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STRATEGIC OBJECTIVE(S):

Best outcomes √  
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teams

√  
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EXECUTIVE SUMMARY

This report identifies the key achievements of Quality Performance Committee
for the period April 2016 to March 2017, they are as follows:

 Risk reviews and improved governance of the Trust Risk Register with
processes for adding risks simplified

 Improvement work on Divisional reporting and integration of Divisional
Directors into required committee attendees

 Overview and scrutiny of mortality reviews with emphasis on achieving
compliance with on time reporting

 Scrutiny and recommended changes to Best Outcome reporting in the
form of the QEWS document

 Scrutiny and clarity of interface in relation to the Trusts patient feedback
mechanisms

The report also indicates the key areas of work for the forthcoming twelve
month period from April 2016 – March 2017 including the business cycle for
this time period.
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Quality and safety Y

Patient impact Y

Employee

Other stakeholder Not sought

Equality & diversity All of our services give consideration to equality of access, taking into
consideration disability and age and all matters are dealt with in a fair and
equitable way regardless of the ethnicity or religion of patients.

Finance Not applicable

Legal None Identified

Link to Board Assurance
Framework Principle
Risk

The report provides the Board with assurance that QPC is discharging its
duties under the ToR.

AUTHOR NAME/ROLE Russell Wernham, Deputy Chief Nurse/Associate Director of Quality -

PRESENTED BY
DIRECTOR
NAME/ROLE

Hilary McCallion, Non–Executive Director and Chair of Committee

DATE 21 April 2017

BOARD ACTION For Noting
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ANNUAL REPORT OF THE QUALITY PERFORMANCE COMMITTEE
April 2016 – March 2017

1. Meetings

Dates of meetings held are detailed on the business cycle for 2016/17 in appendix 1 on
page 10.

2. Membership and Attendance

The membership and number of attendances during the period April 2015 to March
2016 can be seen in detail at Appendix one, page 10.

3. Terms of Reference and Membership

The committee held meetings monthly with the exception of August as per the
recommendation from the 2nd Stage review of its Quality Governance processes carried
out in November 2012.

In January 2017 the Chair informed the committee that there will be a review of the
terms of reference (ToR) to the committee. Once these are reviewed the ToR will be
circulated for comment, before being submitted for approval.

The business cycle for 2016– 17 laying out the set dates for reviews can be found at
Appendix two, page 13.

4. Control of Risk

Risk register

The Committee has reviewed the risk register on a quarterly basis and received a risk
report to assist the review of the risk process.

The graphs in Appendix 3, page 14 detail the activity in the risk registers from April
2016 – March 2017. Over this period there have been several reviews of the risk
register and discussion on how this data is reported to Board for assurance. The current
process of Risk Scrutiny Committee and QPC remains until further ratification of any
new processes. The attendance of the Divisional Directors at QPC, having been tabled
to provide assurance feedback on specific areas of quality and risk, now needs review
and this is underway led by the committee chair.



4

5. Risk Culture and Registers

There have robust reviews of risk culture using thematic reviews, the committee also
requested deep dives into certain areas of highlighted risk to review how changes in
practice have been actioned. These have included Swan Ward and Maternity Services.

6. Serious Incidents Requiring Investigations (SIRIs)

QPC has requested and received assurance of the process for managing serious
incidents requiring investigations (SIRIs). A comprehensive report is reviewed at each
meeting and attention is given to adequate action planning and assurance that actions
are in place and effective through monitoring. Actions are monitored by the division, via
Datix Web and QPC has agreed that closure of incidents will be authorised when there
has been a test of effectiveness carried out for each case presented for consideration to
the committee.
Further processes to address a number of outstanding actions from SIRIs for the 2016 -
2017 period have commenced and it is expected the number will reduce during 2017-
18.

There were 110 SIRIs reported for April 2016 to March 2017. 9 were de-escalated
during this period. 56 were closed by the Clinical Commissioning Group (CCG) and 10
were closed by QPC. The remaining SIRIs are still subject to the SIRI process.

QPC has paid particular attention to in key themes emerging from the SIRI reports and
a number of Trust wide improvement projects are underway to address; ‘loss to follow
up’ from clinical pathways across a number of specialities via clinic disposal codes and
‘loss to follow up’ originating from failure to review the outcome of investigations.
Progress on these improvements will be reported to QPC during 2017-18.
Other key themes reviewed are falls which have shown a continuing downward trend
and pressure ulcers with progress static and just short of expected target (15%
reduction 2016-17). Improvement plans for 2017-18 are focused on reducing the
number of stage 2 pressure ulcers.

Graph 6 below shows SIRI by theme and quarter.
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Table 2 SIRIs reported where there is not a common theme and falls under other
category

7. Board Assurance Framework (BAF)

The BAF was considered by QPC during 2016/17 in April, July, October 2016 and
January 2017 respectively. The BAF will be reviewed by the Executive team in April
before returning for a quality review in July 2017.

8. Reporting Committees

The Committee has received exception reports from the Quality Governance
Committee, Risk Scrutiny Committee, the Patient Experience Monitoring Group and
Finance and Audit Committees on a quarterly basis, giving assurance that the Trust has
effective and sustainable management of quality throughout the organisation.

9. Care Quality Commission

The committee has reviewed progress on the preparation for the CQC visit and will
monitor the outcomes. QPC obtains assurance regarding Care Quality Commission
(CQC) compliance from a range of internal and external sources which are detailed
below.

CQC Inspection

On 28 February 2017 the CQC undertook an announced inspection focussing on the 10
compliance actions from the March 2015 Inspection Report and as of 11 April 2017 the
Trust is awaiting the CQC’s final inspection report in order to obtain formal confirmation
that these actions will have improved to such an extent that they no longer are
regulatory exceptions. Known improvement areas from the latest inspection include
adhering to the Outpatient Areas Operations SOP covering records storage and screen
locking as well as strengthening medications management including timely acting upon
results of the regular medicines management audits, fridge temperature monitoring, and

Category Other
April – June 2016 Suboptimal Care of the Deteriorating Patient x 2

Self-inflicted harm (Paediatrics)
Medication Errors x 2
Infection following an injection of Patent Blue V Sodium Guerbet

July – September
2016

Wrong site surgery
Allegation of verbal/physical abuse
Medication error
Surgical/invasive procedure incident
Suboptimal Care of the Deteriorating Patient

October –
December 2016

IG Breach x2
Surgical/invasive procedure incident x6
Medication Incident
Alleged abuse of adult patient by staff

January – March
2017

Surgical/invasive procedure incident x5
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medication storage. The 53 ‘should’ actions from the March 2015 CQC action plan
have improved to a level where monthly monitoring is no longer required.

Self-assessment against CQC Regulations

Historically the Trust has self-assessed itself separately against the CQC and NHSI1

regimes however there is an ongoing sector revision of these frameworks to create a
single oversight framework still undergoing national consultation. The current indication
is that going forward both regulators will seek to monitor Trusts though a combination of
mechanisms aligned wherever possible. How ASPH is adapting to this is summarised
below along with our current state of readiness is outlined below. Trust Executive
Committee was updated on the proposed framework in March 2017.

Self reporting to regulators – the Trust has well-established self-reporting systems for
both NHSI and the CQC and this form of reporting is unlikely to be altered in the short-
term.

Internal self-assessment – the ASPH in-house self-assessment framework for CQC is
a combination of Divisional Core Service assessment supported by the Health Assure
Tool2, the quarterly CQC Regulations Gap Analysis focussing on key mandatory
requirements, and the twice yearly Domains in Clinical Practice tool which assesses
both divisional governance and priority ward improvement areas.

The Regulations Gap Analysis last undertaken in March 2017 demonstrates sustained
improvement overall in the last year with 1 red item, medical devices, for which the
action plan is scheduled to complete in September 2017.

The Domains in Clinical Practice Audit results indicate that ward/area performance has
declined from 85% in June to 83% in November 2016 which was comparable to
performance 16 months ago in August 2015. The most significant domain decline was
caring which dropped 5% due to insecure patient records and insufficient stocks of
patient leaflets which has since been rectified. Of note this audit was last undertaken
before the final campaign to improve performance immediately before the February
2017 inspection. The upcoming Domains in Clinical Practice audit scheduled for April
2017 has been refreshed to incorporate the most recently updated CQC key lines of
enquiry and is scheduled for completion in April 2017.

CQC onsite inspection will be focussed on unannounced risk-based selection of core
areas for inspection over the next year or so and the Trust is to prepare for assessment
in the core areas of Critical Care, Children and Young People, and Outpatients and
Diagnostic Imaging which are currently rated as required improvement. Critical Care
has implemented a significant governance improvement plan in the past 2 years.

Regular data submissions by all Trusts – national measures are pending
determination and the outcome of this is awaited.

The CQC Insight Model – the CQC has developed an in-house tool (which is not
externally available) to risk-assess Trusts based on publicly available data from national
datasets including the newly developed NHSI Model Hospital Database. The data in
the Model Hospital Database will be used going forward to pinpoint areas signposting

1 NHSI: NHS Improvement (formerly known as Monitor)
2 Based upon the CQC’s key lines of enquiry used in Inspections
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as concern areas. This model supercedes the former CQC Intelligent Monitoring in-
house surveillance tool.

Annual “Well-Led” Assessment – will be undertaken led by the CQC with just a few
weeks’ advance notice. It is not known how this will be rated between Trustwide versus
service level assessments. The Trust has just undergone its annual NHSI well-led
review and this scored favourably.

Annual “Use of Resources” Assessment – this is using KPI metrics (yet to be
formulated) to assess quality of service and financial sustainability. In March the Board
took part in an NHS Improvement Use of Resources Assessment pilot which explored
enquiry lines in Finance, Operations, People and Clinical Services and March Closed
Board has been updated on the pilot feedback. No shadow rating was provided for this
learning pilot.

NHS Improvement (NHSI) ratings

The Trust’s confirmed rating from NHS Improvement is segment 2 which is the second
highest segment out of four categories. The rating reflects our ongoing issue areas of
both Accident and Emergency Department 4 hour waiting times and 62 day cancer
targets.

Deloitte well-led review

The statutory 3 yearly Deloitte well-led review report required by the NHSI well-led
framework was presented to Board in January 2017 and the Trust received a
favourable assessment and the action plan is to be set in April 2017.

10. Mortality Review

QPC receives quarterly papers on the Trust compliance with undertaking mortality
reviews for every patient that dies. The processes in place to review mortality require
further improvement for 2017-18 as resources allocated to this activity have produced
variation in methodology, scope, analysis, and contribution to improvement and learning
from mortality reviews across the Trust.

A programme of work is underway in NHS England’s Patient Safety Domain, around
standardising retrospective case record review (RCRR) for in-hospital deaths. The Trust
is looking towards adopting this standardised system of Structured Judgement Review
in 2017-18 which advocates a case record review approach across 6 defined patient
categories as a minimum. The Trust will be required to publish findings and staff will
require training and resources to undertake case record reviews and act on what they
learn. The approach to be adopted will be reported to QPC by the end of Q1.

11. Complaints Process

QPC has supported the Trust to provide an efficient complaints process through careful
monitoring of key performance data. This includes tracking numbers and grades of
complaints, response times, follow ups and numbers and outcomes of complaints
referred to the Parliamentary Health Service Ombudsman. In addition, the Trust has
raised the quality of the investigation and strengthened the opportunity for learning from
complaints through a revision of the Chief Nurse Review Process. Key new leadership
has been appointed to the Patient Experience team with the recruitment of a new Head
of Patient Experience and Involvement and a PALS and Complaints Manager who in



8

the coming year will lead a review of the Complaints Process and seek to better assure
QPC of the outcomes and learning from Complaints.

12. Friends and Family Test and Clinician Review

The Friends and Family Test at Ashford and St Peter’s NHS FT is provided by “I Want
Great Care” who are contracted to provide the service until 2019. QPC has monitored
the response rates and satisfaction scores for the national targeted areas of inpatients,
A&E, maternity and outpatients. QPC also reviews response rates and satisfaction
scores at a ward level which enables this data to be viewed alongside other key ward
performance data. In December, the Trust introduced “I Want Great Care Clinician
Review” which enables patients to individually rate and give online feedback on doctors,
nurses, midwives and therapists. All feedback is in the public domain. Staff may opt out
of the service if they wish. Doctors and nurses need to provide evidence of patient
feedback as part of the professional revalidation process and the concept of receiving
individual feedback in public is gradually being accepted by clinicians.

12. Constraints Faced by the Committee

The monthly review of the quality, experience workforce and safety data by ward area is
a valuable discussion looking at early warning signals to address emerging quality
issues. The production of this information is constrained by data collection issues which
put a time constraint in getting this report to the Committee. Therefore the QEWS
dashboard forms the basis of a live discussion in the Committee with key members
contributing soft intelligence to the discussion whilst looking at the hard data within the
dashboard. There is detailed discussion regarding those areas scoring 0, 1 or 2 on the
dashboard. When indicated, QPC has requested specific detailed feedback on
individual areas from the Chief Nurse or Deputy.

13. Objectives/Forward Plan April 2017 – March 2016

The Committee will continue to discharge its duties and responsibilities as described
in the current Terms of Reference. The forward plan for 2017 -18 is laid out in Appendix
four, page 20. QPC acknowledges that challenges identified in 2016/17 still continue.
These include:

 Training compliance.in statutory and mandatory training
 Robust delivery of safeguarding training
 Increasing compliance in mortality reviews
 Review and assurance with safer staffing and the agency cap, understanding

that the data captured has changed for shift fill to Care Hours Per Patient Day
(CHPPD)

 Monitoring the ongoing recommended rates for FFT and continue to scrutinise
the wards and departments response rates against footfall.

The main goals of the committee for 2016/17 are as follows:

 To revise the committee ToR in line with a wider governance review
 To provide a clear reporting structure for Divisional Directors presenting quality

data to the committee
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 To review and scrutinise the new best outcomes tool renamed as the Quality
Improvement dashboard, to reduce the constraints placed on the committee
when reviewing safety, experience and outcome data

 Support the Trusts safeguarding committee by becoming the receiving
committee for safeguarding exception reports. QPC will also provide assurance
to Board on any themes or concerns

 To identify and request deep dive presentations on targeted areas, to review
quality and gain assurance on patient safety and experience

 Continue the increased involvement of the Divisions in providing quality
assurance in meetings

 Robust scrutiny of performance with the requesting of time sensitive outcomes
on any action plans

 To review and challenge the embedding of learning from action plans, at both
Trust and Divisional level, in relation to the delivery of increased quality

Report compiled by Russell Wernham, Deputy Chief Nurse/Associate Director of Quality on
behalf of Hilary McCallion, Non- Executive Director, Chair of QPC.


