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Abbreviations: Acute Medical Unit (AMU), Accessible Information Standard (AIS), Children 

Adolescent  Mental Health Services (CAMHS), Clinical Commissioning Groups (CCG), Clostridium 

difficile (C Diff), Cost Improvement Plans (CIPs), Clinical Negligence Scheme for Trusts (CNST), Care 

Quality Commission (CQC), Commissioning for Quality and Innovation (CQUIN), Divisional Director 

(DD), Director Infection Prevention Control (DIPC), Deprivation of Liberty Safeguards (DoLS), 

Diagnostics Therapies Trauma Orthopaedics (DTTO)  Emergency Department (ED), Electronic Patient 

Records (EPR) ,Friends and Family Tests (FFT), Getting It Right First Time (GIRFT), Intensive Care Unit 

(ITU), Key Performance Indicators (KPIs), Integrated  Musculoskeletal (iMSK), Local Maternity Service 

(LMS), Medicine and Emergency Services (MES), Mental Health (MH), Methicillin-resistant 

Staphylococcus aureus (MRSA), Patient Experience Monitoring Group (PEMG), Project Management 

Office (PMO), Quality Experience Workforce Safety (QEWS), Quality Safety Impact Assessment 

(QSIA), Quality and Safety Half Days (QUASH), ), Registered Mental Health Nurse (RMN), Resident 

Medical Officer (RMO), Risk Scrutiny Committee (RSC), Referral to Treatment (RTT), Surrey and 

Borders Partnership (SABP), Specialty and Associate Specialist (SAS), Serious Incident Requiring 

Investigation (SIRI), Structured Judgement Reviews (SJR), Theatres Anaesthetics Surgery Critical Care 

(TASCC), Terms of Reference (ToR), Two Week Rule (TWR)Trust Risk Register (TRR), Workforce and 

Organisation Development (WOD) Whole Time Equivalent (WTE), Women’s Health and Paediatrics 

(WHP) 

 

 

ITEM  

 Jane Dale, the new Non-Executive Director was introduced to the Committee. 

1 / 2020 Apologies for absence 

Apologies were as noted above.  

2 / 2020 Minutes of the last meeting 

PM’s apologies had not been noted and this was to be amended. There was some 

further discussion over the accuracy of the minutes and it was agreed that they 

would be amended with the relevant member outside of the meeting. The minutes 

were not amended as it had transpired that an incorrect document had been 

viewed.  

The minutes were approved following the relevant changes. 

3 / 2020 Action Log 

The action log was reviewed and updated. 

4 / 2020 Board Assurance Framework (BAF) 



 

5 

 

AL reminded the Committee that through discussion and information heard at the 

meeting, members were required to review the BAF risks to determine if the risks 

needed to be reassessed.  SR also requested that members consider if the controls 

and mitigations documented provided the assurance. 

5 / 2020 Performance Report 

JT presented the report. 

There was deterioration in the ED position owing to the volumes, time of year and 

presentations. The graphs in the report demonstrated that this was predominantly 

due to ED adult patients awaiting beds.  

The quality of experience was considered with increased number of patients in ED 

overnight and the number of beds in use.  Some of the challenges this presented 

included more temporary staffing and the actual number of patients moved more 

than three times had increased. This was thought to be the result of time of year 

and the use of escalation beds.  

Nationally, Trust performance had moved up a quartile and on aggregate had not 

dropped compared to other Trusts.  JT drew attention to the work of Making Every 

Day Count, having had a positive impact on the resilience of the organisation. 

MB identified waiting for beds as having been the main issue. JT explained the 

journey and ongoing work that was underway to address the issues, such as 

increasing the bed stock and reducing LOS.  It was also explained that further work 

was required to address our model of care, which included reducing what was 

brought into the organisation, progressing the journey of care for inpatients more 

quickly, in a safe and effective way, and the impact of capacity by opening another 

ward of beds. Alternative models of care for treating patients safely and effectively 

were being considered. 

MB asked about work around the modelling of the bed stock.  JT reported that the 

Trust were 60 to 80 beds short and the challenge was both how to deliver that and 

reduce the requirement.  SR commented system change was required.  This led to 

a discussion identifying what structural change in the community was required with 

the acknowledgement much more system work needed to be completed. 

MIS informed members that LLOS was high mainly due to investigations and 

ongoing clinical review.  AL reported the LLOS work stream had been reinvigorated. 

FZ wondered if there was senior buy in from clinical colleagues with LLOS. It was 

reported that there was variability in clinical practice, which required a sensitive 

approach.  DF explained that more needed to be addressed earlier in the patient 

pathway and to change the direction and interaction of clinical teams to manage 

patient pathways, which also included managing patient and family expectations.   

JD discussed managing patients’ expectations around ceiling of care earlier in the 

patient journey and ensuring this was recorded. 

Ambulance Handover delays had improved significantly, enabling our partners to 

work better, which impacted not only on their experience of us, it also meant 
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patients spent less time waiting/queuing in ambulances.  

The RTT standard had been met for 9 consecutive months.  However actions taken 

to improve the Urgent Care Pathway had impacted on patients waiting for elective 

treatment.  Maple medical ward moved to Falcon Surgical Ward to enable an 

additional escalation ward to open in Maple.  Falcon Surgical Ward had moved to 

Urology affecting the number of urology day cases.  

In Health was also being used for escalation, affecting patients awaiting 

interventional cardiology. It was reported that in January 2020 the Trust was not 

compliant and this would continue for many months. 

In terms of cancer the trust was non-compliant on the 31 day standard, which was 

five patients overall. For the 62 day standard the Trust was achieving 82.9% against 

the achievement standard of 85%, although there had been compliance in previous 

months. 

The diagnostic waiting time standard was being driven by Endoscopy.  A number of 

measures were in place to increase the ability to perform Endoscopy; however 

demand was increasing month on month.  There was also an increase in 

surveillance work (patients that required review after 6 to 12 months or longer) and 

JT identified the quality risks with regards these patients that did not sit under any 

target. 

MB commented on the assurances required by the Committee for the risks 

identified within a service (Endoscopy) under pressure.  Further information was in 

MES Exception Report and further feedback on Endoscopy would be discussed in 

that report. 

MB asked about RTT Non-compliance for surgery.  JT reported the Trust had 

mostly been non-compliant since last winter, although there had been points in 

between where compliance was regained.  JT explained that the initial priority was 

to get the surgical ward back, whilst long term the aim was to have surgery working 

all year round. 

FZ offered some assurance that Gynaecology had recovered from last winter and 

were compliant. 

SI noted that recovery of the situation would be more challenging, the longer they 

waited.  MB sought assurance that there was surveillance of high risk patients.  SI 

confirmed that there was, whilst also noting that there were on the day 

cancellations.  The mitigation was to try and get the patients in again within 28 days. 

The report was approved. 

6 / 2020 SIRI Report 

JRe presented the report. 

The data presented was for November/December 2019. There were17 SIRIs 

reported, which were under investigation. 

JRe requested feedback on the report for assurance of presenting what the 

Committee required within the report. 
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There was a lot of learning in the report.  The Key learning from SIRIs closed during 

the period was around the never events, LocSSIPs and a new LocSSIP in relation 

to Botox injections in ward areas.  

To improve medication safety a ward area was piloting employment of a pharmacy 

technician to help support medication management and avoidance of omission.   

There was a clinic set up for patients with non-specific serious symptoms. 

Following the self-discharge of an ED patient that required admission, audits were 

being undertaken around self-discharge to provide assurance that risks were being 

clearly explained to patients. 

Members were directed to a detailed driver diagram in the back of the report and 

some actions around falls with falls being a major trend in SIRIs.  Pressure ulcer 

improvement training on Aspen ward was also recognised following a rise in 

pressure ulcer harms on the ward. 

There were two Phenytoin Coroner cases, one of which was held and concluded in 

December 2019.  There was learning for ED care and a plan to address the issues 

around how patients were received into ED and escalating calls for anaesthetic 

support.  The ASPH staff members/teams that attended the Coroners were well 

supported. The second phenytoin case will be held in March 2020. The learning 

from the most recent hearing will be taken forward in preparation for the next case. 

There was not a PFD with this case as the Coroner considered the work that had 

already been undertaken by the Trust provided assurance. 

Narrative around closed claims was newly included in the report.  The Patient 

Safety Team was working to improve the timeliness of learning from claims.  There 

were 5 closed, one of which was high value for a missed Cauda Equina. The case 

will be shared at a SIRI Learning event.   

The complaints triangulation with SI’s was challenging.  There were no SI’s as a 

result of complaints. However, a complaint was raised for an outgoing SI where 

DOC had failed.  This was addressed and monitoring for DOC was an ongoing 

process.   

The number of compliments the Trust received was acknowledged. 

PM highlighted how much improvement work had been achieved around medication 

safety in particular missed doses of anticoagulation.  

DF noted that another phenytoin incident had occurred shortly after the court 

hearing in December 2019 and stressed that although a lot of good work had been 

achieved, the Trust was not yet where it needed to be.  It was noted that the 

process and protocol of phenytoin itself had been followed.  The gap had been in 

recognition that the patient was already on phenytoin and the loading dose had 

been administered.  OO shared an alternative reflection that he had not been 

convinced the dose had been inappropriate, emphasising that there was more to 

learn and more support was required for clinicians with complex patients already on 

phenytoin.   
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DF commented that some intensive questioning was faced at the Coroner’s hearing 

and the process for all involved was difficult. The excellent team support, both 

formally and informally, that colleagues had both given and received, before, during 

and following the hearing was identified.  Personal conversations & thanks from SR, 

DF and AL had been carried out.  

PM shared that the brother of a patient involved in one of the hearings was keen to 

have a role in the safety work of the Trust. 

JD was asked to comment on her thoughts of the SIRI report and suggested that 

the trending of areas, targeting of hot spots such as falls and the work focusing on 

those areas needed to come through in the report.  

MB discussed assurance and themes.  To provide assurance SR noted that the 

Quality report provided more description of the themes.  A deep dive on falls had 

been presented to Trust Board in previous months. 

MB requested that a full list of the individual cases be included in the appendix and 

it was agreed that this would be completed.  

The report was approved. 

7 / 2020 Quality Report 

AL presented the report 

The work of the medication safety improvement programme was on track.  

However, there had been a spike of three incidents in November/December 2019 

and the target limit had now been reached for 2019/2020. 

There had been an MRSA bacteraemia in ITU, which was the first case for X years.  

It was believed that contamination was from within the unit following admission of a 

patient that had a community acquired MRSA.  Remedial action was being taken to 

address IPC practices including ANTT, line care, general IPC practice and 

environmental cleaning.   

Some good work was being conducted on SSI’s and particularly on the SSI 

bundles.   

The GIRFT data showed some hotspots.  Examples included caesarean section 

infection rate being 16% with the national average being 5%. The Orthopaedic knee 

& hip elective rate was around 5.5%.  

The positive point was that some good data was being obtained and in time this 

would be seen in the Quality report. 

MB confirmed with FZ that the baseline caesarean section rate was no worse than 

the national average. 

MB asked more about what the issues were for Orthopaedics.  SI reported they had 

an accurate data collection process that didn’t previously exist and that better 

comparison could be made with time.  SI noted that each speciality had an SSI 

lead. They were working through the SSI bundles and that the main obstacle was a 

change in culture. 
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DF commented that the improvement work was focused on a small group of 

patients but that the strategy should apply to every patient regardless of age, even if 

the risk was considered to be low.  The Committee were also informed that it was 

likely to see an increase in the figures before improvements were seen due to the 

reporting that was in place. 

In the reporting of effectiveness, it was noted that an increase was seen in deaths, 

although it still remained within common cause variation. The Trust stroke SNAPP 

rating went down from an A in Q1 to B in Q2. This was due in the main to hospital 

pressures. 

The increase in falls compared to last year was noted.  Most were occurring on 

inpatient wards and not in escalation areas. The falls nurse was engaging the wards 

and teams and focusing on the preventative measures and the CQUIN high impact 

interventions.  The key focus needed to be the learning and work was being 

completed with the support of the Quality Improvement Team.  The connection to 

LLOS and patients not mobilising as early as they should was identified.   

JD asked about the impact of moving patients to different wards.  MIR reassured 

that teams were mindful of this and JT stated that patients moved were mostly at 

the lower end of acuity.  

MB inquired about the translation into learning.  Feedback was around the work with 

the QI Team and that patients needed to be mobilised sooner.  

Complaints performance improved for November and December 2019, although 

further work was needed on the quality of complaint responses. 

The report included a breakdown of patient feedback against the Trust Strategy via 

the patient feedback platforms that were being trialled.  

FZ was interested in the stroke standard and review by a Consultant within 24hrs.  

MIS explained that there had been a misunderstanding about what the actual 

requirement was to meet the standard.  It was sufficient for patients to be seen by a 

Consultant within 24 hours and it did not need to be a stroke Consultant. As a result 

of this, the team expected the next data set to have improved for this standard. 

DF suggested that it would be helpful to provide an update to the Committee on 

Norovirus, Legionella and the Coronavirus.  

Legionella was identified in most areas on the Ashford site.  Estates and IPC had 

worked together to put safety measures in place, including filters on the outlets, 

chlorination, and ongoing surveillance.  On the St Peters site Legionella was also 

found in maternity.   

The Norovirus update confirmed that 1 ward was closed, BACU and Inhealth had 

been confirmed positive and were recovering. Pockets of symptomatic patients 

were appearing in other areas. IPC were working closely with teams.   

SR asked if there was any avoidability to BACU and subsequent spread.  BACU 

was believed to have been contaminated from Inhealths sharing of the sluice.  It 

was felt that because there was identifiable avoidability, a piece of work was 
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required to surface the circumstances where the incidence originated and to map its 

evolution so that an understanding of the degree to which it was avoidable could be 

learned from.  The learning from this was considered important to both know and 

share with teams and or families.  It was also suggested that other harms could 

have occurred as a consequence of the outbreak, for example not being able to 

perform surgery. 

Action: Norovirus mapping work to be completed.  

The Coronavirus update reported that 2 patients who had returned from Wuhan with 

symptoms presented to ED.  These patients were isolated, tested and discharged 

home.   

SR suggested that it would be important to triangulate with the Public Health 

guidance and assessment that the airport had been given, as symptomatic patients 

had not been retained at the airport. 

The Committee discussed sending out some communication within the Trust and 

that it was particularly important for A&E reception staff and UTC staff to be 

informed.   

MW commented that the RAMI score for the Trust was above our acute peers.  PM 

directed members to the graph on page 6. The median line had dropped because 

the RAMI had been relatively low and that had not changed although the RAMI had 

gone up, however it was still below 100.  Trust data was 1 month in arrears with the 

acute peers being a further month again.  November 2019 data showed the Trust to 

be slightly below our peers. 

MB commented that the VTE story was complicated given the Coroners cases, the 

Trust being above the national target and on a declining trajectory.   

The report was approved. 

8 / 2020 Learning From Mortality Reviews 

PM presented the report  

The ME (Medical Examiner) post was out to advert. The senior Coroner was keen 

to be involved in the selection process.  

The data presented was up to September 2019.  The percentage of mortality 

screening was lower than preferable. It had previously been on a downward 

trajectory causing some concern, however that had not continued.  The ME role 

would take over the initial mortality reviews and stop the batching of mortality forms 

that was still occurring. 

In Q2 70% of SJR’s had timely completion.  Although there was a good cohort of 

reviewers they were completing this on top of their other work, which was believed 

to be an issue.  Since reviews started in 2017, 81% of all SJR’s had been 

completed. 

The number of deaths having an SJR was slightly lower for Q2, however on 

average 10% of all deaths were getting a SJR. No poor care was identified in Q2. 

In the previous quarter there were 2 cases of poor care identified.  One of those 
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was completed having had a second review and showed that while there was poor 

care the death was not avoidable. 

Perinatal mortality data captured a paediatric death of a 4 month old baby that was 

dead on arrival to the hospital.  Still birth and neonatal mortality was within common 

cause variation. 7 cases were related to the Trust receiving very unwell babies into 

the neonatal specialist unit. 

JD enquired when the ME was in post, how poor care would be linked with other 

pathways when patients had received care elsewhere.  PM responded that it would 

be a challenge as the ME would look at inpatient deaths. Although there would be a 

requirement to look at all deaths the Trust had structured the service based on its 

figures and the funding available centrally.  

JD expressed concern that the issues from a family perspective would not be 

addressed if only the acute aspect were reviewed if for example, the patient 

received poor care from their GP and then poor care from the hospital prior to 

death.  

SR advised of a system wide oversight assurance group and that the Board 

governance map was replicated in the ICS (Integrated Care System), thus there 

was a Quality and Performance Committee where similar system quality information 

went for assurance purposes.  Discussions had been held in those meetings around 

the amount of information available with regards to acute Trusts and how to address 

improving this from other parts of the system.  

It was also explained that discussions on having a system level ME role had been 

one of the reasons for delay in the Trusts own decision making processes.  The 

need for system level approach to learning from deaths would be necessary in the 

future.  

SR stated that the piece around intrauterine growth scans was not a wholly 

transparent statement.  FZ explained that sometimes the information was not 

concrete.  It was suggested that a chart which reflected undeterminable cases 

would be beneficial. 

The report was approved. 

9 / 2020 

 

 

 

 

 

 

 

Divisional Exception Reporting  

MB felt that some standardisation in the order of information would be helpful.  

Specifically, the format of the summary table at the beginning of each report.  

Action: All divisions to use the summary table in the same format as used by 

DTTO. 

WH&P 

FZ presented the report. 

There were 35 SIRIs across the Division, mostly in Obstetrics.  SIRIs were robustly 

addressed via a two tier approach with independent review and then larger MDT 

review for learning.  There were some reports that went externally to HSIB though 

unlike many others, the Division also completed internal reports as that was 
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considered valuable for the learning. 

Incidents were steadily increasing which suggested reporting was improving. 

Previously reporting was considered to be low and the importance of reporting had 

been communicated in the Division.  

It was stated that the Trust Diabetic Drug Chart had been adopted and was not 

previously used as Maternity had not been aware of it. 

FZ was unable to provide assurance for completion of the QSIAs and would report 

back at the next meeting.  The main CIP related to CNST. 

Members were informed that NICE guidance received was incorporated into 

protocols and patient information, which was monitored by the Governance Team. 

Audit activity had been inconsistent over the year due to staffing issues.  

Following local audit, a new way of managing neonates was introduced through the 

bobble hat pathway. Risk would be assessed based on a number of factors.  

Mothers were pleased babies were being looked after in the most appropriate way 

based on the risk. 

Clinical audits were considered generally good.  Oak Ward had 3 red areas, which 

was due to the type of patient and high turnover.  As a paediatric day surgery unit, 

acuity was low and through put was high.  However more understanding was 

required around the results of the domains.  

Action: FZ to feedback on the red area results for Oak Ward Domains in Clinical 

Practice Audit. 

There was a rise in complaints across the Division.  The themes related to staff 

pressures, poor communication and staff attitude that led to a feeling of lack of 

compassion and empathy.  This was disappointing and the Division would address 

it. 

SR discussed a year on year comparison and wondered if last year had a similar 

representation.  It was suggested that a hot spot analysis may reveal more of the 

picture. 

Action: Yearly comparison of complaints to be completed by WH&P. 

DF suggested an experience comparison between those on the bobble hat and 

those not, to determine if that intervention had helped with reducing complaints.  ZF 

informed the committee that parents whose children were on bobble hat were 

always very satisfied with the bobble hat process.   

The paediatric team had been very good at supporting the 7DS audit whereas 

gynaecology had been very poor.   

Maternity staffing had been good and in particular obstetric medical, which was fully 

recruited. Middle grades in paediatrics continued to be an issue and was being 

mitigated with locum cover. 

The Division was meeting its RTTs including paediatrics. 

Postpartum haemorrhage (PPH) had received a lot of work and continued to do so.  
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A midwife was acknowledged for having performed an excellent project and action 

plan, which was to be implemented.  The team were expecting this to result in an 

improvement in PPH rates.  

For the Gynaecology Service priorities, the team were utilising 9 rooms. That had 

presented some staffing challenges and was addressed with support from the 

Finance Director and Chief Operating Officer. 

Maternity were working with the LMS as part of the transformation programme.  A 

pragmatic approach to the continuity of carer programme was being taken by 

following a step approach, as the investment required was high.  Broadly, other 

hospitals in the LMS were trying to achieve a better percentage in a shorter time 

frame and FZ believed they wouldn’t be able to commit long term in the same way.   

FZ suggested that SSIs had been running high for some years.  The work of others 

had focused minds and better data had been collected.  A fundamental problem 

with the theatre running, structure and placement was discussed.  Personnel 

through traffic, airflow and vent issues were specifically identified.  Capital planning 

to make improvements were acknowledged, however that aspect of SSIs was 

unlikely to have been resolved quickly.  The introduction of chloraprep was 

underway to help reduce SSIs rates.  

DF commented on the articulation of the plans confirming that chloraprep, warming 

blankets, and eco dressings necessitated start dates as the information was too 

vague and anything that could immediately have been implemented should be.  

Data on chloraprep had been available for some time and the benefits were clear, 

therefore trials were not necessary.  SI confirmed that referring to trials/pilots was 

related to the governance of ensuring proper implementation and training and was 

often wrongly used as a pre step to completion of implementation.  .  

DF wanted to know what the plans were to get the measures in place for every 

patient and when.  DF offered to support any blockages in the system and 

requested that such matters were escalated to an Executive. 

MB expressed concern that theatres were not fit for purpose.  FZ clarified that the 

access and functionality of the corridor outside Theatre 2 on Labour Ward was a 

problem as it was used as a thoroughfare.  Refurbishment would result in some 

improvement however structural change was not possible.  A suggestion to risk 

assess closure of the corridor was made.  SI informed members that the SSI and 

IPC Nurse Leads were working on the issue and whilst the structure could not be 

changed, the culture could.  DF was concerned that change from a cultural 

perspective would take too long and a believed that a physical barrier would be 

more effective.  SR suggested that the team explore revocation of card access, 

providing it were not dangerous to do so.   

Action: FZ to risk assess closure of the corridor in relation to theatre, for prevention 

of use as a thoroughfare.   

The transparency of sharing some of the issues was commended and it was found 

to be a genuine challenge that information of what occurred in the main hospital 

was not reaching Maternity because they were separated by a corridor. 
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A discussion took place on the conclusions that would be reached by our regulators 

if they had assessed theatres.  Assurance was required around the safety and 

sufficient mitigations.  AL reported that the IPC Lead had been deeply involved and 

had put mitigations in place.  

Action: Transparency of theatre safety and mitigations to be provided.   

MB asked for achievements to be shared as they had not been in the report.  NICU 

had been awarded the Bliss top rating and had achieved the highest score ever 

awarded. 

The report was noted. 

TASCC  

SI presented the report. 

There had been 20 SIRIs in the year to date and 34 SIRI internal action plans. The 

learning from SIRIs and RCA was shared in relevant team meetings.  

Issues identified included ITU security.  As a result of the associated SIRI, conflict 

resolution training had been provided to staff.  

Histopathology was now following national guidelines for reporting, following a 

missed cancer diagnosis. 

In reference to clinical effectiveness it was reported that NICE guidance was 

monitored by the governance team and speciality leads and discussed at specialist 

governance meetings. 

The Division was participating in both national and local audits to improve and 

change practice.  TASCC Matrons were addressing Medicines Management.  SDU 

was being used as a medical escalation area whilst Falcon Ward use was for 

medical patients. MIS clarified that the whole of Maple Ward, including staff had 

moved to Falcon.  The change was not permanent so in the short term both MES 

and TASCC exception reports would have the information.  

The sourcing of services such as ophthalmology was discussed. The governance 

team had robust plans in place for monitoring and assurance and met regularly to 

discuss issues.   

The Division were also working in partnership with regional hospitals.  The on call 

networks and collaboration with regards to Maxillofacial services, Colorectal 

services and Bariatric services was identified. 

TASCC had 27 complaints. The main themes identified related to communication 

and treatment and care. 

The compliance figure for Consultant Urology review was surprising as Urology 

services had a Consultant of the week in place.  SI felt that this required further 

exploration. 

Staffing in theatres was raised as a concern, in particular ODPs and scrub nurses.  

However, three anaesthetists had been recruited and an advert was going out for a 

further two. 
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Ophthalmology recruitment had been a challenge for many years.  A further advert 

had been out and had attracted only candidates without non-European degrees. 

The decision had been to offer them locum posts whilst the Division was working to 

fulfil the posts substantively.  

DF inquired about job planning and if anaesthetics would be fully recruited when the 

new staff joined.  The latter was confirmed with recruitment of the additional two 

anaesthetists. The current job planning had not shown any issues however it was 

interlinked with other projects such as an extended theatre day. That required 

changes to job planning and was considered a project for next year.   

JT inquired further regarding the current job planning.  It was explained that 

changes for efficiency were being made with the new recruits.  Rather than a whole 

team lunch break as was the position previously there was to be rotation of a 

floating anaesthetist to fill the gaps.  There were further plans for ambulatory care 

and ESAC (Emergency Surgical Ambulatory Care).  Patients with some minor 

conditions would go home and come back for planned emergency surgery with the 

aim of reducing the bed pressures.  An additional anaesthetic Consultant would 

assess the patients. 

MB asked about the SIRI action plan that had been open for over a year and when 

that would be closed.  SI would confirm closure before the next meeting. 

Action: To report on closure of the SIRI action plan before the next meeting.  

MW commented that in the Modern Healthcare Committee, finance reported that 

the CIP was adrift by £160,000 which contradicted the reporting at QCC.  SR 

clarified that the Division were trying to reflect that 100% of QSIA’s had been 

completed not 100% of CIPs and that the wording in the report had led to the 

confusion.  

It was also reflected that Perfect Ward data required narrative on what was being 

done to address improvement. 

Action: Exception reports to include narrative on actions being taken to improve 

Clinical Audit results. 

AL informed the Committee that Perfect Ward would be changing to be realigned 

with the CQC Key Lines of Enquiry (KLOEs).  More scrutiny would be introduced 

into the process by making it peer review going forward.   

CK clarified that the Baywatch initiative was across the Trust. 

The report was noted. 

MES 

MIS presented the report. 

The sepsis audit compliance had slipped.  ED had been doing well however, 

performance had declined and further work in ED was required.  It was suggested 

that the change in the ED clerking documentation may have contributed to 

assessment being missed on triage.   
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The sepsis audit had been run by the Quality Improvement Team until April 2019 

when the Division of MES had taken over.  The inpatient audit included patients in 

all Divisions.  Overall compliance was poor and MES only fared slightly better than 

its surgical counterpart. 

The learning for sepsis needed to be across all the Divisions and MIS challenged 

how improvements were made a priority and how the Divisions could work together 

to address the required improvements. 

DF pointed out that when the CQUIN was running the Trust had struggled with 

making progress on the strategy in terms of compliance.  Discussion concluded that 

a Trustwide improvement plan was required.   

SR commented that the information shared around Sepsis had been a concern.  SR 

suggested that there needed to be an Executive action with the DDs on what the 

campaign for the Trust would be and what the Trust was going to do.  

PM identified that Sepsis had previously been an automatic trigger for SJR.  ED had 

been good whilst the inpatients campaign had not been.  

DF shared that an education training model had been started. SR noted that Sepsis 

fitted with the work on the deteriorating patient.  MB asked where the delay was.  It 

was explained that the wards were not effectively managing the process, examples 

included triggering outreach or waiting for a urine dip and or test results before 

treatment commenced. 

A Sepsis simulation module was discussed to help demonstrate that if the risk of 

harm was low, the right action was not to wait for results and to review the action 

afterward to determine if the decision was correct.  

Action: Sepsis improvement campaign to be worked up. 

Reporting on Perfect Ward MIS noted that data upload and accuracy had accounted 

for some of the results.  JD asked about sanctions around data not being submitted.  

MIS reported that ED had been re-educated as they had been using a different 

system and outpatients had been completing on paper.  Chaucer Ward at Ashford 

had only been opened to medical patients in previous weeks.  For May and Aspen 

Wards and the AMU, the company had been investigating technical issues.  

The Domains in Clinical Practice Audit had seen a reduction in 4 areas, mainly due 

to staff not knowing the names of the Chief Nurse and Medical Director.  Discharge 

planning and notes not being locked away had also been an issue. 

The Endoscopy surveillance waiting list had reduced.  A robust clinical review of 

cases had been undertaken, duplicate cases and those that were not in need of 

follow up or surveillance endoscopies had been removed.  Assurance could not be 

given for patients that were not yet scoped; however for patients that had been 

scoped no harms had been found.  Divisional and Executive focus was being given 

to investigating the ability to increase capacity.  A Clinical Lead separate from 

Gastroenterology had been appointed providing Endoscopy focus.  

CK inquired about the time scale for resolving the Endoscopy backlog.  MIS 
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explained that the backlog was being addressed, although the demand was ever 

increasing.  SI explained that triaging not being accurate was driving some of the 

demand and not all referrals were necessary.  For colonoscopy only 40% of TWR 

referrals were appropriate, however once the GP had initiated a TWR referral it 

could not be changed.  A wider change in culture and a system piece of work would 

be needed.  DF clarified with SI that of the 60% referred on TWR, all needed a 

colonoscopy and that it was a matter of time scales. 

The report was noted. 

DTTO 

OO presented the report. 

There were two overdue SIRIs outstanding that were due to be closed.  The 

Division were awaiting advice on the learning for the closed SIRI with a missed 

diagnosis.  There was a missed opportunity associated with reporting on the scout 

image. Scout images were not routinely reported on.  

With regards to the Mortuary incident that occurred, estates work had been 

completed and a Site Lead for Mortuary Services had been appointed.  The Trust 

was inspected on Mortuary standards in 2009 and the Trust was compliant.  The 

next inspection was approximated to be a year. 

A spike could be seen in the Divisions incidents in Q3. Trends were similar to the 

other Divisions and included falls and pressure ulcers.  

NICE guidance relevant to the Division was shared in the report. Three were 

outstanding and under review. 

An audit completed on the use of short nails versus long nails in in terms of the 

efficiency of the operation verses post-operative complications, found short nails 

were preferable.  The Division were investigating a change in practice. 

MB requested further information on some of the actions to address diagnostic 

delays.  Reporting was one of the challenges therefore reporting stations had been 

commenced and some improvement in this measure was expected.  The issue with 

requests was to get ISIS the tool to do some of that work and to have a ‘hot seat’ 

Radiologist that would review arriving requests and instil some challenge. 

The recruitment of the overseas Radiologist was planned to address the recruitment 

issues being experienced.  

JD approved of the table on page 2 and requested that where there were open 

actions for SIRIs, a time line indicating how long they had been open would be 

helpful. 

Action: A timeline indicating how long SIRIs had been open was to be included in 

the table (seen on page 2) in future reports. 

The report was noted. 

 CENARG Exception Report 

The report was taken as read. 
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10 / 2020 BSPS Report 

EI presented the report. 

SR explained that SBPS had been invited to join the meetings because it 

underpinned what was happening across the Trust. 

EI requested guidance on the level of information required in the report.  It was 

agreed that initially the same template used for the Divisional reports would be 

appropriate. 

Key governance issues included the Cytology department being awarded the HPV 

(Human Papillomavirus) screening for 2 national cohorts.  Cytology had an 

accreditation visit due and SBPS were looking to receive continuous accreditation.  

Challenges had included high work loads into the department from across South 

East England.  Refurbishment of the laboratory had been underway to ensure 

sufficient space for meeting the new analytical platforms. 

Daily Sit Reps identifying issues such as transport and backlogs were released 

throughout the day.  Implementation of the programme was nearing business as 

usual. 

Histology turnaround times were a national problem.  SBPS were addressing key 

concerns and working with departments to address referral of high priority TWRs. 

There was also an outsourcing of work to plug some of the reporting gaps and there 

was an ongoing recruitment process. 

All SBPS departments were accredited to ISO 15189 standards and successful 

accreditation visits had been achieved across the whole of the network.  The next 

phase of the process was underway with UKAS surveillance visits forthcoming. 

Regular meetings were held with the Division of DTTO governance team to ensure 

all incidents were properly investigated and addressed.  A key learning report was 

shared across the SBPS network.  

SR suggested that EI meet with OO, AL and Denise to help with the creation of an 

appropriate report view to take to QoCC and work through what that template would 

look like. 

Action: EI to meet with AL, OO and Denise to develop a reporting template for 

QoCC. 

SR suggested that the sort of information required was the impact of services on 

patient care and gave an example of the Histology piece and patients’ 

understanding of the information around the reporting process and the triage 

processes in place.  

Other examples of what should be included in the report were the triangulation with 

complaints and the digital joining up. 

The report was noted. 
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12 / 2020 Maternity Update Report 

The report was deferred to the next meeting. 

14 / 2020 

 

Corporate Quality and Regulation Report  

The report was taken as read. 

15 / 2020 BAF 

MW suggested that the first BAF risk should be amended given the issues raised in 

the meeting.  Due to lack of time for discussion MB agreed to an email exchange to 

determine the BAF position for risks 1.1 and 1.2. 

Action: The position for BAF risks 1.1 & 1.2 is to be agreed. 

 Any Other Business 

No AOB noted.   

 Date of next meeting: 19th March 2020 Room 3 Chertsey House. 

 


