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QUALITY OF CARE COMMITTEE (QCC) MINUTES 
21st May 2020 

11.00 – 12:30 

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

IN ATTENDANCE: Andrea Lewis (AL) Interim Chief Nurse 

Andy Field (AF) Chairman 

Chris Ketley (CK) Non-Executive Director 

David Fluck (DF) Medical Director 

Glynis Bennett (GB) Nurse Consultant for Infection 
Prevention and Control 

Jane Lovatt (JL) Quality & Contracts Manager, 
Northwest Surrey CCG 

Jacqui Rees (JR) Associate Director of Quality 

Jane Dale (JD) Non-Executive Director 

James Thomas (JT) Chief Operating Officer 

Jo Finch (JF) Quality & Safety Lead 

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

Paul Murray (PM) Chief of Patient Safety 

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

Suzanne Rankin (SR) Chief Executive 

Yvonne Obuaya (YO) Associate Non-Executive Director 

MEMBERS PRESENT: Beth Shepherd Minutes 

ITEM 

There were no apologies.  Attendance via conference facilities as above.

40 / 2020 Minutes of the last meeting 

The minutes should make clear that the discharge of patients without Covid testing 

was in line with Government policy.  
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GB reported that current rates of Covid 19 testing had increased for staff and 

patients in line with national guidance. Initially only symptomatic family members of 

staff were tested, which was then extended to symptomatic staff and their family 

members.  Patients with symptoms were tested at the first opportunity and all 

patients returning to nursing homes were tested before discharge. GB clarified that 

tests on symptomatic patients collected more viral matter and so were more 

accurate.  AL noted that testing capacity had increased.  

The minutes were approved pending the above amendments. 

41 / 2020 Action Log 

Taken as read. 

43 / 2020 Performance Report 28:00 

JT presented the report.  

Covid pressures had reduced. The peak number of admissions was significantly 

less than planned for and the Trust was operating a new normal. ED performance 

was strong and was in the top 10% of urgent care performance in the country.  RTT 

performance fell significantly since the previous month to 80.9%. Elective activity 

was to be increased at Ashford Hospital.  Patients would continue to be seen at 

Woking Nuffield and the Runnymede. Mount Alvernia and Cobham Clinic would be 

used by Endoscopy. Non-elective pathways remained at St Peters. Every elective 

waiting list was reviewed by a consultant. Work was being undertaken on time 

sensitive cases across the specialties. Cancer standards were met with the 

exception of a breach of the 31 day standard for 4 dermatology patients. 

Diagnostics were challenging and following national guidance only the most urgent 

Endoscopy work was undertaken during the Covid 19 situation. The Trust needed 5 

Endoscopy rooms for the next 6 to 8 months to recover. This would be achieved 

using the independent sector.   

The RTT waiting list was reducing although the Divisions were reporting an 

increase. JT reported most specialties’ waiting lists had decreased because primary 

care was only making urgent and cancer referrals; however some patients’ 

pathways were closed after virtual outpatient appointments. Waiting list numbers 

had reduced although the length of wait had increased. Restoration work included 

direct access referral to Imaging.  

MB asked if technology used for Outpatients appointments increased efficiency. JT 

reported approximately 300 consultations a week were conducted by video and a 

further 1000 by telephone. Pathways would be made more efficient with diagnostics 

taking place before consultations. Work was to be undertaken with the community 

on pathways provided outside the organisation. JT would share data on virtual 

consultations in future meetings.  

CK asked if there was capacity for increased numbers of video consultations. JT 

reported earlier IT issues were resolved and capacity was not an issue. 

JT noted the increase of patients moving 3 or more times in March 2020 was due to 

the complexity of dealing with covid and non covid patients and waiting for the 
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results of covid testing before referral to the appropriate ward. 

JD and CK commended the reports Executive Summary outline of the key issues.  

44 / 2020 SIRI Report 

JR presented the SIRI Report, which was taken as read. The number of SI’s 

reported had reduced although levels remained similar to previous years. The 

Divisions reported SI’s in the usual way, stopping at the 72 hour stage. SI reports 

were being reviewed by the Chief of Patient Safety, JR and Divisional Chief Nurses 

to determine whether a root cause analysis was required.  

In March 2020 there were 11 reported SI’s, 8 were full SI’s and 3 stopped at the 72 

hour report stage. In April 2020 there were 2 reports, one a full SI and the other 

stopping at 72 hours. As the Trust moved further into business as usual, reports that 

were stopped at the 72 hours stage would be reviewed to assess if there would be 

any benefit to further investigation.  

JD asked how families were involved and trends monitored. JR reported that Duty 

of Candour had not changed. The expectation was that clinicians speak directly to 

families to explain the outcome of investigations at the 72 hour point, followed by a 

letter.  

MB asked if the Trust was confident SI’s were being detected, noting that there 

were no SI’s related to Covid. JR explained that the number of SI’s reported had 

reduced because numbers of falls and pressure ulcers had reduced. One Covid 

related SI concerning a patient using NIV was reported in May 2020 and stopped at 

the 72 hour stage. PM informed the Committee that in the previous two months 

Consultants had been working a 7 day week creating a strong Consultant presence. 

MB noted the effect of the change in hospital population had on the falls levels.  

CK requested clarity on NHS England guidelines and CCG guidelines. JR gave 

assurance that there was no conflicting advice. Local discussion with the CCG on 

the management of SI’s had taken place prior to agreement by NHSE.  

45 / 2020 Mortality Report 

PM presented the report.  

Questions were received around patient demographics. Trust data was cross 

referenced with Surrey, national ONS population data and Surrey public related risk 

intelligence data. Compared to the rest of the country, the Surrey population was 

older, predominantly female and white. Nationally the black population was 3.5%; in 

Surrey it was 1%. The BAME population in England was 14.6% and in Surrey was 

9.6%.  This explained the difference between Trust and national data on patients’ 

ethnicity. Similarly, as the Trust’s patient population was older it was more 

predominantly female. The gender split in Trust’s mortality data was in line with 

Surrey’s at approximately 60% female and 40% male. 

MW asked about ethnicity data and if staff were at risk. PM confirmed that the Trust 

had a higher proportion of BAME staff than the local population and that Trust staff 

were given an individualised work risk assessment to complete. DF noted Trust 

analysis identified the main risk factor for patients admitted with Covid, was age. 
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Analysis also indicated that BAME of patients admitted were proportionately higher 

than the general population, suggesting that the BAME population were more likely 

to experience Covid symptoms severe enough to require hospitalisation.  Staff 

groups in the Trust where there were high levels of sickness included Porters and 

Cleaners. These staff worked in all corners of the hospital whereas many staff were 

in self-contained units with well worked out processes.  This was also recognised in 

national data.  

A further question related to the patient journey and acuity of care. PM reported on 

patients that died in March 2020 and April 2020. There were 18 on ITU and 37 on 

Aspen where patients received NIV. At the start of the Covid situation patients were 

proactively intubated and ventilated.  During the pandemic advice changed to 

initially using non-invasive ventilation and rescue intubation and ventilation if 

required. Data on outcomes would be analysed in preparation for a potential second 

peak. 

SR reported a root cause analysis would be conducted for all members of staff that 

required ventilator support combined with an overview of their clinical care and a 

review of deployment, supervision and training. Results would be shared in due 

course.  

SR commended DF and AL for maintaining a focus on cross infection.  Hospital 

cross transmission was being monitored nationally and early data for the Trust was 

reassuring.   

46 / 2020 Quality Report 

AL presented the report, which outlined the Quality priorities for 2020/21.  

IPC figures were positive for April 2020 and May 2020 due to the emphasis on 

infection control and the measures implemented. Early data on Covid transmission 

was favourable and suggested measures, such as strict visiting conditions reducing 

footfall, were working. Visiting with regards to end of life care had been relaxed 

although was strictly controlled by the palliative care team. Domestic staff were 

pivotal in reducing cross infection. An enhanced cleaning regime improved 

decontamination of equipment and the environment.  

MW discussed social distancing measures in the Trust. Measures were in place to 

implement social distancing however it was agreed that further work was needed as 

compliance was more challenging in areas such as the PGEC. SR informed the 

Committee that the HSE Working Safely guidance had been reviewed and would be 

incorporated into the new operating framework. Retail expertise would be sought for 

guidance on managing internal flow. 

AF requested assurance on follow up of Covid patients post discharge. GB reported 

that every inpatient was reviewed for Covid symptoms daily, following NHSE 

guidance. An assessment sticker was used for Covid patients following moves 

between wards and post discharge to care homes or the community. Assessment 

would be audited using a tool adapted from NHSE. Following the discharge of Covid 

patients’ GPs received a standard letter regarding management of the episode and 

requesting a chest x-ray at 6 weeks. A virtual respiratory ED clinic (REED clinic) 
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had been set up and patients were able to monitor their saturations at home. This 

worked well and would be continued under the new operating model. 

The increase in pressure ulcers was attributed to ITU patients nursed in the prone 

position, mostly sustaining pressure damage to the face. The increase in hospital 

acquired thrombosis was due to the unusual inflammatory response caused by the 

coronavirus. 

Communication and attitude continued to be a theme of complaints. Complaints 

about attitude of staff were dealt with on an individual basis. 

A full analysis of national and Trust NRLS data on the level of harm reported via 

Datix would be included in the SIRI Annual report. The last National Audit for Falls 

recommended hip fracture following a fall should be recorded as severe harm. 

Previously recorded moderate harms would be reviewed.  

Hand hygiene and social distancing in the Trust were discussed. An audit tool was 

adapted from NHSE and used for monitoring. ATP testing1 was in place to monitor 

viral load in areas. CK asked if there would be teams in place to control social 

distancing and hygiene measures when patient and visitor numbers increased. 

Restrictions on visiting were remaining in place. At Ashford, all visitors were 

screened on arrival and directed to their appointments. Patients due to attend 

hospital received guidance in advance of attending. 

47 / 2020 Exception Reports 

Exception reports were read prior to the meeting with questions proposed outside of 

the Committee.  Responses to the questions are recorded in the appendix. 

48 / 2020 Board Assurance Framework (BAF) 

AL presented the BAF. 

There had been an increase for both risks in light of the Covid situation. Risk 1.1 

would be reviewed following implementation of measures such as the IPC strategy, 

medication safety programme and new operating model.  

CK suggested the report noted the target for timely completion of SJRs had been 

reset due to the Covid situation. 

47 / 2020 BSPS Exception report 

The reduction in numbers of pathology requests from GPs was discussed and 

considered to be due to a combination of fewer patients attending GP appointments 

and GPs only requesting urgent diagnostic tests.  

Any Other Business 

MB noted that in preparation for the meeting, Committee Members submitted 

questions associated with submitted reports to the Chair prior to the meeting. It was 

agreed to be an efficient use of meeting time. 

1 The ATP test is a process of rapidly measuring actively growing microorganisms through 

detection of adenosine triphosphate, or ATP.
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MB passed on compliments received from a patient regarding their care in St 

Peter’s during the Covid situation. 

JD thanked MB for his work as Chair of the Quality of Care committee. This role has 

now passed to JD. 

Date of next meeting: 23rd July 2020 11:00 – 14:00 



Appendix 1 - Responses to questions 

Paper  Section of 
paper 

Statement in text  Question being asked Expectation: /assurance clarification/comment/data  Further 
action 
requested if 
appropriate  

MES JD_NICE - many 
guidelines from NICE 
are awaiting 
feedback. 

JD_612 (out of 713) 
incidents overdue  

When the guidelines were issued-many state 2019. Why 
is there such a delay in reviewing them? 

The NICE guidance is reviewed at Speciality meetings 
and where appropriate allocated to a Consultant to 
review and present back at the next meeting.  The 
delays are where Consultants have not been able to 
attend meetings and feedback, or have not fed back.  
We are starting the Specialty Governance meetings this 
month and will not only raise the issue of delay but 
contact the individuals who have outstanding guidance. 
Aim for assurance on the outstanding guidance by the 
end of June. 

What is the mechanism in place to reviewing these 
incidents? 

All the incidents have an allocated handler, who is 
responsible for any investigation and closure. The 
handlers with overdue incidents are sent regular 
reminders.  Speciality overdue incident numbers are 
included on the speciality dashboards circulated for 
Governance meetings.  The QG team will do some work 
with the handlers to try and understand what the issues 
are in getting these closed, or reallocated.  We will look 
at a trajectory for getting these overdue numbers 
reduced. 

Assurance 
that actions 
will be taken 
with an 
agreed time 
frame. 
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WHP

Incident  

Learning 
from 
incidents 

7 Day 
Services 

JD_ there was no 
diabetic care during 
the antenatal period.

Comment  

Excellent report 

Diabetic care had been an area of concern in a previous 
incident and the support for women with diabetes had 
been improved. Please can you explain more about the 
issues in this case and if they relate to previous issues. 

Gaps have been identified in the GTT pathway regarding 
the Diabetic Service.   This was the issue in a previous 
case.  The Diabetic Service is on the Risk Register.  A 
Consultant Midwife is looking at the process to 
improvement, new guidance, and support for the 
Obstetric function is in place. Issues include; lack of 
follow up, not following up GTTS.  A new pathway has 
been introduced, which is more robust and includes a 
follow up procedure.   

Good to see that a member of staff who was shielding 
has undertaken a review of datix and cleansed the 
system and looked at themes –could other divisions learn 
from this? 

Given the reduced input through paediatrics and other 
planned procedures why is it not possible to provide this 
data when other divisions have done so? 

The Clinical Governance function usually completes this 
work.  There is a capacity issue, which will be raised at 
the next Governance meeting and escalated to the DD. 

Assurance  
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TASCC JD_35 out of 50 
individual siri actions 
are overdue. internal 
actions are also 
overdue  

JD- Good work by 
the Ophthalmology 
teams in reducing 
the backlog. 
I would like an 
update on the 
progress with the 
Emergency surgery 
assessment unit.  

How will the actions be implemented in a timely way?
A further 8 actions have been cleared since the time of 
QCC report submission.  There is a focus on clearing 
actions with additional staff input.  There is also clear 
ownership of actions and oversight by TASCC 
governance and Divisional Management Board.   

The Emergency Surgery Assessment Unit is operational. 
There is a current reduction in the number of theatre 
lists.   The Emergency Surgery Ambulatory Care Unit is 
not currently operational due to the Covid 
reconfiguration of services.  AECU are currently working 
from the admissions lounge.  There is a weekly review 
by the triumvirate at Silver Covid meetings. 

Assurance 

DTTO JD_ There is a 
backlog with 102 
incidents being 
overdue ( of 121 
incidents )  

Therapies should be 
commended on the 
adjustments made to 
working practice to 
deal with Covid. 

How will these incidents be reviewed?

A Breakdown of the overdue incidents has been sent 
out to Service Leads and Associate Directors, with a 
request to re-establish their incident review groups 
(temporarily put on hold due to Covid related activities 
and staff redeployments) to action and to close overdue 
incidents. With this prompt, we expect a downward 
trend in the next Divisional reporting. 

Assurance 


