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QUALITY OF CARE COMMITTEE (QCC) MINUTES 

24th November 2022 
12:00 – 15:00 

CHAIR: Jane Dale (JD) Non-Executive Director 

MEMBERS Dami Adedayo (DA) Non-Executive Director 

Soma Champaneri (SC) Associate Non-Executive Director 

David Fluck (DF) Medical Director 

Christopher Ketley (CK) Non-Executive Director 

Andrea Lewis (AL) Chief Nurse 

Olatokunbo Ogunbanjo(OO) Chief Pharmacist 

Julianne Smith (JS) Chief Executive 

Jacqui Rees (JRe) Associate Director of Quality 

James Thomas (JAT) Chief Operating Officer 

IN 
ATTENDANCE:

Harriet Barker (HB) Interim Divisional Clinical Professional Lead for 
Diagnostics, Therapeutics and Cancer Services 
(DTC) 

Ellen Bull (EB) Deputy Chief Nurse 

Emma Bradley (EBr) Deputy Head of Midwifery 

Abigail Coggins (AC) Governance & Risk Manager 

Sam Edwards (SE) Speciality Lead, Divisional Director, Women’s 
Health & Paediatrics (WHP) 

Lilley Evans (LE) Governor 

Jo Finch (JF) Head of Quality & Regulation 

Gemma Puckett (GP) Head of Midwifery 

Shirley Holmes (SH) Governor 

Yvonne Jones (YJ) Head of Clinical Effectiveness 

Joyce Laurel (LJ) Quality Governance Facilitator (Observer) 

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

Deborah Nicholson (DN) Interim Quality Lead at NHS Surrey Heartlands  

Herzol Rinon (HR) Interim Quality Lead (West) Surrey Heartlands 

Rebecca Rutah (RR) Corporate Quality Manager (administrator) 

Jaime Squire-Dean (JSD)  Divisional Chief Nurse, Urgent and Emergency 
Care (UEC) 

Amit Vats (AV) Chief of Patient Safety 

Cordelia Wiltshire (CW) Nurse UEC 

APOLOGIES: 

ITEM

83 / 2022 Apologies 

None received. No conflict of interests declared. 

84 / 2022 Minutes of the last meeting

Arun Thiyagarajan’s title would be recorded as Non- Executive Director. 

The Minutes were approved as a true record. 
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85/ 2022 Action Log

56/2022: The Sentinel Stroke National Audit Programme (SSNAP) Stroke data to 

be included in the performance report going forward. Action completed and 

closed. 

59/2022: To provide possible targets for Hospital Acquired COVID for the 

Committee to decide upon at the next meeting. A proposal to replace this with 

reducing hospital outbreaks by 25%, was presented and accepted. Action 

completed and closed. 

59/2022: To provide some targets around SSC related/emerging risks. Action 

completed and closed. 

61/2022: To include feedback from the Ockenden regional visit, in the next 

Maternity and Neonatal Report. Action completed and closed.

60/2022: To ensure ambulance delays and SSC impact on flow, were included in 

the next report. Action completed and closed.

72/2022: Review if some of the QCC BAF risk Key Performance Indicators (KPIs) 

could be combined to reduce the number of KPIs and formulate more overarching 

KPIs. Work was completed, the next step was to meet with the various Leads to 

agree the proposals. Action remained open. 

86 / 2022 BAF - AL presented the report 

The proposal was for all Quality-of-Care Committee (QCC) Board Assurance 

Framework (BAF) risks to be maintained at their current levels.  

A change to the risk description for risk 1.1 was proposed and accepted.  

The Committee noted variability in the assurance and variance icons in the quality 

priority metrics and raised a concern of not reliably meeting or sustaining many 

of the quality targets. There was an improving picture with some metrics since 

the previous reporting period and with mitigating actions in place, further 

stabilisation was expected in January 2023.  

There was a discussion on whether the BAF adequately reflected the maternity 

risks and if a specific maternity KPI should be considered.  

87 / 2022 Performance Report (Quality Safety & Risk) - JAT presented the report. 

There had been work on the elective care data with Surrey Safe Care (SSC) and 

ensuring the data was cleansed for any part of elective activity. The quality of 

data for waits reflected some inaccuracies. Pathways being tracked had 

increased from 30,000 to 55,000, however this includes some data inaccuracies. 

The ‘Waiting Well’ work was to be improved, previously there was not an issue 

as the Trust benefitted from short waits. The work included ensuring waiting lists 

were being validated administratively and clinically to keep patients safe whilst 

they were waiting. The key was to identify patients who may be vulnerable to 

prolonged waiting times and make sure they were clinically safe with involvement 

of clinicians and triage systems. Patients were being encouraged to contact the 

specialities if they had experienced any deterioration, but a proactive approach 

to identify patients was also being implemented. There was a suggestion that GP 

colleagues were included in the Waiting Well work. 



5 

In Urgent & Emergency Care (UEC), the reduction in ED performance overall was 

noted, however the main effort work continued and there were several 

workstreams to deliver further improvements. ED performance was for further 

discussion by the Division as part of their report to the Committee. The ambition 

was to achieve 75% for Type 1 (ED and UTC) performance by March 2023, but 

the risk to this was winter and unpredictable demand or surges.   

The Stroke metrics required work to meet the standards and concerns were 

expressed with the data presented. A weekly Divisional meeting had been 

implemented with the new clinical lead to identify actions from the data. Work 

required to cleanse the data and develop a deeper understanding was 

acknowledged. General and Specialist Medicine (GSM) were to provide an 

update at the next meeting. 

In Diagnostics, Endoscopy performance was demonstrating an improving trend 

in the backlog and overall waiting lists, however recovery of the overall position 

was unlikely to be achieved before August 2023, due to the removal of one of the 

modular units. The surveillance backlog was also being reduced, but recovery for 

this was not expected before March 2026. A business case for expansion of 

Endoscopy was in progress. The Committee sought assurance on the waiting 

lists and times and information was shared about the different pathways being 

tracked regardless of the length of wait, this included follow ups. 

There were improvements in Dermatology and the Colorectal Team had recruited 

two ‘Straight to Test’ Nurses, which contributed to the 10% improvement in 

cancer Two-Week Rule (TWR) performance. The risk to be considered in 

Dermatology was elongated waits and this was on the Divisions risk register. 

Cancer performance would continue to be challenged as there had been an 

increase in referrals seen with demand exceeding capacity, following several 

high-profile cases. 

It was acknowledged that the work in the Trust had contributed to good 

Emergency Department (ED) performance compared to peers, demonstrating 

that the work being completed in the Trust was having an impact.  

Action: GSM to discuss their stroke data at the next meeting. 

The report was received for assurance.

88 / 2022 SIRI Report (closed) - JRe presented the report. 

The report was taken as read. The key points for the reporting period were that 

of the 1208 patient safety incidents reported 94.4% were categorised as low or 

no harm. There were nine new serious incidents (SI) reported in the period.  

There were two community maternal deaths and the information known at the 

time of reporting was shared with the Committee. There were no SIs reported 

linked to complaints.

The death of a child in November 2022 was discussed and assurance around the 

support being provided to the family was shared.  

A primary school in Surrey had been affected by a Strep A outbreak and 

prophylactic antibiotics had been provided to children at the school. The Health 

Security Agency were fully aware, and assurance was provided to the Committee 

that discussions had included primary care and the Health Security Agency.  

Duty Of Candour (DOC) was in the high 80% margin, but the target remained 

100%. Any outstanding DOC were escalated to the Divisions through the Safety 

and Quality Committee, Datix and the Rapid Review Process.  

There was a sustained downward trend in overdue Datix incidents reported.  
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The Trust had two open National Patient Safety Alerts with one alert opened and 

closed in the reporting period, all required actions were completed. 

There were two coroner inquests and six pre inquest review hearings (PIRHs) 

held in the reporting period. For both inquests the coroner gave conclusions of 

natural causes. 

The report was approved. 

89 / 2022 Quality Report - AL presented the report 

The key points for this report included improving metrics in complaints 

performance since September 2022. An example of recent work to improve 

discharge was shared. 

Viewpoint Friends and Family Test feedback was 4% with text messaging 

disruptions being a factor. An improvement programme was in place. The 

excellent work in paediatrics on their ‘Tops and Pants’ initiative was highlighted 

as an exemplar piece of work. Children and young people provided feedback on 

their care by writing on either a top, if it was a positive point, or pants if it was a 

point to improve, and hung on a washing line. 

An active programme was in place around the healing arts work. 

In Infection Prevention and Control (IPC), COVID-19 hospital acquired infection 

numbers had improved. There was one case of MRSA infection in the period, 

which was considered unavoidable. 

A Carbapenamase Producing Enterobacteroaceae (CPE) outbreak of four cases 

in the Intensive Care Unit had occurred and work to address the outbreak was 

shared. The index case was from an overseas admission.  

In Harm Free Care an improvement was seen in pressure ulcers, due to the work 

undertaken following the deteriorating metrics previously reported at the 

September 2022 Quality of care Committee. The work was commended as there 

had been a concern for some time around the pressure ulcer data. 

Repeated falls remained a concern with focused work in progress.  

There was an improving picture in MUST assessments, fluid balance and 

catheter care. 

The Seven Day Service Standards had seen improvements in standard 2. 

Standard 8 required further work around documentation of compliance. The Risk 

Adjusted Mortality Index (RAMI) score had reconverged with peers.  

There was a discussion that missing quality targets was indicative of the 

circumstances staff had been working in, and a refocus on the quality priorities 

and improvement was highlighted. 

The latest Surgical Site Infection data confirmed no deep infections and was 

applauded.  

Antimicrobial stewardship was discussed, and the Committee raised the issue of 

antibiotic reviews at 72hours. There was electronic prescribing in place on SSC 

and the work to address 72hr reviews would sit within the system. 

Sepsis performance at the Trust was above trajectory, however given the strep 

A concerns, assurance was provided that any learning would be widely shared. 

The report was approved.

90 / 2022 Learning from Mortality Reviews Quarterly Report - AV presented the report.

The data covered April to June 2022. There were 347 adult inpatient deaths 

including those in the ED. There was one paediatric and two neonatal deaths 

and one paediatric death in ED. These were within the scope for completing 

a Structured Judgement Review (SJR).  
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The Trust RAMI had always been high compared to peers, however the 

Summary Hospital-level Mortality Indicator (SHMI) data showed that the death 

rate was lower than what had been expected. The RAMI increased with the 

opening of Willow Palliative/Willow Discharge Ward and work to further 

understand the data was in progress.  

There were 30 COVID-19 related deaths. 

Four deaths of patients with a learning disability were prioritised for SJR, none 

identified poor care. 

The backlog of SJRs was discussed and the recovery plan was shared 

The report was approved.

91 / 2022 Urgent and Emergency Care Report - JSD presented the report. 

Highlights of the report were presented, and performance was a thread 

throughout.  

Governance processes had improved, and performance data was being 

triangulated with safety and quality across the whole of the Division. This included 

daily incident and performance reviews, weekly operational and quality meetings, 

shared learning forums, and improved staff engagement.  

The reduction in ED performance was multifactorial and included SSC, staffing 

and skill mix, ownership, leadership and mindset throughout the MDT, 

overcrowding in the department, surges in admissions, flow through the hospital, 

and collaborative working both within and outside of the Division. ED performance 

was on the Divisional Risk Register in relation to the impact on care. 

Compliance with bare below the elbows remained an issue both within the 

Division and with visitors to the Division. A check and challenge process had 

improved compliance within nursing and therapies, however work with medical 

colleagues was needed. 

Pressure ulcer care was impacted by performance as some skin checks could 

not be completed on patients in the corridors. A change in process to enable skin 

checks had been implemented, and improvement had been seen, however 

increased use of pressure prevention mattresses and turning was work in 

progress. CAU had achieved 10 months without category 3 and above pressure 

ulcers and whilst ED had not been associated with any, the UEC Leadership 

Team suggested that long waits were likely to have contributed to some. 

ED resuscitation trolley checks had previously been reported as low and checks 

had significantly improved.  Further work was needed, but the improvement was 

celebrated. 

There was a link between serious incidents (SI) and long waits and the UEC 

Team were concerned about this, and the length of time investigations were 

taking. Improvement was expected with the work being implemented and the 

improved team engagement. A governance facilitator was supporting the work.  

There had been a serious incident (SI) involving a patient moved to the viewing 

room for isolation reasons and subsequently had a cardiac arrest. The 

expectation going forward was that the room would not be used, even for isolation 

reasons. 

The Divisional Datix process had further improved. The team had full ownership 

and the nurses were commended by the UEC Leadership Team. There was a 

reduction in open and overdue Datix’s due to the new process implemented. The 

Division were proud of the team for their work. 



8 

There was a correlation between SSC and the increase in medication safety 

errors, including prescribing and administration. Work to improve this was 

included in the Divisions report. There had also been an issue with wrist bands 

being produced for every decision to admit (DTA) recorded on SSC, 

overwhelming the system and the machine breaking. The issue had been 

addressed and resolved prior to the meeting. For assurance an action plan was 

in place. 

Patient Experience, feedback responses had increased but more work was 

required to gain even more feedback and share the learning. There was also work 

to refine the Division’s complaint processes. Staff engagement included 

Registrars and Senior Nurses attending rapid reviews and Registrars were now 

writing SI investigation reports.  

Staff knowledge of their data had significantly improved. The staff all had visibility 

of the Quality Board and Ambulatory Care Unit had set the standard for ownership 

of their data.   

Mandatory training focus was on safeguarding, and local data did not match that 

centrally. The disparity between data would be discussed at the People 

Committee. 

Quality Improvement initiatives were the Rapid Assessment Triage (RAT) in 

majors, and to be successful required full staffing and space, but when these 

were in place it ensured full wrap around care for patients. ED Navigator Nurses 

were supporting the re-direction of attendees to the correct service, such as the 

Urgent Care Centre or Ambulatory Care Unit.  

There was a focus on 60 min Ambulance handover delays which had been 

reduced. The next stage would be to focus on under 30 minutes.  

The leadership of the Divisional Chief Nurse was highly commended and JSD 

was thanked for her work.  

The Committee identified that although 4-hour performance had reduced, when 

compared with peers the Trust was doing well, and compared with the Southeast 

Region the Trust was the second highest performing acute Trust for 4-hour 

delays.  It was also in the top performing centile for ambulance delays. 

The Committee raised the inadequate drug storage identified in the Division’s 

report. The plan was to move to a larger area, however the timeline for the 

required works was not known. 

Information was sought on the streamlining of pathways. The assurance was an 

emphasis on working together to align practices through collective leadership 

within the Division. In addition, there was assurance given on the work to address 

clinical harms and performance against national standards, which was being 

addressed through the main effort work.  

The report was received for assurance. 

92 / 2022 Maternity and Neonatal Report - GP presented the report. 

Midwifery workforce vacancies had reduced due to international recruitment but 

remained challenging. The benefit would not be seen until inductions and 

competencies were completed. There was better student midwife retention and 

work was underway on automatic job offers, without the need to interview 

midwives trained at the Trust. There were issues around international midwives 

passing the English test and the Trust were paying for one retest. The Division 

identified the need to grow their own workforce. 
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Daily medical staffing levels were impacted by some medical staff on restricted 

practices, due to occupational health reasons.  

Administrative workforce vacancies were creating challenges.  

The administrative burden of using both SSC and Badgernet was identified.  

There had not been an increase in moderate and severe harms, although there 

had been some challenging cases, including two community maternal deaths and 

one neonatal baby death. The support provided to the families was emphasised.

The Clinical Negligence Scheme for Trusts (CNST) submission was due in 

February 2023, and compliance evidence was with the Local Maternity and 

Neonatal System (LMNS for scrutiny).  

There were concerns from the Quartet over how the workforce establishment had 

been recorded in the Birthrate Plus Report. Ockenden and CNST would expect 

the Trust to benchmark against Birth Rate Plus and there was a plan to meet with 

the LMNS about system funding. 

Preserving one to one care was not 100% compliant in Labour Ward, however 

there was a plan in place. Assurance was provided on training but was reliant on 

staff attendance at the December training day. 

The concerns highlighted by the Division in the three maternity reports were 

shared by the Committee, and some discussion, such as recruitment, would be 

taken to the People Committee.  

The report was approved.

93 / 2022 Kirkup Report - GP presented the report. 

The report was taken as read. 

The Division identified the need for space to understand and benchmark the Trust 

position following the report. 

The Division needed support understanding what data and assurance was 

required at Board level for identifying evidence of safety outcomes and if the 

correct measures were in place for signalling an issue. 

The Division were overwhelmed by the reporting requirements and the added 

value in the volume of reporting was questioned by the Division, as it was 

potentially impacting service delivery. Completion of the Divisional Strategy work 

was challenging, due to the workload and was an example of the reporting 

requirements impacting on achievement of the required work. 

The risk of CNST non-compliance was financial, as the money would be 

important for reinvestment to improve maternity safety. 

Action plans were in place to fill vacancies and some administrative support from 

the Executive Personal Assistants was being provided.  

The report was approved.

94 / 2022 MBRRACE Report - SE presented the report.

The Morbidity and Mortality data did not concur with the MBRACE report, which 

was a retrospective report of 2020 deaths. As a level 3 NICU there would be 

expected deaths per year.  

The Division had raised concerns with the author about multi-site Trusts being 

included in the data and other Trusts had raised similar concerns. The inclusion 

of the data also meant that benchmarking with similar units was not possible. 

Discussion was held on the Trust being a negative outlier for neonatal deaths and 

stillbirths and how the Trust sits alongside other peers.  
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The report highlighted a higher preterm birth rate, 1.2% higher than the national 

standard. The Division highlighted the number of very small babies delivered 

within our population contributing to the data. 

The Division were undergoing further data reviews and discussion within the team 

to understand how the author and analyst came to their conclusions.  A review of 

2020 PMRT reports would also be undertaken for cases the Trust graded as C 

or below to ensure actions had been completed. 

It was agreed further discussions were required following the release of the 

report. 

Obstetric daily cover of Labour Ward was under review to ensure this was 

adequate.  

The report was approved.

95 / 2022 BDO Report Learning from Deaths Action Plan - AV presented the report. 

The key challenge identified was the SJR backlog. The plans included a business 

case, submitted by the previous Chief of Patient Safety. The new Mortality 

Improvement Lead was building capacity to complete SJRs, and more reviewers 

had been trained. Going forward identified SJRs would be completed in the month 

to avoid increasing the backlog, however the backlog would take longer to clear.  

A process for prioritising reviews was also in place. 

Performance with Adult Mortality Review Form (MRF) completion remained low 

and had been impacted further by the introduction of SSC.  

A new process was being implemented and included a death debrief for patients 

that had died in the previous 24 hours, ensuring staff were supported, any 

learning was identified, and a clinician would be allocated for completion of the 

MRF. The plan was for MRF completion to be mandatory on SSC, but there was 

no timeframe for when it would be available. 

The energy in improving the Learning from Death work was applauded. 

Assurance was requested for deaths from the learning disability and mental 

health cohort and capturing inequalities.  Work was shared about the triangulation 

of deaths with the Medical Examiner Office, through the SJR process and the 

MRF and the Trust were looking at health inequalities over the past five years 

inclusive of demographics and waiting lists. 

The report was approved. 

96/2022 Health and Safety Biannual Report –

The good work in relation to fire improvements was noted. 

The Committee raised concerns about the increased violence and aggression 

particularly from mental health patients. Assurance was sought about whether 

the Trust were anticipating behaviours based on possible triggers, what training 

and support staff were being given, and how to identify challenging behaviour 

earlier. A response from the author was to be circulated outside of the Committee 

and the report was not approved for submission to Trust Board until this was 

completed. 

97/2022 Annual National Cardiac Arrest Audit Report

Deferred to the next meeting 

98/2022 Governance Transformation - SM presented the report

The need to embark on a wider Governance Transformation project was 

discussed and was based on the Trust well-led review received in April 2022. The 

ambition was delivering a more streamlined and effective Committee Structure. 
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There would be time for more triangulation in between Sub-Board meetings and 

it would improve the involvement of senior clinicians in decision making. 

The limitations within the Deloitte review were around methodology. The benefits 

and the scope of the project were highlighted in the report and the phases that 

would be followed were fluid.   

The Committee were reminded of both the progress made to date since the well-

led review, and how progress would be monitored. 

The ambition was for an integrated Quality and Performance Report, which would 

be integral to a streamlined Trust Board agenda. 

As part of the Trust well led report there was a recommendation to undertake a 

review of the terms of reference on what needed to go to Board, how the 

Committee functions and what could be a delegated authority to Sub Committees.

The report was received.  

99/2022 Corporate Quality and Regulation Report - JF presented the report

Learning Disability and Autism training requirements were released on 1st

November 2022, by NHS England. The Trust was implementing Tier 1 e-Learning 

training, but Tier 2 training was more challenging as it required a full day of face-

to-face Training. 

The People First Report was a resource tool to support good practice within UEC 

and across the Integrated Care System. The report detailed views of current 

system leaders on the pressures and challenges the sector faced and included 

actionable key suggestions as well as good practice examples. 

The CQC State of Care report was issued in October 2022, and highlighted key 

themes affecting care delivery, predominately a gridlocked system of health and 

social care.  

The CQC released how they intended to rate services, in line with the new single 

assessment framework; a worked example was demonstrated in the appendix. 

Under the new format, it would be possible to identify if quality was moving up or 

down within a rating and there would be visibility of how close to another rating a 

service was.

The Trust action plan following the CQC inspection in November 2021, detailed 

progress with the outstanding MUST and SHOULD actions. The Theatre and 

Recovery works were expected to be completed by 4th December 2022, and 

several of the SHOULD actions had been completed. 

The Committee were assured of the work in place to support Maternity, which 

included the Women’s Health and Paediatric Division having regular CQC 

Oversight meetings. 

The report was received.

BAF Review

The Committee agreed with the recommendation to maintain the Quality-of-Care 

Committee BAF risks, with 1.1 at 20, and risks 1.1a and 1.2 were both 16. It was 

agreed that the BAF needed to better reflect the maternity risks and for the KPI’s 

to include maternity. 

Action: To review the maternity narrative in the BAF and for maternity metrics to 

be included in the KPIs. 

Any other Business

None was raised 

Date of next meeting: 26th January 2023 


