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	OBJECT OF REPORT
	

	This high level report draws attention to some of Robert Francis QC’s key findings, offering a reflection on how the CCG measures up and proposes some potential opportunities to further strengthen the local position.
The report was presented to, and discussed at the CCG Delivery Assurance Meeting on 24 April.  In that meeting led by the Deputy CEO, the proposal to implement Commissioner led quality visits as a vehicle for triangulating other information through observation and discussion with those receiving services as well as those providing services was supported.  Further, the Delivery Assurance meeting received the report on the review of the clinical quality / governance arrangements and acknowledging that it will be discussed at this meeting of the Governing Body it was resolved to support the recommendation to establish a quality governance committee in line with strengthening our proactive quality assurance arrangements.

Specifically, the Governing Body is asked to support the recommendation that ‘measuring up to Francis’ is placed on the BAF as one of the organisations key risks.  That way it keeps the findings and the local accountability for preventing deficiencies of the scale reported by Francis explicitly on the Governing Body agenda, with a regular assessment of assurance that there are no significant avoidable gaps.
Secondly, subject to the Governing Body response to the report on the review of clinical quality / governance, the quality governance committee should be tasked to assess and implement a programme of improvements described in this paper as next steps or opportunities.




	STRATEGY
	

	The findings of Robert Francis following inquiry into Mid Staffs need to feature in the strategic approach to the BAF; specifically in his letter to the Secretary of State Robert Francis stated that the culture ascribed more weight to positive information about standards than it did to information capable of implying cause for concern and the need to develop standards that are easily understood, with a relentless focus on policing compliance.  



	IMPLICATIONS
	

	There are no negative implications to this item being received and discussed.  Measuring up without looking for opportunity to go further could be considered defensive.  The opportunity to discuss ‘what next’ speaks to a positive culture and should be actively encouraged.



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

1. Receive the high level report

2. Discuss the content

3. Debate the proposed next steps AND explore others

4. Approve the recommendation to require ‘measuring up to Francis’ to be placed on the Board Assurance Framework.
5. Task the Quality Governance Committee (subject to a separate report) to assess and implement a programme of strengthening improvement steps.



	
	
	Agreed?

	
	
	


	
	
	Yes/No

	Comments

	
	Does the document take account of and meet the requirements of the following:
	
	Whist a N/A response to the assessment against the requirements on the left has been cited, there is an implied expectation that by driving improvement across the spectrum of issues found to be deficient in the Mid Staffs Inquiry, account of the MCA, Human Rights Act etc. will be taken, e.g. a focus on compassionate care cannot be achieved without recognising the vulnerability of patients, especially those without capacity to provide informed consent.

	i)
	Mental Capacity Act
	N/A
	

	ii)
	CCG  Equality Impact Assessment
	N/A
	

	iii)
	Human Rights Act 1998
	N/A
	

	iv)
	Health and Safety at Work Act 1974
	N/A
	

	v)
	Freedom of Information Act 2000 / Data Protection Act 1998
	N/A
	

	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
	


NORTH EAST LINCOLNSHIRE CCG – “HOW DO WE MEASURE UP TO THE ROBERT FRANCIS QC FINDINGS FOLLOWING HIS INQUIRY INTO MID STAFFORDSHIRE HOSPITALS NHS FOUNDATION TRUST”

Purpose

The Governing Body, Integrated Governance and Audit Committee and Delivery Assurance have all formally received briefings on the Mid Staffordshire inquiry, and discussed the inquiry findings.  This short paper seeks to demonstrate how we are taking account of the Mid Staffs lessons learnt and highlight some potential next steps opportunities.

Mid Staffs – lessons learnt.

	Findings / lessons
	How do we measure up?
	Some next steps

	The culture at Mid Staffs was defensive, it lacked openness, was inward looking, secretive and accepting of poor standards. (Final report, executive summary page 65)
	We have commissioned a review of our clinical quality / governance arrangements and invited someone from outside the CCG to conduct that review.

Amongst the drivers for the aforementioned review is a need to ensure that we are preventing problems, detecting problems quickly and taking effective action quickly to demonstrate non acceptance of poor standards.

Our Governing Body / Partnership Forum has declared a commitment to openness and transparency.

The chief clinical officer is arranging a number of workshops inviting external participation, e.g. mortality workshop on 17 April and partnership workshop early in May.

In joint commissioner / provider meetings such as the ones relating to the SHMI action plan, the chief clinical officer has stated the commitment to transparency with the public and professionals.


	CSU to build awareness of the Whistleblowing procedures into the corporate induction arrangements.



	A failure to put the patient first in everything that is done. (Final report, executive summary page 67)
	We have a culture of listening to patients and ensuring we have a community voice in decision making forums.

Our directors monitor response to patient / service user complaints.

We have a robust early warning system for monitoring care homes.
	We could establish a programme of Commissioner led quality visits to all commissioned services ensuring that we listen to patients, families, service user and staff during those visits.  

The report on each visit could then be received by the health and social care quality governance committee and provide evidence of assurance in the Board Assurance Framework (BAF)

The service lead for care homes could present his early warning systems to the service leads meeting and encourage diffusion of the good practice.

The CCG could monitor insight and provide a report to the health and social care quality governance committee as part of soft intelligence triangulation, e.g. what are the public saying in the local media about the services we commission, what is reported via NHS Choices, what are the themes related to PALs?  Collectively these will give a picture of patient experience.

	The regulatory regime was too complex (Final report, executive summary page 67)
	The Delivery Assurance meeting, Governing Body et al will receive recommendations following the review of our clinical quality / governance arrangements; those include clarifying the regulatory arrangements and providing a visual display of the relationship between committees.
	During individual performance review and objective setting everyone could be reminded of the individual and collective responsibility for quality, safety and effectiveness: ‘if in doubt ask’

	Fundamental standards should be monitored (Final report, executive summary page 68)
	The CCG monitors patient experience through PALs enquiries and complaints.

The CSU provides reports on serious incidents.

Service leads and clinical leads work with providers to redesign care pathways based on evidence and monitoring of standards.  The service triangles are constructed around services synergies.
	In addition to the suggested quality visits above, and the introduction of a health and social care quality governance committee to monitor and drive improvements in the quality, safety and effectiveness of care in all commissioned services, the CCG could formally agree ‘trigger to the strategic lead for quality and experience’ events, e.g.

· The administration of a drug to a patient in the presence of a recorded allergy.

· Any allegation of abuse; physical, sexual, with holding of care / treatment etc.

· Patient placed on LCP without a discussion with either the patient or the recorded next of kin.

When reviewing the administration of datix the CCG should explore how it informs all the relevant parties of an incident, including ensuring that those parties understand who is taking the lead to avoid duplication.

The CCG should require providers (in contract) to seek and record the views of medical and nurse directors on the impact on fundamental standards of any proposed major change or CIP.

	Accountability needs to be robust (Final report, executive summary page 70)
	The CCG has a robust arrangement for setting and agreeing objectives with service triangles involving the chief clinical officer and deputy CEO.

The Board Assurance Framework is being developed alongside the risk register and annual plan.

All strategic leads have the opportunity to seek clarification on corporate priorities at the directors catch up meeting and in the clinical management meeting.

Action plans are being reviewed to ensure that they all contain SMART objectives.

Partnership Forum meetings are held in public.

The role profile for the quality governance clinical lead requires a commitment to the professional standards for governing body members and NHS Boards.

Key decision making meetings include a requirement for declaration of interest.
	As part of the induction pack, all new CCG starters could be given a copy of the final inquiry report – executive summary: everyone working in the NHS is accountable (at different levels) for the quality, safety and effectiveness of services.

	Care of patients needs to be compassionate (Final report, executive summary page 76)
	The CCG has an executive nurse (2 sessions per month)

The strategic lead for quality and experience attends meetings with the Area Team director of nursing.

The CCG is devising a Dementia strategy, is reviewing the end of life care pathway, has a focus on care of the elderly, care homes etc.
	The strategic lead for quality and experience (registered nurse) and the executive nurse on the governing body should meet with providers annually to review nurse staffing levels.


Conclusions and recommendations

This paper is very high level.  It offers a vehicle to demonstrate what is already in place but more importantly it offers opportunity to build on what is in place i.e. being progressive and not defensive.

If it has not already happened, a ‘stop shift’ workshop at 4pm one day would be recommended, with an open invitation to everyone working in the CCG.  It would provide an opportunity to present the key findings coming out of the Francis Inquiry, discuss how people feel about those findings and generate ideas that go beyond those included in this short paper.  It would also be recommended that ‘measuring up to Francis’ is placed on the BAF as a key risk, with regular updates on assurance.
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