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QUALITY OF CARE COMMITTEE (QCC) MINUTES 

19th September 2019 

Room 3, Chertsey House 

11.00 – 13.30 

CHAIR: Professor Mike Baxter (MB) Non-Executive Director 

MEMBERS PRESENT: Andy Field (AF) Chairman 

Chris Ketley (CK) Non-Executive Director 

Dawn Gantley (DG) Associate Director Nursing TASCC 

Dr Andrew Laurie (AL) Divisional Director Diagnostics & 
Therapies 

Dr David Fluck (DF) Medical Director 

Dr Erica Heppleston (EH) Associate Director of Quality 

Dr Paul Murray (PM) Chief of Patient Safety / Deputy 
Medical Director 

Gemma Puckett (GP) Acting Head of Midwifery 

James  A Thomas (JT) Chief Operating Officer 

Mathew Tambling (MT) 
Business Unit Service Manager 

(TASCC) 

Matthew Barker (MBk) Deputy Chief Nurse for Workforce 

Olatokunbo Ogunbanjo (OO) Chief Pharmacist 

Pamela Eden (PE) Quality Lead 

Sal Maughan (SM) 
Associate Director of Corporate 

Affairs and Governance 

Sarah Burton (SB) Divisional Chief Nurse, Medicine & 
Emergency Services 

Sue Tranka (ST) Chief Nurse.  Represented by 
Andrea Lewis 

Suzanne Rankin (SR) Chief Executive 
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Yvonne Obuaya (YO) Non-Executive Director 

IN ATTENDANCE: Jo Finch (JF) Minutes 

APOLOGIES: Andrea Lewis (ALe) Deputy Chief Nurse 

Jacqui Rees (JR) Assistant Director of Patient Safety 

Marcine Waterman (MW) Non-Executive Director 

Mr Shashi Irukulla (SI) Divisional Director, TASCC 

Sue Sexton (SS) Divisional Chief Nurse TASCC  

Zakaria Faris (ZF) Divisional Director, WH&P 

Abbreviations: Acute Medical Unit (AMU), Accessible Information Standard (AIS), Children 

Adolescent  Mental Health Services (CAMHS), Clinical Commissioning Groups (CCG), Clostridium 

difficile (C Diff), Cost Improvement Plans (CIPs), Clinical Negligence Scheme for Trusts (CNST), Care 

Quality Commission (CQC), Commissioning for Quality and Innovation (CQUIN), Divisional Director 

(DD), Director Infection Prevention Control (DIPC), Deprivation of Liberty Safeguards (DoLS), 

Diagnostics Therapies Trauma Orthopaedics (DTTO)  Emergency Department (ED), Electronic Patient 

Records (EPR) ,Friends and Family Tests (FFT), Getting It Right First Time (GIRFT), Intensive Care Unit 

(ITU), Key Performance Indicators (KPIs), Integrated  Musculoskeletal (iMSK), Local Maternity Service 

(LMS), Medicine and Emergency Services (MES), Mental Health (MH), Methicillin-resistant 

Staphylococcus aureus (MRSA), Patient Experience Monitoring Group (PEMG), Project Management 

Office (PMO), Quality Experience Workforce Safety (QEWS), Quality Safety Impact Assessment 

(QSIA), Quality and Safety Half Days (QUASH), ), Registered Mental Health Nurse (RMN), Resident 

Medical Officer (RMO), Risk Scrutiny Committee (RSC), Referral to Treatment (RTT), Surrey and 

Borders Partnership (SABP), Specialty and Associate Specialist (SAS), Serious Incident Requiring 

Investigation (SIRI), Structured Judgement Reviews (SJR), Theatres Anaesthetics Surgery Critical Care 

(TASCC), Terms of Reference (ToR), Two Week Rule (TWR)Trust Risk Register (TRR), Workforce and 

Organisation Development (WOD) Whole Time Equivalent (WTE), Women’s Health and Paediatrics 

(WHP) 

ITEM Action 

MB Introduced himself as the new chair of the Quality of Care 

Committee, due to Hilary McCallion stepping down as Non-

executive Director. 

It was reiterated that the committee was a safe space for raising 

concerns and sharing information. 
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It was noted that a discussion will take place outside the meeting 

on how the agenda can be made more logical and restructured 

to streamline and reduce repetition.  

65 / 2019 Apologies for absence 

Noted above.

66 / 2019 Minutes of the last meeting 

The minutes were approved. 

67 / 2019 Action Log 

MB has requested that the Action Log points are ordered into 

operational and strategic actions.  

Actions have been updated on the action log.   

68 / 2019 Board Assurance Framework (BAF) 

EH presented the BAF. 

MB gave an explanation as to why the BAF was at the front of 

the agenda. 

Some refinement around how we define risks is needed to 

determine a descriptor of the BAF in terms of what is the risk 

and what is the mitigation, and what is the strategy and what is 

the objective. 

Action: ST, DF and NEDs to have a discussion about the BAF 

outside of the committee. 

CK pointed out that 1.1 & 1.2 should state and/or as they were 

two distinct issues. 

PM pointed out that on page 11 of the BAF it stated there was 

one mortality avoidability, but that the view of the Mortality group 

was that anything less than 50/50 was not sufficient to show 

avoidability.  

69 / 2019 Performance Report 

JT presented the Performance Report. 

Graphs relevant to patient experience had a red frame around 

them. 

A&E performance was better and had shown improvement for 

four consecutive months.  August had been the best month for 

fifteen months. 

Whilst the Trust still had challenges, metrics such as ambulance 



6 

handovers and overnight waits were on a downward trajectory.  

There were however an average of 6 patients in the department 

at the start of the day and this was still much higher than the 

team would like. 

Average occupied bed days were also coming down but were 

still higher than needed. LoS was high. 

Non clinical moves were being addressed in the Making Every 

Day Count programme. 

MB noted that ‘time for admitted patient’ appeared to be the only 

metric showing improvement in terms of the programme. 

JT described the focus that was in place to support the impact of 

improving LOS.  It was also noted that as part of the Making 

Every Day Count programme there was a number of different 

work streams addressing improvement and this was correlating 

with the data being seen. 

CK discussed the average occupied beds, what was being done 

to address this and if there was an assumption that admissions 

would spike as we moved into winter.  JT explained about same 

day measures and increasing the ability for same day discharge, 

mapping in additional beds & reducing LoS to increase 

availability of beds. 

Bed remodelling was underway.  Ambulatory Emergency Care 

Unit (AECU) and AMU areas required a culture change for same 

day turnaround.  There was a work stream dedicated to this. 

RTT waiting time to get into hospital had improved in the last 5 

months, although there were still some areas with long waits 

leading to poor patient experience.  There were seven non-

compliant areas.  A discussion took place around if the seven 

areas were major high volume specialties. The statistics around 

this metric were explained. 

The Performance Report Executive Summary was commended. 

The Trust was not meeting requirements for patients awaiting 

diagnostics and the plans to address this were explained. 

Action: JT to include the numbers for RTT waiting time and the 

key points around diagnostic wait, in the Executive Summary.  

The report was noted. 

71 / 2019 SIRI Report 

The committee agreed to reorder the agenda for the SIRI Report 
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to be presented next. 

PM presented the SIRI Report.

The 3 never events and the appendix on falls were discussed. 

Never Events 

For never events, the common theme was around invasive 

procedures outside theatres and LocSSIP’s.  Positives that can be 

taken from those incidents was the Trust being open & honest 

with CQC, the openness and transparency of the reports, with 

the learning to be used to prevent any major never events going 

forward.  Actions include improving LocSSIP’s and the need for 

consistent protocols. The committee noted the good triangulation 

between Divisional Reports. 

ST identified that the never events took place in three different 

areas and assurance for every intervention would be 

challenging.  A discussion took place around how assurance 

could be achieved particularly in areas of high risk.  PM agreed 

that there were challenges and informed the committee of the 

work plans going forward. This included a process with PMO to 

look at LocSSIP’s starting small and focusing in one area before 

moving on.    

AL noted the benefit of the never event themes being widely 

shared to encourage people in the organisation to think about 

their risks.   

DF pointed out that the number of procedures taking place 

especially in Dermatology was likely to be relative to their error 

rate, which could actually be quite low. 

Falls 

The falls number was within common cause variation and 

although not showing special cause variation, the numbers were 

still concerning.  After discussion it was deemed that Graph 8 on 

the last page needed to be reviewed to see if it showed special 

cause variation. 

Initial indication showed clear gaps in care and this cross 

referenced to the areas of the CQUIN we were not good at. 

Interventions include the recent appointment of a falls champion 

and setting up a team to work with her.  World Patient Safety 

day included medication reviews and lying and standing blood 

pressures, which had been identified as requiring improvement. 

SR was not assured by the report noting that it didn’t improve 
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the committee’s understanding of why falls had increased and 

the falls assessments not being done.  SR suggested that there 

needed to be some triangulation with the work JT is doing.   

SR noted that the elderly care wards showed a better situation 

regarding falls and would like to understand why.  DF discussed 

if this was because our overall infrastructure (for all patients, not 

just those who fell) was not set up for patients who were elderly 

and with dementia  

Action: Triangulate the falls results with safer staffing indicators 

& the operational pressure indicators in the Performance 

Report to see if they provided further explanations on why 

assessments were not completed and why elderly care wards 

seem to be doing better. 

After the report was presented SR expressed concern around 

the Troponin incident.  

Action: The committee would like assurance that the actions 

from the previous Troponin PFD had been completed and the 

sequence of those, to determine whether we were fixing things 

and learning the lessons or repeating the same problems. JRe 

Action: ST and MB to have discussion on how the report can be 

made more logical and bring together the risk to the 

organisation. 

Action: To include a table in the report summarising the risks. 
JRe 

The SIRI report was noted as being very detailed and the 
Executive Summary was commended.   

The report was approved. 

70 / 2019 Exception Reporting 

DTTO 

AL presented the Report. 

It was acknowledged that AL will be stepping down as Divisional 

Director for DTTO. 

The key points from the report were identified; VitalPac 

observations completed and on time, appraisal and pressure 

ulcers. 

A discussion took place on the clinical significance of missed 
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observations and work previously completed showing no 

correlation. The possibility that the metric was wrong was 

discussed.  

Action:  Learning From Deaths Report and SIRI Report to draw 

out whether non-compliance with observations to time has been 

a root cause of an incident or death. PM and JRe 

A discussion took place on why the percentage of nursing 

appraisals not completed were low, the quality of the appraisals 

completed, the value to both the individual and the organisation 

and if something could be done differently. 

Action:  MB will discuss with MW to agenda an item for ‘think 

space’ around appraisal and alternatives. 

Operational risks identified included the temporary relocation of 

x-ray in RBU whilst work is underway. Reconfiguration of the 

Consultant of the week rota and relocation of Rheumatology and 

Physio departments. 

It was noted that standard KPI’s performance against 

governance is up and down according to the capacity of the 

team. 

TASCC 

DG presented the report. 

The new template being trialled for the report was introduced.   

Concerns to note included nursing vacancies, however ten RN’s 

are due to join the Division in October 2019. 

QSIA was at 100% completion. 

SIRI reports were all in date and on time. 

There was one outstanding action plan more than over one year. 

The reasons for this were explained. 

ST asked about the Perfect Ward audits on medicines 

management and why there was so much red.  Reasons 

included staffs understanding and confusion with Alamac, 

people being registered and able to use the app (now 

addressed) change in nursing leadership in one ward.  Theatres 

and DSU had never completed them and this was raised with 

the Matron.   

Action: To include in the appendix the audits the Division is 

undertaking and the themes identified in SIRI’s. 

The committee commended the template and thanks were given 
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both to EH and DG and others for their contributions to ensuring 

the template addressed everything people wanted and needed 

across all areas. 

MES 

SB presented the report by exception. 

Inaccuracies in the report around staffing levels of BACU and 

Holly Ward will be amended. 

A range of initiatives to address the number of open Datix were 

instigated and this had successfully reduced the number 

significantly, from 900 to 500 in a month. 

MB noted three of seven PALs contacts related to lost property.  

ST informed the committee that work to address this issue is 

already underway via the Patient Experience Group and will be 

reported to QCC when completed. 

WH&P 

GP presented the report by exception. 

The appraisal rate was raised and the earlier discussion 

acknowledged. 

GP was taking forward the work on QISA completion in the 

Division. 

The Division would hold a ‘Datix day’ to improve numbers 

associated of open incidents.  It was suggested that the learning 

from other divisions on how they had achieved improvement, 

could be shared to support WH&P. 

The continuity of care target would not be met. 

Risk Scrutiny 

Delay to changing of risk process. 

Safeguarding Committee 

It was noted that the Dementia team has resource issues, which 

was being mitigated within the wider team and work to bring 

together a Complex Needs Team for better sharing of resources 

was underway. 

72 / 2019 Learning From Mortality Reviews (LFMR)

PM presented the LFMR report.

Attention was drawn to the final table which linked to the BAF 
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and the aspiration to have 100% of SJR’s completed in a timely 

way.  PM noted that there was always a time lag in completion of 

SJR’s and the number for this quarter would pick up.  The data 

was consistent with other organisations. 

Four SJR’s showed poor care but no significant avoidability.  As 

discussed earlier PM was to challenge the 1 noted in the BAF, 

as less than 50/50 had been the view.   

In linking this to the BAF, PM asked about 100% of SJR’s 

receiving timely completion and what timely was. A delay of a 

quarter to get the reports completed was to be expected. 

MB suggested a month is reasonable to get the reports 

completed and less than 50/50 is reasonable for not considering 

avoidability. 

DF expressed discomfort with the overall number that gets 

reviewed and wondered what the Trusts response was to 

patients’ found to have had poor care.  PM discussed Duty of 

Candour and the links to the SIRI process if avoidability was 

found. 

The Executive Summary was praised. 

The report was approved. 

73 / 2019 Quality Report  

ST presented the Quality Report. 

ST reported on three areas. 

A) Achievements. 

 Medication safety as noted in the report. 

 Surgical Site Infection progress.  A strategy would be 

going to TEC.  See the report. 

 Complaints had improved to 91%.  Further work was 

being done on sustainability. 

B) Concerns 

 SJR one case of avoidability noted. DoC was 

undertaken. A SIRI is underway and would be reported 

next quarter. 

 A falls deep dive was undertaken and actions to progress 

are detailed in the report. 

C) New programmes 
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 The National Patient Safety Strategy which had three 

areas: Insight, involvement, improvement. 

 Arts progress had four work streams: Music, visual arts, 

architecture and plays/drama.  It would be necessary to 

satisfactorily evaluate music therapy and its effects on 

babies, for example analgesia usage.  

MB and ST will discuss stroke data outside of the meeting. 

The pilots for ‘our outcomes’ in maternity and ‘viewpoint’ in A&E 

conclude at the end of September.  This will be evaluated and 

taken to PEMG before going to Board 

It was noted that there was FFT changes nationally. 

The report was approved. 

74 / 2019 Maternity Action Plan Closed Paper 

GP Presented the Maternity Action Plan Closed Paper. 

Good progress has been made, with many actions closed. 

Further actions were being addressed such as implementing

clinical development in the interpretation of cardiotocograph.  

Funding had been received from the local maternity system and 

learning would be supported by a dedicated foetal wellbeing 

midwifery post and external expert in foetal monitoring.  

There was better record keeping with the electronic maternity 

records and this supported the review and audit of maternity 

records, ongoing data accuracy and completeness.  

Processes were in place for tracking clinical guidelines and 

updating of those in a timely way. 

ST explained the background to the action plan and the reason 

for this being brought to QCC. 

The action plan had provided assurance to the committee that all 

actions were underway and being mitigated. 

The report was approved. 

75 / 2019 Corporate Quality and Regulation Report  

EH presented the Corporate Quality and Regulation Report.

There were no red rated areas in the action plan.  The amber 

areas were centred on fire safety and training. 

DF noted the target we had set for mandatory training and failure 

to meet it.  Process rather than outcomes was discussed and if 



13 

the training was effective in delivering the information we would 

want it to deliver. 

Perfect ward was considered as a tool that could potentially be 

used as a better way of getting assurance.  

The amber rag rating under fire prevention for doors was due to 

the more physical aspects, such as doors being fit for purpose 

rather than the perfect ward audit scores for compliance with 

keeping fire doors clear. 

CO reported that a programme of fire drills was taking place, 

incorporating real needs such as shutting off oxygen. 

The report was noted. 

76 / 2019 Healthcare at Home Quarterly Report 

CB Presented the HealthCare at Home Quarterly Report. 

From April to June 2019 there were 21 incidents, four of which 

were medicines related.  There had been work on procurement 

of PICC lines, as well as patients actively reviewed, for example 

to reduce the length of time on antibiotics.  This was being 

monitored via fortnightly governance meetings. 

Further work on improving assessment was being implemented 

to reduce readmissions resulting from a lack of ability to function 

within the home.  

The committee was interested if whether the volume of activity 

against cost was being looked at, as the report didn’t show a 

sense of activity. 

Action: To have a review of the service and for this to be shared 

at QCC in January 2020. 

The report was noted. 

77 / 2019 CENARG Annual Report 

EH presented the CENARG Annual Report. 

The key new points were described.  The report linked to the 

Trust strategy and clinical effectiveness priorities. 

Assurance against NICE guidance could be found in Summary 

table 1. 

Progress going forward was to harmonise with the quality 

improvement approach. 

A discussion on the CENARG meetings not being quorate took 

place.  EH explained that the governance was being addressed 
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at the Quality Governance Committee and was being 

progressed. 

The committee commended the report. 

The report was received. 

78 / 2019 NHS Long Term Plan Gap Analysis 

Deferred to the next meeting 

79 / 2019 Deep Dive into Readmission Numbers 

Deferred to the next meeting 

80 / 2019 Medicines Optimisation Annual Report 

Deferred to the next meeting 

81 / 2019 BAF

It was noted that the BAF was work in progress, acknowledging 

this was an iterative process. 

Any Other Business 

No AOB noted. 

Date of next meeting: 21st November  2019 11.00-13.30, 

Ashford Hospital Room TBC 


