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North East Lincolnshire CCG


	
	

	Report to:


	NEL CCG Partnership Board

	Presented by:


	Tracey McErlain-Burns

	Date of Meeting:


	9 May 2013

	Subject:


	Clinical Quality / Governance Review

	Status:


	OPEN

	Agenda Section:
	STRATEGY


	OBJECT OF REPORT

	

	The embedded report with seven (7) appendices has been written by Tracey McErlain-Burns.
It has been presented to, and discussed with the Delivery Assurance meeting and a verbal update on the considerations of that meeting will be included in the presentation to the Governing Body.
In headline terms, the review was commissioned by Dr Melton and Mrs Cathy Kennedy.  Twenty-three individuals have participated in the review which has concluded that the arrangements currently in place to engage with clinicians, across the service triangles to provide assurance on the quality, safety and effectiveness of the commissioned services are not as robust or understood as they should be, and have been in the past.

The review finds that the absence of a forum for clinical debate and peer review leaves some individuals feeling vulnerable. Further, the lack of clarity regarding the governance framework, partly associated with NHS transition results in the majority being unable to describe where the soft and hard intelligence comes together to inform the big picture about the quality, safety and effectiveness of services commissioned by the CCG.
On a scale of 0-10 participants place their scores to the left of the scale when describing the current arrangements for the provision of assurance, whereas those who could score previous arrangements placed the score to the right.  This indicates a perceived negative shift.
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Three recommendations are made.  The three are interdependent.  These are; that a time limited committee should be established under the leadership of a clinician who is a member of the Council of Members to monitor the quality of services and drive improvement; that a wall chart should be used to address much of the confusion (the analogy being the London underground map) and monthly team brief should include outputs from all corporate meetings.  It was not within the scope of the remit for the review for the report author to determine who should lead the implementation of the recommendations that should be determined by the Governing Body if the recommendations are accepted.

The appendices are designed as a package to enable implementation of the recommendations.  The final appendix (7) provides the response to feedback on the circulated draft.



	STRATEGY
	

	The review and subsequent, timely implementation of the recommendations will support achievement of the corporate strategic objectives, particularly the focus on quality and safety.
Further the remit and responsibilities of the committee (health and social care quality governance committee) enable the CCG to strengthen its proactive approach to the findings of Robert Francis QC following the Mid Staffs Inquiry.



	IMPLICATIONS
	

	The financial implications have not been quantified but will presumably include sessional payments to the clinical lead and the cost of the development of the wall chart and production of posters both of which will require graphic designers.



	RECOMMENDATIONS (R) AND ACTIONS (A) FOR AGREEMENT 
The Partnership Board is asked to:

1. Receive the report (copy embedded)
2. Note the findings

3. Discuss the report

4. Support the recommendations

5. Assign responsibility for enacting the recommendations

6. Provide approval in principle for the funding described above

7. Provide feedback to Tracey McErlain-Burns



	
	
	Agreed?

	
	
	


	
	
	Yes/No

	Comments

	
	Does the document take account of and meet the requirements of the following:
	
	

	i)
	Mental Capacity Act
	N/A
	Whist a N/A response to the assessment against the requirements on the left has been cited, there is an implied expectation that by monitoring quality and driving improvement the provision of assurance will include meeting these fundamental standards and legal duties.  Indeed the committee recommended to the Governing Body will seek explicit assurance that these duties are being addressed when signing off care pathways etc.

	ii)
	CCG  Equality Impact Assessment
	N/A
	

	iii)
	Human Rights Act 1998
	N/A
	

	iv)
	Health and Safety at Work Act 1974
	YES
	By addressing gaps in communication 

	v)
	Freedom of Information Act 2000 / Data Protection Act 1998
	YES
	Implied rather than explicit

	iv)
	Does the report have regard of the principles and values of the NHS Constitution?
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113613
	YES
	


Attachment 8a)
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Clinical / Quality Governance review report – April 2013 
 
 


Introduction 
In February 2013 the Chief Clinical Officer and Deputy Chief Executive commissioned the 
aforementioned review and this report. The terms of reference (appendix 1) were 
subsequently approved by the Integrated Governance and Audit Committee on 07 March. 
In accordance with the terms of reference 30 stakeholders were identified for potential 
discussion in order to inform the review. Having taken advice from the Yorkshire and 
Humber Quality Observatory, the intention had been to secure discussion with at least 
20% of those stakeholders in order to elicit an 80% opinion.  In reality 23 stakeholders 
accepted the invitation to participate in the review and all 23 have been engaged, i.e. 80% 
have presented their opinion, and there is an overwhelming level of consistency. 
 
How was the review conducted? 
The 30 stakeholders collectively representing the Governing Body and Partnership Forum, 
Strategic Leads, Clinical Leads, Service Leads, Community forum membership and the 
Area Team each received an introductory email enclosing a copy of the approved terms of 
reference inviting them to participate in the review.  The intention had been to manage 
some of the discussions via teleconference with multiple participation, but that idea was 
not well received and subsequently all but three discussions took place face-to-face, and 
21 were conducted one-to-one. 
 
Ahead of each discussion each participant received a copy of the key lines of enquiry 
(appendix 2) used as a framework to guide the discussion in the context of: 


• what arrangements are in place currently to provide assurance on the quality, safety and 
experience of patients accessing services commissioned by the CCG, and as a clinically 
led organisation; how do clinicians (and others) engage with those arrangements within 
their own ‘triangle’ and across the CCG? 


• What arrangements might have existed in the past and what were the strengths and 
weaknesses of those arrangements? 


• what would the participant definitely want to see in any new arrangements and what 
would they certainly not wish to see? 


During the discussion participants were asked to rate the current arrangements (and any 
former arrangements that they had experience of) on a scale of 0 (I don’t understand 
them, they don’t provide me with assurance, I am concerned and don’t sleep well at night) 
to 10 (I understand them, they provide assurance, I have few concerns and sleep 
comfortably at night). 
 
Findings 
Given the extent to which the contributions have presented a consistent picture, the best 
way to represent the headline findings is to use the linear scale.  As demonstrated in figure 
1, there is a stark difference between the scores given to the current arrangements 
compared with the arrangements that existed anytime during the preceding 18 months1.  
In short, the arrangements in place now, and the extent to which they are considered to be 
understood; robust in their ability to draw together the parts to present the big picture; 


                                                 
1
 Some participants felt unable to attribute a score to the current or former arrangements.  Each ‘X’ represents an 


individual score. 







  
North East Lincolnshire CCG 


2 


provide assurance and encourage the diffusion of good practice and innovation across the 
triangles and between health and adult social care score to the left of the scale whereas by 
contrast everyone proffering a score on the previous arrangements gave a score to the 
right of the scale. 
 
Figure 1 – linear scale comparing scores for the current arrangements with previous 
arrangements 
 


 
The key messages are: 


• there is a repeatedly articulated, common perception that the processes for signing off 
revision of care pathways is not only less robust than it should be, but that it is singularly 
dependent on the triangle clinical lead.  Some clinical leads expressed feeling vulnerable 
due to the absence of processes that enable the clinical community to come together 
(with service leads) to work across the triangles. 


• with the exception of one or two, all other participants reported confusion and uncertainty 
regarding the current structures; what gets reported where; how escalation works; how 
they as individuals relate to the structures and the mechanisms for receiving feedback. 
Several reported feeling disconnected. Non attributable, representative quotes can be 
found in figure 2. 


• reflecting on previous structures, participants were more readily able to describe them 
and offer an opinion on how they worked.  Comparatively, (as demonstrated on the linear 
scale – figure 1) participants expressed greater assurance in those arrangements, albeit 
with some strong caveats about the extent to which they were inclusive; reliance on one 
or two individuals and the administrative burden of the processes. 


• Four themes emerged from the discussions about what participants want, firstly they 
want clarity of structures...what, where, when, who and how.  Secondly somewhere for 
professional debate to occur enabling cross fertilisation outside the domains of the 
individual service triangles (not forgetting adult social care), creating the space to bounce 
ideas around, enable the diffusion of innovation and consequently reduce the sense of 
individual vulnerability that was described by many.  Thirdly, building on what has just 
been said, there was a lot of discussion about proactivity and listening to the community 
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voice and finally, an intervention which is transient recognising the constitutional role of 
the Council of Members, i.e.  a committee which deals with all of the above and exists for 
a period of 12 months during which time the competence and confidence of the Council 
of Members grows to take on the dual accountability for innovation / improvement and 
provision of assurance.  


• In relation to what participants do not want to see, they clearly said they do not want 
reliance on an individual, they do not want GP only (narrow) engagement or constraint 
by organisational boundaries, and they do not want to be stifled by burocracy. 


• without exception the value placed on consistency, quality and innovation by the CCG 
was explicit in the aspirations of the participants, all of whom could describe what they 
wanted out of this review, and they want to be innovative, use strong human 
relationships, but be supported by enabling governance processes.  The hearts and 
minds are engaged; the request was for some structural clarity and processes to enable 
the cultural shift towards ownership of quality. 


• Two further issues are worthy of special mention. A significant number of participants 
raised concern that the system of alerts from datix to service leads is no longer in place 
and the relationship with contracting is fragmented.  Secondly several participants voiced 
anxiety that they do not know what the CCG has commissioned from the CSU.  These 
are specific issues for the leadership team to consider outwith the generic 
recommendations to follow. 
 
Figure 2. Non attributable, representative quotes. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussion 
To put the key messages into context it is worth reflecting on two facts both of which relate 
to the Health and Social Care Act 2012.  Firstly, the CCG is a new organisation and whilst 
its germination phase began at least six months ago it was only fully authorised at the end 
of March to become a legal entity at the start of the month.  Inevitably after managing 
disaggregation from the CTP there will be some confusion about structure and process 
however there does need to be some quick, concerted effort put into addressing the extent 


“I cannot describe the structures.  I am not clear.” 
 


“we don’t have a clue what is happening.  I feel disconnected.” 
 


“in the haste to make the new organisation look different we have 
thrown out structures that worked.” 


 
“clinical governance should be the bedrock.  It is too important to just 


assume we can work it out.” 
 


“I don’t know if the jigsaw pieces come together any where or how the 
early warning system works.” 


 
“the assurance arrangements might be there, but I don’t know them” 


 
“there are pockets of good practice and instances of good reaction but 


there is a lack of clear flow through governance and assurance” 
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to which the absence of clarity was described in order for the Governing Body and 
Partnership Forum to be confident that they are consistently getting the right levels of 
timely assurance on clinical quality, safety and patient experience. 
 
Secondly, the Health and Social Care Act 2012 legislatively created clinical commissioning 
groups with the intention of putting clinicians in charge of shaping services.  As a transient 
enabler to the development of the Council of Members an obvious opportunity exists to 
create a health and adult social care / quality governance committee for a period not 
exceeding 12 months to bring together under the leadership of a clinician; soft and hard 
intelligence and, provide space for clinicians together with service managers to work 
across the triangles to engage in exploring service transformation, test the validity of ideas, 
constructively challenge levels of assurance and horizon scan for early signs of decline or 
stagnation to inform a proactive corporate response. 
 
Recommendations 
In order to address the key messages, three interdependent recommendations are made. 
 
1. The CCG should establish a health and adult social care / quality governance 


committee, under the leadership of a clinician for a period of 12 months with a clearly 
expressed intent that the Council of Members assumes the responsibility for providing 
assurance on standards of clinical quality, safety and experience at the end of that 12 
months. (role profile for the clinical lead and terms of reference for the committee 
attached at appendix 3 and 4) 


2. A wall chart (5 feet x 3 feet, i.e. not a standard A4 poster) should be published visually 
displaying the linkages between committees and headlining terms of reference, meeting 
frequency, who chairs the meeting etc.  This should be on display at Athena for 3 - 6 
months, and produced in A3 poster format for GP practices to display in communal staff 
areas. (example at appendix 5) 


3. Addressing the descriptions of disconnect, confusion and reported lack of feedback 
following escalation, all the key committees featuring on the wall chart should end their 
meetings with a summary of what was discussed, what the outcome was and who is 
leading any action.  Those summaries should then form part of a monthly team brief2 as 
a vehicle for cascading information and enabling everyone working in the CCG to feel a 
partner in its success. (example at appendix 6). 


 
Conclusion 
This review has been conducted early in the evolution of the CCG as a legal entity. 
Ordinarily that early establishment context would raise issues about systems that are still 
bedding down, but what is striking is the extent to which key players in the future success 
of the organisation lack clarity in relation to the processes surrounding quality governance, 
describe fragmentation and disconnection. 
To some extent one might speculate that the high level of engagement in the review 
speaks to the fact that some participants have used the opportunity to have their concerns 
heard. That is not a bad thing. 
The Chief Clinical Officer and Deputy Chief Executive should be assured that this review 
reflects a representative position.  It had been the intention to benchmark the findings 
against ‘best in class’.  However it is early days and having sought opinion from the 
NHSCB (Regional Office – North) it is too soon to identify ‘best in class’ 


                                                 
2
 Team brief is a recognised term for regular 2-way dialogue.  Usually lasting no more than 20 minutes the brief is 


commonly led by a director with opportunity for staff to ask questions and provide a local brief. 







  
North East Lincolnshire CCG 


5 


 
Given the extent to which the opinions were consistent, the recommendations emerged 
after discussion fourteen and thereafter having followed the lines of enquiry one or two of 
the recommendations were played back to participants to during discussion fifteen to 
twenty three to validate and develop them. 
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This report has been produced for the NEL CCG.  As such the author has not and will not 
furnish it to any other party without the express permission of either the Chief Clinical 
Officer or Deputy Chief Executive. 
The active participation of so many whose opinion has informed this review is greatly 
appreciated. 
 
T L McErlain-Burns, RGN, DipN, MBA 
April 2013. 
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Appendix 1 – Terms of reference 
 


NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP 
TERMS OF REFERENCE – CLINICAL GOVERNANCE REVIEW (Fresh Eyes) 


Purpose 
This paper proposes terms of reference for a review of the North East Lincolnshire Clinical 
Commissioning Group (from here on referred to as the CCG) clinical governance 
arrangements. 
Who 
The review will be led by Tracey McErlain-Burns, RGN, DipN (London), MBA (Durham) 
and is authorised and commissioned by the Chief Clinical Officer and Deputy Chief 
Executive.   
What 
The review starts from the premise that it is necessary to strengthen the processes for 
provision of assurance on the standards of primary, community and secondary care, taking 
account of the NHS Commissioning Board accountabilities for commissioning Primary 
Care (and some secondary care), and the CCG response to Francis.   
Unusually, the review starts from this perspective on the basis that the Integrated 
Governance and Audit Committee (IG&A) meeting notes of 14 December 2012 record 
‘Clinical Governance – meetings being restructured’ and the previous IG&A notes 
(September 2012) record ‘no meetings since November 2011’. 
In the context of starting at this point the review will: 


 Establish terms of reference for the clinical governance committee to include: 


o Constitution 


o Purpose  and responsibilities 


o Membership, quorum, attendance, business conduct 


o Frequency 


o Reporting arrangements and key relationships; individuals and structures 


o Escalation framework 


o Decision making framework etc 


 Lead to the first clinical governance committee being convened before 30 May 


2013. 


 Produce a 6 month work  programme for the clinical governance committee 


 Produce a role specification for the Clinical Governance lead. 


 Produce a training needs analysis based on the membership of the clinical 


governance committee 


 Review the clinical governance structures and make recommendations on how 


these might be strengthened with sign posting (if possible given that CCGs are at 


the beginning of their evolution) to ‘best in class’ 


How 
The process will be sequential and involve desk top review of papers, discussion with the 
clinical leads for each of the ‘triangles’ and other key stakeholders, e.g. members of the 
former clinical governance committee, and Delphi style production of the terms of 
reference, work programme and role specifications described above. 
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When 
The review will commence as soon as these terms of reference are signed off, and no later 
than 12 March 2013. 


March 2013 
(as a 
minimum) 


 Desk top review of CCG papers, e.g. previous clinical governance 
meetings, IG&A papers, Governing Body papers. 


 Literature review 


 Establish contact with the service area clinical leads and hold at 
least one teleconference to discuss what works well, opportunity 
for strengthening, training needs etc 


 Establish contact with service leads for the service areas, and 
former members of the clinical governance committee and hold the 
same conversation with them  


 Draft role specification for the clinical governance lead 


April 2013 
(as a 
minimum) 


 Circulate first draft of terms of reference 


 Set up the first clinical governance committee meeting; agree date 
and get it in diaries. 


 Support the process of recruiting to the role of clinical governance 
lead 


 Commence an analysis of the training needs of the members of the 
quality and clinical governance committee 


May 2013 
(as a 
minimum) 


 Finalise draft terms of reference for clinical governance committee; 
seek ‘interim approval’ from the chair of the IG&A committee 


 Issue papers for and hold, inaugural meeting of said committee 


 Produce a review of structures and recommendations 


June 2013  IG&A committee to formally approve the terms of reference, 
receive the notes of the inaugural meeting and recommendations 
for strengthening structures. 


 Produce a training needs analysis report. 


 


Resources 
There are no additional resources required to complete this review.   
 
 
 
 
Signed off by: 
Dr Peter Melton – Chief Clinical Officer ..................................... on ...................2013 
Mrs Cathy Kennedy – Deputy CEO ..................................... on ...................2013 
 
 


 


Document Control 
Author T L McErlain-Burns  


Date 04 March 2013. 


Version 3 


Status Not actively put into the public domain until signed off (as a minimum) by the 2 signatories above; thereafter there will be 


no restrictions on circulation. 


Pages 2 


EqIA All reasonable steps will be taken to meet the needs of any participant in the review subject to protected characteristics 


under the Equality Act 2010. 
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Appendix 2 – Key Lines of Enquiry 
 
 
Section 1 - Now 


1a. Are there clear structures in place for the provision of assurance and to enable clinical 
practice improvement? 


1b. Are there clear roles and responsibilities in relation to clinical / quality governance 
(assurance and improvement)? 


1c. Has the CCG identified priorities for clinical improvement? 


KLOE: 


• Describe how the clinical governance structures work 


• How does the Governing Body (Partnership Board) take assurance? 


• What quality improvements is the CCG working on? 


• What is the relationship between the partnership board, integrated governance and 
audit committee, clinical executive committee, contracting board etc? 


• Who leads clinical governance and its component parts? 


• What is the current quality assurance vs. quality improvement balance? 


• Is there a systematic process of quality reporting? 


• How does the process work? 


• At which forum do the clinical leads of the triangles come together to triangulate and 
form a corporate perspective? 


• What are the principle risks on the risk register? 


• Does the risk register inform the improvement programme? 


• How does the CCG engage patients, the public and services users in the clinical  / 
quality governance agenda? 


• How are concerns about clinical practice escalated? 


• On a scale of 0 - 10 how comfortable are you with the current arrangements? 
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Section2 - PAST 


2a. What structures have existed over the past 2-3 years? 


2b. Were roles and responsibilities clear? 


2c. What were the main achievements? 


KLOE: 


1. Describe the structures that existed 2-3 years ago 


2. What was the relationship between committees? 


3. What balance was struck between assurance and improvement? 


4. Can you identify 5real achievements attributed to the past arrangements? 


5. Were the arrangements inclusive? 


6. What information was routinely received? 


7. How did you find out about what was happening? 


8. What worked well and why? 


9. What didn’t work and why? 


10. Any lessons arising from the past structures? 


11. On a scale of 0 - 10 how comfortable were you with the previous 
arrangements?
 


 


Section 3 – What next? 


 What would you really like to see in the new arrangements going forward and 
why? 


 What would you not like to see and why? 


 What role would you like to play? 


 How would you like to hear about what is happening? 


 Who (posts not people) would you like to see as core members of the clinical 
governance committee? 


 


TMB120313v0.2 
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Appendix 3 – Role Profile - Clinical Lead for Health and Social Care Quality 
Governance Committee. 
 
It is important to stress from the outset that this is a leadership position and there is an 
expectation that the Clinical Lead will lead through influence not authority. Given the 
recommendation that the health and social care quality governance committee (HSCQGC) 
is transient, i.e. in place for a fixed amount of time to enable the development of the 
Council of Members, it would be preferable for the Clinical Lead, (Chair of the committee) 
to be a member of the Council of Members. 
 
Essential criteria / attributes: 


A professionally registered clinician 


Experience of leading multi professional meetings 


Knowledge of the broad health and adult social care policy, e.g. Everyone Counts, NHS 
Mandate, Health and Wellbeing Boards, JSNA, NHS Outcomes Framework, Valuing 
People Now, Innovation, Health and Wealth Strategy etc. 


Energy, enthusiasm and stamina 


The ability to inspire 


Breadth of experience 


Commitment to being open, transparent and the Duty of Candour. 


Commitment to the standards of conduct for members of NHS Boards and CCG 
Governing Bodies. 


 
Desirable criteria / attributes: 


A member of the Council of Members 


Well organised 


Experience of using a risk register and completing non clinical, i.e. systems based risk 
assessment. 


 
The role: 


Chair the health and social care quality governance committee 


Approve the agenda for the health and social care quality governance committee 


Approve the minutes of the health and social care quality governance committee 


Report to the Integrated Governance and Audit Committee as a sub-committee of the 
Governing Body 


Through the business of the committee, provide the Council of Members with an objective 
view on quality, safety and effectiveness as it relates to major / strategic decisions. 


Liaise with the Strategic Lead – Quality and Experience to provide additional clinical input 
to the CCG response to serious incidents etc. 


Hold the Chairs of the task and finish groups to account for delivery of agreed objectives 


Meet with all members of the health and social care quality governance committee 
individually once per annum to appraise their performance in committee and contribution 
to business of the committee 


Produce an annual report on the work of the committee 


Agree an annual work plan for the committee with the Integrated Governance and Audit 
Committee 


 
TMB100413v0.1
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Appendix 4a – Terms of Reference for the Health and Social Care Quality 
Governance Committee 
 
Purpose 
The Health and Social Care Quality Governance Committee (the committee) is being 
established under the leadership of a Clinical Lead / member of the Council of Members to 
monitor and drive forward the quality, safety, and effectiveness of all commissioned care; 
quality including the patient and service user experience. 
 
Introduction 
The committee is established in accordance with the NHS North East Lincolnshire Clinical 
Commissioning Group (the Group’s) Constitution, Standing Orders and Scheme of 
Reservation and Delegation. 
These terms of reference set out the membership, remit, responsibilities and reporting 
arrangements and shall have effect as if incorporated into the Constitution. 
The committee is authorised by the Governing Body to act within its terms of reference.  
All members and employees of ‘the group’ are directed to cooperate with any request 
made by the committee. 
 
Membership 
The committee members are appointed by ‘the group’. 
 
The Clinical lead for Quality and Clinical Governance (safety, effectiveness and 
experience) will chair the committee. 
 
The membership shall consist of: 


 The chair of the group 


 The strategic lead for quality and experience (registered nurse) 


 At least three (3) members of the community forum, one of whom should be a 
member of a service triangle 


 At least three (3) GPs, one of whom should be a clinical lead of one of the triangles 


 The secondary care specialist doctor on the Governing Body 


 The service lead for adult social care 


 Two (2) members of the Council, one of whom should be a public health consultant 


 A practice nurse 
 


The Chief Clinical Officer (accountable officer) and Deputy Chief Executives will receive 
copies of all agendas and have an open invitation to attend any meetings. 
 
The committee shall co-opt attendance as required to transact business. 
 
The committee shall be supported by service leads with responsibility for corporate 
governance, risk management, safeguarding and commissioning support services staff, 
but they will not be members. 
 
The chair will preside at all meetings and members are expected to attend.  In the event 
that a member is not able to attend, a named deputy should be agreed with the chair. 
Attendance will be monitored and discussed during annual appraisal with the chair of the 
committee.  In extraordinary circumstances if the chair is not available, the strategic lead 







  
North East Lincolnshire CCG 


12 


for quality and experience will be expected to lead the meeting with the authority of the 
chair. 
 
 
Quorum 
A quorum will consist of at least six (6) members including; 


 The chair or strategic lead for quality and experience 


 One (1) GP 


 One (1) member of the community forum 


 One (1) member of the Council 


 Two (2) others 
 
Frequency of meetings 
Meetings will be held every six (6) weeks and no less than eight (8) times over the period 
of twelve (12) months.   
Meetings will last 2.5 – 3 hours and a calendar of dates will be set by the chair with the 
secretariat and circulated with the notes of the first (inaugural) meeting. 
 
Agenda 
The agenda will be agreed with the chair ten (10) working days before the meeting and 
circulated no later than seven (7) working days before the meeting. 
 
Each item on the agenda will be covered by a summary sheet. 
 
The structure of the agenda will provide a mapping to the Board Assurance Framework, 
Annual Plan, and Risk Register i.e. demonstrating how the work of the committee is 
embedded into the core business of the CCG. (see example below) 
 


No. Item Lead Time Link to BAF etc. 


1 Serious case reviews 
– end of quarter 
review of progress 


Designated 
Nurse 


15 mins BAF 13/14/03/03 -  


2 Quarterly review of 
the LD register 


Service lead 
for LD 


10 mins BAF 13/14/03/02 


3 Triangulating soft 
and hard intelligence 


Chair 30 mins 13/14 annual work 
plan for the 
committee 


 
In the interest of good governance, papers should not be tabled unless agreed in advance 
with the chair. 
 
The notes (record) of the meeting will be circulated in draft no later than seven (7) working 
days after the meeting.  All notes will remain draft until signed by the clinical lead following 
approval at committee. 
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Remit and responsibility 
The committee shall: 


 monitor and drive forward the quality of all commissioned care, recommending 
action3 where concerns have been identified, and monitoring that action, i.e. review 
and act upon information received bringing together hard and soft intelligence;  


 receive and discuss reports on primary care with a view to assisting and supporting 
the NHS Commissioning Board in its duty to improve the quality of such care; 


 receive and review reports on quality in respect of commissioned services to 
include performance against CQUINs, and patient experience (including complaints 
and compliments); 


 ensure the patient  / service user voice is captured and changes in commissioning 
strategies are recommended to improve patient experience; 


 ensure that there are robust systems and processes in place to safeguard adults 
and children, including the review of all serious case review reports relating to 
commissioned services and receiving the annual safeguarding report from the 
designated doctor and nurse;  


 ensure delivery of the requirements for Information Governance and receive the 
annual Caldicott Guardian report 


 ensure adequate systems are in place for the governance of research in line with 
the NHSCB requirements 


 oversee and provide assurance on the clinical governance arrangements in 
commissioned services; 


 receive, review and scrutinise reports on serious incidents (SIs) and Never Events 
occurring in commissioned services and monitoring associated action plans; 


 monitor provider arrangements for the implementation of NICE guidance; 


 receive and review quarterly updates on CQC inspections of commissioned 
services for assurance that appropriate action is being taken; 


 produce an annual work plan for sign off by the Integrated Governance and Audit 
Committee (parent committee) and provide a six monthly update and an annual 
report; 


 ensure arrangements are in place to deliver other governance and statutory 
requirements as identified by the Governing Body as being within the remit of the 
Committee; 


 review the provider Quality Accounts and draft the CCG response on behalf of the 
Chief Clinical Officer; 


 be as concerned with the need to diffuse good practice and eliminate variability as it 
is with seeking assurance that poor practice is being addressed. 


 develop effective arrangements for the monitoring and improvement of quality, 
safety and effectiveness after the life of the committee 


 
Urgent Business 
The chair and one other member, in consultation, may act on URGENT business between 
meetings, reporting that action to the next meeting.  In the absence of the chair, the 
strategic lead for quality and experience, in consultation with one other member may act.  
All URGENT transactions must be recorded in the notes of the meeting to which that 
action is reported. 
 


                                                 
3
 All actions should be assigned to a person accountable for their delivery; be described in a manner that is measurable 


and have delivery timelines. 
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Declaration of Interest 
If any member has an interest, pecuniary or otherwise, he or she will declare that interest 
as soon as possible and not participate in the discussion.  The declaration must be 
recorded in the notes.  The chair may take a view that the member should withdraw from 
the committee until the committee’s consideration is complete.  There would be no right of 
appeal against that decision. 
 
Relationship with Integrated Governance and Audit (IG&A) 
IG&A is the parent committee.  The parent committee will approve the annual work plan 
and formally receive the notes of each meeting of the committee. 
 
Task and Finish Groups 
The committee shall have the authority to establish task and finish groups in order to 
deliver its remit and responsibilities. 
 
Business conduct 
The terms of reference would ordinarily be subject to annual review, but as this committee 
is established for 12 months only, that will not be required. 


 All members are expected to have read papers before the meeting and contribute to 
the discussion and decisions of the committee 


 All members have an equal voice.  The chair will facilitate active participation of all 
members but in the event of a divided committee view, the chair will take a decision 


 Members are expected to arrive on time and participate in the full meeting. 


 Unless members are on call, mobile telephones should be switched off during 
meetings 


 
TMB April 2013 
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Appendix 4b - HEALTH & SOCIAL CARE QUALITY GOVERNANCE COMMITTEE 
ESCALATION FRAMEWORK (April 2013) - appendix to H&SCQGC Terms of reference 
 
Purpose  
This framework will be used in connection with the committee work plan.  The work plan will be 
monitored at each committee meeting. 


COLOUR  DEFINITION ACTION 


Purple Plans to deliver have FAILED. 
There are no recovery plans 
The task is on the critical path 


Clinical lead to escalate to the 
deputy chief executive in person 
within one working day 
 


Red Plans to deliver have FAILED, or 
are at SIGNIFICANT risk. 
The task is on the critical path 
A recovery plan HAS been 
agreed and resources have been 
reprioritised to enable recovery. 
  
 


Weekly reports by the names lead 
for the action to the clinical lead / 
committee chair.  Failure to 
recover within agreed recovery 
timescale will lead to re-grade as 
PURPLE. 
 


Amber Plans to deliver are, or might be 
at risk 
The task is not on the critical path 
 


To be reviewed at the next 
committee meeting 
If risk not being mitigated – review 
effect on the critical path and re-
grade. 
 
 


Yellow There is some degree of 
variability in delivery but the risk 
to delivery is not considered 
material 
 
 


Keep a watching brief and 
escalate to strategic lead for 
quality and experience if support is 
required. 


Green Activity on plan.   
No risk 


Record delivery in the  committee 
notes 
 
 


 
TMB April 2013 
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Appendix 4c - HEALTH & SOCIAL CARE QUALITY GOVERNANCE COMMITTEE DECISION 
MODEL (April 2013) - appendix to H&SCQGC Terms of reference 
 
Purpose 
The committee recognises that decisions are a driver of performance. After decisions have 
been taken those designated responsible for the task need to manage implementation and 
understand that there are consequences to failure to implement.  This model requires a 
commitment to strong communication of decisions taken by the committee. 
 
There are different types of decisions and the purpose of this paper is to define them in the 
context of the committee. 
 
Decision types 
 


Type As it applies to the committee 


Executive Typically decisions of an urgent nature.  As described in the terms 
of reference; the chair uses the information available, in 
consultation with one other member of the committee and makes 
a decision, In this scenario the decision is reported and recorded 
at the next meeting. 


Consultative Members of the committee are involved either individually based 
on expertise, or collectively but the chair makes the overall 
decision.  As with executive decisions this is reported and 
recorded at the next meeting. 


Consensus The committee is involved in debate, sharing ideas, review of the 
evidence, generating alternatives and reaching a majority or 
collective decision which is recorded in the notes. 


Delegated The chair determines that a member of the committee has the 
data to make a decision and so delegates that decision and 
actively supports it.  The member reports the decision at the next 
meeting for recording in the notes. 


 
The intention would be to record the type of decision in the notes, e.g.  
 
The Caldicott Guardian presented his annual report drawing attention to two serious 
incidents involving a breach of confidentiality.  The committee noted that the patients 
involved had not been informed of the breach of their confidentiality, i.e. letters containing 
person identifiable, sensitive information sent to the wrong postal address, and following 
discussion a CONSENSUS decision was taken to require the Caldicott Guardian to notify 
the patients, within the next 4 weeks, informing them of the action taken to prevent 
recurrence. 
 
I.e. it is clear how the decision was arrived at, what the decision was, who is accountable 
for leading the action and within what time period. 
 
TMB April 2013
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Appendix 5 – Wall chart (example) 
 
 
Strategy & stewardship 
 
 
 
 
 
 


 


Assurance 
 
 
 
 
 


 


Delivery. Task and Finish 
 
 
 
 
 
 


 
    


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Governing Body 


/ Partnership 


Forum 


Council of 


Members
 Council of 


Members  


Community 


Forum 


Integrated Gov. 


& Audit 


Remuneration 


Health & 


Social Care 


Governance 


Delivery 


Assurance 


Mortality NHS 111 Pressure 


ulcer 


The Governing Body will take 


assurance from sub committees 


and advice from the Council of 


Members and the Community 


Forum. 


 


IG&A is responsible for providing 


an objective view on effectiveness 


and Governance, including 


compliance with regulations and 


probity.  The Remuneration 


Committee makes determination 


about salary, fees and allowances.  


The Governing Body keeps IG&A 


under review and the Council of 


Members keeps the Remuneration 


Committee under review. 


 


Delivery assurance monitors and 


manages the performance 


dashboard, e.g. ED 4 hour 


standard, 62 day cancer targets. 


The Health and Adult Social Care 


Quality committee oversees 


quality, safety and experience with 


delivery through time limited task 


and finish groups. 


 


Accountability passes down the 


structures and assurance is 


provided upwards.  The whole 


works together as a system of 


governance. 


 


Health and adult social care quality governance 


committee escalation framework. 


 


Purple Plans have 


failed. 


Escalate in 


person to 


deputy CEO 


Red Plans at 


significant 


risk 


Weekly 


reports to 


Committee 


chair 


Amber Plans may be 


at risk 


Review 


resources 


attached to 


the plan 


Yellow Some 


variability in 


delivery but n 


risk 


Keep a 


watching brief 


at next 


meeting 


Green Activity n 


plan 


Record 


delivery in the 


notes. 


 


Gov. 


Body 


 


 


 


Terms of 


Ref, 


chairman, 


lead 


manager 


etc 


Council 


of 


Members 


 


 


Terms of 


Ref, 


chairman, 


lead 


manager 


etc 
 


IG&Audit 


 


 


 


 


 


Terms of 


Ref, 


chairman, 


lead 


manager 


etc 
 


 


 


 


 


 


If in doubt ask.  We all have an individual and 


collective accountability to the communities we 


serve. 
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Appendix 6 – key messages from committee for team brief (examples) 
 


Health and adult social care / quality governance committee – what was discussed: 
The first meeting of the committee was asked to agree the terms of reference, the decision 
framework, the escalation framework and approve in principle the work programme for the 
first six months. 
The committee considered the reports from the CSU.  It was also asked to approve a 
number of time limited task and finish groups; namely NHS 111, pressure ulcer 
improvement and Mortality. 


What was agreed: 
The terms of reference were approved noting that the role of clinical lead has not yet been 
filled.   
The decision framework and escalation framework were adopted and their use going 
forward will be seen as good practice. 
The committee debated the content of reports from the CSU and agreed that future reports 
must be available to go out with the agenda, must be password protected when circulated 
electronically, and the CSU must offer an opinion on the content of their reports. 
The recommendation to establish three task and finish groups was approved.  In the first 
instance these will be created until 30 November 2013. 
The next meeting will be held on…. 
The agenda will be agreed on…. 


Who is leading the action: 
Recruitment to the position of clinical lead is underway and will be concluded by Cathy 
Kennedy no later than 30 June 2013. 
Lynn Poucher is taking the lead on amending the content of CSU reports and the provision 
of CSU opinion. 
Names to lead the task and finish groups will be agreed at the Clinical Management 
Meeting on… 
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Appendix 7 – Feedback on the draft report circulated by email 13 April 2013. 
 
The draft report was circulated in PDF to all participants involved in the review with the 
following request: 
 
I would very much appreciate your review of the attached and in particular I would 
welcome (see below): 
  


1.       Your views on the validity of the findings.  Do you recognise them? 


2.       Your views on the recommendations.  Specifically; 


a.      Are they proportionate? 


b.      Do you support them, or can you ‘live with them’ or would their 


implementation be ‘over your dead body’? 


c.      Do you think they are the right recommendations?  If not, please explain. 


3.       Your views on the appendices. 


Feedback from five (5) persons was received by the deadline of 12 noon 18 April 2013. 
 


Yes.  I recognise most of the findings. 
Recommendations are proportionate 
Appendices are very clear. 


TMB response: noted. Thank you.  No amendment to the draft required. 


I would like a practice nurse to join the membership and for the committee to link to the 
clinical services in the Council with a regular report to the HWBB 


TMB response: thank you.  I have added a practice nurse to the membership of the 
committee.  I would expect the Council members to provide the conduit with the clinical 
services in the Council and provide a regular update to the Health and Wellbeing Board. 


I think we should get on and implement the findings.  From an assurance point of view it is 
critical we get it right. 


TMB response: noted.  Thank you.  No amendment to the draft required. 


I am happy with this but would like a bit more focus on accountability and decision making 
powers – at what point would you escalate? 


TMB response: thank you.  I would expect all actions to be SMART and for the person 
they are assigned to understanding their accountability for them.  Within the context of the 
Scheme of Delegation, Standing Orders and line management arrangements, I would 
expect the person to whom objectives are assigned having the authority to determine how 
the objectives are to be achieved, and for that person to comply with the escalation 
framework. 


The views expressed resonate and we should get on and correct the confusion. 
They are proportionate and the recommendations are right 
The wall chart is a good idea but it should also go out to the practices 
Team brief is a good idea but it must be one team brief for the organisation and provide 
opportunity for engagement and questions. 
On membership of the committee we might struggle with the requirement for 2 GPs and 2 
community forum members 
If the committee is to end after 12 months it should have some responsibility for 
developing effective processes for use after the 12 months 


TMB response: thank you.  I have amended the terms of reference for the committee 
taking account of your feedback on membership and the responsibility for developing 
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effective future processes. 
I welcome the feedback on the wall chart and have also amended the recommendations to 
take account of your comments.  Similarly I have added a footnote about the requirement 
for team brief to be a 2-way opportunity for communication. 


 
 
(Ends) 






