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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. 

 

Introduction  

The Quality Account (Quality Report) is an annual report to the public about the quality of 

services that providers of healthcare deliver and their plans for improvement.  The 

requirement to produce a Quality Account is outlined in the NHS Act 2009 and the terms set 

out in the collective Quality Accounts Regulations.1 

The Quality Report incorporates all the requirements of the Quality Account Regulations as 

well as a number of additional reporting requirements set by NHS Improvement (formerly 

Monitor).  The Quality Report specifically aims to improve public accountability for the quality 

of care and is contained within the Trust’s overall Annual Report.2 

The purpose of the Quality Account is to help improve public accountability for the quality of 

care provided by NHS Foundation Trusts.3  Quality improvements are reported in 3 

categories: patient safety, clinical effectiveness and patient experience. 

This Quality Account summarises performance and improvements against the quality 

priorities and objectives which were set for 2017/18 and outlines the quality priorities and 

objectives which have been set for 2018/19.  This report also includes feedback from our 

patients, Governors and North West Surrey Clinical Commissioning Group on how well they 

think we are doing. 

Your feedback 

If you have any comments or suggestions on this Quality Account, we would welcome your 

feedback. Please contact: Mrs Sue Tranka, 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 and 2017 (collectively “the Quality Accounts Regulations”). 
2 Detailed requirements for quality reports 2013/14, p. 2 (NHS Improvement formerly Monitor). 
3 Detailed guidance for external assurance on quality reports 2014/15, p. 4 (NHSI formerly Monitor). 

mailto:asp-tr.patient.advice@nhs.net
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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 eighth 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 patient experience, quality of 

care and safety are within the hospitals.   

Our Trust Strategy was last refreshed in 2013 and the time is now right to re-assess our 

vision and strategic direction to ensure that colleagues and our local and national partners 

and stakeholders are working together to create an organisational infrastructure and culture 

aligned to meet the needs of the community we serve.  The new strategy which centres 

upon what is needed to achieve our vision of providing an outstanding experience and the 

best outcome for patients and the team is now ready for launch in May 2018. 

We have also developed a new Quality Strategy which aligns with and will be launched 

alongside the upcoming Trust Strategy.  Our Quality Strategy sets out our systematic 

approach to achieving sustainable acceleration of transformational change underpinned by 

an assurance and improvement methodology.  We will attain sustainable acceleration of 

quality transformational change through education, alignment, capability building and 

leadership development.  To deliver the Trust vision our principal focus must be to transform 

ourselves into a learning organisation and this is our key quality improvement focus across 

the Trust for next year.  You can read more about next year’s priorities in Section 2.1.1.   

Our overall performance against the 2017/18 priorities is outlined in Section 3.1 and we  

achieved 14 out of 29 priorities.  Areas of particular success included providing greater 

opportunities for patient involvement in research and strengthening safety standards for our 

clinical workforce.  More information on how we are reducing variation in patient care 

through 7 Day Services Provision is outlined in Section 2.1.2.  We know we need to do more 

to embed excellent patient experience right at the forefront of everything we do and we are 

currently rolling out a Patient Experience Improvement Programme to optimise the range of 

feedback we receive so it can truly guide improving patient care throughout their pathway.  

Learning from complaints, claims and incidents needs to embedded right across the 

organisation and that is the core of our 2018/19 priorities. 

In September 2017 our Chairman, Aileen McLeish, stood down as after 9 years in the role 

and I would like to extend my personal thanks to Aileen for her dedication steering the 

Trust’s Board over this time.  Aileen had particular success in building a really positive 

relationship with our Governors and Members which has provided great benefit to the Board 

as part of our learning exactly what is important to patients and other service users in our 

wider community.  I was delighted to welcome the new Chairman Andy Field as he took up 

the reins bringing with him a wealth of experience across the public and private sectors and 

in particular a focus on the needs of the “whole” person and the importance of addressing 

both physical and mental health.    

September continued a busy month as Chief Nurse, Heather Caudle, left after 6 years to 

further her career in a national role.  Heather had particular success introducing the 
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Schwartz Rounds to ASPH and we have continued to expand this staff engagement scheme 

by showcasing pop-up rounds to bring reflective practice right onto frontline Wards.  We 

welcomed Sue Tranka as new Chief Nurse in October.   Sue brings a depth of experience in 

frontline nursing, midwifery and quality improvement which will further strengthen the 

organisation in these areas. 

I am pleased to share some of our other significant achievements across the Trust in 

2017/18 in so many varied areas of clinical quality.  We have done a lot of work in the Get it 

Right First Time (GIRFT) programme and were reported as one of the most efficient hospital 

Trusts in the country.  At the core of GIRFT is the belief that the delivery of evidence based 

high quality care with reliability and consistency avoids poor patient outcomes, harms and 

waste.  Our GIRFT programme is another way we can take forward learning from harms 

informed by clinical claims.   We now have specialty based clinical risk profiles so that 

improvements can be focussed on higher frequency areas such as missed fractures or rare 

but extremely serious harms such as in maternity where we are continually strengthening 

our antenatal pathway.   

Our Be the Change programme which supports all of our staff to develop and implement 

their own quality improvement initiatives within their teams won the national 2017 Healthcare 

People Management Association’s Award for Excellence in Employee Engagement. 

In July Careflow, an innovative iPad based clinical communication application for handovers, 

alerts and task management went live for medical teams.  This will strengthen 

multidisciplinary team working which is a further learning area highlighted from both 

Coroner’s cases and complaints.  Careflow is part of our Digital Hospital programme and will 

support our transition to electronic ways of working in line with NHS Digital’s Paperless 2020 

campaign.  Next year, rollout of electronic alerting in Careflow will strengthen management 

of deteriorating patients which we know from incidents is an ongoing improvement area. 

In September 2017 the End PJ Paralysis campaign promoted encouraging patients to get 

dressed rather than wear hospital gowns, part of our aim to get patients mobilising as there 

can be a 20% reduction in muscle strength if a frail patient spends just 1 week in bed. 

Our Patient Experience Service had particular success this year when our ‘Adopt a 

Grandparent’ scheme received the Academy of Fabulous NHS Stuff (FAB) Tiny Noticeable 

Things Award in November 2017.  Staff offer up half an hour each week to spend time 

chatting with senior adult patients which remains a greatly valued commitment to our 

patients’ wellbeing. 

We recognise the importance of improving the environment for patients with specific needs, 

such as those with dementia, and as part of the King’s Fund Self-Assessment Audit 2017 we 

created a ‘Forget-me-Not’ dementia friendly area within Ashford Hospital Outpatients.  

Feedback from carers of dementia patients was a vital part of involving service users in the 

co-design of this improvement project.   Outpatient clinicians have created 10 practical tips 

to help them communicate more clearly with patients who suffer from dementia. 

Looking to the future, mental health is one area we continue to build upon and next year we 

are delighted to have been awarded ‘Core 24’ funding in partnership with Surrey and 
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Borders NHS Foundation Trust  which will allow the expansion of specialist assessment 

services by liaison psychiatry within St Peter’s Hospital next year. 

I’m also very proud of the relationships we have built with local stakeholders and partners 

and while there is always more work to do, working collectively will help us build a 

sustainable future both for ourselves and for our wider health economy. 

As Chief Executive I am 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 regulators 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 my knowledge is accurate, 

and provides a true reflection of our organisation, with the exception of the following indicator 

which KPMG LLP Statutory Auditor has tested and is unable to issue an opinion over for the 

below reasons.  As Chief Executive I am therefore unable to confirm this item is accurate 

owing to the exceptions notified below. 

Mandated indicator 2 – the measure 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. 

 

 

 

 

 

 

Suzanne Rankin 

Chief Executive 

24 May 2018
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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 2018/19 and outlines why these 

measures were chosen based on our strategic direction, national aims and quality of care 

reviews of our existing improvement programmes. 

2.1.1 Priorities for improvement for 2018/19 

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 

25 January 2018.  Patient Panel representatives and Governors incorporated patient and 

public perspectives.  Assurance will be via quarterly oversight by Trust Board with focussed 

updates to stakeholders and Governors. 

This year the Board refreshed its approach to quality priority setting with an overarching aim 

of transforming ourselves into an organisation with learning broadened to be a ‘given’ across 

the quality transformation agenda.  Our refreshed KPIs reflect this learning with emphasis 

and a particular focus on medications safety.   

Our key enablers to achieve these priorities are revised strategies for quality, risk 

management and education.  Sustainable acceleration of quality transformational change 

will be through education, alignment, capability building and leadership development.  

Embedding a new approach to quality improvement (QI) that develops capacity and 

capability for individuals and teams to make improvements for themselves is vital to 

generating the right organisational culture to achieve our aims. 

Discontinued priorities  

In line with the cohesive approach to quality improvement and assurance the Trust has 

discontinued Quality Account priority areas which have been achieved or do not sufficiently 

align with our overall aim to be a learning organisation.  Achievement against current year’s 

priorities is described in Section 3.1.   Many measures will still continue as part of business 

as usual such as VTE, E. coli bacteraemia infection and the Keogh Standards for reducing 

variation.   

Clinical workforce modelling will be through business planning and learning from claims is 

incorporated in the GIRFT QI programme.  Patient empowerment is integral to the new Trust 

Strategy and now has a broader focus.  Clinical effectiveness including NICE guidance and 

national audit improvements are being more closely harmonised with our QI approach.  

Diabetes screening has been a priority for more than 3 years and a local improvement focus 

will target those Wards needing further support.  Completed initiatives included the nursing 

associates pilot, rolling out the Freedom to Speak up Guardian, communicating research 

more widely and linking into the Surrey Heartlands Health and Care Partnership. 
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2018/19 Quality Account improvement priorities 

1.1
100% of applicable deaths will receive a timely structured judgement 

review (SJR) per the Learning from Deaths (LFD) Frameworkby Q4.

Learning from Deaths is a national improvement programme.  This is an extension of current year's priority 2.2.

1.2
90% of Emergency Department and inpatients with sepsis will receive 

antibiotics within 1 hour.

Sepsis has previously been a CQUIN priority area and continues to be a national area of focus along with a local 

improvement area from complaints feedback.

1.3
82% of patients with fractured neck of femur will receive surgery within 36 

hours of arrival at the Emergency Department.

The Trust seeks to continually improve our performance in the trauma care pathway and optimise care for patients 

with hip fractures.

1.4

80% of patients recognised as dying in their last days and hours of life per 

NICE Guideline 31 will have an individualised care plan (Priorities 

Document).

Care for patients at the end of life is a priority area across the acute and community sectors.  Individualised care 

planning seeks to ensure that each patient's specific needs are accommodated in this new area which is based on 

national guidance.

Priority 2 Safety - learning from errors and reducing avoidable harm

2.1 Zero repeat never events of similar themes. Most repeat never events recently have been in Surgery which is where safety culture will be strenghtened.

2.2 Inpatient falls resulting in harm to be 364 or fewer which is a 5% reduction 

on 2017/18 levels of 383.

This priority is a refresh of our commitment to reducing falls which we progressed the past 3 years through the 

national Sign up to Safety Campaign.

2.3 Hospital acquired  pressure ulcers stage 2 and above to be  190 or fewer 

which is a 5% reduction on 2017/18 levels of 201.

Hospital acquired pressure ulcers has been a priority area for more than 3 years and is also a continuation of the Sign 

up to Safety methodology.

2.4
Moderate and severe harm from medication errors will be reduced by 50% 

over 5 years.  

The trajectory will be refreshed annually in line with performance.  Reducing harm from drug errors is a national 

initiative across the NHS.

Priority 3 Patient experience  - Learning from our patient feedback and ensuring a great experience

3.1 A new patient satisfaction measure will be implemented this year, with 

the method to be confirmed by Q2.

In order to capture patient experience as the Trust's key measure of achieving its strategic outcomes more granular 

feedback is needed than currently provided by the national Friends and Family Test.  A new way of capturing 

patient experience outcomes is to be determined next year.

3.2 Evidence involvement of patients and carers in co-design of service 

improvement pathways including vulnerable and protected characteristic 

patients.

Service user involvement in co-design and meeting the needs of diverse patient groups is a national priority area of 

the Care Quality Commission.  Our existing work in this area will be strenghtened and expanded.

3.3 95% of complaints will be responded to by the internal number of days per 

grade from Q3.

The complaints pathway is being redesigned and timescales for responding to complaints is to be aligned with 

complaint complexity.

Priority 1 Effectiveness - learning from deaths and reducing in-hospital mortality
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2.1.2 NHS Improvement (NHSI) disclosures 

This section outlines progress in NHS Improvement’s focus areas for this past year. 

Sign up to Safety Plan 

The Sign up the Safety Plan is a 3 year national campaign to promote continuous 

improvement in areas where hospital harms occur.  2017/18 was the final year of the plan.  

Key achievements are outlined below or, where applicable, referenced to other sections. 

Section 3.1 summarises performance against the Sign up to Safety Plan third and final year 

aims for VTE, catheter infections, falls, medication and maternity Safety Thermometer 

measures.  In addition stillbirths reduced by 25% which is better than the 20% target and 

supports the 50% national reduction sought by 2020.  Across 3 years unexpected term baby 

admissions to Neonatal Intensive Care of babies with low oxygen related brain damage has 

considerably improved, dropping by 80%.  The Perinatal Institute’s growth surveillance 

protocol has been successfully implemented, and the antenatal and intrapartum pathway is 

contributing to fewer serious incidents. 

Improved management of deteriorating patients with acute kidney injury and sepsis, a 

complaints and incidents theme, has been strengthened with the rollout of an iPad based 

inpatient observations system called VitalPac.  In 2018 electronic alerting of escalated 

warning scores is being phased in using the CareFlow supplementary application.    

Sepsis identification has included the ED pathway for screening and implementing the 

national Sepsis Six bundle which was expanded to Paediatric ED during 2015 and 

subsequently revised to incorporate updated NICE guidance.  In 2016 an adult inpatient 

sepsis screening tool, also based on the Sepsis Six bundle, was launched and in December 

2016 a revised protocol using the VitalPac Sepsis Module was progressed.  There is a 

dedicated ED Sepsis Team which is planning focussed improvement work on the 

neutropenic sepsis pathway in 2018.    Paediatric inpatient guidance is also in place.   

Sepsis data is mainly obtained from the ‘sepsis and reducing the impact of serious 

infections’ CQUINs.   Sepsis CQUIN audit methodology has changed several times over the 

past few years which limits the ability to draw comparisons from the data.  The Trust plans to 

implement an updated VitalPAC sepsis module to identify and risk stratify those patients who 

are at risk of sepsis and this will be implemented on adult inpatient wards, ED and in 

Maternity. 

Across 2018/19 the Trust and Surrey partners will implement the national Recommended 

Summary Plan for Emergency Care and Treatment (ReSPECT) approach to decision 

making around end of life care.  This aligns with learning from a recent complaint regarding 

aligning patient wishes across organisational boundaries and reconsidering a patient’s 

situation during each hospital stay.  The Sign up to Safety Plan gave a strong basis for our 

harms reduction initiatives which are further refined in next year’s Quality Priorities which 

focus on harms reduction through becoming a learning organisation.  

Duty of candour 
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Communicating openly with patients and families under the duty of candour where 

something serious has occurred when we treated a patient is now well embedded with 

compliance of 96%.  In Q3 the Trust changed practice to notify hospital associated 

thrombosis (HAT) as a moderate harm incident where patient care pathways had gaps and 

HATs can be identified up to 3 months following discharge so some of these notifications are 

still underway.  Patient leaflets will include information on HATs from next year. 

NHS Staff Survey indicators  

NHS Improvement asks Trusts to report on 2 indicators from the 2017 NHS Staff Survey:4  

• staff belief in equal opportunities for career progression or promotion 

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

For both of these indicators ASPH performs in line with other acute Trusts nationally. 

Table 1: NHS Staff Survey  

NHS Staff Survey Selected Indicators  2017 

National 

Average 

2017 2016 2015 

% staff believing Trust provides equal opportunities - White 87 88 90 88 

% staff believing Trust provides equal opportunities - BME 75 77 79 78 

 

% staff experiencing harassment or bullying in past year - White 25 24 21 31 

% staff experiencing harassment or bullying in past year - BME 27 26 29 26 

 
Both areas form part of the Workforce Race Equality Standard (WRES) and the Trust’s 

improvement action plan is under review by the Workforce and Organisational 

Development Committee.  Unconscious bias training on removing barriers to 

progression is now mandatory and staff receive support towards promotion with 

mentoring and secondments. A new Bullying and Harassment Taskforce has recently 

been set up and a designated Non-Executive Director is overseeing equality and 

diversity. 

Cancelled elective operations  
 
Patients should be treated within 28 days of a last-minute cancellation otherwise the 

patient should be offered treatment at the time and hospital of their choice.  Target 

national and local performance is to have zero cases for this indicator.  In 2017/18 

cancelled elective operations reduced by 25% with 49% fewer standard breaches since 

last year which was achieved through improved winter planning, streamlined theatre 

scheduling and tighter re-booking.  Future efficiencies will be through a scheduling 

support tool and continued focus on reducing length of stay to increase bed availability. 

 

 

                                                           
4 2017 NHS National Staff Survey www.nhsstaffsurveys.com.  National averages are across acute Trusts. 
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Table 2: Cancelled elective operations  

Cancelled elective operations 2017/18 2016/17 2015/16 

Cancellations 361 483 447 

Breaches of the 28 day standard 38 74 36 

 

NHS England’s Seven Day Services (7DS) Programme5 seeks to ensure patients who 

are admitted as an emergency receive high quality consistent care whatever day they 

enter hospital.  In 2013 Sir Bruce Keogh’s Seven Day Services Forum led to the 

development of 10 clinical standards for achieving this clinical consistency and 

subsequently the Association of Medical Royal Colleges identified 4 Clinical Standards 

(CS) as priorities based on their positive potential for patient outcomes and NHSI 

requires that we report on these standards which are part of our Reducing Variation 

Programme. 

 

CS 2 - first Consultant review within 14 hours of admission 

CS 5 - access to diagnostic tests 

CS 6 - access to key consultant-directed interventions 

CS 8 – ongoing consultant review daily, twice daily for high dependency needs.   

Our progress implementing the 4 priority standards is measured in a 6 monthly audit with 

latest Trust data collected at 30 September 2017.  Not all standards have national 

comparison data for each time period.  National data for September 2017 does not 

include CS 5, 6 and 8 and CS2 benchmarked data has not yet been released. 

 

Chart 3: CS 2 Review within 14 hours  Chart 4: CS 8 Daily Consultant review 

 

 
  

For CS2, the proportion of patients with first Consultant review within 14 hours as at 

September 2017 has been validated and audit methodology has been applied differently 

between periods, which may explain the results dip in September 2017.  More time is 

needed for this measure to stabilise to permit comparison.   

 

                                                           
5 https://improvement.nhs.uk/resources/seven-day-services 
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Regarding CS5 the Trust reported 100% performance against diagnostic test provision 

across 7 days. National benchmarked data at March 2017 covered 6 services6 with 7 

day provision ranging from 74% for MRI to 99% for CT.   

 

CS 6 measures provision of 9 clinical interventions7 and the Trust reported full 

availability across 7 days.  March 2017 national data across 7 days exceeded 90% for 

all but 3 measures: interventional radiology 73%, radiotherapy 76% and renal 

replacement 90%.  Not all Trusts provide all interventions. 

 

Performance for CS8, patients receiving daily Consultant review across their inpatient 

stay, has fluctuated and a deep dive was performed at September 2017 on this local 

dataset.  The learning was that audit data collection methodology was inconsistent 

which is being rectified by training and a communication exercise highlighting the 

importance of documenting all clinical reviews in patient medical records.  There is a 

clear protocol for acute inpatient review by Consultants 7 days a week via daily Ward or 

board rounds to ensure patient pathways are adhered to and any acute deterioration is 

escalated and acted upon. 

 

Our 7DS delivery plan draws on existing work in Emergency Care, discharge planning 

and efficient workforce modelling.  Within Surrey Heartlands Health and Care 

Partnership we are exploring opportunities for joint working to further reduce care 

variation across the region. 

 

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 2016 to 31 March 2018 Ashford and St Peter’s Hospitals NHS Foundation Trust 

provided and/or subcontracted 116 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 ended 

31 March 2018 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 2018. 

                                                           
6 Computed tomography (CT), microbiology, gastroscopy, ultrasound, echocardiography and 
magnetic resonance imaging (MRI). 
7 Critical care, percutaneous coronary intervention, cardiac pacing, stroke thrombolysis, general 
surgery, interventional endoscopy, interventional radiology, renal replacement and urgent 
radiotherapy. 
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Participation in national clinical audit8 and national confidential 
enquiries9   

During the 12 months ended 31 March 2018, 40 national clinical audits and 6 national 

confidential enquiries covered relevant health services that Ashford and St Peter’s Hospitals 

NHS Foundation Trust provides.  During that period the Trust participated in 98% of eligible 

national clinical audits and 100% of national confidential enquiries as listed on the table 

below.  The number of cases submitted to each audit or enquiry as a percentage of the 

number of registered cases required by the terms of that audit or enquiry is specified and 

‘DNP’ indicates where we did not participate.   

National clinical audits and national confidential enquiries 
Percentage of cases 

submitted 

National audits  
(A shaded box indicates no national data being collected) 

2016/17 2017/18 

Acute Coronary Syndrome 
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.ucl.ac.uk/nicor/audits/minap  

100% 100% 

Asthma – Moderate and Acute Severe Asthma – Adult and Paediatric Clinical Audit 
The Royal College of Emergency Medicine (RCEM).  Refer to www.rcem.ac.uk. 

100%  

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

96.7%10 11 

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

60 cases 12 

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

100% 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. Data is currently 
under validation. 

100%13 100% 

Consultant Sign-off Clinical Audit 
The Royal College of Emergency Medicine (RCEM).  Refer to www.rcem.ac.uk 

100% 

160 cases 

 

Fractured Neck of Femur  
The Royal College of Emergency Medicine (RCEM).  Refer to www.rcem.ac.uk 

 100% 

Inflammatory Bowel Disease 
Inflammatory Bowel Disease Programme.  Managed by The Royal College of Physicians.  

0%14 15 

                                                           
8 Clinical audit involves reviewing clinical practice against evidence based standards in order to improve the 

quality of patient care and treatment. 
9 A confidential enquiry involves investigating clinical standards and clinical decisions in specific circumstances to 

determine whether the outcome could have been potentially avoidable. 
10 96.73% of the total 92 cases expected according to HES for 2014, 2015 and 2016 combined.   
11 Awaiting next report.  
12 Awaiting next report. 
13 All eligible patients - case ascertainment is not reported. 

http://www.ucl.ac.uk/nicor/audits/minap
http://www.rcem.ac.uk/
http://www.baus.org.uk/patients/surgical_outcomes/
http://www.baus.org.uk/patients/surgical_outcomes/
http://www.ucl.ac.uk/nicor
https://www.icnarc.org/Our-Audit/Audits/Cmp/About
http://www.rcem.ac.uk/
http://www.rcem.ac.uk/
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Refer to www.rcplondon.ac.uk/ibd     https://ibdregistry.org.uk  

Learning Disability Mortality Review Programme (LeDeR) 
Refer to http://www.bristol.ac.uk/sps/leder/         

100% 100% 

Major Trauma 
Major Trauma.  Managed by The Trauma Audit and Research Network (TARN). Refer to 
www.tarn.ac.uk/. The period is up to Q2 for 2017/18. 

55-64%16 100% 

National Adult Diabetes Inpatient Audit 
National Adult Diabetes Inpatient Audit (NaDIA). Managed by The Health and Social Care 
Information Centre.  www/hscic.gov.uk/nda    

100% 100%17 

National Audit of Breast Cancer in Older People 
In the first year, NABCOP conducted an organisational audit and used patient-level data 
collected by the cancer registration services in England and Wales. Refer to: 
www.hqip.org.uk/  

100% 18 

National Audit of Dementia 
National Audit of Dementia of The Royal College of Psychiatrists.  The third round of the 
National Audit of Dementia is from 2015 to 2017. Refer to www.rcpsych.ac.uk  In 
2017 we undertook an optional casenote audit on 57 cases. 

100% 100% 

National Audit of Inpatient Falls 
Falls and Fragility Fracture Audit Programme run by the Royal College of Physicians. Audit 
did not take place in 2016; the next round is from April 2017.  Refer to 
www.rcplondon.ac.uk/  

 100% 

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

100% 19 

National Bowel Cancer Audit Programme 
National Bowel Cancer Audit Programme (NBOCAP).  Managed by The Royal College of 
Surgeons of England.  Refer to https://rcseng.ac.uk/  

57% 20 

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 https://ncaa.icnarc.org  

100% 21 

National Chronic Obstructive Pulmonary Disease 
National Chronic Obstructive Pulmonary Disease (COPD) Audit is managed by The Royal 
College of Physicians.  Refer to www.rcplondon.ac.uk/COPD. Audit commenced from 
February 2017 with 438 records entered to date.  

New 100% 

 

National Comparative Audit of Blood Transfusion Programme – Re-audit of Patient 
Blood Management in Scheduled Surgery 
National Comparative Audit of Blood Transfusion Programme.  Managed by NHS Blood 
and Transplant.  Refer to http://hospital.blood.co.uk/audits/national-comparative-audit/      

 22 

National Comparative Audit of Blood Transfusion Programme – Audit of Red Cell 
and Platelet Transfusion in Adult Haematology Patients 
National Comparative Audit of Blood Transfusion Programme.  Managed by NHS Blood 
and Transplant.  Refer to http://hospital.blood.co.uk/audits/national-comparative-audit/    

 100% 

                                                                                                                                                                                     
14 45 cases were submitted in 2015/16. However, there was an online data entry issue.  This audit ended in 2016 
15 The Trust is now submitting all required data to the new IBD Registry. Awaiting next report.  
16 Results for 2016/17 cover 9 months as some data entry exceptions occurred. 
17 Casenotes by year were 62 in 2015, 81 in 2016 and 69 for 2017.   
18 Awaiting next report. 
19 Clinical outcomes are available for three financial years up to 2015/16.  
20 Anticipated date of next update is not yet available. 
21 Next report expected in June 2018 
22 Work underway. 

http://www.rcplondon.ac.uk/ibd
https://ibdregistry.org.uk/
http://www.bristol.ac.uk/sps/leder/
http://www.tarn.ac.uk/
http://www.hqip.org.uk/
http://www.rcpsych.ac.uk/
http://www.rcplondon.ac.uk/
http://www.bomss.org.uk/
https://rcseng.ac.uk/
https://ncaa.icnarc.org/
http://www.rcplondon.ac.uk/COPD
http://hospital.blood.co.uk/audits/national-comparative-audit/
http://hospital.blood.co.uk/audits/national-comparative-audit/
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National Diabetes Audit 
National Diabetes Audit (NDA). www.digital.nhs.uk  

100% 100% 

National Elective Surgery PROMS23 – Hip Replacement 

National Elective Surgery Patient Reported Outcome Measures (PROMs)24 for Hip 

Replacement.  For all procedures provisional data is available. www.digital.nhs.uk  

126%25 26 

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. 

110% 18 

National Elective Surgery PROMS – Groin Hernia 
National Elective Surgery Patient Reported Outcome Measures (PROMs) for Groin 
Hernia Surgery. www.digital.nhs.uk.  For all procedures provisional data is available. 

48% 27 

National Elective Surgery PROMS – Varicose Vein 
National Elective Surgery Patient Reported Outcome Measures (PROMs) for 
Varicose Vein Surgery.  www.digital.nhs.uk   For all procedures provisional data is 
available. 

48% as above 

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

181 cases, 
rated green 

28 

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% 

National Hip Fracture Database 
Falls and Fragility Fracture Audit Programme (FFAP) – a national clinical audit run by 
the Royal College of Physicians designed to audit the care that patients with fragility 
fractures and inpatient falls receive in hospital and to facilitate quality improvement 
initiatives. Refer to www.nhfd.co.uk/  

88.6% 29 

National Joint Registry Data 
National Joint Registry data collection on hip, knee, ankle, elbow and shoulder joint 
replacements.  Data is collated by calendar year separately for Ashford and 
St.Peter’s Hospitals. Figures refer to patients who give their consent for their data to 
be included. Refer to www.njrcentre.org.uk  

87% and 

100% 

95% and 
97% 

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

100% 

181 cases  

30 

National Maternity and Perinatal Audit (NMPA)  
Royal College of Obstetricians and Gynaecologists Refer to: https://www.rcog.org.uk/  

31 32 

National Oesophago-Gastric Cancer Audit 
These patients are treated at the Royal Surrey County Hospital.  Refer to  
www.hqip.org.uk  

61-70% 81-90% 

                                                           
23 The participation rates for 2016/17 are provisional.  
24 NHS Choices defines PROMS as patients’ assessments about their health and quality of life before an 
operation compared with their health after the operation. 
25 For participation rates above 100% cases submitted exceed anticipated volume based on hospital episode 
statistics. 
26 Due to the length of time before post-operative questionnaires are sent out for hip and knee replacements, 

there is not yet sufficient data to calculate unadjusted scores for these procedures. 
27 PROMS data on groin hernia and varicose vein surgery ceased to be collected on 1 October 2017 following 
the consultation on the future of PROMs by NHS England.  
28 Report awaited, due July 2018.  
29 Anticipated date of next update is not yet known. 
30 Anticipated date of next update is not yet known. 
31 Cases were submitted for the period 2015/16  
32 All cases for the period 2016/17 have been submitted, report awaited.  

http://www.digital.nhs.uk/
http://www.digital.nhs.uk/
http://www.digital.nhs.uk/
http://www.digital.nhs.uk/
http://www.digital.nhs.uk/
http://www.hqip.org.uk/
http://www.ucl.ac.uk/nicor/audits/heartfailure
http://www.nhfd.co.uk/
http://www.njrcentre.org.uk/
https://www.rcplondon.ac.uk/resources/national-lung-cancer-audit
https://www.rcog.org.uk/
http://www.hqip.org.uk/
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National Ophthalmology Audit 
Royal College of Ophthalmologists.  No report published 2015/16.  
https://www.rcophth.ac.uk/standards-publications-research/national-ophthalmology-
database/  

DNP DNP33 

National Paediatric Diabetes Audit (NPDA) 
https://www.rcpch.ac.uk/  We consider that we submit all cases.  

100% 100% 

National Prostate Cancer Audit 
National Prostate Cancer Audit.  The Trust does not submit this data as patients are 
treated at Royal Surrey County Hospital for radiotherapy, brachytherapy and prostate 
surgery.  Refer to www.npca.org.uk           

135 cases34 35 

National Vascular Registry 
National Vascular Registry (NVR) is a national clinical audit commissioned by The Health 
Quality Improvement Partnership.  Refer to www.vsqip.org.uk  

108%36 93% 

Neonatal Intensive and Special Care Audit 
Neonatal Intensive and Special Care Audit Programme (NNAP) managed by The Royal 
College of Paediatrics and Child Health. Refer to www.rcpch.ac.uk/nnap  

100% 100%37 

Pain in Children 
The Royal College of Emergency Medicine (RCEM).  Refer to www.rcem.ac.uk 

 100% 

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

100% 

 

100% 

Procedural Sedation  
The Royal College of Emergency Medicine (RCEM).  Refer to www.rcem.ac.uk 

 43 cases 

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

>90% ≥86%38 

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

100% 100%39 

Specialist Rehabilitation for Patients with Complex Needs following Major Injury 
The main focus will be on three key areas: an audit identifying services providing care to 
trauma patients, an audit of complex need patients within major trauma centres and a 
feasibility study for post-discharge patients who require specialist rehabilitation. Refer to: 
www.hqip.org.uk/  

New 40 

UK Parkinson’s Audit 
Parkinson’s UK www.parkinsons.org.uk/  

100% 100% 

National confidential enquiries 
(A shaded box indicates no national data being collected) 

2016/17 2017/18 

                                                           
33 Specific software for this audit is not yet available. 
34 1 April 2015 - 31 March 2016 – The number of cases allocated is lower than expected.  Pathology data is 

processed by Royal Surrey resulting in these cases being assigned to Royal Surrey rather than Ashford & St 
Peter’s. 
35 Awaiting report in late 2018. 
36 For participation rates above 100% cases submitted exceed anticipated volume based on hospital episode 
statistics.  
37 All cases are submitted to the audit  / downloaded from the patient record system used in neonatal units.    
38 Latest data available for April to July 2017. 
39 All cases are reported; next report for 2017 data not expected until later in 2018.  
40 We participate via South West London and Surrey Major Trauma Network (data used from Trauma Audit and 

Research Network, TARN and UK Rehabilitation Outcomes Collaborative, UKROC.   

https://www.rcophth.ac.uk/standards-publications-research/national-ophthalmology-database/
https://www.rcophth.ac.uk/standards-publications-research/national-ophthalmology-database/
https://www.rcpch.ac.uk/
http://www.npca.org.uk/
http://www.vsqip.org.uk/
http://www.rcpch.ac.uk/nnap
http://www.rcem.ac.uk/
http://www.ucl.ac.uk/nicor/audits/adultpercutaneous/documents/annual-reports
http://www.rcem.ac.uk/
http://www.strokeaudit.org/
https://www.shotuk.org/
http://www.hqip.org.uk/
http://www.parkinsons.org.uk/
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Maternal, Newborn and Infants 
Maternal, Newborn and Infant Clinical Outcome Review Programme: Mothers and Babies: 
Reducing Risk through Audits and Confidential Enquiries across the UK (MBRRACE-UK).  
Managed by The National Perinatal Epidemiology Unit, University of Oxford. Refer to 
www.npeu.ox.ac.uk/mbrrace-uk. 

100% 100% 

NCEPOD – Acute Heart Failure 
National Confidential Enquiry into Patient Outcome and Death (NCEPOD) Acute Heart 
Failure.  Refer to www.ncepod.org.uk  

New 100% 

NCEPOD – Cancer in Children, Teens and Young Adults  
Child Health Clinical Outcome Review Programme.  Delivered by National Confidential 
Enquiry into Patient Outcome and Death (NCEPOD).  Refer to www.ncepod.org.uk and 
http://www.rcpch.ac.uk/chr-uk . Study underway. 

New 100% 

NCEPOD – Chronic Neurodisability  
Child Health Clinical Outcome Review Programme.  Delivered by National Confidential 
Enquiry into Patient Outcome and Death (NCEPOD).  Refer to www.ncepod.org.uk and 
http://www.rcpch.ac.uk/chr-uk . Study underway.  

100% 100% 

NCEPOD – Peri-operative Diabetes 
National Confidential Enquiry into Patient Outcome and Death (NCEPOD) Peri-operative 
Diabetes.   Refer to www.ncepod.org.uk 

 New  

(100%) 

NCEPOD – Young People’s Mental Health 
Child Health Clinical Outcome Review Programme.  Delivered by National Confidential 
Enquiry into Patient Outcome and Death (NCEPOD).  Refer to www.ncepod.org.uk and 
http://www.rcpch.ac.uk/chr-uk . Study underway. 

New 

 

100% 

 

National clinical audits reviewed  

The reports of 26 national clinical audits were reviewed by Ashford and St Peter’s Hospitals 

NHS Foundation Trust in the 12 months ended 31 March 2018 and Ashford and St Peter’s 

Hospitals NHS Foundation Trust intends to take the following actions to improve the quality of 

healthcare provided, as outlined in the below table.  Note that not all of the national audit 

reports were available during the 2017/18 period.  A selection of some of our learning and 

improvement work in clinical effectiveness is shown below.    

National clinical audits reviewed with improvement actions  

National Emergency Laparotomy Audit (NELA) – This year mortality, return to theatre and responding to 

deteriorating patients has improved.  We are currently focussing on refreshing the care pathway for patients 

with acute abdomens, timely antibiotic administration and individualised risk assessments when consenting. 

National Diabetes Inpatient Audit (NaDIA) – Jointly with the NaDIA QI collaborative we are progressing 

an insulin safety improvement project and have set up a support group for maternity patients with type 1 

diabetes to optimise use of insulin pumps. 

National Prostate Cancer Audit – A new procedure to improve prostate biopsy detection rates and 

more accurately map disease was introduced because traditional biopsy techniques can miss up to 

30% of cancers. 

National Hip Fracture Database – The Trust is in the top 10% of hospitals in this audit for treatment 

and care, low post-operative mortality and shorter length of stay (LOS).  Our best care score was 82% 

compared with 59% nationally.  LOS dropped 6 days overall across 4 years and is 15 days now 

http://www.npeu.ox.ac.uk/mbrrace-uk
http://www.ncepod.org.uk/
http://www.ncepod.org.uk/
http://www.rcpch.ac.uk/chr-uk
http://www.ncepod.org.uk/
http://www.rcpch.ac.uk/chr-uk
http://www.ncepod.org.uk/
http://www.ncepod.org.uk/
http://www.rcpch.ac.uk/chr-uk
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compared with 21 days nationally. 

Sentinel Stroke Audit – The Trust is rated level A which is in the top 23% nationally.  A co-located 

Hyperacute Stroke Unit is planned in future. We have recently streamlined the referral process to the 

Transient Ischemic Attack (TIA) Clinic. 

National Maternity and Perinatal Audit (NMPA) – The Trust was an outlier for increased risk of 

obstetric haemorrhage based on 2015/16 data.  We have performed further casenote reviews and 

reviewed clinical guidance.   The Trust is prioritising urgent routes to theatre for any post-partum 

haemorrhages. 

National Audit of Dementia – Personalised dementia care is a priority and this year we introduced a 

calming interactive headset for patients to explore virtual reality settings based on scenes from nature. 

National Cancer Audits – Macmillan Patient Navigators now provide a single contact point for all 

patients affected by cancer and the Navigator links closely with the multidisciplinary team.  Patient 

support is further strengthened with a weekday telephone advice line. 

The reports of six national confidential enquiries were reviewed by Ashford and St Peter’s 

Hospitals NHS Foundation Trust in the 12 months ended 31 March 2018 and Ashford and St 

Peter’s Hospitals NHS Foundation Trust intends to take the following actions to improve the 

quality of healthcare provided, as outlined in the below table.   

National confidential enquiries into patient outcome or death (NCEPOD)   

“On the Right Trach” Tracheostomy Report (2014) Recommendations implemented included 

Critical Care Nurse training on tracheostomy care, Dietician and Speech and Language Therapist 

review of tracheostomy patients in Critical Care and acute Ward Nurse competencies on monitoring 

carbon dioxide levels with capnography. 

“Inspiring Change” Acute Non-Invasive Ventilation NIV (2017) Current improvement work is 

developing competency based local NIV nursing training and plans to acquire equipment to enable 

continuous pulse oximetry and electrocardiogram monitoring on our acute respiratory ward. 

“Treat as One” Mental Health in General Hospitals (2017) Learning from recommendations is 

guiding improvements including tailored training on conflict resolution and restraint, and improving 

awareness of services provided by Liaison Psychiatry. 

“Each and Every Need” Chronic Neurodisability (2018) Nationally only 53% of cerebral palsy 

patients received good care.  The report was issued in March 2018 and the Trust is reviewing how to 

make improvements based on national recommendations. 

Local clinical audits reviewed  

The reports of 130 local clinical audits were reviewed by the Trust in the 12 months ended 31 

March 2018 and Ashford and St Peter’s Hospitals NHS Foundation Trust intends to take the 

following actions to improve the quality of healthcare provided. A selection of improvement 

work is shown below41.  

                                                           
41 Note that many more local audits have been reviewed; it is not practicable to list all such audits in this 

publication. 
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Results from key local audits are presented by specialties to divisional governance meetings 

and included in annual reports to the Quality Governance Committee (QGC) and to Trust 

Board as applicable.  Learning from audits is shared in educational meetings and in the 

planned annual audit and QI event next scheduled for 19 June 2018.   

Local clinical audits reviewed with improvement actions for 2017/18 

NICU Phlebotomy Audit – Timely handovers for follow-up of results is being prioritised and a 

dedicated space for venepuncture is being allocated. 

ICU standards for Organ Donation – In 62% of cases audit donation was considered as part of 

end of life care with timely referrals to the Specialist Nurse occurring in 54% of cases.  An electronic 

solution to notification will be explored. 

Abdominal Aortic Aneurism (AAA) outcomes – Cases audited were from 2015 and 2016 and had 

higher readmissions but lower mortality than nationally.  To incorporate learning clinical criteria for 

step-down from ICU to Wards for patients with open repairs will be set and early therapy input is 

planned to reduce readmissions for non-medical reasons.  

Review for timeliness of percutaneous nephrostomy (PCN) procedures – The audit reviewed 

reasons for delays between diagnostic imaging and the procedure commencing.  The learning was 

that implementing alerting to notify the clinical team of obstructed collecting systems will reduce the 

time between radiology report issue and a PCN request being made by the clinical team. 

Participation in clinical research  

In the 12 months ended 31 March 2018 we recruited 2,135 patients receiving relevant health 

services to participate in clinical research approved by a research ethics committee. 42 
 
Table 5: Patients recruited to participate in ethics committee approved research by year 

Patients recruited to participate in ethics committee approved research by year 

2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

508 1,179 1,600 1,671 1,853 2,135 

 
Our Research and Development Strategy is to maintain and ensure equitable access to high 

quality research in partnership with academia and industry partners.  Some of our current 

interventional studies that directly influence patient care pathways or observational studies to 

improve understanding of diseases are explained below. 

RESPONSE is trialling a developmental drug to prevent unexplained pregnancy loss. 

SLAF2 is exploring whether atrial fibrillation can be detected using a hand-pad. 
 
DREAMY is reviewing accidental awareness during obstetric general anaesthesia. 

                                                           
42 Within the National Research Ethics Service. 
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APIPPRA is looking at delaying emerging rheumatoid arthritis with targeted treatment. 
 
More details of clinical studies the Trust can be found on our website: 

(http://www.ashfordstpeters.nhs.uk/about-us/research-and-development).  

 

Learning from Deaths  

In March 2017 the National Quality Board43 issued a framework for acute Trusts to learn 

from patient deaths which involves detailed casenote reviews of a sample of deaths to 

identify areas where care is good or needs improving.  A Mortality Committee, Chaired by 

the Medical Director, has oversight of the programme and a key focus for 2018 is 

determining ways to share the learning widely across clinical specialties. 

By 13 May 2018 51 case record reviews and 12 serious incident investigations have been 

carried out in relation to the 1,210 deaths this year, of which 638 deaths were from October 

2017 onwards when the LFD Framework structured judgement reviews (SJRs) commenced 

from Q3.  There were no cases where a death was subjected to both a case record review 

and a serious incident investigation. The number of deaths in each quarter for which a case 

record review or an investigation was carried out is shown in the below table.  All data is 

shown in the period to which it applies, with no retrospective reviews undertaken.   

 

One case, representing 0.2% of patient deaths during the reporting period October 2017 to 

March 2018, is judged to be more likely than not to have been due to problems in the care 

provided to the patient.  This number was determined using the results of structured 

judgement reviews and the findings were independently validated by a second independent 

senior reviewer.   

 

The Trust has learned from our review into this case in which care problems occurred.  The 

actions taken this year included highlight the importance of treating patients with acute 

kidney injury (AKI) as soon as it is recognised including commencing the AKI care bundle 

and ensuring early senior review of the patient.  Refresher training on AKI was provided on a 

Medical Quality and Safety Half Day.  Next year as a result of learning from this case we will 

continue to promote escalation of deteriorating patients via Careflow alerting which is rolling 

out currently. 

 

Other learning has included the importance of documenting discussions around criteria for 

transferring patients between sites and taking every measure not to move patients near the 

end of life.  All SJR findings have been shared with clinical specialties who cared for 

patients.   

 
 
 
 
 
 

                                                           
43 Supported by NHSI, NHS England, and the CQC. 

http://www.ashfordstpeters.nhs.uk/about-us/research-and-development
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Table 6: Learning from Deaths Framework 
 

Learning from Deaths Framework Q1 Q2 Q3 Q4 Oct - Mar YTD

During 2017/18 there were 1210 deaths 

split by quarter as follows 308 264 282 356 638 1210

Total number of deaths in Framework scope
300 260 276 348 624 1184

% of deaths receiving initial review
65% 67% 86% 77% 80% 74%

Number of cases requiring an SJR
- - 42 39 81 81

Total deaths which have received an SJR

- - 37 14 51 51

Percentage of SJRs completed

- - 88% 36% 63% 63%

Total number of reviewed deaths 

considered more likely than not due to 

problems in care - - 1 0 1 1

Number of deaths of people with learning 

disabilities
- - 2 2 4 4

Number of deaths of people with learning 

disabilities that have been reviewed
- - 2 1 3 3

Number of deaths of people with learning 

disabilities considered more likely than not 

due to problems in care - - 0 0 0 0

Number of deaths investigated under the 

serious incident framework
3 5 1 3 12 12  

 

Commissioning for quality and innovation (CQUIN) payment 
framework    
 

A proportion of the Trust’s income in the 12 months ended 31 March 2018 was conditional 

on achieving quality improvement and innovation goals agreed between the Trust and North 

West Surrey CCG for the provision of relevant health services, through the CQUIN 

framework.  Agreed CQUIN goals for the year ended 31 March 2018 are below and more 

information is electronically available on http://www.ashfordstpeters.nhs.uk/quality/cquin. 

Table 7: Income conditional upon attaining CQUIN framework goals 
 

Income conditional upon CQUIN goals 2016/17 2017/18 

Total income conditional upon achieving CQUIN goals 

 

£4,547,000 £5,137,00044   

Monetary total of the associated CQUIN income received £2, 708,000  £4,859,00045  

 

                                                           
44 This is the Plan value for 2017/18 
45 The Trust anticipates 94.6% recovery in 2017/18 with the final value to be determined. 
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The monetary total of income conditional upon achieving CQUIN goals for 2017/18 is £5.137 

million of which £4.859 million is anticipated to be received reflecting 94.6% recovery.  For 

2017/18 recovery was £2.708 million. 

  

The section below provides a summary of some of the agreed goals for 2017/18 and how 

they align with local and regional strategies. 

 

2016/17 CQUIN improvement goals overview  

Health and wellbeing goals were largely achieved and a significant achievement was 

reaching the 70% frontline staff vaccination rate for influenza.  Within the health foods area 

all elements were achieved with national criteria for food calorie content in snacks being met.   

Sepsis goals were achieved and these are outlined in Section 2.1.2.  Improving services for 

people with mental health needs who present to the Emergency Department was 

demonstrated by a 23% reduction in ED attendance within a selected cohort of frequent 

attenders with specific needs.  This was achieved by joined up working with mental health 

services to promote greater community care.  Discharge remains a focus and we increased 

the proportion of emergency patients who were discharged to their usual place of residence 

by 2% which was just below the 2.5% target.   A system enabling general practitioners to 

receive specialty level advice and guidance from Consultants before referring a patient to 

secondary care has been expanded using both local solutions and the Electronic Referral 

Solution platform.  By Q4 93% of GP enquiries in 7 specialties using this system received a 

response to an enquiry within 2 days. 

Specialist commissioning goals  
 
Specialist Commissioning goals are agreed in partnership with the Specialised 

Commissioning Team at NHS England.  For 2017/18 our national schemes included 

medicines optimisation and complex devices.  Local goals covered minimising delayed step-

down from Critical Care to general Wards and follow-up of babies cared for in the Neonatal 

Intensive Care Unit. 

Care Quality Commission (CQC) registration  

The CQC fully inspected both Ashford Hospital and St Peter’s Hospital in December 

2014 and the full Inspection Report was issued on 10 March 2015.  The report for the 

Trust and for each site can be obtained from the CQC on 

http://www.cqc.org.uk/provider/RTK.    

Ashford and St Peter’s Hospitals NHS Foundation Trust is required to register with the 

Care Quality Commission and its current registration is ‘registered’ with the following 

ratings:  The Trust’s overall rating is unchanged and remains as ‘good’.  Each 

registered site receives its own rating and Ashford Hospital was rated as “good” and St 

Peter’s Hospital received “requires improvement.”   These ratings are unchanged from 

the report of 10 March 2015 and are summarised by site and core service in Tables 9 to 

11 which follow. 

http://www.cqc.org.uk/provider/RTK
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The CQC undertook a focussed inspection on 19 September 2017 and the Inspection 

Report was issued on 9 January 2018: 
http://www.cqc.org.uk/sites/default/files/new_reports/AAAG8321.pdf 

The focussed Inspection result was that the Trust has 3 actions it ‘must’ improve and 2 

items which the CQC said ‘should’ be fixed.  The must actions covered fire safety, 

medicines safe storage and checks on patient equipment and the status of the 

improvement action plan for these items is below.  The items which should be fixed 

were display of Safety Thermometer harms data and supporting staff to attend 

mandatory training so that the internal 90% target is reached. 

The CQC has not taken enforcement action against Ashford and St Peter’s Hospitals 

NHS Foundation Trust during the year ended 31 March 2018. 

Table 8: CQC improvement action plan for items which ‘must’ be improved 

  

Must compliance actions Improvement action Status 

1.  Regulation 9 - Fire exits must be kept clear 

and staff made aware of safety requirements

Ward checks undertaken and evidenced using the 

Perfect Ward Audit App by 31 July 2018.   Mandatory 

training for fire safety at 90% by April 2019.

Perfect Ward App rollout occurred in May.  Sustained compliance 

to be evidenced with Fire Safety Group assurance by the end of 

July.  Fire mandatory training e-learning planned.

2.  Regulation 12 - Medicines must be safely 

and securely stored

Regular checks via Perfect Ward programme.  Self 

closing locks in high risk areas by December 2018.  

Remote fridge temperature monitoring by January 

2019.

Perfect Ward pilot demonstrated 9% overall improvement in ward 

safety checks.

3.  Regulation 12 - Safety checks and services 

on patient equipment must be consistently 

completed

Ward level checks to be monitored via Perfect Ward 

programme and medical devices programme to be 

reviewed to ensure servicing timely.

This on track and effectiveness testing will take place in July.

 

http://www.cqc.org.uk/sites/default/files/new_reports/AAAG8321.pdf
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Table 9: CQC rating of the Trust 

 

Table 10: CQC rating of St Peter’s Hospital 

 

Table 11: CQC rating of Ashford Hospital 

 

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 2018. 
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Healthcare data submitted to secondary uses service (SUS)46 
 

Ashford and St Peter’s Hospitals NHS Foundation Trust submitted records during the 12 

month period ended 31 March 2018 to the Secondary Uses Service for inclusion in the 

Hospital Episode Statistics which are included in the latest published data to February 2018.  

Comparative data for 2 years 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) (%) 2016/17 
 

2017/18 
 

The percentage of records in the published data which included the patient’s valid NHS number was: 

Admitted patient care 99.7 99.7 

Outpatient care 99.9 99.9 

Accident and emergency care 98.6 98.5 

The percentage of records in the published data which included the patient’s valid GMP Code was: 

Admitted patient care 100 100 

Outpatient care 100 100 

Accident and emergency care 100 100 

 

Information governance assessment    

The Information Governance (IG) Toolkit enables NHS organisations to self-assess against 

the Department of Health’s47 policies and standards.  The Trust’s Information Governance 

Assessment Report overall score for the 12 months ending 31 March 2018 was 72% which 

is an improvement on 71% in 2016/17.  Our grade was “satisfactory” in both years and 

reflects achieving level 2 or above for all 45 toolkit indicators.  This year’s particular 

achievement was our 95% IG training rate enabled by a new national online training tool, 

face to face training and a broad engagement campaign.  Progress is monitored by the 

Information Governance Steering Group. 

In 2018/19 the IG Toolkit will be replaced by the Data Security and Protection Toolkit which 

is an online self-assessment tool to measure performance against the National Data 

Guardian’s 10 data security standards.  In future, all organisations that have access to NHS 

patient data and systems must use this new toolkit to provide assurance that they are 

practising good data security and that personal information is handled correctly. 

                                                           
46 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 
hscic.gov.uk. 
47 Refer to the Department of Health’s Information Governance Toolkit on www.igt.hscic.gov.uk. 
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Payment by Results coding audit  
 
Ashford and St Peter’s Hospitals NHS Foundation Trust was not subject to48 the Payment by 

Results clinical coding audit during 2017/18.  The Trust undertook internal audits of clinical 

coding during 2016/17 which contributed to the level 2 Information Governance Toolkit 

Submission as outlined above.   

2.3 Performance against core indicators 

Performance against Health and Social Care Information Centre (HSCIC) core indicators 

aligned with the NHS Outcomes Framework49 5 domains follows. 

Domain 1: Preventing people from dying prematurely  

1. Summary hospital-level mortality indicator (SHMI)    

The SHMI banding50 for a Trust indicates whether, given the characteristics of patients 

treated there, observed patient death numbers51 compared to England average death figures 

are higher than expected (band 1), as expected (band 2) or lower than expected (band 3).  

The latest published SHMI was in March 2018 for data from the 12 months ending 

September 2017.52  Table 13 below shows the Trust’s mortality banding as 2 which is as 

expected. 

Table 13: SHMI Mortality data 

Summary hospital-
level mortality 
indicator (SHMI) 

Oct 2014 
to Sept 

2015 

Jan 2015 
to Dec 
2015 

Apr 2015 
to March 

2016 

July 2015 
to June 

2016 

Oct 2015 
to Sept 

2016 

Oct 2016 
to Sept 

2017 

Trust score 0.951 0.938 0.938 0.944 0.947 0.980 

Trust banding 2 2 2 2 2 2 

National benchmark 1.0 1.0 1.0 1.0 1.0 1.0 

Lowest score nationally 
(most favourable) 

0.652 0.669 0.678 0.694 0.689 0.689 

Highest score nationally 
(least favourable) 

1.177 1.173 1.178 1.171 1.164 1.118 

 
                                                           
48 Stand-alone costing audit of the former Audit Commission was discontinued 4 years ago. 
49 Refer to http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/ for information on the 
NHS Outcomes Framework and the 5 domains. 
50 SHMI: Guidance for press teams and journalists.   
51 Deaths are those in non-specialist acute hospitals or in the 30 days following discharge per Hospital 
Episode Statistics. 
52 The first national dataset was from April 2010 and the next quarterly SHMI publication is due in 
June 2018. 

http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/
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Because 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 coding.53  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 2014 
to Sept 

2015 

Jan 2015 
to Dec 
2015 

Apr 2015 
to March 

2016 

July 2015 
to June 

2016 

Oct 2015 
to Sept 

2016 

Oct 2016 
to Sept 

2017 

Trust score 41.3 42.8 43.5 44.0 44.6 47.1 

National benchmark 26.6 27.4 28.4 29.1 29.6 31.5 

Lowest score 
nationally  

0.2 0.2 0.6 0.6 0.4 0 

Highest score 
nationally  

53.5 54.7 54.6 54.8 56.3 59.8 

 

Table 15: Deaths in hospital 

Deaths in hospital (%) Oct 2014 
to Sept 

2015 

Jan 2015 
to Dec 
2015 

Apr 2015 
to March 

2016 

July 2015 
to June 

2016 

Oct 2015 
to Sept 

2016 

Oct 2016 
to Sept 

2017 

Trust score 71.8 70.7 71.2 70.3 69.2 73.0 

National benchmark 71.5 71.4 71.2 71.1 71.2 71.0 

Lowest score nationally  62.5 61.1 62.0 62.0 63.2 61.6 

Highest score 
nationally  

80.3 80.2 80.7 81.5 81.7 83.3 

 

Table 16: Deaths out of hospital 

Deaths out of hospital 
(%) 

Oct 2014 
to Sept 

2015 

Jan 2015 
to Dec 
2015 

Apr 2015 
to March 

2016 

July 2015 
to June 

2016 

Oct 2015 
to Sept 

2016 

Oct 2016 
to Sept 

2017 

Trust score 28.2 29.3 28.8 29.7 30.8 27.0 

National benchmark 28.5 28.6 28.8 28.9 28.8 29.0 

Lowest score nationally  19.7 19.8 19.3 18.5 18.3 16.7 

Highest score nationally  37.5 38.9 38.0 38.0 36.8 38.4 

                                                           
53 Palliative care coding is at either diagnosis or treatment specialty level. 



28 | P a g e  

Ashford and St Peter’s Hospitals NHS Foundation Trust Annual Report 2017-18 

Ashford and St Peter’s Hospitals NHS Foundation Trust considers that this data is as 

described for the following reasons:  mortality data is monitored monthly by Trust Board, 

coding checks occur and the clinical coding service is a regional centre of excellence 

accredited by the HSCIC Clinical Classifications Service (CCS).   

Domain 3: Helping people to recover from episodes of ill health or following 

injury   

2. Patient Reported Outcome Measures 54  
 

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. This information is 

gathered from a questionnaire that patients complete before and after surgery. Patients 

undergoing hip and knee replacement, groin hernia and varicose veins procedures are 

invited to take part in this national study.   The table below shows finalised data from 

2015/16 for all procedures and finalised data for 2016/17 for groin hernia and varicose veins. 

Data for hip and knee replacement is provisional for 2016/17. Provisional data for 2017/18 is 

not yet available.  The indicator used is the EQ-5D index casemix adjusted health gain and a 

higher value represents a better score.  

Table 17: Patient reported outcome measures hip and knee replacement  

  Hip replacement - primary Knee replacement - primary 

Period 2015/1655 2016/17 2015/16 2016/17 

Trust 0.418 0.420 0.299 0.297 

National 0.438 0.437 0.320 0.323 

Lowest 0.320 0.329 0.198 0.237 

Highest 0.512 0.533 0.398 0.398 

 

Table 18: Patient reported outcome measures groin hernia and varicose veins  

  Groin hernia Varicose veins 

Period 2015/162 2016/172 2015/162 2016/172 

Trust * 0.104 0.129 0.089 

National 0.088 0.086 0.096 0.092 

Lowest 0.021 0.006 0.018 0.010 

Highest 0.157 0.135 0.150 0.155 

                                                           
54 Refer to www.hscic.gov.uk/proms. 
55 2015/16 and 2016/17 data have now been finalised.  
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*Insufficient data and the dataset does not record this item.  The result incorporates both 

pre- and post-surgery questionnaires and data is reported in arrears with post-surgical 

questionnaires being sent out six months after the operation so it is expected that there will 

be more data when further PROMS publications are released. Varicose vein surgery case 

volumes are low compared to the other pathways and so future data is not anticipated.  Pre-

operative assessment teams are taking steps to encourage participation in the pre-surgery 

questionnaire. 

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 intends to take the following actions 

to improve this percentage, and so the quality of its services: the Trust has reviewed its 

performance and the Trust is not an outlier against national practice in respect of the 

casemix adjusted health gain.  The Trust is actively promoting regular clinical outcome 

review alongside ways of encouraging patient completion of assessment forms.  PROMS 

data on groin hernia and varicose vein surgery ceased to be collected on 1 October 2017 

following the consultation on the future of PROMs by NHS England. 

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’.56   

Table 19:  28 Day emergency (non-elective) readmissions  

Patient Age 0-15 ≥16 

Period  2015/16 2016/17 2017/18  2015/16 2016/17 2017/18 

Trust 5.6% 5.8% 6.5% 12.3% 14.0% 13.6% 

 

National comparative data from HSCIC has been unavailable for the past 3 years.  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 and peer benchmarking with deep dives into areas by 

exception. 

 

 

 

                                                           
56 Definition per NHS England Quality Account Data Dictionary.   
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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 
 

This nationally defined indicator on hospital inpatient care measures patient experience 

scores graded out of 100 from selected questions from the National Inpatient Survey.  Data 

collected from September 2017 to January 2018 is due for publication in June 2018. 

Table 20:  Patient experience per National Inpatient Survey 

Hospital inpatient experience per National Inpatient Survey Trust 
2014/15 

Trust 
2015/16 

Trust 
2016/17 

National 80th 
percentile 
2016/17 

Access and waiting domain – waiting list time, admission date 
changes, waiting for bed on arrival. 

85.5 83.3 81.1 85.9 

Safe, high quality co-ordinated care domain – consistent staff 
advice, delay on discharge day, advice on post discharge 
warning signs. 

62.9 64.5 65.2 69.2 

Better information, more choice domain – involvement in 
decision making, medication explanations including adverse 
effects. 

65.9 66.5 64.2 70.4 

Building closer relationships domain – Doctors’ and nurses’ 
approach and explanations to questions. 

84.0 84.1 83.7 87.5 

Clean, friendly, comfortable place to be domain – 
Cleanliness, quiet nights, privacy and dignity, food rating, pain 
relief adequacy. 

80.8 80.3 80.7 82.8 

Trust score 75.8 75.7 75.0 78.9 

National average 76.6 77.3 76.7  

Lowest score nationally (least favourable) 67.4 70.6 70.7  

Highest score nationally (most favourable) 87.4 88.0 88.0  

 

Ashford and St Peter’s Hospitals NHS Foundation Trust considers that this data is as 

described because survey responses are externally collated and sampling is validated with 

national criteria.  The Trust intends to take these actions to improve this score, and so the 

quality of its services: continued focus on the planned care pathway in particular on ‘access 

and waiting’ domain components.  Eliminating cancelled operations is a priority area of 

focus.   Reductions in waiting list time and changes to admission date will be sought through 

refreshing improvement actions with oversight through the divisional performance monitoring 

framework and patient experience feedback including complaints and the Patient Advice and 

Liaison Service. 

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 
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relative needed treatment I would be happy with the standard of care provided by this 

organisation.  2017 data is provisional as of Q2 with year end data pending. 

Table 21:  Staff recommending the Trust  

Staff who would recommend the Trust to family or friends – 
National Survey Data 

2015 2016 2017 

Trust 65.4 70.8 80.6 

National average 69.8 69.3 87.5 

Lowest score nationally 57 (least favourable) 46.0 44.6 42.9 

Highest score nationally (most favourable) 85.4 94.6 100 

 

Ashford and St Peter’s Hospitals NHS Foundation Trust considers that this data is as 

described for the following reasons:  The Board of Directors triangulates data with quarterly 

Staff Friends and Family Test data.  Our staff experience programme is monitored by the 

Workforce and Organisational Development Board Sub-Committee, the Employee 

Partnership Forum, and the Council of Governors.   

Ashford and St Peter’s Hospitals NHS Foundation Trust intends to improve this percentage, 

and so the quality of its services, by progressing our staff experience programme which 

incorporates both corporate and departmental actions with specialist support for those areas 

where staff have suggested improvements are required. 

5. Friends and Family Test (FFT) 

The below chart shows patient satisfaction rate from the NHS England national Friends and 

Family Test compared with local targets.  The Trust’s Inpatients score of 96.3% was above 

national average of 96.0% and maternity touch point 2 of 81.6% was below national average 

of 96.5%.  The Emergency Department score has declined overall this year and is below 

national average of 86.3%.  Outpatients score of 95.9% was above 93.6% nationally.  The 

next data release is due on 24 May 2018.  Response rates are generally insufficient to 

enable trends to be determined from these datasets and different ways of capturing patient 

experience are being reviewed currently. 

Table 22: FFT satisfaction rate (%)   

Inpatients Including Daycase Outpatients

2015/16 2016/17 2017/18 Target 2015/16 2016/17 2017/18 Target

96.2% 95.0% 96.3% >95% 94.7% 95.8% 95.9% >92%

Maternity Touch Point 2 Accident and Emergency Department with Paediatrics

2015/16 2016/17 2017/18 Target 2015/16 2016/17 2017/18 Target

96.3% 96.8% 81.6% >97% 84.3% 86.4% 83.9% >87%
 

                                                           
57 For acute trusts. 
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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 

thromoembolism58 

This measure shows the percentage of patients admitted to hospital who were risk 
assessed for venous thromboembolism (VTE) during the reporting period.  
 
Table 23: VTE risk assessment showing the % risk assessed  

Percentage risk assessed for VTE  

 Q1 

Apr to 

Jun 2016 

Q2 

Jul to 

Sep 

2016 

Q3 

Oct to 

Dec 

2016 

Q4  

Jan to 

Mar 2017 

Q1  

Apr to 

Jun 2017 

Q2 

Jul to 

Sep 

2017 

Q3  

Oct to 

Dec 

2017 

Q4  

Jan to 

Mar 2018  

ASPH 97.0 97.5 97.5 97.03 98.13 99.19 99.12 99.05 

National 

benchmark 

95.7 95.5 95.6 95.74 95.20 95.34 95.36 *59 

Lowest 80.6 72.1 76.5 80.61 79.84 71.88 76.08 * 

Highest 100 100 100 100 100 100 100 * 

 

The Trust considers that this data is as described with the following caveat.  In March 

2018 national guidance was revised and the initial risk assessment now needs to be 

within 8 hours of patient admission.  A system to capture time of assessment has yet to 

be determined and this is an ongoing action since last year.  A review of this is 

underway. 

7. Clostridium difficile infection 

NHS England sets annual C. difficile infection limits for the Trust for maximum case 

number and a target per 100,000 bed days for patients aged 2 and above.60  Pending 

data is marked with asterisk*. 

Table 24: Clostridium difficile infection   

Clostridium difficile Target 2016/17  Target 2017/18 

Trust - cases per year 17 20 17 15 

Infection rate per 100,000 bed days 9.9 11.8 9.90 9.67 

                                                           
 
59 * The national VTE data for Q4 is pending release. https://improvement.nhs.uk/resources/venous-
thromboembolism-vte-risk-assessment-201718/  Last release was Q3 2017/18 on 3 March 2018. 
60 Data per http://indicators.ic.ac.nhs.uk/ item 24. Rate of C. difficile infection and the national dataset 
per https://www.gov.uk/government/statistics/clostridium-difficile-infection-annual-data.  

https://improvement.nhs.uk/resources/venous-thromboembolism-vte-risk-assessment-201718/
https://improvement.nhs.uk/resources/venous-thromboembolism-vte-risk-assessment-201718/
http://indicators.ic.ac.nhs.uk/
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National comparison data (/100,000 bed days)   

National average bed days   13.2  * 

Lowest score nationally bed days – most favourable 0 0 

Highest score nationally bed days – least favourable 82.7 * 

 

Ashford and St Peter’s Hospitals NHS Foundation Trust considers that this data is as 

described because the Trust has an established surveillance methodology including root 

cause analyses (RCAs) for care lapses with external monitoring by our Clinical 

Commissioning Group.  4 of the 15 cases reflected lapses in care due to delayed sample 

obtaining and patient isolation.  The Trust intends to take the following actions to improve 

this rate, and so the quality of its services.  Our RCA tool is being modified to incorporate the 

reasons for sample delays and patient isolation gaps to ascertain whether in future cases 

are preventable.  Guidance on prompt isolation when patients have suspected infectious 

symptoms is also about to be re-launched. 

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 death.61  Benchmarked 

data is for the national subset of Acute (Non Specialist) Trusts with latest data at 

September 2017. 

Table 25: Patient safety incidents   

Patient safety incidents ASPH Apr 16 – Sept 16 Oct 16 – Mar 17 Apr 17 – Sep 17 

Total number of incidents reported 3,216 4,127 4,175 

Number of incidents causing death 9 7 9 

Number of incidents causing severe harm or death 3 4 3 

Rate of incidents reported per 1000 bed days 38.09 48.26 50.49 

% of incidents causing severe harm62 0.1 0.1 0.1 

% of incidents causing death 0.3 0.2 0.2 

% of incidents causing severe harm or death 0.4 0.3 0.3 

Acute (Non Specialist) Trust average    

Total number of incidents reported 4,991 5,160 5,226 

Rate of incidents reported per 1000  bed days 40.76 41.10 42.84 

Lowest rate of incidents reported per 1000 bed days 21.15 23.13 23.47 

                                                           
61 Refer to Domain 5, Indicators 5a and 5b on HSCIC Indicator Portal. 
http://indicators.ic.ac.uk/webview.  Data is available from http://www.nrls.npsa.nhs.uk/resources/ 
62 Percentage data is to 2 decimal places owing to relatively lower sample sizes. 

http://indicators.ic.ac.uk/webview
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Highest rate of incidents reported per 1000 bed days 71.81 68.97 111.69 

% incidents causing severe harm 0.3 0.3 0.3 

% of incidents causing death 0.1 0.1 0.1 

% of incidents causing severe harm or death 0.4 0.4 0.4 

 

National data is from https://improvement.nhs.uk/resources/organisation-patient-safety-incident-

reports for latest data from 1 April 2017 to 31 September 2017.  The Trust considers that this 

data is as described because independent checks on coding and completeness are 

performed before upload to the national portal.  The Trust intends to take actions to improve 

this rate, and the quality of its services, by implementing the new national framework for 

mortality reviews which may be extended to include other harms.  The overarching aim is to 

implement learning from all harms.

https://improvement.nhs.uk/resources/organisation-patient-safety-incident-reports
https://improvement.nhs.uk/resources/organisation-patient-safety-incident-reports
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Part 3: Other information 

3.1 Overview of the quality of care against 2017/18 priorities 
In this section we describe our achievements against each of the key priorities we set ourselves for this year.  We held quarterly workshops with 

our stakeholders to monitor progress against our quality improvement priorities and reported progress to Trust Board quarterly.  Detailed 

monitoring is via the Quality and Performance Committee.  The rationale for those new measures is described alongside each indicator in the 

table below. 

Priority 1   Safety - Improving harm free care 17/18 16/17 Grey shading represents a new measure so no comparison is shown.

1.1

Strengthen governance of medication errors and learning 

from these by improving year on year Medication Safety 

Thermometer performance.
R

Performance has improved in 4 out of 6 measures since last year.  Detailed performance by measure is shown in 

the accompanying table.  Medication safety is part of our ongoing priorities for next year.

1.2
Maternity Safety Thermometer performance to be better 

than the national average. R Q

Combined maternity harm free care of 86.0% is better than national average of 74.0% and an improvement from 

2016/17 at 72.3%.

1.3

Continue the Sign up to Safety Plan falls trajectory with no 

more than 319 total falls in 2017/18 which is a reduction of 

102 falls.  If achieved this would reflect a 50% cumulative 

reduction by end of 2017/18 (Plan Year 3).  
Q Q

442 falls this year meant the 319 target was not met.  Last year 421 falls exceeded the 20% limit.  The Falls Strategy 

and Corporate Action Plan continues with ward training from Clinical Practice Educators and focussed care for 

patients with cognitive impairment.

1.4

Continue the Sign up to Safety Plan hospital acquired stage 

2 and above pressure ulcer (PU) reduction trajectory with 

no more than 140.5 stage 2 and above hospital acquired 

PUs in 2017/18 which is a reduction of 99.5 ulcers.  If 

achieved this would reflect a 50% cumulative reduction by 

end of 2017/18 (Plan Year 3).  

Q Q

The Sign up to Safety hospital acquired pressure ulcers measure was not achieved as there were 201 ulcers this 

year.  Last year's 20% in-year reduction was not met as PUs rose by 24.  The corporate pressure ulcer plan outlines 

our approach to reducing hospital acquired ulcers.  Current improvement initiatives include body region specific 

interventions such as heel raising.  The Tissue Viability Team’s ‘Heels SOS’ campaign promoting heel raising strictly 

off surfaces has been adopted by other Trusts after sharing at the 2017 Wound UK conference.
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1.5 Risk assess 97% of adult inpatients for VTE on admission.

R R

Performance this year was 98.9% (last year 97.5%).  The Trust is a national VTE Exemplar Centre and continues to 

perform strongly by promptly assessing patients for VTE risk.

1.6 Root cause analysis (RCA) of 100% of identified cases of 

hospital associated thrombus (HAT) in 2 months.
R Q

The VTE Team has prioritised weekly diagnostic screening for HATs resulting in excellent performance of 100% 

which is a huge improvement compared with 0% last year.  This local measure has been performed promptly all 

year.

1.7 Audited documentation of the prescription of appropriate 

chemical thromboprophylaxis with the aim of achieving 

85%.
R Q

This local measure tests whether the prescription of chemical thromboprophylaxis is appropriate  according to the 

outcome of the risk assessment tool.  Performance improved from 83.7% last year to 87.9% this year and we 

exceeded our local 85% target.

1.8 Work towards the national target limits for E. Coli 

bacteraemia infection, with trajectories to reduce these in 

2017/18 by 10% with fewer than 243 cases. Q

This new measure is a national priority area with a combined target across community and hospital acquired cases 

of 243 which reflected a 10% target reduction compared with last year.  243 cases occurred this year which was 19 

above the limit.  The Neonatal Intensive Care Unit (NICU) is to audit intravenous device cases and a new Urology 

Specialist Nurse is to be appointed to support urinary catheter care.

1.9 Trustwide rollout of the National Aseptic Non Touch 

Technique (ANTT) protocol as part of the overall drive to 

reduce hospital acquired infection and thus length of 

stay.
Q

Reducing hospital acquired infection by using the national Aseptic Non Touch Technique (ANTT) is a new measure 

for the Trust in an NHS England priority area.  High risk areas including NICU and Intensive Care have implemented 

ANTT supported by competency tests but full Trustwide implementation has not yet been reached due to capacity 

factors.  Further rollout is planned to other areas going forward.

Priority 2 - Caring for patients in a safe way, without delay

2.1 Implement a process to improve early diagnosis of cancer 

through sharing upfront learning with clinical teams 

quarterly as new claims arise (with focus on 

missed/delayed diagnosis).

Q 

Although this was not achieved this year, a robust means of sharing learning and improvement up-front when a 

claim is first intimated will be put in place next year.  Learning from harms is a national priority area and this new 

measure reflects this theme.

2.2 Increase completion rates and improvement opportunities 

for learning from mortality reviews within the Clinical 

Divisions, in line with national guidance documents.  

Target to be set in Q2 once guidance has been assimilated, 

with improvement trajectory for achievement by Q4.

Q 

In October 2017 the new national Learning from Deaths Programme was introduced which superseded the earlier 

mortality review programme.  The Trust has made good progress implementing the new Structured Judgement 

Reviews but has yet to complete all required sample reviews.  Refer to the Mortality Reviews Table for 

performance data.
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Priority 3 - Safety standards and our clinical workforce

3.1 Progress the Reducing Variation Programme including 

participating in the external data collection exercise.  This 

programme will continue throughout 2017/18.
R

This programme is progressing and on track.  A summary is contained in the section on NHS Improvement Specific 

Disclosures.  This measure was chosen to align with the national priority area.

3.2 Formulate a Clinical Workforce Strategy and develop 

demand/capacity modelling for the medical workforce by 

Q4.
R

This work is continuing and is underway but not fully completed.  Medical clinical workforce strategy and 

deployment is incorporated in service line business planning and the upcoming refreshed Trust Strategy. 

3.3 Commence a nursing associate test pilot in conjunction 

with Health Education England and the Nursing Associate 

Implementation Programme.
R 

This measure is a national initiative and the Trust achieved this.  New ways of working across boundaries and 

professional groups is reflected in this new measure.

3.4 Communication campaign to promote staff awareness of 

the Freedom to Speak up Guardian role by Q2.
R 

This is a new measure and reflects the national focus of the new mandatory Freedom to Speak up Guardian roles.  

This year our Freedom to Speak up Guardian has actively promoted the service so staff can easily report concerns 

using an electronic notification from the intranet.

Priority 4 - Clinical effectiveness: work to improve diagnosis for patients with diabetes

4.1 The population of eligible admitted patients to be 

screened for diabetes will continue to be audited on a spot 

day each month, with target performance to be set at 98% 

which is consistent with the target set from 2014/15 

onwards.

Q Q

Capillary blood glucose testing within 24 hours of admission was 96% in 2017/18 up from 93% in 2016/17 This item is 

now a designated section of the Adult Nursing Assessment protocol which improved performance with the 

majority of wards performing very well.

Priority 5 - Clinical effectiveness: improve dissemination and learning 

5.1 Implementation of relevant NICE Clinical Guidelines – 

monthly status report on progress including a gap analysis 

with reasons for non-compliance identified.
Q Q

NICE Guidance monitoring plans are progressing well but strengthening of gap analyses and prompter service 

improvements need to be evidenced.  Oversight is via the Clinical Effectiveness and National Audit Review Group.

5.2 Set up an extranet site to share learning openly to both 

staff and the wider public learning from a range of areas 

including external reviews, audits, serious incidents and 

complaints.

Q 

This is a new measure and aligns with the sharing of learning widely with the public as part of the NHS 

Improvement well-led framework principles.  This was not achieved and will be a key action as part of our quality 

priority next year which is to become a learning organisation.

5.3 Participate in all applicable mandatory national audits and 

implement action plans based on key recommendations 

from the national bodies.
Q Q

National audit participation was 98% this year a significant increase from 86% last year.   Consistency of action plan 

implementation  is an ongoing area of focus and targeted improvement programmes will be implemented next 

year to strenghten this.
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Priority 6 - Patient experience: work to improve the experience of vulnerable groups

6.1 Feasibility test and develop specialty volunteers to support 

named areas, with first pilot in dementia.
R 

Specially trained dementia volunteers have been particularly well received through this successful pilot to improve 

care for our patients with dementia.  This is a changed measure which reflects our ongoing commitment to patients 

from vulnerable groups.

6.2

Either adopt or locally adapt the principles of the NHS 

England Quality Checkers Programme for Patients with 

Learning Disability and Autism. Q 

This is a new measure and aligns with the need to ensure equity of experience is addressed  by health service 

providers per the Care Quality Commission 2015/16 State of Care Report.  The measure has not been achieved as 

the regional Learning Disability Peer Review is now planned for Spring 2018 across all acute sites in Surrey and will 

involve both service users and staff.

Priority 7 - Promote patient empowerment

7.1

Pilot a patient awareness empowerment initiative as part 

of planned care pre-admission to promote, where 

appropriate,patient ‘self care’ and encourage challenging 

poor care.

Q 

Patient involvement in their own care is a national priority area per the Care Quality Commission 2015/16 State of 

Care Report.  Whilst this measure has not been fully achieved, patient feedback via the Patient Experience Group 

has highlighted that as an organisation we need to do more so that service users genuinely feel confident to speak 

out about poor care.

7.2

Develop in-house a Trustwide #InvolveMe  programme 

encompassing involving patients in planning their care 

incorporating service level consideration of patient 

equality characteristics. 
Q 

Whilst the full programme was not rolled out, we have prioritised incorporation of patient equality characteristics 

in one of our largest long-term capital projects.  The scoping of the new Emergency Department layout and design 

this year included adaptations for patient equality characteristics from the outset.

Priority 8 - Improve patient experience 

8.1 Continue to develop a means of communicating to 

inpatients the potential for transfers between wards as 

part of their expected care pathway and implement this 

communication process by Q2.

Q Q

This will soon be complete but missed the Q2 timescale.  Senior Adult Medical Services developed a leaflet with 

input from Patient Panel and this is being considered for wider rollout.

8.2 Further embed Always Events by introducing 2 new 

always events covering the areas of (1) medications 

safety and (2) patient involvement (including shared 

decision making) and understanding of care planning.
Q Q

This has not been fully achieved.  Always Events to support medication safety at discharge are to be piloted on 

Falcon and Kingfisher Surgical Wards.  A dementia care always event was implemented during 2017.

8.3 A minimum of 95% of patients in the Urgent Care Centre to 

achieve the 4 hour wait target. R R
This was achieved.  Four hour wait performance is shown in Section 3.2 on NHS Improvement national indicators.
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Priority 9 - opportunities for patient involvement in research

9.1 Continue to meet the Department of Health requirements 

to increase our recruitment of patients to clinical research 

studies by 20% year on year. R 

Recruitment exceeded our expectations and was in line with our pledge to the National Institute for Health 

Research.  More information on our research activity is shown in Section 2.2.  Research activity is a key national and 

regional focus which both of these measures is aligned with.

9.2 Enhance Trustwide communication to staff promoting 

research publications and studies, to include signposting to 

the Knowledge and Research Hub. R 

Promoting opportunities for patient involvement in research has actively continued this year via website 

promotion, staff engagement campaigns and training.  A Clinical Trials Day to showcase achievements is scheduled 

for May.

Priority 10 - Transformational cross-boundary working

10.1 Actively participate in the Surrey Heartlands Sustainability 

and Transformation Programme (STP). specific objectives 

to be set 6 monthly as the STP progresses.
R 

The Trust actively supports Surrey Heartlands Health and Care Partnership with Executive representation on the 

Chairs’ Forum, Transformation Board, Workforce Programme, Digital and Cardiovascular Workstreams.  This new 

measure aligns with national strategic priorities.
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3.1.1 2016/17 rationale for indicator changes 

Indicators are refreshed each year by the Board of Directors and the rationale for 

discontinuation of selected measures from 2016/17 is outlined below and more detailed 

descriptions of achievements of these measures is available on these measures from the 

2016/17 Annual Quality Account. 

Within the safety domain, Classic Safety Thermometer was discontinued after 3 

successful years when performance was above national average.  VTE exemplar status 

was successfully achieved last year.  Duty of candour audits were implemented and the 

Manchester Safety Framework was progressed.  The Kent, Surrey, Sussex Academic 

Health Science Network safety culture and leadership pilot was also completed.  National 

Standards for Invasive Procedures were finalised in-year.  Nursing revalidation was rolled 

out within national timescales.   

The clinical effectiveness priority for implementing an action plan for NICE clinical 

guideline on Care in the Last Days of Life was achieved.   

Many patient experience goals were specific projects in 2016/17.  The Mental Health Act 

training scheme was updated and a privacy and dignity campaign progressed.  Dementia 

environment reviews occur regularly and feedback from carers of people with dementia is 

obtained as part of ongoing engagement.  Clinician level patient experience data is 

obtained regularly and face to face feedback from Urgent Care Centre service users was 

achieved. 

National Safety Thermometer 

Safety Thermometer is a national benchmarking tool to support hospital acquired harm 

elimination which involves testing patients on one designated day per month.  

Performance is better than the national average for the core safety areas below.  One 

improvement we made this year was in the area of pressure ulcers.  Sharing more widely 

the learning that keeping heels of surfaces really does reduce pressure ulcers was greatly 

assisted by the rollout supported by Friends of St Peter’s of 2500 shatterproof pocket 

mirror cards in November following the Stop the Pressure Ulcer Day in November 2017. 

Table 26: Safety Thermometer Harms63 

Safety Thermometer (%) – Percentage of patients on the spot 

day with harm 

National 

average 

2017/18 

 

2016/17 

 
 A low score represents good performance  

Combined new harms  2.06 1.49 1.19 

Falls with harm 0.50 0.37 0.34 

Catheter associated urinary tract infection (CAUTI) 0.29 0.09 0.08 

New pressure ulcers 0.89 0.63 0.61 

 

                                                           
63 Data is now shown as averages rather than rolling medians in line with the national dataset.  
Restated 2016/17 data is not materially different following this reclassification. 
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Table 27: Medication Safety Thermometer   

 

Medication Safety Thermometer (%) National 

average 

2017/18 2016/17 

Measures for which a high score represents good performance 

Medication reconciliation started within 24 hours of admission 75.5 66.3 64.5 

Percent of patients with medication allergy status documented 97.0 96.1 96.8 

Measures for which a low score represents good performance 

Percent of patients with omitted dose in past 24 hours 13.2 12.1 13.4 

Percent of patients with critical medicine omitted in past 24 

hours 

7.1 10.1 10.3 

Percent of patients receiving a high risk medication in past 24 

hours 

37.2 42.5 43.6 

Percent of patients that trigger a multidisciplinary huddle 1.2 0.9 0.1 

 

Medication Safety Thermometer is a national benchmarking tool which includes whether 

clinicians reconcile admission medications to community records, confirm allergy status, 

missed administering any doses.  Medications safety is the Trust’s key quality priority across 

the organisation for 2018/19 as outlined in Section 2.1. 

Table 28: Maternity Safety Thermometer 

 

Maternity Safety Thermometer (%) National 2017/18 2016/17 

NHS Maternity Safety Thermometer – percentage of patients with combined harm free care 

Harm free care – physical harm and women’s perception of 

safety 

74.0 86.0 72.3 

 

Patients experiencing harm during maternity care is reducing on average and this 

measure is more favourable than benchmarked national peers.  An element of this 

measure reflects how maternity patients perceive their care to be and the move towards 

incorporating patient reported outcomes is a key aspect of patient experience which the 

Trust will continue to strengthen next year. 
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3.2 Performance against NHS Improvement indicators   
Performance against national acute trust indicators from NHS Improvement’s November 2017 Single Oversight Framework follows. 

Table 29: NHS Improvement operational indicators 

2016/17 Apr-17 May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar-18 2017/18

National 

target

National 

average

RTT incomplete pathway 93.2% 92.3% 93.6% 93.6% 93.2% 92.8% 92.4% 92.4% 92.8% 91.1% 90.4% 90.4% 89.5% 92.0% > 92% 87.9%

% Compliance - 62 day GP referral 83.6% 87.5% 86.9% 88.1% 88.3% 83.2% 89.0% 92.9% 85.6% 90.1% 85.1% 76.2% 88.0% 87.1% > 85% 83.0%

% Compliance - 62 day screening 92.7% 100.0% 85.7% 100.0% 92.9% 100.0% 85.7% 100.0% n/a n/a 0.0% n/a 100.0% 94.0% > 85%

A&E - Performance - NHSI 90.6% 91.1% 91.2% 91.5% 93.6% 92.2% 93.7% 91.4% 90.7% 91.1% 88.5% 87.6% 90.7% 91.0% > 95% 88.4%

6 week Diagnostic Performance 99.5% 99.0% 99.4% 99.1% 97.6% 97.0% 98.1% 98.5% 99.3% 98.2% 97.3% 98.4% 98.3% 98.4% > 99%  

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.  Annual 
performance of 92% placed the Trust in the 2nd quartile nationally, where 4th quartile is highest, and this is a decline on last year’s 3rd 
quartile placing.   The RTT performance drop reflected lost elective capacity from emergency bed pressures including NHSI’s required 6 
week suspension of non-urgent surgery during winter to release bed stock.  Additionally increased demand for routine and two week 
rule appointments has occurred and planned increased capacity from weekend work and outsourcing activity in Q4 did not progress 
owing to competing resources. 

In April 2018 we implemented the national e-RS electronic referral system so that going forward we have the capability to receive all 
referrals from General Practice to consultant led hospital services electronically.  The long term aim is to eventually enable patients to 
go online and book and change their appointments themselves.  This will speed up referral times and patient pathways. 

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  Performance is 
better than the national target and most delays when they occur reflect patients on complex crossover pathways involving tertiary 
centres and instances of patients either not being fit or choosing to defer the timing of their investigations or treatment.  We are working 
with commissioners and other providers to reduce the occurrence of these exceptions. 

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.  ED 4 hour wait performance placed us favourably at 27th out of 

137 Trusts nationally although we missed the 95% national goal.  https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-

and-activity/ae-attendances-and-emergency-admissions-2017-18/   Our urgent care improvement programme focussed on directly streaming 

patients to specialties from the Urgent Care Centre (UCC) and preventing attendance with telephone advice.  In Q3 the UCC 

https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times
https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ae-attendances-and-emergency-admissions-2017-18/
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ae-attendances-and-emergency-admissions-2017-18/
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implemented a General Practice service to support faster assessment and future plans are to modify the UCC to expand the treatments 

provided there.   Measures to promote inpatient capacity and promote flow from the ED included rollout of the national SAFER inpatient 

care bundle which includes promoting discharge before noon and setting clear criteria for discharge for all patients early in their stay, 

and the Red to Green initiative which means every patient should receive clear steps towards discharge every day.   

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 narrowly missed the national target due to increased 

demand for endoscopy services and capacity gaps within neurophysiology.  A recovery plan is in place to achieve a more resilient 

service in these areas next year. 

3.3 Performance against the Governors’ indicator on discharge prescriptions 
This section outlines performance against the measure chosen by the Governors as their selected local measure for audit.  The 

measure was chosen to align with our continued focus on promoting timely discharge of patients and supports our continued focus on 

medications management as our key quality indicator going forward.  The indicator records what percentage of discharge prescriptions, 

also known as To Take Out (TTO) medications, are completed by Pharmacy within its internal 2 hour target.   

Table 30: Discharge summary processing time within Pharmacy 

Metric Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 

% of discharge 

prescriptions completed in 

pharmacy under the 

120mins (2hr) target  

38.22% 31.60% 31.81% 28.98% 39.15% 36.89% 33.15% 39.32% 46.71% 43.13% 39.63% 51.70% 

Average time spent per 

discharge prescription 

(mins) 

144 162 155 164 149 148 147 139 135 140 149 132 

 

Data for this indicator cannot be accurately validated owing to a portion of scripts not being electronically recorded and also because the 

electronic barcode tracking system can be manually paused which stops the clock timing the measure.  Whilst reasons for stopping the 
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timing may be clinically valid and necessary, such as awaiting the results of blood tests needed to guide the prescription being issued, 

the absence of evidence to confirm the reason for pauses in individual cases limits independent validation of this measure.  The Trust 

will review the controls and assurance over this system to determine how the system can be strengthened. 

Electronic ordering of patients’ medicines is being rolled out in Q1 2018/19 and means that both inpatients and people going home 

will get their medications faster and the workload of Pharmacists can be spread more evenly across the day.  Wards will also benefit 

because drug charts will no longer need to be taken to Pharmacy which is much more efficient. 
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3.4 Glossary  

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

local area. 

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.institute.nhs.uk). 

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

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

KPI key performance indicator. 

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

Percutaneous nephrostomy is an opening to drain urine via a tube from the kidney externally out through the abdominal wall.  

QI Quality improvement. 

SAFER Patient Flow Bundle is part of the National Emergency Care Programme and more information can be found on 

https://improvement.nhs.uk/documents/633/the-safer-patient-flow-bundle.pdf. 

Sepsis Six Bundle includes the following 6 measures: oxygen administration, intravenous fluids administration, blood culture sample, 

antibiotic administration, blood tests, and urine output monitoring. 

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

Governors, and particularly those who are members of the Patient Experience Group of the 

Council of Governors, have appreciated the opportunities given to attend and fully participate 

in the quarterly Quality Account Assurance Group.  Patient Experience Group Governors 

particularly do see this as an important extension of their role, beyond their regular meetings, 

and the attendance is high. 

 

The change in the format of the meetings referred to last year has 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 discussion following these presentations is particularly helpful in the 

monitoring process as is the participation from members of the Patient Panel and the Clinical 

Commissioning Group. 

 

The Patient Experience Group at every one of its meetings has a Quality item on the agenda 

and this also presents opportunities for monitoring leading to quality priority setting. 

 

Keith Bradley, 

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

17 May 2018 
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Surrey Wellbeing and Health Scrutiny Board Response 

After careful consideration, and in light of the current review of the Surrey Health Scrutiny 

Committee’s constitution and forward direction, Surrey County Council has decided this year 

it is not placed to comment on Ashford and St Peter’s Hospitals’ Quality Account. 

Andrew Baird 

Democratic Services Officer, on behalf of Surrey County Council 

23 May 2018 

 
 



48 | P a g e  

Ashford and St Peter’s Hospitals NHS Foundation Trust Annual Report 2017-18 

Healthwatch Surrey  

As the independent consumer champion for health and social care, Healthwatch Surrey is 

committed to ensuring the people of Surrey have a voice to improve, shape and get the best 

from their health and social care services by empowering individuals and communities. 

 

This year we have decided that we will not get involved in commenting on the Quality 

Account.  With limited resources we do not believe this is the best way to use our time to 

make a difference for the people of Surrey.  We have chosen to concentrate this year on 

ensuring we feedback what we’ve heard on NHS and social care services to commissioners 

on a regular basis; and that we have the processes and relationships in place to escalate 

any cases of particular concern to the providers involved and seek outcomes. 

 

Over the past year we feel we have had a collaborative relationship with the Trust.  We have 

shared experiences from the public with them where necessary; and we have collaborated in 

holding Listening Events and talking to patients as part of our ongoing engagement and 

project work. The Trust has been receptive to our insight and feedback. 

 

Kate Scribbins 

Chief Executive 

18 May 2018 
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NHS North West Surrey Clinical Commissioning Group 

Commissioner Statement from NHS North West Surrey Clinical Commissioning 

Group (NWS CCG) 

North West Surrey CCG (NWS CCG) welcomes the opportunity to comment on the 

Ashford and St Peter’s Hospitals NHS Foundation Trust (ASPHFT) Quality Account for 

2017/18. As part of our review we have shared the draft account with associate 

commissioners and have included their feedback in our response. The CCG is satisfied 

that the Quality Account has been developed in line with the national requirements and 

gives an overall accurate account and analysis of the quality of services. The detail is in 

line with the data supplied by ASPHFT during the year and reviewed as part of 

performance under the contract with NWS CCG. 

Performance on 2017/18 quality priorities is clearly summarised within the Quality 

Account and it is confirmed that this is an accurate reflection of achievement and gives 

clear articulation to the outcomes and of what did/didn’t work well. A rationale for any 

priorities not being taken forward into 2018/19 process is also clearly captured. 

 

The Trust is commended for their continued good work and emphasis on the quality of 

patient care and in particular in the focus that has been given to implementing the 

Patient Experience Improvement Programme. The continued programme of quality 

improvement and safety culture work across the Trust is also noted. 

 

The Trust has clearly outlined three priorities for 2018/19. The CCG agrees that these 

are pertinent areas to drive forward improvements in patient care. 

 

Data Quality 

Ashford and St Peter’s Hospitals acknowledges the data validity issue with the following 

indicator which KPMG have not been able to issue a statement of assurance on: 

 Accident and Emergency admission, discharge or transfer within 4 hours of arrival 

North West Surrey CCG is otherwise satisfied with the accuracy of the data contained in 

the Quality Account pending completion of final validation by auditors. We will continue 

to work with the Trust to ensure that quality data is reported in a timely manner through 

clear information schedules. 

 

In conclusion, NWS CCG would like to thank ASPHFT for sharing the draft Quality 

Account document and is satisfied it accurately reflects the quality priority work being 

undertaken by the Trust. The report reflects that providing a safe and effective service 

whilst maintaining patients’ quality of care and safety is a high priority for the Trust.  As a 

commissioner we have a positive relationship with the Trust and will continue to work 

together with Ashford and St 

Peter’s Hospitals NHS Foundation Trust and other system stakeholders to ensure 

continuous improvement in the delivery of safe and effective services for North West 

Surrey residents. 
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Clare Stone 

Chief Nurse / Associate Director for Quality, NHS North West Surrey Clinical 

Commissioning Group  

23 May 2018 
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2017/18 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 2017/18 and supporting guidance 
 

• The content of the Quality Report is not inconsistent with internal and external 
sources of information including64:  

o Board minutes and papers for the period April 2017 to 24 May 2018  

o papers relating to quality reported to the Board over the period April 2017 to 24 
May 2018 

o feedback from commissioners dated 23 May 2018 

o feedback from governors dated 17 May 2018 

o feedback from local Healthwatch organisations dated 18 May 2018 

o feedback from Surrey Wellbeing and Health Scrutiny Board dated 23 May 2018 

o the Trust’s complaints report published under regulation 18 of the Local Authority 
Social Services and NHS Complaints Regulations 2009, dated 19 May 2017 

o the 2016/17 national patient survey 20 July 2017 

o the 2017 national staff survey 6 March 2018 

o the Head of Internal Audit’s annual opinion over the Trust’s control environment 
dated 17 May 2018 

o CQC inspection report dated 10 May 2017 

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

                                                           
64 The last Care Quality Commission Intelligent Monitoring Report was dated 1 December 2014.  
These reports are not currently issued for acute Trusts. 
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• 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  

• 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.  

 
The Directors confirm to the best of their knowledge and belief they have complied with 

the above requirements in preparing the Quality Report.  

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, with the exception of the following indicator which KPMG LLP Statutory Auditor 

has tested and is unable to issue an opinion over for the below reasons.  The Directors are 

unable to confirm this items is accurate owing to the exceptions notified below. 

Mandated indicator 2 – the measure 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. 

 

By order of the Board  

 

 

Andy Field      Suzanne Rankin  

Chairman Chief Executive          

24 May 2018      24 May 2018 
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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  
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¢	Patients first

¢	Personal responsibility

¢	Passion for excellence

¢	Pride in our team

Our values

If you require this document in any other format please contact our Patient Advice 
and Liaison Team on 01932 723553.

  Follow us on Twitter @ASPHFT
  Find us on Facebook (Ashford & St Peter’s Hospitals NHS Foundation Trust)
  www.ashfordstpeters.nhs.uk

Ashford Hospital

London Road, Ashford, Surrey, TW15 3AA
( 01784 884488

St Peter’s Hospital

Guilford Road, Chertsey, Surrey, KT16 0PZ
( 01932 872000


