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TRUST BOARD

26th January 2012

TITLE IGAC Minutes

EXECUTIVE

SUMMARY

The Board is asked to note the following:

The Committee discussed the Risk Registers and made
recommendations.

Exception reports from the Clinical Governance Committee, Safety
and Risk Committee and Finance Committee were received. Work
is ongoing towards a leaner integration of the Clinical Governance
Committee and the Safety and Risk Committee. The Committee
noted the lack of assurance in the action column of the Safety and
Risk exception report.

The Committee deliberated Information Governance incidents and
noted concern regarding incidents with red ratings and the
timeliness of investigations.

The Committee discussed the CQC review of compliance and the
three levels of action planning following the assessment. The final
CQC report was inserted to the minutes post meeting.

BOARD ASSURANCE

(Risk) /

IMPLICATIONS

The minutes provide assurance that all aspects of the

organisation’s risks are being discussed.

STAKEHOLDER /

PATIENT IMPACT

AND VIEWS

None identified

EQUALITY AND

DIVERSITY ISSUES None identified

LEGAL ISSUES None identified

The Trust Board is

asked to:

Note the minutes

Submitted by: Heather Caudle, Associate Director of Quality

Philip Beasley, Non Executive Director and Chair of IGAC

Date: 17th January 2012

Decision: For Noting
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INTEGRATED GOVERNANCE ASSURANCE COMMITTEE (IGAC)
Minutes of the meeting held on

7 December 2011
13.30-15.30hrs – Room 2, Chertsey House, St Peter’s Hospital

Members Present:
Philip Beesley PB Non-Executive Director (Chair)

Andrew Liles AL Chief Executive

John Headley JH Director of Finance and Information

Raj Bhamber RB Director of Workforce & Organisational Development

Suzanne Rankin SR Chief Nurse

Terry Price TP Non-Executive Director (Chair of Audit Committee)

In Attendance:

Ben Endersby BE Internal Auditor (CVDFK)

Donna-Marie Jarrett DMJ Associate Director Health Informatics

Heather Caudle HC Associate Director of Quality

Jane Gear JG Head of Corporate Affairs

Jill Down JD Head of Patient Experience

Marty Williams MW Head of Patient Safety

Maurice Cohen MC Patient Panel Representative

Apologies:

Mike Baxter MB Medical Director

Valerie Bartlett VB Deputy Chief Executive

Mark Kinsella MK Internal Auditor (CVDFK)

Minutes: Pip Watson, Quality Team Administrator

The Chair welcomed Heather Caudle to the Committee.

1 Apologies for Absence
These were noted above

2 Committee Duties and Responsibilities for Reference
The document was noted.

3 Minutes of the Meeting held on 8 September 2011
Item 12 – JG stated that a BAF seminar is due in December.
Item 4.5 – SR did not agree to provide a 2 weekly update to the
Executives; however SR will regularly update and discuss with AL.
The minutes were then agreed as a true record.

4 4.1 Matters Arising – Action Points
The completed action points were accepted. It was noted that ongoing
action points were on the agenda for discussion.

Item 7.2 - Multi Disciplinary Team (MDT) Training
SR advised that Sandra Newbold has implemented the Royal College of
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Obs and Gynae package across the Trust. Electronic foetal monitoring
package has been launched and can be accessed on the website.

Item 4.5 - List of Policies
87% of policies are now up to date.
50% of the outstanding policies are going through ratification.
It was noted that considerable progress has been made.

Item 5.1 - Nursing Mandatory Training
This relates to the NHSLA. The Nursing Compliance Framework has been
launched and is to be monitored through the line management framework.
This is to be completed between 0-3 months with specialist practices to be
within 0-12 months. The Clinical Practice Educators will be providing
support.
PB questioned as to how to get the staff engaged with this.
RB commented that the quality and consistency of reports between the
divisions can differ. There has been a comprehensive review of training
and an action plan is in place. The mapping process was completed in
August. There are 243 profiles. Educational half days are to be re-instated
to help create time for completion of mandatory training. Implementation of
actions from the Business plan continues with the Head of Nursing taking
these forward.
ACTION: RB to provide an update at the next meeting. PB expecting
positive progress.
HC asked if there is a benchmark for levels of training and appraisals for
RAG rating. RB stated that the Trust is in the top 20 for appraisals but
feels the quality of appraisal could improve.
MC questioned as to the process of mandatory training. SR stated that
there is a need to keep challenging the trainers to identify if the
requirements are met. Unfortunately when the Trust is operationally
challenged this has a knock on effect on training and non-operational
requirements.

Item 9 - Code 5 Tracker
DMJ reported that this is mid-pilot and expected to conclude the pilot by
mid to end of December. The pilot is going well and should be signed off in
January.
ACTION: DMJ to update at the next meeting.

Item 17 – Information Governance (IG) Detailed Report
DMJ confirmed that this has not been completed and will be presented at
the next meeting. TP requested external and internal benchmarking
information.
ACTION: DMJ

4.2 Assessment of IG Incidents
DMJ fed back. A monthly IG Incident Assurance Group has been set up.
Phase 2 will be to break the incidents down by individual divisions.
JG interrogated the robustness of the risk control mechanism and the
timescales of urgent/red incidents. DMJ responded that the risks are still
there and that there is still some learning to do although there are some
resource issues at present.
TP questioned the escalation process and investigation timescales.
PB requested that the red ratings were looked into as a matter of urgency –
within one week of this meeting.

RB

DMJ

DMJ
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ACTION: DMJ to action
AL questioned how long it takes to bottom out incidents in the red. He
stated that the timescales for IG incident investigations should be as per
SUI timescales.
ACTION: DMJ to ensure a standard is set for the investigation and risk
control measures.
SR highlighted the need to form links with the Quality Team.

DMJ

DMJ

5 NHSLA
The NHSLA project is now incorporated in the Best Care Work Stream.
MW reported that in conjunction with Vanessa Avlonitis a mapping process
has been completed to identify accountable leads for each standard and to
align the monitoring of each standard to Trust committees and groups.
MW visited Guys Hospital which has achieved Level 3. The following are
some points she noted:
 A minimum 18 month lead in time for progress towards higher level
 Employment of a Band 8a on a fixed term contract to facilitate
 Specific administrators
 Paid for extra informal assessor visits – there is a free visit booked to

attend ASPH on 25-01-12
PB felt that it would be a positive move to pay for extra assessor visits to
get the preferred outcome.
RB would like to see more senior involvement in Standard 2 i.e. a Senior
Nurse and CPE.
In discussion with the assessor in January it will be decided whether to
move the Spring 2013 inspection timeline.
JD questioned whether there could potentially be an issue if the merger
with Epsom went ahead. MW responded that the assessor will identify at
what level the Trust should be – the NHSLA would then assess the new
organisation for that level. It is envisaged that the new combined
organisation would be given the lower of the two NHSLA levels achieved.

6 Serious Incident (SI) Report
There have been 9 SIs since the previous meeting. Four cases have been
sent to the PCT for consideration for closure and one other has been
formally closed.
There was a request to close cases 14 – 17 and 19 -20 and SR
recommended that we waited until all the actions are completed before
closure. The Committee agreed to leave case 14 open.
Pressure ulcers are continuing to lead to SIs.
There management of 2 SIs, one hospital acquired and one community
acquired was different. This has identified documentation issues and
grading and assessing skin integrity irregularity.
It is the first time that Trusts have been required to collect data in this way
and pressure ulcer grading is inconsistent across the country. There is a
national drive to improve assessments.
In response to a repetition of issues across Pressure Ulcer SI debriefs, a
multidisciplinary Pressure Ulcer symposium was held on the 16th

November 2011, chaired by SR. A corporate action plan was developed
and is being managed by the Trust Tissue Viability Lead.
PB questioned how the Committee can be assured if the action plan is
working. MW stated that the Incident Action Tracker will track the actions,
send alerts to action owners and progress reports to managers. The
tracker is currently being piloted in two Divisions: Paediatrics and Women’s
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Health Division and the Emergency and Medicine Division. SR requested
that a summary report from the tracker be submitted at future IGAC
meetings.
ACTION: MW to provide summary report from the tracker.
RB thanked MW for the inclusion of Equality and Diversity in the table. MW

7 Clinical Governance Committee Exception Report
SR led the discussion on this report, exploring the issue of tracking
improvements in quality and safety:
 What does IGAC expect from the report – should it be functional or

clinical aspects?
 How do we monitor how items are being picked up or action taken prior

to the external reports?
 It was agreed that improvements to the CGC are required. At present

the paperwork is very heavy, business is congested and there are too
many members.

 AL stated that the scorecards and documentation are key to current
issues and the focus is on Divisional Directors in producing and
presenting reports. SR stated that there needs to be a structured and
consistent approach to reports across the Trust.

 Al commented that the methodology of the mortality indicators is
inconsistent and that an approach to improve mortality rates is
required.

 JD stated that the Bereavement Officer monitors deaths on all wards
on a daily basis.

 HC recommended a standardised mortality review process which
would result in all deaths attributable to Ashford and St Peter’s being
judged to fall in one of four categories: Expected; Avoidable; Inevitable
(due to the progression of the illness / ling term condition) and
Potentially non-preventable (as in the case of a death taking place in
A&E before being admitted).

 Although there is a robust system in place for actioning NPSA alerts,
AL was concerned regarding the focus on the timeliness of dealing with
NPSA issues by clinical owners.

8 Safety and Risk Committee Exception Report
There are three items that the Committee was asked to note:
1. Regarding the concern that the Maternity Department had been

reported as an outlier SR reported that the Trust was benchmarked
against Trusts who had no maternity services. SR to circulate the
report to the Exec team.

ACTION: SR to circulate report
2. A working group looking at compliance against the DoH report on

Never Events has been set up and will report its findings to the Safety
and Risk Committee on January 19th 2012.

3. The World Health Organisation (WHO) Safety Checklist has been
added to the Risk Register due to non-compliance. Dates of sessions
and the date of the re-audit were requested.

PB is concerned that the IGAC action column for the three items stated for
noting only. It was felt that there are some big risk issues here and MW
was asked to update the exception report and send out to the members.
ACTION: MW to re-draft the report to reflect assurance for IGAC in the
action column and re-send to Committee members.

SR

MW
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9 Care Quality Commission (CQC)
9.1 Essential Standards
This paper was updated to incorporate the CQC review of compliance that
took place on 1st December 2011, which delayed its circulation.
The Trust assures compliance with the CQC 16 Essential Standards
through triangulation of three perspectives: the Quality Risk Profile (QRP)
and two internal processes (documentary evidence on Performance
Accelerator, now known as Health Assure) and a six monthly review of
Compliance in Practice.
The CQC concentrated on six outcomes during their visit and, in advance
of the published report, fedback the following at the end of the day in a
post-visit debrief:
 Outcome 1 – Respecting and Involving People who use Services: the

use of the DSU as an escalation area regarding the impact on meeting
patient needs, discharge management and staff morale.

 Outcome 2 – Consent to Care and Treatment: concerns were raised
over one illegible consent form.

 Outcome 4 – Care and Welfare of People who use Services: the use of
the DSU as an escalation area regarding the impact on meeting patient
needs, discharge management and staff morale.

 Outcome 7 – Safeguarding People who use Services from Abuse: a
lack of understanding of the Deprivation of Liberties and the Mental
Capacity Act. Evidence has been sent to identify that a plan is
underway to mitigate this.

 Outcome 14 – supporting workers: more assurance required in terms of
goal setting as part of appraisals and effective preceptorship. RB
questioned the preceptorship comment.

 Outcome 16 – Assessing and Monitoring the Quality of Service
Provision: full assessment still being carried out and an observation
made in the Clinical Governance Committee meeting highlighted the
need for continued pace and focus on work to standardise reporting of
quality and safety data.

The CQC are still reviewing evidence to identify the Trust’s rating.
Following the assessment there are three levels of action planning:

1. Respond to the CQC visit by standard and outcome
2. Meeting with Heads of Nursing to discuss ward level addressing of

issues
3. Maintain and continuously improve compliance

Post meeting note. The final CQC report:
 Outcome 1 compliant with Minor concerns.
 Outcome 2 non-compliant with Moderate concerns.
 Outcome 4 non-compliant with Major concerns.
 Outcome 7 compliant with Minor concerns.
 Outcome 14 non-compliant with Moderate concerns.
 Outcome 16 fully compliant.

RB stated that there has been huge improvement processes since last
year but there is a need to continue to monitor and improve. .
PB commented that there is also a need to focus on the improvement
journey and that staff realise that they are valued and good at their jobs.
The timelines are 14 days for receipt of the draft report and then 14 days
for comments on factual comments stated in the report. Therefore the final
published report is expected circa 16th January 2012.
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There was widespread acknowledgement of the need for, as part of the
response to the regulatory report, an organisational reflection on the
underlying and contributory factors that might have led to the Trust being
non-compliance with more than one of the Essential Standards.
ACTION: HC in conjunction with SR will coordinate a Trust Executive
Committee and Divisional Management reflection event on the outcome of
the visit.
The possibility of building a relationship with CQC to encourage more
frequent inspection and guidance was discussed.
ACTION: HC to identify a further visit by the CQC.

HC

HC

10 Risk Register Reports
The report identified an overview of all local and corporate risks added to
the register since the last IGAC meeting.
There were thirteen local risks and one corporate risk.
There is a regular review and recognition of risks within the Divisions.
It was suggested that risk 1099 – Enhancing Quality Programme CQUIN
Milestone be downgraded from Extreme to High. This will be discussed
and agreed at the CQUIN meeting week beginning 14th December 2011.

11 Board Assurance Framework (BAF)
JG reported that there will be a seminar held in December where the BAF
will be looked at in more detail.

12 External Reports and Inspections Report
It was noted that there were no risks to be raised to the members.
TP concerned as to the continual movement of the final Joint Advisory
Group of GI Endoscopy (JAG) meeting – MW was asked to chase up.
ACTION: MW to identify reason for lack of final JAG meeting, identify any
issues of concern and provide assurance to IGAC at the next meeting. MW

13 Audit Committee Exception Report
There is no update since the previous IGAC meeting.

14 Finance Committee Exception Report
JH reported that the year started badly but there has been some
improvement although the Trust is not in the position it would like to be.
The Trust has a monitor risk rating of 3 and the financial pressures persist.
It was acknowledged that the divisions are working hard to cover their Cost
Improvement Programmes (CIPs) whilst still maintaining quality.

15 Any Other Business
15.1 – Information Governance (IG) Framework – for approval
DMJ reported that this framework will be an annual submission to IGAC
and was seeking confirmation of governance/ratification process from the
members. The following was noted:
 JH welcomed the profile of the IG guide at the high level
 Remedying the reporting of IG and receiving more prominence
 Suggestion of linking in with the Incident policy regarding how to

investigate
 Positive response to having laminated Do’s and Don’ts
 Section 7 item 7.1 to read compulsory and not mandatory

ACTION: DMJ to amend
 AL requested that a consequences of non-compliance on Trust and

DMJ
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individual section be included
ACTION: DMJ to include

 Section 5.6 requires further work for clarification and be inclusive of all
areas.
ACTION: DMJ to action

Following the above changes the members approved and DMJ to take to
TEC.

15.2 – Information Governance Terms of Reference - for approval
The Terms of Reference (ToR) was approved following the inclusion of
Associate Director of Quality in the membership.
ACTION: DMJ to amend.
The ToR will be included in the Framework
TP requested direct reports to IGAC on SIs and Grades 3, 4 and 5
incidents.

15.3 – IGAC Terms of Reference – to note
The members were requested to note that the IGAC Terms of Reference
had been agreed by the Board. It was noted that the Head of Quality has
now changed to Associate Director of Quality.

DMJ

DMJ

DMJ

16 Date of next meeting
Wed 21 March 2012 – Room 2 1400 – 1600hrs

2012 Meeting Dates all 2 – 4 pm in Room 2

Wed 20 June 2012
Wed 19 September 2012
Wed 12 December 2012


