PUBLIC 

[image: image1.png]NHS

Oxford Health

NHS Foundation Trust




Report to the Meeting of the 
Oxford Health NHS Foundation Trust
Board of Directors
For Receipt and Approval

27 September 2017
QUALITY COMMITTEE ANNUAL REPORT 2016/17
Executive Summary

The Annual Report summarises the performance and work programme of the Quality Committee during the period April 2016-March 2017.  It is presented together with an updated version of the Terms of Reference of the Quality Committee which set out, in tracked changes, the proposed amendments.  The most significant proposed amendment to the Terms of Reference is that the Quality Committee no longer be chaired by the Trust Chair, in line with one of the recommendations from the Well Led Governance Review.  
The Trust Chair announced to the Board meeting in public on 26 July 2017 that he would be standing down as Chair of the Quality Committee and that Jonathan Asbridge, Non-Executive Director, had agreed to take over as Chair of the Quality Committee.  Jonathan Asbridge took the chair of the Quality Committee meeting on 01 September 2017.  
Governance Route/Approval Process
The Quality Committee has received this report at its meeting on 01 September 2017 and recommended that the Board of Directors receive the Committee Annual Report and approve the proposed amendments to the Terms of Reference.  

The Audit Committee has also received this report at its meeting on 12 September 2017.  Under the Audit Committee’s Terms of Reference, it is entitled to receive a report on the operation of the Quality Committee (formerly the Integrated Governance Committee).  
Recommendation

The Board is asked to receive the report and approve the revised Terms of Reference.  The Board is asked to approve Jonathan Asbridge as Chair of the Quality Committee with effect from 01 September 2017.  
Author and title: Laura Smith, Corporate Governance Officer, and 

Hannah Smith, Assistant Trust Secretary 

Lead Executive Director:
 Kerry Rogers, Director of Corporate Affairs & Company Secretary
1. A risk assessment has been undertaken around the legal issues that this report presents and there are no issues that need to be referred to the Trust Solicitors. 

2. Strategic Objectives – this report relates to or provides assurance and evidence against the following Strategic Objective(s) of the Trust:

2) Delivering Operational Excellence

(Goals: our services will be effective and efficient; information will be translated into knowledge; and our planned surplus will be delivered)
5) Developing Leadership, People and Culture

(Goals: staff satisfaction will be in the top 20% of Trusts nationally; our staff and teams will be high-performing; and we will recruit and retain an excellent workforce)
3. This report satisfies or provides assurance and evidence against the requirements of the following Terms of Reference of the Committee:
· to review the establishment and maintenance of an effective system of integrated governance, risk management and internal control (clinical and non-clinical activities) that supports the achievement of the Trust’s objectives; 

· to review the findings of other significant assurance functions, both internal and external to the Trust, and consider the implications to the governance of the Trust; and

to work with other committees within the Trust whose work can provide relevant assurance to the Committee’s own scope of work, particularly the Quality Committee (formerly the Integrated Governance Committee) and the Charity Committee (formerly the Charitable Funds Committee) and to receive the minutes and an annual report on the operation of the Quality Committee.

· Quality Committee Annual Report

For the period April 2016 – March 2017
The Quality Committee is the principal sub-committee of the Board with responsibility for overseeing the effective development of the Trust’s corporate and clinical governance arrangements and ensuring that there is an objective and systematic approach to the identification and assessment of risk and delivery of the organisation’s priorities in the context of all national standards.  

Martin Howell, the Trust Chair, was the chair of the Committee during the reporting period.

1. Attendance and Frequency of Meetings
During the reporting period the Committee met five times. 

Membership of the Committee comprised:

· Trust Chair (5/5)
· Chief Executive (3/5)
· 3 Non-Executive Directors of the Trust

· Anne Grocock (4/5)
· Jonathan Asbridge (0/5)
· Mike Bellamy (3/5)
· 4 Executive Directors of the Trust

· Mark Hancock (Vice Chair) (5/5) 

· Ros Alstead (4/5) – and a deputy attended on 1 occasion so total attendance (5/5)
· Dominic Hardisty (4/5) – and a deputy attended on 1 occasion so total attendance (5/5)
· Mike McEnaney (3/5)
During this period, the following officers of the Trust and other interested parties were invited to attend for all or part of meetings between this period (number of times shown in brackets):

· Director of Corporate Affairs & Company Secretary (4)

· Assistant Trust Secretary (5)

· Head of Quality Governance (4)

· Clinical Director Adult Directorate (4)

· Clinical Director Children and Young People’s Directorate (4)

· Clinical Director Older Peoples Directorate (2)

· Chief Pharmacist (1)

· Director of Performance (2)

· External Attendee - Director of Quality & Innovation and Lead Nurse for Oxfordshire CCG (4)

The quorum for the Committee is five members to include the Chair of the Trust (or Vice-Chair in their absence), one Non-executive and one Executive Director.  Deputies will count towards the quorum and attendance rates.  Members are expected to attend at least 75 per cent of committee meetings. Quorum has been achieved at 4 out of 5 meetings. On 08 September 2016 it was agreed to continue the meeting although it was noted that the meeting was not quorate to take binding decisions. 
Under the direction of the Director of Corporate Affairs & Company Secretary, the Personal Assistant to the Director of Corporate Affairs & Company Secretary attended meetings to take a true and accurate record of the proceedings of the Committee.

2. Business transacted by the Committee

Set out below is the remit of the Committee together with a report on the business transacted over the April 2016 – March 2017 period.

2.1 Safe Domain 

The Director of Nursing provided escalation reports from the Safety Quality Sub Committee in May 2016, September 2016, November 2016, and February 2017 which reviews the following themes: 
· Incident and serious incident reporting and learning;

· Fire safety and smoking cessation; 

· Restrictive practice; 

· Environmental risks; 

· Safeguarding; 

· Infection control;

· Emergency planning; and

· Safer staffing. 

Quarterly Incidents and Serious Incident reports were received in May 2016, September 2016, November 2016 and February 2017 which highlighted incidents, serious incidents and incidents involving physical restraint and deaths. 

A progress report was received in May 2016 into the recommendations from the investigation into an alleged homicide and care delivered to a patient. 

In May 2016 the Director of Infection Prevention and Control Annual Report was received which provided assurance on the infection prevention and control work programme and activity for 2015/16. 

Fire Safety reports were received in July 2016 and February 2017, and a report into the Safety of the Physical Estate was received in September 2016 which outlined the range of work which had taken place including safety work and infection control work.

In February 2017 a report on mental health homicide and domestic homicide reviews in the last 5 years was received. The report provided a summary of all homicide in Oxfordshire and Buckinghamshire since April 2011 where the perpetrator or victim was a current of former patient.  

2.2 Effective Domain 
The Medical Director provided escalation reports from the Effectiveness Quality Sub Committee in May 2016, September 2016, November 2016 and February 2017 which highlight the work of the following sub-groups: 

· Drugs and Therapeutics Group; 
· Psychological, Occupational and Social Therapies Group; 

· Clinical Audit Group; 

· Mental Health Act/ Mental Capacity Act Legislation Group; 

· Research Management Group; 

· Public Health Group; 

· Physical Health Group; 

· Clinical Ethics Advisory Group; and
· Learning Advisory Group. 

Quality Clinical Audit update reports were received in May 2016, September 2016, November 2016 and February 2017, 
The Learning and Development annual report was presented in July 2016. 

In July 2016 the Chief Pharmacist attended to present the Governance of Controlled Drugs report and explained the Trust was not compliant with the regulatory framework for controlled drugs with regard to the role of paramedics and their involvement in controlled drugs. 
The Clinical Audit Annual Report was received in November 2016.  
2.3 Caring & Responsive Domains
The Chief Operating Officer provided escalation reports from the Caring and Responsive Quality Sub Committee in May 2016, September 2016, November 2016 and February 2017. 
The following areas of compliance/ good practice were noted: 

· The piloting and roll-out of IWGC (I Want Great Care)

· A broad range of good work taking place across the Trust in PALS and patient experience

· Implementation of the Recovery Star care planning tool

· The Board’s letter regarding diversity in the light of the Brexit vote

· Exceptional work by the spiritual/pastoral care team

· A significant number of positive outcomes in the national Community Mental Health Patient Survey.

· Exceptional work in the area of equality, diversity and inclusion, notably progress on the WRES, the Staff Equality Network, development of Fair Treatment at Work Facilitators and completion of Stonewall's Workforce Equality Index (WEI)

· Being commended as an exemplar for the Triangle of Care, re-awarding of our ‘two star’ rating and development of the new Strategy for Friends, Family and Carers

· Audits showing a sustained improvement in the quality of CPAs both by directorate and across the vast majority of audit areas

· A noticeable reduction in complaints believed to be due to the PALs service being more visible to service users after an extended period of engagement

· Strong management of policies
The following areas of risk were noted: 

· Triangle of Care accreditation; 

· Equality, diversity and inclusion; 

· Non-compliance with the national accessible information standard 

· Whilst the development of the Trust’s new approach to Performance Reporting is extremely positive, it has been noted that this remains a ‘work in progress’ and it will take a further 6-12 months before full, positive assurance can be given;
· A very long way still to go on equality, diversity and inclusion, as evidenced by the Trust performing poorly in the National Stonewall Index;
· Non-compliance of the National Accessible Information Standard, which is now mandated into the NHS Standard Contracts;
· A number of areas of relative underperformance in the national Community Mental Health Patient Survey 2016;
· Delayed transfers of care in community hospitals; and 
· A number of governance concerns regarding the Adults directorate.
The Complaints and PALS Annual Report was received in May 2016 and approved for publication. Quarterly update reports were received in September 2016, November 2016 and February 2017. It was reported that although the number of complaints had increased, many of these were lower level and referred to, for example, waiting times. 

The Patient Experience Annual Report was received in July 2016 which provided a summary of the feedback received, how it feels for patients to receive care, and how this has been used to work with people to improve their experience of receiving care and treatment. The Committee noted the positive feedback from clinicians using the Iwantgreatcare pilot. 
2.4 Well Led Domain 
The Chief Executive provided escalation reports from the Well Led Quality Sub Committee at May 2016, September 2016, November 2016 and February 2017. 

The following areas of compliance/ good practice were noted: 

· Patient experience strategy; 

· Alignment of HR issues with CQC domains;
· Linking Leaders Conferences;
· Staff Recognition Awards;
· Start of the HR Director;

· Review of Resuscitation Training to bring it into line with best practice;

· Health and Faith Conference;

· Performance Management Project;

· Establishment of the Centre for Quality and Safety; and

· Substantial reduction in out of area placements for Adult Mental Health. 
The following areas of risk were noted: 

· Data quality;
· Information Governance Toolkit;
· Information Governance training;
· Governance of the Mental Health Partnership;

· Transfer of the Reablement Service to OUH; and

· Delayed Transfer of Care. 
A Whistleblowing and HR Casework report was received in July 2016 which highlighted staff supervision as common theme. It was reported that effective action plans were in place for all whistleblowing incidents. It was noted that the introduction of a Freedom to Speak Up Guardian in October 2016 would help.
The Chief Executive presented the Organisational Development and Leadership Strategy Annual Report in September 2016 which set out the strategic priorities, vision and values of the Trust along with the activities that enabled these to be achieved. The development of the Leadership Pathways and Trainee Leadership Board initiatives were highlighted. 
Operational and Strategic Risks were discussed in May 2016, September 2016 and November 2016 and the Board Assurance Framework (BAF) and Trust Risk Register (TRR) were reviewed. 
2.5 Care Quality Commission (CQC)
The Director of Nursing provided an update on the Care Quality Commission (CQC) post inspection improvement plan at each meeting. 
In May 2016 it was reported that the CQC would be undertaking a re-inspection of Adult Mental Health Services the following month. It was reported in September 2016 that the outcome of the re-inspection had been very positive and that the rating for each of the core services which had been visited had been revised to “Good” and the Trust’s overall rating had been revised from “Requires Improvement” to “Good”. 
It was also reported in September that the CQC would be undertaking a re-inspection of GP Out of Hours Services in November 2016 and preparations for this had commenced. The outcome of the re-inspection was not available at the February 2017 meeting, however the Director of Nursing explained that the Out of Hours rating would not affect the Trust’s overall rating of “good”.
At the February 2017 meeting it was reported a robust post inspection improvement plan was in place and most of the actions had been completed. A series of peer reviews had been set up for community hospitals and further areas had been identified for ad hoc peer reviews. It was noted that the focus of the IC5 group going forward would be to move the Trust to an “excellent” rating.
2.6 Quality Account 2016/17 and Quality Report 2015/16
In May 2016 the Director of Nursing presented the draft Quality Account 2016/17 and Quality Report 2015/16 for comment prior to a final version being approved by the Board of Directors on 25 May and submitted to NHS Improvement on 27 May 2016.
In July 2016 a summary Quality Account and Quality Report was presented which was designed to be more user friendly, readable and accessible than the full Quality Account and Quality Report. 
In September and November 2016 a summary of progress was provided against each of the quality objectives identified in the Quality Account 2016/17.
2.7 Policies 
During the reporting period a number of policies were received and approved by the Committee including: 

· Covert Administration Policy 

· Medicines Reconciliation Policy 

· Electrical Safety Policy

· Patient Group Directions Policy

· Registered Non-Medical Practitioners Requesting Plain X-rays Policy

An annual Policy Register update was received by the Committee in July 2016. 

2.5 Other Business Transacted 
The following additional reports were received and reviewed:
· Oxfordshire Joint Management Group Minutes 

· Buckinghamshire Joint Management Group Minutes 

· Oxfordshire Section 75 Partnership Agreement Annual Report

· Buckinghamshire Section 75 Partnership Agreement Annual Report  

· Oral Updates on Oxfordshire Learning Disability Transformation 

· Adult Directorate Annual Quality Report 

In February 2017 the Committee reviewed the structure implemented 12-18 months prior. The Committee was positive about the focus on the CQC’s 5 domains (through the Quality sub-committees) and the improvement in more focused reporting however there remained questions around: whether the required depth of detail was being achieved through current reporting; and whether there was an appropriate level of challenge at sub-committees and how to ensure engagement and leadership development at sub-committees. 
It was agreed to invite members of each Sub-Committee to attend the Quality Committee on an annual basis to allow direct engagement with the Committee. 
3. Reporting

Meetings are formally recorded and minutes have been circulated to all Committee members and formally reported to the Board of Directors.
BOD 124/2017
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