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Quality Account 

Introduction 

Quality accounts, which are also known as quality reports, are annual reports for the public that detail 

information on the quality of services the Trust provides for patients. They are designed to assure patients, 

families, carers, the public and commissioners that the Trust regularly scrutinises the services it provides 

and concentrates on those areas that require improvement. 

Quality accounts look back on the previous year’s performance explaining where the Trust is doing well and 

where improvement is needed. They also look forward, explaining the areas that have been identified as 

priorities for improvement as a result of consultation with patients and the public such as the Warminster 

Health, Wellbeing and Social Care Forum, our staff and governors in 2019/2020.   

Part 1 

Our commitment to quality - the Chief Executive’s view 

I am proud to introduce the 2019/2020 quality account for Salisbury NHS Foundation Trust, in what has 

been an exciting and busy time in my third year here in Salisbury.  

This year 
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Part 2A:  Priorities for improvement and statements of assurance from the Board 
 
This section of the quality account describes the progress made against the priority areas for improvements 
identified in the 2019/2020 quality account and our priorities for 2020/2021.  It includes why 
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Figure 2: Patients given brief advice and offered nicotine replacement therapy (NRT)  

See appendix 1 page 87 – Reading a statistical process chart. 

Alcohol misuse is when people drink in a way that is harmful or when people are dependent on alcohol.  To 

keep health risks from alcohol to a low level, both men and women are advised not to regularly drink more 

than 14 units of alcohol a week.  

Our data shows (figure 3) that our pharmacy team and specialist nurse have improved practice and 

reached and sustained the NHS England 80% national target this year for screening patients for alcohol 

use. The team have also met the target of 90% being given brief advice on how to reduce alcohol to lower 

levels and offered a specialist referral (figure 4). 

Figure 3: Patients screened for alcohol status  

See appendix 1 page 87 – Reading a statistical process chart. 
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In addition, the evidence indicates that continuity of carer is more personal and that women attended at 

birth by a known midwife reported high ratings of satisfaction with: 

x Information 

x Advice and explanation 

x Place of birth 

x Preparation for labour and birth 

x Choice for pain relief 

x Feeling in control. 

In Salisbury’s maternity services, a pilot of continuity of 

midwifery care was provided by a team of 5 midwives (Ivy 

Team) who offered individualised care to 100 women who 

had had a previous difficult pregnancy or birth between 

October 18 to November 19.  The team cared for the women 

during pregnancy, by a known midwife during labour, birth 

and the postnatal period. The feedback from the women was 

overwhelmingly positive.  The scheme continues to be 

provided as part of daily practice and next year the service 

will work towards 51% of women being able to benefit from 

continuity of midwifery care. 

Figure 6: Salisbury maternity services continuity of midwifery carer  

Continuity of carer

/InformationForPatients/Pages/Carers.aspx
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1.4    Launch the ‘Treat me well’ campaign in April 2019 

People with a learning disability face sharp healthcare inequalities, often poor lifelong health, delayed 

presentation and lower uptake of screening. We need to do more to improve this by providing patient 

centred, individualised care by making reasonable adjustments for people with a learning disability in 

hospital.  

 

 

 

We have worked in partnership with Mencap to launch the 

‘Treat me well’ campaign. This campaign is dedicated to 

improving how people with a learning disability are treated in 

hospital by making simple adjustments that make a big 

difference to the person. More time, staff education and 

awareness, better communication and clearer information can 

all help to make sure someone with a learning disability is 

treated well in hospital.   

During the national learning disability week in June 2019 the 

South Wiltshire branch of Mencap held an event at the hospital called ‘Here We Are’. The event was 

attended by staff, people with learning disabilities and carers to familiarise themselves with the hospital 

layout and learn about reasonable adjustments they are entitled to. 

Further work next year
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minor surgery and routine operations could become high risk procedures if serious infections cannot be 

effectively treated.  

In January 2019, the Government published the UK’s 20 year vision for antimicrobial resistance which 

focuses on the UK continuing to play its part in delivering best practice using surveillance, research, 

awareness and education. Of particular importance, is strong antibiotic stewardship, ensuring antibiotics 

are only used to treat infections based on a diagnostic test and the right antibiotic given promptly to reduce 

harm from sepsis. 



15 | 



https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf


17 | P a g e  

 

All older people who fall frequently or who are assessed as being at increased risk of falling should have an 
individual intervention plan. Specific 









21 | P a g e  

 

Figure 14:  Vital signs escalated for a medical review 

See appendix 1 page 87 – Reading a statistical process chart. 

2.7 Reduce harm from sepsis by improving the number of inpatients screened for sepsis and 

treated with intravenous antibiotics within an hour of diagnosis of sepsis. 

Sepsis is a time critical condition that can lead to organ damage, multi-organ failure, septic shock and 

death. Rapid diagnosis and treatment are crucial to survival.  During 2018/2019 we improved screening 

and treatment using the Sepsis Six practices of patients admitted through our Emergency Department, 

Acute Medical Unit and Surgical Assessment Unit but we needed to do more to improve screening and 

treatment of in-patients through an ongoing education and audit programme. 

We have sustained the same percentage of adults screened for sepsis as inpatients through an ongoing 

education and audit programme and improved to 100% from February 2019 onwards with the full 

implementation of NEWS2 recorded on a hand held electronic device called POET (figure 15). 

Figure 15: Sepsis screening
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The data in figure 16 shows variation across two years with no sustained improvement over time to 

treatment in the administration of intravenous antibiotics within 60 minutes of diagnosis. This may be due to 

the small numbers of adults being treated with antibiotics for sepsis (average 11 patients per month, range 

3 – 21 patients) and this will continue to be a focus for our improvement work next year. However, the 

positive outcome of the improvement work has been a decrease in the relative risk of death from sepsis 

over the last 2 years (figure 17).  

Figure 16: Sepsis treatment of inpatients 
 

See appendix 1 page 87 – Reading a statistical process chart. 

Figure 17: Relative risk of death from sepsis 
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2.8 Introduce the new Saving Babies Lives care bundle to reduce the number of stillbirths and 
neonatal deaths. 

 
We have continued to use the ‘Saving Babies’ Lives’ care bundle which is designed to reduce stillbirths and 
early neonatal deaths. The care bundle has four elements: 
1) To support women to stop or reduce smoking in pregnancy 

2) Women are given information to ensure they act the same day if their baby is not moving as much as 

usual. 

3) Each woman is given a customised growth chart to measure the growth of her baby during pregnancy. 

If the baby is not growing as it should, additional scans, blood tests or delivery are arranged.   

4) During labour, for those women who have their baby’s heart beat monitored continuously, a second 

midwife or doctor should review the heart beat trace every hour to confirm it is normal or needs urgent 

action. This element also includes ensuring midwives and doctors are up to date with their training in 

interpreting the baby’s heart beat trace in labour. 

Our community midwives have continued to sustain excellent progress in supporting women to stop 

smoking in pregnancy by asking them to give a carbon monoxide reading when a woman books for her 

maternity care. Women who smoke are given brief advice on how to stop smo165(a)13(r)-3(e)] TJ.02( )-100(a)-7( )] TJ
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The new (version 2) of the Saving Babies Lives care bundle includes: 
 

x Identifying a fetal monitoring lead for a minimum of 2 days a week per unit to improve the standards of 
risk assessment in labour and the baby’s heart beat trace. 
 

x Reducing pre-term birth by predicting and preventing it and ensuring the best care when pre-term birth 
cannot be avoided.  This includes better antenatal risk assessment, a clear pathway for specialist care 
for women at risk of pre-term birth, referral pathways to specialist pre-term birth prevention clinics and 
increasing appropriate use of steroids, aspirin and Magnesium Sulphate.  

 
Our maternity team are planning to introduce a pathway for assessment and management of women at risk 
of preterm labour in 2020 and identifying a fetal monitoring lead. As maternity care is a high risk area, it 
continues to be a priority both locally and nationally. 
 
How we have reported progress throughout the year? 
Bloodstream infections have been reported to the Infection Prevention and Control Committee.  Human 

factors, falls prevention, deteriorating patients and sepsis have all been reported 
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Figure 20: Expected date of discharge set within 14 hours  
 

 
See appendix 1 page 87 – Reading a statistical process chart 

Figure 21: Expected date of discharge set within 48 hours 
 

 
See appendix 1 page 87 – Reading a statistical process chart. 

Early discharge – a third of patients should be discharged from the ward before midday.  Figure 22 shows 
that on average only 16 - 21% of patients are discharged before midday compared to our 33% target. Our 
team are working hard to ensure the expected discharge date is discussed at the daily ward whiteboard 
round and discussed with the patient and family, as well as, ensuring take home medication, the discharge 
summary and transport home are arranged the day before the patient goes home. 
 
Figure 22 shows that we need to improve the number of patients discharged before lunch. 
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Figure 22:  Early discharge before midday (target 33%)  
 

 
See appendix 1 page 87 – Reading a statistical process chart. 

Review – a review of patients with a length of stay over 7 days by a senior team with a clear ‘home first’ 

mind set.  Every week an Expert Panel of senior staff from the hospital meet with our community partners 

to review patients who are medically fit for discharge who have been in hospital for more than 7 days. The 

meeting decides on what further actions need to be taken by the hospital or community teams to progress a 

patient’s discharge. This involves our community partners visiting specific wards to discuss patient 

discharge plans with the staff and assist with arrangements if needed.  Despite this, figures 23 and 24 

shows that the number of stranded (patients with a length of stay of 7 days or more) and super stranded 

patients (patients who have spent 21 days or more in hospital) increased in the last 6 months and remains 

a continued focus for improvement. 

Figure 23: Stranded patients (target no greater than 80 patients)  
 

 
See appendix 1 page 87 – Reading a statistical process chart. 
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patients are able to have blood tests, medication and intravenous fluids whilst sitting in a chair and are 
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x We are planning that the discharge co-ordinators are able to receive referrals from the electronic 
whiteboards so the team can respond on the same day. 

 

x The Older People’s Assessment Liaison Team (OPAL) assess patients in the Emergency Department 
and for patients with social care needs, the team now include a social worker for a social care 
assessment within 4 hours. The team work closely with Medvivo (GP out of hours service) who are able 
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Figure 27: National Emergency Laparotomy Audit programme of Salisbury District Hospital 
compliance with best practice (target 80%)  
 

 
 
How we reported progress throughout the year: 
 
Compliance with best practice for patients with chronic obstructive pulmonary disease and an emergency 

abdominal laparotomy were reported to the Clinical Management Board. Patient flow was reported to the 

Transformation Board. Patients able to be discharged to their preferred place of care were reported to the 

End of Life Strategy Steering Group. 

What our patients have told us and what we plan to do to improve: 

x ‘More verbal and written information on do's and don't would have been very helpful when discharged ‘
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Priority 4   Design new models of care to provide patients with more convenient access to 

services and make the most of digital care 

Description of the issue and reason we prioritised it: 
The NHS is undertaking a journey of transformation, whilst experiencing rising demand for its services, and 
reduction in social care provision, as the population ages and more people live with long term conditions. 
We need to do more to design new models of care to provide patients with more convenient access to 
services and health information. The increase in same day emergency care is one of the commitments in 
the NHS Long Term Plan and will reduce pressure on hospital beds, improve length of stay and patient 
experience. By moving care out of hospitals and closer to the patient we will improve the health of the 
population and the quality of care.   
We need to make the most of digital care and get the most out of our IT systems to drive efficiency and 

deliver improved patient outcomes. We also need to use the data from our systems to benefit patients in 
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Figure 32: Consultant Connect – how it works 
 

 
The NHS Long Term plan estimates that patients will be able to avoid up to a third of face-to-face 
outpatient visits by the use of ‘virtual’ or ‘digitally-enabled’ clinics, removing the need for up to 30 million 
outpatient visits a year. We have embraced digital technology to ensure that patients do not have to travel 
to the hospital except when a face to face consultation, physical examination or treatment is necessary. 
 
We have increased the use of ‘virtual’ or digital-enabled clinics, including telephone clinics, virtual review 
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4.6 Work with our partners to develop the hospital site as a health and wellbeing campus over the 
next 5 years 

 
We started the first phase of consultation events about our Salisbury Health and Wellbeing Campus project 
in March 2019 which included two public exhibition events, a stakeholder preview and a media briefing 
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How we reported progress throughout the year 
 
Frailty pathway work, same day emergency care and outpatient transformation were reported to the 

Transformation Board. The development of the hospital site is reported to the Board. 

Priority 5: Improve the health and wellbeing of our staff 

Description of the issue and reason we prioritised it: 

Health and wellbeing is now recognised as more than a matter for individual attention – successful 

organisations have recognised that good health is a key enabler to good business. Our staff have a direct 

impact on clinical outcomes and the experience of our patients.  We are clear that when our staff are well 

and happy, the experience of our patients improve.  Our Health and Wellbeing strategy acknowledges that 

the work and health and wellbeing of our staff are interlinked, and commits to promoting a culture where 

wellbeing is embraced by all of our employees.  

Our national staff survey results 2018 showed that we needed to do more to take positive action on staff 

health and wellbeing.  We needed to do more to support our staff with long term conditions, in particular, 

mental and emotional wellbeing and reconnect with our staff as carers, in caring for themselves, their 

families and patients. Equally, there is clear evidence to show that staff who feel engaged and can 

contribute to improvements at work and feel well supported by their managers provide better patient care.  

What we did in 2019/2020: 

5.1 Improve the health and wellbeing of our staff by achieving the Health and Wellbeing strategy 

action plan year 1 milestones. 

The year 1 milestones were: 

1) Improve our Occupational Health Service to ensure best practice is offered in a timely manner -  this 

year, the service has reviewed all its practices to make them as responsive as possible to the needs of 

staff and make best use of appointments. Next year, a new software package will be introduced to 

enable the electronic capture of referral to appointment times. The software will also be able to send 

texts appointment reminders to staff to help to reduce the ‘did not attend’ rate.   

2) We introduced a monthly clinic provided by Wiltshire Council health trainers to support staff make 

positive lifestyle changes – this has been in place for over a year and provides support mainly for staff 

who want to stop smoking, drinking alcohol above higher risk levels, weight management, emotional 

health and wellbeing, getting active and healthy nutrition. 

3) Consider the introduction of an employee assistant programme to support staff with emotional health 

needs to contact a 24 hour telephone helpline.  A business case has been prepared and will be 

presented to the Board later this year. 

4) Train our staff to be able to provide mental health first aid to prevent staff developing poor health – our 

lead nurse for dementia care has undertaken a training course to train our staff.  In March 2020, 10 

members of staff have been trained in providing mental health first aid. 

5) Re-instate the health and wellbeing working group to lead improvements and measure the effectiveness 

of our service.  A health and wellbeing strategy group has continued to meet throughout the year and 

report activity and initiatives to the Board. A ‘well-being at Salisbury’ working group was also set up to 

generate ideas to improve wellbeing.  Ideas centred on improving the use of open spaces for staff to 

enjoy, cycle to work scheme and hydration have been developed this year. 

6) Expression of interest to test the new NHS healthy weight declaration – this has not been progressed 

this year. 
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Our national staff survey 2019 results showed that when respondents were asked ‘Does your organisation 

take positive action on health and wellbeing 27.2% of staff said ‘yes, definitely’ compared to 28.2% in other 

acute Trusts.  This shows there is more work needed to achieve the best result of 45.4% in other acute 

Trusts.  We plan to do this through a programme of work to ensure the hospital is the ‘Best Place to Work’. 

The programme will launch a diagnostic and listening phase to truly understand the culture of our hospital 

which will help the Board develop plans for the future. 

5.2    Train more staff and teams in quality improvement methods and provide support to enable 

them to lead and implement sustainable change. 

The Trust is committed to improvement, to ensure that we are meeting the needs of our local population in 

all that we do.  It is recognised that adopting a continuous quality improvement approach delivers better 

patient outcomes. To ensure we can meet our full potential, we need to ‘make change’ as part of 

everyone’s job, every day, in every part of the hospital. This requires a change in three areas; our culture, 

https://viewer.microguide.global/guide/1000000334#content,ee9d87aa-dff5-4a36-8b3b-9e7319126454
https://viewer.microguide.global/guide/1000000334#content,ee9d87aa-dff5-4a36-8b3b-9e7319126454
https://viewer.microguide.global/guide/1000000334#content,1df17a5a-25ee-4524-ab5e-96031930d247
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5.4 
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Part 2B: This section sets out our quality priorities for 2020/2021 
 
2.1 Our priorities for quality improvement in 2020/2021 and why we have chosen them  
 
Our quality priorities in 2019/2020 showed a very positive picture of improvement with an increase in the 
number of patients screened for smoking and alcohol use, given brief advice, treatment or referral to a 
specialist service. We held a successful launch with Mencap of the national ‘Treat me Well’ campaign. Our 
midwives undertook a successful pilot of midwifery continuity of carer with very positive feedback from 
women. Our teams achieved positive benchmarks on a range of infection prevention and control measures 
with some of the lowest rates of gram negative bloodstream infections in the region. Good outcomes in the 
management of sepsis and best practice management of patients with chronic obstructive pulmonary 
disease. We saw a significant increase in the number of patients who were able to go to their preferred 
place of care at the end of their life, and continued improvement in the number of older people cared for by 
the OPAL team frailty pathway. Same day emergency care targets were met for patients with a pulmonary 
embolus, atrial fibrillation and pneumonia.  We have started to progress new models of outpatient care with 
‘Attend Anywhere’ and ‘Consultant Connect’. Positive work was undertaken to improve staff health and 
wellbeing and train our staff in quality improvement. 

More work is required to improve the diagnosis and treatment of urinary tract infection and to consistently 
implement the one key falls prevention measure of lying and standing blood pressure in patients over 65 to 
reduce the number of inpatient falls.  Improvement work is required to reduce the number of patients who 
acquire a category 3 or 4 pressure ulcer in hospital. We need to implement the Medical Examiner system to 
scrutinize all hospital deaths and improve the safety and effectiveness of the hospital at the weekend so 
that patients who need a medical review receive it.  We also need to reduce the number of missed and 
delayed cancer diagnosis by improving cancer pathways. We will also review antenatal pathways and use 
of the Maternity Day Assessment Unit to ensure women are assessed by a senior doctor in a timely 
manner 
 
Further work is required to improve patient flow through the Ready, Steady Go programme to ensure 
patients are in the right place at the right time and cared for by the right people. We have combined the 
learning from last year with information gathered by a broad range of methods to generate our priorities for 
improvement in 2020/2021. 
 
These priorities were identified by listening to patient stories at the Board, meeting with patients, families 
and carers, the public, our staff and governors, Warminster Health, Wellbeing and Social Care Forum, our 
community partners, local GPs and our commissioners. Some of their comments are included in this report. 
Our priorities are also influenced by the NHS Long Term plan, the B&NES, Swindon and Wiltshire 
Sustainability and Transformation Partnership (STP), our strategic priorities, corporate risk register and 
existing quality concerns and our aspiration to achieve an outstanding rating by the Care Quality 
Commission at our next inspection. 
 
We have also used information from three national patient surveys published in 2019 (Inpatients (2019), 
Urgent and Emergency Care (2018) and Children and Young People (2018) and our staff survey 2019 and 
identified themes from mortality case reviews, complaints and concerns, adverse incidents where we have 
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Our priorities for 2020/2021* are: 

Priority 1  Work with our partners to prevent avoidable ill health  

Priority 2   Introduce the new national patient safety strategy to reduce avoidable harm 
 
Priority 3   Work towards the implementation of the national learning disability improvement standards  

Priority 4 

http://www.salisbury.nhs.uk/Pages/home.aspx
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*Priority 2 – Introduce the new national patient safety strategy to reduce avoidable harm 

Description of the issue and reason for prioritising it: 
Patient safety is a priority for the NHS which aims to be the best and safest healthcare system in the world. 
Patient safety is the avoidance of unintended or unexpected harm to people during the provision of health 
care such as medication errors, never events, harm from sepsis, pressure ulcers, infections and falls 
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2.2 Statements of assurance from the Board 

Review of Services   
 
During 2019/2020 Salisbury NHS Foundation Trust provided and/or subcontracted 55 relevant health 
services. Salisbury NHS Foundation Trust has reviewed all the data available to us on the quality of care in 
all 55 of these relevant health services. The income generated by the relevant health services reviewed in 
2019/2020 represents 100% of the total income generated from the provision of relevant health services by 
Salisbury NHS Foundation Trust for 2019/2020. 
 
In April 2019, the Integrated Governance Framework was updated and sets out the means by which the 
Trust Board controls and directs the organisation and its supporting structures, to identify and manage risk 
and ensure the successful delivery of the organisa
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Participation in Clinical Audits 

During 2019/2020, 55 
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Endocrine and Thyroid National 
Audit 

Yes Yes 100% 

The audit provides information on 
outcomes of endocrine surgery, 
principally on the thyroid, 
parathyroid and adrenal glands in 
the UK. 

Falls and Fragility Fractures 
Audit Programme (FFFAP) 
 
1) Fracture Liaison Service 

Database 
 

2) National Audit Inpatient falls 
 
 
3) National Hip Fracture 

Database 

   
 

No

    

Yes Yes 100% 
Yes



51 | P a g e  

 

7) Dysphagia in Parkinson’s 
Disease 
 

8) Physical Health in Mental 
Health Hospitals 

  

Yes Yes 100% 
As above 

Yes Yes 100% 

As above 
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National Cardiac Arrest Audit 
(NCAA) Yes Yes 100% 

Audit of in-hospital cardiac arrests in 
the UK and Ireland.   
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National Gastro-intestinal 
Cancer Programme  
 
1) National Oesophago-gastric 

Cancer (NOGCA) 
 
 

2) National Bowel Cancer Audit 
(NBOCA) 

   
 

Yes 

 

Yes 

 

100% 

 

Investigates whether the care 
received by patients with 
oesophago-gastric cancer is 
consistent with national standards. 

Yes Yes 100% 
Measures the quality of care and 
survival rates of patients with bowel 
cancer in England and Wales. 

National Joint Registry (NJR) 

Yes Yes 100% 

Data analysis of joint replacement 
surgery in order to provide an early 
warning of issues relating to patient 
safety. 
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2) Antimicrobial Stewardship 
  

Yes Yes 100% 

To reduce antibiotic consumption 
per 1,000 admissions and increase 
the proportion of antibiotic usage 
with the Access group of the AWaRe 
category 
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The Trust’s results showed a significant improvement in end of life care since 2014.  Clinical teams 
recognised the possibility of imminent death far earlier than the national average (135 hours compared to 
74 hours nationally) and more patients received specialist support by the end of life care team or hospital 
palliative care team (52% compared to 38% nationally).  The Trust received top marks for governance. 30% 
of patients compared to 20% nationally had the opportunity to be involved in discussions about their care. 
82% of dying patients were regularly review compared to 64% nationally.  Preferred place of care was 
recorded in 40% of cases compared to 28% nationally.  Nutrition and hydration was discussed more often 
than nationally.  Only 2% of patients were not able to eat or drink at the time of death compared to 10% 
nationally. 
 
Salisbury NHS Foundation Trust will take the following improvement actions: 
 

x Introduce the national ReSPECT form (Do not attempt resuscitation and Treatment Escalation Plan) 
with our community partners in 2020/21. 
 

Local clinical audits 
 
The reports of 163 (100%) local clinical audits were reviewed by the Trust in 2019/2020 and Salisbury NHS 

Foundation Trust intends to take, or has taken, the following actions to improve the quality of healthcare 

provided. 

Chronic Obstructive Pulmonary Disease (COPD) admission care bundle audit 2016 – 2019 results 

STANDARDS 2016 2018 2019 
Change 

2018 to 2019 

Was there a discharge sticker? 0% 18% 94% 
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4b. Steroids administered (aim <4hrs of 
admission)  

90% 100% 94% <---> 

4c. Antibiotics (if required) (aim to administer 
<4hrs of admission)  

75% 88% 93% 

5a. Patient referred to Respiratory Team within 24 
hrs of admission 

25% 65% 89% 
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theatre and before the surgeon makes the incision the next phase is ‘time out’, which includes a check as 

to whether the patient has been given antibiotics, blood thinning medication and imaging displayed where 

needed. This also includes an additional patient check to ensure the correct patient is having the correct 

procedure. 

Before the patient leaves theatre, the nurse completes an 

http://public.ukcrn.org.uk/search/
http://www.salisbury.nhs.uk/AboutUs/TrustReportsAndReviews/Pages/landing.aspx
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Figure 37: Trust performance for all local commissioners CQUIN targets 2019/2020  

CQUIN quality improvement target % performance 
achieved*  

2019/20 income earned** 
NHSE guidance full Q4 

payment due to COVID-19 

CCG1: Antimicrobial resistance 
 
1a) Lower urinary tract infections in older people 
(target 60 - 90%) 
 
1b) Antibiotic prophylaxis in colorectal surgery    
(target 60 - 90%) 
 
*NHSE excluded Q1 results for payment purposes 

 
 

51% 
*(Q2 – Q4 only) 

 
76% 

 
 

£48,000 
 
 

£125,000 

CCG2: Staff flu vaccinations 
 
80% uptake of flu vaccinations by frontline clinical staff 
 

 
 

80% 

 
 

£386,000 

CCG3: Alcohol and Tobacco  
 
3a) Alcohol and Tobacco – screening                   
(target 40 – 80%) 
 
3b) Alcohol and Tobacco – tobacco brief advice       
(target 50 – 90%) 
 
3c) Alcohol and Tobacco – alcohol brief advice 
(target 50 – 90%) 
 

 
 

 
82% 

 
 

91% 
 
 

92% 

 
 

 
 
 

£386,000 

CCG7: Three high impact actions to prevent hospital 
falls  
9
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Local CQUIN spinal cord injury treatment centre 
 

https://www.england.nhs.uk/wp-content/uploads/2020/01/cquin-20-21-indicator-specifications.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/01/cquin-20-21-core-guidance.pdf
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Figure 39: Patient records with a valid NHS number and General Medical Practice code 
 

Data item 

Salisbury 

District 

Hospital *18/19  

National benchmark 
*18/19  

Salisbury 

District Hospital 

19/20  

National benchmark 
19/20  
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Figure 40: Overall results of coding accuracy 2015 – 2020  
 

  

Annual external 

coding audit 

Correct % 

2015/16 

Annual external 

coding audit 

Correct % 

2016/17 

Annual external 

coding audit 

Correct % 

2017/18 

Annual external 

coding audit 

Correct % 

2018/19 

Annual external 

coding audit 

Correct % 

2019/20 

Primary Diagnosis 
98% 98.5% 99.0% 98.5% 96.5% 

Secondary Diagnosis 
94.5%
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These numbers have been estimated using the Hogan scoring system of 1 – 6 identified in the Hogan 
(2014): Preventable Incidents, Survival and Mortality Study 2 (PRISM) 

https://improvement.nhs.uk/uploads/documents/PRISM_2_Manual_V2_Jan_14.pdf
http://www.salisbury.nhs.uk/AboutUs/TrustBoard/AgendaBoardPapersAndMinutesTrustBoard/Documents/SafetyandEffectivenessofservicesattheweekend_3_2.pdf
http://www.salisbury.nhs.uk/AboutUs/TrustBoard/AgendaBoardPapersAndMinutesTrustBoard/Documents/SafetyandEffectivenessofservicesattheweekend_3_2.pdf
http://www.salisbury.nhs.uk/AboutUs/TrustBoard/AgendaBoardPapersAndMinutesTrustBoard/Documents/PublicTrustBoard9January2020Agendabundle.pdf
http://www.salisbury.nhs.uk/AboutUs/TrustBoard/AgendaBoardPapersAndMinutesTrustBoard/Documents/PublicTrustBoard9January2020Agendabundle.pdf
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x Improve the hip fracture pathway to ensure surgery is carried out within 36 hours of admission. 

x Improve the 
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116 case record reviews and 10 serious incident inquiry of deaths which occurred in 2018/2019 were 

completed by 2019/2020. These deaths which took place in 2018/2019 are not included in the total number 

of deaths reported in figure 41. The full case reviews were undertaken as a result of CUSUM (or cumulative 

sum) alerts (statistical quality control measures which alert the Trust to when the number of deaths 

observed exceeds the number expected in a diagnostic or procedure group) or as a request by the Care 

Quality Commission to investigate, or as a serious incident inquiry into an adverse incident that caused 

serious harm or death. 

None of the 116 deaths representing 0% of the patient deaths subject to a full case review as a result of 

CUSUM alerts in 2018/2019 were judged to be more likely than not to have been due to problems in the 

care provided to the patient.   

Of the 10 deaths subject to a serious incident inquiry, 5 of the deaths, representing 0.62% of the patient 

deaths in 2018/19 
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Figure 45: Standard 5: Access to diagnostic tests 

 Week  
March 19 

Weekend  
 March 19 

Week 
Sept 19 

Weekend  
Sept 19 

CT Yes Yes Yes Yes 

Echocardiogram Yes Yes Yes Yes 

Microbiology Yes Yes Yes Yes 

MRI Yes Yes Yes Yes 

Ultrasound Yes Yes Yes Yes 

Upper GI 
endoscopy 

Yes Yes Yes Yes 

 
Figure 46:  Standard 6: Access to interventions at this hospital or by formal arrangement with 
another hospital 

Service Weekday Weekday Weekend Weekend 

March 19 Sept 19 March 19 Sept 19 
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https://www.england.nhs.uk/ourwork/whistleblowing/raising-a-concern/
https://improvement.nhs.uk/resources/freedom-speak-guidance-nhs-trust-and-nhs-foundation-trust-boards/
https://improvement.nhs.uk/resources/freedom-speak-guidance-nhs-trust-and-nhs-foundation-trust-boards/
https://www.cqc.org.uk/
https://www.hee.nhs.uk/our-work/raising-responding-concerns
https://cfa.nhs.uk/
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cause and making recommendations to promote patient safety and learning. The person is told about the 

https://viewer.microguide.global/SALIS/NONCLINICAL#content,2251b966-a148-4c50-a668-2a3b1d6b8079
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Reporting against core indicators 

This section of the Quality Account provides comparisons of quality standards common to all hospitals. 

The standards are set by the Department of Health and the information and data used is from NHS Digital.  

All data can be found at https://digital.nhs.uk. The standards that are benchmarked are: 

x Summary hospital-level mortality indicator 

x Patient reported outcome measures 

x Emergency re-admissions within 28 days 

x Responsiveness to the needs of patients 

x Staff who would recommend the Trust to family and friends. 

x Patients who would recommend the Trust to family and friends. 

x Venous thrombo-embolism risk assessment 

x C difficile 

x Patient safety incidents. 

Summary Hospital Level Mortality (SHMI) 

Figure 48 presents the Trust’s performance against the SHMI. Salisbury NHS Foundation Trust considers 

that the SHMI data is as described for the following reasons: 

x SHMI is published by NHS Digital and compares the number of deaths in hospital and within 30 days of 
discharge with expected levels.  It is not adjusted for patients admitted for end of life care, for example 

https://digital.nhs.uk/
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x In partnership with BSW STP, introduce the national ReSPECT form. 

x 
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x With our partners, increased the provision of the Older People’s Assessment and Liaison (OPAL) team 
in the hospital and community at weekends so that frail older patients who are able to go home with 
support are able to avoid admission or re-admission. 
 

Salisbury NHS Foundation Trust intends to take the following actions to reduce re-admissions to improve 
the quality of its services: 
 

x We are planning to expand the same day emergency care service by providing a clinic room adjacent to 
the Acute Medical Unit where Emergency Department patients who attend with conditions such as a 
pulmonary embolism, cellulitis, headache, chest pain or an unexplained temperature can be seen and 
treated by the Advanced Nurse Practitioners and if appropriate discharged home. 
 

x Work with our BSW STP partners to introduce the ReSPECT form.  Part of the form is a treatment 
escalation plan which describes the patient’s wishes in the event of an emergency in agreement with 
their GP and avoids unnecessary admissions to hospital. 
 

  Figure 50:  Emergency re-admissions within 28 days of discharge 

NHS Outcomes 
Framework Domain 

Measure: 2017/18 2018/19 
 

2019/20 
 

National 
average 
2019/20 

Highest 
average other 

Trusts 
2019/20
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Salisbury NHS Foundation Trust intends to take the following actions to improve responsiveness to 
inpatient personal needs and improve the quality of its services by: 

x Art Care and the patient experience team are working with the maternity team to gather women’s views 
including hard to reach groups on the new Birthing Centre.  

x Work has started with the paediatric team to ensure children with complex needs who move to adult 
services when they are 18 years old have a smooth handover of care.  
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The Friends and Family Test – Staff 

Figure 54 presents the Trust’s performance on staff who would recommend the Trust to family and friends. 

Salisbury NHS Foundation Trust considers that the percentage of staff employed by, or under contract to 

the Trust during 2019/2020 who would recommend the hospital as a provider of care to their friends and 

family is as described for the following reason: 

x Each year the Trust participates in the National Staff Survey. All staff are sent a nationally agreed 
questionnaire and the results are analysed by the Staff Survey Co-ordination Centre. The response rate 
of our staff survey was 54% in 2019 a significant increase from 39% in 2018. 
 

x The Trust has an engaged workforce that is committed to delivering an outstanding experience for 
every patient. 

 
Figure 54: National staff survey 2019 percentage of staff employed or under contract to the Trust 
who would be happy with the standard of care provided by the Trust and recommend it to a friend 
or relative needing treatment 
 

NHS Outcomes 
Framework Domain 

2016/17 2017/18 2018/19 2019/2020 
Acute benchmark group 

in 2019/20 

Domain 4: ensuring 
that people have a 
positive experience 
of care 

82.6% 79.1% 77.4% 78.1% 
Best result    87.4% 
Worst result  39.7% 

Indicator: If a friend or relative needed treatment I would be happy with the standard of care provided by this 
organisation (Question 21d) 

In previous quality accounts a composite score has been reported. However, in the 2018 national staff survey, only a
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x We continued to conduct detailed enquiries of patients who develop blood clots in hospital to ensure we 
learn and improve. 

x Updated our VTE orthopaedic clinical protocols in line with the most recent National Institute for Health 
and Care Excellence (NICE) guidance on VTE prevention and prophylaxis. 

 
In 2020/21 as an exemplar site, Salisbury NHS Foundation Trust intends to continue with the actions 

described above to sustain the percentage of patients admitted to hospital who are risk assessed for VTE 

and given preventative treatment.  The VTE team intend to: 

x Consider the introduction of risk assessment for VTE for children. 

Figure 55: Patients admitted to hospital who were risk assessed for Venous Thromboembolism 
 

NHS Outcomes Framework 
Domain 

2017/18 
 

*2018/19 
 

2019/20  
National 
average 
2019/20  
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x NHS Improvement and the Clinical Commissioning Groups are regularly briefed on this issue with no 
further action required to be taken. No financial fines have been levied by the Clinical Commissioning 
Groups.   
 

Salisbury NHS Foundation Trust has taken the following actions in 2019/20 to reduce the rate per 100,000 
bed days of cases of C. difficile infection to improve the quality of its services by: 
 

x Maintaining and monitoring good infection control practices including hand hygiene, wearing of personal 
protective equipment, prompt isolation nursing and sampling of patients with suspected C. difficile. 

x Maintaining and monitoring standards of environmental and patient care equipment cleanliness and 
taking actions to improve. 

x Improved best practice in antibiotic prescribing. 

x An in-depth analysis into the year to date cases was completed in October 2019 at a joint meeting with 
the Infection Prevention and Control Team, antimicrobial clinical lead and Pharmacist and the Heads of 
Nursing to review themes and learning. The main theme was patients being appropriately assessed and 
documentation.   

x An action plan from a previous NHS West Hampshire Clinical Commissioning Group ‘critical friend’ 
review of C difficile cases in 2015 was revisited. The meeting was assured that the actions implemented 
in 2015 have been sustained in practice with the exception of the introduction of antibiotic champions. 
 

Salisbury NHS Foundation Trust intends to take the following actions in 2020/2021 to reduce the rate per 
100,000 bed days of cases of C. difficile infection to improve the quality of its services by: 
 

x Continued vigilance through the above actions. 

x Review of the established Trust ‘Good practice guide for the management of inpatients with diarrhoea’ 
following user feedback. 

x Recommence monthly audits of antibiotic prescribing practice and focus on improvement actions. 

x Continue collaborative working partnerships with the local Clinical Commissioning Groups to share 
learning and best practice.  
 

Figure 56: Rate per 100,000 bed days of C difficile infection reported within the Trust amongst 
patients aged 2 or over 
 

NHS Outcomes Framework 
Domain 

2016/17 2017/18 
 

2018/19 
 

2019/20  
National 
average 
2019/20 

Highest 
average 

other *SW 
Trusts 
2019/20 

Lowest 
average 

other *SW 
Trusts 
2019/20 

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

8.4 5.1 4.4 5.9 15.42 28.14 5.8 

Indicator
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Duty of Candour 
  
As part of our ongoing commitment to promoting a learning culture we have implemented the statutory Duty 
of Candour when patients suffer moderate or severe harm.  Whilst our staff have always complied with their 
professional duty of candour, the statutory duty requires clear documentation of our explanation and an 
apology followed up by a letter.  This year we have continued education sessions with many of our clinical 
teams and departm
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Part 3:  Other information 

Review of Quality Performance 

This section gives an overview of the quality of care offered by Salisbury NHS Foundation Trust based on 

performance in 2019/2020 against a range of selected indicators on patient safety, effectiveness and 

experience. These areas have been chosen to cover the priority areas highlighted for improvement in this 

Quality Account, as well as areas which our patients have told us are important to them, such as 

cleanliness and infection prevention and control. Our commissioners measure all these areas and our 

improvement schemes support these metrics. 

These indicators are included in a monthly Integrated Performance Report – Quality and Care that is 
reported to the Board and Clinical Governance Committee. 
 
Figure 58: Trust performance of patient safety, clinical effectiveness and patient experience 
indicators 

Patient Safety Indicators 

Indicators 2016/17 
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Appendix 1 
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Part 3: Annex 1 

 

Bath and North East Somerset, Swindon and Wiltshire CCG 

West Hampshire Clinical Commissioning Group 
 

Statement from Bath and North East Somerset, Swindon and Wiltshire Clinical Commissioning 

Group on Salisbury NHS Foundation Trust 2019 - 2020 Quality Account – 13 May 2020 

NHS Bath and North East Somerset, Swindon and Wiltshire Clinical Commissioning Group (CCG) 

welcome the opportunity to review and comment on the Salisbury Hospital NHS Foundation Trusts’ 

(SFT) Quality Account for 2019/2020. In so far as the CCG has been able to check the factual details, 

the view is that the Quality Account is materially accurate in line with information presented to the 

CCG via contractual monitoring and quality visits and is presented in the format required by NHS 

Improvement 2019/2020 presentation guidance. The CCG supports the Trusts’ identified quality 

priorities for 2020-21. 

It is the view of the CCG that the Quality Account reflects the Trusts’ on-going commitment to quality 
improvement and addressing key issues in a focused and innovative way, as well as utilising the 
nationally set CQUIN schemes to support the achievement of many 2019-20 quality priorities. The 
Trust priorities for 2019-20 have outlined achievement in: 
 

- Successes in reducing nursing vacancies and turnover. 
- Lowest gram negative blood stream infections in the region 
- Implementation of Saving Babies Lives care bundle and Continuity of Care in maternity 

services with the continued work in the Local Maternity System workstreams with the CCG 
and partners. 

- Continued positive improvements in screening for those using alcohol and smoking, offering 
brief advice and referral to specialised services. 

- Increase in the number of patients discharged to their preferred place of care at end of life. 
- Good outcomes in utilising best practice management of patients with COPD. 
- Supporting outpatient transformation through the use of ‘Attend Anywhere’ and ‘Consultant 

Connect’. The CCG encourage a continued focus on improving the use of technology to 
support patient care. 

- Same day emergency care for patients with Pulmonary Embolus, Atrial fibrillation and 
Community Acquired Pneumonia. 

 
The CCG welcomes continued focus on: 

- Safety and effectiveness of the hospital at the weekend 
- Falls prevention and the promoting 3 high impact actions to prevent falls to reduce the number 

of patients who fall resulting in high harm. 
- Reducing the number of patients who acquire a category 3 or 4 pressure ulcer in hospital. 
- Review antenatal pathways and use of the Maternity Day Assessment Unit to ensure women 

are assessed by a senior doctor in a timely manner 
- Use of Antibiotics for the treatment of Lower Urinary Tract Infections in older people, in line 

with NICE Guidance. 
- Continuing from 19/20 the Treatment of Sepsis, building on the positive improvements in 

19/20 to screen inpatients, and a decrease in the relative risk of death from sepsis over the 
last 2 to 3 year. 
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- Improving patient flow through the hospital through the ‘Ready, Steady, Go’ programme and 
continued use of the Safer Care bundles, including a particular focus on discharge planning 
and discharge before midday. 

- Staff engagement and further improvements to the working environment, and leading healthy 
lives. 
 

In addition, the CCG would like to highlight the continued work of the trust to understand patient and 
staff experiences of SFT to improve services. The CCG looks forward to working with the trust to 
explore innovative and new ways to gather information from patients and staff for continuous 
improvement based on feedback. 
 
The Trust has continued the focus towards the elimination of mixed sex accommodation breaches. 
However when mixed sex breaches are unavoidable, during times of escalation and increased 
activity, the CCG has been provided with appropriate assurance by the Trust that all necessary 
mitigations have been put in place to preserve patients privacy, dignity and safety.   
 
The CCG acknowledges the good work undertaken during 2019/20 to learn from deaths and that the 
Summary Hospital Level Mortality, as a key indicator in quality of care, is within the expected levels. 
The Trust has demonstrated that mortality reviews continue to be a priority area, with a particular 
focus on weekend mortality in 19/20. The Trust has identified continuing work through implementing 
the Medical Examiner system to scrutinize all hospital deaths and improve the safety and 
effectiveness of the hospital at the weekend so that patients who need a medical review receive it. 
The CCG also welcomes the Trusts’ ongoing contribution to the national LeDeR programme. 
 
The Trust has continued to take steps to learn from patient safety incidents and monitor this through 

the Clinical Management Board and Clinical Governance Committee. Of particular relevance are 

incidents relating to the Identification and management of falls and pressure ulcers, and the Trust is 

providing the CCG with assurance on how they are addressing these areas of improvements and 

embedding the learning to ensure that appropriate actions are taken to avoid reoccurrence. In 

addition, improvements in the number of incidents related to missed or delayed diagnosis of cancer 

are positive, with a continued focus of this into 20/21. 

NHS Bath and North East Somerset, Swindon and Wiltshire CCG, together with associated co-

commissioners, is committed to sustaining strong working relationships with SFT and together with 

wider stakeholders, aims to continue collaborative working that can support achievement of the 

identified priorities for 2020/21 across the whole health and social care system.   

      

Gill May       Mike Fulford 

Director of Nursing and Quality    Chief Operating Officer 

        West Hampshire CCG 
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9. nurse practitioner role for Stroke unit: (page 30) to inform the committee whether a nurse 
practitioner role has been agreed. 

 
10. preferred place of care at the end of their life: the improvement in enabling patients to be 
discharged to their preferred place of care at the end of their life was noted
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x The data underpinning the measures of performance reported in the quality report is robust and reliable 
and conforms to the specified data quality standards and prescribed definitions, is subject to 
appropriate scrutiny and review. 

The quality report has been prepared in accordance with NHS England and NHS Improvement detailed 
requirements for quality reports 2019/20 and supporting guidance (which incorporates the Quality 
Accounts regulations) published at: 
https://improvement.nhs.uk/documents/6438/Detailed_requirements_for_quality_report_2019-20.pdf   
 
and NHS England and NHS Improvement letter to NHS Foundation Trusts dated 29 January 2020 on 
Quality accounts: reporting arrangements 2019/20 published at: 
https://improvement.nhs.uk/documents/6399/Quality_accounts_letter_2019-20.pdf 
 
as well as the standards to support data quality for the preparation of the quality report published by 
NHS England and NHS Improvement detailed requirements for external assurance for quality reports 
2019/20 published at: 
https://improvement.nhs.uk/documents/6441/Detailed_requirements_for_assurance_for_quality_reports
_2019-20.pdf 

 

x In accordance with NHS England and NHS Improvement publication (approval reference 001559) sent 

https://improvement.nhs.uk/documents/6438/Detailed_requirements_for_quality_report_2019-20.pdf
https://improvement.nhs.uk/documents/6399/Quality_accounts_letter_2019-20.pdf
https://improvement.nhs.uk/documents/6441/Detailed_requirements_for_assurance_for_quality_reports_2019-20.pdf
https://improvement.nhs.uk/documents/6441/Detailed_requirements_for_assurance_for_quality_reports_2019-20.pdf
https://improvement.nhs.uk/documents/6599/FT_Annual_Reporting_Manual_2019-20_-_April_2020.pdf

