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NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP
QUALITY COMMITTEE MINUTES
11th December 2014
10:00-12:00
Seminar Room 1, the Roxton Practice, DN40 1JW
	PRESENT
	Juliette Cosgrove (JC) Chair – Strategic Nurse

	
	Dr Anne Spalding (AS) Vice Chair – Clinical Lead for Quality and Caldicott

	
	Sue Cooper (SC) – Nursing Lead for Quality 

	
	Philip Bond (PB) – Lay Member of Public and Patient Involvement

	
	Lisa Hilder (LH) – Assistant Director of Strategic Planning

	
	Deborah Pollard (DP) – Designated Nurse for Safeguarding Adults

	
	Eddie McCabe (EMC) – Assistant Director of Finance, Contracts and Procurement

	
	April Baker (AB) - Community Forum Member

	
	Chloe Nicholson (CN) – Quality Lead

	
	

	IN ATTENDANCE
	Julia Wong (JW) – Quality Programme Officer

	
	Gemma Mazingham (GM) – Patient and Client Experience Manager 

	
	Joe Warner (JWa) – Managing Director of Focus Adult Social Work

	
	Sarah Dawson (SD) – Service Project Lead

	
	Marie Girdham (MG) – Research and Development Lead

	
	

	APOLOGIES 
	Chloe Nicholson (CN) – Quality Lead 

	
	Michelle Barnard (MB) – Assistant Director of Service Planning and Redesign

	
	Jake Rollin (JR) – Assistant Director of Care and Independence 

	
	Isobel Duckworth (ID) – Public Health Representative 

	
	Sarah Glossop (SG) – Designated Nurse for Safeguarding Children

	
	Julie Wilburn (JWi) – Specialist Nurse for Safeguarding Children

	
	Geoff Allen (GA) – Accord Member/Lay Member Representative

	
	Martin Rabbetts (MR) – Commissioning Intelligence Manager


	Item
	
	Action

	14.12.01
	Apologies
Apologies are noted as above. 
	

	
	
	

	14.12.02
	Introductions and declaration of interest

All attendees introduced themselves. No declarations of interest. 
	

	
	
	

	14.12.03
	Minutes from the meeting – 24th November 2014

Minutes agreed as an accurate description.  

	

	14.12.04
	Matters arising

· JTC accepted all comments to be considered in the development of the ToR

· PB asked if Sarah Glossop and Julie Wilburn need to send a substitute because there are gaps now and we need to feed back to the CCG. DP said there is no substitute and it is a gap but unfortunately there is no one who can deputise. SC stated we are working to make this more of a robust meeting. 

· DP asked items submitted can be taken as raised even if there is no representative. PB said that he would not have a problem with this. JTC and SC to consider this to ensure the meeting is as robust as possible. JC stated that the Quality Committee is a new committee and there are some items and risks are complex and there is a need for the agenda to be setup in a way which gets best use of our time and to not hold up items which require attention. EMC stated that a paper should answer all the issues and the committee will decide if it is rejected or accepted. The paper should be challenged if there are any issues highlighted.  


	

	14.12.05
	Quality Dashboard (paper) 
Same dashboard as previous meeting. No further queries. 

	

	EFFECTIVE CARE


	

	14.12.06
	Update on MCA/DoLs (paper)

· Assurance on risk assessment and backlog
In March, the Supreme Court met to decide what constitutes a Deprivation of Liberty (DoL) and since the Cheshire West judgement, there has been a 200% rise of illegal detainment in the UK. The process for this sits within Focus and they work closely with the CCG to deliver those statutory requirements. We have received about 600 applications for detention since 19th March (previously received about 30 a year). These are requests to us as a supervisory body to authorise a detention and the process takes approximately 30 hours to process each application. 
PB asked what delay there is. JWa stated that we have 353 which have a risk assessment but are now on hold. Nothing has changed in their care but because of the change in threshold it is deemed that they are potential DoLS. This is a national issue and is so severe that Cornwall have referred themselves to CQC for concerns about their ability to manage the risk.
AS asked if we would be sued. CN stated that there is definitely an opportunity there. Anyone could challenge us as we should be responding,  we have doubled the size of administration for processing DoLS. There is no way we can progress it quicker because the law defines how long it takes, hence why Cornwall have stated that there has to be some flexibility in the system. 

JWa stated there are two sides of the financial element, if someone were to die in a care home who was illegally detained and the everyday cost for the social workers who undertake the assessment process therefore increasing the burden on the budgets. It will take about 10 months to get through the backlog and then long-term applications are expected to be around 30 a month rather than 30 a year. JC stated that we may also be unlawfully detaining people. JWa said that not concerned about the funding but it is difficult to get qualified best interest assessors. 

CN will be working with JTC and SC to see how many patients in hospital environments fall under MCA law. Courts are now stating that anyone in a Supported Living environment falls under MCA as well. 

PB queried the capacity within the legal team to support debt recovery. JWa and HK had a meeting with Joanne Hewson regarding the legal team and they have recruited someone to take on these cases. CN highlighted that this is a possible risk though. 

JC queried that given the context and demand, JWa mentioned that we will get to a steady state in 12 months. JWa clarified that it would be a minimum of 12 months to clear the backlog but to cope with that and the increasing demand a dedicated team will be needed and this would probably include 3 admin staff. 

CN said the MCA action plan feeds into the safeguarding adults board. CN to raise item in February about the CCG role and to provide a general overview of the act to add context about MCA.

	CN -  26.2.15

	14.12.07
	Update on Adult Social Care (verbal)

· Abbey Home Care

Item deferred due to no representative from Adult Social Care being in attendance. SC to take forward.  

	SC

	14.12.08
	Research and Development (paper)

MG met with JTC around the direction of travel for Research and Development (R&D) and the briefing paper for R&D is to give an update on the current status for NEL and to highlight the current topics of interest. There is a drive for CCGs to promote research currently and in NEL it is quite depleted.
PB said we are working closely with NL and it makes sense to combine the two budgets. AS stated it may be useful to do research on East Marsh and this may also spark funding. JC asked if funding is the issue or if there is no one wishing to undertake research. MG confirmed it is both. MG queried if a research forum is needed. AS suggested sponsoring someone from the medical school, e.g. GP registrars or medical students. MG stated that funding is often secured for national projects.
PB asked if we set aside any money for research and EMC confirmed that we do not. GPs would like practical solutions and it is for them having to step back and look more at a public health role. MG said that some people have had a clinical champion. JC said if we get it right then research brings in money and improved outcomes are also realised. 

The paper outlines recommendations of how we can drive that work forward (timelines are changeable). PB stated regarding recommendations, supportive of ABC but DEF goes into too much detail. JC agreed but thought DEF would be part of plans for implementation. PB said that it should go to the governing body for approval now and then they can hand it down to someone to work on. MG said they can help with the strategy development.
EMC said currently going through PMS reviews to look at finances. JC stated we are looking to facilitate the lead who would start to work with commissioners/research and to strengthen academic links rather than funding particular pieces of research. JC said our greatest risk is the money; however, the QC supports the development of a R&D strategy. 


	JC raise to Board

	14.12.09
	Patient Diabetes Guide (paper)

The Patient Diabetes pack came out of a review undertaken last year. SC highlighted that the need to have NICE signposted to, PALS and Complaints details and an area for individuals to write down contact details for their own specialist nurse or GP included. SD will include and also outlined that there is a local health hub aimed at encouraging people to self-manage their condition and contact details for the Carers’ Centre are also to be included. SD requested endorsement of the websites. The committee approved these. 

AS asked how they are going to be kept up to date. SD said that we have over 9,000 patients with diabetes locally. 5,000 are to be ordered and not every patient will want one but any patient who does want one can have one. There is a clinical editorial group which includes a hospital consultant, GP with specialist interest and Diabetes Specialist Nurse to ensure it is clinically correct. Going to hold the group every year and use patient feedback before re-print. SD added that if it is not useful we would do something else. 
DP asked if we have them in other language. SD said we have done this as part of the endorsement process although do not have the funding. LH said that we have a statement in Polish and will add it. LH said that easy read may also be used but these will be purchased on an as requested basis. 

PB asked how we are going to get feedback. SD said we would know who has received the packs and if we do not get enough responses we would do an active evaluation process to get feedback. SD said will be asking them if it has told them something new and if it has got them to make any changes. LH stated that this has been a really good example of patient involvement and this has enhanced the quality of what has been made. SD will lead on further evaluation work of this. 

	

	14.12.10
	Diabetes Nurse Specialist (paper) 

SD said the Diabetes Nurse Specialist has been in post for a long-time but there has not been a specification previously. The post has developed and there is now variation across the practices and we wanted to focus this support for GP practices and District Nurses to upskill clinicians. The specification means that the post will no longer have a caseload.
LH highlighted that there was no Equality Impact Assessment and there are some Age and Race issues which need to be mitigated. LH is happy to support on this. 
LH stated that the aims and objectives might be strengthened if in a SMART format to marry up outcomes, aims and objectives. JC said the comments about outcomes are very useful to ensure the person in post is clear about what we are trying to achieve.  
DP stated that there is a pre-written statement about safeguarding adults and children which we would prefer goes into specifications as it covers all. DP to email SD the statement. 

The QC approved the specification.  

	DP

	14.12.11
	Update on Infection Control – MRSA/C Diff (verbal)

AF stated we have now reached 14 community associated C Diff cases and the maximum threshold target is 22.  Overall, 22 have already occurred. We wanted to not have many cases but it was a difficult threshold. NL are still in 30s so being realistic, it is a tough threshold. JC said that we are breaching a performance element. 

PB said that we must appreciate the figure is coming down. AF said they have investigated all incidents and not seeing trends apart from if GPs are possibly prescribing inappropriate antibiotics. AF stated that a large amount of work has been done on educating GPs about C Diff; however, one GP will get a case of C. Diff every couple of years so it is difficult. JC highlighted that it can be a life threatening illness so there is a need to find out if they are avoidable or unavoidable. PB stated that all we can do is ask if there are trends, if cases are being investigated etc and the answers are yes so not sure what we can do beyond this. There is a need to ensure investigations are of a good quality to determine if cases are avoidable of unavoidable and where avoidable, clear actions should be outlined. AF state that an action plan is always produced. GPs have previously admitted they have prescribed incorrectly and should have looked at things differently. 

JC and PB requested an update paper for the next meeting including avoidable/unavoidable, themes, trends and how we compare in terms of numbers across the population/similar areas – and at year end. AS asked if nationally figures are going up or down and what are areas where it is really low doing differently to us. AF stated we do not know but stated that people outside our area are asking what we are doing because we are doing well; it is just that this year is a low trajectory.  

AF updated that we have had another case of MRSA Bactareamia which felt unavoidable as there was not anything which could have been done which wasn’t done. The patient went into hospital and survived. SC outlined that there is a specific protocol that you have to work through. We reached the protocol but there was an issue that they sent the paperwork to Paul Kirton-Watson it did not go further. Now given three email addresses so not just going to one person in the future. 


	AF – 26.2.14

	14.12.12
	Francis 2 Report - Hard Truths and Safer Staffing (paper)

SC stated that a lot of work has and is being done at NLaG around staffing. NLaG are working with HYMS to make themselves more attractive about medical staffing and are similarly working with Allied Health Professionals. It is a Nationwide thing and their plan is attached. It is a monthly paper and we challenge them on this paper each month. 

SC said there has been a change in the way we work with NLaG as we now have a new dedicated meeting for quality where CN will be scrutinising reports from NLaG and establishing a new process to hold NLaG to account. A Quality Contract Review will also be held and CN will be chairing. PB requested having an update on this at every third meeting. CN to provide a précis of all the key points for this meeting. 

DP highlighted a gap in staffing of LD nurses who can give support on a ward by ward basis. 

CN agreed that staffing is a massive issue for NLAG. They have recruited 25 additional Portugese, Spanish and Romanian nurses and this is a geographical problem. We do not have full assurance but they are doing all they can. 

EMC highlighted that there have been particular issues with safeguarding children with Ofsted. Working with NLAG to recruit a locum post initially and then a substantive post. PB stated that in Portugal they do not have the same procedures in the UK and therefore wondered what NLaG are doing to ensure there are no safeguarding issues. CN to action.

JC stated that the paper assures us there is an lot of activity going on at the appropriate level. 


	JW

Agenda log
CN

	14.12.13
	NLAG CQC Report (paper)

SC said findings of the CQC inspection which took place in May have gone to the board already. Major issues include staffing; particularly A&E, following NICE guidance and best practice guidance.
CN stated that the Quality Development Plan (QDP) has just been published by NLaG at the contract management board last month. The QDP pulls together several key items and a gap analysis has been started. This will form a key part of our quality contract review meeting.  DP stated that there is some confusion in the QDP about ‘implications of actions progress’ and ‘verification’. The Green is about the action being completed; however, would like to see the verification of achievements to ensure that they have made a difference. 

AS stated that some actions have not been completed. CN will keep the group updated and this is to beaded as a continual agenda item to see if issues correlate/identify anomalies. 

	JW

Agenda log

	14.12.14
	SUI Policy (paper)

SUI Policy has been updated. The body of the policy needs to be looked at to ensure we have completed our IG toolkit. The back of it is an action plan and the EQIA generally needs work.  JC stated that generally we are happy with the policy and the QC approved it. 

DP to give comments to SC. It is the CSU who develop this policy. If you have a clause in the policy that says, substance misuse will be reported on STEIS we are going to fail because it is not going to happen. EMC said that JTC is having a conversation with the area team regarding this because they have not worked out the new arrangement model of how this will be reported and processed. This needs to be clarified.

LH and LN have worked with Liz Vickerstaff to get the EQIA and it is not where we need it to be but the CS are being prescriptive about what they are paid to do regarding EQIAs. LH said if the EQIA is not sufficient then the quality elements of the policy are not being addressed. 

JC requested that any concerns are given to SC. 

	

	PATIENT/CLIENT EXPERIENCE


	

	14.12.15
	Patient Experience Update (paper)

GM stated that the main points from the Patient Experience Update have been discussed in the rest of the agenda; however, there is a need to acknowledge that there will be a natural delay due to the release of information from other organisations. There are currently a lot of gaps regarding the information we receive and the direction we are going in. We receive information from NLAG, started to receive it from CPG and are  now looking at getting information from NAVIGO, St Hugh’s and other providers. 

In terms of NLaG, Ophthalmology concerns are highest at DPOW. Actions being undertaken are on page 8. Dr Nayyar and SD have been liaising with NLaG quite heavily to build a closer relationship and have determined a long-term action plan to address capacity and demand issues. Questions over if the 18 week wait has been made but if it has, it is about how long they are able to sustain it. We are now able to track patients through the pathway/process and the system. A lot of the complaints were regarding getting appointments cancelled. 

There are no immediate issues with CPG. 

Cathy Kennedy is going to have lead responsibility for FFT and GM to have a strategic responsibility to monitor FFT. There needs to be a process to ensure nominated officers within the CCG are in place to deal with any issues. Main updates in relation to FFT, now rolled out for GP practices as of 1st December. They will be report to the national system in January. There is going to be a mental health and community roll out and it will be rolled out further across most of the health service. GM is going to look at how providers are addressing the FFT narrative. 

There was some discussion about the NLaG response rate as they are probably going to fail their CQUIN regarding FFT. 

CPG have been doing it for about six months now anyway and GM will be meeting with them to discuss how this is being reported. 
GM asked if it is safeguarding is necessary to include safeguarding in the Patient Experience update. DP stated that they will do an annual report and bring it to the QC although GM queried if this is timely enough. JC asked if we could have it included in the dashboard; however, DP said investigations are very rare. JC asked what we would want instead and DP said that if there is something significant then it would come to the committee anyway. 
	

	SAFETY


	

	14.12.16
	Serious Incident Update (paper)

SC stated that reports will be by exception. The paper for board and QC are similar so will need to cross-check to ensure they are tracked properly and show a full picture. PB stated that it is a very good report. It was noted that some QC members also sit on the SI Panel for NL and NEL.

	

	14.12.17
	Safeguarding Children Update (paper) 
· Safeguarding Children 6-monthly Report (paper)

Item deferred to meeting in February.

	JW

Agenda log

	14.12.18
	Safeguarding Adults Update (paper)
· Health and Adult Social Care

DP stated that PREVENT is now a statutory requirement or will be when the Counter-Terrorism and Security Bill 2014-15 has gone through. Implications mean that the CCG will be a statutory member on a channel panel. Channel is where any referral by a health care professional is made for people who are at risk of radicalisation. We have queried this as the CCG are not on the front line but there has not been a response yet.
In preparation for the Safeguarding Adults Boards becoming statutory bodies from April 2014, it is important we get the key performance information fed back to this group. We need to ensure we are compliant with the Care Act 2014. A group has been approved and it will be going to the Safeguarding Adults Board for approval. 

JC asked what WRAP is and it was confirmed that this stands for Wellness Recovery Action Plan. It was clarified that it would be good practice for GPs to do the training but there is no statutory obligation; however, JC highlighted that without training, individuals will not know the route of referral. This is a problem because GPs are a first point of contact for the public. DP and JWi will be able to deliver the training. There is some concern regarding the potentially racist messages so a conversation with LH may be needed.
	

	FOR INFORMATION

Items in this section will not be discussed unless prior agreement with the Chair
	

	14.12.19
	Additional Reports

· NICE Guidance (paper)
	

	
	
	

	14.12.20
	Any other business

SC highlighted in the items, an email attachment was included regarding Paediatric Diabetes as assurance as this item has been passed over a couple of times. 
	

	
	
	


Time/date of next meeting: 26th February, 10:00-12:00 at Seminar Room 1, Roxton Practice

