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Executive Summary
This report provides a summary of the Trust’s position, primarily in Quarter 3 (September–December 2016) in relation to the Key Lines of Enquiry (KLOE) which are considered by the Trust’s Quality Sub-Committee - Effectiveness (QSCE).

A number of papers were received and discussed by the QSCE.  Details are provided in the main paper. A summary of the key issues raised is provided below:
Clinical Audit: The corporate audit team are experiencing significant capacity issues currently.  Recruitment is underway with one person recruited and further interviews planned.  The directorates have been supporting the corporate teams to ensure national requirements and local priorities are being met.  There has been a need, however, to prioritise audits and identify other sources of assurance. There is a high risk that some audits will not be completed in Q4 as planned.  A number of these are medicines management audits undertaken by pharmacy.  Pharmacy is also experiencing capacity issues.

There has been a reduction in the number of action plans outstanding since the last report from seven to three (all in adult) indicating that directorates are being more efficient in ensuring that actions are developed following reported audits.
The reporting system (Ulysses) is indicating that the actions not completed within the agreed timeframes remain at a low number (eight out of a total of thirty-four). These are all in the adult directorate, who have the largest number of actions. 
A total of sixteen audits were reported in Q4 2016-17.  Of these nine were either rated as either good or excellent. Key audits to note were the excellent rating for the quarterly review of cardiorespiratory arrests and the unacceptable rating for the baseline audit of drug allergy.  The latter raised particular issues in relation the recoding of drug allergies in care notes
NICE Implementation: the work in all directorates is progressing well. The Trust position has significantly improved and all Directorates have NICE implementation leads in place.  It is of note that this is a very significant piece of work and continues to take time to conduct robust gap analyses and obtain evidence for the many guidelines that have direct relevance to services.  Directorates are pragmatically ensuring that the most high risk guidance is addressed first.

Mental Health/Capacity Act: Ongoing issues are raised following CQC visits around recording of leave, rights, consent to treatment and patient involvement with respect to care planning.  Recommendations are developed to address these gaps and standard operating procedures circulated to address administrative issues.
Learning and Development: Significant improvement has been made with Information Governance training which now sits at 90%. Ongoing issues with poor attendance at training continue with a 66% attendance rate. 

The Trust has had its application to become an employer provider approved and 25 student placements for the associate nurse pilot will be starting in April 2017. An Oxford School of nursing and midwifery is in the process of being set up in partnership with OBU and OUH.

Medication management: The drugs and therapeutics group are focusing on implementing guidance on dealing with referrals where non-formulary drugs have been started by private clinics; reviewing shared care guidelines to align with patient pathways and commissioned service models; updating three outstanding pharmacy policies; and implementing new drugs charts, which will be suitable to use by all services.

Research and development: The new Research Management Group is operational and replaces the R&D governance group. The new group will be focusing on strategy and has wide and senior partnership attendance. 

The Biomedical Research Centre (BRC) meetings are now in place. A successful launch event took place at the end of March 2017. 
The Clinical Research Facility (CRF) has been awarded £3.7m flat funding. Discussions are ongoing regarding the best use of this. 
UK CRIS is still not live but the current CRIS contract has been extended to cover the gap as ten research groups are currently using it.
There is a risk that key support posts in governance and pharmacy might be lost, if CRN funding for support posts is reduced.
Public Health:  Nothing significant to report.  Work is still underway to look at merging the public health and the health and wellbeing group, given significant overlaps between the two.
Physical Health: Progress has been made with resuscitation equipment with cardiac drug boxes in place and ILS training being delivered to some mental health wards.
The end of life and palliative care steering group continues to focus on outstanding CQC actions. Future work will focus on safe administration of insulin as this is an area of clinical risk.

The pressure ulcer steering group has improved the processes and they are now more reliable. Focussed work is underway to demonstrate improving outcomes
Psychological, Occupational and Social Therapies: Nothing significant to report.  The process for reviewing innovation and guidance is working well. The main challenge currently is the changes to Step 4 psychological services.
Governance Route/Approval Process
· this report has been prepared by The Chair and deputy chair of the QSCE for the Board’s information following the meeting held on 12/01/2017
Strategic Objectives
This report relates to or provides assurance and evidence against the following Strategic Objective(s) of the Trust):

1) Driving Quality Improvement
(Goals: patients will be safe from harm; patients will achieve the clinical outcomes they want; and patients and carers will have an excellent experience)

3) Delivering Innovation, Learning and Teaching
(Goals: the impact of the AHSN, AHSC and CLAHRC will be maximised; we will collaborate in research and innovation; and we will deliver high quality teaching)

Recommendation

The Board is asked to note the report.
Author and title: 
Rebecca Kelly, Trust Professional Lead Occupational    Therapist
Lead Executive Director:
 Dr Mark Hancock
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. This report satisfies or provides assurance and evidence against the requirements of the following Terms of Reference of the Quality Sub Committee:  Effectiveness
· to oversee the effective development of the Trust’s corporate and clinical governance arrangements; 
· to ensure 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; 
· to ensure the development and maintenance of the integrated governance framework; to review and approve any major change to the governance framework, structures or management taking account of national strategies, priorities and developments concerning governance and risk management;
· to critically review and recommend to the board, and to receive annual progress reports where applicable on, the following strategies and programmes: risk management; workforce, training and education; patient and carer experience, including complaints and PALS; quality, including safety and harm reduction, incident reporting and management, clinical audit; leadership; quality improvement; safety of the physical estate; and compliance with national requirements and standards including CQC, NICE, NHSLA; 
· to approve supporting strategies relating to these key strategies, including resourcing, training and development and communication; 

· to ensure effective interfaces between the quality sub-committees and the co-ordination of risk management processes across the Trust, both clinical and non-clinical;
· to ensure that workforce planning, education and training are fully integrated into the integrated governance framework, ensuring a workforce fit for purpose;

· to ensure the Trust’s readiness for submission to external governance reviews and developing and monitoring action plans to identify shortfalls e.g. CQC, Health & Safety Executive, general auditors and Monitor;

· to provide an annual report to the Audit Committee of assurance gained throughout the year;

· to agree and monitor the work of the quality sub-committees and review, through their annual reporting, their performance and effectiveness within the integrated governance framework; 
· to receive reports from the Section 75 JMG(s) as required by the Section 75 agreement(s);

· to receive and review at each of its meetings an escalation report from each of the quality sub-committees providing a summary of the business transacted and escalating any matters requiring the Committee’s attention.  More substantive issues arising from the business of the sub-committees will be brought to the Quality Committee through the provision of papers consistent with the guidelines for committee papers; or

· to receive briefings on legal and key national policy developments.  4
1. Clinical Audit
1.1  Two national audits still to report from the 2015/16 Trust wide clinical audit plan will now not be reported for the following reasons:

· CQUIN Mental Health - Cardio Metabolic assessment and treatment for Patients with psychoses – the audit team has been informed (informally) by NHS England that it is unlikely that a report will be published.  The Clinical Audit Group agreed that this audit could be removed from future reports, as the CQUIN cardio-metabolic audit for 2016/17 is currently underway.
· NCEPOD - Mental Health Conditions in Young People – the first part of the study was completed in 2015/16 with further data collection underway in January 2017.  A report is not expected to be published until 2017/18 therefore this audit will be carried forward to the 2017/18 Trust wide Audit plan.
1.2 The two annual internal audits still to report from 2015/16 are:
· Trust wide audit of MEWS – the delay is due to capacity issues within the corporate audit team although data collection has now started.
· Baseline audit of Long-term Segregation – the delay is due to capacity issues within the corporate audit team, but it is anticipated that this audit will be reported by the end of January 2017. 
1.3 Progress update against the Trust wide audit plan to the end of Quarter 3 of 2016/17

At the end of Quarter 3 all of the Trust’s national and CQUIN audit requirements were completed within the project timeframes.  In addition, the bi-monthly and quarterly reporting audits are either completed or in progress and on schedule.  The audits that are falling behind their scheduled timeframe are the six monthly audits, as shown in table 1 below. 
Table 1

	
	Number of audits
	Progress

	National audits
	6
	Completed

	Annual internal audits
	3
	Completed

	Bi-monthly reporting audits
	2
	In progress and on schedule

	Quarterly reporting audits
	7
	In progress and on schedule

	6 monthly reporting audits
	4
	1 in progress but behind schedule

3 not yet started

	Total
	22
	


Table 2 below provides further details of the six monthly reporting audits.

Table 2

	6 monthly reporting audits
	Progress

	Medicines Management - Bi-annual reporting of rolling audit of safe and secure storage of Controlled Drugs
	In progress but behind schedule

	
	This is behind schedule due to capacity issues within the corporate audit team.  A draft report has now been completed and it is anticipated that this will be reported within the next two weeks (20/1/17).

	Medicines Management - Re- audit of the Safe & secure handling of medicines
	Not yet started

	
	This has not yet started due to capacity issues within pharmacy.

	DNACPR audit
	Not yet started 

	
	This has not yet started due to capacity issues within the Resuscitation Team who have been asked to prioritise the roll out of their Intermediate Life Support (ILS) training across the adult mental health wards.  This audit will now be undertaken by the Resuscitation Team in April 2017 and by matrons in October 2017.  

	Resuscitation equipment audit
	Not yet started

	
	This has not yet started due to capacity issues within the Resuscitation Team who have been asked to prioritise the roll out of their Intermediate Life Support (ILS) training across the adult mental health wards.  This audit will now be undertaken by the Resuscitation Team in January 2017 and by matrons in July 2017.  The Essential Standards audit has also been amended to include a new question for the matrons to check if the resuscitation equipment has been checked.


At the start of quarter 4 there are a total of nine audits to be reported from quarter 3 (or earlier) and twenty five to be completed, as shown in table 3 below.

Table 3

	
	Number of audits

	Q2 results to be reported
	2

	Q3 results to be reported
	7

	To be reported in Q4
	2

	To be completed in Q4
	25

	Total
	36


1.4 In quarter 4 there will be significant capacity issues within the corporate audit team as there will be three vacancies which represent the entire corporate audit team.  The Lead for Quality and CQC Standards confirmed that they are currently in the process of putting in some mitigation supported temporarily by directorates’ resources in addition to recruiting to vacant posts.  Nevertheless there is still a need to prioritise the remainder of the 2016/17 Trust wide Audit Plan.

It has been agreed that seven audits from Q4 should be prioritised.  Table 4 below provides further details of the seven audits and the rationale for their priority.

Table 4

	
	Audit Title
	Rationale for prioritisation

	1.
	CQUIN Mental Health - Cardio Metabolic assessment and treatment for Patients with psychoses
	This is a national CQUIN audit that has funding implications for the Trust.

	2.
	National Chronic Obstructive Pulmonary Disease (COPD) Audit programme - Pulmonary rehabilitation
	This is a national ‘must do’ audit.

	3.
	POMH-UK Topic 1&3 Prescribing high-dose and combined antipsychotics 
	This is a national ‘must do’ audit.

	4.
	Sentinel Stroke National Audit programme (SSNAP)
	This is a national ‘must do’ audit.

	5.
	Essential Standards (Bi-monthly reporting)
	This is an internal Trust priority and the results are used for numerous internal reporting requirements.

	6.
	Full CPA Audit for Community Teams
	This is an internal Trust priority and the results are used for numerous internal and external reporting requirements.

	7.
	Re-audit of the timeliness and quality of inpatient discharge summaries (Mental Health)
	This is a CCG contract requirement.


1.5 Not all of the audits due to be completed in Quarter 4 rely on the support of the corporate audit team.  There are a total of eight audits that are completed within the directorates and/or teams and it is anticipated that these will be completed as scheduled:  

I. Infection Control Programme: annual infection control audits

II. Infection Control Programme: bi monthly hand hygiene audits 

III. Safety Thermometer Adult Mental Health - reduction in harms

IV. Safety Thermometer Classic - reduction in harms

V. National confidential inquiry into suicide and homicide (data collection is ongoing by individual Consultant Psychiatrists)

VI. Community Hospitals documentation audit

VII. Urgent Care telephone triage NQR4

VIII. Track and Trigger/NEWS (Community Hospitals)

1.6 There are a total of ten audits that are at high risk of not being completed in Quarter 4:
I. Medicines Management - Bi-annual reporting of rolling audit of safe and secure storage of Controlled Drugs

II. Medicines Management - Re-audit of the Safe & secure handling of medicines

III. Medicines Management - Quarterly Antimicrobial prescribing audit

IV. Medicines Management - Re-audit of the prescribing and monitoring  patients on Insulin (previously rated as unacceptable)

V. Medicines Management - Re-audit of the quality of prescribing for high risk medicines - Warfarin & Low Molecular Weight Heparin (previously rated as unacceptable)

VI. Quarterly review of cardiorespiratory arrests

VII. Resuscitation equipment audit (6 monthly)

VIII. Re-audit of the physical health assessment on admission to a mental health ward (previously rated as requiring improvement)

IX. Re-audit of the Safe & supportive observations of patients at risk (previously rated as requiring improvement)

X. Seclusion (previously rated as requiring improvement)

The Clinical Audit group have requested that work is undertaken to explore how other methods of assurance could be utilised to reduce the audit burden on clinicians.   For example:
· Episodes of seclusion are now recorded electronically on Carenotes, which should reduce the need for a case note audit.

· Electronic physical health assessment forms are now in use across the directorates which should enable electronic reporting.

· Peer reviews are being undertaken across wards and teams providing additional assurance.

1.6 Changes to the 2016/17 Trust wide audit plan

1.6.1 Audits to be removed from the 2016/17 audit plan

National Diabetes Foot care Audit (NDFA):
This is a national audit that the Trust is eligible to participate in. However, data collection focuses on patients who require ulcer treatment and the audit has to be undertaken at 6 months, 12 months and again at 24 months.  Podiatry has confirmed that they do not have capacity to participate in the audit and this was approved by the directorate Clinical Audit & Effectiveness Group.  The directorate plan is to generate assurance through internal data sources.
1.7 Reported audits with no improvement plan in place
In the last report to QSCE in October 2016 there were seven improvement memos that had past the completion time frame of six weeks; this figure has reduced to three as shown in table 4 below.

Table 4

	
	Older People
	C&YP
	Adult
	Total

	Number of reported audits in date within the 6 week time frame for action planning
	0
	0
	2
	2

	Number of reported audits that have past the completion timeframe of 6 weeks
	0
	0
	3
	3

	Total
	0
	0
	5
	5


Further details of the three improvement memos outstanding are provided in the table 5 below.

Table 5

	Audit Title
	Date to be completed by

	Adult Directorate
	

	1. National audit of Psychosis in EIS
	31/10/2016

	2. Inpatient Discharge Summary audit
	10/11/2016

	3. CPA quarter 2 results
	30/12/2016


1.8 Monitoring of actions from improvement plans

In the last report to QSCE in October 2016 there were seven audit actions that were out of date; this has now marginally increased to eight.

Table 6 below provides a breakdown of the number of audit actions outstanding by directorate.  The information has been extracted from Ulysses and relies on the audit leads updating the information.

	Directorate
	Total number of actions outstanding
	Number of actions in date
	Number of actions out of date

	Trust wide actions relating to all directorates
	7
	7
	0

	Adult Directorate
	19
	11
	8

	Older People’s Directorate
	3
	3
	0

	Children & Young People
	5
	5
	0

	TOTAL
	34
	26
	8


Table 6

1.6 Summary of the results from the clinical audits reported and rated since the last Clinical Audit Group meeting in Oct 2016

	Audit name
	Directorate
	Baseline / Re-audit
	Audit Rating
	Date action plan to be developed by
	Date action plan received

	Baseline audits from the 2015/16 audit plan

	Non Medical Prescribing 
	Trust wide
	Baseline
	Requires improvement
	10/2/2017
	

	Re-audits from the 2015/16 audit plan
	

	Re-audit of Non CPA Caseload 
	Trust wide
	Re-audit
	2013/14
	2016/17
	13/2/2017
	

	
	
	
	Requires improvement
	Requires improvement
	
	

	Violence and aggression: short-term management in mental health and community settings 
	Mental Health & Community
	Re-audit
	2014/15
	2015/16
	14/2/2017
	

	
	
	
	Requires improvement
	Requires improvement
	
	

	Baseline audits from the 2016/17 audit plan
	
	
	
	

	Pressure Damage Prevention Tool Audit across  Community Hospitals & Older Adult Mental Health 
	CHs & OAMH wards
	Baseline
	Good
	In place

	Drug allergy – documentation and sharing of information
	Mental Health
	Baseline
	Unacceptable
	Report not yet circulated

	Re-audits audits from the 2016/17 audit plan
	
	
	
	
	

	CQUIN Re-audit of Communication with GPs
	Mental Health
	Re-audit
	Q3 2015/16
	Q2 2016/17
	Report not yet circulated

	
	
	
	Good
	Good
	

	National Stroke Audit (SSNAP) 
	Older People
	Ongoing data submission
	Not subject to the audit rating matrix as graded nationally
	In place

	Quarterly review of cardiorespiratory arrests
	Trust wide
	Ongoing monitoring
	2016
	Q4 15/16, Q1 and Q2 16/17
	In place

	
	
	
	Excellent
	Excellent
	


	Audit name
	Directorate
	Baseline / Re-audit
	Audit Rating
	Date action plan to be developed by
	Date action plan received

	Re-audits audits from the 2016/17 audit plan
	
	
	
	
	
	

	POMH Topic 11c Re-audit of prescribing antipsychotic medication for people with dementia
	Older People
	Re-audit
	2012
	2016
	10/2/17
	

	
	
	
	Requires improvement
	Good
	
	

	Infection Control Summary Q2 2016/17
	Trust wide
	Re-audit
	Q1 16/17
	Q2 16/17
	In place

	
	
	
	Good
	Good
	

	Quarterly CPA audit Q2 16/17 results
	Trust wide
	Re-audit
	Q1 16/17
	Q2 16/17
	In place
	CYP

	
	
	
	Good
	Good
	In place
	OP

	
	
	
	
	
	30/12/16
	Adult

	Essential Standards bi-monthly audit – Dec 16
	All Mental Health Inpatients
	Re-audit
	Oct 2106
	Dec 2016
	Actions taken at the time of the audit

	
	
	
	Good
	Good
	

	Antimicrobial quarterly audit
	Trust wide (excludes Urgent Care)
	Re-audit
	Q1 2016/17
	Q2 2016/17
	Report not yet circulated

	
	
	
	Requires improvement
	Requires improvement
	

	Antimicrobial audit – Urgent Care
	Urgent Care
	Re-audit
	2014
	2016/17
	In place

	
	
	
	Requires improvement
	Good
	

	Community Hospitals Documentation audit – Q2 results 
	Community Hospitals
	Re-audit
	Q1 2016/17
	Q2 2016/17
	In place

	
	
	
	Excellent
	Good
	

	National Early Warning Scores (NEWS) – Quarter 3 – 2016/17 (Previously Track and Trigger) 
	Community Hospitals
	Re-audit
	Q2 16/17
	Q3 16/17
	In place

	
	
	
	Good
	Good
	

	Safety Thermometer Classic – Q2 results 
	Older People
	Point prevalence audit and not subject to audit rating matrix
	

	Safety Thermometer Mental Health  – Q2 results 
	Adult Directorate
	Point prevalence audit and not subject to audit rating matrix
	


1.9 More detail informing the key themes highlighted from the audits listed above are given below from the three baseline audits and fifteen re-audits reported at the last CAG.  An extremely detailed analysis of every audit was provided to CAG and is available on request.
	Name 
	Audit type
	Outcome

	Non Medical Prescribing
	Baseline audit rated as requires improvement)
	It was noted at CAG that this was a survey undertaken by non-medical prescribers (NMPs) and only 48% (135/282) responded.

CAG queried the audit standard relating to NMPs (50%) who did not have this role specifically mentioned in their job descriptions.  The issue is that the original job description could be several years old as becoming an NMP is a skill that is developed as part of career development and wouldn’t necessarily be reflected in the original job description.  The audit lead was asked to take this issue back to the NMP Steering Group for clarification.  

The main area for improvement relates to the low level of clinical supervision relating to their prescribing role reported by NMPs in some services.  The audit lead was asked to clarify how many of the NMPs are actually prescribing and not receiving clinical supervision and feedback to the NMP Steering Group.



	Pressure Damage Prevention Tool Audit across  Community Hospitals & Older Adult Mental Health 

	Baseline – rated as good
	The audit results provide assurance of good practice in the following areas:

· Patients were assessed for pressure damage risk on admission to services

· Appropriate actions were planned and taken on the basis of risks identified

· Appropriate equipment was put in place to reduce the risk of pressure damage in a timely way

Overall the audit results also identified areas for improvement in some key areas:

· Regular reviews of the Braden score 

· Recording in the clinical notes/care plan that the Trust pressure damage prevention leaflet and verbal advice have been given to the patient/carer



	Drug allergy – documentation and sharing of information 

	Baseline – rated as unacceptable
	It was noted at CAG that this is the first time that an audit has been undertaken following publication of NICE guidance on this topic.  The NICE guidance requires clinicians to record much more information about the allergy status of a patient: 

· Recording drug allergy status

· Documenting new suspected drug allergies

· Maintaining and sharing drug allergy information

· Providing information and support to Patients

CAG acknowledged that there were key systems issues to address on Carenotes and noted the immediate circulation via the intranet and to all clinical staff and medical staffing of a Medicines Safety Bulletin outlining the required standards for allergy recording and how to record allergy on Care Notes.  CAG recommended that this bulletin was included in the induction pack to trainee doctors on rotation as well.



	Re-audit of Non CPA Caseload
	Re-audit rated as requires improvement

	CAG acknowledged that it provides baseline data for the new standards.  The CYP directorate results are a baseline as they were not included in the first audit. It was noted at CAG that although this was a re-audit there were fundamental changes to the audit tool so a direct comparison was not available for all standards

It was noted at CAG that where a comparison with previous results was possible there is evidence of improvement from baseline.  The key areas for improvement are:

· Evidence that consent to share information has been sought

· Planned date for next meeting/session

· Evidence the patient/ family have been told what to do if the patient’s condition deteriorates and emergency or urgent support is required


	Violence and aggression: short-term management in mental health and community settings 

	Re-audit rated as requires improvement
	The main areas which require improvement are;

· An advance statement was not present;

· Improve the physical health monitoring of patients during prone restraint

· Training of all staff in Resuscitation training and PEACE by Oxford Health

We had excellent results for;

· Having a care plan;

· Appropriate use of prone restraint in management strategy

· Having at least one person trained in resuscitation training involved in a restraint.

	CQUIN Re-audit of Communication with GPs 
	Re-audit rated as good

	CAG noted the improvement achieved in the re-audit which has improved from a baseline rating of requires improvement.  

Areas for further improvement

· Improve the recording of primary and secondary physical health diagnosis 

· Improve the recording of psychotropic medication monitoring requirements for the GP

· Improve the recording of the monitoring requirements for physical health risk (cardio metabolic)

There is significant work being undertaken within the directorates to identify and develop clear pathways for interventions and signposting for all cardio-metabolic risk factors as part of the Cardio Metabolic CQUIN across inpatient and community services. 

This work includes:

· Physical health training for mental health staff across inpatient and community
· Working with the Clinical Transformation Team (Electronic Health Record) to streamline the recording of physical health on Carenotes


	National Stroke Audit (SSNAP)

	not subject to audit rating –ongoing data submission
	Lead OT for SSNAP presented results to CAG.  This is the first report since 2014/15 as national reporting depends on the number of cases submitted and Oxford Health does not always have the minimum of 20 cases to submit.

Overall improvement from previous results; Abingdon achieved overall score of C and Witney a B.

CAG noted that some of the results that require improvement are outside of the control of Oxford Health and are a commissioning issue.



	Quarterly Review of Cardio respiratory arrests 
	Ongoing monitoring-rated as excellent

	Excellent results no issues identified by CAG.



	POMH Topic 11 Re-audit of prescribing antipsychotic medication for people with dementia
	Re audit rated as good

	Good results no issues identified by CAG

	Infection Control Summary Q2 results 
	rated as good

	Although results rated as good there are issues around monitoring that the weekly record of decontamination of equipment and bed and mattress checks are completed.  Results have been circulated to matrons.


	Quarter 2 CPA audit results 

Essential Standards audit Dec 2016 results
	rated as good
	No issues identified at CAG.



	Antimicrobial quarter 2 results
	rated as requires improvement
	No issues identified at CAG.

	Antimicrobial audit – Urgent Care
	rated as good
	No issues identified at CAG

	Community Hospitals Documentation Audit – Q2 results
	rated as good

	Overall results rated as good however CAG noted the low scoring for City Community Hospital.  The Lead Nurse for Older people confirmed that the results for that period reflect staff sickness and vacancies resulting in a high use of agency staff.  The directorate is aware of the issues.  Q3 results will be reviewed for evidence of improvement.



	National Early Warning Scores (NEWS) quarter 3 results
	rated as good

	No issues identified at CAG.



	Safety thermometer Classic – quarter 2 results
	not subject to audit rating


	No issues identified at CAG.



	Safety thermometer Mental Health – quarter 2 results
	(not subject to audit rating
	No issues identified at CAG.




2.0 Clinical Policies

The review of Clinical policies remains timely and monitored. There are six policies which will be due for renewal at the next meeting. 

The Animal Associated Activity policy is overdue; however, the deadline for this has been extended.

3.0 NICE guidance

3.1 NICE implementation work across all directorates is progressing well albeit each directorate is at a different stage.  The Trust position has significantly improved and all Directorates now have NICE Implementation Leads in place. 
As of December 2016:

· C&YP had 82 guidelines identified as having direct relevance to the directorate. 40 of these have not yet been reviewed. Out of the 42 that have been reviewed 22 are compliant, 17 partially compliant and 3 non-compliant. There is a very large amount of work still to be undertaken and the directorate is focussing on the most important historical guidance and any new guidance coming in.  The Directorate have identified their top 5 and will look at these in more detail. 

· Older Peoples have identified 70 guidelines of direct relevance. All guidance has been reviewed and none are rated non-compliant. 
· Adults have identified 10 guidelines as having direct relevance and all are rated as compliant. Further work is being undertaken to provide evidence for this.  

4.0 Mental Health Act and DOLs legislation and compliance
4.1 CQC visits continue to result in recommendations relating to care planning and patient involvement. Areas of concern are in relation to the recording of leave, rights, consent to treatment, and patient involvement and empowerment with respect to care planning. SOPs will be circulated to help with administrative issues. Actions to address the issues include:
· Directorates treat the CQC visit reports as working documents and monitor their areas on a regular basis against these, and ensure that actions are completed

· Where the same issues continually arise Directorates ensure consistent management, staff awareness and monitoring is provided and action taken by ward managers, modern matrons and responsible clinicians to ensure consistent practice.

· Directorates revise processes in order to incorporate changes to section 135 and 136.
4.2 Section 135 and 136 are under legislative review and the main thrust of the changes will require operational action to cater for the reduced time available (24 hours rather than 72). There will also be changes to the definition of ‘place of safety’ to include the persons home.
5.0 Learning and development

5.1 Technical issue impacting the patient & personal safety training (PPST) have now been resolved. Information governance training has now reached 90%. This is still 5% below the national target.

5.2  Attendance at booked training sessions is low across the board (approximately 66%). Options for managing poor attendance need to be explored.  Examples such as charging teams for non-attendance have been shown in other Trusts to improve attendance. 

5.3 Concerns were raised regarding the feed from ESR which is a continuing risk with staff appearing on the OTR who no longer work in the Trust, or staff being assigned to the incorrect matrix. This issue had previously been raised with Human Resources (HR) who believed this to be an operational issue. It was suggested that HR should continue to attend the sub-committee to address these issues. 

5.4 Work is ongoing to ensure that the Trust Apprenticeship Levy is spent. An application to become an employer provider was submitted and has now been approved. 

5.5 The Trust has requested increased student nurse capacity however, recruitment overall to nursing programmes is down 40% from last year so the potential for this is unclear. The nurse apprenticeship route may be needed to achieve the required student numbers.

5.6 The Trust has been awarded ‘Fast Follower’ status for the Associate Nurse pilot, which means 25 student placements will be funding starting in April. Work is underway with internal recruitment to ensure that there is the right skill mix. 

5.7 An Oxford School of Nursing and Midwifery is being set up in partnership with Oxford Brookes University, Oxford University Hospitals. The AHSC has given support to the project. The purpose it to raise the profile of the education and research undertaken both in Oxford. 
5.8 A report on progress with WRAP went to the Executive Team in February 2017. 
This is the government approved package. There is an expectation that as an organisation it is now mandatory for all staff who are involved in the assessment and treatment of patients.  The package aims to provide individuals with: 

· An understanding of the Prevent strategy and their role within it.

· The ability to use professional judgement to recognise the vulnerable individuals who may need support. 

· Local safeguarding and referral mechanism and who to contact for advice.
A revised and updated WRAP tool is being developed and is due out early this year (2017).

As an organisation, we have a statutory duty to train staff in WRAP, which came into effect in 2015. The current training figures for WRAP are 30%. The capacity to provide WRAP training has not been able to meet the demand to date, and we are therefore below the training target. 
The following is the proposed plans to increase the training percentage: 
· The Safeguarding Children’s named nurses to be trained to be able to deliver WRAP and be involved in delivering the training programme on the staff induction programme. 

· The improvement and Innovations team to be trained to deliver WRAP training. They will provide a series of training dates over a 3-month period in order to train the existing staff in the organisation who still require WRAP training. 

· Each directorate to be asked to nominate three or four trainers who will be trained to deliver WRAP training to enable us to have a pool of trainers for delivering courses in the future. Wrap training is required 3 yearly. 

There are training sessions set for ‘train the trainer’ on the 2nd and 17th March. These sessions will train staff from the Safeguarding children’s team and the innovation team. There is no cost associated to train the trainer and it can be done within the organisation. There are approximately 3,000 staff in the organisation that still require WRAP training. Working on an average of 15 staff per session, this will require 200 sessions. The sessions are 1 hour, so multiple sessions can be run in a day. There is no direct cost to providing the training in terms of additional pay costs; however, there will be a time commitment for the innovation team in the short term to train the existing staff. Thereafter it will be time of existing staff within the directorates to deliver refresher sessions. Having people trained within each directorate and within the Safeguarding adult and children’s team will provide the added benefit of having ‘champions’ within each directorate. 

6.0 Medication Management

6.1 CRIS has been used to undertake a case review of a new drug (Lis-dexamfetamine) to provide assurance that it is being used in line with proposed criteria.
6.2 There has been one new drug introduced (Loxapine).  This is for agitation for patients with schizophrenia / bipolar.
6.3 The drugs and therapeutic group (DTG) is planning to work jointly with commissioners to review recent NICE guidance in relation to multiple morbidities (NG56).
6.4 The DTG has approved a standard operating procedure (SOP) and risk assessment to enable the use of unlicensed BCG vaccine by services. An aide-memoire has also been approved to support the new cardiac drug boxes. 
6.5 The Innovation Sub-Group have approved the use of ketamine in anorexia and rTMS in depression. 
6.6 MM highlighted a risk that some GP practices are refusing to prescribe in pregnancy and are re-referring patients back to AMHTs.
6.7 Future work for the DTG includes:
· Implementing guidance on how to deal with referrals where non-formulary drugs have been started by private clinics.

· Reviewing all existing Shared Care Guidelines to make them more aligned to patient pathway and commissioned service models.
· Updating the 3 pharmacy policies that are outstanding.  These will be ready shortly for fast track approval

· Completing a project, which is underway to review drug charts and implement a new chart which is suitable for all services. A drug chart is currently being piloted on two wards. 

7.0 Research and Development

7.1 The R&D Governance Group has now been replaced by the Research Management Group. This is a high level meeting that will look at research strategy and provide information and assurance on various research activities. 

7.2 The Biomedical Research Centre (BRC) steering group meetings are now in place. The BRC will only receive 50% funding in year one and most of this money will be used to keep existing posts in place. A launch event took place at the end of March 2017. 

7.3 The Clinical Research Facility (CRF) has also been awarded £3.7m flat funding. Discussions are ongoing regarding the best use of this funding. 
7.4 UK CRIS is still not live. The Trust’s contract with D-CRIS has been extended to March 2017. This is currently being used in 10 research groups with 15 users. 

7.5 Thames Valley Clinical research network (CRN) is ranked 5th nationally. There is a possibility of CRN funding reductions for key support posts in governance and pharmacy and discussions are ongoing.  Pharmacy have included this on their risk register in relation to concerns that they may lose the entire clinical trials team. 

7.6 The Health Research Authority (HRA) are continuing to undertake governance checks for studies, although there has been delays in obtaining approvals.

8.0 Public heath

8.1 The Public Health Group has not met since October 2016; however, work is underway to merge the Public Health Group with the Health and Wellbeing Group as they share a number of themes.  

8.2 The Smoke Fee group is in place and are undertaking a review on wards practice against the smoke free policy. 

9.0 Physical Health Group

9.1 Work is progressing well with regard to resuscitation equipment. Cardiac drug boxes are now in place and sessions and guidelines will be set up in the near future. ILS training will commence in January 2017 for some mental health wards.  

9.2 There remain a number of outstanding actions from the CQC improvement plan in relation to end of life care. The work plan for the End of Life and Palliative Care Steering Group has now been reviewed to focus on these areas and syringe driver guidelines are currently being reviewed.

9.3 The Diabetes Taskforce recognises that there remains a clinical risk with the safe administration of insulin and will be focussing on this in the coming months. 

9.4 The Pressure Ulcer Steering Group is required by commissioners to evidence improvement in patient outcomes. Whilst the process is improving and is more reliable they have not been able to identify an improvement to patient outcomes. This work is being refocused. 
It was noted that the Nutrition Action Group has not met since summer 2016, as it had been repeatedly cancelled. There are currently no dates set for 2017
10.0 Psychological, Occupational and Social Therapies Group (POSTG)

10.1 JF reported that there were no real areas of concern and that the process of reviewing innovation and guidance was working well. 

10.2 Big changes in Step 4 psychological services continue to move forward.

Human Resources
It had previously  been requested and approved by QSCE that HR did not need to attend the QSCE as its primary route for communication was the Well Led subcommittee. However given the issues raised in relation to learning and development and ESR it was agreed that MH would discuss HR attendance with the Director of Corporate Affairs.
Ethics
Nothing significant to note – yearly reporting was previously approved by the Committee.
Estates
Nothing significant was presented to the Effectiveness Committee at the time of the last meeting.
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