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NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP
QUALITY COMMITTEE AGENDA 
Thursday 11th February 2016
9.30-12:00
Seminar Room 1, the Roxton Practice, DN40 1JW
	PRESENT
	Dr Anne Spalding (AS) Chair, Clinical Lead for Quality and Caldicott

	
	Chloe Nicholson (CN) – Quality Lead

	
	Jan Haxby (JH) – Director of Quality and Nursing

	
	Julie Wilburn (JW) – Designated Professional – Safeguarding Adults (NL & NEL)

	
	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

	
	Paul Glazebrook (PG) – Lay Member, Representative from Healthwatch

	
	

	IN ATTENDANCE
	Ann Spencer  – Minute Taker

	
	Dr Marie Girdham (MG) – for presentation item 6 only


	APOLOGIES 
	Bev Compton (BC) – Acting as Assistant Director of Care and Independence

	
	Bruce Bradshaw (BB) – Dols & MCA Lead

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

	
	Juliette Cosgrove (JC) – Clinical Lay Member of the CCG Governing Body
Lisa Hilder (LH) – Assistant Director of Strategic Planning 
Michelle Barnard (MB) – Assistant Director of Service Planning and Redesign


	ITEM
	
	Action

	11.02.01
	Apologies
	

	
	As noted above.

	

	11.02.02
	Introductions and Declaration of Interest
	

	
	AS opened the meeting, standing in as Chair due to apologies being received from JC.  All were reminded that the meeting was being taped as JH explained Ann Spencer was new in post and requested this as back up to notes on this occasion.  There were no objections raised.  Introductions were made.
Declarations of Interest:

GJ questioned whether it was necessary to make a declaration at every meeting regarding his and CN’s working across NL and NEL.  After discussion it was understood that this was necessary only if there was an item on the agenda where their work elsewhere could influence the decision making of the group.

	

	11.02.03
	Minutes from the Meeting – 10.12.2015
	

	
	BH sought clarity to the acronym IG&A - Information Governance and Audit. Discussion took place around the use of acronyms.  Suggestions were for the CCG to produce a key of common terminology which could be sent out with the minutes or a key at bottom would be helpful.
PB suggested he could email a glossary of terms circulated to voluntary forums which would provide a start to compiling such a list.
BH raised a point about the Mortality Update being on a quarterly basis, however with this meeting being bi-monthly, this would prove difficult.  It was agreed that the Mortality Update would be reported every other meeting ie three times per year.

	PB

	11.02.04
	Matters Arising – Action Summary
	

	
	JH explained that historically the Action Summary had been used as a tracker, however over time it had proved to have become inefficient and confusing to follow.  Sue Cooper and Jan Haxby had identified relevant items to carry forward and the remainder had been archived.  
Caroline Reed had been tasked with coming up with a new tracking system and was to be congratulated on the new version which was proving to be very efficient and in line with the template used by other groups.

	

	11.02.05
	Annual Review of Terms of Reference
	

	
	Discussion took place around the Terms of Reference.  The following points were raised by PB, PG and GJ and proposed amendments agreed by all:

Paragraph 3 under ‘the core membership shall consist of’:

· One lay member from the CCG Board

· Two lay members from the Community Forum

· A representative from Healthwatch

· Officer responsible for SIs.
It was noted that ToR had been a longstanding agenda item and had been previously discussed.  The document under scrutiny was dated 20.04.15 and it was believed that there may be a more up to date version available but this needed to be checked out with Karen, Kaye and Caroline.
Updated version to be produced to reflect the points raised today.


	JH

	EFFECTIVE CARE
	

	11.02.06
	Establishment of a Northern Lincolnshire Research & Development Working Group
	

	
	Dr Marie Girdham (R&D lead)joined the meeting at this point as the Research and Development Group lead to present information regarding the establishment of a Northern Lincolnshire Research and Development (R&D) Working Group.
Dr Girdham sought the support of the group for the reasons outlined in her report submitted prior to the meeting and summarised below:

· Promote opportunities for high quality, relevant research within the local area.

· Innovative ideas that would provide a strong evidence-base for clinical decision making and inspire a level of enquiry and research-based culture.
· Enable the CCG to meet the statutory duty to promote research and the use of research evidence.

· Geographical sense to have a joint forum across Northern Lincolnshire as it will be ‘leaner’ in terms of resources and provide cost savings longer term.
· Systems and processes will be developed across Northern Lincolnshire and effectively shared accountability in terms of risk, cost, and benefit.
Other benefits would include:

· Compliance with the CCGs statutory duty to promote research, innovation and evidence under the Health and Social Care Act which would subsequently benefit the local population and develop services.
· Attract more locally grown work and national portfolio adopted NIHR work.
· Access to social care research community ie HSC faculty at York and Leeds.
· Inception of R&D Working group would be initiated by R&D North Yorkshire and Humber service.
· Shared arrangement, level risk, pool resources thus cost efficiencies.
· Build up partnerships to benefit research and in turn this can become an income generator with academic support.
Dr Girdham went on to say that there was interest from GPs in Northern Lincolnshire who identified the potential opportunities.
JH made comment that if the group is established it would raise the profile within NL&G and be seen as driving forward.
CN made comment that the ‘research and growth’ page of report indicated a high level of risk.  Growth is not as it should be, enhancing root growth, therefore could be seen as research driven.
PB commented that good, safe research for the future was needed.
The CCG was engaging on a national level but not on local level.
JH added that currently two studies were being supported, however, there was no mechanism to provide feedback or feed into the CCG, however, this could provide a pathway to do this.  By supporting several pieces of work instils a future into research.  Whilst being signed up to big scale R&D is good, but smaller projects would give an opportunity to put research findings into practice.
CN commented that the Quality Strategy was at an advanced stage of development offering a proactive not reactive link.
Education started about a month ago, GP-led, protected time, primary care education.
Education forum - twice yearly joint meeting?
AS - GP registrars – audit putting seed in.
BH - Initiative useful to recruit student doctors, expertise development, improvement in health service.
GN - making it seen to be an exciting challenge and needs to be grown.
If North Lincs give agreement then inception of group.
PB questioned whether the committee had authority to support?
AB questioned the financial cost.
This would need to be checked out with Dr Girdham.
JH stated that she would want to support this and that financial cost implication would be put to the CCG.  The proposal would go to a group benefits committee and CCG would find funding, which can be variable.
PB recommended that as a group this proposal be moved forward – all agreed.

	

	11.02.07
	Quality Dashboard/Provider Assurance Update
	

	CN
	CN summarised the key points of the documentation presented to the committee and emphasised the main purpose as being to see how assured we are as a group and alert the governing body of any concerns.
A comprehensive summary report accompanied the dashboard and had been previously circulated.
CN went through her report in detail and points raised for consideration of the Committee were with regards to the following:
· Practicality to deliver on Opthamology.
· JW suggested a workshop topic to look at staffing.
· There had been 28 mixed sex accommodation breaches.

· Scheduled meeting outcome of site visit last August – reassurance.

· EMAS – challenges regarding time mounting breaches exceeding 10 mins
· Reported via boards?x2
· Queried data

Falls data was discussed and clarification given in that not every fall is recorded but repeat falls and then broken down into categories avoidable/unavoidable.
AB informed the committee that she was a lay member of Falls Group and that all NLaG information was available.  She received a paper version of the monthly quality reports.
The results for the FFT were improving.
There continues to be staffing concerns.
AS – 4 – 8 weeks wait for discharge summary/letter.  We would like Discharge email within 48 hours of discharge and the letters could follow.
Quality Contract Review meeting agenda - JH has asked the trust previously how they prioritise - they do not evidence there is a process – this is based on need.
We need to ask what tools they use   classic examples – delay 2-3 months and changes to treatment not happening in a timely way.  We need to pool examples together, PALS incidents.  If not at QCR then maybe need a separate meeting.  No one takes ownership.  Discussion took place regarding personal experiences.    Contract Quality meeting - Clinical Admin Review was having an adverse effect.
Action: triangulation of data to route cause analysis of concerns which may be related to the Clinical Administration Review.  Are there System failures in the whole impact of this review?  We need to Identify the particular issues going wrong.  Up to NLaG to find solution outpatients to GP.  Up to us to give the challenge and NLaG to address.  Need a process to monitor progress.  Need a Summary of info, inclusive of PALS complaints.
Action: CN and GJ to speak to PALS team – and gain individual experiences

	CN/GJ


	11.02.08
	NLaG Falls Update
	

	
	Discussed under Agenda Item 7.

	

	11.02.09
	Nutrition and Hydration Update
	

	
	CN presented a report which was circulated prior to this meeting.

No comments raised.


	

	11.02.10
	Incident and Serious Incident Update
· SI Update – November, December, January
· Q3 Incident Report


	

	
	GJ reported on the January SI update and highlighted P6 which has seen 30-50% less serious incidents logged across most providers – NLaG have not reported so many pressure sores, this is thought to be due in part to the huge amount of work undertaken in NLaG with Pressure ulcers and in part to the PUG wheel showcased by NLaG.
GJ proposed NLaG should be praised as this is a positive good news story in this area.
CPG reported only 9 SI’s YTD - again this is thought to be through positive work done.
NAViGO were seen as under-reporting in GJ’s view and worked with the provider around the new SI framework 2015 and with new managers in place this has seen a positive effect and a more realistic reporting rate for this provider.

All providers are aware and using the De-Log option - The new SI framework encourages providers to Log first, if unsure, do a quick RCA and request De-Log - the CCG will then decide and De-Log if appropriate.

Fresenius

GJ highlighted the recent patient deaths and SI’s across this provider in our area. The process is being led by NHSE and we will continue to liaise with NHSE regarding their investigation.


	

	
	COMFORT BREAK


	

	
	
	

	11.02.11
	New Incident App 


	

	
	GJ Proposal paper had been circulated where a verbal agreement had been reached by CCG before Christmas.  This had been necessary in order to comply with the three months’ notice to cancel the contract with DATIX expiring on 31 March 2016.  The App has been running in NL for the past year.  The App works well; GPs/Practice Managers love it.  The App gives the CCG a wealth of soft intelligence.  DATIX, now 6 years old, is no longer fit for purpose.  It is expensive costing £12,500 for the licence.  The Incident App has been created by the in house CSU IT.  Due to ENBED having recently taken over IT, GJ has not yet been able to establish definitive costing; however maximum would be £2500 for server access or could be possibly free.  Currently stands to make a £10,000 minimum saving.

Incident App has gone from pilot to roll out as it is known to work in NL.  Fay Dunderdale has currently trained 15 practices (plus 6 pilots) and 5 remain to complete before 1 April. As practices are trained on the App they are removed from DATIX.  All paperwork had been distributed including the proposal paperwork to endorse.
Gary Johnson gave a live demonstration of the working of the App.  He showed that information can be input quicker and easier than the previous system and is user friendly.  Details submitted are summarised and can be printed off for records including Revalidation.  JH reported that the App had been approved based on savings and efficiency.  The App is responsive in terms of getting information back out of it quickly.  The information supplied via the App is very comprehensive and would provide invaluable soft intelligence for the CCG.

This will also be rolled out across the CCG as the Incident/Accident book for CCG STAFF.  It will be similar to how Datix was used to record Staff Incidents - separate Staff instructions and Icons will be placed on Desktops at the end of March 2016.

	

	11.02.12
	Quarterly Incident report to GPs – update
	

	
	GJ stated that as the new Incident App is utilised, data gathering will give a broader picture, overview and evidence issues.
JH suggested that we need to get better at sharing information even if just twice a year.  There is enough evidence through cases and incidents to report this, as well as highlighting GP practices that do not report incidents.  There is a need to share information at team meetings and improve using data available.
Discussion took place with the suggestion that this needs reviewing.
The App gives a broader picture and overview with invaluable information and evidence.  Quarterly or half yearly incident report which will highlight which practices are/are not reporting incidents.

On-going work to develop a system for including in SI reports 
Action for JH and GJ review sharing of information and learning processes with Primary care.

Action GJ to meet with learning practice managers via the forum to share learning.
Education forum set up 

Key learning from incidents needs to go on the Education forum agenda.  Agreement needed with GPs to get this on their agenda. 
Need more in depth analysis and learning with regards to SI. – A mechanism  to take either the learning from SI twice a year or take an hour whatever we choose to do to give cases or scenarios cases that have happened locally or SI’s.
It is noted that some practices do not report any SI’s.   Team meetings need to share that complaints or PALS reported   Across the board we need to Get better at getting information and learning.
Mortality now in expected range

Work in locality range looking at SHIMI. 
On-going work with Mortality Steering Group into drilling down looking at figures that can be measured, – different topics and how we can improve that.

NLAG and CCG collaborative working, we need to look at more joined up processes. 

Education group started end January and keen to do mortality at the end February.  Tackling death within 30 days of discharge.  PB key issues diverting people away from hospital asked to add to agenda.
New lead NLAG mortality 30 day of discharge – how many expected to die how many not expected to die – need to be clear on data to collect to show a picture. 


	JH/GJ

JH

	11.02.13
	Risk Register

	

	
	Committee members were reminded that the Risk Register would be an agenda item twice yearly to update members regarding risks affecting quality of services.  There are many more items on the register, however the only ones presented here relate specifically to quality.
AS reported that from 1st April a rolling programme of Revalidation for nurses comes into force.  The CCG needs to seek providers’ assurance that they have systems and processes in place for Revalidation.

JW stated that there are tools available to support nurses through the Revalidation process but these have to be purchased.  One tool is being presented to an audience of senior nurses on 20th March.
PB questioned the number of nurses who might not revalidate.  JH advised that the CCG have offered support to Practice Managers raising awareness and offering support for the Revalidation process.  JH will email Practice Managers after the 11th March to advise regarding these tools, if the tools are considered to be useful.  The CCG Quality/Nursing team have also offered support directly to Practice Nurses to support them with the Revalidation processes.

JH reminded that there is a lot of information available to nurses and that for some, this may not be too difficult.  For those who find it difficult, we aim to provide enough information and support to help them achieve it.

	JH

	11.0.14
	Mortality Update
	

	
	The SHMI remains high, however a lot of work is underway between ourselves and NL&G to improve the way we work together and to focus on the factors which we feel affect SHMI.

	

	 PATIENT/CLIENT EXPERIENCE
	

	11.02.15
	A Patient’s Journey

	

	
	Postponed.

	

	11.02.16
	Complaints and PALS Report 


	

	
	JH made comment on the report which had been circulated prior to the meeting.

Some categories and themes of this report need to provide more detailed information, however there are some good examples of patient experience.

The Quality Committee needs to consider what we can learn from this report and what other information is required to provide assurance.
Concerns continue to be raised in terms of patient discharge, specifically the quality and timeliness of discharge. Following discussion around review of quality data (formal and information/anecdotal data), across provider organisations and the CCG,  it was suggested that the quality team (Gary & Chloe) would liaise with the CCG PALS team to identify themes and patterns re patient discharge, patient experience (changes in medication whilst in hospital) and timeliness of information reported from NL&G  to GP. There had been a personal experience from a lay member as well as another lay member concurring that this was an issue.

	

	 SAFETY
	

	11.02.17
	Safeguarding Adults Update (paper)


	

	JW
	The Safeguarding Adult Review is now complete.  Julie Wilburn and Sue Sheriden are due to meet with family to discuss the findings prior to publication.  The learning from this review is to be disseminated at an event with CPG in March.  The SAR Panel is looking at other methods to further disseminate this learning across Primary care and other agencies.

The combined adults and children safeguarding policy is almost finalised and will be circulated to this group for ratification and comments.  This policy strengthens the requirement for information to be gathered from providers, ensuring this is firmly embedded within contracts.  Historically this has been gathered via relationships; however, this is to be a formal process going forward.  Chloe has provided an example of a safeguarding report from HEY which contains everything we would require and could be used a template.  The combined adults and children policy will pave the way for a joint safeguarding team going forward, with Child and Adults working closer together as a cohesive team.

PREVENT - Many staff received the mandatory training at the CCG Timeout session in October and  further sessions will be offered through February and March to ensure all staff trained appropriately.

It was felt that a briefing would be appropriate for members of the Quality Committee. 

It was also recognised that members of the Community Forum would need to be PREVENT trained.

PB - Members of ACCORD were also recognised as a group who may require the training as they work out in communities.

The safeguarding team have recently recruited to the post of Band7 who would be supporting both the children and adults agendas. Sally Bainbridge is due to commence in post on 1st April.
	JW
JW

JW

JW

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

	11.02.18
	Additional Reports/Information

· Service specifications
· National Hip Fracture Database Briefing Paper

· NICE


	

	
	AS asked the Committee to agree which items discussed today should be escalated to the Board.

· Work on Quality report for the Board. (JH)

· Note to Board regarding CQUINS. (CH)

· New Incident App. (GJ)

· Improvement in number of SI’s logged and lower percentage pressure sores. (GJ)

· Other provider issues e.g. NAViGO/Care Plus.


	

	11.02.19
	Any Other Business
	

	
	PB reported that this was his last meeting as his term finishes at the end of March but he has reapplied to continue. He thanked everyone for accepting him as a lay member and Anne Spalding stated that she hoped he would be back in April. Phil was thanked for his work and contribution to the meetings.
CN presented an additional item to the agenda regarding NLaG CQUIN Position Update 

CQUINS

CN presented paper on CQUINS.  National CQUINS set but local ones are still being decided. Proposing 3 local schemes.    


	Report attached with these minutes

CQUIN -Agenda Item for Oct/Nov Meeting

	
	Date And Time Of Next Meeting:
Thursday 9th June, 9:30am-11:30am, Seminar Room 1, Roxton Practice
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