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EXECUTIVE SUMMARY 

 
Medication safety: No medication incidents resulted in moderate or severe harm in December 2018, with 10 cases 
year to date.  Medication errors with ‘no harm’ have shown common cause variation averaging 68 cases per month 
since May 2018 when a 33% special cause increase occurred.  Learning and improvements are in the report. 
 
Effectiveness: In November and December 2018 there were 85 and 107 inpatient deaths respectively, which reflects 
common-cause variation.  This report describes an update on the learning from mortality reviews process.  A separate 
report will be presented to Board this month on the learning from deaths in Q2.  Crude mortality was analysed for 6 
years against national and regional data and Trust mortality patterns by season and monthly mirrored the ONS data.  
The analysis did not compare absolute crude mortality by dataset or provider within that.  Details are in Appendix B. 

The Sentinel Stroke National Audit Programme (SSNAP) quarterly ratings have dropped from B in March 18 to D as at 
September 2018, reflecting inability to access to a designated stroke bed.  Improvement actions are per the report. 

Steps being taken to comply with the modified NHSI/NHSE seven day services (7DS) programme, including piloting the 
Board Assurance Framework (BAF) template in time for the June national deadline, are described on page 5. 
 
Safety: In December 2018 there were 9 new serious incidents (SIs) reported for investigation.  In December there were 
no instances of MRSA bacteraemia and 1 case of hospital acquired C. difficile was reported. The report describes 
progress towards the development of a strategy for reducing hospital acquired infections.   
 
Experience: There were 43 complaints received in December 2018 with 100% receiving an acknowledgement within 3 
days.   December complaints performance was 72% against timescale agreed with the complainant and 69% against 
the Trust’s internal 25 day target response time.  Actions from the December 2018 experience based co-design event 
to collaboratively improve the complaints pathway with patient and staff feedback are described in the report. 
 
Improvement: This section of the report describes the progress against the strategy for embedding quality 
improvement into the organisation with particular focus on the work of the Maternity team in building their improvement 
skills as they prepare to participate in the Maternity and Neonatal Health Safety Collaborative. 
 
Appendix A to this report includes data and other information provided for assurance. 
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IMPROVING MEDICATION SAFETY: 
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATION ERRORS AND SERIOUS INCIDENTS 
Our quality priority for 2018/19 is to become a learning organisation in order to eliminate avoidable harm to our 
patients and 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).  
 
As well as aiming to reduce the number of medication-related incidents that result in patient harm, the programme 
also seeks to increase reporting of all incidents, specifically those that result in no harm.  The aim is to increase 
reporting of incidents with ‘no harm’ by 30% by March 2019. The improvement programme is delivered by 
generating and implementing change ideas within multi-disciplinary teams to address reasons for patient harm 
incidents. 
 

 
 

 
                                                                                                                                                                                                                       
Since April 2018 there have been 10 confirmed medication incidents which resulted in moderate or severe patient 
harm.  Compared to the period 2017/2018 this is a 54% reduction in medication incidents which resulted in 
moderate or severe patient harm in the year to date. 

 
In November 2018 there were three medication incidents that resulted in moderate or severe harm.  In the first 
incident an outpatient was prescribed an incorrect formulation of an antifungal medication which led to an 
electrolyte disturbance.  The formulation was corrected at a future outpatient appointment and learning regarding 
the specification of formulations has been shared internally.  Further supportive guidelines on antimicrobial 
prescribing indications are being written so that further learning can also be shared with the appropriate teams. 
 
In the second incident, an Emergency Department (ED) patient with chronic obstructive pulmonary disease 
experienced an adverse reaction to an anti-nausea medication.  An investigation is underway to ascertain whether 
this was a medication error or an adverse event from another cause.  The patient was subsequently referred to 
Critical Care where they were treated without intubation.    
 
In the third incident, a patient was admitted to hospital with a pulmonary embolus, which is a lung clot.  The patient 
was treated with intravenous heparin but subsequently died in hospital.  A serious incident investigation is underway 
and the findings and learning from this will be shared with the teams involved and throughout the organisation. 
  
There were no medication incidents that resulted in moderate or severe harm in December 2018.  In December 2018 
there were 68 medication-related incidents reported with no harm.  Medication errors with ‘no harm’ are showing 
common cause variation with an average of 68 cases per month since May 2018 when a 33% special cause increase 
occurred.   

Aim: Achieve a 30% reduction in medication-related patient harm & 30% improvement in incident reporting 
 

Outcome (Dec 2018): 54% reduction in medication-related patient harm & 33% improvement in incident reporting  
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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 is currently being developed.  The strategy will include the goal of improving the safety 
culture and many of the on-going objectives identified to meet the ‘30/30’ aim for this year.  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 
 
A further update will be provided to Board in March 2019. 
 

LEARNING FROM MEDICATION ERRORS RESULTING FROM OMITTED DOSES 
One of the commonest types of medication error in the past year was omitted doses.  Teams from four inpatient 
wards have been working over the past few months to change practice and reduce omitted doses.  There has been 
particular focus on reducing omissions of administration of enoxaparin which is a Low-Molecular-Weight Heparin 
prescribed in hospital for the prevention and treatment of venous thrombo-embolism (VTE).   Learning from these 
incidents has highlighted that both cultural and process changes are required to reduce the instances of omitted 
doses.  The medication safety improvement team are currently working with four wards (AMU, Aspen, Holly and 
Swan) by auditing omitted doses and testing improvement ideas. 
 
A pilot of new processes on some of these wards has 
reduced omitted doses over the last four months.  
Overall, the rate of omitted medication doses has 
reduced by 46% in this period.  The rate of omitted doses 
of enoxaparin has reduced by 50% on these wards in this 
period.  As the medication safety improvement 
programme matures and the learning from these changes 
is further embedded, the challenge for the teams will be 
to spread these improvements to other ward teams.   

Average 68 no-
harm incidents 
reported. 33% 
increase on 
previous period. 

What we have implemented: 

 Raised staff awareness about medicines related issues using monthly infographics 

 Redesigned prescription profomas and charts to incorporate safety measures 

 Established weekly multi-professional medicines safety huddles with project briefings and learning events 

 Provided further focussed education to wards using simulation training  sessions  

 Regular audits and analysis of omitted medications 
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STRATEGIC PRIORITY 1 – EFFECTIVENESS 
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY 
In December 2018 there were 107 inpatient deaths which remains within common cause variation for the year. 
 

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

 
 
The RAMI remains within common-cause variation, and is reported one month in arrears.  
 
Appendix B contains an analysis of crude mortality with comparative national and regional data for the past six 
years.   
 
The pattern of mortality at ASPH by season and by month mirrored that seen by benchmarked data.  The analysis did 
not focus on comparing absolute numbers of crude mortality across the datasets or provider type as this was not 
available. 
 
A review of specialty-level mortality trends from the CHKS benchmarking tool is to be undertaken for inclusion in the 
next report. 
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LEARNING FROM OUR MORTALITY REVIEWS 
Since April 2018, 129 cases have been identified for Structured Judgement Review (SJR). This reflects 14% of 
inpatient deaths. Of the 129 cases, 72 (56%) have been completed to date.  Although fewer than 10% of the cases 
identified for an SJR in Q3 2018/2019 have been completed to date, more are expected to be completed in the 
coming weeks and a full report on Q3 will be provided in March 2019.  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, 5 
cases were found to have received ‘poor care’.  Four of these cases have been confirmed as having no degree of 
avoidability following a second stage review.  One case is still under review via the SI process.  The learning from 
deaths report for Q2 2018/2019 will be presented to Trust Board this month.   The report describes three cases 
which were found to have received ‘poor care’ following a first and second stage review. 
 
Two of the cases described above highlighted concerns over anticoagulation management.  This was also highlighted 
through an SI investigation and through the routine review of medication safety issues reported during the same 
period.  As a result of this triangulation of intelligence, an urgent review of protocols for the prescription and 
administration of heparin has been initiated.  The outcomes of this review will be communicated throughout the 
organisation and learning will be disseminated to stakeholders. 
 
The next mortality learning event is scheduled for January 2019 which will focus on a recent case of a patient who 
died following an Orthopaedic procedure, as well as the recent findings and learning from the retrospective audit of 
sepsis-related mortality.   
 

STROKE PATHWAY 
The stroke pathway is a key improvement programme within clinical effectiveness.  The Sentinel Stroke National 
Audit Programme (SSNAP) quarter-end ratings have dropped from B (March 18), C (June 18), to D as at September 
2018.  The rating 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.   

Recent pathway improvements implemented have been opening a hyper-acute stroke unit (HASU) within the Acute 
Medical Unit (AMU) in December 2018 and implementing direct access to this from 7 January 2019.  Direct access 
means that patients arriving by ambulance are admitted to the AMU directly so that patients are rapidly assessed, 
diagnosed and treated in the specialist location without needing to go via the Emergency Department.   The 
specialist stroke service nursing workforce has been expanded in December 2018 by the appointment of an 8B 
Stroke Lead Nurse to promote leadership and clinical strengthening of the pathway including optimal utilisation of 
the Bradley Unit.  

 
7 DAY SERVICES BOARD ASSURANCE FRAMEWORK 
The Trust is working to implement the new joint measurement system for 7 day service (7DS) provision which was 
rolled out recently by NHS Improvement (NHSI) and NHS England (NHSE).  Up until now, the 7DS national 
measurement has involved a twice yearly audit and self-assessment of priority clinical standards and measures.  This 
involved all specified measures being tested in depth irrespective of performance on each target. 

Going forward, the programme is to involve reporting performance on a self-assessment basis which allows 
organisations to flexibly review areas to different levels of depth, depending upon both compliance with the 
standards and risk-assessment performance.  The new 7DS regime will thus be a more targeted assurance 
framework than previously.  Currently, the Trust is completing a trial run of the new board assurance framework 
(BAF) template for 7DS based on existing data.  This will be done in February 2019 and the governance framework 
over the 7DS programme (including its BAF) is being worked up with the Medical Director currently before 
performance comes to Board.  Full implementation of the 7DS BAF is due by the end of June 2019. 
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STRATEGIC PRIORITY 2 - SAFETY 
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM 
There were 9 new serious incidents (SIs) reported for investigation in December 2018.   Details of these incidents 
along with initial actions taken and learning are detailed in the ‘Serious Incidents Requiring Investigation Report’ 
presented to the Quality of Care Committee.  8 SIs were submitted for closure in December 2018 following 
discussion with colleagues from North West Surrey CCG, and 15 cases are overdue for closure. 
 
SIRI trends from the 31 new SIs arising in Q3 ending December 2018 were that the 3 commonest categories by 
volume were diagnostic incidents including delay (12 cases, 39%), maternity/obstetric incidents (6 cases, 19%), and 
surgical/invasive procedure incidents (4 cases, 13%).  Other combined causes reflected 9 cases at 29%. 
 
Learning and changes to practice is described below from 2 cases closed in Q3.  These cases have been discussed at 
the monthly Serious Incident Learning events, attended by clinical and non-clinical colleagues, which are designed to 
prevent harm to future patients from collaborative reflection. 
 
One case involved a mental health needs patient who went missing from the Emergency Department (ED).  The 
learning highlighted the need for effective communication and documentation of risk assessments for mental health 
patients waiting in the ED for a psychiatric bed.  Previous communication processes had shown gaps in interagency 
team communication.  Mental Health Service staff in ED lacked access to mental health case records whilst in the ED 
so needed to leave the department to write up high risk care plans, then return to update the ED clinical records.  
During that time period the high risk patient in ED lacked a documented mental health care plan.  This has now been 
rectified with computer access and office space modifications which enable Mental Health Service and ED teams to 
work closely together and communicate effectively.   24 hour psychiatric liaison services in ED now include support 
staff to care for patients with particular mental health needs. 
 
Another case involved a medication error relating to insulin prescribing. Learning from this incident has resulted in a 
number of changes in the documentation and communication around medicines being implemented as part of the 
trust wide medication improvement project, including the new drug chart, and in the future plans for remote blood 
sugar testing technology which will give staff better access to specialist advice around the management and 
treatment of blood sugars. 
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PRESSURE ULCERS 
An NHSI national document released in July 2018 contained 28 recommendations and a comprehensive gap analysis 
of the Trust position was undertaken by the Lead Nurse for Tissue Viability.  Actions were RAG rated, with green 
ratings indicating compliance and amber and red ratings indicating actions were required.  The Trust was already 
compliant with 12 recommendations.  There were 7 amber and 9 red recommendations identified which have now 
been completed. 

 
There were 11 hospital acquired category 2 or above pressure ulcers reported in December 2018.  In Q3 on 
2018/2019 there were 40 hospital acquired category 2 or above pressure ulcers reported, which was 32% fewer than 
in the same period last year.  The organisation set an aim to reduce hospital acquired pressure ulcers (category 2 and 
above) by 5% for 2018/2019, which equates to no more than 15 per month.  This standard has been met overall for 
the first 9 months of 2018/2019.  It has not been possible currently to benchmark our pressure ulcer data with other 
Trusts.  Introduction of the national NHSI recommendations mean it will be possible to benchmark Trust 
performance against a national dataset of pressure ulcer data in the future. 
 
Learning from a serious incident closed in Q3 involving a pressure ulcer is outlined below.  A patient developed a 
hospital acquired pressure ulcer following an injury to the patient’s arm. The incident developed on the patient’s 
elbow due to resting against a chair arm. All risk assessments had deemed the patient not to be at risk of developing 
a pressure ulcer, however, clinical judgement should have deemed that the patient was at risk by the way in which 
the patient was positioned whilst resting an elbow on the wooden arm of the armchair. 
 
Key learning was that either dermal pads or a pillow could have been used to reduce the risk of pressure damage but 
this was not considered and the daily skin documentation was inadequate.  The group reflected upon how similar 
incidents can be prevented by carrying out the daily skin checks in line with Trust policy and using dermal pads or 
pillows as a preventative measure in applicable patients. 
 
A number of other improvements are being tested with the identified ward teams and, from October 2018, ward 
teams have moved to twice-daily skin inspection and documentation for patients at risk of pressure damage.  As a 
result, the Trust has achieved 58 days free from a hospital acquired category 3 or unstageable pressure ulcer. 
 

 
 

HOSPITAL ACQUIRED INFECTIONS 
As part of the work to prioritise and align our quality improvement and assurance work, we plan to take a strategic 
approach to the reduction of instances of, and harm caused by, infections in-hospital.  This will be a quality priority 
in the year ahead.   This approach will focus on improving outcomes for patients and reducing the incidence and 
impact of infection in the organisation and will include a number of components of the existing infection control 
plans relating to MRSA, E.COLI and reducing surgical site infections.   Improving identification and response to a 
deteriorating patient including patients with sepsis will be incorporated in this work programme.  An updated 
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strategy document is being formulated as part of 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 no more 
than 16 cases.  There was one case reported in December 2018 and 12 cases in the year to date.  
 
Two cases have been found to have resulted from problems in care and learning has been identified from these 
relating to appropriate antimicrobial prescribing and delays in patient isolation. Three cases are awaiting review by 
the CCG in January 2019. 
 
On-going actions include implementation of the new Bristol Stool Chart, review of antimicrobial policies, and 
feedback of an antibiotic audit undertaken in December.   The work is being undertaken by the Microbiologist 
Antibiotic Lead and the Pharmacy Antibiotic Lead with an emphasis on low scoring wards. 
 

 
 

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 have 
been a total of 166 instances in 2018/2019 to date, of which 23 have had a hospital onset. 
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The majority of E.coli bacteraemia is community onset so the Trust has an internal target to reduce hospital onset 
case (samples over 48hrs after admission) by 10% based on last year’s incidence.  Compared to the period 
2017/2018, there has been a 7% reduction in the rate of hospital onset cases in the year to date.  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  
Public Health England reports that hospitalisation levels for influenza nationally were at ‘moderate impact’ with ITU 
admissions rates also at ‘moderate impact’.  ASPH had 19 admissions with confirmed influenza in December which is 
having a significant impact on side room availability.  Influenza testing is now undertaken 7 days a week but there 
are some concerns regarding the limited service over the weekend as often there is a delay in results.   The staff flu 
vaccination programme is ongoing, led by our Occupational Health Team and trained peer vaccinators.   Currently 
66% of front-line staff have been vaccinated against a goal of 75% to be vaccinated before the end of February 2019.
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STRATEGIC PRIORITY 3 - EXPERIENCE 

LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE 
There were 43 new complaints received in December 2018 and 100% of these received a response within 3 working 
days. Complaints performance for December was 72% against timescale agreed with the complainant and 69%    
against the Trust’s Internal 25 day target response time.  
 
Performance is significantly better than November’s response rate of 53.8% but lower then October’s response rate 
of 76%. Teams are focussing on ensuring all complainants are communicated with early in the process regarding 
whether they want their complaint handled formally as a complaint or informally as a concern.  Complaints 
approaching timescales are to be more closely monitored and tracked so that complainants can be kept appraised 
of status and extensions arranged much more proactively where necessary. 

  
 
There are currently 93 open complaints and concerns which reflects a multi-divisional backlog of around double the 
optimal caseload.  This reflects a combination of capacity factors from annual leave and operational pressures, 
coupled with quality issues with draft responses.  Improvement work is described below. 
 

 

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.   
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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. 
 
Different ways of working continue to be explored and sector best practice guidance from external specialists is 
under consideration.  A key event was the successful experience based co-design (EBCD) interactive workshop was 
held in December 2018.  This was a vital part of our engagement programme, where members of the public who had 
experienced our complaints service in the past year or so collaboratively worked with staff to identify priority areas 
for improvement.  A follow-up event will be held once matters have progressed. 
 
In Q3 2018/19 two key improvement areas are to be worked up: 

 A ‘frontline de-escalation’ programme so that staff can work with patients to resolve concerns with service 
users at the time a problem first arises – with a focus on resolving this at the outset rather than matters 
escalating. 

 An initial ‘handling bundle’ of steps to be taken so that there is a clear, agreed plan for handling the 
complaint which is agreed personally with the complainant at the outset. 

 
PALS 
There were 130 new PALS cases opened in December and 139 cases closed.  PALS cases responded to within 5 
working days improved in December to 83% which is an improvement of 18.5% since October and 4% better than 
November.  
 

 
 
PALS themes are consistent with previous months’ trends regarding enquiries about Outpatient services and the 
need to provide better information using clearer communication.  There has been a slight increase in lost property 
concerns.  A new group is being set up to specifically review and improve how the Trust manages patient’s property. 
There has also been an increase in cancelled operations due to bed availability.   
 
PALS feedback about the UTC (urgent Treatment Centre) has included concerns about the facilities, operational flow, 
poor experience moving between the UTC and ED for imaging, and the need for histories to be repeated multiple 
times during a patient pathway.  These concerns are to be raised with the UTC and ED to promote exploring ways of 
streamlining the experience of care. 
 
The Patient Experience Service is focussing on early identification and recognition of complaints that need 
consideration as SIs.  Two cases recently have been escalated for further review into missed diagnoses from 
historical scans from 2011.  
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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 who are participating in their own quality and safety programmes.  The 
Improvement team have been supporting colleagues in the Maternity team in building their improvement skills as 
they prepare to participate in a national safety collaborative 
  
The Maternity and Neonatal Health Safety Collaborative is a three year programme led by NHS improvement, which 
was launched in February 2017 and involves all maternity and neonatal services across England.  The programme 
aims to improve the safety and outcomes of mothers and their babies by reducing unnecessary variation in care and 
providing a high quality healthcare experience across maternity and neonatal care settings.  
 
The programme also aims to achieve the vision set out in the Better Births report (2016); to reduce the rates of 
maternal and neonatal deaths, stillbirths, and brain injuries that occur during or soon after birth by 20% by 2020; 
and to offer a safer, more personalised, family friendly care, where every woman has access to information to 
enable her to make decision about her care and she has access to support that is centred on her individual needs 
and circumstances.  
 
The driver diagram below sets out the national aims and primary and secondary drivers.  

 
 
ASPH are working with the other local providers that make up Surrey Heartlands STP as part of the Wave 3 of the 
programme, which is due to begin in April 2019, however the team are already working on a number of quality 
improvement projects related to the primary drivers above. 
 
 
PReCePT (PREVENTION OF CEREBRAL PALSY IN PRETERM LABOUR) PROJECT  
Premature birth is a major risk factor for Cerebral Palsy and ASPH are taking part in a national quality improvement 
project to help reduce this risk and lower the number of premature babies born with cerebral palsy.  
 
The improvement project aims to ensure a Magnesium Sulphate infusion is given to any woman where the 
gestational age of the baby is between 23+0 and 33+6 weeks gestation and where there is a risk of premature birth 
within the next 24 hours.  Research has shown that for every 37 mothers who receive this treatment, one case of 
cerebral palsy is prevented.  
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In December 2018, the Maternity team 
launched their PReCePT (Prevention of 
Cerebral Palsy in PreTerm Labour) project.  
The Lead Midwife for the project has been 
working with colleagues throughout the 
Maternity department to ensure that all 
members of the team involved in the care of 
women at risk of pre-term labour have 
knowledge and understanding of the 
importance of giving magnesium sulphate and 
other ideas for improvement. 
 
 
The team have also made other changes in the Labour Ward, for example making magnesium sulphate bags 
available and ready for use at all times and creating patient information together with local parents and the charity 
BLISS.   The latest results for the uptake of magnesium sulphate for eligible births are shown below.  
 

 
 
For the second consecutive month 100% of women and their babies who were eligible received magnesium 
sulphate.  This is great progress and shows how much work has already been done and the team will be working to 
maintain the progress.  
 
The maternity team are participating on other quality improvement projects as part of the national programme, 
including improving intrapartum care (monitoring of mother and baby during labour) and improving continuity of 
care.  Both of these projects are still in the early stages with baseline data being gathered.   Updates will be provided 
in future months. 
  
 
 



 
 
 
 
 
 

APPENDIX A 
 
 

 
QUALITY ASSURANCE MEASURES 
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Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.   
 
 

STRATEGIC PRIORITY ONE - EFFECTIVENESS 
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Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18

91 102 114 140 108 133 96 109 91 105 98 97 110 92 118

10 7 8 13 2 10 7 5 4 6 3 3 7 7 11

81 91 104 126 103 119 88 101 85 101 96 97 108 88 116

85% 86% 86% 94% 94% 93% 94% 90% 96% 85% 86% 82% 85% 75% 58%

13 15 13 17 12 18 16 12 14 21 10 24 18 9 5

12 13 13 16 9 13 14 8 9 14 9 16 1 1 0

92% 87% 100% 94% 75% 72% 88% 67% 64% 67% 90% 67% 6% 11% 0%

1 0 1 0 0 1 0 0 0 0 0 4(2*) 0 0 0

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

TBC 1 N/A N/A N/A 2 1 1 N/A N/A N/A 1 0 0 0

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

Number of deaths of people with learning disabilities 

that have been reviewed

81%

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 deaths in organisation

74%

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

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

6%71%

A&E deaths (in scope from July 18)

Percentage of SJRs completed (by quarter) 93%

 
 
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 (16/01/2019).   

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

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

STRATEGIC PRIORITY THREE - EXPERIENCE 



 

APPENDIX B – CRUDE MORTALITY ANALYSIS – 2018 UPDATE 
 

Dataset 1 – ONS Benchmarked Local and National Data versus Trust Crude Mortality 

 

Data inclusion criteria from the 8 January 2019 ONS Dataset 

Latest month included – deaths up until the end of November 2018 

England data – all deaths recorded per the Office of National Statistics (ONS) in all locations, including acute Trusts. 

Southeast data – ONS data attributed to the South East Region (not split by provider) 

Surrey data - ONS data attributed to the Surrey County (not split by provider) 

ASPH data – in-hospital deaths for this organisation is local data (not available from the ONS). 

 

Summary – Using the 6 year ONS data below Trust crude mortality is compared with comparator national and regional 
data for the past six years.   The pattern of mortality at ASPH by season and by month mirrored that seen by 
benchmarked data.  The analysis did not focus on comparing absolute numbers of crude mortality across the datasets or 
provider type. 
 

6yr Deaths ENGLAND 

England FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 46,352 38,729 42,286 43,828 36,422 43,470

May 39,475 36,880 36,713 38,695 41,383 39,953

Jun 33,503 36,058 39,289 39,361 39,447 37,214

Jul 37,260 38,512 37,916 36,453 35,940 38,062

Aug 33,322 33,640 33,823 37,989 38,341 37,613

Sep 34,350 38,339 38,876 37,720 37,535 34,685

Oct 39,585 40,201 39,458 37,828 40,745 41,463

Nov 37,322 36,967 38,883 43,509 42,690 40,971

Dec 39,974 46,481 42,495 42,434 42,295

Jan 45,929 57,034 44,356 53,640 60,082

Feb 38,566 43,727 42,995 44,767 45,907

Mar 38,573 44,809 45,286 45,544 47,646
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6yr Deaths SOUTH EAST 

South East FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 7,652 6,359 7,030 7,339 5,937 7,143

May 6,534 6,148 5,978 6,347 6,822 6,504

Jun 5,539 5,981 6,464 6,431 6,429 6,019

Jul 6,168 6,389 6,117 6,006 5,837 6,159

Aug 5,620 5,432 5,483 6,038 6,299 6,190

Sep 5,651 6,283 6,494 6,163 6,130 5,787

Oct 6,419 6,540 6,359 6,302 6,736 6,704

Nov 6,104 6,240 6,319 7,261 6,866 6,690

Dec 6,578 7,324 6,899 6,931 6,998

Jan 7,683 9,606 7,166 9,042 10,011

Feb 6,266 7,160 6,948 7,399 7,323

Mar 6,326 7,140 7,462 7,399 7,771

%

0%

1%

5%FY16 vs FY15 %

Variances

FY18 vs FY17% 

FY17 vs FY16 %

0

2,000

4,000

6,000

8,000

10,000

12,000

D
e

at
h

s

Deaths - South East

FY2013

FY2014

FY2015

FY2016

FY2017

FY2018

 



 

23 

 

6yr Deaths SURREY 

Surrey FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 980 777 915 953 711 879

May 848 741 704 845 850 792

Jun 733 787 875 834 826 740

Jul 793 798 761 724 673 704

Aug 710 654 676 777 774 770

Sep 716 809 833 817 796 678

Oct 826 805 834 826 805 839

Nov 756 804 781 886 820 806

Dec 819 913 922 905 889

Jan 1,048 1,262 906 1,178 1,159

Feb 809 934 852 959 888

Mar 817 920 906 883 971
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6yr Deaths ASPH – Trust Crude Mortality (Internal Data) 

ASPH FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 96 74 115 98 91 89

May 83 95 94 108 117 104

Jun 88 72 90 82 100 87

Jul 84 88 87 86 74 99

Aug 74 70 82 92 93 95

Sep 91 71 100 89 97 94

Oct 82 91 89 114 81 103

Nov 83 116 81 111 95 85

Dec 100 124 99 149 106

Jan 104 125 108 174 127

Feb 81 106 104 115 106

Mar 89 92 112 119 123
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There is an element of variability of high and low months across the groupings but data over the past 8 months indicates 

Trust data is relatively steady, with most high-level association seen compared to the National and Regional data. 

 

Dataset 2 - Local community deaths versus in- hospital mortality at ASPH  

A further analysis was performed using locally obtained data from the Trust Mortuary enabling deaths in the community 

which came to the Trust’s mortuary to be analysed.  This subset of data is separate to the national analysis above.  The 

purpose was to determine whether there was high level association between volumes of hospital and community deaths 

by calendar month since April 2016.  The key messages are that:  

 

 The total number of deaths in the ASPH locality, which is combined in-hospital plus community, has marginally 

reduced by 21 deaths over the past 12 months ending each November.  This is a 1.0% reduction in deaths 

compared to the previous 12 months.  There were 1,997 such deaths in October to November 2018, versus 2,018 

such deaths between the 12 months ending October to November 2017.  

 Fewer patients proportionally have died in hospital this past 12 months, compared to dying in a community 

setting. In the past 12 months the number of deaths occurring in the community surrounding ASPH has increased 

by 59 cases (10.2%), with 638 community deaths in the 12 months ended November 2018, and 579 community 

deaths in the 12 months ended November 2017.  The number of in-hospital deaths during the equivalent time 

period has reduced 5.0% by 72 cases overall (1,439 cases in the 12 months ended November 2017 versus 1,367 

cases for the 12 months ended November 2018. 
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