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Agenda item: 301/20 b 
 

PATIENT SAFETY, QUALITY & RISK COMMITTEE 
 

Minutes of the Patient Safety, Quality & Risk Committee 
Thursday, 3rd July 2014  

Chairman’s Suite, Watford Football Club  
Watford General Hospital 

 
 
Chair: Mahdi Hasan (MH) Chair 
   
Present: Jackie Ardley(JA) Interim Chief Nurse & DIPC 
 Gill Balen (GB) Chair Patients‟ Panel 
 John Brougham(JB) Non- Executive Director 
 Martin Keble (MK) Chief Pharmacist 
 Alistair King (AK) Divisional Director Medicine 
 Jeremy Livingstone Divisional Director Surgery 
 Ed Donald Interim Chief Operating Officer 

(Planned Care) 
 Dr Mike Van der Watt (MVDW) 

 
Medical Director 

In attendance: Sheila Marsh (SM) Clerk, Executive Assistant to Interim 
Chief Nurse 

 Stephen Hay (SH) Non-Executive Director 
 Sarah Lafbery (SL) Quality Lead Nurse (Item 07/15) 
 Phil Townsend (PT) Non-Executive Director 
   
Apologies: Dr Anthony Divers (AD) Divisional Director Clinical Support 
 Ginny Edwards Non Executive Director 
 Karen Haynes Interim Chief Operating Officer 

(Unscheduled Care) 
 Samantha Jones Chief Executive 
 Ann Robson Interim Director of Human 

Resources 
 Antony Tiernan Director of Corporate Affairs and 

Communication 
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MEETING MINUTES 
 

 Action Who When 

7/01 Chairman’s Introduction   

 The Chair welcomed all present to the meeting.   

7/02 Apologies for absence   

 As recorded above.   

 Declarations of Interest   

 There were no interests declared other than previously 
recorded in earlier meetings. 

  

Process Items 

7/03 Minutes of the Last Meeting   

 Minutes of meeting held on 5th June 2014 were agreed an 
accurate record. 

  

7/04 Review Action Log   

 It was noted that all actions were completed from the previous 
Action Log. 

  

7/05 PSQR Revised Work Plan   

 Due to the incorrect Work Plan being circulated, it was agreed 
that the Chairman would circulate the correct document to 
Committee members for comments to enable it to be finalised 
before the next meeting in September.  

 

 

Mahdi 

Hasan 

 

 

Immediate 

Patient Safety and Quality Items 

7/06 Serious Incidents ~ Summary Report Month 2   

 MVDW introduced the report.  He highlighted the significant 
reduction in the incidence of Grade 3 pressure ulcers (11 
cases in April and 2 cases May 2014).  It was explained that 
with the increased awareness of what SI‟s were and the 
improved mechanisms for reporting, it was expected that 
numbers would increase.  It was noted that quarter 1 data 
should be used for like for like trend comparison. 

It was confirmed that following training, the new Datix reporting 
system would be on line in September 2014. The issue of how 
„learning‟ from SI‟s could be judged was raised, with MVDW 
responding that this was an extremely difficult thing to 
measure.  However, learning could be demonstrated through 
the 45 day reporting mechanism, resulting action plans and 
through the clinical governance route. 

 

  

7/07 CAS Alerts Action Plan Update   

 JA provided an update on the Action Plan relating to the 
management of CAS Alerts and gave assurance that since the 
inception of the project the CAS Project Lead had worked with 
the „owners‟ and a significant number had been closed.  
Moreover by the end of the day all out of time CAS Alerts 
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 Action Who When 

would be closed. 

PT queried the meaning of the CAS risk now added to the Risk 
Register (denoted at 3.3), “Medical devices (including single-
use devices) may be procured outside the Trust agreed safe 
process for acquiring such devices”.  JA to clarify this CAS 
risk. 

 

 

 

 

Jackie 
Ardley 

 

 

 

Immediate 

7/08 Infection Prevention and Control Update ~ Month 2   

 JA summarised the report and drew attention to the fact that 
there had been 2 cases of hospital acquired Clostridium 
difficile in May 2014, but no cases in June which brought the 
year to date total to 4 cases against a trajectory of 31 for 
2014/15.  Unfortunately she had to report that there had been 
1 case of avoidable MRSA bacteraemia in May 2014, against a 
trajectory for 2014/15 of zero. She assured the Committee that 
a rigorous RCA investigation had been instigated as a result of 
this, and that immediate steps had been taken within the ICU 
team following the identification of the wrong aseptic technique 
that had been used.  

The drop in the overall hand hygiene compliance score for 
April to 79%, as compared to March, which was 94%, was 
noted, with JA confirming that a weekly spot check audit was 
being undertaken, and that all clinical areas were fed back the 
results immediately with this being a focus of attention. The 
result needs to be better understood and what follow up is 
necessary as the apparent level of hand hygiene compliance is 
unacceptable.  This to be followed up and reported back at the 
next committee meeting. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Jackie 
Ardley 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sept 14 

7/09 Patient Experience Update  ~ Month 2   

 JA presented the report and summarised the initiatives that 
had been undertaken to improve the patient experience. 
Attention was drawn to the new approach to collecting friends 
and family data in A & E which had made a significant impact, 
as both score and response rate had achieved the CQUIN 
target for April.  MH commended the work being undertaken 
and that the document provided valuable information and 
highlighted patterns.  

 

  

7/10 Pressure Ulcer Report and Action Plan   

 JA presented the detail of the Pressure Ulcer Report and 
Action Plan.  She highlighted that there had been a significant 
reduction of avoidable pressure ulcers in May, with the 
expectation that this trend would continue.   

On 27th June 2014, the Clinical Leaders Development Day had 
focused exclusively on pressure ulcers.  This was an excellent 
learning day that featured a video of a patient which was an 
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extremely powerful story and learning aid.  JA confirmed that 
wards which had good results were sharing good practice with 
Matrons/Senior Sisters in those areas which were 
underperforming. 

 

7/11 Cardiac Review Update (SMART)   

 MVDW summarised the Cardiac Review (SMART) currently 
being undertaken following echocardiogram results being 
incorrectly reported as being normal. He highlighted that all 
patients with an abnormal scan had now been seen twice, and 
outlined the scope of the review, together with the additional 
staff being employed to facilitate these reviews. It was 
anticipated that Phase 3 of the review would be completed by 
the end of September 2014. 

MVDW acknowledged that assurance could not be given that 
no patient harm had occurred.  The committee requested 
ongoing progress reporting until the follow-up action had been 
completed and satisfactorily closed out. 

  

 

 

 

 

 

 

 

 

 

Mike van der 
Watt 

 

 

 

 

 

 

 

 

 

Ongoing 

07/12a Safe Staffing Nursing and Midwifery  ~ Month 2   

 JA introduced the paper providing an update on the progress 
regarding the arrangements within the Trust for managing safe 
nursing and midwifery levels within the inpatient wards.  The 
Committee noted the information and assurance, and the 
ongoing work, actions and timescales taken to achieve the 
expectations. 

 

  

07/12b Nursing and Midwifery Safe Staffing Escalation Policy   

 Policy noted. 

In terms of process and flow of policies, JA reported that 
Panels would approve policies, TLEC would ratify them and 
only papers should be presented to Committees and Trust 
Board.  It was agreed that would submit a paper outlining the 
approved process for submission, approval and ratification of 
all Trust policies. 

 

 

 

 

 

Jackie 
Ardley 

 

 

 

 

July TLEC 

07/13 Septicaemia Audit Update   

 MVDW presented the detail and the rationale for conducting 
the audit as being in response to the Care Quality Commission 
(CQC) notification of a mortality alert for „Septicaemia, 
unspecified ICD-10 code A41.9‟.  He explained that an audit of 
deaths among patients with „sepsis unspecified‟ as a primary 
diagnosis was undertaken by obtaining a list of all patients who 
had an ICD-10 primary diagnosis of A41.9 „septicaemia 
unspecified‟ between July ad November 2013 (n=33). 

He reported that an initial review of the 33 patient notes was 
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undertaken to determine coding accuracy and/or any 
discrepancies and that this had highlighted coding 
inaccuracies.  Following this, a rigorous audit of the 12 patients 
with septicaemia at admission and discharge (death), was 
deployed to evaluate the standard of care as well as good 
practice and any lessons learnt.  1 patient case had been 
identified as substandard care and this case was being 
reviewed by the Coroner. 

MVDW outlined the measures that had been introduced to 
rectify the situation.  A new septic bundle was in place. With 
regard to incorrect coding, coders had been using the initial 
diagnosis in A & E and not the confirmed diagnosis, but now a 
new coding checklist had been introduced, with a formal sign 
off by Consultants, which should prevent this issue arising in 
future.  

Risk and Performance Items 

07/14 Risk Registers for Risks Scored 12>   

 JA presented the risk register of risks scored over 12.  She 
commented however that it was a work in progress in terms of 
detail, with further work being undertaken in the area of 
controls and mitigations.  Following discussion the paper was 
withdrawn as it was felt that the work in progress for risk 
identification and risk classification was not appropriately  
mature and it did not provide appropriate assurance.  
Concerns were raised with examples of identified high scoring 
risks with no controls in place and no rationale provided as to 
why there were no controls or that the risk exposure was 
acceptable within the agreed risk appetite of the Trust. JA to 
request Executives to review high risks for their areas. 

Although it was acknowledged that a considerable amount of 
work had already been undertaken, it was felt that the Risk 
Register should in practice be a basic tool for managing 
operations in the Trust and assigning and prioritising actions 
and resources.  This will lead to informing the Committee of 
the level of assurance and allow the Board make informed 
decisions on resources, priorities and risk appetite.  The work 
in place so far and the risk monitoring and reporting 
mechanism at present it did not meet this expectation.  

 

 

 

 

 

 

 

Jackie 
Ardley 

 

 

 

 

 

 

Immediate 

07/15 Test Your Care  ~ Month 1   

 Sarah Lafbery was welcomed to the meeting to give a 
presentation on the Test Your Care‟ project.  She explained 
that the project had been in place for 3 months in all adult 
inpatient areas, with the base line audit being undertaken in 
March 2014, together with a further 2 audits per ward having 
been undertaken.   
 
The expectation was that for the first year the majority of the 
indicators would be red (this was based on the experience of 
Heart of England Foundation Trust), with the target for Green 
being 90%.  It was anticipated that there would be a month on 
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month improvement in the first six months, with each ward 
being given a target of 6 months to exceed 90%.  She was 
pleased to report however that in May 4 wards scored 80% 
(Amber), with Bluebell Ward scoring 91% (Green), and in June 
the results had improved with 3 wards scoring green and 3 
amber. It was noted that Heartlands had taken 1 year to 
achieve similar results, so WHHT had made significant 
progress, with an overall a score of 73% divided between 
surgery and medicine. 
 
SL outlined in detail the mechanism for collecting the audit 
data and the questions asked, and indicated that although 
Heartland‟s questions were used as a base, WHHT had added 
pressure ulcers and resuscitation. Also, Heartlands do not use 
Action Plans, but WHHT encouraged the use of Action Plans 
to enhance good practice.  A certificate of achievement and 
letter of congratulation from the Chief Nurse was issued to 
those wards scoring Green and Amber, and those wards not 
performing well would be held to account (Senior Sister, 
Matron and Head of Nursing). 
 
It was acknowledged that this project was ongoing work and 
the Committee commended the progress so far and looked 
forward to being informed of future progress. 

 

07/16 Draft Agenda for Meeting to be held on 4th September 2014   

 Draft agenda noted.   

07/17 Any Other Business   

 None raised   

 Items for Information only:   

07/18 Minutes of Quality and Safety Group  ~ 20.05.14 

Minutes noted.  

  

06/22 Minutes of Patient Experience Group ~ 17.04.14 
 
Minutes Noted. 

  

 Date of Next Meeting   

 Date:      4th September 2014   

Time:      09.15 hrs   - 10.45 hrs 

Venue:    Lecture Theatre 2, Medical Education Centre 

                Watford General Hospital 

  

G:\Executive Board\Trust Office\Board Secretariat\SUB-COMMITTEES\PSQR\2014\PATIENT SAFETY, QUALITY & RISK 
COMMITTEE\MINUTES\DRAFT  Minutes PSQR ~ 3rd July 2014.doc 


