality. The latest 

available data for England and Wales is up to the 18th June 2021. Additionally, for this report 

a third chart for the South-East region is included to provide comparison as to whether the 

pattern of cases in COVID wave 1 and 2 experienced at the Trust reflected that of our peers 

rather than the national data with a higher peak in wave 2. This should be viewed with the 

caveat that national data for COVID deaths by area is only available for the area of usual 

residence rather than the area where the patient died. 

 



 

Page 17 of 28 
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At the time of reporting, deaths identified as needing a Structured Judgement Review (SJR) 

was 7 in May 2021 and 6 in June 2021, these are yet to be completed. There is continued 

work to ensure the screening for SJRs is completed within 48 hours of death, however 

screening is still being completed in arrears in some cases so the number requiring SJR is 

likely to increase. This data will be captured in the quarterly Learning from Deaths report. 

 

Work to improve completion of initial mortality screening forms continues and overall 

completion is shown below. Data is now being captured to report against the redefined quality 

priority of initial review within 2 days as seen in the second chart below. In May 2021, 15 cases 

(21.4%) had a review within 48 hours and in June 2021, this was 24 cases (30.7%).              
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Measurement for Medical Certificate of Cause of Death (MCCD) issued within 72 hours has 

been explored and at present the data is captured for scrutiny by the Medical Examiner within 

72 hours. These deaths will have had the MCCD issued within 72 hours, but there may be 

additional deaths not captured in these figures where the MCCD was issued and the case not 

scrutinised by the Medical Examiner. Work will continue on how to measure this target as data 

collection is set to change once a national database goes live. 

 

 
 

 

8. SAFETY 

8.1 PATIENT SAFETY ALERTS 

There are 6 open alerts patient safety alerts, 3 overdue. There were 4 new alerts received in 

the reporting period, one of which related to a medicine recall and was closed as the Trust did 

not receive any affected stock.  

 

Alert 

NatPSA/2020/005 NHSPS 
Due 13/05/2021 
Executive Lead: Chief of 
Patient Safety. 
Consultant Lead: Dr Sarah 
Roberts n-go 

Steroid Emergency Card to support early recognition and treatment of adrenal crisis in adults 
The alert straddles many specialties/providers and encompasses initiation of steroids, review and 
treatment of patients with acute physical illness or trauma, or who may require emergency or elective 
surgical or other invasive procedures, including day patients. Due to the COVID-19 pandemic, 
clinicians have lacked capacity and time resource to address the complexities of the required actions. 
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Alert 

NatPSA/2020/006 NHSPS 
Due 01/06/2021 
Executive Lead: Chief of 
Patient Safety. 
Consultant Lead: Paul 
Murray 

Foreign body aspiration during intubation, advanced airway management or ventilation 
This alert straddles many specialities/providers. Loose items unintentionally introduced into the airway 
during intubation, ventilation, or advanced airway management (known as foreign body aspiration 
[FBA]) can lead to partial or complete airway blockage or obstruction and was related to ECG 
electrodes. The Trust supplier has confirmed that all of their ECG electrodes are now being 
manufactured with printed liners to enable them to be seen more easily. 
A local protocol for checking anaesthetic equipment used in operating suites and recovery areas has 
been developed and awaiting ratification at the Theatre Governance committee in July 2021. 
 

Alert  

NatPSA/2020/008/NHSPS 
Due 01/06/2021 
Executive Lead: Chief of 
Patient Safety. 
Consultant Lead: Dr Ali 
Fawzi 

Deterioration due to rapid offload of pleural effusion fluid from chest drains 
This alert relates to the risk of potentially life-threatening patient deterioration should large volume 
plural effusions be drained too rapidly. Actions required include review of local Chest drain 
policy/Locssip. A management plan, observation chart and a Locssip was agreed at Respiratory 
Governance in June 2021. This requires final Divisional Triumvirate sign off. 

Alert  

NatPSA/2021/002/NHSPS 
Due 19/08/2021 
Executive Lead: Chief of 
Patient Safety. 
Consultant Lead: Dr 
Usman Mansoor 

Urgent assessment / treatment following ingestion of “super strong “magnets 
This alert relates to “super strong “magnets that are sold as toys, decorative items and fake piercings 
and are becoming increasingly popular and are easily swallowed. Delay in treatment can cause 
necrosis and perforation of the intestines and/or blood vessels within hours. 

Alert  

NatPSA/2021/003/NHSPS 
Due 17/12/2021 
Executive Lead: Chief of 
Patient Safety 
Consultant Lead: Paul 
Murray 

Eliminating the risk of inadvertent connection to medical air via a flowmeter 
This alert relates to the proximity of the piped medical air and oxygen outlets at the bedside, and the 
similarity in design of flowmeters, there is a significant risk when using air flowmeters that patients may 
be inadvertently connected to medical air instead of oxygen. 

Alert 

NatPSA/2021/005/NHSPS 
Due 17/12/2021 
Executive Lead: Chief of 
Patient Safety 
Consultant Lead:  Shasank 
Sharma 
 

Philips ventilator, CPAP and BiPAP devices: Potential for patient harm due to inhalation of 
particles and volatile organic compounds 
This alert relates to devices primarily used in patients with Obstructive Sleep Apnoea and type 2 
respiratory failure. There is a risk of patient harm from degradation of the sound abatement foam found 
in these devices. Reports of incidents related to this issue are rare, and no incidents of harm have 
been reported in the UK. 

  

 

 

 

8.2 REPORTED ERRORS 

There were 6 Serious Incidents reported in May 2021 and 2 in June 2021. The detail of these 

incidents is within the closed SI Report. An overview is as follows: 

 

1. Surgical invasive procedure: 3 (1 has since been de-escalated) 

2. Maternity/ Obstetric incident meeting SI criteria (baby only): 2 

3. Treatment delay: 2 

4. Unexpected deterioration: 1 

 

8.3 HARM FREE CARE  

LEAD - SUE HARRIS, NURSE CONSULTANT IN HARMS FREE CARE 

8.3.1 PRESSURE ULCERS  

https://datix.asph.nhs.uk/datix/live/index.php?action=sabs&fromsearch=1&recordid=202
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2021/2022 Aim: To reduce harms from hospital acquired Category 2 pressure ulcers by 10% 

and Category 3 or unstageable pressure ulcers by 75%. 

 

 
 

 2021/2022 Pressure ulcer performance  

Pressure Ulcer Type (excluding 
deep tissue injury3) 

Monthl
y 
Target  

April  May  June  YTD 
target  

YTD 
actual  

Hospital acquired category 2 
pressure ulcers (Inc. device related) 

14 16 11 15 42 42 

Hospital acquired category 3 and/or 
unstageable pressure ulcers in total  

0.4 1 1 1 1.2 3 

 

 

The category 3 pressure ulcer in April 2021 was sustained on the sacrum of a patient who 

was receiving palliative care on Aspen Ward. The unstageable pressure ulcers in May 2021 

and June 2021 occurred on Chestnut Ward, one was on a patient’s sacrum and one was on 

a patient’s heel.  

 

Ward Team and Speciality moves in May 2021 include Chestnut, Aspen and Cedar. The 

names of the wards remain as the physical space therefore there will be anomalies in data for 

these particular areas as they will inherit the previous wards data. To ensure continuity of the 

100 day pressure ulcer free campaign, recognition will be given to the teams rather than the 

physical space. Since the last reporting period Birch Ward, the Stroke Team on Aspen Ward 

and Maple Ward, all achieved 100 days free from hospital acquired category 2 and above 

pressure ulcers.   

 

8.3.2 FALLS PREVENTION   

2021/2022 Aim:  To reduce falls with moderate or severe harm by 10% and reduce repeat 

falls by 10%. 

                                                           
3 Deep Tissue Injuries, although pressure ulcers, are not included in the table as this type of skin damage 
cannot be attributed a category until the depth of tissue loss is known, a deep tissue injury can fully resolve or 
can evolve to a category 2 or unstageable pressure ulcer. These are followed up by the Tissue Viability Team 
until a category can be attributed. 
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The below charts demonstrate falls with moderate/severe harm per 1,000 bed days and 

repeat falls where the patient has fallen in the last 12 months. 

 
 

 
 

 

 

 

 

           

 

 

 

           Falls performance 2021/2022 

 Monthly 
Target  

April  May  June  

 

YTD 
Target  

YTD 
Actual  

Falls incidents with moderate or 

severe patient harm (3 or 4) 
0.9 1 2 1 2.7 4 

Reduce repeat falls by 10% 9.75 7 5 4 29.25 16 

 

The fall in April 2021 was on Aspen Ward and resulted in the patient sustaining a fractured 

neck of femur. The patient had surgery and was then discharged. In May 2021, 2 patients 
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suffered falls that resulted in harm, 1 was a patient being transferred to Ashford hospital who 

fell whilst in the ambulance and suffered facial fractures. The other incident was in Chestnut 

Ward with a patient sustaining a fractured neck of femur, underwent surgery and was 

subsequently discharged home. The incident in June 2021 occurred on the Stroke Unit 

(Aspen) with the patient sustaining a fractured wrist, which did not require surgery, and was 

later discharged home. All of the incidents had 72 hour reports with learning identified and 

action plans formulated.  

 

The new Trust Falls Prevention Lead, Lorraine Potter, came into post in June 2021 and is 

focusing on mandatory training, meeting the clinical teams to provide support and guidance 

and has strategic oversight of patient falls reported via Datix.  

 

There was an increase in inpatient falls for Stroke patients when the ward relocated to Aspen 

Ward, this was promptly identified by the Ward Manager and support for both prevention of 

falls and managing the physical ward environment was provided. 

 

8.3.3 NUTRITION AND HYDRATION 

2021/2022 Aim: For 95% of the Malnutrition Universal Screening Tool (MUST) to be correctly 

completed within 48 hours of admission. For improvement of 25% in accurately completed 

fluid balance charts. 

 

The below charts show MUST accurately completed within 48hrs of admission. 

 

 

In the reporting period there has been the provision of intensive MUST education at ward level 

supported by the Divisional Clinical Practice Educators. Difficulties with staff accessing the 

online training module are being investigated. The dietetic department are auditing access to 

suitable patient weighing scales due to some areas reporting a lack of equipment. Additional 

equipment and ‘quick reference’ charts have been provided to all areas as required. 

A means of gathering baseline data and monitoring fluid balance chart completion is being 

explored. 

In June 2021, the Trust participated in the National Nutrition and Hydration week, with a focus 

on oral hydration and accurate recording on fluid balance charts. A plethora of events were 

undertaken including tea trolley training and the launch of the ‘But First a Drink’ campaign for 

both staff and patients. The week was supported by Hospital Radio Wey who played hydration 
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themed jingles and songs throughout the week. Hydration quality improvement projects using 

‘But First a drink’ and red jugs for those patients in need of assistance and encouragement to 

drink is underway on Holly and will shortly commence on Swan and Wordsworth Wards. 

8.3.4 CATHETER CARE 

2021/2022 Aim: Introduce a consistent practice standard and baseline audit for Catheter Care. 

The urinary catheter care plan and surveillance form has been updated, ratified and 

disseminated. Auditing urinary catheter care is now being planned. 

 

8.4 VENOUS THROMBOEMBOLISM4 (VTE) 

2021/2022 Aim: 97% of patients aged 16 years and above admitted to ASPH will be risk 

assessed for VTE and 80% of patients requiring Chemical thromboprophylaxis (CTP) will 

receive the first dose within 14 hours of admission. Preventable Hospital Associated 

Thrombosis (HAT) to be less than 5% of all cases of HAT in the next 2 years, 7.5% in the first 

year. 

 

8.4.1 VTE RISK ASSESSMENT 

 

 
 

 

 

VTE data validation is 1 month in arrears. The VTE risk assessment target of 97% was met 

for April 2021 and May 2021.  

 

8.4.2 FIRST DOSE OF CHEMICAL THROMBOPROPHYLAXIS (CTP)  

The target of 80% of patients requiring CTP to receive the first dose within 14 hours of 

admission was not met for April 2021 and May 2021. During data analysis, no key causative 

factors were identified for the 7% variance between April 2021 and May 2021.  

 

                                                           
4 A venous thromboembolism is a condition in which a blood clot forms most often in the deep veins of the leg, groin or arm (known as 
deep vein thrombosis, DVT) and travels in the circulation, lodging in the lungs (known as pulmonary embolism, PE). 
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Work continues to embed the updated policy pertaining to administration of the first dose of 

CTP. This is being included in all mandatory training as well as targeted and bespoke teaching 

sessions. A Trust wide communication programme is running concurrently with the training 

schedule. In addition, the learning from the hospital associated thrombosis RCAs, regarding 

prescribing/administration of first dose of CTP is disseminated divisionally. 

 

8.4.3 HOSPITAL ASSOCIATED THROMBOSIS5 (HAT) 

The below chart shows the total number of VTE events diagnosed at the Trust compared to 

the total number of HATs over time.  

 

The data reflects the total number of HATs and is not indicative of level of harm. A HAT is 

deemed as harm if appropriate preventative measures were not put into place for the 

patient. Due to the nationally defined timeframe for identification and inquiry, establishing 

actual level of harm is up to 8 months in arrears. 

 

There were 7 cases of HAT identified in April 2021 and 11 cases in May 2021.  These cases 

are pending review by the Trust Thrombosis Committee. 

                                                           
5 A hospital acquired thrombosis is defined as any VTE event that occurs during or within 90 days of hospitalisation 
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9. MATERNITY 

LEAD – GEMMA PUCKETT, HEAD OF MIDWIFERY 

In this reporting period a full progress report against the Ockenden Assurance Tool has been 

provided to the Committee separately from the Quality Report.  A summary of progress 

against the Ockenden Assurance Tool will continue to feature in future reports. 

CNST6 sign off was completed in an extraordinary Board meeting on 2 July 2021 to ensure 

timely submission on 22 July 2021. 

10. OUTPATIENT BOOKING AND CAPACITY BRIEFING 

In order to provide further detail on this issue a separate paper has been submitted to the 

Committee. For the purposes of the Quality report a synopsis of the issue is outlined below. 

 

Following a recent change in the Appointments Centre and concerns raised by the 

Ophthalmology Service, it has become apparent that there are a number of issues in relation 

to how new or first appointments are booked and the available clinic capacity. This has 

resulted in long delays and backlogs of patients mainly affecting the following 4 specialities: 

 

 Ophthalmology 

 Gastroenterology 

 Colorectal 

 Vascular 

 

The main issue in Ophthalmology was that patients had been clinically triaged and not 

received appointments. This affected both adult and paediatric patients. Ophthalmology have 

addressed the causes, issued appointments accordingly, completed a harm review, and Duty 

of Candours (DOC). Daily reviews of patients awaiting appointments and a clear escalation 

process has been implemented when there are insufficient slots for booking urgent and 

paediatric patients. No harm has been found to date. The Appointment Centre at Ashford has 

introduced robust processes to ensure the Ophthalmology triaged waiting list is being 

monitored and appointments are actively booked. With the actions in place the Division expect 

the incident described to not be repeated. 

Two issues identified for both Gastroenterology and Colorectal Services has been the triaging 

process, capacity and how long patients are waiting for an appointment. Patients were not 

visible to the clinical teams for triage because they had not been transferred onto the referral 

tracker. The backlog for this was cleared by 9th July 2021. Triaging is now being completed by 

the clinical teams via Electronic Referral Service and this will ensure waiting patients are 

visible. At this stage it is not possible to determine harm until all urgent patients have been 

reviewed. Outcomes for urgent patient referrals will be tracked. Oversight of patients waiting 

will be provided by a daily report. In addition, there are capacity issues with outpatient follow 

up appointments for these services. 

To address the issues the Divisions are planning to increase capacity in the following ways; 

locum Consultants running 7 day clinics, to commence in August 2021 in GS-ACT. No existing 

activity will be cancelled and the Division is also reviewing the possibility of insourcing, for 

                                                           
6 CNST Clinical Negligence Scheme for Trusts 



 

Page 27 of 28 
 

example to help with Endoscopies. Additional staffing for Theatre lists has already been 

approved and a review of staff availability is underway. 

Although the initial problems were identified as a booking process issue, the main issue with 

Vascular Services appears to be insufficient clinic capacity. The Division is currently working 

on a plan to address this. 

Reviews and actions being undertaken include DOC for all patients affected, a clinical review 

of patients to determine the extent of any harm, capacity/demand reviews for all services 

including review of Appointment Centre processes and tracking, a rapid review of options and 

costs for delivering additional activity. Oversight of this work will be via the newly established 

Outpatient Improvement Group with 5 key work streams (Processes, Real Estate, Patient 

Experience, Efficiency, Workforce). The ongoing risk will be monitored via the Corporate Risk 

Register, Divisional Governance meetings and the Trusts Safety and Quality Committee, with 

a progress report to this Committee. 

The CCG and CQC are being informed of the issues and the actions that are being 

undertaken. 
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Appendix 1: Viewpoint Outpatient Survey (all locations) May to June 2021 

Chart 1      Chart 2 

   
 

Chart 3      Chart 4 

  
 

Chart 5      Chart 6 

  
            


