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EXECUTIVE SUMMARY
The quality report now includes both quality assurance (a summary of data, intelligence and actions relating to the
provision of high-quality care within the strategic priorities set out below) and quality improvement (a summary of the
improvement work underway in the organisation) – which reflects the on-going alignment of QA and QI within the Trust.
The quality report provides an overview of quality assurance and quality improvement efforts and outcomes across the
Trust and reflects the priorities set out in the quality strategy for 2018/2019:
Medication safety: In June 2018 there were 2 medication incidents reported with moderate patient harm and 75
medication errors reported in total, a continued increase on previous months. The report details the improvement
efforts underway to both improve medication safety and increase reporting of incidents with ‘no harm’.
Effectiveness: In June 2018 there were 87 inpatient deaths, which continue to be within common cause variation;
however the SHMI rate increased for the fifth consecutive month. 82% of adult, inpatient deaths were screened for
their appropriateness for SJR. In 2018 to date, 83 cases have been identified for a structured judgement review and 35
have been completed to date. The report details an update on the implementation of this process and the planned next
steps for improvement.
Safety: There were no ‘never-events’ and 12 new serious incidents reported for investigation in June. The report
summarises the learning from the 2 serious incident cases closed in the month. There have been no instances of
MRSA bacteraemia and 2 C. difficile cases reported in June. The rate of surgical site infections in patients with
fractured neck of femur reduced to 0% in the latest annual audit. The rate of successful screening for sepsis for
patients in ED has reduced in the last 3 months and this is described in more detail in the report.
Experience: There were 53 complaints in June and 100% of complaints received a response within 3 days.74% of
complaints were closed in June, however only 23 of the 50 complaints were closed within agreed timescales (46%).
which is a reduction compared to 82% in May. This is a reduction in-month as a result of capacity gaps and competing
priorities from other priority work streams. The complaints handling improvement programme is ongoing.
Improvement: This section of the report describes the progress against the strategy for embedding quality
improvement into the organisation as set out in 2015 and revised in 2017, with particular focus on the learning from
Medication Safety week in June 2018.
Appendix A to this report includes data and other information provided for assurance.
Appendix B is the Medication Safety Infographic for June 2018
AUTHOR NAME/ROLE

Mark Hinchcliffe, PMO; Dr Erica Heppleston, AD for Quality

PRESENTED BY

Sue Tranka, Chief Nurse; David Fluck, Medical Director

DATE

20/07/2018

BOARD ACTION

Receive for assurance

IMPROVING MEDICATION SAFETY:
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATIONS ERRORS AND SERIOUS INCIDENTS
Our quality priority for 2018/2019 is to become a learning organisation in order to eliminate avoidable harm to our
patients and to provide an excellent patient experience, and the focus of the work for this year is improving
medication safety.
The medication safety improvement programme began in January 2018 and (aligning with the national drive to
reduce harm caused by medicines) our aims are to:
i) Reduce medication safety incidents that result in moderate or severe patient harm by 30% by March 2019
ii) Increase reporting of incidents with ‘no harm’ by 30% by March 2019

Start of improvement
programme

Since January 2018, there have been five confirmed medication incidents which resulted in moderate patient harm,
with one more under review.
In June 2018 there were two confirmed medication incidents which resulted in moderate patient harm.
In one incident, a patient attending ED with a chest infection was administered IV antibiotics and subsequently
developed an anaphylactic reaction. At the time, no documented history of allergy was apparent in information
resources available across health services. It later transpired that the GP practice had a hand-written note of
penicillin allergy which had not been transferred to electronic records.
In the second incident, a patient with poor renal function was newly prescribed oxycodone. Post-surgery the patient
experienced a low respiratory rate and was transferred to SDU. This incident is being investigated and the initial
learning from this will be shared with all teams in the month ahead.
As well as aiming to reduce the number of medication-related incidents that result in patient harm, the programme
is also aiming to increase reporting of all incidents, and specifically those that result in no harm.
It is important to note that, although this is not an outcome measure, this is an important ‘proxy measure’ for an
improving and learning culture, in which all members of the team are encouraged to report incidents and nearmisses in pursuit of improvement.
In June 2018 there were 75 medication-related incidents reported, of which 5 resulted in patient harm of ‘low’
severity.
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75 medication
related incidents
reported in June
2018

As part of the improvement programme, a small project group has been working to raise the profile of medication
safety improvement and to support clinical teams with their own improvement efforts.
In the last month, the team have been working to test an approach to responding to incidents which includes faceto-face sharing of learning and understanding of systems-errors with the Patient Safety Team; as well as:








Auditing omitted doses and understanding the root-causes of errors relating to omissions
Forming a VTE Medication team specifically to reduce harm from omissions of Enoxaparin
Testing updated and simplified Insulin guidelines in ED
Shadowing drug rounds and working with nursing teams to identify areas for improvement
Compiling and sharing key medication safety messages and infographics (see Appendix B)
Spreading the use of the new adult, inpatient drug chart
Supporting medication safety week with the Patient Safety team

More details of the medication safety week and the work supported by the Institute for Healthcare Improvement
(IHI) are described in the Quality Improvement section of the report.

LEARNING FROM MEDICATION INCIDENTS - GENTAMICIN
Gentamicin is a commonly used, very effective antibiotic, however care must be taken with dosage, as the main sideeffects are dose-related affecting the kidneys and hearing.
There have also been two patient safety incidents in 2018 and the learning from these incidents relates to the
calculation of gentamicin dose taking into account a patient's weight, height and renal function and ensuring
prescribers ensure adjust for these parameters.
There are a number of learning points from these incidents which will be shared with the teams involved; however,
all teams are also being asked to always use the Trust's gentamicin calculator. The calculator is a tool that
automatically adjusts the dose based on a patient's weight, height and renal function as well as highlighting
maximum doses. Based on this learning, there will be further communication and teaching of the Gentamicin
calculator, including in the up-coming junior doctor induction.
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STRATEGIC PRIORITY 1 – EFFECTIVENESS
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY
In June 2018 there were 87 inpatient deaths, including 2 neonatal deaths. This represented a continued decrease in
Q1 compared to Q4 but this remains within common cause variation.

It was agreed in June to apply the new process of mortality review via the structured judgement reviews to a sample
of the cases from December 2016. This will be an extraordinary review with additional capacity required and options
for this are currently being considered.

The SHMI as reported by CHKS is the ratio of observed to expected deaths, which is nationally benchmarked and was
at 65% in June 2018; this is fifth month of consecutive increase. Although this is a reduction on this time last year,
this will be reviewed alongside the other mortality indicators, as well as inpatient and outpatient mortality.
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LEARNING FROM OUR MORTALITY REVIEWS

From October 2017 we have started to carry out full structured judgement reviews (SJR) on any deaths meeting
certain minimum criteria. In June 2018, 82% of adult, inpatient deaths were screened to identify those suitable for
SJR. This demonstrated an increase on previous months following intervention from the Mortality Committee and
Divisional Governance Teams.
In June 2018, 8 cases were identified for SJR and none of these have been completed to date. Of the 83 cases
identified for SJR so far in 2018, 35 have been completed to date (42%)
Work is underway, led by the Chief of Patient Safety, to improve timely completion of SJRs and steps are being taken
to increase the number of staff trained to and available to carry out reviews and to improve the timeliness of
allocation of cases for review.
Since the end of May 2018, a further 7 clinical staff have been trained to completed structured judgement reviews,
which total 30. A further 18 cases from Q1 have now been allocated for review and newly trained reviewers will
allocated the backlog of cases from 2017/2018.

As part of the SJR, reviewers are asked to identify if there were any problems with care and if they could have led to
harm to the patient. For clarity, in cases where patients have been found to have received good or excellent care,
problems with care are still identified and shared as part of the learning processes.
In 2018/2019 to date, there have been 3 cases in which problems with the care of the patient were identified.
In one case these problems led to harm but this was found not to have contributed to avoidable death. A full report
on the learning from deaths and the SJR process for Q1 will be provided in August 2018.
Following discussion at Mortality Committee it was agreed that both a retrospective review of cases of inpatient
deaths with sepsis will be coordinated by the Chief of Patient Safety and this is underway. Cases with sepsis have
also been added to the criteria for inclusion in the SJR process from June 2018.
There has been agreement from the Trust Executive Committee to the appointment of a Medical Examiner and the
Chief of Patient Safety is currently working with internal and external stakeholders to develop the role and job
description.
The first Trust-wide Learning from Mortality Reviews event has been arranged for August 2018 to be chaired by the
Medical Director.
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STRATEGIC PRIORITY 2 - SAFETY
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM

There were no ‘never-events’ reported in June and there were 10 new serious incidents reported for investigation in
June. Details of these incidents along with initial actions taken and learning are detailed in the ‘Serious Incidents
Requiring Investigation (SIRI) Report’ presented to the Quality and Performance Committee. There were 2 serious
incident cases closed in June and the learning from these cases has been shared with the teams involved and
beyond.
In one incident a patient was administered an intravenous dose of gentamicin over a shorter timescale than
intended, leading to a reduction in hearing capacity for the patient. As a result of the subsequent investigation a
standard operating procedure for the administration of gentamicin is being developed for use by all anaesthetic and
Operating Department staff. The learning from this case and others is also being shared throughout the organisation
as part of the medication safety programme described above.
In the second incident, a child had a fracture to the tibia which was not detected in the Paediatric ED, but was
subsequently reported by Radiology. The initial findings from the ED clinician were not recorded in full on the
reporting system and, as a result, the reporting discrepancy was not highlighted. Following the incident there is to
be re-training of doctors in the use of the reporting system and renewed improvement efforts around the reporting
and highlighting of discrepancies in both adult and paediatric ED.
SEPSIS SCREENING IN ED
In line with the national CQUIN goal for the timely identification of patients with sepsis in emergency departments,
the organisation has a goal to ensure over 90% of patients are ‘screened’ for sepsis in the ED.
The purpose of this goal is to embed a systematic approach to the prompt identification and appropriate treatment
of life-threatening infections. The ‘screening for sepsis’ involves a senior clinical decision-maker using their
judgement to decide if it’s likely that the patient has sepsis, and if so to start sepsis treatment.
Each month, at least 50 patients who met the criteria for ‘potential sepsis’ (including national early warning score
greater than or equal to 5) are audited to establish if appropriate screening took place. In the first quarter of this
year (April to June 2018) the percentage of patients with documented screening for sepsis in place has fallen below
the standard of 90%.

This reduction is as a result of a change to both the triaging/streamlining processes for patients in ED and the shift
from documenting of screening from paper to via the electronic, VitalPac system. The ED team continue to work on
improving the screening of patients and will supported with training on the revised sepsis VitalPAC module in July.
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HOSPITAL ACQUIRED INFECTIONS

HOSPITAL ACQUIRED MRSA
There have been no instances of MRSA bacteraemia in June. The last bacteraemia was in March (our first in over 3
years) and was a peripheral cannula device related infection.
HOSPITAL ACQUIRED C.DIFFICILE
The national target for 2018/19 is no more than 16 cases (post 72-hrs after admission). There were two cases
confirmed in June 2018 and the total to date for 2018/2019 is now seven.
Root-cause analyses of these cases are being carried out and will be reviewed by the CCG to agree if any lapses in
care occurred and to identify any learning.
Ongoing actions include trialling the use of the Bristol Stool Chart on May and Swan Wards, which has been
redesigned to include a diarrhoea assessment flow diagram to guide staff to take appropriate action, and use of a
new antibiotic prescribing chart with a mandatory stop and review section to aid in appropriate antimicrobial
prescribing.

E.COLI BACTERAEMIA
We are in the second year of the 5-year national initiative to reduce gram negative bacteraemia by 50% by 2021.
Our aim for 2018/2019 is to achieve a 10% reduction, which equates to no more than 207 cases in the year.
There were 25 E.coli bacteraemia in June of which only four were hospital onset. There have been a total of 46
instances in 2018/2019 so far, of which seven have had a hospital onset. This means we are currently on trajectory.
The majority of E.coli bacteraemia are community onset so reduction of cases requires review of hospital cases to
identify learning and also a focus on community care and GP prescribing.
Changes that have been identified to minimise the risk of hospital E.coli cases include development of a new urinary
care pathway as part of the National Catheter Program and implementation of the Aseptic Non Touch Technique
(ANTT) throughout all inpatient wards.
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SURGICAL SITE INFECTIONS
Each year, the organisation must report to Public Health England on the rate of surgical site infections (SSIs) in
patients under-going fractured neck of femur (#NOF) surgery.
The rate is calculated using data from January to March each year. In previous years, we have been found to be an
outlier compared to other organisations and a review of the processes associated with reducing infection was
instigated.
Following the review, an improvement project led by Dr Richard George, Dr Christopher Gee, Ann Birler and the
Infection Control Team was launched to make changes to the process and pathways which support the care for this
patient cohort, including the antibiotic administration prior to surgery, patient warming and other pre-operative
procedures and post-operative wound care.
This was a multi-disciplinary led project which used improvement methodology to make a series of changes, as a
result of which the surgical site infection rate reduced to zero in 2018 and the team recorded a run of 257 days
without a surgical site infection in #NOF patients.

The team now plan to continue to make improvements and ensure that the results achieved in the last year are
sustained. They also plan to share their work with all surgical specialties in order that the learning can be applied to
as many other teams as possible.
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STRATEGIC PRIORITY 3 - EXPERIENCE
LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE
There were 53 complaints in June which show common-cause variation only. From June’s reporting, the grading
system is no longer being reported and this has been replaced by the management of ‘concerns’ and ‘complaints’
which is in line with sector practice.

In June 2018 100% of complaints were acknowledged on time within 3 days. 74% of complaints were closed in June,
however only 23 of the 50 complaints were closed within agreed timescales (46%). which is a reduction compared to
82% in May. This is multifactorial reflecting other competing priorities such as the CQC Inspection, capacity gaps in
Divisional and Central Teams, and quality assurance processes. At the end of June 21 complaints remain overdue.
The complaints improvement programme is progressing however attendance at the complaints writing and
investigation sessions has been challenging.
Although this represents a drop in the Trust response times from last month, where the Trust was at 82%, there are
several influences involved in this drop in June’s response times. The main factor for this has divisional resources and
capacity and a compounding delay in final approval processes due to other urgent work streams that has impacted
on response times. The Patient Experience & Service Improvement Manager has been working closely with divisions
with response times and quality of their letters to try and clear some of the backlog of cases
PALS
From 1 June 2018 PALS cases are being monitored against an internal standard of resolution within 5 working days.
Retrospective performance against this key performance indicator is shown in the tables below.
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Compliance for June was 80.3%. PALS received 163 new cases in June and closed 153 cases. The Divisions now
receive a weekly report on all open PALS cases and complaints to provide them with information to support timely
resolution of outstanding cases within their teams.

The most common PALS themes in June were communicating and providing information to patients, outpatient
enquiries and waiting times. Improvement work on outpatient appointment text message reminders is currently
under review to provide patients with more details including the location and department of their appointments.
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STRATEGIC PRIORITY 4 – IMPROVEMENT
USING QUALITY IMPROVEMENT TO CREATE A LEARNING CULTURE
This section of the report describes the progress against the strategy for embedding quality improvement into the
organisation as set out in 2015 and revised in 2017. The strategy comprises three parts; building will for quality
improvement; building capability for quality improvement; and spreading the use of quality improvement
throughout the organisation (do-the-work-and-improve-the-work).

i) BUILDING WILL

An important part of the strategy to build will for quality improvement in the organisation is the sharing of success
and learning, giving staff at every level of the Trust the opportunity to participate, and taking time to celebrate
progress made. The third annual quality improvement event was held at St Peter’s Hospital on Wednesday 27th
June 2018 and over 110 members of staff from Team ASPH and beyond attended the event throughout the day.
The all-day event brought people together to celebrate some of the quality improvement work that has been
undertaken in the Trust in the last year; to meet and hear from some of the teams who have been working on QI
projects, and to learn from others. The theme of this year’s event is ‘Keep Improving, Keep Learning’.
Throughout the day we had some fantastic presentations from teams who have been working to improve their
services and the quality of care we provide. In the morning we heard from three Consultants who are leading their
teams in making improvements in quality aligned with the aims of the organisation:
‘I was treated with compassion…’
Dr Emma Wilkinson talked about the work led by the SAMS MDT to embed ‘What Matters to You?’ and
provide more individualised care for our elderly inpatients.
‘I was involved in a plan for my care…’
Dr Nazia Rashid presented the work that the Diabetes team are leading to improve safe use of insulin and to
empower patients through self-administration of medication in our hospitals.
‘I was treated in a safe way, without delay…’
Dr Richard George shared the improvement work which has been carried out by a multi-disciplinary team to
reduce post-surgical infections for patients with fractured neck-of-femur.
All of the projects showed how multi-disciplinary teams had come together to make improvements for patients and
staff through the application of quality improvement methods.

As well as hearing from our external speakers, a presentation from Rebecca Bushby (VTE Specialist Nurse) Dr Keefai
Yeong (Clinical Lead for QI) and Dr Paul Murray (Chief of Patient Safety) facilitated a session focussed on how we
learn and improve following serious incidents and lapses in patient care.
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There was also a great opportunity for our teams to share learning through the World Café sessions:
 Jamie Parkinson (Senior MSK Physiotherapist) and Leon Palmer-Wilson (Clinical Specialist Physiotherapist)
presented ‘The Patient Portal to the Digital Age’
 Alexandra Bushell (Senior physiotherapist) presented ‘STEEP: Preventing Falls for the Future’
 James Allsopp (FY1 Doctor) presented ‘The Second
Victim of Cardiac Arrest’
 Sue Harris and Bibiana Baumgart (Tissue Viability
Team) presented ‘A Compendium of Improvements’
 Jacob Addo (ED Consultant) presented ‘Lower Limb
Immobilisation: The Least of Your Problems’
Finally, the winner of the poster competition was
‘Reducing Surgical Site Infection in Hip Fracture Patients’
by Richard George and Christopher Gee (right):
This was a multi-disciplinary led project which used
improvement methodology to reduce the instances of
surgical site infections and has demonstrated great results.

ii) BUILDING CAPABILITY

Part of the strategy for embedding quality improvement into the organisation is a considered agenda for building
improvement skills and capability within staff at all levels as set out in the dosing formula.
In June 2018 the first cohort of the ‘Ward Manager Development Programme’ completed their introduction to
quality improvement and change management. This programme builds on the success of the pilot programme
which completed in 2017 and involves building core leadership skills in our ward-level managers.
This module introduced the Ward Managers to the model for improvement and the practical use of PDSA cycles,
which they will apply to an improvement project of their own in 2018. A second cohort will complete the module in
September.
Throughout 2018/2019, we are continuing to offer alternative resources and opportunities for teams to build their
improvement skills. These options will include access to the Institute for Healthcare Improvement online Open
School. The IHI Open School provides training and tools in an online, educational community to help teams deliver
excellent, safe care. We are now able to offer access to the IHI Open School to staff at ASPH and the first 12
candidates have signed-up to participate

iii) DO-THE-WORK-AND-IMPROVE-THE-WORK

The third element of the strategy for embedding quality improvement within the organisation and accelerating the
pace of improvement, requires everyone to see themselves as having two jobs: to do their work and to improve their
work.
In June 2018 we were delighted to attend and participate in the Surrey Heartlands ACS Clinical Forum. The forum
was co-hosted by the Institute for Healthcare Improvement (IHI) and provided an opportunity to workshop with
colleagues from across Surrey Heartlands on using a quality improvement approach to meeting the ‘triple challenge’
for the local population.
We were also visited by the IHI as part of their diagnostic of the Surrey Heartlands capacity and capability for
improvement. We look forward to the full report and working closely with colleagues from across the ACS on our
joint improvement efforts.
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IMPROVING MEDICATION SAFETY
The project team have agreed the two aims for the work; to reduce medication safety incidents that result in
moderate or severe patient harm by 30% and to increase reporting of incidents with ‘no harm’ by 30% by March
2019.
MEDICATION SAFETY WEEK
Week commencing 11th June 2018 was Medication Safety week at ASPH and there were activities going on
throughout the week to encourage everyone to get involved and share their thoughts and ideas. Throughout the
week members of the leadership, pharmacy and other teams shared the key messages via videos and conversations
with staff around the hospitals. You can see a summary of these messages in the short video here –
https://youtu.be/AG6REQFVJRo
The teams also shared the key messages and learning identified by the medication
safety team, relating to the root-causes of our most frequent incidents and the ‘Six
Rights’ of medication safety.
During the week, members of the Improvement and Patient Safety teams were outand-about in the hospitals, sharing information and talking with teams about
medication safety; and hearing from you what more we can do to reduce patient
harm and to learn and reflect when errors occurs.
There were many open and honest conversations held with teams and we heard
many great ideas for improvement. The team will be working through these as
part of the programme and an updated driver diagram is shown below:

In June we were fortunate to receive a site-visit from our colleagues from the Institute for Healthcare Improvement
(IHI) who met with the medication safety team and others to spend time working on our approach to two of the
priorities for improvement and these are described below.
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OMISSIONS OF MEDICATIONS
Omission of prescribed doses has been found to be a contributory factor in a high proportion of the medicationrelated incidents that resulted in patient harm over the last year, and these remain a focus of the improvement
work.
Following the workshops held during medication safety week, a number of actions have been agreed, with a specific
focus on the omission of involving the administration of enoxaparin (a Low-Molecular-Weight Heparin prescribed in
hospital for the prophylaxis and treatment of VTE) for our inpatients.
A small improvement team has been formed, which includes the VTE specialist nurses, clinical leaders and Pharmacy.
Data is being collected routinely for the first time on the number of omitted doses for patients on four inpatient
wards and this will be shared as the teams implement their tests of change.
Finally, the team will be sharing patient stories to raise the awareness of the issue through a number of channels in
the weeks ahead.
RESPONDING TO INCIDENTS
As well as aiming to reduce the number of medication-related incidents that result in patient harm, the programme
is also aiming to increase reporting of all incidents, and specifically those that result in no harm.
We know that increasing the reporting of incidents is an important measure for an open, improving and learning
culture, in which all members of the team are encouraged to report incidents and near-misses in pursuit of
improvement.
As part of the conversations held during medication safety week we heard that that, for many of our teams, the
reporting of incidents is not an experience that is conducive to learning. In addition the administrative burden, staff
reported that they do not get a response when they report an incident and there is little shared learning from
investigations.
After analysis of the ideas generated and discussions with teams it is proposed that changes are made to the Datix
systems in order to facilitate easier and more useful reporting of incidents; as well as providing better training and
information for investigators and handlers of incidents. In addition to working with the Patient Safety team on these
actions, the team have also begun to test an approach to responding to incidents, which includes walkabouts and
face-to-face feedback and learning.
As a result of these changes, it is anticipated that both the number of incidents reported and the learning from these
incidents will improve.
NEXT STEPS
In addition to the actions described in the sections above, the medication safety improvement team will be working
on a number of change ideas detailed in the driver diagram below, including:


Working with the incoming cohort of junior doctors to test approaches to learning from errors and improved
induction



Testing alternative use of resources, for example support for drug rounds and Pharmacy presence in the ED



Refining and documenting a strategy for sharing learning throughout the organisation based on all the learning
from the programme so far
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ALIGNMENT OF IMPROVEMENT PROJECTS
Work has started with the leadership teams to identify key areas for improvement that align with the other strategic
priorities as described in the new Trust strategy.
There are around 40 improvement projects underway across the organisation, which have either been initiated in
response to quality, safety issues or other areas for improvement identified by the leadership teams; or have been
initiated by members of staff to improve their own work in pursuit of one of the strategic aims. In all cases, projects
are tested for their alignment to the aims for improving patient and staff experience:
Every patient will say…
I was treated with compassion;
I was involved in a plan for my care which was understood and followed; and
I was treated in a safe way, without delay
Every member of the team will feel able to give their best and feel valued for doing so.
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APPENDIX A

QUALITY ASSURANCE MEASURES

STRATEGIC PRIORITY ONE - EFFECTIVENESS

Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.
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STRATEGIC PRIORITY ONE - EFFECTIVENESS
Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology
Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Total number of deaths in organisation

74

93

97

81

95

106

127

106

123

89

104

87

Total number of deaths in scope

73

92

95

81

91

104

126

103

119

88

102

85

% of deaths receiving initial review

70%

64%

69%

85%

85%

88%

87%

87%

87%

93%

84%

82%

14

15

13

17

13

17

15

12

9

11

12

11

11

8

10

5

1

0

79%

80%

85%

65%

62%

59%

33%

8%

0%

Number of cases requiring an SJR
Total deaths receiving structured judgement
review

n/a

n/a

n/a

Percentage of SJRs completed
Total Number of reviewed deaths considered
more likely than not due to problems in care

n/a

n/a

n/a

0

0

1

0

0

0

0

0

0

Number of deaths of people with learning
disabilities

n/a

n/a

n/a

0

1

0

0

0

2

1

1

0

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

n/a

n/a

n/a

N/A

1

N/A

N/A

N/A

1

1

0

N/A

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

n/a

n/a

n/a

N/A

0

N/A

N/A

N/A

0

0

TBC

N/A

Note: The data in previous months will be updated each month as new cases are identified and structured judgement reviews are completed. Data is correct at the time of
writing (16/07/2018).
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STRATEGIC PRIORITY ONE - EFFECTIVENESS

Note: Sepsis screening in ED is calculated using the National CQUIN measure; an audit of a random selection of 50 ED attendance and 50 inpatients is carried
out each month and this measure shows the percentage with evidence of screening for Sepsis where appropriate (NEWS > 5, etc)
Note: Sepsis antibiotic administration is calculated using the National CQUIN measure, which results in a small sample size each month (<10 patients). This audit methodology
will be reviewed and revised by Q2.
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STRATEGIC PRIORITY TWO - SAFETY
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STRATEGIC PRIORITY TWO - SAFETY
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STRATEGIC PRIORITY THREE - EXPERIENCE

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