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NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP
QUALITY COMMITTEE MINUTES
Thursday 9th June 2016
9.30-12.00 noon
Seminar Room 1, the Roxton Practice, DN40 1JW
	PRESENT
	Juliette Cosgrove (JC) – Chair - Clinical Lay Member of the CCG Governing Body
Dr Anne Spalding (AS) - Clinical Lead for Quality and Caldicott

	
	Jan Haxby (JH) – Director of Quality and Nursing

	
	Lydia Golby – Quality and Nursing Lead

	
	Bruce Bradshaw (BB) – DoLs & MCA Lead (left meeting at 10:16 am)

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

	
	April Baker (AB) – Lay Member, Community Forum

	
	Gary Johnson (GJ) – Patient Safety Lead

	
	Sarah Glossop (SG) – Designated Nurse for Safeguarding Children

	
	Bernard Henry (BH)  – Lay Member

	
	Sally Bainbridge (SB) – Specialist Nurse Safeguarding
Julie Wilburn (JW) – Designated Professional – Safeguarding Adults (NL & NEL) 

(arrived at 11:00am)
Sarah Dawson (SD) – Service Project Lead – Service Planning and Redesign 

(arrived at 11:40am)


	IN ATTENDANCE
	Ann Spencer (AMS)  – Quality and Nursing Administrative Assistant (Minute Taker)

	
	

	APOLOGIES 
	Lisa Hilder (LH) – Assistant Director of Strategic Planning 

Chloe Nicholson (CN) – Quality Lead
Paul Glazebrook (PG) – Lay Member, Representative from Healthwatch
Bev Compton (BC) – Acting as Assistant Director of Care and Independence

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



	ITEM
	
	Action

	09.06..01
	Apologies
	

	
	As noted above.

	

	09.06.02
	Introductions and Declaration of Interest
	

	
	No declarations of interest to note.

	

	09.06.03a
	Minutes and Action Tracker from the last Meeting – 14.04.2016 
	

	10.12.11

14.04.05
14.04.06

14.04.07

14.04.08

14.04.10

14.04.11

14.04.12

14.04.19

14.04.09
	The minutes had been distributed prior to the meeting and were agreed to be an accurate record.
Action Tracker:

A Patient’s Journey - ACTION: to be kept on for next meeting.
JH stated that providers are willing to share information with us ie NL&G use ‘a patient’s journey’.  
ACTION: Need to build the concept of ‘A Patient’s Journey’ into Strategy.
There is a need to seek assurance through contracts.
ACTION: Donna Redhead had produced a report on Neurology and had been asked to present to this committee in the format of ‘A Patient’s Journey’.
SG updated by reporting that CAMHS were re-shaping in terms of Primary Care training.
JC questioned what her aims were and SG responded by stating that Safeguarding Children hoped to tap into locality-wide training events.
ACTION: Update in a couple of months.
Discussion continued regarding how to get the message out to GPs and Practice Nurses and any other clinicians regarding self-harm. 

ACTION: Thought to be given to this regarding how to tap into large events, create a Forum and any other alternatives and report back to next meeting.

LG reported that the Dashboard has been moved into the new format.
LG met with Ekta and stated difficulties getting onto forum as it was full.
The remit had become wider than learning from SIs.
As no set slot was available, LG proposed to use introducing learning from incidents via the use of a stand to talk to attendees during the break.

Plan for November to create a learning package on Incidents.  The package would include in-house education/learning for Primary Care, either via e-learning/Powerpoint followed by setting tasks to facilitate and use as a project.  All were in agreement with this approach.  The further benefit to this would be financial for the Primary Care Education Budget, as a venue would not need to be funded.  LG to ACTION.
It was reported that handover at A&E was improving.
It was proposed as being useful to go and have a look at the current workings of the system.
ACTION: to arrange.
With regard to NICE guidance, LG reported having met with the NICE local representative.  Quality Standard Baseline tools have now been created by NICE.  Therefore redevelopment and refinement of the policy document is required to reflect this.
SI Update – GJ reported that he had sent his comments regarding the NHSE Report to NHS England.
JH remarked that the report leaves gaps as measuring is not consistent.  JH will share this with the Quality Surveillance Group.
Never Event– this has been sent to NL&G.
Francis - the report had been embedded into agenda and was available to all.
LG reported that all points had been risk- graded and that there was a plan in place to reduce the overall risk by September.
MB was due to report on Progress in Midwifery however, due to travel issues enroute she was unable to do so – ACTION: The LSA report was accepted and the Committee to receive an update in a couple of months after actions have been completed.
Results of Admin Review – NL&G are still looking at the impact of the Clinical Admin Review (CAR) via workshops and further detail will be brought back to the next meeting.  ACTION.
MCA and DoLs: BB referred to the updated year-end report for DoLs.  This was the last cycle for this type of report, as there was a need to move to a more outcome-based report, rather than just figures.

BB reported that end of year data action points showed there was an upward trend for authorised requests.
There was also a trend to withdraw or cancel requests.

Following feedback it was decided to implement a telephone system to collect relevant information.  This improved quality to the service provider, as well as being more cost and time effective – previously needed minimum of 1½ hours per application – now 35 minutes.  This also reduced the number of invalid assessments due to screening.
Forms were sent via email and when accepted and returned could be locked down as a legal document.
A basic waiting list is being operated using a high/medium/low risk rating following ADAS draft guidance.  This is run on SystmOne and is by highest criteria and date order, however if any changes in priority identified, cases could be accelerated up the waiting list.
Questioned whether we are detaining people and BH questioned whether there was deprivation of liberty and delay – response from BB – potentially yes.

This is on the CCG Risk Register as ‘high risk’.

Regarding quality of service, BB related a recent case that went to Court and our stance in the use of DoLs was upheld and was deemed the ‘best interest’ assessment the judge had seen.  Sadly based on the papers this was not a published judgment therefore not widely shared.

The service is currently swamped with numbers and are doing their best regarding the backlog.

Nationally 14/15 had been put forward as Good Practice.

Should the committee have any further questions, BB will pick up via email.

	JH

JH

JH

SG

SG

LG

LG
MB

JH

	09.06.03b
	Action from Last Meeting – Constructive Critical Analysis Report
	

	
	The report and attached associated papers taken as read.
LG highlighted the CQC report findings and the themes across the 3 reports.
A staff survey was designed and conducted to understand the CCG knowledge of the CQC observations.  As the largest provider, the NL&G report was utilised.  From the key 23 observations against NL&G, being the biggest provider, highlights that maybe the right questions were not always asked and the right information was not always received from the Trust.  Inspections needed going forward which encompass the themes identified in the reports.
Detail embedded into the report P8 point 7 gives action moving forward and this will be embedded into the Quality Vision and Strategy with clear lines of reporting and enable a qualitative as well as a quantitative measure.  This will be embedded into contracts and the way we inspect, so that correct information and intelligence is gathered.
This was upheld as a good piece of work which would give assurance as well as self-reflection.
Discussion followed reflecting on disappointing outcomes from previously escalated issues and potentially ineffective challenge.

Ophthalmology – Quality Team Service Lead already meeting – this is running parallel and needs more connectivity in order to use intelligence across the organisation effectively.

Evidence that we have done analysis.
Risk Register – key points from this discussion.
· Need to spend more time on this at Quality Committee.
· Monitored by a number of other groups and look at from a quality perspective – are these risks achieving our organisational objectives in CCG - where is that sitting?

· Overall management of risk.
GJ commented that we are good at shifting our risk upwards.

Monitored by IG&A group – discuss with group?
ACTION: JH to liaise with Claire Stocks regarding the Quality Committee having sight of the Risk Register.

Clinical Governance group would be a good place to discuss to escalate items of concern.
Quality Committee’s responsibility – where to take to governing body – must go through Risk Register.

JH commented – CAR concerns which are not on Risk Register and that fundamental problems need fixing.

It was agreed to share the Constructive Critical Analysis Report.  ACTION LG.


	JH

LG

	09.06.04
	Matters Arising
	

	
	These have been covered in 09.06.03 above.

	

	SAFETY
	

	09.06.05
	Service Lead Presentation: MATERNITY REVIEW
	

	
	Report taken as read - MB unable to attend.
Will present at next meeting.
Meeting planned with LSA.
	

	09.06.06
	Safeguarding Adults Update
	

	
	JW’s report had been circulated to the Committee.  The main points from that report were:

· The Safeguarding Policy was complete and presented for final approval and ratification.
· All CCG staff had received Prevent training.

· JW and colleagues assisting in rolling this training out to agencies and Primary Care.
· SG and SB receiving Prevent training w/c 13th June.
· Safeguarding Adults Review – learning workshops with providers/GPs, Elder Abuse Awareness Day 15th June event at Town Hall.

· Primary Care Safeguarding Work Plan drafted.
· New chair Safeguarding Board.
· Intercollegiate Document for Safeguarding Adults document retracted, as revoked by NHS England pending amendment.
JW reported on joint working across boards.
Committee commented that if there was anything useful coming through, to please keep the Committee informed.

JW reported no themes so far however may have useful action update after the Prevent Silver Meeting.


	

	09.06.07
	Quality Dashboard/Provider Assurance Update
	

	
	The Quality Dashboard update was presented and the following are key points of note:

· Awaiting data for several indicators (progressed via the contract management process).

· Some indicator tolerances have not been defined.

· Quality Team have developed a process for assigning a RAG status for each provider and each of the three quality themes in each provider, document shared in the papers (and taken as read).

Discussion took place around patient experience and the Friends and Family Test and the content of the dashboard.  JC commented that there is a lot of spending on the F&FT and we need to find out where the data is and who uses it.  AS commented that we have little in place around patient experience and we need to strengthen this.  Identified difficulty being that CCG did not have a strategy/process around the F&FT and we need to be clear around what we expect from our providers.  We need to look at trends then drill down into comments but we need to obtain the data.
ACTION: CN to investigate regarding what data we currently hold and what we can get hold of.

LG summarised position statement of the dashboard, please see appendix one for further information.

The NL&G QCR has proposed that the CQC action plan is monitored by Commissioners at the NL&G ECB (Executive level).  The action plan will then be submitted to NL&G QCR for information and review.

Discussion took place regarding financial factors and it was questioned whether we should have a financial indicator, however it was deemed as being useful, but how this would be measured was difficult to address.

The dashboard indicators were discussed and JC requested to have trending included going forward.  We need to be clear about which ones we may have concerns over, even if amber and it would help the committee to be more questioning.  Without trend data it was difficult to make comparison.
ACTION: Trend data to be made available.


	CN

CN

	09.06.08
	Risk Register
	

	
	This topic has been covered earlier at 09.06.03.

SHIMI – residual rating of 16.
A lack of engagement with practice nurses identified and this was being addressed with revalidation.

A newly appointed 0.5 nurse post would set up a Practice Nurse Forum.  Within the next six months it was hoped to set up support for health care assistants.  Aim to provide on-going leadership around nursing.  Risk rating 9 but can bring this figure down when infrastructure in place.

Discussion took place around DoLs and the way the risk register is structured.  Currently DoLs sits under the social care element however, ACTION – contact Claire Stocks to clarify this.
The Previously Unassessed Period Of Care (PUPOC) risk needs to be confirmed to be on the risk register.  The DoH timescales had been brought forward for the completion of the PUPOC but it was believed that deadlines could still be met.

	JH



	09.06.09
	Mortality (Quarterly) (EOL)

Every quarter or 2nd meeting
	

	
	JH reported close working with NL&G with the aim to have one mortality strategy that everyone is signed up to.  Individual delivery plans were needed.  Strategy agreed last November however due to staff changes there had been a delay but new lead now in post and on-going work to dovetail details to make one strategy document.

Plan over next 6-8 months to engage with other providers ie NAViGO, NL&G.  Need to identify work-streams, for example with end of life, cardiology and respiratory.

Identified that there was a lot of work to do regarding late presenters of lung cancer.

SHIMI reported to have come down three times consecutively however we have to be prepared for this to potentially rise again as we cannot be sure why the decline occurred.

Out of hospital SHIMI is increasing and Quality Team and Healthwatch are asking questions around this.

Patients dying within a month of discharge case reviews are to be looked into in detail

AS reported attending End of Life meeting and that the group numbers had now been pruned down from 60, which will help to make the meeting more dynamic.

NL&G and Care Plus do present a lot of end of life care education and we need to join together to share resources.

Maternity/children noted a good system in place with the hospice.

	

	COMFORT BREAK
	

	09.06.10
	Incident/Serious Incident Update
	

	
	GJ’s report was taken as read.

· It was noted that AS is now part of this group.
· It was reported that GPs liked the new incident App.

GJ reported on a recent SI and issues that had occurred with regard to delays within the NHS England reporting system – the time delay in receiving the decision whether NHSE will investigate the SI or leave to NAViGO to investigate is considerable, therefore a complaint would be entered in this regard and this would be raised in the QSG report.  In the meantime NAViGO would continue with their own investigation.

JC questioned on the key themes that the CQC were pulling out and was there any way of building something into this report?  The SI report was doing the job regarding assurance for this committee; however what assurance are we having that staff are learning from incidents?  A Clinical Governance Group could monitor this differently.  JC added that when the CQC stated that Providers are not learning from incidents, what do we want to see?  There are 6-7 per year and we need to see the learning.
ACTION: GJ to outline how we are/could monitor if Providers are learning from incidents/Serious Incidents. 
Discussion took place regarding work around the CAR (Clinical Admin Review) and its impact on a range of (11) areas.  This had been shared with NL&G and themes connected regarding staffing, discharge letters, release from hospital into the community/GP.  The learning points were being picked up on.  Patient experience was being looked at as well as a focus on discharge letters with a potential visit to see what the system looks like and how NL&G policy of sending correspondence within 6 days is implemented.

Discussion took place regarding the LSA Annual Report which was deemed acceptable however, the outcome of maternity SIs were ‘not assured’.  It was noted that the LSA were not happy with investigations and NL&G must respond back and give assurance.  It was noted that this needs picking up as a CCG and instigating a review was questioned.

	GJ

	EFFECTIVE CARE
	

	09.06.11
	Francis Report Project - Update
	

	
	This report was taken as read.

	

	09.06.12
	Care Act – Bi-Annual Update
	

	
	JH reported that this update had been drawn from an annual planner to update on the Care Act Bi-annually.

Emma Overton had been contacted and questioned how she reported this into the CCG.  Emma Overton replied that work regarding the Care Act had been ‘business as usual’ and work was carrying on normally.  Any outstanding issues were escalated to the Delivery and Assurance Committee or Clinical Care Committee.
20 work-streams had been created and some of those had been combined and all have implementation plans in place.
Emma Overton felt significant assurance through this pathway.

	

	09.06.13
	DRAFT Quality Strategy
	

	
	LG presented the Vision and Strategy document and the following are key points noted:

· This was started last year and has been developed further including producing a brand marked by the letter ‘Q’.

· Liaison with Peter Melton to ascertain and include ideas from clinical pathway perspective?  Cardiology project as an example.  May need to do more work regarding ideas and pathways.

· This is not just a Quality document but a model for use across the whole CCG.

· This document is a brief for the next 2 years.

· A mammoth task as needs to be put into action by all staff.

· Prioritisation needs to be given to this and it must be recognised where we are starting from and is a work in progress and new procedures will be needed.

· JC commented this was quality assurance model rather than quality improvement and does not give a sense of the future, rather an assurance on what we have.  LG replied that this was intentional.  Looking at CCG as a whole.  CQUINS are the drivers for quality and they need to be used to drive quality in the right way in the future.  Perhaps we need to be more specific and become proactive rather than reactive.

· Need to develop profiles for each provider with a focus on quality.

· Strategy working towards assurance.

· Need clarity regarding Quality Committee focus more on visionary and Clinical Governance Group focus more on practicality.
· Every contract that comes up needs the Model of Quality embedding.

· Need to establish what is required regarding quality.

· Need to consult before taking to Partnership Board.

· AB commented on P16 Triangulation – list of triangle members, wrong disability and primary care individuals.

LG stated that she was happy to take this wider to consultation with the addition of changes discussed.  JH commented that more work was needed on embedding that vision in a number of ways then take to further consultation.

PB proposed the draft is ratified at the Partnership Board.

Discussion took place regarding ‘principles’ then ‘consent’.  Consent is a CQC requirement and that is why it is there.  This needs to be put down on paper and all to sign up to this as an organisation.  It is about all CCG officers being part of that delivery and getting it right and getting it sharp.


	

	PATIENT/CLIENT EXPERIENCE
	

	
	
	

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

	09.06.14
	Additional Reports/Information
	

	
	· Service Specifications NAME

· Clinical

· NICE Guidance
· National Guidance Project Summary
· Draft NELCCG Safeguarding Policy
	

	
	

	09.06.15
	Items to be escalated to the CCG Partnership Board
	

	
	· Risk:

· Thoughts on risk.

· How risk is reported – through JH’s report to the Partnership Board following discussion here.

· How risk is managed throughout the organisation.

· How low-level risk is managed.

· Concerns– how is this escalated?

· Critical Analysis Report –and the learning from the report.

· Development of the Quality Dashboard.

· New risk can be raised in the report and now on the Risk Register.

· Raise concerns regarding NAViGO waiting 5 weeks for NHSE decision as to whether they will investigate the SI and the action decided at this committee.

	

	09.06.16
	Any Other Business
	

	
	Sarah Dawson presented COPD project for approval.

This project includes a template pathway in SystmOne.

· Pathway developed using European respiratory standards (COPD).

· Area Prescribing Committee signed the pathway off in March 2015.

· Would like to roll out tool on SystmOne.

· Regarding clinical training, nurses had been identified and competencies will be put in place to get best management and review.

· Nurses will travel to practices to facilitate seeing the patient at their local surgery.

· Approval on what processes have been put in place.

The committee discussed the need to use Clinical Governance group to set up clinical pathways and assurance processes.  As no Clinical Governance Group currently, this Committee seemed the most appropriate to gain approval of pathway taken so far.

Questions raised:

· How do we audit success?

· Spirometry competency and training?

· How do we maintain competency?

· How are public informed?

LG supported this proposal as it is underpinned by best practice, created and reviewed by experts.  Guidance was in principle agreed by all present.
Committee asserted that the Governance and Planning arrangement for the Training and on-going support of the staff delivering the pathway, needs to be carefully planned to support the project.

ACTION:  SD to plan governance arrangements and the Training and support for the staff involved.  LG to support and advise on this.


	LG/SD

	
	The meeting closed at 12.10pm 
Date And Time Of Next Meeting:
Thursday 11th August, 9:30am-11:30am, Seminar Room 1, Roxton Practice

Workshop:
Thursday 14th July – Time and Venue TBA
	


Appendix One: Dashboard Summary, Key Points to Note (CN, May 2016).

EMAS CQC position:

The CQC published their outcome report on 10th May 2016.  The inspection took place during November 2015 and incorporated a review of the following:

•
Emergency Operations Centre.

•
Urgent and Emergency Care including the Hazardous Area Response Team (HART).

•
Air Ambulance and Patient Transport Services in Lincolnshire.

The overall rating for the trust is as follows:

Overall rating for this trust - Requires improvement

Are services at this trust caring? - Good

Are services at this trust responsive? - Good

Are services at this trust effective? - Requires improvement

Are services at this trust well-led? - Requires improvement

Are services at this trust safe? - Inadequate

The CQC have taken enforcement action on EMAS for the inadequate rating for safety (Section 29 Notice).

Quality Summit:

A quality summit was held on the 28th April which presented the findings of the report and the initial response from EMAS.  All stakeholders present (CQC, NHSE, NHSI and CCGs) recognised the areas of good practice and the areas where action is required.

There was a strong commitment from all parties, across the region, to work together to support EMAS to deliver required actions.

Next Steps:

It was agreed at the Quality summit to establish a single oversight ‘committee’ to support the delivery of the action plan.  The membership of the oversight committee will include Directors of Nursing (or Deputies) from Lead County CCGs EMAS, NHSE and NHSI.  Chief Nurse at Hardwick CCG will chair the meeting and it will report to EMAS Partnership Board.  The first meeting will be planned for the end of June once the action plan has been approved by EMAS internally.  Hardwick CCG will be meeting with EMAS toward the end of May to review progress on the development of the action plan.

EMAS performance

Ambulance arrival screen update – EMAS has reported that the screens are now live at DPoW and SGH and no issues have been reported by EMAS.  However, NL&G has reported some challenges in the quality of the data; this relates to the systems and processes in NL&G as opposed to the IT system.  NL&G has established a working group to review these operational issues; Commissioners are represented at this meeting.

Pre-clinical handover times:

Pre-clinical handover times – target 15 minutes.

DPoW – 24 minutes 17 seconds.

SGH – 12 minutes 17 seconds - significant improvement made.

Performance (across Lincolnshire):

Red 1 – 65.74% 8 minutes  YTD: 73.53%

Red 2 – 58.65% 8 minutes  YTD: 70.33%

Red 19 – 79.04% 19 minutes YTD: 86.16%

5959 Red responses made by EMAS, across Lincolnshire in April 2016.

9159 999 calls made to EMAS in March 2016.

A Performance trajectory for each county is being produced and will be monitored in this report once available.

NL&G Staffing Position

Medical vacancy rate increasing, current performance is 16.33% against target of 12%, this is an area of concern.  Commissioners seek further information in order to understand what measures are in place to improve this position.

Trust-wide nursing vacancy rate improved to below tolerance levels (achieved 6.96% against 7% target), unregistered nurse staffing quota has now been achieved, although there is still some risk in staffing levels for registered nurses.  National recruitment has been scaled back, as some element of risk has been identified with skill mix and language.  Focussing on UK based nurses.

NL&G CQC position

The CQC report was published 15/04/16; the overall rating is ‘Requires Improvement’.  

SGH has been rated as ‘Inadequate’. 

Key points are as follows:

•
Outpatients at SGH site rated as inadequate.

•
Diagnostics at SGH rated as ‘Satisfactory’.

•
CQC identified concerns in relation to:

o
middle grade staffing in ED across both sites

o
weekend staffing cover

o
night time staffing levels on ward 28 (HOB and ward area)

o
process for cancelling Ophthalmology appointments

o
application of leadership and governance arrangements consistently applied across all sites

o
Implementation of learning from SI’s

o
Patients preferred place of care (in the community)

o
Provision of LD training.

-End of Document-
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