
TRUST BOARD 
1 October 2020 

AGENDA ITEM 15.2 

TITLE OF PAPER Quality of Care Committee Minutes – 23rd July 2020 

Confidential NO

Suitable for public 
access 

YES

PLEASE DETAIL BELOW THE OTHER SUB-COMMITTEE(S), MEETINGS THIS PAPER 
HAS BEEN VIEWED

Quality of Care Committee 24th September 2020 

STRATEGIC OBJECTIVE(S):

Quality Of Care √  

People √  

Modern Healthcare √  

Digital √  

Collaborate √  

EXECUTIVE 
SUMMARY

The minutes are submitted from Quality of Care Committee. 

RECOMMENDATION: For receiving 

SPECIFIC ISSUES CHECKLIST:

Quality and safety  √ 

Patient impact √ 

Employee √ 

Other stakeholder √ 

Equality & diversity √ 

Finance - 

Legal √ 



2 

Link to Board 
Assurance Framework 
Principle Risk 

Yes 

AUTHOR Beth Shepherd, Clinical Improvement Support 

PRESENTED BY Jane Dale, Chair of Quality of Care Committee 

DATE 24th September 2020 

BOARD ACTION Receive 



3 

QUALITY OF CARE COMMITTEE (QCC) MINUTES 

23rd July 2020 

11.00 – 14:00 

CHAIR: Jane Dale (JD) Non-Executive Director 

IN ATTENDANCE: Andrea Lewis (AL) Interim Chief Nurse 

Andy Field (AF) Chairman 

Chris Ketley (CK) Non-Executive Director 

Emily Woodward-Stammers Northwest Surrey CCG 

Jacqui Rees (JR) Associate Director of Quality 

Jo Finch (JF) Quality & Safety Lead 

Marcine Waterman (MW) Non-Executive Director & Deputy 
Chair 

Paul Murray (PM) Chief of Patient Safety 

Professor Mike Baxter (MB) Non-Executive Director 

Sal Maughan (SM) Associate Director of Corporate 
Affairs & Governance 

Yvonne Obuaya (YO) Associate Non-Executive Director 

Faris Zakaria (FZ) Medical Director (Acting) 

APOLOGIES: David Fluck (DF) CEO (Acting) 

ITEM 

Part 1 

49 / 2020 Apologies for absence 

Noted above.

50 / 2020 Minutes of the last meeting 

The minutes were accepted as a true record. 

51 / 2020 Action Log 

FZ agreed to take forward the action for SR to discuss reporting of results with 

BSPS Pathologists. 

A report on Norovirus was included on the agenda. Action closed. 
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52 / 2020 BAF 

MW reported that Non Executive Directors felt future implementation of the New 

Operating Model and IPC strategy was not enough to adequately support a 

reduction in the current likelihood for BAF risks. The Committee accepted that 

further evidence was needed before making the reduction. The Sub-Committees 

had not aligned KPIs to BAF risks.  This should be considered before BAF reports 

are submitted to the October Audit & Risk Committee.  

JR was to revise the likelihood of risks in the BAF report. This action was completed 

following the meeting. 

SM was to contact Executive Leads and Chairs of Sub-Committees to ensure KPIs 

support the BAF risks. The Action Log was updated to reflect this.

53 / 2020 Performance Report  

JT presented the report. 

The ED had two difficult weeks in June 2020 and a further two in July 2020, 

although Trust performance was similar to its peers. Main Theatres at St. Peters 

Hospital (SPH) were not being used due to the North Star objective and IPC 

Strategy. All elective work was being undertaken at Ashford Hospital (AH) with 

plans in progress to make AH the future elective site. This gave the Trust strong 

resilience in the expectation of a second wave of CoVid, although required time to 

action.  

Theatres was closed for approximately three weeks due to issues with the air 

conditioning. The Trust utilised the opportunity for transformation through 

restoration. AH would be a dedicated CoVid free (green) site for elective surgery.  

Outpatient work was moved to Woking Community Hospital and AH, which helped 

reduce the footfall to SPH. The report also presented the number of patients over 

18 weeks, Diagnostics and Endoscopy. Proposed solutions would include modular 

units and mobile Theatres at AH and this would also cover the period when there 

would be two less Theatres due to a new theatre being built at the Ashford site. This 

work was planned before the CoVid pandemic. Restoration plans were discussed 

with the Divisions weekly. Quality & safety concerns such as extended waits or 

reduced activity were included on the relevant Risk Registers. 

MB commented that as the Trust was seeing an uplift in activity there were early 

indicators of a fall in ED performance and wondered if this was because of CoVid or 

if there were underlying efficiency issues. JT reported that the Trust was still running 

a segregated ED and in June 2020 approximately, 100 beds at the SPH site were 

lost due to social distancing, creating problems with flow out of the ED. Chestnut 

Ward was opened to increase the bed stock and this helped with flow. There was 

also a desire, for IPC purposes, to stream patients into the correct place and CT 

was being used to determine where patients should go. The process was not being 

completed quickly enough and was one of the issues prior to the Trust moving away 

from that. Rather than the issues being related to efficiency it was about dealing 

with the fast moving IPC requirements.  
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YO asked if the Trust was considering being part of the “think 111” program being 

trialled. JT confirmed that the Trust was an early adopter of this.  

CK also noted ED attendances and asked how this could be better controlled. JT 

noted that this had been an ongoing challenge for many years and was something 

the NHS had struggled with. The Integrated Care System and Primary Care 

Network were working together to offer flexibility and access to urgent slots. FZ 

noted that there had been a slight decline in the efficiency of the hospital, 

particularly at the end of the patient journey. This required focus on the whole 

patient journey and not just ED. The surgical intake had increased dramatically 

compared to pre CoVid levels. Patients had not attended hospital in the early stages 

of illness and presented more unwell, which led to pressure on the surgical beds as 

well as medical.  

MB asked if it was positive or negative that there were fewer incomplete pathways. 

JT clarified that the reduction was artificial. Fewer patients were being referred but 

disease was still present in the community. This made performance appear worse 

because the denominator was low. There was risk in the community due to patients 

being referred later. 

MB questioned the value of the MEDC graph and external ranking comparisons in 

the report. JT found it to be a useful reference, although agreed it was not the most 

important measure. 

MB inquired about the mitigation in place for the increase in both upper and lower 

GI cancer rates. JT explained that this was due to NHS guidance on limiting 

Endoscopy Services. Cancer patients were seen primarily in order of clinical priority. 

Patients were contacted fortnightly by Clinical Nurse Specialists and priority 

reviewed by the responsible clinician.  

MB asked if there was discussion on alternative investigations to circumvent the 

need for Endoscopy. FZ confirmed that Divisions had considered other assessment 

and triage for example, the FIT test for colorectal patients that takes place in the 

community. Endoscopy Services had resumed with reduced patient numbers due to 

social distancing and IPC measures. The service was run 7 days a week, with an 

additional Endoscopy room open in Theatres at the weekend.  Extra capacity was 

provided at morning clinics in Chobham and RSCH’s Endoscopy rooms on 

Sundays. Urgent Endoscopies were performed in Theatres. The lengthy wait for 

surveillance scans had been on the Risk Register pre-CoVid. Plans were made to 

build Endoscopy capacity and these needed to be bought forward. Modular 

Endoscopy units were proposed until permanent facilities were built. MB 

emphasised that this was a major priority and risk for the Trust.  

54 / 2020 SIRI Report 

JR presented the report.  

JR confirmed there were 3 Serious Incidents in July 2020 including an incident in 

which a power cable was cut by constructors. No clinical harm was caused by the 

incident and improvements were made as a result. Additional power sources were 

acquired to provide backup in case of future incidents. Any new equipment 
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purchased would have battery backup. There was learning for the team in that they 

didn’t understand their blue sockets therefore action cards explaining their use was 

created. AL noted this incident occurred during the height of the Covid and praised 

the response of Claire O’Brien and the Emergency Planning and Resilience Team. 

CK reported assurance from the Patient Experience Monitoring Group that learning 

from complaints was shared across areas and noted the innovative work that was 

happening in individual areas.  

Learning from incident 3481 concerning wrong side marking included introduction of 

a “stop before the block” pause in Theatres. The LocSIPP policy was updated and 

changes had been made to Bluespier. MB and FZ noted that time pressures led to 

high risk situations increasing the importance of safety procedures. FZ suggested 

the new procedure be audited for assurance. JR confirmed that this would be 

through Bluespier. 

A meeting with the CCG to discuss return of the SI process to business as usual 

was due to take place and conversations with the Divisions about recovery were in 

progress. JD noted that backlog included SI’s that happened pre CoVid. JR 

informed the Committee that some SI’s were long running due to police 

investigations or Coroner’s inquest.  

MB requested assurance of a plan for resource and capacity to address backlog. 

PM noted that the issue was discussed at the Safety & Quality Committee and it 

was recognised that time should be set aside to complete investigations. FZ was 

concerned that the quality of reports did not deteriorate as a result of time 

pressures. 

The Trust reports a higher number of incidents with moderate harm than the 

national average. The annual SI report would examine last year’s Datix reports to 

determine whether appropriate definitions were used. Further information was 

expected to be available for the September 2020 meeting. 

For incident W67911, JR provided assurance that patients were encouraged to 

bring in their own equipment which would be checked on admission. Guidance on 

different equipment was available for ward staff. Several actions were undertaken 

following the incident.  

JR assured MW the Trust had resolved the issue of tracking mammogram patients. 

The CCG would share learning with other Trusts. 

PM reported that HSIB had approached the Trust with regard to previous quality 

improvement work on patients who had lost to follow up.  

55 / 2020 Quality Report 

AL presented the report.  

Good progress in reduction of medication incidents continued following the 

introduction of virtual safety huddles.  

There was an outbreak of hospital acquired CoVid in June 2020 affecting both 

patients and staff. There were no further hospital acquired cases after mitigating 
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actions which included raising awareness of IPC precautions. Ward changes made 

following the first CoVid peak were reverted back following the outbreak as it was 

felt staff in the original CoVid and suspected CoVid wards were more familiar with 

the IPC measures.  The expectation was for all staff to wear masks in all areas 

where it was not possible to socially distance. AL noted that patients involved in the 

outbreak had all been moved multiple times – this was being addressed. 

Despite small numbers, performance had fallen on the timeliness of complaint 

responses, mostly due to sickness of staff investigating the complaint who the 

complaint handlers needed responses from. AL provided assurance that a recovery 

process was in place. 

Viewpoint, the new platform for capturing patient feedback, was expected to be 

implemented across the Trust by the end of September 2020.  

PM clarified that data on acute peers for the RAMI chart was received a month in 

arrears. It was also confirmed that charts in the Quality Report demonstrated the 

similarity of local data with national ONS data. Data on demographics and ethnicity 

was included to answer a question raised in the May 2020 meeting. 

PM reported that most CoVid deaths occurred in Aspen Ward, Care of the Elderly 

Wards and ITU. The choice of treatment changed over the evolution of the 

pandemic, although there had recently been a fixed standard of care. MB 

commented that crude mortality figures disguised changes in mortality rates. Data 

could be presented to illustrate the Trust’s learning and improved performance 

during the CoVid pandemic.  

CK inquired on how surgical site infection projects were prioritised. AL explained 

that the proposed implementation dates indicated the order of priority. Other care 

bundles were also being introduced.  

The new operational model was expected to help eliminate healthcare infection 

using strict IPC precautions, restricted visiting protocol, and enhanced cleaning as 

well as a reduction of patient moves in cohort areas to minimise cross transfer of 

infection. 

56 / 2020 Learning from Mortality Reviews Quarterly Report  

PM presented the report which was for Q4 2019/20.  

The CoVid pandemic delayed the timely completion and return of the initial mortality 

screening forms in March 2020. An electronic form on Evolve had replaced the 

paper version. An SJR was to be performed for sixty random deaths to provide 

further assurance. 

Learning events were paused during the pandemic. Virtual learning events had 

restarted. 

The Medical Examiner was in post. Interviews to appoint a Medical Officer were in 

progress. 

PM confirmed there were two paediatric deaths in Q4. The higher number of 

paediatric deaths referred to in the Safeguarding Report included deaths of children 
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who had received care at the Trust and had died elsewhere. MW requested a 

quarterly summary of paediatric deaths be provided.  The Action Log was updated to 

reflect this. 

MB suggested future reports highlight the number of investigations that result in 

escalation to a SI as a metric to indicate how the Trust is learning. The Action Log 

was updated to reflect this.

57 / 2020 Corporate Quality & Regulation Report 

JR presented the report. 

Multi-disciplinary teams were undertaking weekly mock inspections across the 

Trust. These enabled areas to understand the CQC expectations and ensure 

standards were improved and maintained.  

CQC Oversight Committee meetings commenced and were taking place every two 

weeks chaired by AL.  

Good progress had been made on the previous Trust CQC action plan, however 

there was still work to be completed and this was being reviewed at the Oversight 

Committee. There was also a focus on first impressions and Estates issues. 

There were 222 points on the Well Led plan. MW noted Divisional reports presented 

a 60 – 40% compliance rate for Well Led in many areas. JR was working on the 

Well Led piece with SM and would provide an update at the next meeting. The 

Action Log was updated to reflect this.

58 / 2020 Exception Reports 

The Exception Reports were submitted to the Committee. Divisions were requested 

to provide a written response to the NED questions replacing the need for Divisional 

Directors to attend the meeting and thereby releasing their time. See appendix 1 for 

the written responses. 

59 / 2020 NHSIE / CQC / IPC Board Assurance Framework / Trust IPC Strategy 

AL presented the paper for noting.  

The IPC Board Assurance Framework was sent out by NHSI/E in April 2020. A gap 

analysis was undertaken and mitigating actions planned. AL reported that early 

work on cohorting patients and IPC precautions had left the Trust in a good position. 

The Trust was screening patients on admission and after seven days to monitor 

nosocomial CoVid infection. 

The completed IPC BAF was sent to NHSI/E and the CQC. At the CQC virtual 

engagement meeting in June 2020 the questions were mostly aligned to the IPC 

BAF. The CQC were assured by the responses given. The CoVid policy, new 

operating model, IPC strategy and audits were also sent to the CQC.  

MW questioned the spacing between patients in areas where beds had been 

reinstated. AL reported that in certain green areas curtains were locked to provide a 

barrier.  

MW commented on the lateness of the report and therefore was unable to feel 
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assured.  Apologies were made with respect to this and AL explained that it had 

been planned as a verbal update, however the report was requested when the NED 

questions came through.  AL iterated the importance of the NEDs having site of the 

IPC BAF and monitoring progress against that and asked the Committee on their 

preference for monitoring to be a separate agenda item or included in the Quality 

Report. 

CK requested clarification that the IPC BAF was a regulatory requirement separate 

to the IPC strategy which was evolving. AL confirmed this and noted the IPC 

strategy aligned with the IPC BAF.  

It was agreed that the IPC BAF should be a separate item on the agenda. YO had 

read the report and commended it. 

60 / 2020 CoVid Policy 

AL presented the policy and explained that it had been submitted for the Committee 

to have sight of this as it had been sent to the CQC. 

The Executive Summary in the report gives an overview of surveillance, 

management and treatment of suspected and confirmed CoVid patients.  FZ 

explained why the policy appeared lengthy and unwieldy. The document would 

continue to be developed. 

JD suggested that the NEDs needed further context in terms of how the policy had 

been approved and shared. AL noted that it had also been to TEC. 

JD and the Executive team would do a piece of work to streamline the process of 

information going to the Committee. The Action Log was updated to reflect this.

61 / 2020 Board Assurance Framework (BAF) 

Nothing further was discussed. 

Any Other Business / Quality Priorities 

AL raised the need for the Quality priorities to be updated as these had been 

submitted in March 2020 before the CoVid pandemic. This work would be 

completed and brought back to the Committee. 

Part 2 

62 / 2020 Norovirus Report 

AL presented the report. 

The paper outlined the lead up to the outbreak, the issues that resulted in the 

outbreak occurring, the measures put in place and the learning. The outbreak 

occurred in January/February 2020, affected 12 inpatient areas protracted over a 

number of weeks.  Key points to note were the measures put in place when the 

outbreak first occurred.  Although these measures were instigated they didn’t have 

the effect needed and transmission continued to occur.  In response further 

measures were instigated including lockdown of the hospital to visitors (with some 

exceptions such as end of life) in order to reduce the footfall.  This had a significant 

impact in reducing the spread. In addition there was an extensive focus on strict IPC 
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measures and on handwashing on entry into the hospital.  Alcohol gel was also 

removed from all areas to promote handwashing as its use is ineffective on the 

virus.  Although enhanced cleaning was already in place an extra measure of UV 

cleaning was put in place for assurance of ultra-cleaning. In addition to these 

measures, extra IPC auditing was undertaken to look at where the issues were and 

non-compliance.  Movement of patients was still happening due to this being in the 

height of winter, thus there was a further focus on patients not being moved unless 

clinically necessary.  Following instigation of the second set of measures the 

outbreak came under control within 2 weeks. 

The key lesson learnt was the importance of identifying symptoms as patients 

present.  The index case had been a patient from the community who was moved 

from ED into the Cardiac Ward and although they clearly had symptoms these were 

not identified in the ED. The standards of cleaning of equipment were a concern 

and measures were put in place as part of auditing. There had been considerable 

improvement in this.  Auditing was also made more objective by undertaking peer 

review. 

MB commented that the lessons learnt in the Executive Summary listed everything 

used to control infectious disease and felt this implied that the Trust had not already 

been knowledgeable of those, which was not the case. MB also inquired about 

future restrictions and how the learning translated to the future. AL informed the 

Committee that whilst restricted visiting was very emotive this line was being held 

due to CoVid, although some maternity visiting had been relaxed owing to very 

specific issues.  Visiting would be regularly reviewed however the communication 

and messaging as to why this line was being maintained was key and the 

Communications Team were keeping abreast of information flows. 

CK acknowledged that Norovirus occurs annually and inquired as to how the early 

warning signals would be identified and how quickly resources would be mobilised 

to implement procedures and the learning from this outbreak, next year.  AL noted 

that the winter predictions were not promising with CoVid, Influenza and Norovirus 

as potential risks.  However, with the principles already in place, inclusive of the IPC 

strategy and the Trust North Star Objective1 controls were in place. Reiterating the 

key messages would be continued.  

63 / 2020 Claims Annual Report 

JR presented the report. 

Trust claims had increased for the year and the costs of claims were increasing 

nationally, which was also reflected in the Trust both in contributions and damages 

awarded. The summary at the end of the report shows the distribution of the claims.  

1 The Trust North Star Objective is Within the next 12-18 months to end health and care 

acquired infections for the team, patients and the community we serve, in order to deliver 

the Trust mission. 
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Maternity had always stood out in terms of the litigation risks and costs.  Claims 

generally focus on cost, and the emphasis for the team in the last year was about 

getting the data right, sharing the data, giving people access to the data and how 

the learning could be shared and heard across the organisation. The challenge was 

making it real for people with the sometimes extensive time frame between a claim 

and settlement.  NHS Resolution who administers the claims has expanded the 

data available for Trusts to 10 years. A focus in previous years was on GIRFT, 

which had followed through this year with a further report for the Divisions and 

Specialities to take a look at the cost of claims locally.  Feedback was being awaited 

following provision of the data and reconciled claims information.  Further learning 

from this was expected. 

JD noted that non clinical claims had doubled in the last year, although the numbers 

were small.  Most of the claims had been in relation to building works and changes 

on site and were mostly around trips and falls for both staff and public.  AL noted 

that the staff car park had been tarmacked where it had previously been a rubble 

surface.  

CK requested clarity on his interpretation that the total number of claims was less 

year on year and the value had increased.  JR reported that the value had gone up 

based on the discount rates around damages across all claims across the whole of 

the NHS and this was outside of Trust control requiring changes in legislation.  

There was also a maternity piece where there were few claims because they had 

been very good at mitigating risk but when Maternity claims do occur they would 

always be very high value because they are usually linked to babies and brain 

injuries.  The value of claims was going up across the board.  There were 10 more 

claims this year than last year. Claims are not often lodged in the year they occur 

and can be many years after the event.  This makes it difficult to identify the trends 

in terms of what was happening in the Trust at the time. 

64 / 2020 Adult & Child Safeguarding Committee Annual Report 

JM Presented the Report. 

JD raised concerns around the depletion of the Dementia and Learning Disabilities 

Teams and the sustainability of the services being based on one or two individuals. 

JM reported that the Dementia Team issues with staffing had been extraordinary 

with both team members leaving at a similar time. A new Dementia Team, had been 

recruited to three people, which had been in place since 1st April 2020 and the 

service was not likely to be without cover. The LD Team reconfiguration had 

improved capacity within the team and there was 0.5 WTE nursing associate in 

post. The LD nurse post was being recruited to. The named nurse for Adult 

Safeguarding and the Head of Professional Safeguarding were additional resources 

for support.  

JD also noted that greater staff resources were attributed to child protection when 

compared with staff numbers in the adult protection team especially as they also 

had responsibility for overseeing the Mental Health Act. JM informed the Committee 

that the structure had been inherited and had been identified as an issue.  A 

business case expanding the team was being progressed.  There was a Mental 
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Health Administrator in post. 

MW inquired about the mortality data and why 9 deaths had been reported when 

there had only been 2 in the Trust. MW was also concerned about the high level of 

domestic abuse not meeting the safeguarding criteria.  JM explained that the 9 

deaths reflected team activity and although the child may not have died in the Trust 

the Team had contact with them. Every child death would have been reviewed by 

the Overview Panel Process and the Safeguarding Team contributed to the 

information to provide the complete picture of the child’s health journey. 

The role of an Independent Domestic Violence Advocate (IDVA) was included in the 

business case and the model was also being looked at by Surrey County Council 

and the Police Inquirer Commissioner.  Safeguarding adults had very specific 

criteria for domestic abuse cases to meet the safeguarding threshold as defined by 

the Care Act.  The Team supported adults that didn’t meet the criteria by helping 

them to contact specialist services and were engaged with the multiagency risk 

assessment conference process looking at high risk domestic abuse.  They also 

highlighted patients through the MARAC process2 and ensure information that a 

patient was potentially a victim of domestic abuse was recorded on the patient’s 

notes and the notes of any dependents. 

CK discussed the potential increase of 250% in terms of child protection referrals in 

Kent and asked if post CoVid, Surrey were expecting a similar increase and the 

Trust preparedness for that.  JM explained that both the CCG and Council were 

anticipating an increase post CoVid, although was unable to comment on the Kent 

figure.  For children not being seen in education, by health visitors and not 

accessing healthcare there was a real risk of unseen harms.  A spike in cases 

would most likely be cases that would have been seen if not for CoVid. The service 

was planning for this and it was thought they would be able to cope. 

MW commented that the report was very comprehensive, although requested that 

future reports presented some of the data in charts for ease of review and that the 

report included outcomes not just activity. 

The Committee were assured by the report. 

65 / 2020 Director of Infection Prevention Control Annual Report 

AL presented the report. 

The paper reported against the IPC quality priorities for last year. The key headlines 

were that the C.difficile target was just met and the MRSA bacteraemia target was 

not met with 2 cases identified.  The Trust had zero tolerance on this measure.  

Norovirus was discussed in the earlier report and there was a piece on CoVid.  

Surgical Site Infections were discussed and there was much work needed to 

2 MARAC is a meeting where information is shared on the highest risk domestic abuse cases 

between representatives of local police, health, child protection, housing practitioners, 

Independent Domestic Violence Advisors (IDVAs), probation and other specialists from the 

statutory and voluntary sectors.
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improve this.  Antimicrobial usage was noted and the Antimicrobial Pharmacist had 

requested an amendment to Q2 and Q3 where it had mistakenly been reported that 

the targets had not been met when they had.  The report was to be amended before 

any further submissions.  This action was completed after the meeting.

Influenza had been a CQUIN for several years and the target of 80% last year was 

not met.  MW noted the target of 100% for next year and the challenges this would 

bring in trying to meet that. AL noted that the CQUINS had been paused and when 

that may be reinstated was unknown. 

CK asked about the plans for implementation of the rules and actions. AL agreed 

that the priorities did not stand out in the report and explained the priorities in 

relation to the IPC Strategy, North Star Objective and the New Operating Model.  

MB noted the operational priorities were cross infection related to CoVid and SSI 

particularly because it related to Colorectal surgery.  FZ expressed concerns around 

SSI’s in Maternity which was not featured in the report.  Significant structural 

changes in the hospital were required to make maternity theatres fit for purpose and 

Estates were managing the process. 

MB also raised capacity and discharge delays.  AL explained that there was a 

Discharge Transformation Working Group looking at the Trust’s own processes and 

there was also work at system level particularly around discharge to assess.  There 

was a discussion around discharge delays and what needed to happen to improve 

those processes.  

Any Other Business 

No other business was identified. 

Date of next meeting: 24th September 2020 10:30 – 13:30 via Teams 



Appendix 1 NED Divisional Questions and Responses 

Committee:  Quality of Care Committee 

Date & Time:   Thursday 23rd July 2020  

Agenda 

Item No. / 

Name 

Question Committee 

Member 

Initials 

Comment ( for use if part of a response is to be provided 

ahead of the meeting) 

Divisional 

Reports

Why is there inconsistency on staffing data? Why can 

WH&P provide but others can’t?  Surely, the divisions know 

their own staffing data and don’t need to rely on the 

workforce division? 

All All Divisions have an HR Business Partner whom they rely 
on to provide their workforce data. During Covid-19 the 
Divisional score cards were not produced due to the 
increased Covid-19 reporting requirements i.e. daily 
reports on staff sickness, shielding etc. Maternity has an 
administrator whose role includes monitoring staff 
absence.  Paediatrics do not have this and therefore the 
data only relates to maternity. 

DTTO 

Medication errors/near misses and minor errors 20 

reported – although not stated can we assume ‘no harm’? 

Would be good if we used consistent language so you can 

triangulate between corporate report and divisional 

reports 

MLW The number of medication errors/near misses relates to 
those identified for the Division for May/June 2020.  
The medication errors/near misses were all ‘no harm’ 
incidents.  The Division will take forward the amendments 
in future reports. 

DTTO Great report Mab Thank You

MES 

Backlog SI ? Plans. There are no timescales for completion.

For example wards working towards training compliance –

in what timescale? 

Mab &JD Assurance and action  
This is a continuous process as staff leave and join the 
specialities.  The training is in place as part of the 
mandatory training and compliance figures are regularly 
issued.  Individual speciality compliance with training is 
discussed at speciality governance level to continue the 
trajectory.  These actions for the relevant SI’s are not 
closed.
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There are two issues relating to a delay in lung cancer –why 

2 if we are reviewing incidents and are a learning 

organisation? 

SIRI MAY 2019 –awaiting completion why such a long 

timescale –actions need to be timely to prevent further 

incidents. 

For a Number of incident  eg aneurysm, AKI, mesenteric 

ischemia , response is “an awareness campaign”  what does 

that actually mean, how is it done, how do you assess its 

value……..is it actually the best way forward ( the problem 

is these are rare events with serious consequences, how do 

we register this risk situation). 

Is a subdural haematoma following a fall classified as 

moderate or severe harm? 

JD 

MAB &JD 

Both incidents came to light within 4 weeks of each other 
in May/June 2020 and mainly pertain to issues with 
reviewing x-ray results and radiology. SI’s are under way. 

This SIRI investigation was deescalated by the CCG. The 
Pathway for confused/agitated patients requiring imaging 
is underway but not finalised.  This is mainly due to 
clinician time due to ED consultant staffing shortages then 
a busy winter and Covid-19.  Recruitment has taken place 
and a new working rota in place, which will preserve non 
DCC time.   

We run awareness campaigns as a sustained effort to 
educate our staff and in some instances to boost public 
awareness about any of our organisation's causes or 
issues, some of which have arisen from our investigations 
and form part of the ‘learning’ action plans. Through time 
we know that to reach a wide audience for maximum 
benefit these campaigns are best run in a multi modal 
fashion from face-to-face encounters, through printed 
versions to digital platforms.  Depending on what the 
campaign is designed to do efficacy will be assessed and 
provide evidence of improvement i.e. the awareness 
campaign on medication errors has produced a significant 
improvement in this area and hence reduced harm to 
patients.  Even if some of these cases are rare these 
campaigns are aimed at raising awareness and improve 
education and if sustained will continue to permeate into 
the organisation with an aim to reduce the risk of an event 
occurring again (happy to discuss further). 

Classification of level of harm is calculated on a case by 
case basis.  
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10 cases of hospital related Covid –how does this compare 

to other divisions /peers? 

On page 6 there is reference to Mrs W –name should be 

excluded. 

Has the issue in relation to on call gastroenterologists been 

resolved? 

There remain a large number of NICE guidance waiting for 

action as there were two months ago what is the plan 

please 

JD 

JD 

JD 

JD 

Initial data suggests the national rate of nosocomial Covid-
19 sits at 5-7% however there is nothing robust to support 
this yet.  This was a Trust not a Divisional figure of 10 and 
as soon as we were aware of our outbreak we 
immediately acted and since then we have had no further 
cases. Apart from the outbreak we were measuring well 
against our peers. Regional and national benchmarking 
CoVid data has stopped being made available to Trusts 
due to the sensitivities around this. 

Mrs. W is an anonymisation but should be removed. 
Yes.   

The Gastroenterology Department has recently changed 
leadership to include a clinical lead for Endoscopy.  There 
has been a review of the acute upper GI bleed rota in and 
out of hours, which now means patients will receive their 
scope when it is required without undue delay.  This has 
only been in place for the last 4 weeks and review of 
service will provide data to ensure improvement.  

There are 7 pieces of NICE guidance in this report that 
were issued in April 2020.  The issuing of these was in the 
height of the Covid-19 Pandemic and we only came out of 
the intense working pattern at the beginning of June 2020.  
Responses are being chased. 

TASCC 

Incidence: of 133  21 were drug supply, 64 were pressure 

sores (????) and 20 were others: 80% of the 

issue/incidences from 3 causes (one of them being others) 

??? actions  

Mab The increase in pressure ulcers is mainly associated with 
patients who were proned in Critical Care.  A Deep dive 
into pressure ulcers on Critical Care was undertaken by 
the Tissue Viability Team who has worked with ITU staff to 
reduce incidence.  In respect of the other category for 
incidents, individual actions are assigned to these 
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Good progress with closing of serious incidents 

Good to see work progressing on pathway redesign. JD 

incidents in this category which include safeguarding and 
unexpected patient tooth loss. 
For the next report the full breakdown of the other incident 
detail and the correct category assigned and actions will 
be provided. 

TASCC 

Well led domain has very poor scores but no mention of 

the issues or the action plan. We have requested before to 

know how the divisions are addressing ‘red’ domains. 

High levels of surgical site infections – given our North star 

target what is the division doing to work quickly to address 

this  

MLW

JD 

The TASCC Matrons are working with the Ward Sisters to 
progress the Effective, Well Led and Caring Domains in 
the red ward areas.  All clinical areas have an action plan 
and progress is fed back fortnightly to the CQC oversight 
meeting.  Matrons have been requested to provide 
updates to the Divisional Chief Nurse.  Different elements 
of CQC compliance are audited across the Division.  
Current work includes a review of the induction packs and 
checklists etc. in all clinical areas, medical device training 
logs are up to date and everyone has a completed one. 
Further actions include appraisal trees in all areas and 
mandatory training reviews. Actions will be included in 
reports going forward. 

Implementation of the NICE care bundles are a priority as 
these are essential to the prevention of surgical site 
infections.  An SSI working group is meeting monthly to 
drive improvement and change and consists of a SSI 
clinical lead for every speciality as well as other 
stakeholders such as pharmacy, theatre managers, 
anaesthetists etc.  There will be a progress report on the 
SSI bundles in the next quality report.

WH&P Good report 

Note : all divisional reports were excellent 

mab Thank you.

WH&P Mandatory training – is it corporate policy to cancel 

mandatory as a means of addressing short-fall in staffing? 

MLW &JD The Division would always aim to fill vacant shifts by the 
redeployment of substantive staff in specialist 
roles/matrons to support the clinical area and the 
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utilisation of temporary staffing.  Removing staff from 
mandatory training is a last resort to maintain patient 
safety if all other measures have failed and is only 
undertaken following discussion with a member of the 
senior leadership team.

Could we have an update on National audit please –some 

divisions seem to have re started activity others state still 

on hold –what is the required action now? 

JD Some national audits are still on hold pending instruction 
from the audit bodies to recommence data submission. 
We are seeing local audits beginning to be registered with 
the Governance Team again.


