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The Quality Report provides an overview of QA and QI efforts and outcomes across
the Trust and reflects the priorities set out for 2019/2020.

EXECUTIVE SUMMARY
Medication safety: The aim for improving medication safety in 2019/2020 is to reduce medication incidents causing
harm to less than 132 in total for the year (a 30% reduction on the baseline year). There have been 45 incidents with
harm reported in the year to date. This report provides an update on the interventions resulting in improvement to
enable meeting the aim, including issues that require continued focus.
Infection Prevention and Control: The second priority for improvement this year is infection prevention and control
and specifically the reduction in surgical site infections (SSIs). An update is provided update on the plan to implement
mechanisms for continuous SSI surveillance and reporting SSI performance currently underway. There were 3
C.difficile cases apportioned to the Trust and 18 hospital-onset E.coli bacteraemias in September 2019. The report
highlights the improvement process measures underway.
Effectiveness: In September 2019 there were 82 in-patient deaths (79 Adult deaths and 3 Neonatal deaths) which
remain within common cause variation for the year. In Q2 2019/2020, no cases have been found to have received
‘poor’ care. The Sentinel Stroke National Audit Programme (SSNAP) achieved an A rating for Q1 2019/2020.
Safety: There were 7 new Serious Incidents (SI) reported and 10 SI investigations submitted to CCG for closure in
September 2019. Details of the new incidents reported in this period along with initial actions taken and learning are
detailed in the SI Report presented to Board. The number of hospital acquired pressure ulcers (stage 2 or higher)
reported each month remains within common cause variation; however, the aim of less than 13 incidents reported per
month was not achieved in September 2019.
Experience: There were 31 new complaints received in September 2019 with 90% of complaints closed within 25
working days with a re-open rate of 2%. This success is based on improvement initiatives implemented. This report
highlights the improvements made whilst also illustrating the further work that needs to take place to reach the target of
95% performance.
Recommendation:
Board to approve the Medical Director’s delegated authority to sign off the Board Assurance Framework for Seven Day
Hospital Services due to NHSI on 28 November. The paper will be submitted to the Quality of Care Committee for
discussion and approval at the meeting on 21 November and subsequently to November Board on 28 November for
noting and formal recording in Minutes.
Appendix A to this report includes data and other information provided for assurance.
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1.

IMPROVING MEDICATION SAFETY

LEAD – TOKS OGUNBANJO, CHIEF PHARMACIST
2019/2020 Aim: To reduce medication incidents with any harm to less than 132 in the year.
The improvement in medication safety has been identified as an on-going priority to deliver the WHO five-year
safety challenge set in 2017 (a 50% reduction in harm on the baseline year by 2021/2022). The strategy developed to
achieve this includes the goal of improving the safety culture; improving access to medicines expertise; and
addressing human factors through use of digital solutions and automation. The target aim for improving medication
safety in 2019/2020 is to reduce medication incidents with moderate or severe harm to less than 8 or fewer cases
and to reduce medication incidents with any harm to less than 132 in total for the year (a 30% reduction on the
baseline year). The outcome measures for the medicines safety programme compare favourably against the target
for the reporting period and the programme is on track with delivery of the strategic aim as shown below.

YTD target
4 or fewer
66 or fewer

Medication incidents with moderate or severe patient harm
medication incidents with any harm

YTD performance
3
45

Status

There have been no reported medication incidents with moderate or severe harm in Q2 19/20.
UPDATE ON INTERVENTIONS:
ENHANCE SAFETY CULTURE & SHARING BEST PRACTICE
The programme of work to update the paediatric inpatient prescription chart has commenced in consultation with
the clinicians and ward teams. The review is aimed at introducing measures to improve prescribing and
administration practices so to learn from past medication incidents. A draft of the new paediatric inpatient
prescription chart is due before the end of Q3 with roll out planned for Q4.
MEDICINES EXPERTISE INTO CLINICAL AREAS, & AUTOMATION AND DIGITAL TECHNOLOGIES
The launch of the Transfer of Care around Medicines (TCAM) Initiative with the Academic Health Science Network
occurred on 8th of October 2019. The Trust now has use of an IT solution (PharmOutcomes) to communicate
discharge medicines information to patients’ community pharmacy provider, thus providing opportunities to
improve medicines safety across the secondary and primary care network.
ISSUES
A key intervention of the medicines safety programme is to tackle medicines omissions. An important area involves
ensuring nursing handovers are carried out making reference to patients’ inpatient prescription charts. Some
observed practices in recent months give indication that this intervention is not consistent for all areas. Actions to
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address include escalation to senior nursing leads and to further discuss at the Nursing Midwifery & Allied Health
Professional Board in Oct 19 the re-engagement of teams to have this intervention as BAU.

2. INFECTION PREVENTION AND CONTROL
As part of the work to prioritise and align the Trusts quality improvement and assurance work, there is a strategic
approach to the reduction of instances of, and harm caused by, in-hospital infections. This is a key quality priority
for 2019/2020.

2.1

ELIMINATING HARM FROM SURGICAL SITE INFECTIONS

LEAD – Mr SHASHI IRUKULLA, DIVISIONAL DIRECTOR, THEATRES, ANAESTHETICS, SURGERY AND CRITICAL CARE
2019/2020 Aim: To establish a baseline for, and then reduce numbers of, surgical site infections.
One of the priorities for improving infection prevention and control in this year is the reduction in surgical site
infections (SSIs). Post-surgery infections can be life-threatening and they cause significant discomfort to patients and
result in increased hospital stay, readmissions and re-operations. They are also a significant cost to the NHS. As well
as the reduction of SSIs being an important area of focus for the Trust, it is also a key focus for the national GIRFT
programme.
OUTCOME MEASURES
Learning from other organisations is that, without on-going surveillance, there will be limited capacity to accurately
report all SSIs or to react quickly to when incidents are reported. Also, without timely identification and reporting of
SSIs, the learning for teams will be significantly diluted and ownership of the patient harm and associated learning
will attenuate. In order to achieve on-going surveillance of SSIs, one dedicated nurse post has been established and
was recruited to in June 2019. A Registrar-level clinical lead for reducing SSIs has also been appointed, who will
dedicate one day a week to the improvement work, with clinical leads being identified in each of the surgical
specialties.
Processes have also been put in place to improve the identification and reporting of SSIs through the use of the Datix
reporting system, clinical coding and via electronic discharge summaries. As part of the national GIRFT SSI audit,
prospective reporting of SSIs started in May 2019. From January 2019, retrospective reporting of SSIs has been in
place in some specialties and the number of SSIs identified in the period January to July 2019 is shown below.
These incidents have been shared with the relevant teams and will be reviewed for learning (SSI data includes
patients readmitted following surgery. The August 2019 data is still being validated).
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PROCESS MEASURES
Previous improvement projects have identified the effectiveness of pre-operative interventions (such as nutrition,
chlorhexidine bathing and patient normothermia); intraoperative interventions (such as antibiotic timing and
maintaining normothermia via patient warming and theatre temperature control); and post-operative interventions
(such as appropriate wound management).
The team is working to ensure all patients receive these simple, evidence-based interventions including improving
patient normothermia by increasing the use of warming blankets prior to surgery and standardising antibiotic
regimes used for appropriate cases.
2.2
HOSPITAL ACQUIRED INFECTIONS
LEAD – ANN BIRLER, NURSE CONSUTANT, DEPUTY DIRECTOR OF INFECTION PREVENTION AND CONTROL
2019/2020 Aims:
To reduce C.difficile cases to no more than 28 reported in the year;
To reduce E.coli bacteraemia (community and hospital-onset) for 2019/2020 to no more than 216 cases and 29 for
hospital-onset cases;
To reduce avoidable cases of both MRSA and MSSA bacteraemia to zero in 2019/20
CLOSTRIDIUM DIFFICLE
There were 3 Trust apportioned cases in September 2019 bringing the total to date to 14 cases. The Trust remains on
trajectory to achieve the limit of 28 cases.
RCAs for Q1 and Q2 2019/2020 reviewed by the CCG confirm 3 had a lapse in care related to antimicrobial
prescribing and delay in patient isolation. The RCA outcome and required learning has been fed back to the clinical
teams.

E.COLI BACTERAEMIAS
The target to reduce E.coli bacteraemias has been amended following a letter from NHS England and NHS
Improvement which outlines the changes to E.coli reduction target. The overall target is now a 25% reduction in
cases by March 2021 and an overall 50% reduction by March 2024. This equates to a target of 216 cases for our Trust
for 2019/20. There were a total of 18 cases in September 2019. The total to date is 128 cases of which only 11 had a
hospital onset. We are currently 20 over trajectory to achieve the new target. Focus will continue around RCAs for
hospital cases with the aim of achieving engagement of clinical teams to address any learning if the bacteraemia was
related to an invasive device or procedure.
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A key focus to reduce hospital onset E.coli bacteraemia is around improving invasive devices/procedures which
includes:
 Monthly hand hygiene audits by all wards/departments.
 Monthly high impact intervention audits for central venous catheter insertion and ongoing care; peripheral.
venous catheter insertion and ongoing care; and urinary catheter insertion and ongoing care.
 Aseptic Non Touch Technique (ANTT) compliance.
 Recruitment to the IV Nurse Specialist post.
MRSA & MSSA BACTERAEMIAS
There have been no Trust apportioned cases of MRSA bacteraemia. There were 3 hospital onset MSSA bacteraemia
in September 2019. An RCA is in progress for 1 suspected to be an IV device related infection.
CATHETER ASSOCIATED URINARY TRACT INFECTIONS (CAUTIS)
CAUTIs are a serious healthcare associated infections where the patient has a positive culture taken when an
indwelling urinary catheter has been in place for >2 days. The most effective preventive measures are avoiding
catheterisation and removing catheters as soon as possible. Optimising aseptic technique and maintaining a closed
drainage system also reduce risk.
CAUTIs are currently collated by the wards via the monthly Patient Safety Thermometer. Since April 1st there have
been 2 reported CAUTI (1 in April and 1 in July 2019).
To promote safe catheter care and minimise risk the Trust has introduced:
 Catheterisation packs.
 Standardised availability of catheters to prevent use of the wrong catheter.
 Standardised documentation to guide practice and provide assurance.
 Implemented ANTT.
 Education via Clinical Practice Educators and also the National Catheter Programme.
More scrutiny around identifying the incidence of CAUTIs is required and also cross ASPH/Community boundary
working (many patients are admitted/discharged with a long term urinary catheter) to ensure safe practice. The
Trusts Urology Specialists will be asked to consider supporting these measures.
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2.3

NATIONAL SAFETY THERMOMETER

2019/2020 Aim: The new harms Safety Thermometer KPI for 2019/20 is to remain below the national average.
The National Safety Thermometer “classic” measurement tool which combines new harms percentage for pressure
ulcers, falls, CAUTIs and venous thromboembolism (VTE) was more favourable than the national average in
September 2019 (1.27%% vs 2.17% nationally).

All harms were lower than national (pressure ulcers 0.84% vs 0.96% nationally; falls 0.21% vs 0.51% nationally;
CAUTIs 0% vs 0.3% nationally and VTEs at 0.21% vs 0.44% nationally).
Localised targets for improvement are ongoing for clinical areas who are consistently reporting pressure damage
each month. One ward has now achieved over 100 days free from hospital acquired category 2 and above pressure
ulcers, however to date two other wards have not achieved significant reduction in development of hospital
acquired pressure damage. These wards are a focus.
As already highlighted there are a range of measures being addressed to improve CAUTIs. There is a CQUIN around
improving falls with a focus on specific interventions that need to be undertaken to minimise the risk of falls. One
example of this is undertaking lying and standing BPs.
A focus for VTE has been around improving the delay with thromboprophylaxis being administered and preventing
omitted doses. This has involved collaborative working with the medication safety team.

3. EFFECTIVENESS
3.1 LEARNING FROM DEATHS
LEAD – Dr PAUL MURRAY, DEPUTY MEDICAL DIRECTOR AND CHIEF OF PATIENT SAFETY
2019/2020 Aim: By Q4 100% of applicable deaths will receive a timely structured judgement review (SJR).
In September 2019 there were 82 inpatient deaths (79 adult deaths and 3 neonatal deaths), which remains within
common cause variation for the year.
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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 remains within common-cause variation. The
RAMI for national-acute-peer hospitals has been added for reference below.

In Q2 2019/2020, 26 cases were identified for Structured Judgement Review (SJR) of which, 10 (38%) have been
completed to date.
As part of the SJR, reviewers are asked to identify if there were any problems with care and if these could have led to
harm to the patient. In Q2 2019/2020, no cases have been found to have received ‘poor’ care to date, however a full
review of learning from deaths in Q2 2019/2020 will be provided in the Q2 2019/2020 paper to be presented to
Board.
The last Trust-wide Learning from Death event took place with a cross section of professionals in attendance. The
first half was used to review the data and learning points from those deaths where there was evidence of poor care
contained within the Q1 Learning from Deaths Board paper for 2019/20. This enabled a time for reflection and
discussion as well as being able to provide an update on the Trust position with the Medical Examiner Team, which
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will looking to go to advert before the end of the calendar year. The second half of the session was used to review
the case of a patient with mental health needs who died in a medical escalation bed area during one of the Trust’s
busiest periods at the beginning of the year. As well as being subject to SJR this case had also been concurrently
investigated within the SIRI framework which enabled a good discussion on the similarities and differences of the
two processes and how they usefully complemented each other in this case review. A more robust approach to
consultant cover arrangements within escalation areas during busy periods was highlighted as learning in both
reports and changes have been made to ensure this happens in the future when escalation areas are needed.
At the last monthly Mortality Committee Meeting the decision was taken that the structure and function covered
within this group will in future be covered within the new Safety & Quality Committee - the first meeting of which is
due to take place on the 7th November. As such the Mortality Committee Meeting has now ceased with all future
Learning from Death issues to be contained within this new Committee.

3.2

STROKE

LEAD – Dr GIOSUE GULLI, CONSULTANT
2019/2020 Aim: By Q4 the Sentinel Stroke National Audit Programme overall rating will be A or B.
Improving stroke service performance is an ongoing priority to deliver better patient outcomes and the Trust
monitors its performance by the Sentinel Stroke National Audit Programme (SSNAP) rating. SSNAP is a major
national QI programme, which measures the quality and organisation of NHS stroke care. SSNAP is the single source
of stroke data in England, Wales and Northern Ireland. It assesses both the processes of care provided to stroke
patients, as well as stroke service organisation against evidence based standards. The Trust aim by the end of Q4
2019/20 is for the SSNAP overall rating to be A or B. The Trust has been delivering a stroke improvement plan which
has shown improvement with the SSNAP rating as illustrated in the table below. As a consequence the Trust has
achieved a SSNAP A rating in Q1 2019/20.
Level
A
B
C
D
E

Score range
> 80.8
70 - 79
60.5 - 68.4
44.2 - 57.9
32 - 37

Areas of particular focus to improve further are as follows:
Admission to a Stroke Unit within 4 hours. The 4 hour target to admit 90% of stroke patient into a stroke bed
continues to be a challenge. Nevertheless, the team was encouraged to see an improvement of 10% in their
performance compared to July 2019. The mean time from admission to a stroke bed also improved, down from 4
hours in July 2019 to 3 hours 42 minutes in August 2019. A range of work streams are in place to build these
successes such as:
a. The Lead Nurse for Stroke Pathway working with the site team to raise awareness about the importance
of meeting the 4 hour target.
b. Reporting the HASU assessment bay routinely on the daily bed capacity board.
c. Issuing new guidance regarding the rules about mixed sexed bays.
d. Introducing a standard operating procedure for staff to follow when the stroke assessment bay is in use.
This includes an action plan to aid flow.
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e. Increasing the stroke bed base from January 2020 when the service will relocate to AMU
Therapy Support. The team is also working on improving the performance against the median number of days
therapy (Physiotherapy, Occupational Therapy and Speech and Language Therapy) is provided across a patient’s
stay.
A job planning exercise has identified a shortfall in staff numbers needed to cover neuro-rehab patients.
Traditionally these patients have been picked up by stroke therapists because they have the best skills to meet this
patient group’s complex needs. This has impacted on the stroke performance by diluting the amount of daily
therapy available to be offered to stroke patients. This gap has been raised with the therapy management team
who are now reviewing how resources can be re-allocated to address this shortfall.
The therapy team is also looking at ways to work more efficiently by remodeling how therapy is delivered. One
change they have already introduced involves providing therapy groups so more people will receive therapy at the
same time. The impact of this should be seen in September/October 2019 data.
Thrombolysis Within 1 Hour. Work continues to improve thrombolysis performance. Although the rate of
thrombolysis is in line with expected national targets, only 29% of patients (2) in August 2019 were thrombolysed
within the 60 minute target. Analysis of breaches shows that reasons varied but no clinical harm resulted from these
delays.
August 2019 saw an unexpected drop in performance against the percentage of patients being assessed by a stroke
consultant and specialist nurse within 24 hours. It is anticipated that performance will improve in September 2019
and this was an anomaly in the data.
Successes








The team continues to achieve the targets relating to number of patients scanned within 1 hour and 12
hours.
The percentage of patient receiving a Swallow Screen Assessment within 4 hours and a formal swallow
screen target within 72 hours was exceeded.
The percentage of patients assessed within 72 hours by our therapy teams exceeded the national targets.
The service is compliant with the percentage of patients spending at least 90% of their stay in a stroke bed.
27% of patients benefited from the new psychology service in August 2019. This service will continue to
grow as more staff are recruited. Our Early Supported Discharge (ESD) team will benefit from a full time
psychologist from November 2019.
100% of patients had a continence plan in place and received a nutritional screen.
Finally, for a 5th month in a row, the service exceeded the target percentage of patients referred to ESD,
allowing patients to be discharged home sooner.

4. SAFETY
4.1 LEARNING FROM ERRORS
There were 7 new serious incidents (SI) reported during September 2019. Details of the new incidents reported
along with initial actions taken and learning are detailed in the Serious Incidents Requiring Investigation Report
presented to Board. The new serious incidents reported this month comprised of Mental Health 12 hour breaches, a
hospital acquired fall, a missed wrist dislocation in ED, wrong identification of a patient who underwent a cystoscopy
(Never Event), delayed surgery following a cancer diagnosis, complications during a diagnostic laparoscopic
procedure and the death of a baby in NICU. Actions have been implemented to address the Never Event; this
includes improving the checklist and patient identification process in Urology.
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There were 10 SI investigations submitted to the CCG for closure in September 2019 and the learning from these
cases will be shared with the teams involved and beyond.
In one case a GP referral to Neurology Services for a patient who had numbness in the legs and abdomen was
declined as the presentation was atypical for a neurological problem. A second referral was made to the Integrated
Musculoskeletal Service and an MRI of the lumbar spine performed which identified no significant pathology. A third
referral to the Neurology Service from the GP detailing on-going symptoms resulted in a full spine MRI which
identified a spinal cord compression at T4 level. The patient underwent surgery at St. Georges Hospital and has
made good progress and achieved all rehabilitation goals. Learning from the investigation has highlighted a need
for the Trust to develop and establish guidance and criteria for whole spine MRI in the Straight to Test (STT) pathway
to reduce the delay in accessing the correct investigations. An education plan for the Extended Scope Practitioners in
the Neurology department will be developed and delivered through supervision and peer learning.

4.2 PRESSURE ULCERS
The aim for improvement in reducing harm from hospital acquired category 2 and above pressure ulcers this year is
a 5% reduction, which equates to no more than 13 per month.
In September 2019, there were 14 hospital acquired category 2 pressure ulcers, 3 of which were device related, as
well as one unstageable pressure ulcer and two deep-tissue injuries; giving a total of 15 hospital acquired category 2
and above pressure ulcers reported in the month.

The number of hospital acquired pressure ulcers (category 2 or higher) reported each month remains within
common cause variation; however the aim of less than 13 incidents reported per month has not been achieved in
September 2019. As a result, a number of actions are underway to work with ward teams to improve. This includes
the Tissue Viability Team working on the delivery of mandatory training to facilitate increased compliance. Localised
targets for improvement are ongoing for clinical areas who are consistently reporting pressure damage each month.
One ward has now achieved over 100 days free from hospital acquired category 2 and above pressure ulcers,
however to date two other wards have not achieved significant reduction in development of hospital acquired
pressure damage. These wards are a focus.

4.3 PATIENT SAFETY ALERTS
No new alerts were received in September 2019 and two alerts were closed during this period. There are 2 alerts
open, 1 due in November 2019 the other outstanding but progressing. The safety team are meeting with the alert
leads to support progress towards completion.
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Progress with ongoing alerts
NHS/PSA/RE/2019/002
Due on 8/11/2019

Assessment and management of babies who are accidentally dropped in
hospital.
Lead – Paediatric Consultant. A new policy is required which is in draft and
requires information added for other clinical areas where babies may be cared for.

NHS/PSA/RE/2018/005
Was due on 25/01/2019

Resources to support safer care for patient at risk of autonomic dysreflexia
Lead – Deputy Chief Nurse. A draft policy to be submitted for ratification in
October 2019.

5.

EXPERIENCE

LEAD – ANDREA LEWIS, DEPUTY CHIEF NURSE
2019/2020 Aim: 95% of complaints will be responded to within 25 working days.
5.1
LEARNING FROM PATIENT FEEDBACK
5.1.1 NEW COMPLAINTS
New complaints have dropped significantly since February 2019. This is due to an increase in local resolution
practice either at the clinical interface, or by the corporate Patient Experience team.

5.1.2 TIMELINESS OF COMPLAINTS
5.1.2.1 ACKNOWLEGEMENT
There is continued compliance of 100% to the acknowledgement of complaints within a 3 day period. The
acknowledgement letter has also recently been changed to be fully complaint with the Parliamentary Health Service
Ombudsman recommendations and also enable more comprehensive equality and diversity monitoring.
5.1.2.2 RESPONSE WITHIN 25 DAYS (OR IN NEGOTIATION WITH COMPLAINANT)
There continues to be a significant improvement in the response times to formal complaints within the Trust
standard of 25 days. At the end of September 2019 the response was 90%, and is the second month in a row where
high performance is noted.
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Continued work to improve the response rate is underway for the areas that have been identified as barriers to
target achievement. Of particular note is the multiple sign off of complaint letters; delays in the decision to convert
a complaint to a serious incident; business continuity for annual leave and speed of complaint investigation.
5.1.3 QUALITY OF COMPLAINT RESPONSE - RE-OPENED COMPLAINTS
Since May 2019, and due to a number of improvements in the quality of complaint letters, the number of reopened complaints has dropped significantly. For the month of September 2019 the re-open rate was, for a second
month in a row, 2%.

Complaints that do re-open are often ones that are multi-faceted, clinically complex and commonly involve
complainants who, at the outset of the complaint, do not wish to engage in local resolution meetings. Despite this,
the complaint teams work hard to continue to offer those resolution meetings, and often in locations other than
the hospital.
5.1.4 THEMES IN COMPLAINTS
5.1.4.1 OVERALL
For Q1 and Q2 2019-20, the majority of complaints related overall to ‘treatment and care’, ‘communication’,
‘information’ and ‘attitude of staff’. The latter theme is identified as the most prominent in PALs enquiries too.
There are a multitude of improvement activities that concern these areas including the establishment of a Council
for Professional Standards of Behaviour, and an Accessible Information Standard Task and Finish Group.
5.1.4.2 DIVISION
Related to the high levels of activity within the Trust, the largest number of formal complaints continues to fall into
the Medicine and Emergency Services (MES) Division, with the other three Divisions having relatively similar and
much lower numbers. Through the analysis of themes, across the divisions, it can be observed that all Divisions still
have, since last reporting, ‘treatment and care’ as the highest overall theme for the quarter. When analysed in
more detail, the following highest sub-categories of themes by division can be observed:
Division
MES
WHP
TASCC
DTTO

Total N0 for Q2 2019-2020
43
18
17
16

Highest themes
‘Clinical Decision/Competence’ & ‘Communication/Information’
‘Communication’ ‘Accuracy/Completeness of Records’
‘Clinical/Nursing Decisions’
‘Delays in Treatment/Decision’

The recording and governance of learning and associated actions from complaints (and PALs enquiries) is the
responsibility of the investigator and/or the Divisional Chief Nurse (DCN), and reported to the Patient Monitoring
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Experience Group (PMEG). In addition, the Complaints Team are now recording actions, and their completion on
Datix™ so there is both a Trust-wide record as well as an automatic reminder message to DCNs when actions are
overdue. The actions are being retrospectively populated to April 2019.
5.1.4.3 PROTECTED CHARACTERISTICS
There has been some improvement in the reporting of protected characteristics from last month. Age, sex and
ethnicity can now be reviewed:




Age: Most complaints received are from persons over the age of 26 and particularly from 65 years and
over. A larger proportion fell into the over 90 age group (n=20 for Q2). This figure will be validated with the
improvement of coding of age.
Sex: The majority of complainants are female.
Ethnicity: 51% of complainants were not logged as ‘White British’. Further analysis is required to determine
breakdown of ethnicity within this group.

There will be a significant improvement in protected characteristic reporting from Q3 onwards (with retrospective
population of data to April 2019) see section 5.1.4.4.))
5.1.4.4 K041a NATIONAL RETURN:
The information obtained from the KO41a National return (to NHS Digital) monitors the equity and excellence of
written hospital and community health service complaints received by the NHS. Due to poor complete returns in
the past, the Datix™ system has recently been amended to ensure that the data fields for the return are now
mandatory so that key quality measures can be analysed more accurately and solutions identified.
5.1.4.5 PARLIMENTARY HEALTH SERVICE OMBUSMAN (PHSO) COMPLAINTS
Up to the end of September 2019 there were 8 active cases at PHSO, some of which started in previous years. For
the first two quarters of this financial year, PHSO received 18 referrals and only one was progressed to full
investigation.
5.1.7 IMPROVEMENT OF COMPLAINT PROCESS
5.1.7.1 IMPROVEMENT ACTIONS FROM AUDIT 2018
Good progress has been made on the key improvement areas of the complaints process. These are as follows:




Revision of the PALs, Complaints, Concerns, Compliments and Remedy Policy – completed in draft and to
be submitted to PMEG for final approval prior to November 2019 Quality Care Committee and Trust Board
Re-build of Datix™ - work commenced and due for completion mid November 2019. This will ensure that all
mandatory fields are captured and reporting is straightforward and timely.
Culture of complaint response – a briefing is being prepared on the interventions that will enable successful
and sustainable culture change along-side interventions already performed.

5.1.7.2 ACTIONS FROM EVIDENCE BASED CO-DESIGN (EBCD) WORKSHOPS
A third and final EBCD workshop will be held in November 2019 that will outline all progress made since the last
EBCD in July 2019, and to launch the final Complaints, Concerns, PALs and Remedy Policy based on much of the
feedback provided during the 12 month period.
5.1.8 NEW PALS CONTACTS
Since September 2018, there has been a small rise in the number of new PALs cases. This is due to more complaints
and concerns being ‘locally resolved’ and within less than a 5 day period.
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5.1.9 TIMELINESS OF PALS RESPONSES
For those cases due in month, the closure of PALs within 5 working days remains steady over time, with an average
of 80% being closed in that time period.

5.1.10 THEMES IN PALS
5.1.10.1 DIVISION
Up until the end of Q2 2019/2020, WH&P had the lowest PALs activity compared to other divisions.

In those specialties who experienced >50 PALs between Q2 2018/2019 and Q2 2019/20, a significantly higher
number occurred in Ophthalmology and Trauma & Orthopaedics. These specialties also have high levels of activity.
14

5.1.10.2 REASONS FOR PALS ENQUIRIES
Between Q1 2018/2019 and Q2 2019/20, the top 4 most common reasons for people contacting PALS is for
‘communication/information issues’, ‘outpatients (usually appointments)’, ‘waiting time’, ‘treatment and care’ and
‘attitude of staff’.

It is worth noting, that apart from outpatients (that has experienced a notable drop in PALS over time), the other
themes remain relatively static.
5.1.11 COMPLIMENTS
The number of compliments formally recorded on Datix™ has also increased slightly over time; however the
numbers are still low.

The Trust will undertake a communications exercise on a regular basis to remind staff to report their compliments to
the Patient Experience Team. The compliments that have been received will also be used for promotion throughout
the Trust sites through various mediums such as posters, TV screens, leaflets etc. They will also be considered as part
of the staff recognition award scheme.
5.2
OTHER PATIENT FEEDBACK MECHANISMS
5.2.1 TRIALS OF PATIENT FEEDBACK METHODOLOGIES
As previously reported the Trust is undergoing 3 different trials from patient feedback providers. This concluded at
the end of September 2019 and will be formally evaluated in order to determine a final provider. In the meantime,
the Friends and Family Test question set continues, albeit at a lower response rate, within the Trust. Nevertheless,
out of over 10,000 patients over a year period, there are very high scores (4 and above) for recommending the
service/hospital, and also, for those who completed the questionnaire using the ‘I want great care’ portals. There is
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also high scores relating to care planning, cleanliness, dignity, information, feeling involved, kindness, being listened
to and feeling safe. The word cloud below demonstrates some of the descriptions provided:

5.2.2 SOCIAL MEDIA ANALYSIS
Social media posts are now being fully responded to either through the communications or the patient experience
team. For the latter, all cases are reported onto Datix™ for further analysis.
5.3.3 BEREAVEMENT SERVICE FEEDBACK
There has been anecdotal feedback from a range of sources that the timeliness of death certification is highly
variable, and has caused distress to the bereaved. The Bereavement Team are currently performing an in-depth
audit of the timeliness and its impact, and will report back in full to the PMEG and the Quality and Safety Committee.
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APPENDIX A

QUALITY ASSURANCE MEASURES
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MEDICATION SAFETY

18

INFECTION PREVENTION AND CONTROL

19

EFFECTIVENESS

Note: The RAMI measure is based on calculation from CHKS. CHKS risk-adjusted indicators (including RAMI) are re-based to 2018 version from August 2019.
Values have been re-calculated to using the re-based version.
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EFFECTIVENESS

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 (17/10/2019).
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SAFETY
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EXPERIENCE

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