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QUALITY AND PERFORMANCE COMMITTEE (QAPC) MINUTES

Thursday 18th February 2016

Room 3, Chertsey House, St Peter’s Hospital

11.30 -13.00 hrs

CHAIR: Professor Philip Beesley
(PB)

Non-Executive Director (Chair)

IN ATTENDANCE:
Dr Michael Imrie (MI) Chief of Patient Safety/Deputy

Medical Director
Bob Peet (BP) Chief Operating Officer
Dr David Fluck (DF) Medical Director
Nadim Aziz Deputising for Terry Price Non-

Executive Director
Erica Heppleston (EH) Assistant Director, Regulation and

Improvement
Peter Wilkinson Divisional Director (MED & ES)
Rick Strang Associate Director of Operations

(Emergency Care)
Nicky Burns-Muir Divisional Chief Nurse,

Paediatrics (Deputising for Paul
Crawshaw)

SECRETARY:
Jacqui Rees (Minutes) (JR) Acting Head of Patient Safety

APOLOGIES: Suzanne Rankin (SR) Chief Executive
Terry Price (TP) Non-Executive Director
Simon Marshall (SM) Director of Finance & Information
Aileen McLeish (AL) Chairman
Andrew Laurie Divisional Director (DTTO)
Dr David Fluck (DF) Medical Director
Heather Caudle (HC) Chief Nurse
Louise McKenzie (LM) Director of Workforce

Transformation
Paul Crawshaw Divisional Director (WHPAED)
Russel Wernham Deputy Chief Nurse/Associate

Director of Quality
John Hadley Divisional Director (TASSC)

ITEM Action

413/2016 Minutes of the Last Meeting

The minutes of the meeting were agreed as an accurate record.
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401/2016 Matters Arising

391/2015 Quality and Safety Strategy going forward for discussion

next month.

360/2015 Due next Thursday. To report back next meeting.

405/2016 For update next meeting.

388/2015 Trust Risk Register on the Agenda

RW

HC

420/2016 Emergency Department (ED) Performance Report

RS gave an overview of current performance and outlined work

being undertaken to support leadership and improvement in the

department.

Significant actions to improve performance have been completed in

the last year. RS noted ASPH has a number of unique challenges

and plans are underway to tackle these.

Over the next 5-6 weeks ;

 The Urgent Care Centre will open 29th Feb or 7th March. This

will be led by the ED team.

 ED will focus on enhancing emergency clinical care

pathways.

 The ED team have identified tangible opportunities to

succeed in solving a number of operational issues. The team

will work with the management team to make relevant

change within their department.

 A number of ED environment changes are planned to

improve patient flow. Moving the ‘Pit Stop’ to a modular

building at the front of ED will increase CDU space. Urgent

care will be relocated to increase ambulatory space (where

blood tests etc can happen) which will facilitate discharge

home and breach avoidance.

RS
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RS stated ED performance should improve by mid-April 2016.

Interim work on electronic links to the wards will also be explored.

QPC endorsed the leadership currently in place.

Breach Analysis

BP reported that inpatient flow requires improvement.

ED is aiming for 90% or above for 4 hour admitted target. The

challenge is for the rest of the organisation to offer up the extra 5%.

QPC acknowledges the cumulative pressure on ED. A major

initiative is under way to engage other specialities to improve patient

flow out of ED. BP to report back on hospital flow in due course.

NA noted that community bed availability was still an issue but BP

stated there was still work to improve patient flow in the hospital as

well continuing to work with our community partners.

The Medical Director stated that staff are able to do things differently

in daily practice to improve inpatient management. QPC agreed that

a recovery trajectory should be developed that is stretching but

achievable. The improvement plan will be hospital wide and will

measure appropriate metrics to support change. QPC noted that a

workshop to identify the metrics was timetabled for 25th February.

The issue of staff recruitment and retention was noted by the Chair

and this will be raised with Workforce Transformation.

QPC supports these e approaches to improve ED performance .

BP

PB

421/2016 Incidents and SIRI Report

Key points: No stand out SIRIs

Coroner’s inquest 1-3 March 2016 for the Maternal Death in 2015.

QPC agreed to close all SIRIs submitted for closure.
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There are 69 completed SIRI investigations across the organisation

that are overdue for closure by QPC. Active management of closure

is underway at weekly panel meetings with the Divisional Teams.

The majority of cases are with Medicine with the oldest case from

May 2014. A RAG rated list will be submitted to QPC next month for

discussion with the Divisional Directors. Evidence of completion to

QPC should be considered.

MI

422/2016 Risk Register

The Corporate Risk Register now includes Workforce Risks. The

process for adding risks to the register was clarified. Going forward

the Risk Register will be a standing agenda item at TEC where risks

will be approved to go on the Corporate Risk Register. Previously

addition of items to the register was approved by Risk Scrutiny

Committee which meets quarterly. It was agreed that urgent items

should be added to the register but marked pending approval by

Risk Scrutiny Committee.

Risk 1451 will be discussed at TEC, the merger risks to refer to

Trust merger plans and the risk register.

PB to discuss with the CEO to clarify the role of TEC in assuring

QPC that the main issues of risk for the Trust is encapsulated on the

risk register.

423/2016 CQC Action Plan

Red Action: Medical trollies supply and procurement to be raised

with Simon Marshall, Director of Finance.

The Intensive Care Unit (ICU) action on governance and risk

management remains green rated. It is noted that the ICU external

review report findings and action plan status is currently being

validated by the TASCC Division Triumvirate in order to ensure that

all actions have been fully covered off by the external review

process. Should any actions be confirmed as not fully addressed

following validation then the options include asking the external

review team to provide additional assurance, or undertaking

EH
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additional work internally to clear the actions. The Medical Director

and Chief Nurse are reviewing this action in conjunction with the

TASCC division Triumvirate. The timescale for resolution of the

actions remains 30 April 2016.

424/2016 QEWS Triangulated Dashboard

Key points:

No level Zero wards this month.

Staffing levels are an issue in some areas. There is a question about

whether the mitigation is adequate in these areas. RW to check

whether the figures are accurate with SNMLC.

PB will raise the staffing issues at Board.

There is a rising trend in red rating for pressure ulcers. There were 4

reported on Cherry Ward (old MAU) which may correlate with recent

ward changes.

Paediatric ED scored 0% on hand hygiene which is a non-

submission. RW to follow up with a view rectifying accuracy and

submissions.

Length of stay is high in some areas. RW to report back on how this

correlates with the performance report metrics and whether LOS can

be RAG rated.

RW

PB

RW

RW

425/2016 Part Two: Divisional Quality Updates.

426/2016 Mortality Reviews

Trust completed a self-assessment on avoidable mortality.

 Last year 1140 deaths in 12 months

 35 deaths were identified as raising the question of whether

they were preventable.

 This figure is comparable to that across the acute sector

 All practical efforts were made to ensure data was accurate

in terms of the definitions given.

NHS England requires Trusts to have Mortality Governance groups
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and this will now be undertaken by the Clinical Outcomes Steering

Group. This group will also manage completion of mortality reviews.

427/2016 Risk Scrutiny Exception Report

Noted

428/2016 Audit Committee Exception Report

Going forward Clinical governance findings and recommendations

should be scrutinised by QPC.

A discussion was held on 2 audit reports – the recent TIAA Internal

Audit report on Clinical Governance and Audit and the KPMG audit

report from the year ended 31 March 2015 Quality Account Process.

In respect of the TIAA report on Clinical Governance and Audit the

Assistant Director of Regulation and Improvement (ADRI) clarified

that this report placed emphasis upon review of audit and

governance within the 4 divisional clinical governance teams, rather

than the entirety of Trust wide clinical governance. The Committee

noted that the Head of Clinical Effectiveness is progressing the

action plan. The ADRI was unable to assure when asked by Mr Aziz

that all actions would be fully resolved by March, and noted the

operational effectiveness point on audit resource which was to be

reported back to this Committee.

A brief discussion was held in respect of the KPMG report from 2015

year end. The ADRI stated in response to a discussion on the

action plan that whilst Information Services had progressed the key

action of documenting the assurance process over key operational

KPIs from Monitor, this Trust, like others, would be unable to ensure

its operational and clinical quality data is sufficiently robust to ensure

that zero testing exceptions would be found by future external

audits. The Committee noted the inherent limitations in processing

high volume, complex data by multiple people, in an environment

where it is not practicable to implement multiple independent

reviews and complete data validation to a zero error rate, a

constraint which also faced by similar organisations. The Committee

noted that spot checks on data and processes are being
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implemented on a rotational basis by way of mitigation. The

Committee noted the balance between local performance measures

providing valuable data to drive clinical service improvement, and

the benefit in progressing clinical audits and improvement work to

this end, as weighed against the challenge of formulating sufficiently

precise data definitions to meet stringent external audit criteria.

429/2016 Finance Committee Exception Report

Cap on agency staff and downstream effect on performance. 12%

usage needs to reduce to 8%

QPC position is one where patient safety and quality must be first or

activity should be modified to preserve this. Look to increase

establishment and cross reference for discussion at the Workforce

and OD Committee

Any Other Business

None

Date of next meeting: March, Room 2, Chertsey House 11.00-

13:00.


