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Trust Board 
1st April 2021 

AGENDA ITEM  15.3 / 2021 

TITLE OF PAPER Quality of Care Committee Annual Report (2019/2020) 

Confidential No  

Suitable for public access Yes  

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

 

STRATEGIC OBJECTIVE(S):  

Quality Of Care   

People   

Modern Healthcare   

Digital   

Collaborate   

EXECUTIVE SUMMARY  

 
The Quality of Care Committee (QoCC) Annual Report reviews the work of the 

Committee and demonstrates the extent to which the Committee has met its Terms of 

Reference, between April 2019 and March 2020. The delay in submission of the paper 

was due to the COVID 19 pandemic, which affected services from March 2020. 

 

The Board can be assured that it has been appropriately sighted to the key strengths 

and development areas in the QoCC areas of responsibility and that improvement 

actions are continuing. QoCC receives appropriate data and information to fulfil its role 

and has a robust work plan. 

RECOMMENDATION:  The Committee is asked to approve the report. 

SPECIFIC ISSUES CHECKLIST:  

Quality and safety  Y 

Patient impact Y 

Employee Y 
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Other stakeholder Y 

Equality & diversity Y 

Finance N 

Legal Y 

Link to Board Assurance 

Framework Principle Risk 

Y 

AUTHOR NAME/ROLE Joanne Finch, Quality & Safety Lead  

PRESENTED BY DIRECTOR 

NAME/ROLE  

Andrea Lewis, Chief Nurse 

DATE 5th January 2021 

BOARD ACTION  To Approve 
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1.0 BACKGROUND AND CORPORATE GOVERNANCE 

In line with best practice, the Quality of Care Committee (QoCC) provides this annual 

assurance report to Trust Board. Six quorate meetings were held in 2019/2020 in accordance 

with the Terms of Reference (TOR). All meetings were well attended with the exception of 

March 2020 when it was agreed that a shorter meeting with key members would be held to 

discuss the impact of the COVID-19 Pandemic. The work of the Committee continued outside 

of the meeting with a robust review of the submitted papers and a system of written questions 

and responses, to address concerns and afford confidence in the assurance provided.  

 

An annual plan of reports and presentations ensures that the appropriate balance of 

Committee time is given to the Committee’s broad scope. The Chair of the Committee 

changed in September 2019 when Professor Hilary McCallion, Non-Executive Director, 

stepped down and Professor Mike Baxter, Non-Executive Director, accepted the position.  

In November 2019 it was agreed that the time allotted for Committee meetings was not 

sufficient to complete the work required and with the agreement of members the meeting time 

was extended by 30 minutes to 3 hours. 

 

In line with other sub-Board Committees, during the period of 2019/2020, the Quality of Care 

Committee aligned its proposed governance and risk management core statements for risk 

appetite, Board Assurance Framework (BAF), and Key Performance Indicators (KPIs) with its 

strategic objectives. In September 2019, 2 key risks to the delivery of the Quality of Care 

strategic objective were identified for the BAF and submitted to the QoCC. The BAF risk 

descriptions, risk scoring and KPI’s are submitted to each QoCC meeting for members to 

review and agree any proposed changes. The QoCC strategic BAF risks are as follows: 

 

Risk 1.1 - Inability to deliver against key Quality Improvement Priorities and thereby reduce 

the incidence of repeated and/or avoidable harm to patients from infection, medication errors, 

episodes of poor care and avoidable mortality, due to insufficient capacity and capability. 

 

Risk 1.2 - Failure to improve and achieve outstanding patient experience, through an inability 

to harness and optimise learning from patient and family feedback, due to insufficient capacity 

and capability. 

 

2.0 ASSURANCE REPORTS 

Assurance reports have been submitted to QoCC in line with its terms of reference and annual 

programme. An overview of the developments during the period follows. 

 

2.1 Trust Strategy and Quality Priorities   

In 2019/2020 the Trust was in the second year of its 5 year strategy (2018 – 2023) and 

continued to strive towards our transformational vision – to provide an outstanding experience 

and best outcome for patients and the team. Our 2019/2020 quality priority was to ‘Create a 

learning organisation and culture of continuous improvement in order to reduce repeated 

harms and improve patient experience’. The quality priorities identified to drive the quality of 

care transformation agenda focussed on 3 priority learning areas: mortality, errors and 

reducing avoidable harm resulting in excellent patient experience. This Committee monitored 

performance in the bi-monthly Quality Reports to Board.   
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The Trust’s Quality Account and Quality Improvement Priorities for 2019/2020 aligned to the 

above ‘Quality of Care’ Strategic objective and were submitted to Board for approval in March 

2019. The core quality priority areas were: improving medication safety by reducing harm to 

patients resulting from medications errors and serious incidents; and improving infection 

prevention and control by reducing the incidence of avoidable harm. Progress against these 

priorities continues to be reviewed by the QoCC supported by monthly Quality Reports and 

other intelligence as necessary. 

 

Due to COVID-19 the requirement for the 2019/2020 Quality Account to be published in June 

2020 was extended to December 2020 and there was no requirement for an External Auditors 

Report. The 2019/2020 Quality Account was approved for publishing at the November 2020 

Quality of Care Committee. As there was no requirement for an External Auditors Report, the 

paper was not called for approval by the Audit & Risk Committee as would be the usual 

process.  

 

2.2 Performance Report 

The Chief Operating Officer presented the Performance Reports to the Committee, and these 

reports should be referred to for the details of the comprehensive performance updates and 

associated improvement work. During the year there was continuous focus on strengthening 

the pressured emergency pathway, performance against the 92% RTT standard, and cancer 

national standards. From September 2019 onwards the Performance Report was modified to 

include further emphasis on clinical quality and the paper order was amended with the 

performance report setting the scene and context for receipt of the information presented from 

the rest of the agenda.   

 

2.3 Serious Incidents (SI Report (Confidential) 

The confidential (closed) SI reports outlined the new SIs arising during the period, compliance 

with the Duty of Candour, immediate mitigations following an incident, and learning from SIs. 

Trends in SIs were reviewed and deep dives performed where indicated. A high level summary 

of claims and Coroners’ cases was also provided in these papers. 

 

2.4 Quality Report 

The Quality Report detailed progress against the Quality Priorities as set for 2019/2020. 

 

2.4.1 A key quality priority for the Trust has been to develop a safer medicines programme. 

The aim for 2019/20 was to reduce medication incidents with any harm to less than 132 in the 

year. The programme delivered sustained improvement and met the 2019/2020 target.  

 

2.4.2 The key quality priorities for Infection Prevention and Control (IPC) have been carried 

forward to 2020/2021. The 2019/2020 target was met for Clostridium Difficile infection. The 

target to reduce E.coli bacteraemia is a 25% reduction in cases by March 2021 and an overall 

50% reduction by March 2024. This target is set for the wider health economy as E.coli is not 

generally acquired in Hospital. The associated 2019/2020 target for this was met. The target 

to reduce MRSA & MSSA bacteraemias was not met. 

 

2.4.3 With regard to Surgical Site infections, the Trust made good progress working towards 

the improvements required and reporting baseline data across a number of surgical pathways, 
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and implemented a number of new measures to address this priority.  Further information can 

be seen in the Quality Reports. 

 

2.4.4 A Learning from Deaths summary is provided in addition to the quarterly Learning from 

Deaths report.  See section 4.0.  

 

2.4.5 The 2019/2020 Quality Report included the aim to have an overall rating of A or B in the 

Sentinel Stroke National Audit Programme, which was achieved.   

 

2.4.6 For details on Safety and Learning from errors, please refer to the annual SI report 

submitted to this Committee in November 2020. 

 

2.4.7 The 2019/2020 targets for reducing harms was reported as monthly targets rather than 

year to date and on occasions the monthly targets were not met. The harms monitored 

included pressure ulcers, falls and VTE. Reporting on these measures has been amended for 

2020/2021 to indicate year to date progress. 

 

2.4.8 The complaints and PALS measures saw significant improvements toward meeting the 

targets by the end on 2019/2020. See section 8.0. 

 

2.5 Divisional Reports 

Each of the 4 Clinical Divisions submitted regular exception reports covering key matters. 

Some common themes from the Divisional reports during 2019/20 included low appraisal 

rates, nursing vacancy rates, delays in completion of QSIAs1, the number of overdue Datix 

and observations being recorded on time. Overdue SIs and lack of Perfect Ward submissions 

started to feature in the latter half of 2019/2020. In the November 2019, the Domains in Clinical 

Practice Audit indicated that ‘Well Led’ in some clinical areas featured as a concern.  

 

Teams were considering different ways to optimise timely appraisals and manage overdue 

Datix, which was mostly attributed to being a time factor (section 12 refers to the inpatient 

Nursing Establishment Paper). Timely QSIA assessment was not operating effectively in some 

areas despite refresher training. Support workshops were implemented to help Divisions 

address QSIA completion.  

 

The Divisional Report template was amended for a harmonised core governance template 

and trialled by TASCC in September 2019. The Committee approved the template and its use 

was rolled out across all the Divisions in November 2019.  

 

Much of the ‘good work’ did not always feature highly in reports although individual successes 

were identified and celebrated at meetings. In January 2020, Divisions were requested to 

include achievements, progress and compliments in their reports as it was important to 

manage the balance between the improvement required and celebration of work achieved. 

Achievements and progress of work will be included in the 2020/2021 QoCC Annual Report.  

 

                                                           
1 QSIA: Quality and Safety Impact Assessments – assessing the impact of reconfiguration of services and cost 

improvement programmes to ensure that adverse effects on patient care will be avoided or mitigated.   
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3.0 CORPORATE QUALITY & REGULATION REPORT 

The Paper reports on the statutory and regulation requirements including progress against the 

actions on the Care Quality Commission Action Plan and on audits. Internal and external audit 

reports are issued to the Audit & Risk Committee, and the status of those action plans 

pertaining to QRMNM were reported by exception to QoCC in the Regulation Report.    

 

4.0 LEARNING FROM DEATHS  

The Committee received quarterly updates on mortality reviews. In 2019/2020, 86% of eligible 

deaths had an initial review and 80% of Structured Judgement Reviews (SJR) were 

completed. An additional 21 deaths from March 2020 received SJR as part of a random 

sample to provide extra assurance during the main COVID period. There were no deaths 

considered more likely than not due to problems in care. Learning from SJR’s is fed back via 

the divisional governance structure and after the success of the Learning from Death Trust-

wide events these are now linked with the Patient Safety Team and their similarly successful 

monthly SI learning events. Going forwards, with the new medical examiners and medical 

examiner officers in place, work will focus on improving the completion rate of the initial 

mortality screening forms.   

 

5.0 OTHER EXCEPTION REPORTS 

5.1 Risk Scrutiny Committee  

There were 2 Exception Reports provided to QoCC during 2019/2020.  

A new risk management structure for the Trust was presented to the May 2019 Audit & Risk 

Committee. The Risk Scrutiny Committee resumed in July 2020 with refreshed terms of 

reference that were approved alongside a new schedule of business. Key changes were as 

follows: 

 Meeting to be held bi-monthly 
 Chair of the meeting will be a member of the executive triumvirate team on a 

rotational basis 
 Quoracy includes at least one representative from each clinical division/corporate 

service. 
 Each division/corporate service will present their risk registers twice a year- 

allowing for a more structured ‘deep dive’ approach to the scrutiny of each risk 
register. 

The September 2020 meeting was the first of the new format, which allowed the presenting 

Divisions more time to discuss and share their registers.  

  

5.2 Safety and Quality Committee  

The Safety and Quality Committee was previously known as the Quality Governance 

Committee and was changed in November 2019 to have a greater focus on learning, and to 

avoid repetition of the work already overseen by the QoCC. 

 

There was 1 Exception report for Quality Governance Committee provided to the May 2019 

meeting, which reflected items notified to QoCC in the previous annual report and included 

non-Quorate CENARG attendance and the need to strengthen national audit improvement 

actions. Going forward the Safety & Quality Committee will provide a quarterly Exception 

Report to the QoCC. 
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6.0 ANNUAL CLAIMS REPORT 

The Annual Claims Report was presented in March 2019 for the calendar year January to 

December 2018. New clinical negligence claims received had fallen from 62 in 2017 to 54 in 

2018. Non-clinical claims had also reduced from 10 in 2016/17 to 5 in 2017/18. NHS 

Resolution premiums rose by around £3 million in 2018/19 partly due to national changes in 

discount rates for damages. The Trust settled or closed 54 clinical and 3 non-clinical claims. 

Four high value claims where damages were paid of £150,000 or above were concluded. Birth 

injury claims from shoulder dystocia feature in high value claims both reported and settled in 

2018. Good progress had been made with the GIRFT Surgical Specialities Litigation Report, 

which was reported to NHSI in 2019. In 2019 Datix Web for claims was implemented to 

improve management, reporting and learning from claims.  

 

7.0 NHS LONG-TERM PLAN 

In May 2019 an interactive session discussed review of the NHS Long-Term Plan, based on 

guidance from the 31 January 2019 Strategic Change Committee. A November 2019 paper 

set out the Committee’s review of the high level items pertaining to its quality of care strategic 

pillar, which would benefit from consideration when the Trust next refreshes its Strategy – key 

challenges were in 3 areas: workforce, infrastructure, and citizen readiness. 

 

8.0 PATIENT EXPERIENCE  

8.1 Patient Experience Annual Report 

The report was received in May 2019. PALS contacts received saw a 6.8% decrease in 

2019/20 compared to the previous year. In 2018/19 the service started routinely tracking 

performance against the internal service standard of closing cases within 5 working days and 

across the period averaged a performance of 83.8%, an improvement on the 70% seen in 

the previous year.  

 

Performance against the complaint response rate within the Trust standard of 95% was 

achieved in the latter 5 months of the period. Complaint volumes remained steady across the 

previous 2 years.  

 

The themes in PALS and complaints during 2019/20 predominantly related to 

‘communication’, ‘attitude’, ‘appointments’ and ‘access to services’.  This was consistent with 

the identified themes in 2018/19. Analysis found that the highest numbers of communication 

complaints were received by MES and TASCC at 38% and 32% respectively. The majority of 

these were around ‘lack of response’, ‘lack of information’, ‘expectation management. 

 

In February 2019 the Trust commenced a pilot project in Maternity to electronically capture 

real-time individual patient feedback for measuring achievement of the Trusts strategic 

outcomes, Friends and Family Test data, plus targeted feedback measures to guide service 

improvement. The Trust went on to monitor 3 different trials of patient feedback providers, 

which concluded at the end of September 2019. Pilots were formally evaluated in order to 

determine Viewpoint as the final provider.  

 

8.2 Volunteers’ Service Annual Report 

The Volunteers’ Service Annual Report was presented in May 2019. The service grew by 3.3% 

in 2018/19 and has gained particular recognition in 2 new areas in 2019/2020, the Staff 

Achievement Awards and the Runnymede and Spelthorne Volunteer Awards. The Trust 
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continued to participate in partnership with the Royal Holloway University, giving students an 

opportunity to volunteer at the Trust and Voluntary Support North Surrey, which supports the 

Trust with additional resource for maintaining its external grounds. 

 

8.3 National Patient Experience Surveys Annual Update 

In May 2019 the Committee received a National Patient Experience Surveys Annual Update. 

Two national surveys reported on this year were the 2017 National Inpatients Survey and the 

2018 National Maternity Survey. This survey reports on patients who were cared for in an 

acute Trust during July 20172 and was published in June 2018. The maximum possible score 

per question was 10 and the survey was split into 10 categories. This survey cannot be directly 

compared to the Trust’s 2016 Inpatient Survey owing to a combination of question changes 

and response category changes in the national methodology. In all categories the Trust scored 

‘about the same’ when compared to other Trusts. The data period for the CQC 2018 Maternity 

Services Survey3 was women who had live births during February 2018 and the survey report 

was released in January 2019. The survey has 3 parts: antenatal, labour and birth, and 

postnatal care. Overall performance was about the same as for other Trusts, and improvement 

plans in response to the findings were outlined in Paper 2019/43.3. 

 

9.0 SEVEN DAY SERVICES 

The NHSI 7DS Board Assurance Framework paper was submitted to Board in June 2019.  

The Trust was compliant with 2 out of 4 priority standards. Standard 6, access to Consultant-

directed interventions continued to be fully compliant. Standard 8, ongoing review by 

Consultant was above the 90% target with 93% performance (in line with 93% in March 2018). 

Access to diagnostic tests was non-compliant for scheduled inpatient ultrasound and MRI as 

service standards were not sufficiently close to 24 hour provision to meet the 7DS timescales. 

Standard 2, time to first Consultant review became non-compliant. Trust Board approved the 

improvement plan, which was submitted to NHSI/E.  

 

10.0 PRESENTATION ON ‘ASSURANCE ON GOVERNANCE’ 

An Assurance on Governance presentation was made at the July 2019 meeting, which 

focussed on information flows, in particular from Clinical Divisions, to the QoCC.  The aim of 

the presentation was to support assurance on the right clinical governance information 

reaching the QoCC to enable it to fulfil its role. The methodology applied was based on good 

governance practice, efficient use and collection of information, listening to people, and a 

learning/growth perspective as to where this Committee was and how further information could 

support it going forward. The Committee confirmed that overall information was good, with the 

potential to be very high quality following implementation of the improvement actions proposed 

in the paper. The Committee supported a harmonised core governance template, which 

incorporated the key findings of the governance assurance presentation. As discussed in 

section 2.5, the template was successfully rolled out.  

 

                                                           
2 https://www.cqc.org.uk/provider/RTK/survey/3 

3 https://www.cqc.org.uk/publications/surveys/maternity-services-survey-2018; 

http://nhssurveys.org/surveys/1407., https://www.cqc.org.uk/publications/surveys/surveys 

https://www.cqc.org.uk/publications/surveys/maternity-services-survey-2018
http://nhssurveys.org/surveys/1407
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11.0 DIRECTOR FOR INFECTION PREVENTION AND CONTROL (DIPC) ANNUAL 

REPORT 

The DIPC Annual Report was presented in July 2019. As identified above there had been 

significant changes to the Antimicrobial Stewardship (AMS) Team. A newly appointed 

Consultant Microbiologist for Antimicrobials and a Antimicrobial Pharmacist joined the Trust. 

The AMS program was refreshed with changes in the Trust’s AMS priorities to focus on safety 

and quality, with around 14 guidelines and policies under revision. A significant reduction in 

total antimicrobial use has been achieved and the Trust is now more in line with other district 

general hospitals. Staff influenza vaccine for 2018 reached the target of 75% for the first time 

in winter 2018. There were no Trust apportioned MRSA bloodstream infections in 2018/19. 

The Trust achieved the limit of 16 C.difficile cases. 

 

12.0 REVIEW OF ADULT WARD NURSING ESTABLISHMENTS 

The paper was presented fully at the People Committee prior to submission to Board. The six-

monthly Review of Adult Ward Nursing Establishments was received by the QoCC in July 

2019. Analysis was based on the March-April 2019 Acuity and Dependency Audit4. All NHS 

Trusts are required to complete a twice yearly nursing establishment review to comply with 

requirements of NHS England / Improvement (NHSE/I), the National Quality Board (NQB), 

and the Care Quality Commission (CQC).   

 

The nursing capacity plan, based on ward staffing templates, had an out-turn for full-year (FY) 

18/19 of 753.65 whole-time equivalents (WTE) versus a plan of 736.48. This was 133.76 WTE 

higher than the current establishment of 601.7 WTE, which was covered using costly 

temporary staffing. A re-profiling of the nursing skill-mix, including the new role of registered 

Band 4 Nursing Associate (NA), increased the baseline WTE by 3.22 posts, totalling 595.01. 

This change in the establishment structure provided 31 NA posts, which could be recruited to 

once the next cohorts of nursing associate apprentices (NAA) qualified, in December 2020. In 

the meantime it was proposed to use the vacant Band 4 slots to fund overseas adaptation 

nurses whilst they were completing requirements to become NMC registered nurses. This 

released Band 3 HCA posts for recruitment to full establishment and gave a strong pipeline 

for NAA. 

 

13.0 SAFEGUARDING AND MENTAL HEALTH ANNUAL REPORT (CONFIDENTIAL) 

In July 2019 the Safeguarding and Mental Health Service Annual Report was received. The 

Safeguarding Committee remains the main interface between the Trust and external agencies 

on both reporting and assurance. Partnership working is maintained with external agencies 

including the CCG, local authority, Safeguarding Boards and sub-committees. The confidential 

July 2019 Safeguarding Annual Report reviewed activity, achievements, and challenges for 

the period 2018/19. 

 

14.0 MATERNITY  

14.1 National Maternity & Perinatal Audit (NMPA) 

                                                           
4 Using the Safer Care Staffing Tool (SCST) endorsed by NHSE/I.  The audit included acute adult wards at ASPH, 

including the Bradley Unit at Woking Hospital.  Critical Care and Maternity Units are not part of the review. 
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In July 2019 the Trust provided an update to the National NMPA Project Board on ongoing 

improvement actions for post-partum haemorrhage (PPH). These included introducing PPH 

rates within live data within Theme of the Week, introducing early use of Tranexamic Acid in 

particular situations, re-auditing practice in January 2020, and exploring implementing the 

Obstetric Bleeding Strategy for Wales that saw a significant reduction in PPH rates. 

 

14.2 CNST Maternity Safety Standards 

The QoCC receives assurance on national CNST5 Maternity Safety Standards. The safety 

improvement scheme also supports a reduction in the clinical negligence scheme insurance 

premium for Trusts which demonstrate achievement of 10 nationally set safety improvement 

actions. In 2019, the Trust achieved all of the scheme’s maternity safety action requirements. 

 

14.3 Maternity Action Plan (Closed Paper) / Update Report 

A Maternity Learning and improvement action plan resulting from a Stillbirth investigation was 

being monitored for progress and improvement at the Quality of Care Committee. The action 

plan was updated to reflect the progress made and submitted to the September 2019 meeting. 

At this time Maternity Services had completed many of the actions with case note reviews due 

to be completed by the end of September 2019, to assure the embedding of the learning.  

 

In January 2020 the Division submitted a Maternity Update paper, to provide an overview of 

the current status within Maternity Services and to update on progress with improvements that 

had taken place throughout 2019. The paper also identified areas for further development. 

 

14.4 Her Majesty’s Prison Bronzefield  

The Committee was asked to note and receive this report on the clinical outcomes of women 

who had been cared for by the maternity case loading team, during the antenatal, intrapartum 

and/or post-partum period. Following the Trust Board in July 2019, the Women’s Health and 

Paediatrics Division were asked to provide assurance on the quality of care provided, including 

clinical outcomes of mothers and babies treated and cared for from Her Majesty’s Prison 

(HMP) Bronzefield. The report provided data, process and outcomes covering the period from 

01 April 2018 to 31 March 2019. The report concluded that further work was needed to develop 

both the capacity of the Willow Team Midwives to improve continuity of carer in labour and to 

protect work life balance. Key quality data indicators were identified and regular data collection 

was in progress. The data was for annual analysis due to the small numbers.  

 

 

15.0 THE MEDICINES OPTIMISATION ANNUAL REPORT 

The Medicines Optimisation 2018/19 Annual Report was presented in November 2019. The 

key achievements and key areas for improvement were identified in the report. Examples 

included: 

Key Achievements 

 A 59% reduction of incidents resulting in moderate or severe patient harm compared 

to previous year 

                                                           
5 Clinical Negligence Scheme for Trusts (CNST) – run by NHS Resolution (NHSR). 
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 The 2018/19 Medicines Safety strategy improvement initiatives were shortlisted for two  

Health Service Journal patient safety awards and accepted for presentation at the 

National Medicines Safety Officer Conference 

 Expanded training opportunities delivering enhanced roles, such as introduction of a 

pharmacist independent prescriber in Rheumatology and the introduction of an 

advanced pharmacy technician role in the Emergency Department 

 Participation in the NHS Integrating Pharmacy and Medicines Optimisation 

Programme. Pharmacy within the Surrey ICS was one of seven national pilot sites 

supported for implementation.  

 Improvements in pharmacy dispensary turnarounds for discharge medications [34% 

reduction in average time spent per prescription and 78% improvement in prescriptions 

completed under target timeframe compared to previous year] 

 Installation of Trust wide automated remote temperature monitoring systems  

 

Key areas for improvement:  

 Compliance to antimicrobial stewardship standards required improvement and 

reflected some of the challenges faced in the year. This included retirement of the 

Consultant microbiologist and departure of the antimicrobial pharmacist. The posts had 

been recruited into at the time of reporting. 

 

16.0 CLINICAL EFFECTIVENESS AND NATIONAL AUDIT REVIEW GROUP (CENARG) 

ANNUAL REPORT 

A summary of the key developments and achievements in relation to the Clinical Effectiveness 

and National Audit Review Group was provided. During 2018/19 the Trust participated in 96% 

of Quality Account eligible national clinical audits and 100% of national confidential enquiries. 

The report noted that 5 meetings were held and not all were quorate.  Patient representation 

was an outstanding action following retirement of the previous representative, which has since 

been resolved. 

 

17.0 NATIONAL CARDIAC ARREST AUDIT (NCAA) 

In November 2019 the Committee was due to receive a presentation on the Trust Cardiac 

Arrest Outcomes following the audit results. Due to unforeseen circumstances only the 

ReSPECT element of the presentation was brought to the Committee. 

 

The background to the ReSPECT process was explained to be a culture shift rather than a 

form that was to be completed. It was highlighted that it promoted shared decision making by 

supporting conversations with patients and their families whilst recording appropriate care 

rather than detailing what would not be done, as the previous DNAR form did.   

 

Metrics for measuring successful introduction of the process included a reduction in cardiac 

arrests, appropriate patients being appropriately resuscitated successfully and a reduction in 

priority calls and outreach referrals.  

Areas requiring improvement included: 

 Senior clinicians signing the form   

 Improved communication with the community  

 Review of forms prior to discharge due to the differences in the language used in the 

acute setting and the understanding of this in the community setting  
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 Provision of training in the community was highlighted as a national challenge. 

 

Audit results on implementation of the ReSPECT form found that a variety of Trust staff were 

aware of the form however very few underwent the training, completion of the form required 

improvement and Trust policy did not support greater involvement of senior nurses. Results 

of how patients and families felt about the ReSPECT process were still under review. 

 

18.0 HEALTHCARE AT HOME  

This was a governance paper submitted by the Healthcare at Home Service who were 

providing an Out Patient Anti-microbial Therapy (OPAT) service to patients suitable for 

antibiotic therapy within their own home. The service supported admission avoidance, timely 

discharge and reduction in length of stay (LOS); whilst improving patient experience and 

delivering quality care closer to home. The contract for this service was not renewed and was 

brought into the Trust. 

 

19.0 DEEP DIVE INTO READMISSION NUMBERS  

The purpose of this paper was to provide an overview of 28 day non-elective (‘emergency’) 

readmissions in particular, in response to a Committee request to determine whether this 

dataset should routinely be reported to the Committee. The key findings were that the Trust 

performs more favourably than 139 peers benchmarked nationally using HES data. The paper 

concluded that the majority of emergency patient readmissions were for a different condition 

than the original presentation. Readmissions for the same condition were rising, but remained 

within common cause variation.   

 

SUMMARY 

The Board can be assured that it has been appropriately sighted to the key strengths and 

development areas in the Committee’s areas of responsibility and that improvement actions 

are continuing. QoCC receives appropriate data and information to fulfil its role and has a 

robust work plan. 
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