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This Quality Account is available from a number of sources including the Trust’s internet site and the NHS Choices website.

Please note that some of the images used in our Annual Quality Account 2021/22 were taken prior to the COVID pandemic 
or before masks and social distancing were mandated.
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Introduction

This Quality Account is an annual report to improve public 
accountability about the quality of healthcare services that our 
Foundation Trust delivers and our plans for improvement.

Set contents for the report are outlined in the NHS Act 2009, the Quality Accounts 
Regulations1, and annual guidance from NHS Improvement. Quality improvements 
are set out in 3 core categories of patient safety, clinical effectiveness, and patient 
experience. The report summarises our performance against the quality priorities 
and objectives we set at the start of 2021/2022 and what we plan to achieve 
during 2022/2023. Feedback from our patients, Governors, and Surrey Heartlands 
CCG on behalf of North West Surrey Integrated Care Partnership (NWS ICP) on 
how well they think we are doing is incorporated in the report.

Your feedback

If you have any comments or suggestions on this Quality Account, we will 
welcome your feedback. Please contact Mrs Andrea Lewis, Chief Nurse, 
through our Patient Experience Team’s advice and liaison service on email: 
asp-tr.patient.advice@nhs.net or telephone: 01932	722216.

1  NHS (Quality Accounts) Regulations 2010 as amended by the NHS (Quality Accounts) Amendment Regulations 2011, 2012, 2017, 
2018 and 2020 (collectively “the Quality Accounts Regulations”).
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Part 1: Statement on quality from the Chief Executive of 
Ashford and St. Peter’s Hospitals NHS Foundation Trust 

Welcome to our twelfth Quality Account for Ashford and St. Peter’s Hospitals NHS Foundation 
Trust. This is an annual report to the public about the quality of services that the Trust delivers 
and describes just how important we consider that patient experience, quality of care and 
safety are within our hospitals.

We are now four years into our 2018-2023 Strategy, and 
in context of the COVID-19 pandemic challenges faced 
in 2020/2021 and 2021/2022, we remain focussed on 
reaching our vision of providing outstanding experience and 
the best outcome for patients and our Team. Our quality-of-
care strategic objective to achieve this vision was refreshed 
during 2022. Our Quality Objective to ‘Create a learning 
organisation and culture of continuous improvement in 
order to reduce repeated harms and improve patient 
experience’ has evolved in recognition of our achievements 
and learning in the last year, and that we are entering a 
period of growth as a learning organisation. The refreshed 
Quality Objective for 2022/2023 is to ‘Grow and develop as 
a place of learning, underpinned by a culture and mind-
set of continuous improvement that reduces harm and 
improves patient care and experience’.

We are continuing our focus on recovery, transformation 
and learning to achieve tangible quality improvement next 
year. You can read more about next year’s priorities in 
Section 2.1.1.

In order to deliver the Trust Vision our principal focus 
for our Quality Objective was on transforming ourselves 
into a learning organisation and this continued to be our 
key quality improvement focus in 2021/2022. Our annual 
quality priorities set out how we will put this into practice, 
and we said we would focus on:

• Learning from errors and reducing avoidable harm

• Learning from patient feedback to ensure an excellent 
experience

• Learning from deaths and reducing in-hospital mortality

Our overall performance against the 2021/2022 priorities is 
outlined in Section 3.1.

As the national COVID-19 pandemic situation continued to 
evolve throughout 2021/2022 we continued to prioritise 
the infection prevention control (IPC) parts of our strategy. 
In the context of the highly successful national COVID-19 

vaccination programme, and admirable uptake of the vaccine 
across the country, the pressure on critical patient care 
provision began to reduce as the number of people requiring 
intensive care fell. The emergence of the Omicron Variant 
however saw an increase in COVID infection rates nationally 
and locally, and admissions to hospital continued. Whilst our 
patients were not becoming as seriously ill as with previous 
waves, a high level of demand in our hospitals and across 
the NHS system was sustained. The Trust’s main efforts in 
2021/2022 were focussed on COVID-19 recovery for routine 
patient care, staff wellbeing and our Infection Prevention 
Control Strategy which centred on the prevention of 
COVID-19 transmission and other infections in our hospitals 
and in the community. I am pleased to report that overall, the 
Trust’s comparative infection rates for E Coli, Clostridiodes 
difficile, Klebsiella, MRSA and MSSA bacteraemia’s, 
benchmark extremely well nationally for 2021/2022, 
evidence that our IPC strategy emphasis on getting the basics 
right has had a positive impact on patient experience. 

In November 2021, the Trust welcomed an unannounced 
CQC inspection which covered the Safe and Well Led 
Domains in Medicine and Surgery on both the Ashford 
and St. Peter’s sites. The Trust maintained its overall rating 
of GOOD with improved ratings for the SAFE Domain for 
Surgery in Ashford Hospital, and Medicine in St. Peter’s 
Hospital. Some of the outstanding practices highlighted 
by the CQC were, the Healing Arts steering Group ‘Eternal 
Garden’ project, which recognised the importance of 
the hospital environment and the potential for healing, 
both physical and psychological/spiritual, the range of 
innovations to reduce patient falls, and our support package 
for newly recruited international staff that enabled them to 
gain UK registration. You can read more detail in section 2.2.

During 2021/2022 we wanted to commemorate the 
outstanding response that colleagues have sustained since 
the start of the pandemic in an authentic and meaningful 
way, reflecting some of the incredible achievements and 
remembering colleagues whom we have sadly lost during 
this time. A special edition Yearbook recording Team 
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ASPH achievements and the commemorative COVID Star 
Medal designed by Cambridge sculptor, Harry Gray, known 
for his Battle of Britain monument on the White Cliffs of 
Dover, was gifted to all colleagues who worked during 
the pandemic. Harry designed a contemporary version of 
the Florence Nightingale medal so that NHS workers had 
something to wear in recognition of their service.

In December 2021 , we were delighted to be joined by 
Kirsty Gallagher, television and radio presenter and health 
and wellbeing enthusiast, as well as local councillors and 
governors to formally open our brand-new staff Wellbeing 
Hub at St. Peter’s Hospital. This further recognises the hard 
work and efforts of our staff and invests in their continuing 
wellbeing, which we know ultimately benefits our patients. 
The hub was designed in collaboration with Team ASPH, and 
features an array of comfortable seating, booths, lockers, 
games, and an incredible gym. 

Many aspects of our quality improvement work had been 
paused for a time in 2020/2021. These initiatives were 
restarted in phases throughout 2021/2022.

This year, we have continued our comprehensive 
programme of local safety improvements. Since April 2021 
there has been a further reduction in confirmed medication 
incidents which resulted in any level of patient harm, which 
is a 55% reduction since the program started.

Our maternity service has implemented a number of quality 
and safety improvements and I am thrilled to report a 
significant reduction in surgical site infections (SSI) following 
caesarean section this year which reflects the ongoing Team 
commitment to improving care for women and their families. 
Another important safety initiative was the introduction of 
the Tommy’s app, an online medical clinical decision-making 
tool to ensure women receive the right care at the right time 
with our Trust being one of the pilot adopter sites of this. 
Other initiatives across maternity services have included 
the new birth choices clinic, and development of our 
multidisciplinary emergency care teaching programme.

During 2021/2022 we continued our work in preparation 
to introduce electronic patient records. In May 2022, we 
introduced electronic prescribing as part of our Surrey Safe 
Care programme to further enhance medication safety for our 
patients. At the same time, we introduced electronic patient 
records in collaboration with the Royal Surrey County Hospital 
(RSCH). This is an incredible achievement which will deliver 
inherent safety benefits through a reduction in the number of 
systems used across the patient pathway. It will include built 
in clinical safety care plans, and the ability for clinical staff 
caring for patients to see comprehensive patient records 
twenty-four hours a day wherever they are seeing patients. 

Our ongoing commitment to harm reduction supported by 
our Harms Free Care Strategy continues to strengthen our 
approach to reducing hospital associated harms related to 
venous thromboembolism (VTE), pressure ulcers, catheter-
associated urinary tract infections, falls and harm associated 
with inadequate nutrition and hydration. We have 
introduced a number of improvements through small but 
impactful practice changes such as a new catheter care plan 
to standardise care for our patients with urinary catheters 
in the Trust and the use of ‘Trolley Companion Devices’ in 
ED to reduce pressure ulcers. Despite the pandemic, we 
have also been able to run a range of awareness campaigns 
across the Trust such as, ‘Don’t Fall for Me’ on Valentine’s 
day campaign, ‘April no Falls Day’, November World 
Pressure Ulcer Day, a Nutrition and Hydration Awareness 
Week, and a ‘But First a Drink’ campaign all focussed on 
improving the quality of care for our patients. 

Our ViewPoint electronic real time patient/carer feedback 
system was expanded to allow patients to give feedback 
via SMS texting as well as via kiosks and iPads located in 
wards and departments across the Trust. We have seen 
improvements in the amount of feedback we are receiving, 
and this continues to help shape our services and improve 
care quality to better meet needs and preferences of 
patients, their families, and their carers. Similarly, we 
have run a number of surveys to gauge staff wellbeing 
and opinion on the Trust as a place to work, to inform 
improvements in working life. You can read more about our 
wellbeing initiatives in section 2. 

I am pleased to share some of our other significant 
achievements across the Trust in 2021/2022 in so many 
varied areas of clinical quality.

I am immensely proud that in 2021, three amazing nursing 
colleagues in the Trust were presented the Chief Nursing 
Officers Silver Award by Ruth May, Chief Nursing Officer 
for England. Hannah Spencer, Head of Paediatric Nursing 
– Women’s Health and Paediatric Division, Charlotte 
Broughton, Head of Patient Experience and Fiona Holley, 
Head of Education – Nursing, Midwifery and Allied Health 
Professions received the Silver Award in recognition of their 
major contributions to patients and the nursing profession 
in their speciality areas. 

In July 2021 we collaborated with local healthcare partners 
to launch the Lighthouse Laboratory Project, creating a 
state-of-the-art lab processing an incredible 30-40,000 
COVID-19 PCR tests a day across Berkshire and Surrey. The 
laboratory receives PCR tests from home testing and local 
testing sites in the region, as well as the rest of the country 
when needed.
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I am pleased that our links with the Royal Holloway 
University have enabled us to strengthen our quality 
improvement methodology and share our learning from 
patient outcomes with the wider healthcare community 
through the publication of papers in peer reviewed 
academic journals. 

One of our key quality improvements in 2021 culminated 
in some exciting transformational changes at both our 
hospital sites. At St. Peter’s we opened a brand-new Urgent 
and Emergency Care Centre for our patients in September 
2021. The facility provides an ambulatory care unit (AECU) 
and a clinical assessment unit (CAU) for emergency patients 
attending the hospital who need more specialist care than can 
be provided at our Urgent Treatment Centre or the Emergency 
Department (ED). This means that in the AECU patients are 
assessed, diagnosed, treated and are able to go home the 
same day, without being admitted into hospital overnight. In 
the CAU patients are rapidly assessed and treated by a range of 
specialists from Trauma and Orthopaedics, Medicine, Surgery, 
and Gynaecology and decisions made about ongoing care. The 
Centre has been designed by our clinical teams, patients, and 
healthcare partners to provide an enhanced, fit for purpose 
department that ensures patients are treated in the right 
place, at the right time.

Our Ashford site has been developed as a system centre 
for elective surgical activity for Ashford and St. Peter’s 
Hospitals and Royal Surrey County Hospitals, and as part of 
this work a number of significant patient safety initiatives 
were developed. For example, it is essential that we are 
able to move vital supplies and emergency blood without 
delay between hospital sites. We were absolutely thrilled 
to have purchased a high speed ‘Blood Bike’ as a result of a 
generous anonymous charitable donation as our preferred 
transport solution. The bike arrived in December 2021 and is 
now utilised regularly to support our Massive Haemorrhage 
Response and transport of emergency blood products and 
equipment between both St. Peter’s and Ashford sites. 

Our Healing Arts Programme has gone from strength to 
strength since relaunch in January 2021 and aspects have 
been highlighted by the CQC during our November 2021 
hospital inspection as an example of outstanding practice. In 
February, the team celebrated the start of our Healing Arts 
2021 transformation work with a ground-breaking ceremony 
for our ‘Eternal Garden’, joined by the Friends of St. Peter’s 
Hospital who sponsored the project, the garden designer and 
team carrying out the work. A designated hospital courtyard 
space has been transformed into area of peace, tranquillity 
and reflection for patients, away from the busy hospital wards. 
The leafy courtyard and garden room is suitable for hospital 
beds and will be open for our patients at the end-of-life to 
use both day and night, all year round, to spend precious time 

with loved ones. We were thrilled that the garden was opened 
in April 2022 by Gardeners World presenter Arit Anderson 
cutting the ribbon, in a well-attended ceremony which 
included key local figures, representatives from the hospital’s 
League of Friends and hospital staff. 

The Trust has embarked on two brilliant new partnerships with 
Egham Orbit and Woking Leisure Centre for hosting outpatient 
musculoskeletal (MSK), Paediatrics and Pelvic Health 
physiotherapy services supporting the Trust commitment 
to help manage patient care within the community. The 
team have a range of brand new clinic rooms to assess and 
treat patients, and offer a variety of exercise, education, and 
rehabilitation classes. Utilising the state-of-the-art facilities, 
under the supervision of physiotherapy staff, patients are able 
to complete tailor made exercise programmes in preparation 
for surgery as well as providing support for patients with 
persistent pain, fatigue, stress, anxiety, or sleep disturbance 
and common MSK conditions. These partnerships have 
enabled the team to provide a hybrid service of face-to-face 
and virtual clinics, enabling patients the flexibility to have their 
care centred to their preference and needs.

Finally, in February 2022, we were delighted to announce 
that Ashford and St. Peter’s Hospitals have been named 
a Veteran Aware Trust in recognition of our commitment 
to improving NHS care for veterans, reservists, members 
of the Armed Forces and their families. The accreditation 
from the Veterans Covenant Healthcare Alliance (VCHA) 
acknowledges the Trusts commitment to train, create 
awareness of charities and NHS services, and to provide 
support at work. Going forward we will continue to develop 
our current services and seek more ways to enhance the 
care we deliver to our veterans.

As Chief Executive I am confident in the quality of services 
we provide, and that for the majority of our quality and 
performance targets we meet the standards expected by 
and acceptable to our regulators and commissioners.

You will know that throughout this financial year we were 
faced with a continued challenge because of the COVID-19 
pandemic. As a result, the external audit opinion on our data 
quality is not required for this report as would be usual.

The information in this Quality Account is provided from our 
data management systems and our quality improvement 
systems and is to the best of my knowledge accurate and 
provides a true reflection of our organisation.

Julie Smith  
Chief Executive 

14 June 2022
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Part 2: Priorities for improvement and statements 
of assurance from the Board

2.1	Priorities	for	improvement

Section 2.1.1 describes priority areas for improvement in 
the quality of relevant health services that the Trust intends 
to provide or sub-contract in 2022/2023 and outlines 
why these measures were chosen based on our strategic 
direction, national aims, and quality of care review of our 
existing improvement programmes.

2.1.1	Priorities	for	improvement	
for	2022/2023

Governors, Surrey County Council, North West Surrey CCG, 
and staff stakeholders were consulted on our proposed 
priorities for next year which were approved by Trust Board 
on 31 March 2022. Patient Panel representatives and 
Governors incorporated patient and public perspectives.

Assurance will be via bimonthly oversight by Trust Board 
with focussed updates to stakeholders and Governors.

In line with our strategic aim our overall priority is to 
grow and develop as a place of learning, underpinned by 
a culture and mindset of continuous improvement that 
reduces harm and improves patient care and experience. 
Our core priority areas continue to be:

• Improving medication safety by reducing harm to 
patients resulting from medications errors and serious 
incidents

• Improving infection prevention and control by reducing 
the incidence of avoidable harm from infections and 
ensuring best practice use of antimicrobials

Our key enablers to achieve these priorities are strategies 
for quality, medication safety and infection prevention 
and control. These priorities were set after reviewing 
the quality of our services in 2021/2022 which indicated 
that our focus on both areas should continue in order to 
optimise patient safety.

Discontinued	priorities

Each year we renew our quality improvement priorities 
considering our strategic aim, and consider what we have 
achieved and what we must do next to ensure we are 
a learning organisation with continuous improvement. 
Achievement against the current year’s priorities is outlined 
in detail in Section 3.1. We have chosen not to discontinue 
any priorities this year rather, continue in 2022/2023 to 
improve on the achievements of 2021/2022 with the 
introduction of some stretch targets, where applicable.
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Priority	1	Patient	Safety	–	learning	from	errors	and	reducing	avoidable	harm	and	in-hospital	infection

1.1 The	number	of	medication	errors	
resulting	in	harm,	of	any	severity,	will	
be	on	average	<	6.5	per	month	(<78	
per	year).

The 5 year WHO (World Health Organisation) global safety challenge; reducing 
medication related harm by 50% over 5 years, was achieved. Despite the WHO Global 
Safety Challenge having ended, medication safety continues to be a quality priority for 
the Trust and the programme of local safety improvements will continue, with a revised 
aim for 2022/2023, stretching the target further.

A key tool to improve medicines safety is the electronic prescribing system (Surrey Safe 
Care), which came on-line in May 2022.

1.2 To	reduce	Surgical	Site	Infection	(SSI)	
rates	to	agreed	target,	by	procedure,	
by	the	end	of	2022/2023.

Last year there was evidence of sustainable improvement for patients undergoing 
caesarean section, (SSI rate of 16.9% in 2020/2021 to 11.5% in 2021/2022). The 
2021/2022 SSI reduction aims were achieved in two specialties: elective hip and breast 
surgery.

For 2022/2023, each specialty has been set an individual aim, based on local or 
available National Benchmarking data.

1.3 Trust	average	for	monthly	ward	hand	
hygiene	audits	to	be	above	80%	by	the	
end	of	2022/2023.

1.3 and 1.4 are new quality priorities for 2022/2023 and both strongly align with 
our North Star objective to create a new operating model that ends health and care 
acquired infections for the team, patients, and the community we serve. Hand hygiene 
audits are currently performed in clinical areas and recorded on the Trusts audit 
software, Tendable. A new audit to support the appropriate use of gloves has been 
introduced to further strengthen infection control practice in the clinical areas.

1.4 Reduce	inappropriate	glove	usage	
by	5%	Trust	wide	by	the	end	of	
2022/2023.

1.5 The	Sepsis	QI	programme	will	improve	
the	adult	ED	and	inpatient	Sepsis	6	
care	bundle	performance	by	25%	from	
2021/2022	baseline	by	the	end	of	
2022/2023.

An audit of the Sepsis 6 care bundle in 2021/2022 established a baseline against which 
the 2022/2023 improvement target was set. We will continue to seek to improve 
specific areas identified from 2021/2022.

It is also worth noting that the implementation of the electronic patient record in 
May 2022, is expected to improve patient safety through the early identification and 
management of sepsis.

1.6 To	reduce	avoidable	harm	to	patients	
on	long	waiting	lists	where	the	waiting	
threshold	has	breached	the	2019	
baseline	by	establishing	a	clinical	
surveillance,	validation,	and	risk	
assessment	process	that	identifies	and	
prioritises	patients	at	risk	of	harm.

A new group, the Patient Pathway Clinical Harms Oversight Group, is being established 
to oversee the development of patient safety pathway plans for all patients on  
waiting lists.

Priority	2	Clinical	Effectiveness	–	Learning	from	deaths	and	addressing	episodes	of	poor	care	

2.1 100%	of	applicable	deaths	to	receive	
a	structured	judgement	review	(SJR)	
and	results	shared	with	the	National	
Learning	Disabilities	Mortality	
Review	(LeDeR)	Programme	where	
appropriate.

This is a continuation of the 2021/2022 programme. Developing a strong base of 
mortality reviewers and working collaboratively with neighbouring Trusts for learning 
and development will be a focus. A key factor in achieving this will be the successful 
recruitment of the Mortality Improvement Lead.

2.2 Achieve	95%	target	for	in	hospital	
deaths	having	an	initial	review	within	
2	days	by	the	end	of	2022/2023.

Work will continue to build on recent improvements in mortality review form 
completion with the focus on them being completed within the 48-hour window.

2.3 90%	of	emergency	admissions	to	be	
seen	by	a	Consultant	within	14	hours	
of	admission	by	the	end	of	2022/2023.

This is a new measure which is informed by Standard 2 of the Keogh Standards for 
Seven Day Services. This is currently measured through a continuous audit however 
after previously meeting this target in 2020/2021 performance then fell. Meeting this 
standard has implications for patient safety and efficient patient flow through the 
hospital. 

This data is currently collected from a manual review of patient notes, however once 
the electronic patient record is introduced work will be begin on automating data 
collection and allow far greater numbers of patient records to be audited. 

2.4 90%	ongoing	daily	consultant	directed	
patient	reviews	are	documented	by	
the	end	of	2022/2023.

This is a new measure based on Standard 8 of the Keogh Standards for Seven Day 
Services. Where applicable, patients should receive a daily ongoing review by a 
Consultant. As above data collection is expected to be positively impacted by the 
electronic medical record, Surrey Safe Care. 

2022/2023 Quality Account improvement priorities
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Priority	3	Patient	Experience	–	Our	learning	culture	is	reducing	harm	to	improve	patient	experience	

3.1 The	total	response	rate	to	the	Friends	
and	Family	Test	survey	question	will	
increase	to	20%	of	all	eligible	patients	
by	the	end	of	Q2	2022/23.

A ViewPoint improvement programme commenced in January 2022 with the aim to 
increase the number of FFT responses from across all ASPH sites and services from 
5% to 20% by September 2022. The aim being to increase 2-3% monthly. The plan to 
achieve this requires three key improvements. 

• All ViewPoint devices to function well and staff to know how to escalate issues with 
the devices

• To increase awareness of ViewPoint to Ward staff

• Increase engagement from ward staff and increase responses.

A mixed model approach will be used to achieve this plan, overseen by our Viewpoint 
Feedback Working Group.  

3.2 By	the	end	of	Q4	2022/2023	through	
improved	response	rates,	exploit	and	
enhance	thematic	reporting	against	
our	strategic	patient	experience	
objectives,	where	achievement	is	less	
than	95%	and	where	required	set	an	
appropriate	improvement	goal.

This is a continuation priority. Improvements have been made to the ViewPoint 
dashboard and the Divisions are using the feedback data for reporting which can be 
broken down to departmental levels. Performance and actions are discussed at Patient 
Experience Monitoring Group.

3.3 By	the	end	of	2022/2023	through	a	
combination	of	experience	based	co	
design	and	system	changes,	reduce	
the	number	of	complaints	and	PALS	
concerns	related	to	appointment	
letters	by	25%	from	2021/2022	
baseline.

The Trust continues to use a multi-professional approach to learn from incidents, 
complaints, concerns and claims. Each concern is reviewed by the division and the 
learning disseminated. The Patient Experience Team has shared these experiences with 
patients’ stories shared at Board level. Multiple methods to feedback to those involved 
include the Chief Executive regularly meeting with complainants to hear first-hand 
patient experience stories. Another Health Care play is planned to promote a reflective 
learning environment for staff. The Patient Experience Team endeavour to offer 
resolution meetings to complainants wherever appropriate to ensure the most effective 
and timely response to a concern. Improvement to appointment letters continues to 
progress and with the implementation of Surrey Safe Care in May 2022 it is anticipated 
that this will also help.

3.4 Through	focussed	quality	
Improvement	initiatives,	reduce	the	
number	of	incidents,	complaints	
and	PALs	concerns	related	to	patient	
discharge	by	20%.

The recruitment of a discharge lead nurse and close working with HealthWatch Surrey, 
are the steps the Trust is taking to actively improve the experience of patients and their 
families. The return of unrestricted visiting in April 2022 is expected to restore stronger 
communication between loved ones and their relatives thus improving communication 
around discharge plans.
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2.1.2	NHS	Improvement	(NHSI)	
disclosures

This section outlines progress in NHS Improvement’s 
focus areas for 2021/2022.

Local	Safety	Improvements
This year, we have continued our comprehensive programme 
of local safety improvements. A successful Trust wide 
medication safety improvement programme has reduced 
medication incidents resulting in patient harm from an 
average of 7 per month (2020/2021) to an average of 6.6 
per month (2021/2022) representing a 5% decrease. Using 
Quality Improvement (QI) methodology, we have been able 
to demonstrate sustained improvements in the number of 
incidents resulting in harm being reported each month.

This year, we have focussed on:

• Sharing	learning	from	incidents – the weekly 
Multidisciplinary (MDT) Safety Huddles remain as bi-
weekly virtual huddles, facilitating the continuation of 
shared-learning through the COVID-19 pandemic. The 
virtual huddles are well attended and engagement from 
ward-level, clinical staff continues. This forum generates 
key medication safety messages that are circulated to 
a wide audience via email, regular Aspire articles and 
the monthly Medicine Newsletters put together by the 
Medicine Clinical Practice Education Team.  
 
A Trust wide project to improve the reflective practice 
surrounding errors to ensure a reduction of the 
incidence of repeated and/or avoidable harm to patients 
from medication errors, resulted in an amended 
reporting process to promote shared learning as well as 
highlighting any incidents that involved temporary staff 
– to enable appropriate communication with outside of 
Trust employment agencies. 

• Reducing	Prescribing	Errors – several safety alerts 
have been introduced, such as new red allergy stickers 
for patients allergic to penicillin, purple wristbands for 
patients receiving a dose or course of gentamicin and a 
medication allergy alert card, for patients experiencing a 
first-time drug reaction whilst under our care.

• Direct	Oral	Anticoagulants	(DOACs) – this work 
commenced following a serious incident in November 
2020 and resulted in a system-wide MDT learning event 
last year. In 2021 a DOAC counselling checklist and Patient 
Information Leaflet was developed and introduced. 
This gives both medication information and checks the 
patient’s understanding of their treatment regime. 

• Insulin	Safety – the new safer insulin infusion protocols 
were launched Trust-wide in May 2021 and their impact 
continues to be monitored to ensure these lead to safer 
insulin prescribing, particularly with the introduction of 
e-prescribing in 2022/2023.

• Opioid – To reduce the incidents of duplicate opioid 
administration, transdermal patch identification was 
added to the nursing Body Map documentation.

• Safer	Oxygen	Prescribing – A Trust-wide project to 
reduce the variation in deliveries of Oxygen cylinders, 
ensuring sufficient stock levels, (highlighted as an area 
of concern within the COVID-19 pandemic), and access 
to appropriate equipment for transfer and emergency 
situations. As a result, a new top up system has been 
implemented for the respiratory ward.

• Alcohol Detox – an increase in alcohol related 
admissions during COVID-19 highlighted a lack of 
knowledge around Detox regimens. There is now a 
training video accessible electronically to all staff.

• Reducing	the	number	of	omitted	doses	of	medication	
(in	particular,	anti-coagulants) – the practice of 
reviewing the patient’s drug chart for medication 
omissions has continued and findings are reported 
back to ward teams monthly. The successful practice 
of reviewing the patient’s drug-chart (for omitted 
medication) at the nursing bedside handover has now 
been adopted Trust-wide. 

• Ockenden	Report	– The Ockenden final report was 
released in March 20222 and set out a range of 
immediate improvements required in maternity services 
across the NHS. In 2021/2022 the Trust had already 
been making good progress to achieve full compliance 
with the seven original immediate and essential actions 
released as part of an interim report in December 
2020. Maternity services have introduced twice a day 
seven day a week consultant led ward rounds, and 
some workforce investment for both midwifery and 
obstetric staffing. A further workforce assessment for 
midwifery work is ongoing to achieve the remaining 
Ockenden actions, and to benchmark against the 
additional recommendations made in the final report. 
Areas for development in the coming year are to work 
with our maternity electronic patient records provider to 
strengthen the evidence that a clinical risk assessment 
has taken place at every antenatal appointment, and to 
improve our digital information available via the Trust 
website, both of which are already in progress. A visit 
by the Regional Chief Midwifery Officer’s Team to assess 
progress against the original interim report actions is 
planned for summer 2022.

Our harms reduction initiatives are embedded in our Annual Quality Improvement Priorities to support our overall aim 
of becoming a learning organisation.

2   OCKENDEN REPORT - FINAL (ockendenmaternityreview.org.uk)
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NHS Improvement asks Trusts to report on 2 indicators from 
the 2021 NHS Staff Survey3

• Staff belief in equal opportunities for career progression 
or promotion.

• Workplace bullying or harassment from other staff in the 
past 12 months.

The results show Ashford and St. Peter’s perform the same 
as or better on 6 of the 8 questions compared to other Acute 
Trusts.

Both the areas relate to the Workforce Race Equality Standards 
(WRES) and the Workforce Disability Equality Standard (WDES). 
The Equality and Inclusion Steering Committee, chaired by 

Duty of candour

Communicating openly with patients and families under 
the duty of candour when something serious has occurred 
during treatment of a patient is now well embedded within 
the Trust, with high levels of compliance reported. 

NHS	Staff	Survey	Indicators

As a result of the recent strategy refresh and in line with 
advancements in national strategy the vision for the people 
strategic objective is “Being a great and safe place to be, 
where we continually listen, include, empower and value 
everyone.” We will continue to pursue those principles 
of putting staff at the centre of decision-making and 
developing a culture which generates a sense of ownership. 
As we emerge from the Covid-19 pandemic there is an even 
greater focus on keeping our staff safe, both psychologically 
and physically, promoting inclusion in everything we do as 

Question	 2017 2018 2019 2020 2021 2021 
NHS	
Staff	

Survey	
Average

Organisation	acts	fairly:	Career	Progression:	White 60% 58% 56.50% 59.50% 58.30% 58.60%

Organisation	acts	fairly:	Career	Progression:	BAME 49.30% 46.30% 51.50% 47.20% 48% 44.60%

Organisation	acts	fairly:	Career	progression:	LTC	or	illness 46.70% 50.70% 54.60% 49% 51.40%

Organisation	acts	fairly:	Career	Progression:	No	LTC	or	illness 54.8 45.80% 551.00% 55% 56.80%

Staff	experiencing	discrimination	at	work	in	last	12	months:	White 24.20% 27.50% 27.10% 26.20% 21.10% 23.60%

Staff	experiencing	discrimination	at	work	in	last	12	months:	BAME 26.00% 30.00% 24.50% 28.00% 26.00% 28.50%

Staff	experiencing	discrimination	at	work	in	last	12	months:	LTC	or	illness 27.70% 30.80% 29.20% 23.00% 27%

Staff	experiencing	discrimination	at	work	in	last	12	months:	No	LTC	or	illness 20.00% 18.60% 18.70% 17.10% 17.10%

Table	1:	NHS	Staff	Survey

3 NHS National Staff Survey www.nhsstaffsurveys.com. National averages are across acute Trusts.

well as empowering and valuing our people to listen, learn 
and improve. Through our Culture Change Programme 
we will also offer a wide range of interventions to focus 
on improving our people relations practices and put a 
clear emphasis on improving our diversity and inclusion 
practices. It is important that the diversity of our workforce 
is reflected at all levels of the organisation, and there 
will be a particular focus in areas of deficit aligned to our 
model employer goals. We are currently overhauling our 
recruitment and promotion practices to ensure that our 
recruitment and selection policies and procedures are 
aligned to inclusive practices, underpinned by our values. 
There are also plans in place to be able to support and 
develop our staff to take advantage of opportunities for 
promotions at all levels. Inclusion is a key priority for 
the new People strategy and thus will underpin all our 
work going forward. We have put an increased focus on 
supporting various networks and providing additional 
support for education and promotion of Allyship Schemes.

the Chief Executive, oversees the implementation of the 
Trust’s equality and inclusion improvement action plan. Staff 
engagement has been one of our key priorities working closely 
with the Black, Asian, Ethnic and Minority (BAME) Network, 
LGBTQ+ and disability networks.

The	people	strategic	objective:	“Being a great and safe place 
to be, where we continually listen, include, empower and 
value everyone.” remained a key focus of the 2021/2022 work 
and onwards in the workforce transformation programme. Our 
objectives include creating a clear vison on how the Trust will 
aim to be a great place to work whilst identifying the Trust’s 
unique selling point, clearly understanding what staff prioritise 
when choosing an employer and assessing our performance 
against this.
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Improving	Health	and	Well-Being	

In 2021 we continued to develop our extensive Health and 
Wellbeing offer to staff. In November 2021 we opened our 
new Wellbeing Hub at our St Peters site, which consists 
of two ‘zones’ focusing on relaxation and recreation, with 
state-of-the-art gym equipment, a pool table and table 
football, private booth seating and a range of sofas and café 
style seating and tables. All of which is free for staff to use. 
In 2022 we will open a new wellbeing space at our Ashford 
Hospital and are working with our other sites to understand 
what the best offer will be for them. 

Following the pandemic, we continue to develop our 
comprehensive offer around emotional support, which staff 
continue to access. Moving into 2022 we have reviewed 
and updated our financial wellbeing offer, which will include 
a revised benefit portal for staff to access with more 
opportunities to access rewards and discounts. 

Work also continues on a number of wellbeing campaigns 
across the year such as Stress Awareness Month; to ‘Walk 
this May’ and Men’s and Women’s Health weeks. 

The Trust ensures that staff 
who speak up do not suffer 
detriment by both direct 
assurances as contained in 
Trust policies and practically 
through how the Trust is 
governed. Staff can obtain 
practical advice and support 
from Occupational Health, 
the Employee Assistance 
Programme, and via 
professional bodies.

Rotas	of	doctors	and	dentists	in	training	

The 2016 Terms and Conditions of Service for NHS Doctors 
and Dentists in Training4 requires this report to summarise 
our annual report on rota gaps along with our improvement 
plan to reduce them. The Guardian of Safe Working (GoSW) 
Annual Report on rota gaps and vacancies was submitted 
to People Committee (Sub-Committee of Board) on 23 July 
2021 for the 12-month period ending 31 March 2021. The 
report was also presented to the Board on 29 July 2021. 

Unfilled rota gaps in 2020/2021 averaged at 2.5%. This is 
the lowest level since the introduction of the GoSW in 2016. 
91% of locum shifts were filled by bank with agency use 
accounting for 6% of shifts on average.

The overseas medical Trust Grade Recruitment Programme 
continues to be successful and has reduced substantive 
vacancies. The GoSW can offer assurance that rotas are 
compliant with safe working hours and Junior Doctors feel 
able to exception report, when their working hours exceed 
their agreed work schedule. The GoSW is reassured that 
there have been no instances of patient harm as a result of 
over working.

4 https://www.gosportpanel.independent.gov.uk/

Ashford and St. Peter’s Hospitals NHS Foundation Trust 
considers that this data is as described for the following 
reasons: our staff experience programme is monitored by the 
People Board Sub-Committee, the Trust Executive Committee, 
the Employee Partnership Forum, and the Council of 
Governors. Ashford and St. Peter’s Hospitals NHS Foundation 
Trust is continuously looking at ways to maintain and improve 
our staff survey scores, and in turn the quality of its services, 
by progressing our workforce transformation programme. 
This includes making the Trust a great place to work; there 
is a specific workstream focussing on staff experience and 
priorities when choosing an employer. This is specially aimed 
at improving our staff survey results and more recently is being 
updated to include the requirements of the newly published 
people plan.
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2.2	Statements	of	assurance	
from	the	Board

These statements of assurance follow the statutory 
requirements as set out in the National Health Service 
(Quality Accounts) Regulations as amended.

During 1 April 2021 to 31 March 2022 Ashford and St. 
Peter’s Hospitals NHS Foundation Trust provided and/or 
subcontracted 18 relevant health services. Ashford and St. 
Peter’s Hospitals NHS Foundation Trust has reviewed all 
the data available to them on the quality of care in 100% 
of these relevant health services.

The income generated by the relevant health services 
reviewed in the 12 months ending 31 March 2022 
represents 100% of the total income generated from the 
provision of relevant health services by Ashford and St. 
Peter’s Hospitals NHS Foundation Trust for the 12-month 
period ended 31 March 2022.

Participation	in	national	clinical	audit5 
and	national	confidential	enquiries6 

On 28 March 2020 NHS England informed NHS Trusts 
that all national audit, confidential enquiries, and national 
joint registry data could be suspended7. However, data 
collection for the child health database and MBRRACE-UK- 
perinatal surveillance data should continue. In response 
to this, some of the national audit providers suspended 
data collection completely and others made contribution 
of data optional as long as it did not impact clinical care. 
A number of update letters followed, and data collection 
was resumed. The latest update in December 2021 entitled 
‘reducing the burden of reporting and releasing the capacity 
to manage the COVID-19 pandemic’ stated that due to the 
importance of clinical audit, platforms would stay open but 
clinical teams should always prioritise patient care over data 
collection and submission. 

There have been challenges in continuing audit activity 
and balancing this with clinical care. In particular we 
have needed to ask for extra time to complete some of 
the clinical questionnaires for the national confidential 
enquiry studies. 

In total the Trust took part in all 53 national audit 
workstreams it was eligible to participate in as specified 
in the NHS England Quality Accounts list 2021/2022. 

The National Data Opt-Out (NDO) applies to some of the 
national audits as it gives patients the right to choose 
whether their personal data is used for any reason other 
than direct care. Although the date for compliance with 
NDO is currently extend to 31 July 2022 Ashford and St. 
Peter’s Hospitals NHS Foundation Trust has implemented 
systems to ensure that patients who have signed up to 
NDO are excluded when data is submitted to national 
audits. Therefore, in the following table when we indicate 
the percentage of cases submitted this only includes 
eligible patients and not those with NDO on record. 

5  Clinical audits review clinical practice against evidence-based standards to improve patient care quality.
6  A confidential enquiry involves investigating clinical standards and clinical decisions in specific circumstances to determine whether the 

outcome could have been potentially avoidable
7  https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0113-reducing-burden-and-releasing-capacity-at-nhs-

providers-and-commissioners.pdf
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Table	2:	National	clinical	audits	and	national	confidential	enquiries

National	clinical	audits	and	national	confidential	enquiries	with	participation	rate Percentage	of	cases	submitted
National	audits 
(A	shaded	box	indicates	no	national	data	being	collected)

20/21 21/22

British	Association	of	Urological	Surgeons	(BAUS)	Nephrectomy
Refer to http://www.baus.org.uk/patients/surgical_outcomes/ 

Suspended 100%

British	Association	of	Urological	Surgeons	(BAUS)	Percutaneous	Nephrolithotomy
Refer to http://www.baus.org.uk/patients/surgical_outcomes/ 

Suspended 100%

Case	Mix	Programme
Intensive	Care	National	Audit	and	Research	Centre	(ICNARC)	Case	Mix
Programme	(CMP).	
Refer to https://www.icnarc.org/Our-Audit/Audits/Cmp/About

100% 100%

Child	Health	Clinical	Outcome	Review	Programme
NCEPOD https://www.ncepod.org.uk/transition.html

On hold 100%

Emergency	Medicine	QIPs	Pain	in	Children
Royal College of Emergency Medicine

100% 100%

Falls	and	Fragility	Fracture	Audit	Programme	(FFFAP)	-	Fracture	Liaison	Service	
Database	(FLS-DB)	
Royal College of Physicians (RCP)

100% 100%

Falls	and	Fragility	Fracture	Audit	Programme	(FFFAP)	-	National	Audit	of	Inpatient	
Falls
Royal College of Physicians (RCP)

100% 100%

Falls	and	Fragility	Fracture	Audit	Programme	(FFFAP)	-	National	Hip	Fracture	
Database
Royal College of Physicians (RCP)

100% 100%

Gastro-intestinal	Cancer	Audit	Programme	(GICAP)
	full	name	National	Gastro-intestinal	Cancer	Audit	-	National	Bowel	Cancer	Audit
Royal College of Surgeons (with project management subcontracted to NHS Digital)

100% 100%

Gastro-intestinal	Cancer	Audit	Programme	(GICAP)
full	name	National	Gastro-intestinal	Cancer	Audit	-	National	Oesophago-Gastric	
Cancer	Audit	(NOGCA)
Royal College of Surgeons (with project management subcontracted to NHS Digital)

100% 100%

Inflammatory	Bowel	Disease
Inflammatory Bowel Disease (IBD) Biological Therapies Programme.  
Managed by The Royal College of Physicians for the IBD Registry.  
Refer to www.rcplondon.ac.uk/ ibd https://ibdregistry.org.uk

100% 100%

Learning	Disability	Mortality	Review	Programme	(LeDeR)
Refer to http://www.bristol.ac.uk/sps/leder/. The programme involves reviewing 
treatment of patients with a learxning disability who die in hospital

100% 100%

Mandatory	Surveillance	of	HCAI 
Refer to Public Health England: https://www.gov.uk

100% 100%

Maternal,	Newborn	and	Infants	Clinical	Outcome	Review	Programme	–  
Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across 
the UK (MBRRACE-UK). Maternal mortality surveillance and confidential enquiry 
(confidential enquiry includes morbidity data)  
Refer to www.npeu.ox.ac.uk/mbrrace-uk

100% 100%
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National	clinical	audits	and	national	confidential	enquiries	with	participation	rate Percentage	of	cases	submitted
National	audits 
(A	shaded	box	indicates	no	national	data	being	collected)

20/21 21/22

Maternal,	Newborn	and	Infants	Clinical	Outcome	Review	Programme –
(MBRRACE-UK).  
Perinatal confidential enquiries 
Refer to www.npeu.ox.ac.uk/mbrrace-uk

100% 100%

Maternal,	Newborn	and	Infants	Clinical	Outcome	Review	Programme (MBRRACE-UK).
Perinatal mortality surveillance 
Refer to www.npeu.ox.ac.uk/mbrrace-uk

100% 100%

Medical	and	Surgical	Clinical	Outcome	Review	Programme	–	Crohn’s	disease
National Confidential Enquiry into Patient Outcome and Death (NCEPOD)

100% 100%

Medical	and	Surgical	Clinical	Outcome	Review	Programme	–	Epilepsy	Study
National Confidential Enquiry into Patient Outcome and Death (NCEPOD)

100% 100%

National	Adult	Diabetes	Inpatient	Audit	–	National	Adult	Diabetes	Inpatient	
Audit	(NDISA)	previously	NaDIA	-	Harms
https://digital.nhs.uk.

Suspended 100%

National	Adult	Diabetes	Inpatient	Audit	–	National	Diabetes	Foot	Care	Audit
https://digital.nhs.uk.

Suspended 100%

National	Adult	Diabetes	Inpatient	Audit	–	National	Diabetes	in	Pregnancy	Audit
https://digital.nhs.uk.

Suspended 100%

National	Asthma	and	COPD	Audit	Programme	(NACAP)	–	Adult	Asthma	
Secondary Care
Royal College of Physicians (RCP)

100% 100%

National	Asthma	and	COPD	Audit	Programme	(NACAP)	–	Chronic	Obstructive	
Pulmonary	Disease	Secondary	Care
Royal College of Physicians (RCP)

100% 100%

National	Asthma	and	COPD	Audit	Programme	(NACAP)	–	Paediatric	Asthma	
Secondary Care
Royal College of Physicians (RCP)

100% 100%

National	Audit	of	Breast	Cancer	in	Older	People
https://digital.nhs.uk/data-and-information/clinical-audits-and-registries/

100% 100%

National	Audit	of	Cardiac	Rehabilitation	(NACR)
https://digital.nhs.uk

100% 100%

National	Audit	of	Care	at	the	End	of	Life	(NACEL)	
Refer to: NHS Benchmarking Network http://www.nhsbenchmarking.nhs.uk/nacel 

Suspended 100%

National	Audit	of	Dementia	–	Care	in	General	Hospitals
Royal College of Psychiatrists

100%

National	Audit	of	Dementia	–	Spotlight	Audit	for	Memory	Assessment	Services
Royal College of Psychiatrists

100%

National	Audit	of	Rheumatoid	and	Early	Inflammatory	Arthritis	(NEIAA)
Refer to: https://www.rheumatology.org.uk

Suspended 100%

National	Bariatric	Surgery	Registry	(NBSR)
British Obesity and Metabolic Surgery Society (BOMSS). 
Refer to http://www.bomss.org.uk/

100% 100%
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National	clinical	audits	and	national	confidential	enquiries	with	participation	rate Percentage	of	cases	submitted
National	audits 
(A	shaded	box	indicates	no	national	data	being	collected)

20/21 21/22

National	Cardiac	Arrest	Audit	 
National Cardiac Arrest Audit (NCAA). The NCAA is a national audit  
of in-hospital cardiac arrest which is a joint initiative between The  
Resuscitation Council (UK) and The Intensive Care National Audit and  
Research Centre. Refer to www.ncaa.icnarc.org

100% 100%

National	Clinical	Audit	of	Seizures	and	Epilepsies	for	Children	and	Young	People
Epilepsy	12
Refer to: www.hqip.org.uk and www.rcpch.ac.uk

100% 100%

National	Comparative	Audit	of	Blood	Transfusion	–	2021	Audit	of	Blood	
Transfusion	against	NICE	Guidelines
NHS Blood and Transplant

100% 100%

National	Elective	Surgery	PROMS	–	Hip	Replacement
National Elective Surgery Patient Reported Outcome Measures (PROMs) for Hip 
Replacement. For all procedures provisional data is available. www.digital.nhs.uk 
*Elective surgery was much reduced in 2020/2021 due to COVID-19 pandemic 
response

137 cases 368 cases

National	Elective	Surgery	PROMS	–	Knee	Replacement
National Elective Surgery Patient Reported Outcome Measures (PROMs) for Knee
Replacement. www.digital.nhs.uk For all procedures provisional data is available.
*Elective surgery was much reduced in 2020/2021 due to COVID-19 pandemic 
response

115 cases 382 cases

National	Emergency	Laparotomy	Audit
National Emergency Laparotomy Audit (NELA). Refer to www.hqip.org.uk

100% 100%

National	Joint	Registry	Data
National Joint Registry data collection on hip, knee, ankle, elbow and shoulder joint 
replacements. Refer to www.njrcentre.org.uk 

97% 91.6%

National	Lung	Cancer	Audit
National Lung Cancer Audit (NLCA). Managed by The Royal College of Physicians. 
Refer to www.rcplondon.ac.uk/resources/national-lung-cancer-audit 

100% 100%

National	Paediatric	Diabetes	Audit
www.npda-results.rcpch.ac.uk/unit-data.aspx

Suspended 100%

NCAP	Acute	Coronary	Syndrome	(Heart	Attack)
Acute Coronary Syndrome or Acute Myocardial Infarction in the Myocardial 
Ischaemia National Audit Project (MINAP). Managed by The National Institute for 
Cardiovascular Outcomes Research (NICOR). Refer to www.nicor.org.uk

100% 100%

NCAP	Cardiac	Rhythm	Management	(CRM)	Audit
National Institute for Cardiovascular Outcomes Research (NICOR).
Refer to www.ucl.ac.uk/nicor

100% 100%

NCAP	National	Heart	Failure	Audit
National Heart Failure Audit. Managed by The National Institute for Cardiovascular 
Outcomes
Research (NICOR). Refer to www.ucl.ac.uk/nicor/audits/heartfailure

100% 100%

NCAP	Primary	Coronary	Intervention
Primary Coronary Intervention (PCI) National Audit. Managed by The National 
Institute for Cardiovascular Outcomes Research. (NICOR).  
www.ucl.ac.uk/nicor/audits adultpercutaneous/documents/annual-reports

100% 100%
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National	clinical	audits	and	national	confidential	enquiries	with	participation	rate Percentage	of	cases	submitted
National	audits 
(A	shaded	box	indicates	no	national	data	being	collected)

20/21 21/22

Neonatal	Intensive	and	Special	Care	Audit
Neonatal Intensive and Special Care Audit Programme (NNAP) managed by The 
Royal College of Paediatrics and Child Health. All cases are submitted to the audit by 
downloading from the patient record system used in neonatal units. 
Refer to www.rcpch.ac.uk/nnap

100% 100%

Out	of	hospital	cardiac	outcomes	(OHCAO)
University of Warwick

100%

Perioperative	Quality	Improvement	Programme	(PQIP)
Royal college of Anaesthetists. www.pqip.org.uk/

Suspended Participating

Respiratory	Audits	-	National	Outpatient	Management	of	Pulmonary	
Embolisms	Audit
British Thoracic Society

100%

Sentinel	Stroke
Sentinel Stroke National Audit Programme (SSNAP). Refer to www.strokeaudit.org 

100% 100%

Serious	Hazards	of	Transfusion	(SHOT)
UK National Haemovigilance Scheme. Refer to www.shotuk.org

100% 100%

Seven	Day	Hospital	Services	
Refer to: www.england.nhs.uk/seven-day-hospital-services

100% 100%

Society	of	Medicine	Benchmarking	Audit	(SAMBA)
Registered for this audit for 2020/21. 
Refer to: www.acutemedicine.org.uk/new/samba19

Delayed data 
collection

100%

Trauma	Audit	&	Research	Network	(TARN)
The Trauma Audit & Research Network (TARN)/University of Manchester

100% 100%
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National	clinical	audits	reviewed

The reports of 42 national clinical audits were reviewed by Ashford and St. Peter’s Hospitals NHS Foundation Trust in the 12 
months ending 31 March 2022 and the Trust intends to take the following actions to improve the quality of healthcare provided, 
as outlined in the table below. Note that not all the national audit reports were available during the 2021/2022 period and a 
selection of some of our results with improvement work is shown below.

Table	03:	Improvement	actions	from	national	clinical	audits

National	clinical	audits	reviewed	with	improvement	actions
Epilepsy	audits 
In Dec 2021 a report was issued on concerning themes in epilepsy audits in the national programme. It is acknowledged 
that the Trust cannot always see patients as quickly as recommended but this is mitigated to some extent through 
telephone appointments. In maternity there is a good working relationship between the specialist consultant for epilepsy 
and the neurology consultants. Work is progressing with a business case for an epilepsy nurse specialist who will help to 
manage complex cases and also help reduce waiting times for appointments.

SSNAP-Stroke	Audit 
The Trust’s performance fell for one key indicator which was admission to a Stroke Unit within 4 hours of arrival. This 
was due to changes in the flow of emergency patients put in place due to COVID-19 and the need to have the results 
of the patient’s COVID-19 test taken on admission. There is a comprehensive review of emergency patient flow and 
improvement work underway.

LeDeR-Learning	Disability	Deaths  
The Trust has reviewed and strengthened its processes for reporting the deaths of learning disability patients for review 
by the LeDeR programme. With the addition of the requirement to report the deaths of patients with a diagnosis of 
autism additional methods to identify these cases are now in place. The learning for cases reviewed by the regional LeDeR 
panel is fed back into the Trust through a revised Mortality Review Panel.

National	Confidential	Enquiries	into	Patient	Outcome	or	Death	(NCEPOD)
Hard	to	Swallow – Dysphagia in Parkinson’s Disease Full completion of self-assessment has been delayed due to clinical 
pressures however initial assessment indicates good compliance with the recommendations in most areas. An action 
identified is to improve the written information at discharge on how to manage swallow difficulties. 

Knowing	the	Risk – Peri-operative care of surgical patients. The Trust is moving ahead with an electronic consent solution 
to work alongside the Cerner electronic patient record. This is expected to improve patient experience through providing 
comprehensive patient information about procedures and reducing variability in practice between clinicians. The system 
will allow information to be sent to patients electronically so that they can take time to consider risks and benefits, 
supporting the current model of video and telephone consultations. The patient can remotely sign the consent forms if 
they are happy to do so or wait and sign when next attending hospital if they have any further questions. Information will 
also be available in hard copy for those who cannot access digitally. 

The reports of two national confidential enquiries were reviewed by Ashford and St. Peter’s Hospitals NHS Foundation 
Trust in the 12 months ending 31 March 2022 and the Trust intends to take the following actions to improve the 
quality of healthcare provided, as outlined in the table below.

Table	4:	Actions	from	national	confidential	enquiries

Local	clinical	audits	reviewed

The reports of 17 local clinical audits were reviewed by the Trust in the 12 months ending 31 March 2022 and improvement work 
is shown below in Table 5. Learning from audits is shared in educational meetings and in learning publications.
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Participation	in	clinical	research

In the last 12 months ending 31 March 2022, we recruited 
more than 1700 patients receiving relevant health services 
to participate in clinical research approved by NHS Research 
Ethics Committee and Health Research Authority. The impact 
of clinical research on improving the standard of care is 
invaluable in improving the standard of care for patients is 
invaluable and truly benefits future generations. Our research 
portfolio comprises of both academic and commercial studies 
alike to give our patients the opportunity to participate and 
potentially benefit from research. Some of our important 
trials over the last year are:

Horizon:	Dr	Khaled	Yazji	and	Dr	Sumeet	Sharma,	
Consultant	Cardiologists

A randomised double-blind, placebo-controlled, multicentre 
trial assessing the impact of lipoprotein (a) lowering with 
TQJ230 (Pelacarsen) on major cardiovascular events in patients 
with established cardiovascular disease (CVD). Lipoprotein 
(a) is recognised as an independent risk factor biomarker for 
Cardiovascular Disease. This is a pivotal phase 3 study designed 
to support an indication for the reduction of cardiovascular risk 
in patients with established CVD and elevated lipoprotein (a). 
The study population will consist of subjects with established 
CVD; 7,680 males and females; age 18 to 80 years.

Examples	of	Local	clinical	audit	with	improvement	actions	for	2021/2022
Audit	or	FP10	prescription	forms	in	Outpatients	- A new monitoring plan has been put in place. Doctors are required 
to sign the FP10 pad in and out and are now more accountable for recording to whom each FP10 has been issued. 
Compliance is reported at Trust CQC Oversight Committee.

Blood	Transfusion	Audit	- Recommendations that the following needs to be documented: Are the NICE guidelines 
followed? If not, why? Is the transfusion reason made explicit? Are the side effects reported? Is the transfusion timing 
specified? Is the Blood transfusion form uploaded on Evolve? Recommendations were built in to documentation on the 
new electronic record which was implemented in May 2022.

Audit	of	Piped	Air	on	Wards	(NPSA	Alert) - Where noncompliance was found, immediate action was taken to give 
assurance that discrepancies would be corrected. A continuous audit is now carried out.

Lumbar	Puncture	re-audit	- A proforma introduced after the initial audit was working well however there was a need to 
educate junior doctors from other specialities coming into Medicine speciality on its use. This has been made a standard 
part of orientation. There are plans to audit other invasive procedures such as chest drain.

Audit	of	TTO	(discharge	medication)	Prescribing	&	Documentation - Improvement is needed in respect of TTO checklists 
being completed and signed. TTOs need to be ordered via Ascribe in a timelier manner. A reminder has been shared with 
nursing staff about the completion of TTO checklists by Matrons.  Doctors have been reminded of the importance of 
timely ordering of TTOs at junior doctor forums. 

Table	5:	Improvement	actions	from	local	audits

SNAP	3:	Dr	Mark	McGregor	&	Dr	Caroline	Pocknall,	
Consultant	Anaesthetists	

The 3rd Sprint National Anaesthesia Project (SNAP-3) is 
a multi-centre observational cohort study that aims to 
characterise the epidemiology of frailty and delirium, and 
their management, on outcomes following surgery in older 
people. It consists of a short period of data collection from 
potentially every eligible patient having surgery in a defined 
period of time. This study recruited over 8000 patients 
across all sites in the country, making it one of the largest 
studies of its kind in the world. We hope the results of the 
study will help improve decision making by patients and 
clinicians, as well as providing evidence for optimal design 
of perioperative services.

DIASMOKE:	Dr	Chong	Wei	Lim,	Consultant	
Endocrinologist

A randomised, controlled, international, multicentre study 
evaluating changes in metabolic syndrome in smokers 
with type 2 diabetes mellitus (T2DM) after switching from 
tobacco cigarettes to combustion-free nicotine delivery 
systems. This study aims to test the hypothesis that avoiding 
exposure to cigarette smoke toxicants may translate to 
measurable improvement in metabolic syndrome risk factors 
and functional parameters when type 2 diabetes mellitus 
patients who smoke switch to using C-F NDS compared with 
T2DM patients who continue to smoke conventional tobacco 
products. We expect more than 500 participants to be 
recruited across all sites in this International RCT.
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LOCI	Study:	Miss	Lillian	Ugwumadu,	Consultant	
Obstetrician	and	Gynaecologist

A 2x2 factorial randomised, double-blind, placebo-
controlled multi-centre superiority trial for the treatment 
of anovulatory polycystic ovary syndrome (PCOS) and 
infertility using clomifene (current standard oral treatment) 
and letrozole (new oral treatment). These medications may 
also synergise with another oral drug, metformin which is 
included in this study. A successful oral tablet treatment 
would reduce the need for invasive, risky, and costly fertility 
treatments for women with PCOS, and may improve 
patient experience. Our site has recruited 44 participants 
to the study making us one of the top 5 recruiting sites.

Table	06:	Patients	recruited	to	participate	in	ethics	committee	approved	research	by	year

Patients	recruited	to	participate	in	ethics	committee	approved	research	by	year

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22

1,600 1,671 1,853 2,135 2,143 2,033 3,104 1,863

COVID	Trials

We continued to provide support for ongoing COVID 
research over the last year including 

• RECOVERY – Identifying potential treatments for 
individuals hospitalised with COVID-19 

• SIREN – Looking at the antibody levels from COVID 
vaccines in staff members

• NONS – Utilising nitric oxide in nasal spray form as an early 
treatment for COVID-19 preventing serious infection 

More details of clinical studies in the Trust can be found on our 
website: http://www.asph.nhs.uk/research-current
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Learning	from	Deaths

In March 2017 the National Quality Board issued National 
Guidance on Learning from Deaths (LFD).

To standardise our approach to this the Trust has 
implemented the National Mortality Case Record Review 
programme of the Royal College of Physicians (RCP).

A sample of deaths is reviewed by multi-disciplinary 
specially trained reviewers using the RCP’s structured 
judgement review (SJR) tool. The Schwartz Round model 
has continued as an effective tool for sharing key messages 
and facilitating conversations about improvements in 
practice along with a programme of Trust Learning Events.

During 2021/2022 there were 1,232 adult deaths at the 
Trust. Of these 116 were patients who had tested COVID-19 
positive in the 28 days before death.

Current	year’s	case	reviews

By 5 April 2022 twenty four standard SJRs had been carried 
out. This number is low because the majority of the 
reviewer capacity was redirected into reviewing deaths of 
suspected Hospital Acquired COVID-19 (see next section) as 
well as the continued response to the pandemic.

Cases were prioritised according to patient vulnerabilities 
and staff or family concerns. Despite the currently low SJR 
completion rate there is reassurance that issues in care 
are being recognised and learned from as the Medical 
Examiners Team scrutinise deaths and escalate concerns 
through the incident reporting system.

From the 24 SJRs, one case was felt to have evidence of 
avoidability. This was in a patient with learning disabilities 
and has been escalated for full investigation as a Serious 
Incident. This number was determined using the results 
of SJRs and the findings were validated by a second 
independent senior reviewer.

An action plan has been devised to address the backlog of 
SJRs, this includes additional funding for review sessions, 
recruiting extra SJR reviewers and crucially a new role of 
Mortality Lead has been created and is being recruited to.

Retrospective	case	reviews	into	deaths	during	the	
2021/2022	reporting	period

84 reviews have been carried out into suspected Hospital 
Acquired COVID-19 deaths from the start of the pandemic in 
March 2020. The findings from these are being aggregated 
into a Serious Incident report for learning.

In addition, a further 32 SJRs were completed since the 
previous Annual Report that pertained to deaths during 
2020/2021. None of these cases were judged to be more likely 
than not due to problems in the care provided to the patient.
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Table	7:	Learning	from	Deaths	Framework 
Updated	5	April	2022.

Summary	total	deaths	and	total	number	of	cases	reviewed	under	the	Structured	Judgement	Review	Methodology
Apr
21

May
21

Jun
21

Jul
21

Aug
21

Sep
21

Oct
21

Nov
21

Dec
21

Jan
22

Feb
22

Mar
22

Cumulative
(2021/2022)

Total	number	of	adult	
inpatient	deaths 67 69 73 77 86 88 116 123 126 110 96 114 1,145

A&E	deaths	 
(in	scope	from	July	18) 6 1 5 3 6 7 10 5 11 11 14 8 87

Total	number	of	deaths	 
in	scope 73 70 78 80 92 95 126 128 137 121 110 123 1,233

%	of	deaths	receiving	 
initial	review

78% 77% 73% 56% 55% 98% 75% 80% 82% 70% 74% 47% 72%

Number	of	cases	requiring	
an SJR

5 5 10 5 8 5 10 10 15 16 8 9 106

Total	deaths	receiving	
Structured	Judgement	
Review

4 4 4 1 1 2 2 3 3 0 0 0 24

Percentage	of	SJRs	
completed 80% 80% 40% 20% 13% 40% 20% 30% 20% 0% 0% 0% 23%

Percentage	of	SJRs	
completed	(by	quarter) 60% 22% 23% 0%  

Total	Number	of	reviewed	
deaths	considered	more	
likely	than	due	to	problems	
in care           

0 0 0 0 0 0 0 1 0 0 0 0 1

Number	of	deaths	of	
people	with	learning	
disabilities

2 0 0 0 1 3 1 2 2 3 1 0 15

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

2 N/A N/A N/A 1 2 0 2 1 0 0 N/A 8

Number	of	deaths	of	
people	with	learning	
disabilities	considered	
more likely than not to be 
due	to	problems	in	care

0 N/A N/A N/A 0 0 0 1 0 0 0 N/A 1

Commissioning	for	quality	and	innovation	
(CQUIN)	payment	framework	

The operation of CQUIN (both CCG and specialised) 
was suspended for all providers from 01 April 21 until 
31 March 2022. Providers did not need to implement 
CQUIN requirements, carry out CQUIN audits nor 
submit CQUIN performance data. An allowance for 
CQUIN was built into the nationally set block payments.

Further details on the CQUIN scheme for 2021/2022 are 
available electronically at the link 5www.england.nhs.
uk/nhs-standard-contract/cquin/ 

Specialist	commissioning	goals

During 2021/2022 there were no NHSE specialist 
commissioning goals set.
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Care	Quality	Commission	(CQC)	registration

The Care Quality Commission (CQC) undertook an 
unannounced focused inspection of Ashford and St. 
Peter’s Hospitals NHS Foundation Trust in November 2021. 
The focused inspection rated the safe and well led domains 
for medical care and surgery at St. Peters Hospital, and the 
safe and well led domains for surgery at Ashford Hospital. 
Not all services were reassessed during this inspection. 

The Trust maintained its rating as good overall. 

The ratings are summarised by site and core service in 
Tables 8 to 11 which follow. 

The Trust and Site Inspection Report can be obtained from 
the CQC here St Peter’s Hospital - Care Quality Commission 
(cqc.org.uk)

The Trust received a requirement notice against Regulation 12, 
Safe Care, and Treatment, of the Health and Social Care Act 
(RA) Regulations 2014. The Trust acted upon the requirements 
by introducing work programmes for the necessary theatre 
maintenance and servicing of medical devices.

The CQC identified the following areas of outstanding 
practice within the Trust:

• The Eternal Garden; a place for people to regenerate and 
find peace. The project recognises the importance of our 
environment and the potential for healing, both physical 
and psychological/spiritual.

• The introduction of a wide range and a number of 
different innovations to reduce patient falls. 

• All day case patients receive a follow up call the day after 
their surgery to check they have everything needed, their 
pain is controlled, and to discuss any concerns they have.

• Theatres and day surgery have implemented surgery 
crisis resource management (SCRM) so staff can respond 
effectively to emergency situations.

• An effective support package for newly recruited 
international staff enabling them to gain UK registration.
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Table	8:	CQC	Ratings

Table	9:	Ashford	and	St.	Peter’s	NHS	Foundation	Trust	CQC	Rating

Rating	for	acute	services/acute	trust

Key	to	tables
Ratings Not	rated Inadequate Requires	

improvement
Good Outstanding

Rating	change	since	
last	inspection

Same Up one rating Up two ratings Down one rating Down two ratings

Symbol*

Month Year = Date last rating published

Safe Effective Caring Responsive Well-led Overall
Ashford Hospital Requires 

improvement

Nov 2021

Not Rated
Good

Sept 2018
Good

Sept 2018

Requires 
improvement


Nov 2021

Requires 
improvement


Nov 2021

St. Peter’s Hospital Requires 
improvement

Nov 2021

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

Good


Nov 2021

Requires 
improvement


Nov 2021

Overall	trust Requires 
improvement


Nov 2021

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

Requires 
improvement


Nov 2021

Good


Nov 2021

Surgery at St. Peters hospital remained graded as ‘requires improvement’ for the safe domain and the well led rating 
changed from ‘good’ to ‘requires improvement.’ In medical care the safe domain uplifted from ‘requires improvement’ 
to ‘good’ and the well led domain maintained its ‘good’ rating.

28  



Table	10:	CQC	rating	of	St.	Peter’s	Hospital

Rating	for	St.	Peter’s	Hospital

Table	11:	CQC	rating	for	Ashford	Hospital

Rating	for	Ashford	Hospital

Safe Effective Caring Responsive Well-led Overall
Urgent	and	emergency	
services

Requires 

improvement
Sept 2018

Good
Sept 2018

Good
Sept 2018

Requires 

improvement
Sept 2018

Requires 

improvement
Sept 2018

Requires 
improvement

Sept 2018

Medical	care	(including	
older	people’s	care)

Good


Nov 2021

Good
Nov 2021

Good
Sept 2018

Good
Sept 2018

Good


Nov 2021

Good


Nov 2021

Surgery Requires 
improvement


Nov 2021

Good
Sept 2018

Good
Sept 2018

Good


Sept 2018

Requires 
improvement


Nov 2021

Requires 
improvement


Nov 2021

Critical	care
Good

Sept 2018

Good
Sept 2018

Outstanding
Sept 2018

Good
Sept 2018

Outstanding
2018

Outstanding
Sept 2018

Maternity
Good

Mar 2015
Good

Mar 2015
Good

Mar 2015
Good

Mar 2015

Requires 
improvement

Mar 2015

Good
Mar 2015

Services	for	children	
and	young	people

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

Good
Sept 2018

End of life care
Good

Mar 2015
Good

Sept 2018
Good

Sept 2018
Good

Mar 2015
Good

Mar 2015
Good

Mar 2015

Outpatients
Good

Mar 2015
Not rated

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Safe Effective Caring Responsive Well-led Overall
Medical	care	(including	
older	people’s	care)

Requires 
improvement

Mar 2015

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Surgery Good


Nov 2021

Good
Mar 2015

Good
Mar 2015

Good
Mar 2015

Good


Nov 2021

Good


Nov 2021

Outpatients Requires 

improvement
Sept 2018

Not rated
Good

Sept 2018
Good

Sept 2018

Requires 

improvement
Sept 2018

Requires 

improvement
Sept 2018

It is imperative that the Trust maintains continued and unbiased insight into their regulated activity, this is achieved 
by undertaking self-assessment against the core CQC standards. A series of CQC style mock inspections have been 
undertaken within the Trust enabling a focus on areas that require additional input and resource whilst showcasing 
areas of significant improvement.

The safe rating for surgery at Ashford hospital uplifted from ‘requires improvement to ‘good’, and the well led rating of 
‘good’ was maintained.
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Special	reviews	undertaken	by	the	CQC	under	Section	48	of	the	Health	and	
Social	Care	Act	2008

Ashford and St. Peter’s Hospitals NHS Foundation Trust has not participated in any special reviews by 
the Care Quality Commission during the 12-month period ended 31 March 2022.

Healthcare	data	submitted	to	secondary	uses	service	(SUS)8

Ashford and St. Peter’s Hospitals NHS Foundation Trust submitted records during the 12-month 
period ending 28 February 2022 to the Secondary Uses Service for inclusion in the Hospital Episode 
Statistics which are included in the M11 data. Comparative data for completeness of data submitted 
to SUS for NHS number and General Medical Practice (GMP) Code is shown in the table below.

Table	12:	Completeness	of	data	submitted	to	Secondary	Uses	Service	(SUS)

Completeness	of	data	submitted	to	secondary	uses	service	(SUS)	(%) 2018/19 2019/20 2020/21 2021/22
Admitted	patient	care 99.7 99.7 99.8 99.9

Outpatient	care 99.9 99.9 100 100

Accident	and	emergency	care 98.2 98.2 99.2 99.3

Admitted	patient	care 100 100 100 100

Outpatient	care 100 100 100 100

Accident	and	emergency	care 99.9 99.9 100 100

Data	security	and	protection	assessment	

The Data Security and Protection Toolkit9 (DSPT) enables NHS organisations to self-assess against the 
National Data Guardian’s 10 data security standards to provide assurance that they are implementing 
good data security, and that personal information is handled correctly. The Trust’s assessment would 
normally have been submitted by 31 March. However, as a response to the pressures caused by the 
pandemic, NHSX took the decision to push back the final deadline for the DSPT submission to  
30 June 2022. NHSX have since confirmed that the June submission date will apply to all submissions 
moving forward. The Trust has now completed its DSPT internal audit and expects to achieve a status 
of “Standards Met.” Progress with the DSPT is monitored throughout the year by the Information 
Governance Steering Group. The annual mandatory internal audit of the DSPT has been carried out 
and the report is being finalised.

8  The Secondary Uses Service (SUS) is a repository for healthcare data in England. SUS provides reports and data analysis which supports 
the NHS to deliver its healthcare services. Refer to https://digital.nhs.uk/services/secondary-uses-service-sus.

9 Refer to NHS Digital’s Data Security and Protection Toolkit on https://www.dsptoolkit.nhs.uk
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2.3	Performance	against	core	indicators

Performance against the NHS Outcomes Framework 
domains is listed below10.

10  Refer to https://www.england.nhs.uk/ccg-out-tool/for information on the NHS Outcomes Framework and the 5 domains.
11 SHMI banding 1 reflects higher than expected deaths; banding 2 is as expected and banding 3 is lower than expected.
12 Deaths are those in non-specialist acute hospitals or in the 30 days following discharge per Hospital Episode Statistics.
13 This is not the most recent available local data, but is consistent with previous reporting timeframes

 

Domain	1:	Preventing	people	from	dying	
prematurely

1.	Summary	hospital-level	mortality	indicator	(SHMI)

The SHMI banding11 for a Trust is the ratio between the 
actual number of patients who die12 taking into account the 
characteristics of the patients treated, and the number that 
would be expected to die on the basis of average England 
figures. The latest published SHMI was in February 2022 for 
data from the 12 months ending September 2021. Table 13 
below shows the Trust’s mortality banding as 2 which is as 
expected. Note As of the July 2020 publication, COVID-19 
activity has been excluded from the SHMI. The SHMI is not 
designed for this type of pandemic activity and the statistical 
modelling used to calculate the SHMI may not be as robust if 
such activity were included.

Summary	hospital-level	mortality	indicator	(SHMI) Oct	2017	to	
Sept	2018

Oct	2018	to	
Sept	2019

Oct	2019	to	
Sept	2020

Oct	2020	to	
Sept	202113	

Trust	score 0.978 0.980 0.963 0.9007

Trust	banding 2 2 2 2

National	benchmark	score 1.0 1.0 1.0 1.0

Lowest	score	nationally	(most	favourable) 0.691 0.698 0.687 0.7132

Highest	score	nationally	(least	favourable) 1.268 1.188 1.180 1.1909

Table	13:	SHMI	Mortality	data
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14 Palliative care coding is at either diagnosis or treatment specialty level.

As the SHMI does not adjust for palliative care provision, a further indicator is needed. The ‘palliative care indicator’ 
measures deaths occurring under palliative care conditions for each provider reported in the SHMI using the indicator of 
the percentage of deaths per palliative care coding14. The Trust tracks above average for specialist palliative care coding 
which may reflect factors including hospice availability, a favourable level of palliative care service provision and detailed 
coding accuracy. Data is further split between in hospital and out of hospital deaths.

Table	14:	Palliative	care	coding	rate

Palliative	care	rate	(%) Oct	2017	to	
Sept	2018

Oct	2018	to	
Sept	2019

Oct	2019	to	
Sept	2020

Oct	2020	to	
Sept	2021 

Trust	score 43.8  40.0 38.0 45.0

National	benchmark 33.6 36.0 37.0 39.0

Lowest	score	nationally 14.3 12.0 9.0 12.0

Highest	score	nationally 59.5 59.0 60.0 63.0

Table	15:	Deaths	in	hospital

Deaths	in	hospital	(%) Oct	2017	to	
Sept	2018

Oct	2018	to	
Sept	2019

Oct	2019	to	
Sept	2020

Oct	2020	to	
Sept	2021 

Trust	score 70.7 72.0 67.0 66.0

National	benchmark 70.7 70.0 66.0 66.0

Lowest	score	nationally 57.2 59.0 55.0 55.0

Highest	score	nationally 78.4 78.0 75.0 75.0

Table	16:	Deaths	out	of	hospital

Deaths	out	of	hospital	(%) Oct	2017	to	
Sept	2018

Oct	2018	to	
Sept	2019

Oct	2019	to	
Sept	2020

Oct	2020	to	
Sept	2021 

Trust	score 29.3 28.0 33.0 34.0

National	benchmark 29.3 30.0 34.0 34.0

Lowest	score	nationally 21.6 22.0 25.0 25.0

Highest	score	nationally 42.8 41.0 45.0 45.0

Ashford and St. Peter’s Hospitals NHS Foundation Trust considers that this data is as described for the following reasons: 
mortality data is monitored bimonthly by the Trust Board, coding checks occur and the clinical coding service is a regional 
centre of excellence accredited by the HSCIC Clinical Classifications Service (CCS).
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Domain	3:	Helping	people	to	recover	from	episodes	of	ill	health	or	following	injury

2.	Patient	Reported	Outcome	Measures15 

Patient Reported Outcome Measures (PROMs) provide an indication of a patient’s health status or health-related quality 
of life from the patient’s perspective for the procedures specified by the PROMS national programme.

This information is gathered from a questionnaire that patients are invited to complete before and 6 months after 
surgery. Pre-operative assessment teams encourage participation in the questionnaire.

The indicator used is the EQ-5D index case mix adjusted health gain and a higher value represents a better score. The 
table below shows provisional data from 2020/2021 for all procedures. Data for those procedures from 2021/2022 is not 
yet available.

Table	17:	Patient	reported	outcome	measures	hip	and	knee	replacement

 Hip	replacement	-	primary Knee	replacement	-	primary
Period 2019/20 2020/21 2019/20 2020/21
Trust 0.461 0.494 0.354 0.392

National 0.468 0.475 0.342 0.319

Lowest 0.330 0.395 0.242 0.220

Highest 0.535 0.555 0.421 0.436

15 Refer to www.hscic.gov.uk/proms.

Ashford and St. Peter’s Hospitals NHS Foundation Trust considers that this data is as described for the following reasons. 
The Trust has a systematic process for collating data and outcomes and results are monitored at the Clinical Effectiveness 
and National Audit Review Group.

Ashford and St. Peter’s Hospitals NHS Foundation Trust has reviewed its performance and the Trust performs in line with 
national comparator data.
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Patient	Age 0-15 ≥16
Period 2019/20 2020/21 2021/22 2019/20 2020/21 2021/22
Trust 6.2% 11.9% 6.56% 8.0% 8.0% 8.93%

There is no national comparator for the eighth year running as there is an ongoing review by NHS Digital of emergency 
readmissions indicators across the frameworks. The ongoing review by NHS Digital of emergency readmissions indicators 
across Compendium, Clinical Commissioning Group Outcomes Indicator Set (CCGOIS) and NHS Outcomes Framework has 
been paused due to the coronavirus illness (COVID-19) disruption and re-prioritisation of work across NHS Digital.

Readmissions for previous years in the above table have been re-stated owing to continued refresh of the data as cases are 
coded. All figures in the above table are prepared on the same basis to ensure consistency.

Ashford and St. Peter’s Hospitals NHS Foundation Trust considers that this data is as described for the following reasons: data 
is uploaded to external sources in accordance with prescribed guidance and timescales. Ashford and St. Peter’s Hospitals NHS 
Foundation Trust intends to take actions to improve this percentage, and so the quality of its services, by ongoing specialty 
readmissions monitoring, deep dives into areas by exception, and monthly review of the dataset for changes.

16 Definition per NHS England Quality Account Data Dictionary.
17  Readmissions for prior years re-stated owing to continued refresh of the data as cases are coded. The dataset above is on 

the same basis to ensure consistency of information.

3.	Emergency	readmission	to	hospital	within	28	days	of	discharge

This national indicator is ‘the percentage of emergency patients readmitted to a hospital which forms part of the Trust 
within 28 days of being discharged from a hospital which forms part of the Trust during the reporting period’.16 

Table	18:	28	Day	emergency	(non-elective)	readmissions17
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Domain	4:	Ensuring	that	people	have	a	positive	experience	of	care

4.	Responsiveness	to	the	personal	needs	of	patients	-	experience	of	inpatient	care

The narratives below refer to the most recently published surveys available at the time of this report.

Inpatient	Survey	Report	last	published	July	2020 
In July 2019 (published in July 2020), 45% patients discharged from the hospital completed the inpatient survey which 
aligns with the national return. The Trust performed well on questions related to the clinical care patients received 
and whether they felt treated with respect and dignity. 84% of patients felt their overall experience was 7 out of 10 or 
more and this maps to the national average. The most improved scores were for communication, information, support 
around discharge, and the high quality of food provided. The areas for improvement include a lack of privacy to discuss 
treatment and care and patients being involved in discharge plans.

Urgent	and	Emergency	Care	Survey	2020/2021	Report 
This survey was completed by 30% of patients who accessed Urgent and Emergency Care and of those 85% rated their 
experience as 7 out of 10 which is a 9% increase on the 2018 survey results. 97% were treated with respect and dignity 
and 98% had confidence and trust in the clinical team.

Maternity	Survey	2021	Report 
A good response rate of 57% of eligible women completed the survey which is a 26% increase on the previous report. This 
recent survey has shown improvement in some areas such as women feeling heard and a partner in decision making for 
induction of labour, not feeling left alone during labour and birth and having access to speak to a midwife as much as they 
wanted during labour and birth. Areas for development include improving the information provided about birth choices 
and information to support mental health and wellbeing. The Trust is developing new and improved website pages to host 
information, as well as developing a birth choices leaflet for women, and we are working closely with the Maternity Voices 
Partnership to continue to improve the care experiences for women across their pregnancy and birth journey.

Action plans to address the areas for improvement were developed for all the above surveys and we hope to see an 
improvement in the next round of patient survey results to be published.
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5.		Staff	who	would	recommend	the	Trust	to	their	family	or	friends

This indicator measures the percentage of staff employed by or under contract to the Trust during the reporting period who 
would recommend the Trust as a provider of care to their family or friends. The data is from the National NHS Staff Survey 
and is the percentage of staff who either agreed, or strongly agreed, with the following statement – ‘If a friend or relative 
needed treatment I would be happy with the standard of care provided by this organisation’

Table	19:	Staff	recommending	the	Trust

Would	recommend	standard	of	care	to	family	and	friends 2017 2018 2019 2020 2021
ASPH 70% 71% 70% 76% 67%

National	average 70% 71% 71% 74% 67%

Highest	Score 89% 90% 87% 92% 87%

Worst	Score 46% 40% 40% 50% 44%
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5.	Friends	and	Family	Test	(FFT)

FFT submissions were paused in March 2020, and the Trust began collecting data again in October 2020 with the 
implementation of the new provider, ViewPoint. From March 2021 data began to be collected from SMS (text message) 
survey follow- up as well as feedback obtained from tablet and kiosks during hospital attendance. The FFT results for 
2021/2022 are considerably lower than in previous years. This may be for a combination of factors including the effect of 
changing services and additional pressures as a result of COVID-19 as well as using different methods to obtain feedback. 
The mandatory question that is used now to assess satisfaction changed in April 2020 to ‘Overall, how was your experience 
of our service?’ as part of a revision of guidance by NHS England. NHS England acknowledges that implementation of the 
new guidance will have been affected by COVID-19. Improving the FFT scores continues to be a focus for 2022/2023 and 
benchmarking will be possible once national scores for the new mandatory question are available for comparison.

The Trust strategic questions were included in the ViewPoint patient surveys from October 2020. The below charts show 
the responses for Inpatients for the period of April 2021 to March 2022. In this reporting period 97% of patients said they 
were treated with compassion, 92% of patients said they were involved in decisions about their care and treatment, and 
97% of patients said they was treated with respect and dignity.

Overall,	do	you	feel	you	were	treated	
with	kindness	and	compassion	during	
your	stay?	(1460)

  Strongly agree      Agree      Neither agree or disagree      Disagree      Strongly disagree

Overall,	do	you	feel	you	were	treated	
with	respect	and	dignity?	(1436)

Do	you	feel	you	were	involved	as	much	
as	you	wanted	to	be,	in	decisions	about	
your	treatment	and	care?	(1448)

77.1%

62.8%

75.0%

21.9%

29.0%

5.9%

19.9%
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Domain	5:	Treating	and	caring	for	people	in	a	safe	environment	and	protecting	them	
from	avoidable	harm

6.	Patients	admitted	to	hospital	who	were	risk	assessed	for	venous	thromboembolism

This measure shows the percentage of patients aged 16 years of age and above at the time of admission to 
hospital who underwent risk assessment for venous thromboembolism (VTE) during the reporting period. VTE 
risk assessment data collection is a national quality KPI (Key Performance Indicator) within the NHS Standard 
Contract for 2022/2023 which sets an achievement target of 95%.

Table	20:	VTE	risk	assessment	showing	the	%	risk	assessed	

Percentage	risk	assessed	for	VTE
Q1 

Apr	to	Jun	
2020

Q2 

Jul	to	Sep	
2020

Q3	

Oct	to	Dec	
2020

Q4	

Jan	to	Mar	
2021

Q1 

Apr	to	Jun	
2021

Q2 

Jul	to	Sep	
2021

Q3	

Oct	to	Dec	
2021

Q4	

Jan	to	Mar	
2022

Trust 96.54% 97.34% 96.74% 97.02% 97.33% 96.91% 97.38% 97.85%

National	Average ** ** ** ** ** ** ** **

National	Lowest ** ** ** ** ** ** ** **

National	Highest ** **  ** ** ** **  ** **

**   National data is not available. Data was due for publication in June 2020; however, the national VTE data collection 
and publication is currently suspended to release capacity to manage COVID-19 pandemic.

The Trust has consistently achieved above both the national target of 95% and the national average.

The Trust has consistently
received above the national 

average for VTE risk 
assessment scoring at  

97%
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7.	Clostridium	difficile	infection	

Table	21:	Clostridium	difficile	infection

Clostridium	difficile Target 2019/20 Target 2020/21 Target 2021/22
Trust-	cases	per	year 28 27 28 18 25 24

Infection	rate	per	100,000	bed	days 8.60 5.44 7.85

National	average	bed	days	 13.2 * *

Lowest	score	nationally	bed	days	–	 
most	favourable

0 * 5.69

Highest	score	nationally	bed	days	–	 
least	favourable

51.0 * 47.12

The Trust reported 24 cases, and therefore met the target 
threshold for 2021/2022. When benchmarked against the 
4 most local Trusts, Ashford and St. Peter’s Hospitals had 
the second lowest with a rate of 7.85 per 100,000 bed days 
(with the highest being 27.56 and the lowest 5.69). Learning 
from Trust apportioned cases was discussed with clinical 
areas concerned and Divisions and included in mandatory 
Infection Prevention and Control update training.

8.		Rate	of	patient	safety	incidents	and	
percentage	resulting	in	severe	harm	
or death

This national indicator is the number and, where available, 
rate of patient safety incidents that occurred within the 
Trust during the reporting period and the percentage of 
such patient safety incidents that resulted in severe harm 
or death18. Benchmarked data is for the national subset 
of Acute (Non-Specialist) Trusts. The national 12 monthly 
report from April 2020 to March 2021 was published in 
September 2021 and records the Trust incident reporting 
rate at 46.00 per 1000 bed days.

18  Refer to Domain 5, Indicators 5a and 5b on HSCIC Indicator Portal. www.england.nhs.uk/nhs-standard-contract 
Data is available from www.england.nhs.uk/patient-safety/patient-safety-insight/learning-from-patient-safety-events/
data-on-patient-safety-events

Clostridiodes difficile Cases are apportioned to this Trust from the following two categories: the first are cases that are 
detected in the hospital two or more days after admission (Hospital Onset Hospital Acquired or “HOHA”), and the second 
are cases that occur either in the community or within two days of admission when the patient has been an inpatient in 
the Trust reporting the case in the previous four weeks (Community Onset Hospital Acquired or “COHA”). The threshold 
set for 2021/2022 was 25 cases (HOHA or COHA).

*data not available
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Table	22:	Patient	safety	incidents	

Patient	safety	incidents	ASPH	 Apr	18	to	
Sep	18

Oct	18	to	
Sep	19

Apr	19	to	
Sep	19

Oct	19	to	
Mar	20

Apr	20	to	
Sep	21

Total	number	of	incidents	reported 3,932 4,124 4,278 4,114 6,644

Number	of	incidents	causing	death 11 6 5 0 4

Number	of	incidents	causing	severe	harm	or	death 15 7 9 12 23

Rate	of	incidents	reported	per	1000	bed	days19 48 48.89 49.47 46.68 46.00

%	of	incidents	causing	severe	harm 0.4 0.2 0.2 0.3 0.3

%	of	incidents	causing	death 0.3 0.2 0.1 0 0.1

%	of	incidents	causing	severe	harm	or	death 0.7 0.4 0.3 0.3 0.3

Acute	(Non	Specialist)	Trust	average
Total	number	of	incidents	reported 5,583 5,841 6,276 6,501 12,604

Rate	of	incidents	reported	per	1000	bed	days 44.5 46.1 49.8 50.6 58.8

Lowest	rate	of	incidents	reported	per	1000	bed	days 13.1 16.9 26.3 15.7 27.2

Highest	rate	of	incidents	reported	per	1000	bed	days 107.4 95.9 103.8 110.2 118.74

%	incidents	causing	severe	harm 0.2 0.2 0.2 0.2 0.2

%	of	incidents	causing	death 0.1 0.1 0.1 0.1 0.2

%	of	incidents	causing	severe	harm	or	death 0.3 0.3 0.3 0.3 0.4

Data is reported retrospectively and has not yet been made available for March 2021 to April 2022. The data is reported 12 
monthly and not 6 monthly as previously. The latest national data available is from https://improvement.nhs.uk/resources/
organisation-patient-safety-incident-reports and reports 1 April 2020 to 31 March 2021. The Trust considers that this data 
is a true record because independent checks on coding and completeness are performed before upload to the national 
portal. The Trust will continue to take actions to improve this reporting rate, and the quality of its services, by progressing 
our quality improvement priorities, which focus on reducing harms. This includes establishing a strengthened Patient 
Safety Team, implementing the Patient Safety Incident Response Framework planned for launch by the national team in 
June 2022 and designated strategies for reducing harms in a number of priority areas including medication safety, infection 
prevention and control, falls and hospital acquired pressure ulcers. As we grow as a learning organisation we will continue 
to implement all aspects of the National Patient Safety Strategy. 

19  Percentage data is to 2 decimal places owing to relatively lower sample sizes.

Due to rounding, numbers presented may not add up precisely to the totals provided and percentages may not precisely 
reflect the absolute figures.
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Part 3: Other information

3.1	Overview	of	the	quality	of	care	
against	2021/2022	priorities	

In this section we describe our achievements against 
each of the key priorities set for 2021/2022. We held 
quarterly workshops with our stakeholders to monitor 
progress against our quality improvement priorities. 
Detailed monitoring is at the Quality of Care Committee 
with exception reporting in the bimonthly Quality Report 
to Board. These measures were approved on 25 March 
2021 and the rationale for changes to the measures 
compared with 2020/2021 priorities is described in the 
section which follows the tables below.

Priority	1	Patient	Safety	-	
learning	from	errors	and	reducing	
avoidable	harm	and	in-hospital	
infection

21/22 20/21 Grey	shading	for	2020/2021	represents	a	new	or	modified	
measure	so	no	comparison	rating	is	shown.	A	tick	represents	
achievement	of	the	measure	while	a	cross	indicates	that	it	
has	not	been	achieved

1.1	 The	number	of	medication	errors	
resulting	in	harm,	of	any	severity,	
will	be	on	average	<	7	per	month	
(<84	per	year).

To	achieve	a	target	of	50%	
reduction	in	medication	errors	
from	the	baseline	with	a	continuity	
in	the	aim	to	meet	the	WHO	
‘medication	without	harm’	patient	
safety	challenge.

  Since April 2021 medication incidents resulting in patient harm 
has reduced by 5% from baseline. Using QI methodology, 
we have been able to demonstrate sustained improvements 
in the number of incidents resulting in harm being reported 
each month.

Despite the WHO Global Safety Challenge having ended, the 
Trust Medication safety continues to be a quality priority and 
the programme of local safety improvements will continue, 
with a revised aim for 2022/2023. 

1.2	 To	reduce	Surgical	Site	Infection	
(SSI)	rates	from	baseline	to	
agreed	target	by	speciality.	Range	
0.5%	-	7.5%.

  SSIs are defined as infections occurring up to 30 days after 
surgery and 1 year, if an implant was used; SSIs can affect the 
incision, deep tissue, or organ space, at the operation site. 
Post-surgery infections can be life-threatening, and they cause 
significant discomfort to patients and often result in increased 
hospital stay, readmissions and reoperations, a serious patient 
safety problem and considerable cost to the NHS.

Each specialty has been set an individual aim (based on 
available national benchmark data)

All specialties now have baseline data and there is evidence 
of sustainable improvement for patients undergoing 
caesarean section (SSI rate of 16.9% in 2020/2021 to 11.5% 
in 2021/2022)

The Trust has seen a

reduction in medication incidents 
resulting in patient harm

50%
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Priority	1	Patient	Safety	-	
learning	from	errors	and	reducing	
avoidable	harm	and	in-hospital	
infection

21/22 20/21 Grey	shading	for	2020/2021	represents	a	new	or	modified	
measure	so	no	comparison	rating	is	shown.	A	tick	represents	
achievement	of	the	measure	while	a	cross	indicates	that	it	
has	not	been	achieved

1.3	 A	new	sepsis	QI	programme	will	
commence	to	improve	the	adult	
ED	and	inpatient	Sepsis6	care	
bundle	performance	by	25%	
from	baseline	by	the	end	of	Q4	
2021/2022.

  In April 2021, an audit was carried out for all patients 
discharged from hospital with a diagnosis code of Sepsis to 
establish a meaningful baseline for the Trust’s performance 
in delivering the Sepsis6 bundle. 

The Sepsis6 bundle comprises of the following elements: 
Oxygen administration, blood cultures, IV fluids, lactate 
measurement, urine output monitoring and IV antibiotics.

The audit identified that where the Sepsis6 was not met, it was 
often only just one element that was missed. In ED, this was 
most commonly urine output monitoring and for in-patients, 
blood cultures. For this reason, the improvement programme 
for 2021/2022 focussed on understanding the barriers to 
delivering these elements and making changes to improve.

As there was not a consistent improvement seen by the end 
of 2021/2022, this goal will be continued into 2022/2023.

1.4	 To	reduce	definitive	hospital	
acquired	COVID-19	to	zero	by	the	
end	of	2020/2021.

  The prevalence of COVID-19 increased over Q3 both 
regionally and nationally, due to the transmissibility of the 
Omicron variant. There was a corresponding increase in the 
number of COVID-19 positive patients admitted into the 
Trust. Most cases were picked up on routine screening and 
did not have symptoms of COVID-19.

Most of the Trust apportioned cases were related to 
outbreaks in various wards, relating to asymptomatic 
transmission, picked up on routine in-patient screening.

1.5 To	reduce	avoidable	cases	of	E.coli	
(community	and	hospital	onset)	
bacteraemia	by	25%	by	the	end	of	
2021/2022.	To	reduce	avoidable	
Klebsiella	and	Pseudomonas	
bacteraemia’s	by	3%	and	to	reduce	
avoidable	cases	of	MRSA	and	
MSSA	bacteraemia	to	zero	by	the	
end	of	2021/2022.

  Reduction of E coli met, there were 61 cases against a 
threshold of 69. 

  Klebsiella target not met, there were 24 cases against a 
maximum threshold of 21. When benchmarked against the 
other local Trusts ASPH was second lowest. Not all of these 
cases were “avoidable”.

  Reduction in Pseudomonas target met, there were 6 cases 
with the threshold being 10. 

  MRSA bacteraemia were 0.

  There were 15 cases of MSSA bacteraemia. There was no 
national threshold set for MSSA. When benchmarked against 
the other local Trusts ASPH had the lowest rate. 
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Priority	2	Clinical	Effectiveness	
–	learning	from	deaths	and	
addressing	episodes	of	poor	care

21/22 20/21 Grey	shading	for	2020/2021	represents	a	new	or	modified	
measure	so	no	comparison	rating	is	shown.	A	tick	represents	
achievement	of	the	measure	while	a	cross	indicates	that	it	
has	not	been	achieved

2.1 That	100%	of	applicable	deaths	
receive	a	structured	judgement	
review	and	shared	with	the	
National	Learning	Disabilities	
Mortality	Review	(LeDeR)	
Programme	where	appropriate.

  This target has proved challenging due to our 
multidisciplinary reviewers being focussed on frontline 
clinical care and reviewing suspected Hospital Acquired 
cases of COVID-19. Reviews are undertaken in arrears, with 
performance at the end of Q3 2021/2022 at 33%. This will 
continue to be a priority improvement area next year.

2.2 Within	2	years	to	achieve	95%	
target	for	in	hospital	deaths	
having	an	initial	review	within	2	
days	with	a	60%	improvement	
in	2021/2022	and	a	40%	
improvement	in	2022/2023.

 Whilst overall completion of initial mortality review forms 
has improved, performance against the target for completion 
within 2 days has not been met. In March 2022 26% of forms 
were completed within 2 days.

2.3	 That	100%	Medical	Certificate	
of	Cause	of	Death	(MCCD)	are	
issued	to	families	within	72	hrs.

 The data captured is for scrutiny by a 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 has been issued but the 
case not scrutinised by the Medical Examiner. Therefore, the 
actual figure for cases receiving a MCCD within 72 hours may 
be higher. In January and February 2022 100% of cases were 
scrutinised, however the overall total for the year is 91.4%.
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Priority	2	Clinical	Effectiveness	
–	learning	from	deaths	and	
addressing	episodes	of	poor	care

21/22 20/21 Grey	shading	for	2020/2021	represents	a	new	or	modified	
measure	so	no	comparison	rating	is	shown.	A	tick	represents	
achievement	of	the	measure	while	a	cross	indicates	that	it	
has	not	been	achieved

2.4 Through	our	Harms	Free	Care	
Team	and	Strategy	reduce	
avoidable	harms	of	Cat	2	
Pressure	Ulcers	by	10%	and	
Cat	3	by	75%,	reduce	Falls	with	
moderate	or	severe	harm	by	10%	
and	reduce	repeat	Falls	by	10%.	
Introduce	a	consistent	practice	
standard	and	baseline	audit	
for	Catheter	Care.	Preventable	
Hospital	Associated	Thrombosis	
(HAT)	to	be	less	than	5%	of	all	
cases	of	HAT	and	that	95%	of	
Malnutrition	Universal	Screening	
Tools	(MUST)	are	correctly	
completed	within	48	hours	of	
admission.	Improve	by	25%	
correct	completion	of	Fluid	
Balance	Charts.’

  The Trust target of a 5% reduction in hospital acquired 
category 2 pressure ulcers was met in 2021/2022.

  The Trust target of a 75% reduction in hospital acquired 
category 3 and or unstageable pressure ulcers was not met in 
2021/2022.

  The Trust target to reduce falls with moderate or severe 
harm by 10% was not met in 2021/2022.

The Trust target to reduce repeat falls by 10% was not met in 
2021/2022.

 The Trust aim to introduce a consistent practice standard and 
baseline audit for catheter care was achieved by quarter 4 
with the development and implementation of monthly audit .

 The Trust target for preventable hospital associated 
thrombosis (HAT) to be less than 5% of all cases of HAT. Due 
to the nationally defined timeframe for identification and 
inquiry, establishing if harm has occurred is 8 months in 
arrears.

The internal quality target of cases of preventable Hat <7.5% 
has been met and exceeded for the last 3 years providing 
overall assurance. For Q1 2021/2022 the target has been met 
and exceeded at 4.1%.

 The Trust target that 95% of Malnutrition Screening Tools 
(MUST) are correctly completed with 48 hours of admission 
has been met 50% of the time. Work to improve this is 
ongoing in 2022/23. 

 The Trust target to improve the correct completion of fluid 
balance charts has been partially met with the development 
and implementation of a monthly hydration audit from 
December 2021.

data 
not yet 
available

47ANNUAL QUALITY ACCOUNT  – 31 March 2022



Priority	3	Patient	Experience	–	
our	learning	culture	is	reducing	
harm	to	improve	patient	
experience

21/22 20/21 Grey	shading	for	2020/2021	represents	a	new	or	modified	
measure	so	no	comparison	rating	is	shown.	A	tick	represents	
achievement	of	the	measure	while	a	cross	indicates	that	it	
has	not	been	achieved

3.1 As	per	the	National	Patient	
Strategy	expand	the	use	of	
evidence-based	co-design	
workshops	with	patient	safety	
partners,	patients,	and	relatives.

  Much of the planned work was paused due to COVID-19 
and the focus on meeting the immediate needs of patients 
and families to keep in contact with each other. This saw 
the commencement of daily communication plans to 
ensure families received vital daily updates on a patient’s 
care and the better manage patient property resulted in a 
quality improvement project to help address this patient 
experience concern. The Patient Experience Team continue 
to work closely with the Divisions to offer more face-to-face 
engagement which helps teams to understand the impact 
of the care received and how we can continue to seek 
improvement that is patient-led. A palliative care project 
is planned to involve families who have used the Eternal 
Garden to measure the benefit and impact this space has 
had on our families who experience end of life care within 
the Trust.

3.2	 The	total	response	rate	to	Friends	
and	Family	Test	survey	questions	
will	increase	to	20%	of	all	eligible	
patients.

 In March 2022, the response rate for inpatients was 13.1%, 
for outpatients it was 6.1%. Figures have improved over the 
year but been impacted by a temporary pause in collecting 
SMS text feedback. 

3.3	 To	measure	the	baseline	
achievement	and	report	against	
our	strategic	patient	experience	
objectives	bi	monthly	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

By	the	end	of	Q4	2021/2022	an	
improvement	goal	will	be	set	and	
a	QI	improvement	programme	
commenced	where	achievement	
is	less	than	95%.

 These strategic patient experience objectives are reported 
bi-monthly and include outpatients as well as inpatients 
feedback data. The response rates to these questions were 
on average 86-89%. This priority will be continued and with 
further engagement with staff achieving a 95% target is 
within in reach. 

A Quality Improvement Programme has commenced to 
maximise the use of ViewPoint devices to increase the 
volume of patient feedback received into the Trust as a 
priority, and then focus will turn to improving scores for the 
strategic questions. The programme is due for completion in 
September 2022.
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3.1.1	2021/2022	rationale	for	
indicator	changes

Indicators are refreshed each year by the Board of 
Directors and the rational for discontinuation of any 
selected measures from 2021/2022 are outlined in  
this section.

Each year we renew our quality improvement priorities 
in light of our strategic aim and consider what we have 
achieved and what we must do next to ensure we are 
a learning organisation with continuous improvement. 
The measures used have been updated to reflect the 
achievements made in 2021/2022 and to extend the 
improvement challenge for the next year. Achievement 
against the current year’s priorities is outlined in detail in 
Section 3.1 above.

3.2	Performance	against	NHS	
Improvement	indicators

During 2021/2022, the NHS was required to rise to the 
challenge of restoring and transforming services, both 
tackling backlogs and meeting new care demands in the 
context of the COVID-19 pandemic. The Trust implemented 
a programme of work within each Divisional area to support 
recovery, aiming to deliver at least 110% of the activity 
provided during 2019/2020. 

Substantial recovery took place, and the Trust has continued 
to be a strong performer, consistently delivering above 
the national average on many recovery and constitutional 
indicators, despite the considerable impact and challenges the 
Omicron COVID-19 variant created over the winter months. 

Performance against the national acute trust indicators from 
the NHS System Oversight Framework 2021/2022 follows.

Apr-21 May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2021/22 National	
Target

National	
average

RTT	Waiting	List 28,976 28,909 31,087 31,560 31,521 31,406 30,795 30,665 30,053 29,935 29,494 28,939 30,157
RTT	Waiting	List	>52	weeks 285 175 115 94 89 111 74 82 90 105 118 142 123
RTT	Waiting	List	>78	weeks 69 48 11 13 12 8 2 2 2 3 6 3 15
RTT	Incomplete	Pathway 78.3% 80.8% 81.6% 82.1% 81.9% 79.8% 80.6% 81.4% 79.5% 78.7% 77.7% 76.8% 79.9% >	92% 65.7%
%	Cancer	-	TWR	GP	Referral 93.9% 94.5% 88.7% 91.9% 89.3% 91.0% 92.0% 93.2% 87.2% 85.3% 93.1% 94.0% 91.2% >	93% 82.3%
%	Cancer	-	Faster	Diagnosis	Standard 80.4% 82.5% 79.6% 78.2% 76.5% 77.5% 77.0% 74.0% 72.6% 64.7% 80.5% 77.7% 76.8% >	75% 72.9%
Cancer	List	>	62	Days 75 66 83 78 135 193 281 170 119 142 138 104 132
%	Cancer	-	62	Day	GP	Referral 86.4% 91.3% 88.2% 86.8% 90.0% 88.2% 80.8% 81.6% 81.5% 76.6% 74.8% 81.9% 84.0% >	85% 69.0%
%	Cancer	-	62	Day	Screening 50.0% 33.3% 100% 66.7% 100% 90.9% 100% 87.5% 85.7% 84.6% 100% 87.7% 82.2% >	90% 72.3%
A&E	Performance	-	NHSI 88.3% 86.3% 85.6% 81.9% 81.4% 82.1% 80.5% 80.2% 77.4% 78.7% 79.0% 75.9% 81.4% >	95% 76.7%
Ambulance	Waits	>30	mins 117 145 138 231 211 196 330 296 281 361 291 357 246
6	Week	Diagnostic	Performance 86.2% 91.3% 95.5% 97.5% 93.3% 94.5% 89.2% 89.5% 83.5% 84.8% 94.0% 91.8% 90.9% >	99% 74.7%

The Referral to Treatment Time (RTT) Incomplete Pathway 
measures what percentages of patient pathways are within 
18 weeks for those patients waiting for treatment at month 
end https://www.england.nhs.uk/ statistics/statistical-work-
areas/rtt-waiting-times. 

During 2021/2022, NHS England also set recovery ambitions 
requiring providers to reduce longest waiting patients and 
especially those waiting over 104, 78 and 52 weeks for 
treatment. 

The impact of COVID-19 and the risk of transmission created 
significant disruption for elective surgery and routine 
outpatients throughout the year. However, the Trust made 
significant headway in reducing the number of RTT long 
waiting patients by halving the number of patients waiting 
over 52 weeks and resolving nearly all patients waiting over 

The Trust delivered 
RTT Performance of 

79.9%
which is above the 
national average

Table	23:	NHS	System	Oversight	Operational	Indicators
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78 weeks. Of those waiting over these timeframes, almost 
half required surgery (the majority with a date for this 
confirmed), whilst others required their booked diagnostic 
and/or an outpatient appointment to occur to conclude 
their treatment.

The Trust’s annual RTT position was recorded at an average 
79.9%. This level of performance, whilst falling lower than 
the national target of 92%, remains favourable against the 
average England performance of 65.7% for the year.

The Trust has plans to improve RTT performance during 
2022/2023 ensuring patients are treated in clinical priority 
and chronological order.

There are two 62 Day measures for Waiting Time to Start 
Initial Cancer Treatment for patients referred urgently 
either by General Practitioners or via NHS screening services. 
https://www.england.nhs.uk/statistics/statistical-work-areas/
cancer-waiting-times. For 2021/2022, providers were also 
required to restore full operation of all cancer services and 
deliver a new Faster Diagnosis Standard where patients are to 
be diagnosed and informed of the outcomes within 28 days 
to improve patient experience. https://www.england.nhs.uk/
cancer/faster-diagnosis/.

The Trust received over 21,000 urgent cancer referrals during 
the year and provided full referral, diagnostic and treatment 
facilities for clinically urgent, risk assessed procedures for 
cancer patients during the COVID-19 pandemic. The Trust 
marginally missed the annual compliance target for cancer 
patients referred urgently by General Practitioners with 
annual performance recorded at 84.0%. 

A similar level of performance was recorded for patients 
referred by NHS screening services at 82.0%. The Trust’s 
performance compares extremely well against the England 
national average performance for treatment within 62 days 
although we continue to introduce ways to improve further. 
Furthermore, despite a considerable increase in cancer 
referrals throughout the year, the Trust was able to record 
annual compliance for the new Faster Diagnosis Standard at 
76.8% (compared to the England national average of 72.9%) 
and reduce the number of patients waiting longer than 62 
days on the Cancer waiting list from a high of 281 in October 
to 104 in March. 

A patient should be admitted, transferred, or discharged 
within 4 hours of Accident and Emergency Department (ED) 
arrival. Performance includes Walk-in Centres which aligns 
with NHSI criteria. https://www.england.nhs.uk/statistics/
statistical-work-areas/ae-waiting-times-and-activity/ae-
attendances-and-emergency-admissions-2021/2022/

The impact of the COVID-19 pandemic during 2021/2022 
created fluctuating attendances and considerable pressure 
on our emergency care pathways. Challenges regarding 
inpatient flow continued to dominate and exacerbate our 
emergency department with exit block (when patients are 
unable to be moved from ED). 

The Trust secured substantial capital investment during 
2021/2022 increasing ED capacity, through creating a 
Priority Admissions Unit, the provision of a dedicated 
assessment capacity and short stay facilities. However, surges 
in attendances, the requirement to run separate areas for 
infection protection control and the challenges maintaining 
hospital inpatient flow (similar to most providers) created an 
increase in Ambulance transfer delays over the winter months. 

The Trust exceeded the national 
target for Cancer 28 Day Faster 

Diagnosis with a score of

76.8%

The Trust’s A&E 
performance achieved

81.4%
was above the

national average
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3.4	Glossary

AAA abdominal aortic aneurysm is a swelling in the 
abdominal aorta, the main blood vessel in the abdomen. 
No symptoms are usually caused, except during rupture, 
which can be fatal.

ASPH Ashford and St Peter’s NHS Trust.

CAUTI catheter-associated urinary tract infection is the 
most commonly reported hospital acquired infection.

CCG is a Clinical Commissioning Group which is the 
statutory body for planning and commissioning local 
health care services.

Clinical audit involves reviewing clinical practice against 
evidence based standards to improve the quality of patient 
care and treatment.

Confidential	enquiries are national enquiries which 
investigate clinical standards and decisions in specific 
circumstances to inform and improve clinical practice.

Clostridium	difficile bacteria can cause a bowel infection in 
patients who have taken antibiotics.

CQUIN framework enables healthcare commissioners 
to reward excellence by linking a proportion of a service 
provider’s income to attaining a quality improvement goal 
(NHS Institute for Innovation and Improvement  
www.england.nhs.uk/nhs-standard-contract/cquin/ 

Duty of candour is being open and honest when moderate 
or severe harm affects patients.

Escherichia	coli bacteria are the most common cause of 
UTIs; gastrointestinal infections and bacteraemia can also 
be produced.

GIRFT is the national Get it Right First Time programme 
which incorporates operational and service improvement 
through a QI approach.

Intertrochanteric fractures of the femur occur between the 
bony protrusions (trochanters) on the femur.

Klebsiella bacteria are common causes of bloodstream 
infections in adults.

KPI key performance indicator.

Medication	reconciliations confirm a patient’s medications 
as taken just before the hospital admission.

MRSA meticillin/methicillin resistant Staphylococcus aureus 
bacteria are resistant to several widely used antibiotics and 
are the main cause of bacteraemia.

MSSA meticillin sensitive Staphylococcus aureus bacteria 
are sensitive to the more commonly used antibiotics.

NSTEMI non-ST segment elevation myocardial infarction is a 
type of heart attack.

PCI percutaneous coronary intervention opens up narrowed 
or blocked blood vessels in the heart using a stent.

Percutaneous	nephrolithotomy minimally invasive 
procedure to remove kidney stone(s).

Pseudomonas bacteria commonly cause bloodstream 
infections in adults.

RSCH Royal Surrey County Hospital.

Sepsis	6	care	bundle comprises 6 assessments to monitor 
sepsis (blood cultures, blood tests, urine output monitoring, 
oxygen, intravenous fluids, and antibiotics).

SJR Structured judgement review uses a standardised tool 
to review mortalities in hospital enabling identification of 
potential areas for improvement.

STEMI ST segment elevation myocardial infarction is the 
most serious type of heart attack.

Venous	thromboembolism (VTE) is when a blood clot 
forms in a vein.

However, despite these challenges the Trust’s overall annual 
performance at 81.4% remained above the average England 
performance of 76.7% for the year. 

A patient’s initial diagnostic test or procedure should be 
completed within 6 weeks of first referral. This national 
indicator measures performance across a bundle of 15 
diagnostic tests. 

Our performance missed the national target due to a number 
of differing reasons during the year. This has been due to high 
levels of covid within the local community causing patient 
and staff sickness, both causing a loss of productivity. Surges 
in referral demand outstripping capacity also featured across 

a number of modalities during the year (Endoscopy, MRI, US, 
and Dexa), whilst considerable resourcing issues in CT also 
caused a temporary loss of capacity during Q4.

The Trust created additional capacity to meet the demand 
and recovery of the DM01 position, which is the waiting time 
for diagnostic tests. This included additional weekend and 
evening lists, additional radiologist sessions and both internal 
and outsourcing solutions. This provided improvement in 
resolving the backlogs recorded over the winter months and 
will create greater resilience. 

The Trust’s annual DM01 position was recorded at an 
average 90.9% which remained above the average England 
performance of 74.7% for the year. 
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Part 4: Statements on the engagement process for the 
development of the quality accounts 

Ashford	and	St.	Peter’s	Hospitals	NHS	Foundation	Trust	Council	of	Governors

Ashford and St. Peter’s Hospitals NHS Foundation Trust 
Council of Governors

The Patient Experience Group of the Council of Governors 
comprises Governors appointed by the Council to assist 
that body in achieving its functions in relation to patient 
experience in the Trust. The Group makes a report to each 
meeting of the Council.

The Patient Experience Group considers a detailed Quality 
Report at each of its meetings. This report (which is also 
considered by ASPH’s Quality of Care Committee) covers:

• Patient Safety

• Clinical Effectiveness

• Patient Experience

• Serious Incidents Requiring Investigation

The Group is given the opportunity to discuss the data 
relating to those items with a senior manager from the Trust; 
usually the Chief Nurse, Associate Director of Quality or Head 
of Patient Experience and Involvement, all of whom are, 
usually, in attendance at the PEG meetings. As we have begun 
to exit COVID-19 Pandemic restrictions, all our PEG meetings 
have continued to be held remotely as the Trust seeks to 
manage risk by avoiding unnecessary visits to the hospital 
sites. This means that we have continued with our ‘virtual’ 
visits held at the beginning of the meeting. These visits were 
introduced in 2020/21 and have, in many ways, proved to be 
at least as beneficial to members of the committee as were 
the previous ‘in person’ visits although it does mean that we 
have less opportunity to meet with and speak to front line 
staff. ‘Virtual’ visits extended the time available to engage 
with project and team leaders enabling the group to develop 
a deeper understanding of areas of interest. Discussions, this 
year, have focused on the Trust’s outpatient appointment 
process and we had two consecutive visits at the start of the 
reporting period and a review of the development of the 
outpatient website at the end of the period. Two governors 
were also invited to participate in a review of the outpatient 
appointment process and to attend project team meetings. 
Additional ‘virtual’ visits covered the Trust’s Healing Arts 
Programme and the ViewPoint patient feedback system. As 
reported last year, ‘virtual’ visits have facilitated engagement 

with areas which would have been much more difficult to 
arrange with the previous format. They have, also, as we 
can see through this year’s outpatient work, provided the 
opportunity for governors to engage with the Trust on a 
more in-depth and longer term basis.  These visits continue 
to assist governors in monitoring Trust performance and, 
therefore, our understanding of the work that the Board is 
doing in setting quality priorities.  

Governors, and particularly those who are members of the 
Patient Experience Group of the Council of Governors, have 
appreciated the opportunities given to receive full papers 
from, attend and fully participate in the quarterly Quality 
Account Assurance Group (which continues to be on-line 
this year). Patient Experience Group Governors, particularly, 
do see this as an important extension of their role, beyond 
their regular meetings. We are pleased to see the Trust’s 
continued focus on quality and patient experience and to be 
able to observe positive progress in several areas.

The meetings have continued to give a strong emphasis 
on participation by everyone who attends. Data being 
circulated in advance and front-line clinical teams attending 
to speak about the ‘work behind the data’ has been 
greatly appreciated. The Governors also note, favourably, 
the continued improvements that have been made in the 
accessibility and clarity of the materials provided which 
have been improved beyond those changes already made in 
the previous year. This continuous improvement approach 
to reporting aid in rapid understanding of the data and 
facilitated still richer discussion of the subject matter, 
giving Governors, Board members and other people using 
these documents the opportunity to facilitate greater 
improvements to the patient experience on the ground.

The Governors are impressed with the quality of services 
provided, appreciating that standards have continued to 
be maintained and improved even under the continuing 
pressures faced by the Trust and its staff.

Chris Howorth 
Governor	and	Chair	of	the	Patient	Experience	Group	of	
the	Council	of	Governors

10 June 2022
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Surrey	Health,	Integration	&	Commissioning	Select	Committee

The Committee does not have any comments to make but thanks the Trust for being given the 
opportunity to do so. 

Emily Beard 
Democratic	Services	Assistant 
Democratic	Services 
Adults	&	Health	Select	Committee,	Surrey	County	Council

8 June 2022
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Healthwatch	Surrey

Healthwatch Surrey welcomes the opportunity to comment on Ashford & St Peter’s Hospitals 
NHS Foundation Trust Annual Quality Account. Over the past year Healthwatch Surrey has had a 
collaborative relationship with the Trust. We have been able to share the voice of local people in 
the form of themes arising from our collection of insight and our project work; and we have raised 
any cases of particular concern and received responses. Last year we raised with you the issue of 
communicating to patients, and we are pleased to hear that improvements to appointment letters is 
an area of focus for the coming year. 

Patients who are on long waiting lists is an issue that we are particularly concerned about; we have 
recently conducted a survey on this subject, and we look forward to sharing our findings with you. 

With regard to Priority 3 Patient Experience, please see our comments in bold relating to each of 
your priority areas.

3.1 The total response rate to Friends and Family Test survey question will increase to 20% of all 
eligible patients by the end of Q2 2022/2023. 

	 We	welcome	this	initiative	to	gain	real-time	feedback.	We	hope	that	you	will	also	be	considering	
other	forms	of	communication/accessibility/alternative	languages,	depending	on	the	patient’s	needs.

 3.2 By the end of Q4 2022/2023 through improved response rates, exploit and enhance thematic 
reporting against our strategic patient experience objectives, where achievement is less than 
95% and where required set an appropriate improvement goal. 

	 Healthwatch	Surrey	appreciates	the	opportunity	to	attend	the	Patient	Experience	Monitoring	
Group	where	we	also	share	themes	that	we	have	heard	during	our	engagement	at	Ashford	
and	St	Peter’s.	

3.3  By the end of 2022/2023 through a combination of experience based co design and system 
changes, reduce the number of complaints and PALS concerns related to appointment letters by 
25% from 2021/2022 baseline. 

	 We	are	pleased	to	hear	that	there	is	an	ongoing	focus	on	appointment	letters.	We	look	
forward	to	sharing	the	findings	of	our	Waiting	Well	Survey	with	you.	We	welcome	further	
detail	on	the	planned	co-design	and	would	welcome	the	opportunity	to	contribute	to	this.

3.4  Through focussed quality Improvement initiatives, reduce the number of incidents, complaints 
and PALs concerns related to patient discharge by 20%. 

	 We	welcome	the	recruitment	of	a	Discharge	Lead	nurse	and	acknowledgement	of	our	close	
working	relationship.	

Katherine Newman  
Intelligence	Officer	Healthwatch	Surrey

7 June 2022
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NHS	Surrey	Heartlands	Clinical	Commissioning	Group

Commissioner	Statement	from	NHS	Surrey	Heartlands	Clinical	Commissioning	Group	
(Surrey	Heartlands	CCG)

Surrey Heartlands CCG welcomes the opportunity to comment on Ashford & St. Peter’s NHS 
Foundation Trust (ASPH) Quality Account for 2021/22. The CCG is satisfied that the Quality Account 
has been developed in line with national guidance and gives an overall accurate account and analysis 
of the quality of services provided.

2021/22 has been another challenging year, when the COVID-19 pandemic continued to affect 
patients and service providers. We acknowledge and appreciate the combined effort of all Trust 
staff to deliver safe and effective care during this period, as well as meeting the challenges of post-
pandemic recovery.

The CCG commends the Trust on its continued focus on learning from errors and reducing harm, 
which will be carried forward as a priority for 2022/23 and reflects the national Patient Safety Strategy.  
There was an unannounced CQC focused inspection of St. Peter’s Hospital in November 2021.  
Whilst the overall Trust rating remained unchanged, and a number of areas of good practice were 
highlighted, the CCG notes the rating “requires improvement”. We acknowledge the Trust’s action plan 
to address the issues raised and look forward to the delivery of improvements as this progresses.

The CCG acknowledges the Trust’s continuing participation in numerous national audits which 
contribute to improved clinical practice and outcomes.

The Trust regularly reviews patient feedback and the new ViewPoint system enables much wider 
engagement from patients. The CCG notes the improved national inpatient survey scores for 
communication, support around discharge and quality of food. We also welcome  the Trust’s 
commitment to deliver improvements which reflect feedback; particularly the Trust action plans based 
upon national maternity patient survey and Friends & Family (FFT) survey results. 

The CCG wholeheartedly supports the Trust’s continued commitment to care for its workforce and the 
various initiatives to support staff wellbeing.

Surrey Heartlands CCG welcomes the Trust’s stated priorities for 2022/23, including:

• Optimising patient safety, improving medication safety, improving infection prevention and control 
and Sepsis QI programme

• Structured Judgement Reviews (SJRs) and engagement with LeDeR programme

• Evidence-based co-design workshops with patient safety partners, patients, and relatives

• Continuing 2021/22 priorities to improve on achievements and introducing stretch targets, where 
applicable

Surrey Heartlands CCG would like to thank ASPH for sharing the Quality Account and acknowledges 
that the report reflects the Trust’s priorities of providing safe and effective care. We look forward to 
working together, along with other system partners, to ensure continuous improvement in the delivery 
of services for our local community.

Clare Stone 
Director	of	Multi-Professional	Leadership 
NHS	Surrey	Heartlands	Clinical	Commissioning	Group	

9 June 2022
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2021/2022	Statement	of	Directors’	Responsibilities	in	respect	
of	the	Quality	Report

The Directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations to prepare Quality Accounts for each financial year.

NHS Improvement has issued guidance to NHS foundation trust boards on the form and 
content of annual Quality Reports (which incorporate the above legal requirements) and on the 
arrangements that NHS foundation trust boards should put in place to support the data quality 
for the preparation of the Quality Report.

In preparing the Quality Report, Directors are required to take steps to satisfy themselves that:

• The content of the Quality Report meets the requirements set out in the NHS Foundation 
Trust Annual Reporting Manual 2019/20 and supporting guidance

• Detailed requirement for Quality Reports 2019/20:

• The content of the Quality Report is not inconsistent with internal and external sources of 
information including:

• Board minutes and papers for the period April 2021 to 1 April 2022

• Papers relating to quality reported to the Board over the period April 2021 to 1 April 2022

• Feedback from commissioners dated 9 June 2022

• Feedback from governors dated 10 June 2022

• Feedback from local Healthwatch organisations dated 7 June 2022

• Feedback requested from Surrey Health, Integration & Commissioning Select Committee 
dated 8 June 2022

• The Trust’s complaints report published under regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 2009, dated 2020

• The 2020 national inpatient survey 

The data underpinning the measures of performance reported in the Quality Report is robust 
and reliable, conforms to specified data quality standards and prescribed definitions and is 
subject to appropriate scrutiny and review

The Quality Report has been prepared in accordance with NHS Improvement’s annual reporting 
manual and supporting guidance (which incorporates the Quality Accounts regulations) as well 
as the standards to support data quality for the preparation of the Quality Report.

In light of pressures caused by COVID-19 NHS providers are no longer expected to obtain 
assurance from their external auditor on their quality account / quality report for 2021/2022.

The Directors are confident in the quality of services we provide across our services and that 
for the majority of our quality and performance targets we meet the standards expected by 
and acceptable to our regulator and commissioners. Further, the information in this Quality 
Account is provided from our data management systems and our quality improvement systems 
and to the best of our knowledge is accurate and provides a true reflection of our organisation.

The Directors confirm to the best of their knowledge and belief they have complied with the 
above requirements in preparing the Quality Report.
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The mandated indicator which measures that a patient should be admitted, transferred, or 
discharged within 4 hours of arrival at an Accident and Emergency Department (“Accident and 
Emergency 4 hour wait”) cannot be confirmed as accurate owing to inherent limitations within 
the transaction processing system between source system times and Casualty Card timings. 
This finding currently limits the ability to verify the data. The governance framework around 
the A&E 4 hour wait process will continue to be strengthened and the Trust will continue to 
strive for opportunities to refine our data throughout this extremely high volume and complex 
operational pathway.

• The 2021 national staff survey

• CQC inspection report dated 27 January 2022

• The Quality Report presents a balanced picture of the NHS foundation trust’s performance 
over the period covered

• The performance information reported in the Quality Report is reliable and accurate

• There are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review to 
confirm that they are working effectively in practice

Andy Field
Chairman

14 June 2022

Julie Smith 
Chief	Executive	

14 June 2022
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Independent	Auditor’s	Report	to	the	Council	of	Governors	
of	Ashford	and	St.	Peter’s	Hospitals	NHS	Foundation	Trust	
on	the	Quality	Report

In light of pressures caused by COVID-19 NHS providers are no longer expected to obtain 
assurance from their external auditor on their quality account/quality report for 2020/2021.
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