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Minutes from Integrated Governance and Quality Committee (IGQC) – 19 April 2018
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Integrated Governance and Quality Committee (IGQC)

Draft Minutes of the meeting held on Thursday 19th April 2018, in the Board Room, Sanger House

	Present: 

	Julie Clatworthy (Chair)
	JC
	Registered Nurse

	Dr Alan Gwynn
	AG
	GP Liaison Lead – South Cotswolds

	Marion Andrews-Evans
	MAE
	Executive Nurse and Quality Lead 

	Colin Greaves
	CG
	Lay Member - Governance

	Peter Marriner
	PM
	Lay Member – Business

	Mark Walkingshaw (part meeting)
	MW
	Director of Commissioning / Deputy Accountable Officer 

	Dr Lesley Jordan
	LJ
	Secondary Care Doctor 

	Scott Parker (part meeting)
	SP
	Associate Director of Commissioning 

	Dave McConalogue
	DM
	Consultant in Public Health, GCC

	

	In Attendance:

	Becky Parish (part meeting)
	BP
	Associate Director of Experience and Engagement

	Christina Gradowski
	CGi
	Associate Director of Corporate Governance

	Zoe Barnes
	ZB
	Corporate Governance Officer

	Rob Mauler
	RM
	Senior Quality and Safety Manager

	Teresa Middleton
	TM
	Deputy Director of Quality 

	Mark Hayward
	MHd
	Medical Student, Shadowing AG



	1.
	Apologies


	1.1

	Apologies were received from Alan Elkin (AE), Dr Sheena Yerburgh (SY), Dr Caroline Bennett (CBe), Dr Andy Seymour (AS), Mary Hutton (MH) and Cath Leech (CL).


	1.2

1.3
	The meeting was confirmed as quorate.

JC gave an overview of the purpose and responsibilities of the IGQC for the information of MHd, and members introduced themselves. 


	2.
	Declarations of Interest


	2.1
	JC requested declarations of interest in relation to any agenda item.


	2.2
	TM declared an interest in agenda item 6, as she was a reviewer for the LeDeR mortality review. This was a professional interest and no further action was required. 

	
	

	2.3
	BP declared an interest as a Trustee of Gloucestershire Young Carers, in relation to agenda item 5. There were no direct implications as a result of this interest. 

	
	

	3.
	Minutes of the Meeting held on Thursday 15 February 2018


	3.1
	The minutes of the meeting held on Thursday 15 February 2018 were approved as an accurate record subject to the following amendments:


	
	· Item 8.4.2 – ‘Specialises’ to be amended to read ‘specialist’
· Item 13.8 – ‘Compressive’ to be amended to read ‘comprehensive’
· Item 15.1.7 – Sentence to be amended to read ‘CG expressed concern regarding stage 2 of the clinical safety review process and queried who the nominated deputy was to IGQC’. 


	4.
	Matters Arising


	4.1

	IGQC 285 – Arriva Quality Report - JC provided an update and advised that MW had confirmed that he had requested an in depth report from Gill Bridgland on the ATSL performance issues. RM added that the call centre performance had dipped again in terms of answering calls on time, however patients were no longer calling Arriva directly for bookings. In the first week of activity, 420 calls had been received with 289 assessments and 210 bookings with the new service. RM reported that Gill was meeting with the Patient Transport Advice Centre (PTAC) and an update would be provided in June on the new booking and eligibility assessment service. BP added that an update was being taken to the Health Overview and Scrutiny Committee (HOSC) in May on this issue. Item to remain open for update. 


	4.2
	IGQC 241 – Surgical Site Infections – It was reported that LMD had undertaken a review of 2016/17 data, and the data for SSI was higher at the hospital than the data collected. There were therefore concerns raised around the data collection process. At the March HCAI meeting it was agreed that the investigation should be conducted by Gloucestershire Hospitals NHS Foundation Trust (GHFT). The HCAI minutes from 29th January and 22nd March 2018 were attached for information. Item closed. 

	
	

	4.3
	IGQC 254 – Deteriorating patient – Further information on the deteriorating patient in a ward environment was included within the paper at agenda item 6. LJ advised that she had met with the Deputy Director of Nursing before she left her post within the CCG and discussed difficulties around the questions being asked, and identified that improvements had been made in the ED however there needed to be focus on other areas and moving forward. LJ reported that KH had emailed Steve Hams requesting further detail however no response had yet been received and a medical lead had also been sought from the Trust. This issue had been raised at the Clinical Quality Review Group (CQRG) and Steve Hams had requested a list of questions in advance that he could subsequently respond to e.g. lack of medical leadership and inpatient management. LJ advised that she would arrange a visit to the Trust with the Deputy Medical Director and take questions to the next CQRG. 

	
	

	4.3.1
	Members discussed their concerns regarding a lack of clinical leadership further and it was agreed that this issue was important to address as it was critical for patient safety. MAE advised that NHS England (NHSE) had praised GHFT on their work around Sepsis however the CCG were not receiving appropriate assurance of this. 


	4.3.2

	It was noted that audits were being undertaken by non-clinical colleagues which was also a concern raised with the Trust. AG suggested that a Governing Body (GB) GP provided support to drive improvements and it was agreed that HLR as GP lead for patient safety would be suitable. Item to remain open for update in June. 


	4.4
	IGQC 259 – Arriva – It was confirmed that an update had been included within the quality report on the Arriva incident. This incident occurred in Wiltshire and had since been downgraded from SI status. Item closed. 


	4.5
	IGQC 260 – Any Qualified Providers – MAE reported that the CQC report for the Winfield Hospital would be available in due course and was anticipated to be positive. Item to remain open.   


	4.6
	IGQC 263 – Serious Incidents – It was noted that a detailed summary of SIs in GHFT was included within the Quality Report and would be discussed in detail during the meeting. Item closed. 


	4.7
	[bookmark: _GoBack]IGQC 264 – Gluten Free – It was noted that a decision was made at the Priorities Committee meeting held on the 22/03/2018 that no change was required to the current gluten free policy; and the CCG would continue not to prescribe GF items on prescription. The CCG’s position statement was attached for information. Item closed. 

	
	

	4.8
	IGQC 265 – Complaints – More in depth information on themes from complaints was included within the quality report. Item closed. 


	4.9
	IGQC 266 – CDIF – It was confirmed that an action plan from C Difficile infections would be implemented by June 2018. Item to remain open for update in June. 


	4.10	
	IGQC 268 – Categorisation of harm – Further information on categorisation of harm from falls was included within the quality report. Item closed. 

	
	

	4.11
	IGQC 271 – 2Gether – Further information on the Parliamentary and Health Service Ombudsman (PHSO) findings from a formal complaint were contained within the 2G quality report. Item closed. 

	
	

	4.12
	IGQC 273 – Prescription Ordering Line (POL) – It was noted that the CCG engagement team was working with the Project Manager to develop a patient survey for both the POL and the Berkeley prescribing pilot. This was due to go live during April/May 2018. BP confirmed that a snapshot update would be provided in June. Item to remain open. 

	
	

	4.13
	IGQC 274 – GP Dashboard – It was noted that the GP dashboard required additional fields to be added and final checking prior submission to IGQC. TM to bring to the June meeting. Item to remain open. 

	
	

	4.14
	IGQC 275 – Mortality Policy – As the Deputy Director of Nursing post was vacant, this item was carried forward until the new person was in post. Item to remain open for August. 

	
	

	4.15
	IGQC 279 – IGQC TOR - CGw had updated the ToR following the Chairs of Committees meeting held in March with the actions agreed including a change of name of the IGQC to ‘Quality and Governance Committee’. CGw had sent the ToR to MAE to incorporate all committee sub-groups. The ToR would be reported at the June meeting and once reviewed, submitted to the GB for formal approval. Item to remain open for update in June. 

	
	

	4.16
	IGQC 248 – Breaking the Cycle Event – JC requested assurance that the outcomes from the breaking the cycle events had been addressed appropriately at the A&E Delivery Board. MAE added that a request had been made for a formal report. SP advised that an event had been held before Easter in which operational issues in ED had been bottomed out, and confirmed that he would request a report in association with this event. JC added that further assurance was needed regarding the mitigation of clinical risks. Item to remain open. 

	
	

	4.17
	IGQC 267 – Ambulance Response Rates – An in depth report on ambulance response rates was included within the quality report. Item closed.

	
	

	4.18
	IGQC 261 – Health & Safety Briefing – It was noted that Linnet Hooper had contacted the Sanger House facilities manager who had called a plumber to assess the toilets. The issue was then reported to the CSU H&S Advisor who informed LH that all reasonable action had been taken. Item closed. 

	
	

	4.19
	IGQC 262 – Fire Alarm Test – The facilities manager had confirmed that a fire alarm test would take place during the summer 2018 on a Thursday afternoon during a Governing Body business meeting. Item to remain open. 

	
	

	4.20
	IGQC 270 – 2G CQC – RM had circulated the letter of concerns and areas of good practice from the 2G CQC visit to members. Item closed. 

	
	

	4.21
	IGQC 276 – Risk Register, FOD – CGi confirmed that the risk register had been reviewed to incorporate risks associated with the Forest of Dean consultation, including a specific risk related to the likelihood of judicial review. Item closed. 

	
	

	4.22
	IGQC 277 – One Place – CGi advised that she had been working with Dharmesh Patel on the One Place Risk and Issues Log. Further work was being undertaken to escalate key risks from the One Place RR to the Corporate RR. Item to remain open for a further update in June. 

	
	

	4.23
	IGQC 278 – Policies – CGi gave an update with regards to the work underway to ensure compliance with the General Data Protection Regulation (GDPR), and advised that CL had requested that all CCG policies were reviewed to ensure compliance. CGi added that consideration was being given in particular to staff personal information and the right to object to processing. PM suggested that review dates for those policies which would be reviewed were extended and this was confirmed. It was noted that the IGQC and Audit Committee would be sharing the policy approval process moving forwards with clinical policies remaining with IGQC. JC queried when the revised terms of reference would be available to the committee and CGi confirmed that these had been drafted and were with MAE for comment. Once reviewed these would be forwarded to the Chairs and IGQC. Item to remain open for update.

	
	

	4.24
	IGQC 280 – Self-Assessment – CGi confirmed that actions had been completed following the Chairs meeting held on 15 March and a further update on the TOR would be brought forward in August. Item to remain open. 

	
	

	4.25
	IGQC 281 – Crown Storage – It was noted that CGi and ZB would be visiting Crown storage in the summer to assess any work required and would provide an update to the Committee in August on findings. Item to remain open. 

	
	

	4.26
	IGQC 282 – HR Dashboards – It was confirmed that colour coding within the HR dashboard report would remain consistent. Item closed. 

	
	

	4.27
	IGQC 283 – HR Dashboards – CGi confirmed that she had requested information relating to internal moves and promotions for the six monthly report however this item was not due for closure until June. Item to remain open. 

	
	

	4.28
	IGQC 269 – Emergency Readmission rates – SP gave a verbal update and advised that work on reviewing readmission rates had been completed, and 4 key areas had been identified where admissions were particularly rising. CG raised concerns around the availability of beds for patients to be moved into, and whether internal moves inside the hospitals were being undertaken correctly. AG requested that Great Western Hospital was also included in this review. MAE advised that the pressure on the Trust to meet the 4 hour A&E target may have increased the admission rate. SP advised that the conversation rate was being reviewed to assess what was going into the extended assessment area, and there was a local tariff in place around this activity. JF queried if this was currently classed as an admission and SP confirmed that it was and was also part of the contract negotiations currently underway. 

	
	

	4.28.1
	SP provided further detail with regards to readmission rates:

· Growth for 2017/18 had declined by - 
· 3.55% in general medicine
· General surgery by 16.96% year on year
· T&O 17.65%
· Geo 17.92%
· Urology 9.26%
· Gastro 14.80%
· Paediatrics 11.42%

	
	

	4.28.2
	AG noted that the decline may be as a result of a changeover to a new service. It was agreed that SP and MAE would work together to produce a briefing report. Item to remain open.

	
	

	4.29
	IGQC 272 – GCS Quality Report – JC advised that the referral to treatment (RTT) rate for the MSK service was included as an action due to the change in service model and the need to keep this under review. MAE confirmed that an update was included within the GCS quality report at agenda item 5. Item closed. 

	
	

	4.30
	IGQC 284 – JUYI – A diagrammatical cycle of working was circulated to the Committee with regards to JUYI. Item closed. 

	
	

	4.31
	The Committee noted the attachments in relation to action 241(point 4.2 above) and minutes from the Healthcare Associate Infection (HCAI) Strategy Group held on 29 January and 22 March 2018. TM noted that this group had been in operation for a number of years and there was good attendance from Consultants. JC highlighted section 02/18 of the minutes from January and queried whether the statement was correct. It was advised that nationally, contract penalties were not to be levied. 

	
	

	4.32 
	The Committee noted the CCG media release regarding gluten-free foods on prescription (action 264). 

	
	

	5.
	Quality Report and Dashboard


	5.1
	MAE introduced the Quality Report which provided assurance that quality and patient safety issues are given the appropriate priority. The report included County-wide updates on:

· National Institute for Health and Care Excellence (NICE);
· Clinical Effectiveness;
· Research and Development;
· Safeguarding;
· Mortality;
· Patient Experience and Engagement;
· Infection Control; and
· Immunisation and Vaccination.

The report was taken as read, and MAE presented the highlights. 


	5.2
	MAE noted that the minutes from the Clinical Effectiveness Group held on 16th Jan 2018 and 15th March 2018 were provided for information at appendix 1.1 and 1.2.  


	5.3
	MAE discussed research and development and noted that there was a small project underway to review the learning from new trainee nursing associates, to take forward for the next cohort of students. Additional funding for excess treatment costs was being reviewed and a paper for Core produced to outline all authorised payments over the last 4 years to include outcomes, and details would be brought to the Committee for the next meeting. DM advised that the County Council undertook small studies often in isolation and queried whether these should be reported to IGQC, as these studies could be relevant to CCG work. It was agreed that DM should report research projects through TM. ACTION DM and TM.


	
	SP left the meeting at this point. 

	
	

	5.4
	MAE presented the safeguarding section of the report and noted that there were a number of active cases. It was noted that the Ofsted report into GCC Children’s Services was poor however the detail within their report did not criticise health services. A strategic health group had been formed to develop performance measures, and MH had received a formal letter of invitation from the Chair of the Implementation Board for representation, therefore MAE was now a CCG representative member of this board.  

	
	

	5.4.1
	MAE provided a confidential summary of the current serious case reviews underway as discussed within the report. MAE noted that there were valuable lessons for health as a result of serious case reviews, for example the CCG had requested all GP practices to undertake safeguarding reviews of all newly registered children to check for any early warning signs. 

	
	

	5.5
	MAE noted the establishment of the Gloucestershire Mortality Review Group and the committee discussed the public health representation on this group. 

	
	

	5.6
	BP presented the Patient Experience and Engagement section of the report and highlighted the themes as outlined within the table on page 4. It was reported that glucose monitoring contacts had increased in quarter 4. 

	
	

	5.7
	BP advised that a new theme had been identified in quarter 3, following the Freestyle Libre flash glucose monitoring system which had been made available via NHS prescribing, but with access subject to local CCG guidance. Formal responses from the Clinical Chair were given to each enquiry, and 50 had been received to date in relation to the prescribing policy. 


	5.8
	BP informed the committee that there had been issues with the reporting process for NHS England complaints, and out of 11 cases for the CCG, 10 had been listed as not upheld which meant that consent had not been gained. The CCG had raised a query with NHSE about this issue. 


	5.9
	BP discussed the next steps for the Forest of Dean and advised that a Citizens Juries Community Interest Company (CIC) had been appointed to run an independent jury to consider the location of the new hospital. There had been lots of interest and the jury was very experienced. It was noted that feedback was anticipated at the end of May. 

	
	

	5.10
	BP highlighted work undertaken around Gloucestershire maternity voices. Over 250 people took part in the branding survey. 


	5.11
	BP reported that five young people were involved in the online counselling service contract bid presentations, and their questions aligned to those by the CCG which was positive. 

	
	

	5.12
	BP discussed primary care engagement through patient participation groups (PPG) and noted that this network was well attended. The next meeting would focus on online consultations. 

	
	

	5.13
	BP advised the committee that the GP Patient Survey would be shared at the August or October meeting. ACTION BP


	5.14
	MAE presented the countywide infection control section of the report and noted that there had been 5 cases of MRSA allocated to the CCG in 2017/18, and the threshold was 0. 


	5.15
	MAE highlighted that there was a focus on E.Coli in the report as a result of an increase in cases. There had been 256 cases as at the end of February, and the year target was 257. MAE advised that performance had dropped significantly since a member of staff left, however the Trust had appointed a new infection control nurse which was positive. Concerns were also highlighted around care homes, as there was a reported high number of bladder washouts which was a red flag for E.Coli.  


	5.16
	Difficile Infections (CDI) breaches were outlined and it was noted that there were 157 cases of CDI over a period of 12 months. JC queried what action had been taken and MAE advised that a task and finish group had been established to address issues. TM added that the CCG would be working with the West of England Academic Health Science Network (WEAHSN) on this issue. The group noted that repeat infections were a concern. DM added that MDT working was important in managing infections. TM advised that GHFT had produced an environmental action plan which was significant and this would be taken to the Trust Board meeting, and it was likely that investment would be required to support. MAE advised that LMD had completed a tracking exercise of the patient journey through the hospital, and it had been identified that some patients with infections went through the same wards. 

	
	

	5.17
	MAE discussed seasonal flu and it was reported that the provider organisations had done well with uptakes in 2017/18, and a good campaign was undertaken with the local authority. DM advised that there needed to be further work to address take up in maternity, and there were specific problems in Gloucestershire therefore this issue was a top priority for 2018/19 along with take up by carers who were also low on flu vaccine uptake. MAE added that next year further promotion would be aimed at care homes. DM advised that a GP attends each care home and vaccinates all staff. 


	5.18
	LJ informed members that a video was being created to raise awareness of Sepsis amongst carers in maternity. MAE suggested that LJ liaise with Cate White in the quality team for support in producing the video. 


	5.19
	MAE highlighted the antimicrobial stewardship section at the end of the report and advised that the Chief Medical Officer was progressing the fight against antimicrobial resistance (AMR) nationally. TM noted that there were 12 practices who were not compliant and had subsequently received letters. JC suggested that the Clinical Pharmacists pick this issue up and TM confirmed that this was happening. 

	
	

	5.20
	5.1.1 – Minutes from the CEG 16 January 2018

	
	

	5.20.1
	Members discussed the minutes from the Clinical Effectiveness Group meeting and it was noted that further information on the low carb/high fat diet research project would be forwarded to the Committee. 

	
	

	5.21
	5.1.2 – DRAFT Minutes from the CEG 15 March 2018


	5.21.1
	The minutes were noted as draft and would therefore be presented again once final. 

	
	

	5.22
	5.1.3 – Effective Clinical Commissioning Policies Working Party 1 February 2018

	
	

	5.22.1
	The committee noted the minutes. 

	
	

	5.22.2
	JC queried if the Cough Assist Device policy would be forwarded to the committee as part of the approval process and this was confirmed. ACTION 


	5.23
	5.1.4 – Effective Clinical Commissioning Policies Party 15 March 2018

	
	

	5.23.1
	The minutes were noted.

	
	

	5.24
	5.1.5 – Gloucestershire Mortality Review Group Terms of Reference

	
	

	5.24.1
	The minutes for the Mortality Review Group (MRG) were presented for approval as a sub group of the IGQC.  

	
	

	5.24.2
	JC advised that the quoracy was too tough with one representative from each provider as this would likely result in no meetings being held and it was recommended that this was updated to be at least three providers. 


	5.24.3
	It was noted that the group would report to IGQC but also forward reports for information to the STP Clinical Reference Group.  JC added that monitoring through the Clinical Quality Review Group needed strengthening. MAE advised that the MRG was a shared learning group. 


	5.24.4
	PM noted that the review date of June 2018 may be too soon. MAE agreed to update this to September 2018. 

	
	

	5.24.5
	RESOLUTION: The Committee agreed the Mortality Review Group as a sub group of the IGQC and approved the TOR subject to the above amendments. 

	
	

	
	BP left the meeting at this point. MW joined the meeting. 

	
	

	
	GHFT Quality Report

	5.25
	MAE presented the GHFT quality report of which the focus was serious incidents, this was due to significant concerns raised around the increased number of serious incidents within quarter 4 and the adverse impacts of low staff morale on patient safety. 

	
	

	5.26
	RM discussed the data in the table on page 1 of the report. RM advised that there had been 10 incidents in February alone, most of which were relating to delays (8 were reported) there were also 4 unexpected/avoidable deaths.


	5.27
	The CCG quality team raised significant concerns that the Trust were not reporting incidents as they occur, and incidents were often only fully exposed during the duty of candour process. Narrative was included within the report detailing incidents that took place within quarter 4. 


	5.28
	Members noted that incidents should be reported within 72 hours of identification, therefore the Trust needed to be challenged around their reporting process. JC added that delayed reporting raised significant concerns around a number of issues including the suitability of the Trust’s standard operating procedure, appropriate management of clinical risks and the objectives of those at board level. 


	5.29
	The Committee noted that in terms of safe staffing, 30 clinical areas failed to meet the 75% substantive fill standard in February. Agency staff were not sufficiently filling this gap. 

	
	

	5.30
	CG advised that the broader context of issues at the Trust needed to be considered, as attention at present was on achievement of cancer and other performance targets. Further investigation was therefore needed to clarify the causes of the increase in reported SIs. MW echoed this point as improvement had been noted in terms of achievement of constitutional standards but it was important not to lose sight of patient safety.   

	
	

	5.31
	PM supported CG’s point and also pointed out that the Trust had received poor staff survey results, demonstrating that there was a significant issue in terms of staff confidence around the work that they were doing. Staff survey results were discussed in more detail at agenda item 12. 

	
	

	5.32
	CGi informed members that it was unusual for a Trust to report incidents so late. RM advised that GHFT were adhering to the NHSE framework for the reporting of serious incidents however there was a need to also build a culture around this. JC added that each organisation could adapt how they meet the frameworks e.g. building upon NPSA guidance therefore simply complying with the NHSE framework was not sufficient. 

	
	

	5.33
	LJ reiterated that late reporting was unusual, as a Trust should over report and then downgrade incidents instead, adding to concerns that there was a cultural issue. LJ added that she felt that TrakCare was not a cause of the problem and should no longer be used as justification. 


	5.34
	MAE raised concerns that staff within GHFT do not feel empowered to report incidents or raise issues and there was a feeling of an increasing culture of meeting targets rather than maintaining patient safety. 

	
	

	5.35
	It was noted that the Trust were criticised as part of their CQC inspection for being a low reporter of incidents, particularly in the reporting of falls, however falls reporting had increased slightly. It was also noted that the Duty of Candour report forwarded to the CCG gave evidence to suggest that some incidents should have been reported as serious incidents. MAE added that the reporting thresholds should be reviewed. MAE advised that the team would prepare a more detailed report on the number of incidents by month for the next meeting to identify themes. ACTION MAE

	
	

	5.36
	JC requested members agree next steps in terms of assurance escalation. MW suggested that issues were raised through the contract quality review group to the Contract Board and to Steve Hams, Director of Quality.  MAE added that it was important to identify a lead and the Committee agreed that identified medical leadership was lacking in a number of areas.

	
	

	5.37
	CG advised that safety should not be sacrificed for performance, and as commissioner the CCG should engage directly with the Director of Quality to highlight concerns. 

	
	

	5.38
	LJ queried the number of never events within the report as this differed from those reported at the CQRG. RM agreed to confirm. ACTION RM

	
	

	5.39
	It was noted that the Serious Incident Review Group (SIRG) reviewed all incidents and the Chair was the Head of Legal, and Hannah Williams, CCG Senior Quality Manager attended these meetings. It was noted that this Chairing was not appropriate/ and should be a clinician or quality lead. 

	
	

	5.40
	AG raised concerns around the lack of a named lead for serious incidents, querying how the IGQC could take appropriate action. JC agreed that there needed to be a clear process around operational responsibility, and the IGQC needed to offer support to help the Trust. 

	
	

	5.41
	It was agreed that MW and MAE would write to the Medical Director and Director of Quality at GHFT to formally raise the concerns reflected by the Committee. MAE added that she would also discuss this with the Quality Lead at NHS Improvement to establish how they were providing support to the Trust. LJ suggested that the requirement for a named lead was made explicit within the letter to the Trust and this was agreed. ACTION MAE and MW

	
	

	5.42
	TM echoed support for an active response from the CCG on the issues raised. 

	
	

	5.43
	CG reflected on previous concerns raised around fractured neck of femur and noted that the IGQC responsibility was to ensure that the functions within the Trust were right with regards to this issue.

	
	

	5.44
	5.2.1 GHFT Clinical Quality Review Group Minutes

	
	

	5.44.1
	The Committee noted the minutes from the CQRG held 18 January 2018.

	
	

	5.44.2
	MAE reported that attendance was difficult to maintain at this group, and that further work was needed to make this group more effective in line with other CQRGs. 

	
	

	
	Gloucestershire Care Services NHS Trust Quality Report

	5.45
	MAE discussed the GCS report and highlighted that there were 5 pressure ulcers reported in quarter 4. There were more and more reported in community based patients rather than hospital based patients. Length of Stay performance had also increased. 

	
	

	5.46
	PM queried whether the bed occupancy rate (96.3%) incorporated that the Forest of Dean and how the identified revised number of beds would be sufficient if bed occupancy was being met at present. JC advised that there were many complex reasons why this was not the case e.g. rehabilitation patients using the beds. MAE added that there was an escalation ward that can be used if bed occupancy was met.  

	
	

	5.47
	It was advised that all Trusts had to implement an online information system for the escalation of children’s safeguarding issues. GHFT had not completed this requirement and MAE had raised this with the Trust however had not received a response. The Safeguarding Board were also concerned that this had not been addressed.

	
	

	5.48
	MAE reported that verbal feedback from the CQC inspection at the Trust in February had been positive but the final report was yet to be received. 

	
	

	
	2Gether NHS Foundation Trust Quality Report

	5.49
	MAE presented the 2G quality report and noted that the Trust had achieved safe staffing levels however this did not mean that recruitment issues were not evident. The Trust continued to identify recruitment and retention of medical and nursing staff as one of the top risks. MAE advised that it was encouraging to see that there were peripatetic teams in place to provide shift cover. 

	
	

	5.50
	MAE discussed serious incidents and noted that 2G were good at reporting and having frequent dialogue with the CCG around issues as they arise. The majority of serious incidents at the Trust were suicides. 

	
	

	5.51
	MAE informed members that there were three members of the public who were currently visibly raising concerns about the Trusts management of serious incidents. MAE provided assurance that SIs were reviewed in detail at the CQRG, were reported well and appropriate action was taken. The Trust were now also forwarding the Duty of Candour report to the CCG through this group. 

	
	

	5.52
	MAE highlighted page 2 and the Arbury Court report noting the work undertaken to date with regards to this investigation. NHSE were aware and CGi and MAE were involved in the review. MAE added that in light of the continued concern it would be valuable to undertake an external review into this provider and the incident. CGi noted that there was significant learning for 2G and the CCG with regards to this incident. 

	
	

	5.53
	MAE noted the concerns raised regarding the Alders Clinic (formally Cambian Alders) as discussed within the report. 

	
	

	5.54
	5.3.1 2Gether Clinical Quality Review Group Minutes 1 March 2018

	
	

	5.54.1
	The Committee noted the minutes from the 2G CQRG held on the 1 March 2018.

	
	

	
	Arriva Quality Report

	5.55
	The Committee noted the contents of the Arriva Quality Report.

	
	

	
	Nursing and Residential Care Homes Quality Report 

	5.56
	MAE presented the report and noted that there were useful summaries included regarding the CQC ratings. MAE advised that MH had requested further work in 2018/19 for Care Homes. 

	
	

	5.57
	It was noted that the Care Home Support Team offered invaluable support. 

	
	

	5.59
	5.6.1 – Care Home Clinical Quality Review Group 4 December 2017

	
	

	5.60
	The Committee noted the minutes. 

	
	

	
	Primary Care Quality Report

	5.61
	It was noted that the Primary Care Commissioning Committee received a full Primary Care quality issues report at each meeting in addition to the IGQC. 

	
	

	5.62
	RECOMMENDATION: The Committee noted the contents of the Quality Report and the appendices. 


	6.
	Update on the progress of the LeDeR (Learning from Deaths) Programme within Learning Disabilities 


	6.1
	MAE presented the report which had been produced in consideration of the impacts from the Winterbourne View, and provided an update on reviews completed and concerns raised following these. 

	
	

	6.2
	MAE advised that LeDeR reviews were time consuming and onerous, and it was anticipated that the CCG would need to invest in funding people to complete them as the number of reviewers was not enough to cover the open cases. The CCG had requested funding from NHSE as there was a backlog of cases.   

	
	

	6.3
	MAE highlighted the themes emerging as described in section 3, and confirmed that a complete report would be brought forward later in the year. 

	
	

	6.4
	JC noted that the report was well received and understood the links Gloucestershire wide. 

	
	

	6.5
	CG raised concerns around training as the access to reviewer training was reported to stop in May 2018. 

	
	

	6.6
	RECOMMENDATION: The Committee noted the briefing update:
· and the concerns raised; and
· considered the difficulty in recruiting reviewers as a whole system and the mitigating actions taken by the LeDeR Steering Group; and
· noted the Highlight report dated March 2018.

	
	

	7.
	Corporate Risk Register 


	7.1
	CGi presented the corporate risk register and advised that following on from the Chairs meeting in March, a decision was made to remove the GB Assurance Framework from the IGQC agenda and place the CRR and GBAF on the Audit Committee agenda. The IGQC would also be renamed the ‘Quality and Governance Committee’ in line with peers and system partners.  It was noted that the Audit Committee would provide scrutiny and challenge on risks however risks would remain reported through IGQC for assurance of quality and clinical risks in particular, and to maintain consistency. 


	7.2
	CGi advised that a risk management workshop was to be arranged for the Governing Body in due course following a recommendation from the recent internal audit report. 

	
	

	
	Risks for closure

	7.3
	CGi confirmed that there were no risks brought forward for closure this month.


	7.4
	New Risks

	
	

	7.4.1
	There were two new risks added to the CRR and CGi outlined the reasons for these additions.

	
	

	7.4.2
	The first new risk (L7) related to out of hours GP cover for the county and was rated as 12 and would therefore also be added to the GBAF. The Governing Body had discussed this issue at a business meeting on 12 April 2018 as a concern and subsequently added it as a risk.


	7.4.3
	The second new risk (Q21) was added following a pre-action protocol letter for a judicial review regarding the Forest of Dean community hospitals consultation. CGi advised that the letter and response would be forwarded to the Committee. This risk would be rated as amber but would be likely to change to red as a result of the implications of a full judicial review should this take place.  

	
	
Post meeting note: All letters regarding the Judicial Review had been forwarded to all Governing Body members and discussed at a Business Meeting on 26 April 2018. This action was therefore not added to the matters arising log for IGQC.  

	
	

	7.4.4
	RESOLUTION: The Committee accepted the addition of the two new risks to the CRR. 

	
	

	7.5
	High rated risks


	7.5.1
	Members noted the risk T15 and that this risk had increased to 16 from 12 in January 2018. 

	
	

	7.5.2
	It was noted that the implementation of TrakCare remained unchanged at 16 due to unresolved issues. This risk would remain at the rating until more up to date data started to come through from TrakCare.  

	
	

	7.6
	Medium rated risks


	7.6.1
	All medium rated risks were described on pages 5 – 9 of the report and CGi highlighted that the risk around the Joining Up Your Information (JUYI) project had been reduced due to now being on track with delivery. 

	
	

	7.6.2
	The Committee agreed that a further assessment was needed on whether serious incidents within GHFT needed to be incorporated onto the CCG risk register. It was agreed the quality team would assess this. ACTION MAE and CGi

	
	

	7.6.3
	It was noted that CGi and CG were to meet to agree the revised strategic objectives, and once approved this would result in a restructure of the CRR and GBAF. 

	
	

	7.7
	RECOMMENDATION: The Committee noted the paper and approved the addition of the two new risks – L7 and Q21. 


	8.
	Corporate Policies 


	8.1
	CGi presented the paper.


	8.2
	The Individual Funding Request Policy had been reviewed to include an update to appendix 3, but no other changes had been made to the policy. The change related to section 2.11.3 regarding a separate letter to be sent to the patient/guardian/carer with advice to contact their GP to discuss the recommendation of the Panel. 


	8.3
	PM highlighted page 5 section 5.9.1 and queried whether this should be updated to reflect that the Clinician receives the outcome. MW confirmed that he would clarify and update the policy as appropriate. ACTION MW

	
	

	8.4
	The Committee were presented with a new policy – Regional Policy for Prescribing Oxygen for People Known to Smoke. 

	
	

	8.4.1
	It was advised that this policy was applicable for the South West Region and had been brought forward for the Committee to approve its continued use in Gloucestershire. 


	8.5
	It was noted that there would be a suite of policies under review for compliance against GDPR regulation in due course.

	
	

	8.6
	CG highlighted that the policy update for the patient transport eligibility review had been postponed a number of times. MW confirmed that the team would commit to bring this forward by June 2018. ACTION MW

	
8.7
	
RECOMMENDATION: The Committee approved the two new policies:

· IFR Policy
· Policy for the Prescribing of Home Oxygen to patients who are known to Smoke.


	9.
	Data Security and Information Governance Update


	9.1
	The report was taken as read and MAE discussed the key issues. It was confirmed that the CCG had received a level 2 compliance level for the IG Toolkit self-assessment for 2017/18 which was positive.

	
	

	9.2
	It was advised that a group had been formed to manage the action plan in preparation for GDPR implementation and this action plan was extensive. TM provided assurance that appropriate action was being taken and the team involved were well briefed in order to achieve what was needed before 31 May 2018. The Committee acknowledged the additional workload that the GDPR has impinged upon staff. MAE added that there had been a focus on staff training and uptake levels were positive. Mandatory training levels were at 95.2%.


	9.3
	PM queried if there was anything more the CCG could do to prepare staff and providers for the new regulation, and also for cyber security awareness. It was advised that discussion at team meetings was included within the action plan.  

	
	

	9.4
	MAE reported that an exercise was undertaken in cyber security and further testing work was to go ahead next year with the support of the CSU. Reminders were often forwarded to staff on appropriate use of IT such as with regards to the use of memory sticks. CGi added that Tony Ware, IG Manager was proactive in attending team meetings and adjusting local guidance to incorporate national issues. JC raised concerns that there was a gap with regards to mobile working arrangements. 

	
	

	9.5
	CG noted that the level 2 toolkit self-assessment achievement provided adequate assurance that appropriate arrangements were put in place. CG added that the CCG was a customer of a countywide IT system (CITS) and the review undertaken in 2017 showed that the provider lacked in emergency preparedness, however work had been undertaken to improve this since then. A further test would be undertaken in 2018 to ensure that there was compliance. 

	
	

	9.6
	MAE noted that this work aligned to emergency planning preparations. 

	
	

	9.7
	RECOMMENDATION: The Committee noted the report and:
· the notes from the Information Governance Steering Group held on 14 March 2018;
· the minutes from the Gloucestershire Information Governance Group held 17 January 2018.


	10.
	HR Report – January and February 2018 	


	10.1
	CGi presented the HR report and dashboard and noted the increasing turnover rate which had reached 13% overall however there were no leavers recorded in February. 

	
	

	10.2
	CGi reported that there were 7 new starters as at 5th April and a total CCG headcount of 334. 

	
	

	10.3
	It was noted that long term sickness had increased slightly to 2.1% and short term sickness had decreased. The main reason for sickness was depression and anxiety. The CCG was working on additional health and wellbeing drives for staff such as a detailed intranet page and promotion of the Health and Hustle initiative introduced by GCS. Staff also had access to Care First for confidential support outside of the CCG.

	
	

	10.4
	AG advised that work related stress would be flagged within sick notes, and suggested that these would be real warning signs to pick out. 

	
	

	10.5
	RECOMMENDATION: The Committee noted the HR report for January and February 2018. 


	11.
	Health and Safety Report 


	11.1
	The report was taken as read and the Committee noted the monthly walkabouts. 


	11.2
	The work being done such as fixing the ceiling lights was commended by the group. 


	11.3
	RECOMMENDATION: The Committee noted the report which was provided for information. 


	12.
	NHS Staff Survey 2017


	12.1
	RM gave a presentation outlining the results of the national NHS Staff Survey 2017 for Gloucestershire providers. 


	12.2












	RM gave background and advised of the methodology; a basic sample of 1250 staff for all organisations had taken part. Organisations with fewer than 1250 adopted a census approach and asked all staff. Areas covered in the survey included:

· Your job
· Your managers
· Health and Wellbeing
· Personal development
· The organisation 

Individual answers were expressed as a percentage, and key finding indicators were expressed as a score between1 – 5. There were then overall indicators on the 1 - 5 scale. 
 

	12.3
	RM discussed the GHFT results and noted that they were below the national average in terms of staff recommending the organisation as a place to work or receive treatment. The national average for acute trusts was 3.76 and GHFT scored 3.57. 


	12.4
	RM outlined GCS and 2G results in terms of staff recommendation of the organisation as a place to work and receive treatment and these were:

· GCS 3.67 – national average for community trusts 3.76
· 2G 3.88 – national average for mental health trusts 3.67 

	
12.5
	
It was noted that 2G and GCS merging would inflict a challenge in terms of maintaining the positive response from 2G staff this year. 

	
	

	12.6
	RM presented the overall engagement figures as outlined within the PowerPoint for all three providers. 

	
	

	12.7
	RM discussed the top ranking scores for GHFT where they scored equivalent to or above the national average:

· Percentage of staff reporting most recent experience of violence 
· 77% (66% National Average) 
· Percentage of staff working extra hours
· 69% (National Average 72%)
· Percentage of staff experiencing physical violence in the last 12 month
· 2% (National Average 2%)
· Percentage of staff appraised in the last 12 months
· 87% (National Average 86%)
· Percentage of staff  believing that the organisation provides equal opportunities
· 86% (National Average 85%)

And the bottom ranking scores:

· Staff satisfaction with the quality of work and care they are able to deliver
· 3.72 (National Average 3.91) 
· Effective use of patient/service user feedback
· 3.51 (National Average 3.71)
· Percentage of staff able to contribute towards improvements at work
· 65% (National Average 70%)
· Staff motivation at work
· 3.82 (National Average 3.92)
· Staff satisfaction with resourcing and support
· 3.16 (National Average 3.31)

	
	

	12.8
	RM noted the comparison with all acute trusts in 2017 which showed that GHFT generally scored negatively in a number of areas. It was summarised that the survey showed that the Trust had a relatively un-engaged and unhappy workforce and there was a worsening picture showing that staff feel that the Trust doesn’t use feedback effectively and struggles with communication. It was also evident that the workforce do not feel empowered to make changes which was a significant concern. 

	
	

	12.9
	RM presented the top and bottom ranking scores for GCS where they scored higher or equivalent to the national average:

· Percentage of staff reporting most recent experience of violence. 
· 83% (76% National Average) 
· Percentage of staff working extra hours.
· 69% (National Average 71%)
· Percentage of staff feeling unwell due to work related stress in the last 12 months.
· 38% (National Average 39%)
· Percentage of staff/colleagues reporting most recent experience of harassment, bullying or abuse.
· 53% (National Average 53%)
· Percentage of staff believing that the organisation provides equal opportunities.
· 89% (National Average 88%)

And the bottom ranking scores:

· Effective team working
· 3.72 (National Average 3.82) 
· Support from immediate managers
· 3.75 (National Average 3.86)
· Recognition and value of staff by managers and the organisation
· 3.39 (National Average 3.53
· Percentage of staff able to contribute towards improvements at work
· 65% (National Average 71%)
· Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months
· 31% (National Average 23%)


	12.10
	RM discussed the comparison with all community trusts in 2017. It was summarised that there was evidence of workforce planning so that sickness and a need to work extra hours doesn’t impact on staff. There was however a need to improve relationships and communication across the organisation. 

	
	

	12.11
	RM presented the top and bottom ranking scores for 2G where they scored higher or equivalent to the national average:


	
	· Percentage of staff experiencing discrimination at work in the last 12 months. 
· 10% (National Average 14%) 
· Percentage of staff experiencing physical violence from staff in the last 12 months
· 1% (National Average 3%)
· Effective team working
· 3.92 (National Average 3.84)
· Staff satisfaction with resourcing and support.
· 3.46 (National Average 3.35)
· Percentage of staff  experiencing physical violence from patient, relatives or the public in the last 12 months
· 16% (National Average 22%)


	
	And bottom ranking scores:

· Percentage of staff reporting errors, near misses or incidents witnessed 
· 89% (National Average 93%) 
· Effective use of patient feedback
· 3.58 (National Average 3.72)
· Percentage of staff attending work in the last 3 months despite feeling unwell because they felt pressure from their manager 
· 56% (National Average 53%)
· Percentage of staff reporting most recent experience of harassment, bullying or abuse
· 58% (National Average 61%)
· Percentage of staff working extra hours
· 74% (National Average 72%)


	12.12
	RM noted the comparison with all mental health trusts in 2017 and it was evident that 2G scored well across most areas with positive findings. Negative findings related to the reporting of errors and incidents, attending work despite feeling unwell, working extra hours and reporting harassment and bullying. 

	
	

	12.13
	RM explained that 2G staff were positive about work and that 2G react positively to staff recommendation metrics however there was a minor reduction in engagement.

	
	

	12.14
	CG queried if results were shared with HR departments within the provider organisations to escalate findings. CGi advised that this could be picked up through the Gloucestershire Workforce Action Board (GWAB) under the STP governance structure.

	
	

	12.15
	The Committee reflected on their concerns regarding the results from the GHFT and GCS surveys, and the adverse impact on patients as a result of poor staff morale. This was a particular concern for GHFT who had a reported increase in serious incidents (see section 5.25). Members noted the importance of maintaining the current positive levels of staff morale within 2G. 

	
	

	12.16
	Full details of responses and results were presented following the following link: http://www.nhsstaffsurveyresults.com/organisational-summary/ 
 

	12.17
	RECOMMENDATION: The Committee noted the 2017 staff survey results for providers GCS, 2G and GHFT. 


	13.
	Any Other Business


	13.1
	There were no items of any other business. 

	
	
The meeting closed at 12:26 pm.


	
	Date of Next Meeting: Thursday 21st June 2018, 9am in the Boardroom, Sanger House.
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