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Summary of key points in report

 Main Issues discussed at each Committee & implications for overall Trust business
 A summary of key issues from the most recent Committee meetings can be found in the relevant

reports to the Trust Board (ie prior to the minutes being approved and being available)

Key Recommendations

To note the content of the minutes for information.
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Enc 1
Minutes of a meeting of

QUALITY & SAFETY COMMITTEE
Held on 18th August 2016 at 9:30am
K2, William Farr House, Shrewsbury

Present: Rolf Levesley, Non-Executive Director & Committee Chair (RL)
Jan Ditheridge, Chief Executive (JD)
Steve Gregory, Director of Nursing and Operations (SG)
Julie Thornby, Director of Corporate Affairs (JT)
Jane Mackenzie, Non-Executive Director (JM)
Angela Cook, Head of Nursing & Quality – Adults (AC)
Dee Radford, Lead Nurse for Quality (DR)
Rita O’Brien, Chief Pharmacist (ROB)

Apologies: Mike Ridley, Chairman (MR)
Dr M Ganesh, Medical Director (MG)
Nuala O’Kane, Non-Executive Director (NOK)
Sally-Anne Osborne, Deputy Director of Operations – Adults (SAO)
Paul Devlin, Deputy Director of Operations - (PD)
Jo France, Head of Nursing & Quality – Children (JF)
Andrew Thomas, Head of Nursing & Quality – Adults (AT)
Milly Smith, Volunteer Representative (MS)
Roger Buckley, Volunteer Representative (RB)

Minute taker: Jayne Williams, PA to Director of Nursing & Operations (JW)

Guests: Andy Matthews, SDG Manager Community Hospitals & Outpatients (AM)
Peter Old, Health Emergency Management Specialist (PO)
Peter Foord, Corporate Risk Manager (PF)
Deborah Hammond, Learning & Development Manager (DH)

Minute
number:

Agenda Item title Action

2016/08/01 Declarations of Interest (Agenda Item 3)
None.

2016/08/02 Minutes of the Previous Meeting held on 21st July 2016 (Agenda
Item 4)
The minutes were discussed with the following amendments:

Page 2; Paragraph 2, Prisons: amend the wording ‘perception
verse medical legislation’ to read ‘perception verse evidence based
clinical guidelines’.

The minutes were approved subject to the above change.

2016/08/03 Matters arising not covered by the rest of the Agenda (Agenda
Item 5)

 Action Log Monitoring
The action log was discussed and updated.

 CQUINs
Following a short discussion, DR took an action to include
a CQUIN update within the performance report.

DR
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2016/08/04 Quality & Performance Report (Agenda Item 6)
The Quality & Performance executive summary was presented by
DR and outlines the Trust’s performance for July 2016 and is aligned
to the CQC domains of quality – caring, responsive, effective, well-
led and safe services.

A general discussion took place around the content of this report and
it was agreed that the report should focus only on the things that
matter.  Concentrate on highlighting the important data supported
with minimal narrative. Harm, if caused or not should be noted within
the report to give assurance to the Committee.

The Committee agreed that a member of the Informatics Team
should be invited to future Quality and Safety Committee meetings.
Action to SG to invite Steve Price to attend future meetings.

Are we caring and responsive?
We failed to respond to two complaints within timescale (from a total
of 12 that were due) – both were responded to within a week of
being overdue.  However we have seen a reduction in the number of
complaints received in the month to 15 (from19) which is still an
increased number compared to other months, largely due to an
increase from patients in HMP/YOI Stoke Heath.
SG took an action to remind operational staff to respond to
issues relating to complaints in a timely manner.

Delayed Transfer of Care (DTOC) - There is a significantly
deteriorating performance against target this month (21% against a
target of 3.5%).  This relates to 416 bed days and 54 patients who
experienced a delay to their discharge from hospital.  The main
reason for this is the non-availability of packages of care in some
rural parts of Shropshire. When a DTOC is related to a package of
care it is escalated to the relevant Local Authority, however despite
escalation, the response times are not improving.  Harm is identified
by changes in patients’ mobility, changes in their planned discharge
destination and their health status.  We have not identified any
specific harm to any patient whose discharge has been delayed.

An Action to SAO/DR to ensure that the harm free proforma is
completed in all cases of DTOC and that any harm caused is
reflected in the Quality Performance report.

Referral to Treatment (RTT) non-admitted - There is a continued
under performance for 18 week RTT for non-admitted patients. This
indicator is no longer monitored nationally however the Trust
continues to monitor this indicator locally as part of its performance
framework.   Performance for May is 92.3% against a 95% target.

The Telford Musculoskeletal Service (TeMS) continues to receive
approximately 300 new referrals each month. Initiatives have been
put in place and will continue to be developed in order to reduce
booking horizons to assist in the clearing the backlog of patients

SG

SG

SAO/DR
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waiting. JD asked SG whether we are carrying any risk; SG
responded to say that a harm free proforma has been completed for
each of the 57 patients waiting; of the 57 patients, 47 of them have
already been spoken to. We cannot confirm whether the delays have
affected these patients quality of life; we we are confident that no
harm has been caused.

Action to PD to present the TeMS RTT and Recovery Plan to the
September Quality & Safety Committee meeting.

CAMHS - Actions are being taken to appoint children and young
people that are waiting to clinics in August and September as
additional capacity has been identified within the teams.  Funding
provision for the Crisis Team means that core CAMHS staff will be
available to see the children and young people on the waiting lists.
Recruitment is ongoing at present.   Additional funding has been
received from commissioners to increase capacity to assess the
neurodevelopmental referrals.

Urgent Care – SG updated the Committee. Admission avoidance
remains below the target level of 130 (31 per week). We are
averaging 23/24 out of 31. The average length of stay for patients
on the ICS caseload has increased this month as a result of an
increase in the waiting time for patients requiring long term packages
of care. We have formally asked the Clinical Commissioning Group
to change the hours of service; with the current staff available we
cannot sustain the current levels of service. A recovery plan is in
place and will be brought to the Quality & Safety Committee following
presentation to R&P.

Are we effective?
Data Entry - There was an improvement in performance against data
entry within 21 days in July with 99.31% of data entry being
completed within timescales.  However, current performance for data
timeliness is 80.85% against a target of 100%.  A phased recovery
plan is in place and on track to achieve compliance by October 2016.

Are we well led?
Appraisals - The declining trend in completion of appraisal rates has
continued in July 2016. CHOP appraisal rates are low in comparison
to Community Service and Children and Families divisions. AM gave
assurance to SG that by mid-October CHOP will have achieved
95%.

Mandatory Training - Overall results against Mandatory Core
Requirements have continued to improve for the fourth month.  The
Children and Families Service Delivery Group is compliant (95%).

The Quality and Safety Delivery Group met on 10 August 2016 and
agreed to raise as a risk the steady increase in staff turnover over
the last two years.

PD
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CQC - The Committee will be aware that we have received and
responded to the draft report relating to our services from the CQC.
The CQC have informed us that the final report will be published in
early September and that the Quality Summit will be held shortly
afterwards on 09 September.

Potential risk highlighted to the Quality & Safety Committee -
The increase of staff turnover - The underlying annual rate of staff
turnover has risen from 9.13% in 2013/14 to 11.18% in 2015/16. For
Registered Nurses the current rate is 12.63%, of which a quarter
cites work-life balance as a reason.  This potentially reduces our
ability to maintain safe staffing levels and the loss of experienced
employees may harm our leadership capability and the development
of newer recruits. Action to DR to work with John Snell and the
Q&S Delivery Group to better understand the potential issues
that an increased staff turnover may have – identify hot spots,
issues, gain an understanding of why people are leaving etc.,
and produce a recovery plan for the Q&S Committee.

Are we safe?
We did not achieve the target of 95% of admissions admitted to
community hospitals being screened for venous thromboembolism
risk for the first time in some months.  Actions have been taken to
address this with our medical colleagues.

Sickness Absence - Appendix one of this report was discussed in
some detail; this being a proposal to revise the Target Sickness
Absence Levels.

This paper proposes changing the Trust’s sickness target to be more
readily achievable, so that it provides a more realistic incentive to
improve and can be used to track progress more meaningfully. The
purpose of the target is to reduce levels of sickness, therefore it
should be:

 Specific: clearly defining what is being measured
 Measurable: using data from ESR via existing standard

reports
 Achievable:  be challenging, at a level we believe can be met
 Realistic:  take into account our current performance/trend

and that of our peers
 Time-bound:  stating clearly which time period it applies to

Our current sickness absence target is 3.39%, which was based on a
DH national target for NHS organisations set a number of years ago
and originally to be achieved by March 2013. It has not been met by
this Trust since it was adopted. We propose one target for 2016/17
and a more ambitious one for 2017/18, subject to review in March
2017.

DR/JS
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These targets will
form the basis of a
refreshed sickness
absence recovery
plan, which will
include interim targets
for each quarter.

The Committee asked that the recovery plan identifies the cost of
sickness absence to the organisation, identifies any impact on quality
and highlights the hot spots. An action to JT to produce a piece of
work to identify the top five high/low levels of sickness by team

JD said we should also consider rewarding teams with low levels of
sickness absence.

Appendix A of this report is benchmarking data for Community
Trusts’ Performance in Reducing Sickness Absence. An action to
JT to make contact with the top four Community Trusts
(identified on the benchmarking data Appendix A) with a view to
visiting their teams; these being:

 Bolton Community
 Powys Teach LHB
 Torbay & S Devon Health & Care
 Cambridgeshire Community

The Quality & Safety Committee accepted the report.

2016-17 2017-18

Overall 4.15% 3.95%

Short-Term 1.40% 1.33%

Long-Term 2.75% 2.62%

JT

JT

CARING AND RESPONSIVE
2016/08/05 Patient Experience Report (Agenda Item 7)

Dee Radford and Peter Foord present the Patient Experience report
as an update to the Quality & Safety Committee. The purpose of this
report is to provide information and assurance in relation to Patient
Experience & Engagement and Complaints & PALS during Q1 of
2016/17.
Summary of the key points were noted:

 Friends and Family Test (FFT)
 Observe and Act update
 Patient Stories update
 Feedback Intelligence Group work
 Meridian /Real time developments
 Patient & Carer Panel volunteering and project work
 General Patient Experience updates
 Complaints and PALS update

A general comment was made by the Committee that the positives
are noted and are very good but we must not lose sight of the
negatives; there is a lot of learning that can come from the negative.
The learning cycle is not evident in the report and it doesn’t
summarise what we are using the volunteers for. We need to
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mobilise the volunteers to deliver something we as NHS cannot;
maybe sitting with patients at lunch times or sitting with a patient who
doesn’t have regular visitors.

The following actions came out of the discussion:
 Incorporate the learning cycle into this report
 Patient Experience report to show the actions taken as a

result of feedback – the “so what have we done”
 Mobilise the Volunteers better - ensure that volunteers

are given the opportunity to help the Trust in different
ways than just collecting data – for example, be a
“listener” or visit patients without families especially if
they need help with eating and drinking

 SG to ensure that the concerns fed back by patients are
addressed in the estates strategy

Complaints & PALS
The number of complaints received for Quarter one was 41. Of the
41 complaints 16 were upheld, or partially upheld.  The area with the
highest number of complaints continues to be Stoke Heath prison
(13) followed by CAMHS (5).  The main issue related is medication
(8 complaints) three related to the care provided and two related to
health issues not being taken seriously. All had medication aspects.
A sample of recent complaints has been peer reviewed to ensure
good prescribing practice has been followed, and that all health
conditions are being treated appropriately. No issues have been
identified.

The Quality & Safety Committee received and discussed the
contents of the report.

MD
MD

MD

SG

EFFECTIVE
2016/07/06 Service Delivery Groups, Quality Dashboards Report (Agenda

Item 8).
AC Presented this report to provide the Committee with the
headlines from the Service Delivery Group (SDG) Quality
Dashboards produced in August 2016 reflecting July 2016 data.

Children & Families
The content of the dashboard were noted by the Committee and the
following point was raised in relation to Domestic violence
notifications; a score of 9. RL asked whether we as a Committee
should be worried, what are we doing about it and is the risk level set
correctly.  SG responded to say that this would need further
clarification from JF. Action to JF to provide assurance to the
Committee around the risk of not acting on domestic violence
notifications.

Community Hospitals and Outpatients
The content of the dashboard were noted by the Committee and the
following point was raised in relation to Patient Absconding.  RL
asked how the patient got out, what communication went on with the
patient prior to them absconding.  SG responded to say that the
patient felt that he wasn’t getting the correct treatment. Action to AT
to ensure that any learning from incidents is more specific in

JF

AT
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the CHOPS dashboard.

Community Services
The content of the dashboard were noted by the Committee. Action
to AC also to ensure any learning from incidents is more
specific in the CS dashboard.

The Quality & Safety Committee noted the content of the
reports.

AC

WELL-LED
2016/08/07 Annual Clinical Audit Report (Agenda Item 9)

The Annual Clinical Audit Report was presented by DR. This report
will provide the Quality and Safety Committee with detail in relation
to the Clinical Audit activity in the Trust in 2015/16 and the forward
audit programme for 2016/17 that is now underway.

The content of the report was briefly discussed and the following
comments were taken on board by DR.

 Consider the prioritisation process to ensure we are
allocating resource for the local audit.

 Look at how we can support teams to look at the outcomes of
the audits – continuous improvement cycle

 How do we resource this going forward

The Quality & Safety Committee Receive and discussed the
report and received the audit programme for 2015/16.

2016/08/08 Emergency Preparedness, Resilience and Response Update
(Agenda Item 10)
This report was presented by PO to inform the Quality and Safety
Committee of the outcome of the trust performance against the 2016
National core standards for Emergency Planning, Resilience and
Response.

The content of the report was discussed and the following comment
was made:

 CQC feedback re MIU staff was that they did not know their
roles in a major incident – what is out plan to ensure staff are
clear on their roles. An action to PO to address staff
awareness and organisational understanding  in relation
to major incidents

Summary of key points:
The annual assurance process conducted in 2015 rated the trust as
significantly compliant with the national core standards for
Emergency planning, resilience and response.

The Trusts Emergency Response Arrangements have been
reviewed in the light of new guidance published in 2015/6 and a full
review of business continuity plans is underway.

Training of senior managers is underway and a major incident table
top exercise is planned for 2016.

PO
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The Quality and Safety Committee acknowledged that the trust
is significantly compliant with the national core standards and
agree the action plan to address weaknesses in compliance.

2016/08/09 Business Continuity Management Policy (Agenda Item 11)
This report was presented by PO and

This document provides the framework within which the Trust can
comply with the business continuity requirements of commissioners
and interested parties by introducing a business continuity
management system (BCMS) that aligns with international standard
ISO 22301: 2012, and the Trust’s business planning cycle.

A discussion took place; the Committee felt that the document was in
fact not a policy but provided guidance and roles in BCM were not
made clear. PO took an action to meet with all Directors to
discuss BCM for each area of responsibility.

The following observations were made:
 Our staff’s role in Business continuity is not clear. PO/JT

took an action to change the BCM Policy to BCM
Guidance or similar; incorporating this guidance into job
descriptions and appraisals.

The Quality & Safety Committee discussed and accepted the
content of this report.

PO

PO/JT

2016/08/10 Culture Working Group Report (Agenda Item 12)
The Culture Working Group Report was presented by DH. The
purpose of the report is to provide an update to the Quality & Safety
Committee and consider further actions / work to support the
development of our culture and to present the Culture Working
Group members’ review of the Quality, safety and management
assurance review at Liverpool Community Health NHS Trust
report by Capsticks Solicitors.

The committee is asked to:
 Consider if the activities of the Culture Working Group still

support our direction of travel; are there any suggestions for
their implementation plan 2017-20?

 Consider the comments and questions – for possible action -
raised by Culture Working Group members further to their
review of the Quality, safety and management assurance
review at Liverpool Community Health NHS Trust report
by Capsticks Solicitors and consider if there is any synergy
with our recent CQC feedback.

The Committee recognised this piece of work and agreed that it is
important enough and should be taken to Board. The Board should
review the culture related questions raised by a cross section of staff,
patients and carers in relation to their review of the Capsticks report.

The quality & Safety Committee agreed that this should be taken to
an Informal Board or a private session. Action to JT to include on a
future Board agenda.

JT



Page 9 of 12
Quality & Safety Committee meeting APPROVED minutes 18th August 2016

JD identified a gap in the action plan; the Culture Working Group
needs to take into account the CQC report when planning the next
workplan. Action to DH to fed back to the CWG.

The Quality & Safety Committee discussed and accepted the
content of this report.

DH

2016/08/11 Care Quality Commission Update (Agenda Item 13)
This item was delivered in the form of a presentation by SG (a copy
of the presentation slides will be sent out with the minutes). The
presentation will also be delivered to CTLG meeting this afternoon
(18 August).

In summary:
Following CQC’s planned inspection visit to our services in March,
they will be publishing their inspection report about their findings on
Wednesday 7 September.  All key staff have been invited to attend
three separate sessions w/c 5 September.

Briefing in advance - The first session is a confidential briefing where
we will discuss the outcome of the inspection and provide staff with
more details about it. We are holding two briefing sessions which will
take place at William Farr on Monday, 5 September.

CQC Quality Summit - CQC will hold our Quality Summit on Friday, 9
September, 10:30am to 1:30pm at the Dinwoodie Lecture Theatre,
Education Centre, Royal Shrewsbury Hospital where we have invited
a variety of stakeholders to join us as we go through the findings of
the report. CQC will be presenting their report.

Reflections from Dr Tim Ho, Chair of the Inspection
Immediately after the Quality Summit on Friday, 9 September at the
Dinwoodie Lecture Theatre, Dr Tim Ho who chaired our inspection
and is the Medical Director at Frimley Park Hospital, one of the very
few Trusts to be graded ‘outstanding’ by CQC, has kindly agreed to
stay and talk more informally with us about his reflections. This is not
a formal part of the CQC Quality Summit.

The Quality & Safety Committee discussed and accepted the
content of the presentation.

SAFE
2016/08/12 Annual Radiation Protection Report (Agenda Item 14)

The Annual Radiation Protection Report was presented by AM. The
purpose of this report is to present the Annual Report from the
Radiation Protection Group to inform and assure the Quality & Safety
Committee compliance against Radiation Protection requirements.

The report was discussed. It is recommended that the x-ray
equipment at Ludlow and Bridgnorth hospital is replaced 2017/18.
Action to AM to speak to Diana Owen to add the x-ray
equipment to the Capital Equipment Replacement Programme. AM



Page 10 of 12
Quality & Safety Committee meeting APPROVED minutes 18th August 2016

The Radiation Protection requirements are being met by the
Shropshire Community Health NHS Trust. Assurance was gained
that Robert Jones & Agnes Hunt Orthopaedic NHS Foundation Trust
who are responsible for the service at the Oswestry Primary Care
Centre and the Shrewsbury and Telford Hospitals NHS Trust who
are responsible for Whitchurch Community Hospital are also meeting
the Radiation Protection requirements.

The committee was satisfied that the report gave assurance in
terms of complying with Radiation Protection requirements.

2016/08/13 Safer Staffing Report – Community Services (Agenda Item 15)
AC presented the Safer Staffing Community Services report to the
Quality & Safety Committee.

A triangulation exercise led by the Head of Nursing & Quality with
Clinical Services Managers (CSM) is nearing completion to establish
the current staffing position and challenges currently presented to
address demand.

There are currently  10.8% vacancies ( improved position from June
13.99%)   across the IDT’s which are being reviewed as part of the
wider Cost Improvement Programme and skill mix review to inform
further recruitment requirements . The external company Meridian
have been contracted for 16 weeks to support productivity
workstreams to inform the overall position.
Hot Spots:

 ICS central 47%
 SPR 25%
 Shrewsbury North IDT 19%
 Telford North IDT 16%

Conclusion:
 All vacancies are out to recruitment
 There are not enough nurses in the ICS Teams
 The outcome of the productivity review may cause further

movement of staff
 South IDT Team - We have recruited a permanent Band 6

now and adverts are out for Band 5’s – the sense check is
positive and the team are feeling better.

The Quality & Safety Committee discussed and noted the
content of the report.

2016/08/14 Safer Staffing Report – Community Hospitals and HMP Stoke
Heath (Agenda Item 16)
AM presented the Safer Staffing Community Hospitals and Stoke
Heath Prison report to the Quality & Safety Committee. The report
provides an overview of the staffing levels achieved in July 2016
within the Community Hospitals and also narrative regarding the
Prison services staffing at Stoke Heath. It also includes staffing
related incidents and an update on factors affecting staffing levels
such as vacancies and progress on the recruitment of registered
nurses (RN), sickness levels and the dependency of patients.
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The new format/template for reporting was noted and accepted by
the Committee.

An update on vacancies generated some discussion. The question
was asked of AM;  when are the new staff were expected in post, are
we getting the adverts out early enough, are we making the roles
attractive enough to recruit the right people.  AM said they are finding
the recruitment open days very successful so far in recruiting the
right people. Bridgnorth and Ludlow proving to be the hot spots;
during the open days, we aim to over recruit if we can.
Conclusion:

 There has been no reported harm to patients as a result of
staffing levels or incidents.

 The overall staffing fill rate was 106.9% in July.
 RN vacancies on the in-patient wards will be 7.44 wte

members of staff when all appointed staff are in post. There
are a further 4.69 wte RN’s who have handed in their
notice/due to retire by the end of December.

 Prison Registered Nurse vacancies will be 1.2 wte when all
staff are in post with interviews planned in August.

 New format of report in line with safe, sustainable and
productive staffing, National Quality Board, July 2016.

An action was taken by AT/AC/JF to ensure that all team leaders
are sighted on Safer Staffing reports.

The Quality & Safety Committee noted and discussed the
content of the report.

AT/AC/JF

2016/08/15 Safer Staffing Report – Children’s Services (Agenda Item 17)
AC presented the Safer Staffing Children’s Services report to the
Quality & Safety Committee.

Key points were discussed:
 17 incidents have occurred across HV and CCN teams

causing no harm to children or young people.
 Mandatory percentage rates are consistently around 90% –

95% for both HV and CCN teams.
 No significant vacancy gaps in both HV and CCN teams with

proactive recruitment in place.
 Sickness absence rates are slightly higher in CCN and HV

teams than Children and Families SDG average of 3.91%.
Action to JF to investigate whether there is anything
particular happening in Health Visiting relating to
sickness levels; stress levels, home/work balance –
discuss with the teams.

 Children’s Safeguarding level 3 training for CCN is reported
at 44% an increase since last month. Recovery plan in place.

 Key quality matrix are monitored through Quality and Safety
and Performance SDG meetings ensuring any risks identified
are highlighted, actioned and added to service or divisional
risk register as appropriate.

JF
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Conclusion:
 There has been no harm reported to children or young people

as a result of staffing levels within the HV and CCN team.
 Appraisal and mandatory percentage rates are consistently

around 90% – 95% for both HV and CCN teams. However,
we need to push sustainability at 95% and above to provide
assurance that staff are competent to provide safe care.

 Further measures are required to measure complexity of
caseloads. Plans are in place to implement across both
teams.

 Both HV and CCN teams are proactive with their recruitment
plans to ensure any vacancies are recruited to preventing
delay.

The Quality & Safety Committee noted and discussed the
content of the report and was assured that quality safe care is
provided to children and young people across HV and CCN
teams.

2016/08/16 Policies for Notification (Agenda Item 18)
None at this meeting.

2016/08/17 Risks/Assurances: (Agenda Item 19)

2016/08/18 Any Other Business:

JMack requested to be invited to future QEIA meetings; Action to
SG/JW to send the 2016 meeting schedule to JMack.

SG/JW

2016/08/19 Papers for Information: (Agenda Item 20)
The following papers were circulated to the Quality & Safety
Committee and noted.

Terms of Reference – Annual Review
Comments on the ToR were requested by DR from the Committee
before the next meet on 22nd September. Action to ALL to
feedback to DR by 15 September.

The suggestion made by the Committee was to move to a bi-
monthly Quality & Safety Committee meeting with alternate
months focussing on Thematic Reviews.

ALL

Date and time of next Meeting:

Thursday 22nd September, K2, William Farr House from 14:00pm – 17:00pm
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Enc 1
Minutes of a meeting of

QUALITY & SAFETY COMMITTEE
Held on 22nd September 2016 at 2:00 pm

K2, William Farr House, Shrewsbury

Present: Rolf Levesley, Non-Executive Director & Committee Chair (RL)
Mike Ridley, Chairman (MR)
Jan Ditheridge, Chief Executive (JD)
Steve Gregory, Director of Nursing and Operations (SG)
Dr M Ganesh, Medical Director (MG)
Julie Thornby, Director of Corporate Affairs (JT)
Nuala O’Kane, Non-Executive Director (NOK)
Jane Mackenzie, Non-Executive Director (JM)
Sally-Anne Osborne, Deputy Director of Operations – Adults (SAO)
Paul Devlin, Deputy Director of Operations - (PD)
Jo France, Head of Nursing & Quality – Children (JF)
Andrew Thomas, Head of Nursing & Quality – Adults (AT)
Angela Cook, Head of Nursing & Quality – Adults (AC)
Dee Radford, Lead Nurse for Quality (DR)
Rita O’Brien, Chief Pharmacist (ROB)
Milly Smith, Volunteer Representative (MS)

Apologies: Roger Buckley, Volunteer Representative (RB)

Minute taker: Jayne Williams, PA to Director of Nursing & Operations (JW)

Guests: Joy Tickle, Tissue Viability

Minute
number:

Agenda Item title Action

2016/09/01 Declarations of Interest (Agenda Item 3)
None.

2016/09/02 Minutes of the Previous Meeting held on 18th August 2016
(Agenda Item 4)
The minutes were discussed with the following amendments:

 Page 3, Urgent Care – complete the sentence….with current
level of staff we cannot sustain the levels of service.

The minutes were approved subject to the above change.

2016/09/03 Matters arising not covered by the rest of the Agenda (Agenda
Item 5)

1. Action Log Monitoring
The action log was discussed and updated.

2. MIU feedback related to patients leaving without being
seen

This report has already been considered by the Quality and Safety
Delivery Group and is here for information. The following key points
were discussed:

 Of 6350 attenders on quarter 1, 47 patients left without being
seen (0.9%), of those 9 were under 18 years of age

 There has been no reported harm to patients as a result of
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staffing levels/incidents but evidence of a reduced patient
experience, in terms of waiting times.

 There has shown deterioration in Q1 assessment and patient
flow within MIU, in particular Oswestry due to rising demand
and staffing vacancies and sickness.

 Under 18s who leave without being treated are notified in the
usual way to GPs and School nursing / Health Visitor
services

 Registered Nurse vacancies are currently at 2.41 wte with
recruitment currently live, in particular at Oswestry

Oswestry MIU appraisal rates are particularly low; AT said that
Oswestry appear to be struggling in terms of leadership and staff
turnover. Oswestry also had 13 incidents reported in relation to
staffing levels with an increased workload reported. An Action was
taken by AT to look into the issues at Oswestry MIU.

A discussion took place around MIUs and the level of assurance this
report gives the Quality & Safety Committee. The Quality & Safety
Committee needs to be sighted on the staffing levels; we need to
reference within these reports, what isn’t good and what actions we
are taking; linking back to the CQC report which identifies some level
of improvement is required.

The committee discussed patients leaving the MIU without being
seen; particularly vulnerable patients; for example, those who may
have a learning disability, mental health condition, asthma etc., or be
a child. AT took an action to develop a protocol for MIU staff to
follow which would trigger an alert to a caseload worker or a
service the patient is known to and their GP quickly when the
patient leaves MIU without being seen; particularly vulnerable
patients in the categories mentioned above.

The Quality and Safety committee:
 Noted the evidence stating no reported harm to patients as a

result of staffing levels/incidents or waiting times
 Agreed the actions in relation to patients leaving without

being seen.

AT

AT

2016/09/04 Quality & Performance Report (Agenda Item 6)
The Quality & Performance executive summary was presented by
DR and outlines the Trust’s performance for August 2016 and is
aligned to the CQC domains of quality – caring, responsive,
effective, well-led and safe services.

The format of the report has been altered to provide clarity to the
Committee in relation to the indicators that we are not achieving in
each of the domains.  This will be in the form of a summary of
recovery plans with projected recovery dates.   This report will also
be submitted to the Trust Board and to our commissioners.

The Committee welcomed the new refreshed report which clearly
identifies the dashboard at a glance, key measures and what our
patients are saying each month. It was agreed by the Committee that
a further section on ‘what our staff are saying this month’ should be
included in future reports.
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DR to ensure that the figures on the wheels - dashboard at a Glance;
correlate to the data.

Caring:
 What our patients are saying this month:

MR made reference to Page 5 of this report; Princess House
Physiotherapy privacy issue; MR was reassured by DR that
this was a one off incident and that this would not ordinarily
happen.

 Key Measures: complaints:
The nature of some of the complaints was discussed and JF
said that she was not made aware of all complaints; she was
referring in particular to a CAMHS complaint.  The Heads of
Nursing should be sighted on complaints to ensure they are
able to respond within timescale when information is
requested at short notice. An action to JT/Mark Crisp to
copy the Heads of Nursing in on complaints so they are
able to respond within the timescales if their input is
required.

Responsive:
 Key Messages and Measures: DTOC

Delayed Transfer of Care is an issue for the whole Health
Economy but is showing an improvement this month;
however we still remain above the agreed target. SAFER is
now implemented in three of the four Community Hospitals to
assist discharge; Ludlow due to launch in September.
Lack of availability of care packages for patients going home
with ICS, and access to care for patients discharged from ICS
and social work input into teams, is contributing to this
performance. Admission Avoidance recovery plan is in place
and will be presented to R&P Committee.
Action to SAO – To draft an Urgent Care Recovery plan
to come back to the Quality & Safety Committee in
October.

Effective:
 No discussion took place on anything specific under this

domain.

Well-Led:
 Key Messages: Total shifts exceeding NHS Improvement

capped rate
A report will be presented to the next R&P Committee
meeting with the ‘hot-spots’ being reported in December

 Key Messages: Annual Leave Policy
JD and SAO had a discussion around the allocation of annual
leave and whether we are allocating appropriately. The
question was raised as to whether we have non-compliance
with our annual leave policies in any departments.  JT
responded to say that we don’t have Trust wide data to
measure whether we are complying with the policy or not.
JT took an action to add annual leave compliance with
policy to the risk register.
The way forward - eRostering was discussed and JT said that

JT

SAO

JT
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there is an action currently underway via ESR; the timetable
of which will be going to R&P Committee.

 Key Measures – Data table
The data table is predominantly ‘RED’ and inadequate. SG
gave an action to the Heads of Nursing to undertake an
in-depth review at Service Delivery Group level on the
‘reds’; these have to be ‘Must Do’s’; look to get the
Ambers to Greens and make a decision whether the
‘reds’ should be on the risk register.

NOTE: The sickness absence targets have been changed but are
not reflected in this data table but the narrative is correct; DR to
address this in the next report. This may then have a positive
improvement on the ‘reds’.

Safe:
 No discussion took place under this domain as Joy Tickle will

be presenting a Themed Review on Pressure Ulcers later on
the agenda.

CQUINS:
The CQUINS were briefly discussed and are noted below:
National CQUIN Indicator:

 Introduction of Staff Health and Wellbeing Initiatives
 Healthy food for NHS staff, visitors and patients
 Improving the uptake of flu vaccinations for frontline clinical

staff.  The definition of clinical frontline staff was defined by
SG as anyone with the potential to have contact with patients
– we only report frontline staff as part of the CQUIN but this
service is available to everyone.

Local CQUIN Indicator:
 End of Life Care – Adult Services
 Improving hospital discharge
 HMP Stoke Heath HENCH project
 TeMS

The Quality & Safety Committee discussed and accepted the
Quality Performance report noting the actions.

JF/AT/AC

CARING AND RESPONSIVE
2016/09/05 Themed Review – Pressure Ulcers (Agenda Item 7)

Joy Tickle from the tissue viability team addressed the Committee by
way of a presentation.

A copy of the presentation will be sent out with these minutes; a few
key messages are noted:

 Quarterly figure for Grade 3 pressure ulcers – 2012/13 and
2013/14 ranges between 7 and 19

 Both in service and not in service have significantly reduced
in the last 3 years (if not receiving care from SCHT then this
would be termed as not in service)

 An Investigation Review Group (IRG) has been formed
(previously the RCA Challenge Group) this group being
crucial for discussion, Trust wide action and shared learning.

 All Datix for suspected pressure ulcers go to the Tissue
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Viability Team who investigate through the IRG whether a
pressure ulcer was actually identified.

 Adherence to Duty  of Candour
 Implementation of revised pressure ulcer prevention

guidelines.

A discussion took place around some of the common themes:
 poor interagency communication in terms of shared care

plans
 Lack of consistent training re PU prevention for care

home/care agency staff and care agencies.
Currently the training of care home staff is not commissioned.
Our community nurses are providing some training in
nursing/care homes but with the massive turnover of staff we
simply don’t have the time and resource to keep re-visiting.
DR took actions to:

o raise our concerns re training in nursing/care
homes with our commissioners at the next CQR
meeting and make the commissioners aware of
the use of the SSKIN proforma, sub-standard
practice and look at the possibility of building this
into the STP plan through the neighbourhood
work.

o discuss organising more coherently at the next
IRG meeting.

o Include Grade 2 pressure ulcers in hospitals on
the agenda for the IRG meetings.

 Transfer of responsibility of care staff for completion of
SSKIN documentation and skin inspection.
The SSKIN documentation is not being used by all
nursing/care homes.
ROB informed the Committee that continual use of steroids;
which are known to thin the skin; can weaken the skins
integrity – we need to re-emphasise this with our nursing
staff. ROB took an action to organise refresher training
for nursing staff.

 Loss of care home training lead (Karen George)
 Patient complex care needs/multiple co morbidities
 Loss of PUP team

Future actions:
 Pressure Ulcer Prevention conference (across county) to

include Care Homes, Community Hospitals, Acute i.e.: RJAH
 Pressure Ulcer Prevention training in house

JT asked JT about shared learning and what has proved to
be working well.  JT responded; meetings, actions shared in
clinical meetings, looking at the reported incidents/Datix to
ensure any skin damage is actioned immediately.  The tissue
viability team have had the Datix proforma adapted so that
photographs of the pressure ulcers can be attached to the
Datix.  Outcomes of the investigations are shared both
positive and negative.

 Re-launch ‘sore points’ video and campaign
 Re-establish Pressure Ulcer Prevention focus group
 Designated time with care home staff and review of care

home documentation

DR

ROB
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The Quality & Safety Committee received and discussed the
contents of the presentation and thanked Joy for her
presentation and noted the key points and actions.

EFFECTIVE
2016/09/06 Service Delivery Groups, Quality Dashboards Report (Agenda

Item 8).

Children & Families
JF Presented this report to provide the Committee with the headlines
from the Service Delivery Group (SDG) Quality Dashboards
produced in September 2016 reflecting August 2016 data.

The keys risks were discussed in particular the PID for Targeted
Children’s Services and lack of funding for admin capacity to support
the two newly developed Consultant Paediatric posts. JF took an
action to provide some clarity around the issues relating to the
PID and the possibility of delayed income.

Community Hospitals and Outpatients
AT Presented this report to provide the Committee with the headlines
from the Service Delivery Group (SDG) Quality Dashboards
produced in September 2016 reflecting August 2016 data.

Legionella is still an issue at Whitchurch Community Hospital; Liz
Watkins is in liaison with Estates.  To date no patients or staff have
been affected but there is a risk. JD took an action to escalate this
issue to Mel Duffy to provide assurance to the Quality & Safety
Committee on the level of risk we are carrying; the outcome will
be fed back the Committee.

The PLACE audit was discussed and AT took an action to look
at all the Estates issues in the audit and ensure that this is
cross referenced with the Capital programme.

Community Services
AC Presented this report to provide the Committee with the
headlines from the Service Delivery Group (SDG) Quality
Dashboards produced in September 2016 reflecting August 2016
data.

A discussion took place around safeguarding and working in other
people’s homes; do our staff know what to do and who to contact;
where is this written down; how do we ensure new staff are aware.
AC said that this forms part of the conflict resolution training and the
Lone Working policy. There is also a flag system with EPR.
AC took an action to check and assure the Committee that there
is a SOP/Policy to keep our staff safe

A discussion took place on the 5 reported safeguarding issues
highlighted in the report; in particular the self-neglect case.  AC gave
a brief account of this incident.  This patient chose not to take their
medication.  The patient was not registered with a GP so one of our

JF

JD

AT

AC
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team took the patient to get him registered. The incident was
reported to the Social Care team and if there was deemed to be any
mental health issues Social Care would act on it.

Action to AC to review the Risk Register and remove all
reference to TDA replacing with NHSI.

The Quality & Safety Committee noted the content of the three
Divisional Dashboards.

AC

2016/09/07 TeMS – RTT Report and Recovery Plan (Agenda Item 9)
This report was presented by PD; the aim of the report was to make
the Committee aware of the current status of the TeMS Service.
This specifically related to a recent issue which has resulted in a
number of patients experiencing long delays including 52 week
breaches.  It also provided an overview of key actions that are
underway in order to address the situation; as well as a detailed
service improvement plan to ensure robust delivery going forward.

The key points in the report were summarised by PD:
 A failure within TeMS administrative process has come to

light following an audit of patients who were seen by a
Consultant and should have been transferred from TeMS into
secondary care for a medical procedure. Procedures ranged
from an injection to surgery.

 A total of 57 patients have been identified as being delayed in
receiving their procedure due to two errors. Firstly; the TeMS
Medical Secretaries failed to create and process a transfer
form at the point of typing the Consultant letter.  This error
related to interim staff not following a standard procedure and
a failure of supervision processes in spotting the error in a
timely way. Secondly; the admission forms routinely
completed by the Consultants in clinic were not processed in
the usual way resulting in the Hospital Booking Team being
unaware of the admission.

 Delays range from 10 weeks to 75 weeks with 12 patients
waiting 52 weeks by the time they receive their procedure.
Out of the 57 patients; 54 have been scheduled and accepted
their appointment date as at 12th August 2016.  The
remainder are waiting for diagnostics to inform their correct
definitive treatment, they will not exceed 52 weeks.  All 52
week breaches will have received their procedure by 2nd

September 2016.

Actions in place to address the situation:
o The cause of the failure has been communicated to the

TeMS Booking and Typing Team.  Refresher training and
close supervision has been put in place to ensure that
patients are identified appropriately and transferred to
secondary care rapidly.

o All clinical records relating to long waiting patients have been
reviewed by their Consultant.
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o All patients breaching 52 weeks have an appointment to
receive their treatment with a trajectory for completion see in
the chart above.

o Interim administration staff  are no longer involved in
identifying or triggering a referral to secondary care.

o An automated report has been implemented as a means to
identify any patient that has been recorded within our IPM
System as requiring a referral to secondary care.

o A process has been set up to check on a weekly basis that
all patients requiring referral to secondary care have had an
admission form completed by the Consultant and this has
been received by the Hospital Booking Team.

o A member of staff from SaTH’s Patient Tracking Team has
been seconded into TeMS for a period of 6 months in order
to set up a patient tracking process and support data
improvements in data quality across the service.

o A plan to implement daily patient tracking has been
developed. SaTH Informatics Team has worked with SCHT
Informatics Team to support the implementation of such a
system.

o We have increased our focus on data entry and validation.
o SaTH are providing daily updates on which patients have

been scheduled for their procedure and will do so until all
long waiting patients are treated.

o The potential for harm resulting from the delay will be
assessed by the clinical team responsible for treating the
patient with any required interventions being addressed
during their episode of care.

o Learning from this incident has started to take place and will
continue on a daily basis going forward.

o Additional training in RTT rules took place on Tuesday 19th

July as a means to strengthen knowledge of the subject.

PD outlined the initiatives in place to reduce the booking horizons.
These initiatives will assist in clearing the backlog of patients waiting
in excess of 18 weeks.  PD made it clear to the Committee that even
after fully implementing the initiatives; we will still have inadequate
capacity to meet the needs of the service on a long and short-term
basis.  To reduce our long waiting patients; we are preparing to
contract with Nuffield Private Hospital on a pilot basis for those
waiting lower limb and upper limb procedures; we aim to have this
arrangement in place by the end of September;  currently awaiting
approval from the CCG.

SG asked PD to provide him with copies of the Harm Free
proforma’s for the 12 patients who have waited 52 weeks for their
procedure. PD advised that these proforma’s are not our documents
and he is still trying to obtain copies from SaTH. PD confirmed also
that all 12 patients have received a letter of apology.
Action to PD to provide hard copies of the proforma’s to SG by
30 September.

PD



Page 9 of 13
Quality & Safety Committee meeting DRAFT minutes - 22nd September 2016

Action to PD - The Committee requested an outcome based
Thematic Review of TeMS to come back to the Quality & Safety
Committee in December at the latest.

The Quality & Safety Committee noted the content of the reports
and noted the actions taken.

PD

WELL-LED
2016/09/08 Terms of Reference – Quality and Safety Committee for review

(Agenda Item 10)

The Terms of Reference have been amended following comments
from Committee members, specifically in relation to:

 Inclusion of monitoring of actions following the CQC
inspection in the duties section
To provide assurance to the Board that the actions identified
in the Improvement Plan following the CQC inspection are
being completed within timescales are and monitored on a
regular basis through the Quality and Safety Governance
processes.

 The change to six business meetings and six thematic
reviews per year.
Meetings shall be held twelve times a year with six being
business meetings and six being devoted to specific thematic
reviews.  At the latter meetings, in addition to a thematic
review, the Committee will receive data relating to quality
performance monitoring with, where appropriate, recovery
plans and detail around remedial measures where
performance is not achieving target.  Additionally, any harm
that may have occurred to patients as a result of performance
not being as required will be reported.  At the business
meetings, in addition to the quality performance report,
regular reports will be received and discussed by the
Committee.

 In addition, amendments and updates to the members of staff
that attend the meeting and also the structure charts have
been made.

The Quality & Safety Committee Received and agreed the
amendments to the Terms of Reference.

2016/09/09 CQC Inspection Summary and High Level Action Plan (Agenda
Item 11)
The Trust has been assessed as ‘Requires Improvement’ by the
CQC. The Trust is required to provide an action/improvement plan
to the CQC in response to the inspection report. This report and
action plan was presented to the Quality & Safety Committee by SG.

Shropshire Community Health NHS Trust was inspected by the Care
Quality Commission (CQC) from the 7th to 11th March 2016, with a
subsequent unannounced visit on 13th and 24th March 2016. A team
of 60 CQC inspectors recruited from across the country reviewed
numerous aspects of our clinical and support services, covering the
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registered locations; Trust Headquarters, Bridgnorth , Bishops
Castle, and Ludlow Community Hospitals, Community Services and
CAMHS. They additionally visited the off-site outpatient sites where
services are delivered. The inspection was structured around the
CQC’s five key questions for each of the eight core services that they
inspect - are services safe, effective, caring, responsive, and well-
led?

The Trust has been overall been assessed as ‘Requires
Improvement’ by the CQC and was given 26 ‘Good’ ratings, 27
‘Requires Improvement’ ratings and 1 ‘Inadequate’ rating. The
Quality Summit was held on 9th September 2016 and the final
report was published on 7th September 2016

This report offers a high level plan on the current status of our
actions in response to how the Trust is complying and responding to
improvement notices and the recommended must do and should do
actions from the report. The purpose of the plan is to move from
requires improvement to at least good in all services. Additionally the
action plan includes how ‘good or outstanding’ ratings will be
maintained, and how assurance will be gained on achievement

Next steps:
 Action plan agreed with action leads and executive leads
 Status, risk to delivery and assurance processes identified

Share action plan and respond  to improvement notices by
7th October 2016

 Delivery of plan and any risks to delivery monitored internally
through the SDG Quality and Safety Meetings, Quality and
Safety Delivery Group and Quality & Safety  Committee, our
patient representatives and  externally via CQRM and NHSI

SG informed the Committee that the action plan will be presented to
Trust Board on 29th September. Action to DR to produce a set of
slides ‘Getting to good and beyond’ for the Trust Board.

DR was tasked with producing a draft a report of exceptions
against project plan, identifying any risks. It was agreed that the
Quality & Safety Committee will monitor on-track/off-track actions
and risks.

SG said that we are working on a plan for continuous improvement
to get us to ‘Good and Beyond’. A project management process is
imperative to manage the risks to delivery. Some of the risks to
delivery were discussed; engagement of staff, capacity issues,
CAMHS privacy and Dignity issue…we need to think carefully about
the risks.
Action - The heads of nursing were actioned by SG to review
and update the CQC Action Plan prior to submission to the
Board on 29th September.

The Quality and Safety Committee received and noted the
current draft status of the action plan and approved the

DR

DR

Heads of
Nursing
JF/AT/AC
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submission of the action plan to the Care Quality Commission
with the changes noted above.

SAFE
2016/09/10 Safer Staffing Report – Community Services (Agenda Item 12)

AC presented the Safer Staffing Community Services report to the
Quality & Safety Committee.

The key issues raised in this report were discussed and noted.
 Meridian Productivity continue to support us as part of a 16

week programme with service redesign
 Training for staff has taken place to support learning from

incidents
 Recover plans are in place to ensure compliance with

appraisal rates and mandatory training
 The new model of nursing activities and workload allocation

will be tested in September

The above will standardise our systems and will produce efficiency
savings to deliver our CIP.

An update will be provided for the next R&P Committee and the
Quality & Safety Committee will receive an update in November.

The Quality & Safety Committee discussed and noted the
content of the report.

2016/09/11 Safer Staffing Report – Community Hospitals and HMP Stoke
Heath (Agenda Item 13)
AT presented the Safer Staffing Community Hospitals and HMP
Stoke Heath report to the Quality & Safety Committee.

The key issues raised in this report were discussed and noted.
 There have been no harms reported as a result of incidents

or staffing levels
 The overall staffing fill rate for August was 103.8%
 RN vacancies on the inpatient ward will be 4.4 wte once all

appointed staff are in post with a further 3.16 due to retire
before December.

 Prison RN vacancies will be 0.2 wte vacancy once all staff
are in post

AT informed the Committee that a meeting has been arranged with
Chris Randell, NHSE to discuss supervision levels for prisoners.

The Quality & Safety Committee noted and discussed the
content of the report.

2016/09/12 Safer Staffing Report – Children’s Services (Agenda Item 14)
JF presented the Safer Staffing Children’s Services report to the
Quality & Safety Committee.

The key issues raised in this report were discussed and noted.
 10 incidents have occurred across the HV team causing no

harm to children or young people.
 Mandatory percentage rates are consistently around 90% –
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95% for both HV and CCN teams.
 No significant vacancy gaps in both HV and CCN teams with

proactive recruitment in place.
 Sickness absence rates are in line with our overall children

and families SDG rate of 3.41%
 Actions identified to address the safeguarding level 3 data.
 Key quality matrix are monitored through Quality and Safety

and Performance SDG meetings ensuring any risks identified
are highlighted, actioned and added to service or divisional
risk register as appropriate.

JD addressed JF and the asked that the Heads of Nursing consider
the learning that can be taken from the Children’s Services
division…..share the learning!

The Quality & Safety Committee noted and discussed the
content of the report.

2016/09/13 Policies for Notification (Agenda Item 15)
(Approved by Infection Prevention and Control Governance Meeting
on 31 August 2016)

 Outbreak Management and Significant Incident Policy

The Quality & Safety Committee noted that this policy has been
approved by the IPCG.

Policies for Approval
 Quality and Impact Assessment Process (QEIA)

The Quality & Safety Committee reviewed the QEIA process
document. The following action came out of that review:
Paragraph 3; Roles and Responsibilities where reference is
made to the review panel.  This stops at Director of Nursing and
Chair of Committee; this should include a Non-Executive
Director, full Committee and /or Board review; no challenge or
shared responsibility. SG/Sarah Edwards to review this
document.
JD commented that a check of decision needs to be built into the
flow diagram and possibly a note to say that a list of rejected
schemes go elsewhere (SG to determine where)?

The Quality & Safety Committee noted and discussed the
content of the QEIA Process and accepted the process with the
above amendment to roles and responsibilities.

SG/Sarah
Edwards

2016/09/14 Risks/Assurances: (Agenda Item 19)
 Whitchurch Legionella Escalation
 Quality Performance Report – Well-Led - reds

2016/09/15 Any Other Business:
This will be the last Quality & Safety Committee meeting that Milly
Smith, Volunteer Representative attends.  The Committee thanked
Milly for her time and efforts during her period as a member of the
Committee.
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Date and time of next Meeting:

Thursday 20th October, K2, William Farr House from 14:00pm – 17:00pm
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Enc. 1
Minutes of a meeting of

QUALITY & SAFETY COMMITTEE
Held on 20th October 2016 at 2:00 pm
K2, William Farr House, Shrewsbury

Present: Rolf Levesley, Non-Executive Director & Committee Chair (RL)
Jan Ditheridge, Chief Executive (JD)
Steve Gregory, Director of Nursing and Operations (SG)
Julie Thornby, Director of Corporate Affairs (JT)
Nuala O’Kane, Non-Executive Director (NOK)
Sally-Anne Osborne, Deputy Director of Operations – Adults (SAO)
Paul Devlin, Deputy Director of Operations - (PD)
Andrew Thomas, Head of Nursing & Quality – Adults (AT)
Angela Cook, Head of Nursing & Quality – Adults (AC)
Rita O’Brien, Chief Pharmacist (ROB)
Roger Buckley, Volunteer Representative (RB)

Apologies: Mike Ridley, Chairman (MR)
Dr M Ganesh, Medical Director (MG)
Dee Radford, Lead Nurse for Quality (DR)
Jo France, Head of Nursing & Quality – Children (JF)
Jane Mackenzie, Non-Executive Director (JM)

Minute taker: Jayne Williams, PA to Director of Nursing & Operations (JW)

Guests: Pete Old, Health Emergency Management Specialist (PO)
Julie Harris, Named Nurse Safeguarding Children (JH)
Liz Watkins, Head of IPC (LW)

Minute
number:

Agenda Item title Action

2016/10/01 Declarations of Interest (Agenda Item 3)
None.

2016/10/02 Minutes of the Previous Meeting held on 22nd September 2016
(Agenda Item 4)

The minutes were discussed and accepted without change.

The minutes from the meeting were approved by the Quality and
Safety Committee.

2016/10/03 Matters arising not covered by the rest of the Agenda (Agenda
Item 5)

1. Action Log Monitoring
The action log was discussed and updated.

2. Urgent Care Recovery Plan

SAO reported significant pressure in the System with escalations
resulting in a minimum of three conference calls a day.  This level of
intervention has been going on for several days but improvement in
the System is now being seen.

A discussion took place around ‘What can we do better’ when the
System is under such pressure:
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 We should not accept ‘this cannot be done until tomorrow’ we
need to challenge why!

 We need a good care plan in place; stick to it and pay
particular attention to length of stay.

 Adopt SAFER model System wide; red and green days.
 Quality & Safety Committee to support SG and SAO where

system decisions need to be made; where we need to say
No!

The Urgent Care Recovery Plan was presented by SAO and
highlighted the indicators which are not being achieved and which
are affecting the flow in the system.

 DToC
 Length of Stay
 Admission Avoidance
 Early Supported Discharge

Feedback from the Committee on the Urgent Care Recovery Plan
was generally good; well-chosen actions.  JD asked SAO, when and
how do we decide whether things are not getting better and where
are we reviewing the actions? SAO said that the actions are
reviewed within the Service Delivery Groups and discharge
workshops. It was agreed by the Committee that focus should be on
reviewing progress on actions at the SDG and also at the weekly
Chief Operating Officer meetings.

SG asked SAO to pick out the top three critical actions within the
Urgent Care Recovery Plan and to provide the Committee with the
assurance that there is something in place to monitor the progress
against these actions. Action to SAO to bring back a report to the
November Q&S Committee meeting as an update on the three
top critical actions.

The Quality and Safety committee reviewed the Urgent Care
Recovery Plan and will see it again as a revised update on the
top three critical actions in November.

SAO

2016/10/04 Quality & Performance Report (Agenda Item 6)
The Quality & Performance executive summary was presented by
SG and outlines the Trust’s performance for September 2016 and is
aligned to the CQC domains of quality – caring, responsive,
effective, well-led and safe services.

Initial observation made by the Committee on this report:
 Ensure each domain has an anticipated compliance date

filled in
 JT informed the Committee that the 2016/17 sickness

absence target has been amended but was not reflected in
this month’s data; this should be corrected for the November
data.

 The Committee agreed that where there are recovery plans in
place, narrative is only required if we are ‘off-track’.

Caring:
Key Messages: The key messages were discussed;
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 Complaints; we are investigating and responding to all
complaints; fifteen received in September, the majority of
which originating from Stoke Heath Prison in relation to care.

 Complaints responded to in timescale, JT informed the
Committee that we failed to meet the target for ‘Complaints
responded in timescale’ this month; this was due to staff
shortages within the Complaints team. We currently have a
temp in to help in the interim and the replacement for Soma
Moulik is due to start in a couple of weeks’ time.

 Number of claims for compensation; one claim received in
September which related to the care of a patient that
developed a pressure ulcer in 2013. The claim is with our
solicitors for their opinion on liability.

Responsive:
Key Messages; The key messages were discussed:

 DToC shows an improvement in performance for this month,
with a reduction of numbers of patients; however we remain
above the agreed target, which is not in line with the planned
trajectory.  Performance related to 46 patients on DToC
resulting in the loss of 389 bed days.

 18 week referral to treatment – non-admitted patients.
The Trust is not meeting the 95% target for non-admitted
patients. Actions are being taken and are on track to meet
compliance by January 2017.

 Incomplete Pathways TeMS service - we did not meet the
92% target in August. The TeMS recovery plan states
achievement of the 92% target by the end of January 2017
but this relies on referrals opening to Nuffield Health by 31
Oct 2016.

 District Nurse Response Time – 24 Hours Data entry
issues – External support has been commissioned and is in
progress to enable teams to address inconsistency and
achieve this performance indicator.

 District Nurse Response Time – 48 Hours – as above
 Consultant Led Outpatients – Overall we are not meeting

the target of under 50%. The largest numbers of clinics are
within TeMS; this will be addressed by the TeMS recovery
plan.

Effective:
Key Messages:

 Data Entry within 21 Days – Improvement has been seen;
we are proactively monitoring and non-compliances are being
addressed.

 Data Timeliness – A slight improvement; outstanding
contacts are being completed as per the recovery plan.

 Unallocated Data – An increase in September was recorded;
we are proactively monitoring and non-compliances are being
addressed.

 Length of Stay – Increase recorded in Community Hospitals
in September increasing from 18 days to 23 days; breaching
our target of 20 days. This is being monitored on a monthly
basis.
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Well-Led:
Key Messages:

 Appraisal Rates – there is an increase in the number of staff
that have had their appraisal – actions continue to ensure the
Trust will achieve target.
JD asked where the hot-spots were; SAO responded to say
the biggest risks are with:

o Integrated Community Services (ICS)
o Inter Disciplinary Teams (IDT- Shrewsbury and

South West)
The impact of losing one of their senior members of
staff, the team needs some support and guidance to
address the issues.

o Oswestry MIU
Leadership issues; plans in place

SG informed the Committee that a recovery plan is in place and
assured the Committee that if quality was compromised in any way,
an Internal Improvement Notice would be issued.

SAO said that appraisals will show an improvement going into
November but the hot-spots require some intensive support;
concentrate on targeting the managers. 248 people have not had an
appraisal; this is significant (Bank staff are included in this figure).

 Information Governance (IG) Requirements – a slight
decline in the number of staff who have completed their IG
training.

 Leavers - Potential problems arising from high staff turnover
risking unsafe staffing levels and increased agency cost.
Recovery plan for leavers is in place.

 Leavers less than 1 year in service – risen slightly;
recovery plan for leavers is in place.

 Mandatory Core Requirements – compliance is at 90.03%
against a 95% target.

 Sickness Absence Tool (total workforce) – increased in
September; a Trust wide recovery plan is in place.

 Total shifts exceeding NHS Improvement capped rate –
shows a slight improvement; monitored via a weekly
conference call held within the Community Hospitals and
Outpatient Divisions to monitor the appropriate use of bank
and agency staff.

 Total Shifts, non-framework agreement – 16 reported non-
framework shifts recorded in September. The SOP for
agency use which includes the process for approval for non-
framework agencies is followed.

Safe:
Key Messages:

 Pressure Ulcers – One Grade 3 and one Grade 4 pressure
ulcer reported in September. These will be reviewed at the
Incident Review Group (IRG) in November.
The target for pressure ulcers is 0 as they are preventable.
AT informed the Committee that Grade 2 ulcers will now be
discussed also at the IRG meetings.

 Patient Falls – a slight reduction was recorded in
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September; those falls which occurred were reviewed at the
IRG meeting in October. Learning opportunities were clear
around the provision of information about falls when
transferring a patient to the acute Trust.

 Percentage of patients admitted to hospital screened for
MRSA – In September 92.7% were screened against a target
of 97%. Omissions have been identified and clarified. Staff
are aware of the need to ensure all admissions are screened
as per protocol.

CQUINS:
The CQUINS were briefly discussed and are noted below:
National CQUIN Indicator:

 Introduction of Staff Health and Wellbeing Initiatives
 Healthy food for NHS staff, visitors and patients
 Improving the uptake of flu vaccinations for frontline

clinical staff
Target is to reach 40% by the end of October (currently
standing at 20%) and 75% of staff vaccinated by the end of
December.  There will be a financial penalty if we do not
achieve 75%.

Local CQUIN Indicator:
 End of Life Care – Audit Services; all data will be

completed and will be ready for submission on time by the
end of October 2016

 Improving hospital discharge – We are collecting data for
this CQUIN as agreed so far and will submit by the end of
October 2016

 TeMS – Further discussions with Commissioners in relation
to CQUIN continues.

 HMP Stoke heath HENCH project – On track for submission
of evidence of improvement at the end of Qtr 2.

The Quality & Safety Committee discussed and accepted the
Quality Performance report noting the actions.

CARING AND RESPONSIVE
2016/10/05 Medicines Management Report (Agenda Item 7)

The purpose of this report was to provide the Quality & Safety
Committee with an overview of current safety and control measures
implemented by the Medicines Management team and was
presented by ROB. The report contained the actions taken to
sustain or improve the management of medicines in response to the
CQC report that referred to the inspection in March 2016.

Summary of key points:
 Actions taken to address CQC identified issues – these were

discussed
 Residual risks of escript and further measures taken to

maintain patient safety – the issues around prescribing were
discussed and ROB described the risk to patients where
drugs on a script may have been stopped but the scripts may
overlap and the GP may re-prescribe; escript should mitigate
this risk.
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 New processes for medicines procurement

The Committee recognised compliance is very good within the
Medicines Management team; policies in place and a methodical
way of working. ROB took an action to develop a SOP to share
their process and learning.

The Quality & Safety Committee received and discussed the
contents of the report.

ROB

EFFECTIVE
2016/10/06 Service Delivery Groups, Quality Dashboards Report (Agenda

Item 8).

Children & Families
AT presented this report on behalf of JF; the report provided the
Quality & Safety Committee with the headlines from the Service
Delivery Group (SDG) Quality Dashboards produced in October
2016 reflecting September 2016 data.

A discussion took place around the ‘Enter & View’ action plans
received from Healthwatch following their visits to our Community
Hospitals.  The Committee felt that the actions which clearly state
‘areas for improvement’! Should in fact be ‘suggested’ areas for
improvement! The Q&S Committee agreed to incorporate these
suggestions into our overall CQC Action Plan if they are not already
in there; thus capturing all actions in one place and showing the
source (CQC, Healthwatch etc.,) of the action/comment/suggestion
for improvement.

A suggestion was made and will be shared with the MIU Leads;
whether they wish to sit down with Healthwatch to go through the
action plans.

Action to FJ/SG to build the Healthwatch ‘suggested areas for
improvement’ into the CQC Action Plan.

Community Hospitals and Outpatients
AT Presented this report which provided the Quality & Safety
Committee with the headlines from the Service Delivery Group
(SDG) Quality Dashboards produced in October 2016 reflecting
September 2016 data.

Medication incidents recorded =10, 6 of these pertain to drugs being
delivered to the wrong hospital. We need to tighten up the process
for checking in the deliveries even if only to ascertain that they are
being received by the correct hospital they were intended for.

Community Services
AC Presented this report which provided the Quality & Safety
Committee with the headlines from the Service Delivery Group
(SDG) Quality Dashboards produced in October 2016 reflecting
September 2016 data.

JF/SG
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The issues within the IDT Shrewsbury team were raised again; AC
explained to the Committee some of the issues within that team:

 Team feeling very under stress
 Impact of the Meridian Productivity Review
 Not undertaking appraisals
 1 team leader vacancy still
 Less productivity than the other IDT teams

AC informed the Committee that structured handovers and offering
more support should improve the morale of the team.  JD suggested
that an Exec and Non-Exec visit this team; DR to schedule this as
one of the next Board visits.

AC advised the Committee that there is a member of staff from the
IDT team who would be willing to share ‘her story’ with either the
Board or the Quality & Safety Committee; the Committee agreed;
Action to AC to arrange for this to be on the November agenda.

Meridian model and processes will be in place by December/New
Year.

The Quality & Safety Committee agreed and noted the content
of the three Divisional Dashboards.

AC

WELL-LED
2016/10/07 CQC – Getting to good and beyond – update on actions (Agenda

Item 9)

SG presented this report which generated a discussion; what will
come to the Quality & Safety Committee in terms of a summary.  The
Committee raised the fact that we need to also highlight what is
pertinent to the Board.

The purpose of this report was to provide the Committee with:
1. An update in relation to the work of the Getting to Good and

Beyond Project Group (who meet fortnightly) specifically the
actions plans for core services and the overarching high level
action plan.

2. Assurance that actions have been taken since March to
address the points that the CQC initially raised following their
visit and in the subsequent report published in September
2016.

The Project Group has identified the following key activities which
will have clear milestones and outcomes:

 Monitoring of action plans
 Governance and reporting
 Sharing information via SharePoint and InPhase
 Sharing good practice and learning via existing forums such

as Community Trust Leadership Group (CTLG) and Clinical
Leads Forum

 Self-Assessment and moving forward
 Identify and mitigate risks associated with completion of
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action plans

A CQC monitoring schedule is being designed which will provide the
Quality and Safety Committee and the Board with assurance that we
are becoming compliant with the actions identified by the CQC that
are in our high level action plan.  The schedule will provide a
summary related to each core service with the following information:

 The Executive and Accountable leads for that core service
 The Must/Should do’s/Compliance notice
 The date the action is due (if still outstanding)
 A RAG rating (complete, on track, overdue)
 Indication of whether progress is as expected, better than

expected or worse
 Performance where applicable (for example, numbers of staff

trained)
 What is required for completion/assurance
 Assurance (meaning there is evidence to provide assurance)
 Expected assurance date

It is anticipated that the first such schedule will be provided to the
Committee in November 2016.

An action to the Heads of Nursing to populate the monitoring
schedule for next week’s meeting with Executives and Deputies.

The Quality & Safety Committee received and noted the content
of the report and agreed actions.

JF/AC/AT

2016/10/08 OFSTED Single Inspection Framework of Telford and Wrekin
services for children in need of help and protection, children
looked after and care leavers (Agenda Item 10)

This report was presented by JH. This brief report provided the
Committee with an overview of the findings and recommendations of
the Ofsted Single Inspection Framework review in Telford and
Wrekin. This review was of Telford and Wrekin Children’s Services
which included a review of the effectiveness of the Local
Safeguarding Children Board.

Key messages:
 The Safeguarding Children’s Board were rated ‘good’
 The Local Authority were rated ‘requires improvement’
 The review found that services for children in care and those

who need help and protection required improvement but
other services were found to be good.

 Much of the feedback was positive with recommendations for
action being made where required.

 An improvement plan will be developed in line with the
findings of the inspection and presented to Ofsted by 5th
December 2016

The Quality & Safety Committee received and noted the content
of the report.
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2016/10/09 Internal Audit Report – follow-up of high and medium priority
management actions (Agenda Item 11)

JT presented this report.  As part of the approved Internal Audit
Periodic Plan for 2016/17 we have undertaken a review to validate
the status of ‘high’ and ‘medium’ priority management actions that
have been closed within the Trust’s tracking system, 4Action.

This is the first of two planned management action follow up reviews
for 2016/17.

Of the 14 management actions that have been closed by the Trust
on the tracking system, 4Action, internal auditors have confirmed
that:

 9/14 (64%) management actions are fully implemented, with
the closed status on 4Action being validated and agreed

 4/14 (29%) management actions have not yet been
implemented. As these are recorded as implemented on
4Action, these should be changed to open.

 1/14 (7%) management action is superseded or no longer
applicable and therefore the closed status on 4Action has
been validated, although will change from ‘implemented’ to
‘superseded’.

From their review and testing of the management actions the
auditors gave an opinion that reasonable progress has been made
by the Trust in implementing them in the timeframe agreed upon.

JT advised the Committee that the Internal Auditors did a piece of
work prior to the CQC Inspection and were ‘assured’ but following
the CQC Inspection we received a CQC rating of ‘Requires
Improvement’. The Committee asked how the outcomes could differ
so much; did the Auditors ask the right questions etc., The Quality &
Safety Committee will ask the Audit Committee to consider future
internal audit arrangements. Action to JT to discuss at the Audit
Committee meeting on 6th January 2017.

The Quality & Safety Committee received, discussed and noted
the content of the report.

JT

2016/10/10 Severe Weather Plan (Agenda Item 12)

PO joined the meeting to present this report. This report sits as an
annex to Shropshire Community Health Trust Emergency Response
Procedure. The contents set out the risk of severe weather and
potential impacts on community services; including details of the
information cascade and specific actions to take in the event of
different types of severe weather.

PO advised the Committee that the report was not for approval by
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the Quality & Safety Committee but was being shared for comment.

Initial comments made by the Committee:
 Link the Severe Weather Plan to the Business Continuity

Plan
 Consider whether lease cars should all be 4x4’s
 Make it explicit within the plan where and how to access a

pool car (all pool cars will be replaced by 4x4’s going forward
 Demonstrate how we communicate this plan to staff
 Example of an action card to be shared with the Quality &

Safety Committee

PO asked for all comments to be fed back to him directly before the
next meeting; Action to PO to revise the Severe Weather Plan
and bring it back to the November Quality & Safety Committee
meeting along with an example of an Action Card.

The Quality and Safety Committee received, discussed and
noted the content of the report.

PO

SAFE
2016/10/11 Infection Prevention and Control Report (Appendix 13)

AT presented this report on behalf of LW.  The report provided the
Committee with a summary of the activities undertaken by
Shropshire Community Health NHS Trust to comply with the Health
and Social Care Act 2008: Code of Practice on the prevention and
control of infections and related guidance (Revised July 2015) in the
period 1 April 2016 – 30 September 2016.

The report outlined the current performance of Shropshire
Community Health NHS Trust against 2016/17 MRSA bacteraemia,
Clostridium difficile infections and MRSA screening targets.

The Committee discussed the report and clarification was sought on
the audit arrangements for Community Services; AT confirmed that
there is an IPC Audit Plan for Community Services whereby each
service will receive a range of IPC audits during the year.

Comments received from the room:
 The report does not highlight our ‘hot-spots’ and it should
 we don’t need to see the outcomes of the audits at Quality &

Safety Committee; we only need to see those which don’t
meet the standard (non-compliant areas)

Action to LW to revise the report as suggested above.

SEPSIS – JT asked whether there were any issues with compliance;
At responded to say that we don’t currently know if we have failed
anyone with SEPSIS but there is a plan to do a snapshot audit in
January of SEPSIS or anyone who has triggered SEPSIS.

LW
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The Quality & Safety Committee received, discussed and noted
the content of the report.

2016/10/12 Safer Staffing Report – Children and Families Services (Agenda
Item 14)
AT presented the Safer Staffing Children and Families Services
report to the Quality & Safety Committee to provide assurance to the
Quality and Safety Committee on the safe deployment of staffing
within our Health Visiting, Community Children’s Nursing Service and
Child and Adolescent Mental Health Service (CAMHS).

The key issues raised in this report were discussed and noted.
 6 incidents have occurred across the HV and CAMHS

causing no harm to children or young people.
 Mandatory percentage rates are consistently around 90% –

95% for HV, CCN, CAMHS/LD teams.
 It is recognised that there are vacancy gaps within CAMHS

with recruitment underway to support a new service model
 Sickness absence rates are above average in our Telford and

Wrekin HV team and the CAMHS LD team.
 Outstanding performance in some areas e.g. proactive

recruitment within HV and CCN teams and HV mandatory
training. Managers and team leaders must hold staff to
account for non-compliance on other areas.

 Key quality matrix are monitored through Quality and Safety
and Performance SDG meetings ensuring any risks identified
are highlighted, actioned and added to service or divisional
risk register as appropriate.

The Committee asked, following the implementation of Meridian that
the safer staffing reports be changed.  At the front end of the report it
should show a table containing a true position of staffing levels
followed by the numbers and narrative; we need assurance that we
are operating with safe levels of staffing; we need to identify how
much risk we are carrying and know we are not filling our shifts with
agency staff.

CAMHS – We will look to second people into the new model which
has been agreed with our partners from the beginning of December;
this is pending the outcome of the tender. SG assured the
Committee that we are still delivering a safe and satisfactory service.

The Quality & Safety Committee discussed and noted the
content of the report.

2016/10/13 Safer Staffing Report – Community Services (Agenda Item 15)
AC presented the Safer Staffing Community Services report to the
Quality & Safety Committee to appraise the Quality & Safety
Committee on the safe deployment of staffing within the
Interdisciplinary Teams (IDT).

The key issues raised in this report were discussed and noted.
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 Meridian Productivity continue to support us with service
redesign

 Improvements to appraisal and mandatory training rates are
demonstrated, in line with recovery plan

 Testing for the new methodology of workload allocation has
commenced

 There are nursing vacancies against budget and once the
Meridian Productivity project has concluded we will be in a
position to quantify which of these need to be recruited to

AC offered the committee some feedback which she has received on
the Meridian Productivity from staff:

 An emotional roller-coaster for staff
 Cultural mind shift
 Some staff have left the Trust as a result of this work
 Concerns during the implementation of RiO, this may slow

down productivity initially
 IT skills training will be required by staff
 Those staff that do not access any systems now may struggle

Action to DR/SG to bring the meridian Reports to the December
Quality & Safety Committee and invite Yvonne Gough and the
Team leaders to attend that meeting.

The Committee thanked AC for the feedback.

The Quality & Safety Committee noted and discussed the
content of the report.

DR

2016/10/14 Safer Staffing Report – Community Hospitals and HMP Stoke
Heath (Agenda Item 16)
AT presented the Safer Staffing Community Hospitals and HMP
Stoke Heath report to the Quality & Safety Committee to appraise
the Committee on the safe deployment of staffing within our
Community Hospitals and Stoke Heath Prison.

The key issues raised in this report were discussed and noted.
 There has been no reported harm to patients as a result of

staffing levels or incidents.
 The overall staffing fill rate was 104.1% in September.
 RN vacancies on the in-patient wards will be 7.13 wte members

of staff when all appointed staff are in post. There are a further
3.2 wte RN’s who have handed in their notice/due to retire by
the end of December. Bishops Castle is currently experiencing
the greatest vacancies.

 Prison Registered Nurse vacancies will be 0.2 wte when all staff
are in post.

Appraisals – AT confirmed that the 6 outstanding appraisals at Stoke
Heath will be completed by 21st October.

The Quality & Safety Committee noted and discussed the
content of the report.
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2016/10/14 Policies for Notification (Agenda Item 16)
 None at this meeting

2016/10/15 Risks/Assurances: (Agenda Item 17)
Risks – new or different

 Staffing issue in the Community Hospitals – vacancies have
increased

 Urgent Care could cause risk going into Winter.

Assurances
 The Committee are more assured on the progress of the

CQC Action Plan.
 The Committee better understand Urgent Care as a result of

the Urgent Care Recovery Plan
 Committee are assured that we are still delivering a safe and

satisfactory service for CAMHS
 Legionella water count – Whitchurch Hospital. The

Committee were assured that actions are in place to keep us
safe.

2016/10/16 Any Other Business (Agenda Item 18)

Whitchurch Hospital Legionella Water Count – a briefing was
read out to the Quality & Safety Committee meeting by the Chair;
this briefing was circulated to the Trust Board members.

The water sampling report for Whitchurch Hospital for 22nd
September 2016 showed no Legionella within the water supply.
However, the most recent results show very low levels, below any
level of concern and consistent with a water system where major
works have been undertaken on an existing system which is still
settling down. Filters that remove legionella bacteria remain in place
as a remedial measure to remove any risk to patients and staff.
Filters are being replaced when necessary in line with the
manufacturer's instructions. Remedial works to improve the system
are ongoing. An engineering consultant has been commissioned to
check the system's design is compliant to current standards. The
report is due by the end of October 2016 and will detail any
outstanding remedial action required.
The Quality & Safety Committee are assured that actions are in
place to keep us safe.

December Quality & Safety Committee meeting - A discussion
around the December meeting took place; as this falls a week earlier
within the month because of Christmas, the performance data will
not be available for the meeting.  It was agreed to use the meeting
for the CAMHS and TeMS Thematic Reviews and Meridian output
presentation.

Date and time of next Meeting (Agenda Item 19)

Thursday 17th November 2016, Room K2, William Farr House from 9:30am – 12:30pm
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Minutes of the Audit Committee meeting
held on Tuesday 5th July 2016 at 09:30 am

in meeting room A, William Farr House

Present : Peter Phillips (Chairman) Non-Executive Director
Nuala O’Kane Non-Executive Director
Rolf Levesley Non-Executive Director
Steve Jones Non-Executive Director
Ros Francke Director of Finance
Julie Thornby Director of Corporate Affairs
Peter Foord Corporate Risk Manager
Allison Rhodes External Audit – Grant Thornton
Alex Hire Internal Audit – RSM

In attendance: Anita Bishop Minute Taker

Apologies: Grant Patterson External Audit - Grant Thornton
Lisa Randall Internal Audit - RSM

Minute
Number

Agenda Item title Action

2016/07/12 Welcome from the Chairman (Agenda Item 1)
The Chairman welcomed everyone to the meeting.

2016/07/13 Declarations of Interest (Agenda Item 3)
None were declared.

2016/07/14 Draft Minutes of the Audit Committee meeting held on 5th April 2016
(Agenda Item 4)

The minutes of the meeting were approved as being a true and accurate
record.  Agreed by all present.

2016/07/15 Matters Arising from the meeting held on 5th April 2016
(Agenda Item 5)

Item 3.1 – Business Development Strategy - Steve Jones asked about
the progress of the Trust Business Strategy, and emphasised the
importance of this. A discussion took place regarding related work which
had been completed, and competing priorities. It was agreed to ensure Mel
Duffy was sighted on the earlier work so that the strands of work could be
brought together.

Julie
Thornby

2016/07/16 Item 3.2 – NHS Protect Briefing on Overseas Visitors using the NHS
Terry Feltus advised that no further guidance had been received, but he
would advise the Audit Committee of any developments as soon as they
became available.  The item would be taken off the Action Log.

Terry
Feltus

2016/07/17 Item 4.3 – Service Level Agreement – Ros Francke advised that the she
was currently recruiting a replacement member of staff to take on the
management of this issue and it was hoped they would be in post soon.
The SLA’s with a high risk rating had been reviewed.  An update would be
brought to the next meeting. The SLA for estates services SSSFT had
been escalated and passed on to Mel Duffy.

Ros
Francke
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Minute
Number

Agenda Item title Action

2016/07/18 Item 4.4 – Oswestry Dental Hoist – The Chairman advised that he had
written to Mel Duffy but the matter had not been progressed, due to delays
caused by the requirement to obtain permission from the Landlord and the
need for a structural survey.    Ros Francke would progress the matter with
Mel Duffy, and it was hoped that the matter would be resolved soon.

Ros
Francke

Mel Duffy

2016/07/19 Draft Minutes of Extra Ordinary Audit Committee held on 27th May
2016 (Agenda Item 6)

The minutes of the meeting were approved as being a true and accurate
record.  Agreed by all present.

2016/07/20 Matters Arising from the meeting held on 27th May 2016
(Agenda Item 7)

Item 2016/05/03 Payroll Services – The 2 employee remuneration errors
had been made by Pay Services; Diana Owen had now resolved the
matter.

NEW ITEMS
2016/07/21 Risk Management Policy (Agenda Item 8)

Peter Foord advised that the Risk Management Policy had been brought
up-to-date.

Page 7, Paragraph 3, Resources and Performance Committee would
be amended to read ‘The committee will receive assurance from its
groups, and through management reports eg. Performance reports’.”

A discussion took place regarding who was ultimately accountable for risk
management, and it was agreed that the policy should be sent to Jan
Ditheridge to ensure that she was happy with the content.  Peter Foord
would ask for her approval.

The committee noted and approved the content of the report, subject to
confirmation of Jan Ditheridge’s approval. Peter Foord would report back
at the next meeting.

Peter
Foord

Peter
Foord

2016/07/22 Review of Committee Effectiveness (Agenda Item 9)
Peter Foord advised that the review was based on the template detailed in
the Audit Committee Handbook.   The Audit Committee was required to
review its effectiveness annually. The content of the template was based
on the last years’ results, and the Committee members were asked to
consider the content of the review and advise if any changes needed to be
made.

All those present approved the content of the review.  No amendments
were made.

INTERNAL AUDIT
2016/07/23 Progress Report (Agenda Item 10)

Alex Hire presented her report.  It was noted that there had been problems
with the bar chart on Page 2 of her report. On some electronic versions of
the meeting pack, the bars for the chart had disappeared.



Minutes of the Audit Committee Meeting 5th July 2016 Page 3 of 6

Minute
Number

Agenda Item title Action

2016/07/24 AUDIT - Patient Monies and Property at Community Hospitals
The audit opinion of ‘Partial Assurance’ had been given.
Recommendations had been made to improve security arrangements
across the sites.  Community Hospital managers would reiterate the
importance of following procedure, and a follow-up audit visit would be
scheduled later in the year, to check that security arrangements had been
improved.

It was agreed that Andy Matthews, Service Delivery Group Manager,
would be invited to the next meeting, to provide assurance that the
recommendations had been implemented.

Andy
Matthews

2016/07/25 Recommendations Tracker (Agenda Item 11)
The recommendation tracker had been updated, and the amended
document had been uploaded onto BoardPad.   The new document
version showed an improved situation.  Peter Foord noted that actions had
been completed but the tracking system had not been updated to reflect
the current position.  Alex Hire would give Anita Bishop administration
rights to be able to reset staff passwords on the tracking system, providing
further assistance to those tasked with updating the tracker entries.

Steve Jones queries the progress regarding the Lease Care Authorisation
implementation date.  Julie Thornby described the various actions which
had now been completed. The policy had now been reviewed and would
be presented at the next Joint Negotiating Partnership (JNP) meeting.

Alex agreed to add an additional column to record further narrative in
regards to those findings and resultant management actions categorised
as high. The most recent narrative, recorded by the responsible officer,
would be lifted from the 4action system to give the committee more
detailed information of the current status of the action.

Alex Hire

Alex Hire

EXTERNAL AUDIT
2016/07/26 External Audit - Progress Report (Agenda Item 12)

Allison highlighted the main points of her report.  Page 8 Partnership
Working, Ros would pass this information on to Mel Duffy, for information.

Page 6, a difference of £261,000 was reported as a mismatch where the
Trust's income was understated. Ros advised that this was not an unusual
situation, the error had been found and put right.  The CCG had reported
an expenditure of a greater amount, but had been unable to establish the
reason for it.

2016/07/27 External Audit – Annual Audit Letter (Agenda Item 12)
The Annual Audit Letter was a public facing document that provided a
summary of the key findings from the work carried out for year ended 31st

March 2016. The Committee noted the letter.

GOVERNANCE
2016/07/28 Workplan (Agenda Item 13)

The item for the review of Standing Orders and Standing Financial
Instructions had been delayed, and would be presented at the next
meeting.

Ros
Francke
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Minute
Number

Agenda Item title Action

2016/07/29 Board Assurance Framework (Agenda Item 14)
The Audit Committee members reviewed the BAF entries, which had been
updated prior to the Board meeting at the end of May.

Risk 11-2015 Recruitment/Agency Costs - A discussion took place
regarding agency costs. Julie Thornby described that this had been the
highest rated risk on the BAF for some time; the position had improved
and the risk rating may need reassessing. The use of agencies had
changed which has resulted in reduced costs.  Additionally the
implementation of EPR may have an affect on future costs.  It was agreed
that the entry should be reviewed, as the risk rating of 20 seemed too high.
Ros Francke and Steve Gregory would review the entry with a view to
making a recommendation to the July Board meeting.

Risk 2-2014 Transformation - Local and National Contexts. Due to local
developments including the STP and Community Fit, it was agreed that
this entry should be reviewed.

Risk 6-2014 Meeting Financial Targets – It was felt that in the light of the
position on agency, and other potential changes, the risk level should be
reviewed and Ros agreed to review this entry.

The committee members noted the content of the report.

Ros
Francke

Steve
Gregory

Mel Duffy

Ros
Francke

2016/07/30 Corporate Risk Register (Agenda Item 15)

Cyber Security was discussed as part of the Counter Fraud report, and
was not detailed on the Corporate Risk Register.  It was agreed that the
topic should be reviewed by IT to establish whether should be on Register.
Ros Francke would request an investigation to evaluate the level of risk to
the Trust.

Transition to new Estates arrangements – It was agreed that the
transition needed to be monitored.  Mel Duffy would be asked to review the
entry and bring it up to date.

Risk 956 – Staff Engagement – Steve Jones noted the need for a robust
communication strategy associated with the implementation of the EPR to
be recognised in this risk. Julie Thornby would review the entry.

The committee members noted the content of the report.

Ros
Francke

Mel Duffy

Julie
Thornby

2016/07/31 Directorate Risk Register – Corporate Affairs (Agenda Item 16)
Peter Foord highlighted the main points of the report and noted that the
last two risks were new, these being; Effective Joint Working with
Operational Services and Shared Learning.

The committee noted the content of the report.

2016/07/32 Review report from Regulatory and other external bodies
(Agenda Item 17)

Peter Foord highlighted the main points of the report, on behalf of Dee
Radford, Quality and Compliance Lead.
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A discussion took place about the CQC visit to Stoke Heath prison.  Peter
Foord confirmed that the recommendations raised by CQC had been
implemented.

The committee noted the content of the report.

2016/07/33 Risks from other committees (Agenda Item 18)
Peter Foord advised that all the risks that had been noted by other
committees were already represented on the risk registers.

2016/07/34 Single Tender Approvals (Agenda Item 19)
Discussions took place about the tenders; Ros noted that the tender for
the Project Accountant was not a new expenditure, but the member of staff
had recently left the post.

2016/07/35 Suspension/Waivers (Agenda Item 20)
There were none.

2016/07/36 Loses and Compensations (Agenda Item 21)
There were none.

COUNTER FRAUD & SECURITY
2016/07/37 Local Counter Fraud Security Annual Report (Agenda Item 22)

Terry Feltus presented the content of his report.  A discussion took place
regarding cyber fraud and the risks of this type of fraud to the Trust.  It was
noted that there were regular spam e-mails received at the Trust, and
Terry regularly notified staff of any cyber risks in current circulation.  Other
Trusts had experienced cyber payment demand fraud e-mails, but Ros
confirmed that Shropshire Community Health Trust had not been affected
by this type of fraud to-date but has received emails fraudulently asking
staff to transfer money to someone purporting to be a senior Trust member
of staff.  Questions were asked about the level of cyber fraud risk to the
Trust, and how high it should be rated. The IT department would be
approached in relation to current mitigation against this risk and potential
entry onto the Trusts risk register.

A discussion took place regarding the main type of fraud that affected the
Trust.  Terry advised that staff working whilst being off sick was the most
common type of fraud, and that staff were pursued and evidence gathered
if it was decided that they should be prosecuted.  Only one member of staff
had been prosecuted in the last three years.  Staff would only be
prosecuted if the event was deemed; to ‘be in the public’s interest’.

The Chairman thanked Terry for his report which gave assurance that the
Trust continued to have robust counter fraud procedures and strategies in
place.  The Chairman reiterated that if Terry had any particular concerns
about counter fraud, he was welcome to discuss the matters in private,
and he would offer his support and guidance.

Ros
Francke

2016/07/38 Local Security Management Specialist Annual Report
(Agenda Item 23)

Terry Feltus and Ian Gingell highlighted the main points of their report.
Since the site visits had been carried out (prior to the CQC inspections)
progress had continued to be made with the Trust’s security systems, and
staff compliance had improved. A capital bid of £80,000 had been
submitted to revamp the Trusts CCTV systems across the sites.  The
Trust’s Datix incidents were now analysed regarding staff assaults and
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security concerns and the data uploaded via the SIRS system to NHS
Protect.

Terry and Ian would carry out follow-up site inspections at the Community
Hospitals to check that recommendations had been implemented eg. that
hazardous waste bins had been locked.

Ian Gingell advised that MAPPA training had been introduced to help staff
cope with challenging patient behaviour.  The community hospitals now
experienced more physical assaults as a result of the increase of dementia
patients being admitted.  MAPPA training was believed to have reduced
clinical assaults and enable better patient care.

Steve Jones enquired about an issue that had been raised about poor
security regarding keys to patients’ lockers, fridges etc.  Ian Gingell
advised that an access key could be bought on e-bay that would allow
entry into to a number of locks, however, once identified the issues with
key security had now been rectified.

The Chairman thanked Terry and Ian for their reports, which had provided
assurance regarding issues of fraud and security.

MINUTES FROM THE QUALITY & SAFETY COMMITTEE
2016/07/39 Minutes from the Quality & Safety Committee (Agenda Item 24)

The content of the reports were noted for information.  No questions were
raised.

RISKS & ASSURANCES IDENTIFIED
2016/07/40 Risks and Assurances Identified at the meeting (Agenda Item 25)

 Oswestry Health Centre, Dental Hoist – Health risks to staff due to
poor posture whilst carrying out treatment in the absence of a ceiling-
mounted hoist.

 Cyber Security Risks.
 Management of patient monies at community hospitals.

ANY OTHER BUSINESS
2016/07/41 Any other business (Agenda Item 26)

There was none.

DATES OF FUTURE MEETINGS
2016/07/42 Dates for future meetings (Agenda Item 27)

Tues 4th October 2016, 13:00pm – 17:00pm Room A, William Farr House
Fri 6th January 2017, 13:00pm – 17:00pm, Room K2, William Farr House
Tue 4th April 2017, 13:00pm - 17:00pm, Room K2, William Farr House
June 2017 - Extra Ordinary Meeting to Approve the Accounts – TBA
Tue 4th July 2017, 13:00pm - 17:00pm, Room K2, William Farr House
Tue 3rd October 2017, 13:00pm - 17:00pm, Room K2, William Farr House
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