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QUALITY OF CARE COMMITTEE (QoCC) MINUTES 

19th November 2020 

11:00 – 14:00 

CHAIR: Jane Dale (JD) Non-Executive Director 

IN ATTENDANCE: Matthew Barker (MB) 
Deputy Chief Nurse, Urgent &  Emergency 

Care / Workforce  

Chris Bell (CB) Director of Estates & Facilities 

Paul Bostock (PB) Associate Director of Operations 

Ellen Bull (EB) Deputy Chief Nurse 

Andy Field (AF)  Chairman 

Jo Finch (JF) Quality & Safety Lead 

David Fluck (DF) Medical Director 

Sue Harris (SH)  Consultant Nurse in Harms Free Care 

Elaine Inglis (EI) Lead Quality Manager  Berkshire and Surrey 
Pathology Services (BSPS) 

Yvonne Jones (YJ) Head of Clinical Effectiveness 

Chris Ketley (CK) Non-Executive Director 

Andrea Lewis (AL) Chief Nurse 

Theresa Matthews (TM) Interim Divisional Chief Nurse MES 

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

Nadia Munyuro (NM) Interim Quality Manager,  Surrey Heartlands 

Olatokunbo Ogunbanjo 
(Toks) (OO) 

Chief Pharmacist & Divisional Director for 
Diagnostics and Therapies 

Gemma Puckett (GP) Divisional Chief Nurse WH & P  

Suzanne Rankin (SR) Chief Executive 

Jacqui Rees (JR) Associate Director of Quality 

Arun Thiyagarajan (AT) Associate Non-Executive Director 

James Thomas (JAT) Chief Operating Officer 
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James Thomas (JMT) Divisional Director, Women’s Health and 
Paediatrics 

Faris Zakria (FZ) 
Deputy Medical Director & Interim Divisional 

Director T&O and Specialist Surgery 

Marcine Waterman (MW) Non-Executive Director & Deputy Chairman 

APOLOGIES: Dami Adedayo (DA) Non-Executive Director 

Melanie Irvin-Sellers (MIS) Divisional Director MES 

Shashi Irukulla (SI) 
Divisional Director TASCC and Urgent &  
Emergency Care 

ITEM 

  Part 1 

80 / 2020 Apologies for absence 

Noted above. 

Agenda 

Performance Report:  To start earlier on the agenda with a focus on quality risks. 

81 / 2020 Minutes of the last meeting 

The minutes were accepted as a true record following the below amendments. 

69 / 2020 BAF Patient Experience: Once the new patient experience platform was 

established, there would be more meaningful data available to measure patient 

experience. 

73 / 2020 BSPS Exception Report: Incidents would not affect the bid to become a 

Lighthouse Laboratory. 

James Thomas, Chief Operating Officer, to be abbreviated to JAT and James 

Thomas, the Divisional Director for WH& P to be JMT.  

82  / 2020 Action Log 

BSPS results:  A system was in place to flag abnormal results by contacting 

Physicians and Multi-Disciplinary Teams (MDT). This was not robust but an IT 

solution was not available currently. However, Electronic Patient Record (EPR) 

would provide a facility to flag abnormal results with Clinicians endorsement 

providing assurance.  This is expected by November 2021, there was still an action 

remaining to advise patients of the time it takes to receive definitive results. 

The Committee agreed to close this action however patient expectation regarding 

waiting time to receive results (e.g. TWR patients awaiting histopathology) was an 

issue and a new action was generated. Action closed.

New Action: Waiting times for pathology results: SR and JAT to take forward the 

additional action. “How patients expectations are managed regarding pathology 
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results waiting times”. The Committee agreed that further discussions were needed 

with Divisional Directors. Laura Ellis-Philip should be included to ensure this links in 

with EPR and ordercomms.    

76 / 2020 To include the governance map of Committees:  This had been 

progressed and included in the Committee papers. Action closed. 

67 / 2020 Effectiveness of awareness campaigns:  It was agreed that awareness 

campaigns were not always the solution. It was believed that this action had been 

addressed outside of the Committee by MB. Action closed.

71 / 2020 SIRI Reports: To make details of the overdue SI recovery plan clearer in 

future reports. Action closed.

71 / 2020 SIRI Reports: To provide an email response to the Non-Executive 

Director’s (NEDs) questions about the inquest reported in the local news. Action: 

JR agreed to send an e-mail to summarise the SIRI. 

74 / 2020 Safety & Quality Committee Exception Report:  Agreed that this would be 

presented quarterly. Action closed.

75 / 2020 Update to Quality Priorities: This was included in the committee agenda. 

Action closed.

Divisional Exception Reports WH&P: Red area results from Oak’s Ward’s domains 

in clinical practice were included in the exception report. Action closed.   

56 / 2020 Learning from Mortality Reviews Quarterly Report: The number of 

investigations that resulted in a SIRI had been included in the report in addition to a 

quarterly summary of paediatric deaths. Action closed.

83 / 2020 BAF - AL presented the report 

The Key Performance Indicators (KPI’s) had been revised and were now smarter 

and focused on outcome rather than process. There was no appetite to change the 

BAF risk scoring due to a second COVID wave. The Committee agreed that the 

next BAF would include a dashboard. Viewpoint was discussed and it was agreed 

that patient experience measures in the KPI’s should be more aligned with the Trust 

Strategy.  

Action: KPI’s on dashboard to articulate patient experience measures. 

84 / 2020 SIRI Report - JR presented the report 

(Amended page 6, point 2 to read 2 new maternity SIRI’s) 

There had been 11 SIRIs reported in September and October 2020, a reduction 

from 2019. The decline in the number of falls reported had been maintained. The 

most recent NRLS data indicated reporting rates were stable.  One theme noted 

was the postponement of patients having elective surgery, due to delayed COVID 

swabs. The subsequent investigations identified COVID swabs missed at pre-

assessment in addition to prior to Endoscopies. There were several SIRI’s that 

remained open and some awaited final sign off from the CCG. This included the 
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Phenytoin SIRI, which was scheduled at the Coroners on 26th and 27th November 

2020. 

The Committee noted that there had been a slight downward trend in the number of 

overdue SIRI’s. There had been divisional recovery plans put in place to address 

this, which included the Patient Safety Team supporting the WH&P division. The 

MES division had made progress and were on track to clear overdue SIRI’s by 

January 2021.  

It was acknowledged, that there had been good learning events carried out in the 

last period. It was noted that the claims trends had remained at similar numbers. 

The transfer of patients with an unknown COVID status was discussed. It was 

clarified that there was no longer an issue as tests were now performed in the ED 

and the SIRI Report reflected this.   

The misplacement of nasogastric tube (NG) incident was discussed and the 

potential that this had been a never event. It was noted, that as the NG tube had not 

been placed into the patients lung it was not a never event.  As there had been 

significant learning relating to competencies as well as out of hours imaging a SIRI 

investigation had commenced. 

Additional explanations were given to the Committee regarding two further 

incidents. An incident which related to a Locum Anaesthetist was an unusual and 

rare occurrence with no patient harm. The second incident related to a patient using 

non-invasive ventilation (NIV) and was found deceased in a side room. An 

investigation was progressing. 

Further clarity was given from DF regarding the way incidents were reported. The 

initial narrative reported was not always an accurate description of the incident. It 

was not until investigations were completed that a clearer account of the incident 

was understood.  

85 / 2020 Annual SIRI Report - JR presented the report 

There had been a sustained and strong reporting culture across the organisation. 

The staff survey reported a better understanding on when and how to report an 

incident. In addition there had been a significant improvement and expansion to 

Datix (incident reporting system).   

It was noted that Datix dashboards had given teams real time data about incidents 

but it was acknowledged that further work was needed to make access to learning 

easier. 

The successful launch of “unmask your stories” in TASCC supported by the Patient 

Safety Team was acknowledged. The aim was for staff engagement and for staff to 

share their stories over time to effect change. 

The national patient safety programme of improvement had been scheduled for 

launch in 2021 and included the rollout of the patient incident response framework. 

This was likely to be delayed due to COVID. In preparation the Trust had looked at 

key issues and was identifying areas to focus on. In the future, there would be fewer 

incident investigations. The investigations would be carried out in a more integrated 
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way to ensure real improvements. 

There had been 4 never events reported in 2019/2020. Concerns were raised 

regarding this increase, particularly as the Trust reported 1 never event in 

2018/2019. 

The reporting of community acquired pressure ulcers was discussed. It was noted 

that the Trust follows national guidance and reported both community acquired and 

hospital acquired pressure ulcers, identifying the actual level of harm regardless of 

where the harm was caused.  

86 / 2020 Quality Report - AL presented the report  

There had been 85 COVID positive patients in the Trust at the time of the report.  

There had been good progress with IPC especially with C Diff. There were cases of 

E Coli but this was an improvement on the previous year. A rise in Klebsiela 

infections was also noted. However, as an IV Nurse was now in place and training 

had commenced, this would assist with the prevention of associated infections.  

It was noted that the Trust was an outlier for surgical site infection (SSI) in fractured 

neck of femur (NOF). A second SSI Nurse had been recruited to assist with this 

work.  

Pressure damage had improved. The 100 day pressure free campaign had been 

reinvigorated. 

There had been a push on the completion of the MUST tool. The MUST scoring tool 

was a 2020/2021 quality priority.  

Patient experience was discussed and complaints maintained performance of over 

95% for responses. The key themes had been communication, treatment and care 

and staff attitude. It was noted that there were work streams in place around these 

themes. 

The Healing Arts Steering Group had been reinvigorated and had received a 

£100,000 grant from a charitable fund. Piped music within ward areas in addition to 

distraction screens to alleviate boredom and anxiety in waiting areas was planned. 

A question was raised to clarify what the meaning of “unexpected deaths” was. DF 

explained that deaths in hospitals were usually anticipated. In these cases 

something unexpected had happened or potentially something was missed. The 

number of deaths had dropped significantly since the first COVID wave.  

87 / 2020 Annual Quality Account Draft - AL presented  

The measure “time to first inpatient Consultant review” was clarified as a Consultant 

review within the first 14 hours.  

The impact of COVID in the learning from deaths table was explained. The draft 

would include additional information about the pausing of structured judgement 

reviews (SJR) due to the pandemic. The Friends and Family test required amending 

to read that this had also paused. 

The Committee discussed the Care Quality Commission (CQC) rating charts. In 
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particular “requires improvement on safety”. Additional narrative was to include the 

actions in place. 

The Committee approved the draft subject to the amendments.  

88 / 2020 Corporate Quality & Regulation Report - JR presented the report

In total 16 of the 19 CQC actions were now closed.  

A CQC virtual engagement meeting was held in for the Urgent & Emergency Care 

division in October 2020. The meeting discussed the impact of COVID in addition to 

a review of the Trust’s preparation for winter pressures. The CQC were assured 

with the plans in place.  

The CQC indicated that a return to the inspection schedule was not planned. Their 

ambition was part of the transformation of CQC inspections. In future the aim was 

for the CQC to access data directly from Trusts and for more targeted inspections.  

There had been 28 CQC style mock inspections since January 2020. The well-led 

preparations included a gap analysis plan which had progressed. 

The Committee agreed that additional assurance was required in terms of fire doors 

being blocked across the organisation. It was acknowledged that although fire doors 

were a concern there were other measures in preventing harm through fire.  

It was noted that there had been progress around fire risks and regular audits had 

been carried out by the Non-Clinical Risk Manager.  

89 / 2020 Divisional Exception Reports  

MES: MB and TM presented the report 

The number of overdue Datix’s was noted and winter pressures were acknowledged 

as a challenge for the completion of investigations in a timely manner. Solutions 

would continue to be sought.  

The UTC had implemented 2 separate flows for patients with query COVID and 

raised temperatures. IPC practice had changed with regard to eye protection 

following IPC policy changes.  

Vacancies and sickness had returned to base line, whilst appraisals remained a 

challenge. 

The Committee discussed Cherry Wards red rating on Perfect Ward. It was 

acknowledged that there had been gaps regarding staff awareness of the DOL’s 

process, a lack of awareness of the Executive Team, the Trust vision and the North 

Star Objective. A ward improvement plan was being discussed. 

Action: TM to report Cherry’s Ward improvement progress. 

TASCC: No representation for TASCC. 

DTTO: OO presented the report 

Improvement work was underway in Swan Ward to address the issues raised via 

Perfect Ward and the CQC style mock inspections. The Division had put measures 

in place to improve mandatory training and appraisal compliance. The division had 
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requested Quality Improvement support with their plan to improve SSI rates.  

BSPS: EI presented the report 

The lack of availability of reagents was recognised. The shortage was a national 

issue and was being addressed by NHS England as a priority to ensure there was 

no impact on patient safety. 

Two Virology SIRI investigations had commenced. The first related to contamination 

on the analyser platform and the second was due to IT changes. Both investigations 

were progressing in partnership across the network. 

Action: EI will feedback progress on the Virology incidents at the next Committee. 

The integration of Surrey and Sussex Hospitals had not yet been finalised as there 

was further work to be done on the business case.  

WH&P - GP and JMT presented the report

The ongoing work to improve governance and patient safety was recognised. The 

recent CQC style mock inspections had shown an improvement on Ash and Oak 

Wards and there was a structured plan to progress the overdue SIRI’s. 

There was a back to basics week scheduled at the beginning of every month, with 

walk rounds carried out by staff at different bands in preparation for a CQC 

inspection.   

Maternity CNST Report:  The CNST scheme had been relaunched with additional 

measures added, which had made good progress. The safety action for “Saving 

Babies Lives Care Bundle was discussed and the element related to risk, 

prevention and surveillance of fetal growth restriction was highlighted. Assurance 

was given that a demand and capacity exercise was underway. 

The Perinatal Mortality Review Tool (PMRT) was discussed and it was noted that 

the safety plan relies on the maintenance of multidisciplinary teams (MDT) meetings 

at PMRT panels. 

The Committee acknowledged that the Maternity CNST Report needed Trust Board 

sign off.   

Action: A summary / exception report for CNST and the findings of the “maternity 

incidents deep dive to be shared at this Committee to monitor progress.  

Part 2 

90 / 2020 Performance Report 

JAT presented the report  

The growing pressure on the ED was highlighted in addition to the performance 

deterioration in Urgent Care in October 2020. Although attendances in ED were 

down, hospital admissions and the number of ambulances had increased. 

The Committee acknowledged that Trust activity was not at pre-COVID levels. 

Outpatient numbers had increased for MES in addition to a restoration trajectory for 

TASCC, which aimed for 70% pre-COVID activity. 
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It was recognised that the patient flow in the Trust had been impacted due to the 

need for separate pathways as a result of COVID, and that bed occupancy had 

increased. 

The inpatient pressures, in addition to the removal of 38 beds to enable safe 

distancing, had put pressure on the divisions. The Committee agreed that the 

measures were essential as overcrowding had been a significant risk for infection 

transmission. 

Rapid SAMBA-testing: The Trust was a pilot site with a half an hour turn around 

testing time, which should improve patient flow from the ED. 

Headley Court: There were 28 beds open but there had not been a large number of 

patients transferred, largely due to the challenge of staffing.  

The Trusts’ overall performance was similar to other organisations nationally with 

phase 3 restoration on trajectory.  

Work on waiting lists was building up due to the organisation not working at full 

capacity and in addition to the backlog from the first COVID wave. The Trust had 

historically never reported a 52 week breach. There were 202 breaches 

acknowledged. The Trust had written to 2,000 patients on waiting list to ask if their 

condition had changed and if they wished to remain on the list. If a patient reported 

any clinical changes they could be reviewed by their clinician.  

Throughput in Theatres had been impacted by the cleaning requirements between 

cases. Elective surgery had been moved to Ashford Hospital. However, the 

refurbishment of two Theatres had been delayed and changes to the independent 

sector contract was expected in January 2021.  

Endoscopy: The modular Endoscopy unit that had been installed had been 

successful and was acknowledged as a good news story.  

Outpatients: The number of available appointments had decreased and waiting lists 

were growing. The cancer waiting list had increased but progress had been made to 

address it.  

The trigger for pausing elective work again would be due to the redeployment of 

staff to support COVID areas. 

Cancer waiting lists: The work to reduce waiting times was noted and the plan to 

reduce this was progressing. 

Elective activity: The Trust was not working to scale. There were 8 beds used solely 

for in-patient elective work. The previous system decision to stop elective activity 

was noted. 

Lateral flow tests: It was confirmed that the tests were for staff only.  

Action: DF agreed to send the Committee the tutorial regarding specificity in testing 

91 / 2020 Learning from Mortality Reviews Quarterly Report - DF presented the report  

Initial mortality screening was slow with some areas performing better than others, 
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due to their routine system for completing mortality reviews.  

The completion of Structured judgement Reviews (SJR) had improved since the 

appointment of a Medical Examiner. It had assisted with the timely completion of 

SJR’s as well as building a relationship with the Coroners. 

The completed SJR’s had shown few instances of poor care but there was always 

learning to be shared. Patients with learning difficulties had historically not always 

had an SJR carried out, this had been remedied. In addition, with the appointment 

of the Medical Examiner, the expectation was reviews would be completed in a 

timelier manner. 

The Committee recognised the proactive work carried out to improve relationships 

with patient’s relatives and the Coroner. 

Action: JD to extend an invite to the Medical Examiner.  

92 / 2020 Annual Health & Safety Report - CB presented the report

Violence & aggression against staff:  Training, risk assessments, liaison with Mental 

Health Professionals as well as the Police had been carried out. However, this 

remained a constant focus. The use of technology had been positive and included 

body worn cameras as well as CCTV. There had been some increased reporting in 

the ED due to anxiety caused by COVID, however numbers had been fairly 

consistent.  

Incidents: The numbers had remained stable although the number of reported staff 

falls had increased. Changes to the reporting criteria were noted as a contributory 

factor.  

Fire: This continued to be a high profile issue with works progressing to address 

risks, which included upgrades to fire compartmentation as well as fire detection 

systems. Fire mandatory training was a challenge in addition to the maintenance of 

fire door damage and keeping fire exits clear from obstruction. 

Action: CB to link with the Executive Team to review additional measures regarding 

maintaining clear fire exits.  

93 / 2020 IPC BAF - AL presented the report

The IPC BAF is an NHSI tool providing a gap analysis for the Trust. The main group 

identified was the completion of IPC policies. It was noted that a dedicated resource 

was now in place to progress this. IPC precautions were discussed and it was noted 

that the Infection Prevention Nurse was to produce with the Chief Nurse a video to 

refresh and raise awareness of the importance of IPC precautions.  

An amended IPC BAF framework had been released by NHSI, which was larger 

and more detailed. A gap analysis had progressed against this and would be 

presented at the next QoCC.  

Personal Protective Equipment (PPE): There were no concerns raised with regard 

procurement.  

Action: AL to include in the next report the gap analysis from the amended 

framework.  
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94 / 2020 Controlled Drugs Accountable Officer Annual Report - OO presented the report

The report reflected the statutory responsibility to monitor controlled drug incidents 

and flag concerns to national bodies. There had been no concerns raised in 

2019/2020 and the number of incidents reported was similar to previous years. 

It was noted that issues had been localised to particular wards. There were also 

drugs that were not previously controlled and had moved to the controlled drug list. 

As part of a new model of working, pharmacy staff were in place to support wards 

with issues. 

It was previously thought that planned electronic controlled drug registers would 

help with recording issues. However, there were no available products that could 

deliver the solution.  

95 / 2020 Harms Free Care Strategy 

SH presented the report 

The report outlined how the strategy will be embedded in the Trust. From January 

2021 it will be included in corporate induction initially on Teams or as a pre-

recorded presentation. The strategy had been promoted on Trustnet and Aspire as 

well as displayed on the quality boards in wards. The divisions had created actions 

plans and a harms free coach had been introduced. 

The committee acknowledged that the strategy had raised the profile of preventing 

harm.  

96 / 2020 BAF Review 

The Committee reviewed and agreed the BAF 

Any Other Business  

None 

Date of next meeting: 21 January 2021, 11:00 – 13:00 


