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TRUST BOARD

25th April 2013

TITLE
INTEGRATED GOVERNANCE ASSURANCE COMMITTEE

(IGAC) MINUTES

EXECUTIVE

SUMMARY

This report contains the Chair of IGAC’s report, the minutes of the

meetings held on 14th February and 19th March 2013 as well as the

revised terms of reference for IGAC.

BOARD ASSURANCE

(Risk) /

IMPLICATIONS

As part of the 2nd stage review action plan, IGAC now meets on a

monthly basis starting from February 2013. The Committee now

engages in full and frank discussions about issues critical to high

quality and safe care.

STAKEHOLDER /

PATIENT IMPACT

AND VIEWS

This is the most senior Trust Board committee that focuses on

clinical quality governance and improvement. A key

recommendation was taken from the Monitor Annual Plan 2nd stage

review in order to ensure that the Committee drives quality

assurance and improvement rather that reacts to the issues.

EQUALITY AND

DIVERSITY ISSUES

None identified

LEGAL ISSUES None identified

The Trust Board is

asked to:

1. Receive the minutes and heed the assurance and

expressions of concern of the report.

2. Approve the revised IGAC Terms of Reference revised

following recommendations from the Monitor 2nd stage

Annual Plan review.

Submitted by: Philip Beesley, Non-Executive Director and Chair of IGAC.

Date: 18th April 2013

Decision: For Approval.
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1. Chair of IGAC’s report

1. Introduction

The Integrated Governance and Assurance Committee meetings were held on Thursday 14th

February 2013 and Tuesday 19th March 2013. In February’s meeting apologies were received

from the Deputy Chief Executive, Medical Director and Director of Workforce and

Organisational Development. In March’s meeting apologies were received from the Medical

Director, Deputy Medical Director and the Head of Corporate Affairs.

February’s IGAC took place a week after the publishing of the Francis Report, which has

been included in the annual business plan.

2 The Committee over the two months focused on:
i. Implementing the 2nd stage review recommendations:

1.i.1 monthly meetings,
1.i.2 an annual plan of business;
1.i.3 Quality Experience, Workforce and Safety predictor dashboard

ii. The Francis Report – duty of candour
iii. The Serious incidents themes, particularly Radiology and Child safeguarding
iv. The Quality, Safety and Risk Management Strategy: with particular focus on

QUASH days.

2.1 Implementing the 2nd stage review recommendations
2.1.1 Monthly meetings – IGAC meetings are now held monthly which is injecting pace and

urgency to the resolving of issues.

2.1.2 Annual plan of business – the items are now set out for the financial year 2013 to
2014 with quarterly cycles of focus on experience in month one of the cycle, safety in
month two and clinical effectiveness in month three. Every month there will be a
report on the status of actions, which can be green, amber, red or blue.

2.1.3 There is now a predictor dashboard, the first daft of which was presented in February
and then later refined in March. The Dashboard is called the Quality, Experience,
Workforce and Safety (QEWS) Dashboard and will align quality, workforce and
operational indicators to ward and clinical areas and specialities. Further
developments would take into account a way to better represent the Therapies
disciplines and their contribution to quality assurance and improvement.

2.2 The Francis Report
2.2.1 The monthly report of Serious Incidents will now contain the date when the family was

told about the incident as well as the ensuing investigation.

2.2.2 The 290 recommendations from the Francis Report is being analysed and a gap
analysis conducted to demonstrate the areas that the Trust should focus on.

2.3 Serious Incidents Themes
2.3.1 Radiology – there has been a review of the clinical quality processes in this speciality

following a number of serious incidents from this department. As a result there have
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been recent improvements to operational and quality assurance processes and
systems. New leadership and clinical staffing also promise continued improvement.

2.3.2 Child Safeguarding. The Trust is currently involved in six serious case reviews
currently being conducted on five children cases and one adult case. One of the
SCRs relates to a case of non-accidental injury. There is expected to be significant
learning for the Trust.
The Trust’s safeguarding policy and procedures have previously received a good level
of assurance via section 11 audit. The Trust is fully committed to ensuring that
effectiveness of practise.

2.4 The Quality, Safety and Risk Management Strategy
2.4.1 The one area of the QSRM Strategy that is off plan is around the QUASH days.

Although performance is not consistent, there is some evidence that hearts and minds

of senior and key individuals are changing for the better. IGAC will continue to monitor

progress and receive a report on mortality reviews as scheduled for IGAC in May.

3 Assurance
The Integrated Governance and Assurance Committee would like to provide the following
Assurance:

3.1 The issues pertaining to the Radiology and Imaging within the Trust have been addressed
and a quality assurance paper is being presented externally to the local Patient Safety
Sub Committee.

3.2 IGAC is looking at all sources of governance and risks pertaining to incidents,
safeguarding, complaints and quality improvements and receiving monthly updates via
closely monitored action trackers for each area.

3.3 There is now an annual plan of business on which IGAC will be focused to deliver more
robustly on clinical quality governance and improvement.

3.4 Each quarter IGAC will focus in depth on issues of Experience, Safety and Effectiveness.

3.5 There have been trust-wide events on the Francis Reports in order to coordinate the Trust
action plan of improvement in line with the 290 recommendations.

4. Concerns
IGAC would like to bring the following concerns to the Board’s attention:

4.1 There is a serious issue of concern around child safeguarding in the organisation.

4.2 The QUASH days performance is still not consistent and whereas nurses are leading the
way in clinical quality engagement, more engagement is needed amongst medical and
therapies colleagues.

4.3 Falls harm prevention is in need of more focus and engagement from doctors in terms of
risk assessment.
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4.4 The MAU data is being collected manually and is uncertain as to whether this is
sustainable or effective.

4.5 The mechanism and management of the Corporate Risk register is still unclear. There will
be more focus on how to utilise the data systems to better manage the risks in a dynamic
and more robust way.
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2. INTEGRATED GOVERNANCE ASSURANCE COMMITTEE (IGAC)
Minutes of the meeting held on

14th February 2013
13:00 -15.00hrs – Room 2, Chertsey House, St Peter’s Hospital

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

Heather Caudle HC Associate Director of Quality (Secretary)

Michael Imrie MI Deputy Medical Director

Andrew Liles AL Chief Executive

Simon Marshall SM Director of Finance and Information

Suzanne Rankin SR Chief Nurse

George Roe GR Head of Corporate Affairs

In Attendance:

Farhana Nargis FN Quality Team Administrator (Minutes)

Apologies:

Valerie Bartlett VB Deputy Chief Executive

Raj Bhamber RB Director of Workforce & Organisational Development

David Fluck DF Medical Director

Terry Price TP Non-Executive Director

Action
1 Apologies for Absence

These are noted above

2 Minutes of the Meeting held on 12th December 2012
 9a to be corrected- Delete word significant on second line page 2.

3 Matters Arising
Action Points
The following action points were discussed and approved in the meeting

4.1 Nottingham visit now scheduled for 2nd May 2013

7.1 NHSLA Level 3 – was going to TEC with some additional information and
TEC to make a recommendation. Comply with assessment freeze and
participate in Pilot.

8.1 MI and HC reviewed the process and practice in Radiology.
Update: changes have been implemented in the process of quality
assurance in Radiology.

Actions that been put in place are:
1. Double reporting of a percentage of all X- rays undertaken and X-ray

Modalities,
2. Strengthening of discrepancy meetings.

The Radiology department was asked to make a business case to
resource the quality assurance review which was due to be submitted to
TEC. The results of this review along with a clearly articulated plan were
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due to be submitted to the PCT by March 20th, but this has not been
undertaken or documented.

IGAC expressed disappointment with the implications and discussed how
this can be avoided in the future.

AL highlighted the fact that a new special lead and clinical governance
lead have been appointed.

ACTION: MI will discuss with VB on underlying issues and report back at
next IGAC

MI / VB

8.2 The action tracker process has not yet been discussed with the Divisions.

ACTION: This will be completed by next IGAC meeting. MI / MW

11.1 There is now a policy on the External Inspection review and this will be
presented at the next meeting.

12.2 Two serious incidents requiring investigation (SIRIs) in Gastroenterology

which occurred over the period between 2009 and 2012 were discussed.

The main issue was the quality of the ERCP practice of the two clinicians

involved. The internal review of the case was followed by a review of the

Gastroenterology service and, in addition, the Strategic Health Authority

commissioned an external review. The case therefore encompassed:

1. The completion and therefore closure of the initial SIRI report and
action plan to improve the Gastroenterology services;

2. Evaluation of ERCP competence of the clinicians involved
3. Review of the safety and quality concerns raised in the second

incident that took place in 2012 in light of the improvements that
were recommended in 2009.

A significant issue that arose from the second incident was the working

relationships internally and also with the Royal Surrey. Therefore

improvement in the service would need to ensure that future working will

happen in integrated fashion.

ACTION: MI to report back about closure in May. MI

14.1 A policy on external agencies inspection has been written.

4 Committee Duties and Responsibilities for Reference
Vitalpac was discussed and SM and SR confirmed that the work in
partnership with the Learning Clinic will go ahead unless cancelled.

5 Quality Governance Review Action Plan Progress
There is good progress against the action plan that was agreed at
February’s IGAC.
Of the 16 actions in the plan 11 completed and three are due at the end of
March. Establishment of workforce committee to start when new Director
of Workforce is in post. .
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5.1 IGAC Terms of Reference and Annual Plan
HC presented a proposed business cycle which looked at frequency of
meetings and how this fitted to IGAC’s business cycle. A revised
membership was also proposed which focussed on the business cycle.
HC and PB proposed a revised agenda, which from now on will be split
into two sections – items for major discussion and routine items.

HC reported on her discussion with UCLH and their quarterly cycle of the
three elements of Quality. In light of this it was observed that there is no
agenda item at IGAC which specifically focuses on Mortality. Everyone
was in agreement that IGAC should focus on outcomes and therefore
include an agenda item on mortality.
It was agreed that all the Action trackers pertaining to experience, safety
and outcome should be reviewed on a monthly basis.

Considerable discussion focussed on the need for IGAC to keep close
track of SIRIs and it was highlighted that the procedures for reporting and
tracking SIRIs was in the process of being improved one key element
being identification of any recurring themes. It was agreed that any new
incident and incidents requiring closure should continue to receive regular
attention from IGAC.

HC to produce a spread sheet summarising each stage of SIRI reporting
and what role IGAC may have in those stages.

Other amendments to the business schedule were that Board Assurance
Framework be reviewed quarterly rather than twice a year. In addition, the
Risk Register would also be reviewed quarterly and be brought forward to
June IGAC.

ACTION: Design a quarterly cycle of business focusing on Experience,

Effectiveness and Safety. Include an item on Mortality on agenda.

ACTION Review SIRI Process: New incidents and incidents requiring

closure to be included in report to IGAC.

ACTION Produce a spread sheet summarising each stage and what role

IGAC may have in those stages

ACTION: Board Assurance Framework review to be changed to quarterly

rather than twice a year.

ACTION: Risk register to be moved to a quarterly frequency and bring
forward to June IGAC

HC

HC / MW

HC / MW

HC

HC

5.2 Triangulated quality, workforce and patient experience Dashboard
Discussion about the dashboard included recommendations and
amendments to improve the dashboard.

ACTION: HC to correct the error in dashboard.

ACTION: Arrange for triangulated quality and workforce dashboard to be
managed through the Quality Governance Committee, with the whole
hospital view and develop an escalation plan.

HC

MI / HC
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6 Robert Francis QC Report of the Mid Staffordshire NHS Foundation
Trust Public Inquiry
The committee engaged in a full and frank discussion of the Francis
report.

Not all 290 recommendations apply to the Trust and there will be a review
of evidence of assurance as well as areas for improvement apropos
sharing and creating the right culture.

Areas of assurance include the recent strengthening of the Quality
Governance structure and the terms new of Reference for quality
meetings.

It was felt that the commissioning angle was very important and efforts
should be made to support primary care colleagues to commission in line
with the Francis Report.

Whilst the Trust will sign up to the general principles and what risks arise
from Francis Report the response will not be exhaustive and burdensome
to the Trust.

There was an open house listening event on the recent publication of the
Francis Report on 28th February in Chertsey House. Divisional teams are
asked for their thematic analysis and what commitments they are making
to do differently in their teams and how to track this.

ACTION: A broad thematic analysis of the implications and risks of the
report to be conducted.

ACTION: To look at all issues in governance and risk which arise from the
Francis Report, and formulate a robust action plan.

SR / HC

SR / HC

6.1 Complaints Action Plan
A simple guideline needs to be available to assimilate very quickly.
Theatres, Anaesthetic, Surgery and Critical Care Division complaints
response time was unacceptable at approx. 57%. It was noted that this
was an atypical response for the TASCC Division.

The 28-day response time (internal target) remains a minor hindrance to
teams and Divisions renegotiating the time to respond in line with cases
that are more complex. The practice of negotiating longer extensions to
facilitate complex cases is increasing which is a good thing.

ACTION: revised plan and timelines for reporting complaints to be
reviewed at March IGAC. HC

10 Audit Committee Exception Report

10.1 Safeguarding Adults Internal Audit Report
The Safeguarding Adults at risk audit was given limited assurance, due to
improvements that are in progress and are not yet fully implemented. The
action plan detailed in the management response will meet all the
recommendations and were already underway when the audit was carried
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out.

12.1 Patient Engagement and Experience Strategy
The strategy was discussed at TEC and will go to board in March.

Future IGAC Meetings will be two hours

Next Meeting: Tuesday 19th March 11:00-13:00 Room 2 Chertsey House
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3. INTEGRATED GOVERNANCE ASSURANCE COMMITTEE (IGAC)
Minutes of the meeting held on

Tuesday 19th March 2013
11:00 -13.00hrs – Room 2, Chertsey House, St Peter’s Hospital

Members Present:
Heather Caudle HC Associate Director of Quality (Secretary)

Andrew Liles AL Chief Executive

Suzanne Rankin SR Chief Nurse

Valerie Bartlett VB Deputy Chief Executive

Simon Marshall SM Director of Finance and Information

Raj Bhamber RB Director of Workforce & Organisational Development

George Roe GR Head of Corporate Affairs

Philip Beesley PB Non-Executive Director (Chair)

In Attendance:

Farhana Nargis FN Quality Team Administrator (Minutes)

Apologies:

Dakshita Takodra DT Client Manager, Parkhill

Mick Imrie MI Deputy Medical Director

George Roe GR Head of Corporate Affairs

David Fluck DF Medical Director

Terry Price TR Non-Executive Director

Action
1 Apologies for Absence

These are noted above

2 Minutes of the Meeting held on 14th February 2013
No inaccuracies identified

3

3/4.2

3.5

3/8.1

Matters Arising- Action Points

Discussion between HC and RB took place on the 8th March regarding
QUASH days. . RB agreed the integration of learning and development
QUASH days elements and the wording. RB also recommended that
Workforce and Development representatives should attend QUASH days
to pick up on any emergent learning and development needs within the
Division.

Outstanding item. Contact made with Mid Staff but no conversation yet.

Action: HC to feedback at next meeting.

SR feedback on the Falls event that took place. There were issues of

HC
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3/8.1

3/8.2

3/9.1

concern with regards to engagement from doctors. Nursing and therapies
falls risk assessments are in-keeping with best practice, but medical
assessments for patients who are at risk from falling need to increase. The
medical assessment template presented at the QUASH day on Friday 15th

March signalled a new and improved approach to medical involvement in
Falls risk management and intervention and is due to be implemented.

MI not present. SR reported that the Radiology team had completed a
quality assurance paper and two clinicians from the team will be going to
PCT Patient Safety Sub Committee on 21st March to present the recent
Radiology Serious Incidents. SR is due to attend the QUASH days around
reporting.

MI and MW have arranged with Divisional triumvirate leads to meet to
explain the action trackers.

HC and RB To meet to complete discussion regarding role of the clinical
governance leads.

MI / MW

HC / RB

3.1 IGAC Forward Plan
The scheduling of items was discussed, and mortality reviews were
confirmed as part of the business plan. All present were satisfied with
cycle of business and terms of reference. AL commented on the need to
ensure focus on key issues and not process.

The Complaints Monitoring Group (CMG) will be reporting into IGAC and a
discussion ensued about the timescales for complaints handling. PB
proposed a system of having two time scales a 28-day (4-week) deadline
and a 42-day (6-week) deadline for more complex complaints. AL reported
that this proposal was discussed at the CMG and it was decided that it
would be better to focus on adhering to agreed timescales, rather than
changing the process.

3.2 New Triangulated Dashboard
The Quality Experience Workforce and Safety (QEWS) triangulated
predictor dashboard was presented and all agreed with the new format.
The dashboard was designed to indicate growing concerns for wards /
clinical areas, and depending on the level of concern, would generate a
response in the form of an action plan where required.

The following recommended changes were agreed:
Add –

- Acuity over time
- Percentage vacancies for nursing
- Sickness and appraisal
- Stability of workforce
- Occupancy against establishment

Remove –
- locum usage
- Turnover
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- Best care month assessed
- Best care re-assessment

The dashboard was partially populated and early indications suggest that
Aspen, MSSU and Falcon were areas of concern.

RB recommended that workforce indicators should be further developed
by discussion between HC and Colleen Sherlock.
Action: HC & RB to discuss workforce indicators
Action: HC to incorporate the role of therapists into the QEWS dashboard
Action: HC to get sign off from workforce indicators from Colleen Sherlock
Action: Improved dashboard to be brought back to IGAC in April, fully
populated for discussion.

A discussion ensued about the role of Therapies Allied Health
Professionals in the furtherance of quality and safety improvement in the
Trust. AL stated that Therapies AHPs need to be better represented and
more integrated into the QEWS dashboard. AL also stated that Therapy
leads should come to speciality review meetings.

The QEWS dashboard will be fully populated for next IGAC. The focus will
be on the issues arising from the data, not on the process. The meeting
discussed whether there was overlap with other dashboards. It was agreed
that once the usefulness of the QEWS dashboard had been established
the number of and overlap between dashboards would be reviewed.

Action: Each Specialty to ensure that there is therapies representation at
the performance review meetings.
Action: HC and RB to meet post IGAC to discuss therapies.

HC / RB
HC
HC / CS
HC

AL

HC / RB

4 Committee Duties and Responsibilities for Reference

The amendments that were agreed at February’s IGAC are in place.

5 Quality, Safety and Risk Management (QSRM) Strategy
The QSRM Strategy progress was presented. The areas that were off-plan
related mostly to QUASH days. It was felt that engagement with the
QUASH days was not consistent. However, recent communication from
Divisional Directors was evident of things getting better with a positive shift
in culture and expectation from clinical staff.

Action: HC to report on Mortality reviews and attendance for each
QUASH day for 2013 so far at next scheduled IGAC meeting.
Effectiveness of QUASH days to be kept under review.

HC

6
2nd Stage Review Action Plan

Two actions have slipped: - Workforce Committee starting and MAU data
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1
Blue Status for an incident = a test of effectiveness has been completed.

reporting.

The Workforce Committee will commence once the new Director of
Workforce and Organisational Development joins the Trust.

The MAU data is more complex than thought. PB requested more
assurance as to whether:

1. The manual data collection is efficient and fit for purpose;

2. Is it sustainable to collect data manually until automated system is in
place, and

3. A time when the automated system would be up and running

Action: The three aforementioned elements of assurance to be presented
at next IGAC.

VB

7 Self-Certification
A paper starting the self-certification process was submitted, which was in
advance of the final paper from Monitor.

RB recommended that the activities in the Trust around listening and
engaging staff, in particular AL’s Listening Surgeries, should be added. RB
also commented that the word ‘workforce’ should be used rather than
‘human resources’.

Action: Self-certification document to be updated as per recommendation
pertaining to listening to and engaging staff.
Action: Self-certification process on a quarterly basis to be finalised once
the revised Monitor requirements are announced.

HC

SR / HC

8 Action Trackers of all quality and safety plans for:
The Action Tracker was presented and PB asked whether the number of
actions listed for Acute and Emergency Medicine was of concern. It was
felt that the significant number of actions that were in Blue status1 was
good assurance that the Division had a grip on the improvement that was
required. This was in contrast with the position of Women’s Health and
Paediatrics, which had only 10% of its actions with Blue status.

There was a discussion about the clinical governance support to the
Divisions which HC explained. AL requested that a paper be presented to
the next IGAC with a list of all the clinicians with clinical governance lead
responsibility with a view to ensuring all take responsibility for ensuring
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actions are implemented within an agreed timeframe.

Action: HC to monitor the levels of actions in red, amber, green and blue.
Action: MW to log, monitor, and triangulate with quality report.
Action: HC to bring list of clinicians with clinical governance lead
responsibility to the next IGAC.

HC
MW
HC

9 SIRI Report
Main themes highlighted in the report were pressure ulcers, misdiagnosis
and falls. There needed to be shared responsibility amongst all the
disciplines in ensuring all actions are completed in order to reduce the
number and resultant harm.

A broader view to look at causality as well as harm prevention was
required to inform on what was the most appropriate course of action to
take. SR suggested that having the necessary equipment and resources
as well as the learning from root cause analyses post-falls and compliance
in practice audits would all lead to more effective Falls strategy. IGAC
noted that equipment improvements are on-going. IGAC is not fully
assured that a pro-active approach to preventing falls is, as yet, fully
embedded across the Trust yet.

Action: SR to provide a further update at next IGAC.

IGAC is aware of all issues highlighted in the SIRI report and will monitor
that the action plans are robust and effective.

PB noted that although there was a request for closure of 13 cases, not all
the actions were documented as complete. Therefore assurance on
closure was required before this could be done.

Action: HC to ensure all actions complete and send assurance to PB to
take Chair’s action ahead of April’s meeting.

SR informed PB that there was a Maternal Death earlier this week. IGAC
is therefore now fully aware of situation and acknowledged that early
indication suggests that there was no failing by the team. A full
investigation will take place in due course. The Trust is making every effort
to support the family and staff in this very difficult situation.

SR

HC

10 Corporate Risk Register (CRR)

IGAC discussed the CRR process of risk management and attention was
drawn to the need to be clear about the purpose and method underpinning
the CRR.

There was discussion about the ownership of CRR, whether it is going to
the right place, what it is achieving and if there is a need to decide on a
mechanism. AL suggested that TEC was not the right forum for a regular
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detailed discussion of the CRR.

AL suggested it would be useful to see how other trusts utilise and
populate the CRR. HC had looked at other Trusts and has agreed to follow
up and report to next IGAC. .

AL felt a discussion needed to take place on Datix and the accurate
electronic capturing of risks.

Action: HC to clarify a clear plan of the corporate risk register and what it
is achieving.

HC

11 Board Assurance Framework
Not discussed, will be discussed at next meeting. GR

12 External Agencies and inspections Policy
IGAC agreed the policy.

13

14

Annual Report for Trust Board
No issues were raised with the paper. All advised to forward items for
correction and amendments to HC.

Action: IGAC report to be sent to April’s Board.

Any Other Business

SR asked IGAC to note the Trust was currently experiencing involvement
with an unprecedented number of Serious Case Reviews one pertaining to
an adult and five to children One of the SCRs relates to a case of non-
accidental injury and is expected to reveal significant learning for the Trust
in the identification of these types of cases. The final report is not
anticipated to be published until later in the year.

Discussion ensued about the effectiveness of the Trust’s safeguarding
policy and procedures which have previously received a good level of
assurance via Section 11 Audit. The immediate issues seem to relate to
effectiveness in practice and the ability of clinicians to identify cases of
potential harm or abuse. In addition the Trust’s demography is resulting in
high exposure to families and children at risk, in some cases significantly
higher than other Trusts.

Action: PB will raise this issue with the Board.

ALL

HC

PB

14.1 Patient panel representative
PB discussed this issue with the chair Aileen McLeish who was of the view
that it may not be appropriate for a patient panel representative to be a
member of IGAC. Action: PWB will raise the issue at the next Trust Board.

14.2 MHP Quality Mandate.
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This was discussed briefly in relation to the Trust’s performance. It was
acknowledged that this paper was an unsolicited quality review that had
not been requested by the NHS. It is likely that there will be other similar
reviews in the future. The report revealed no issues that the Trust was not
aware of and seeking to improve.

Date of Next Meeting
Thursday 11th April at 13:00 – 15:00 Room 2 Chertsey House, St Peter’s
Hospital
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4. Integrated Governance and Assurance Committee (IGAC)

Terms of Reference

Authority

The Committee is authorised by the Trust Board to investigate any activity within its terms of

reference. It is authorised to seek any information it requires from any Committee or Group and

all employees are directed to co-operate with any request made by the Committee.

Limits to authority

 It is not the duty of the IGAC to carry out any function that properly belongs to the Trust
Board.

Membership

1. Associate Director of Quality (Secretary / Chair of Risk Scrutiny Committee)
2. Chief Executive
3. Chief Nurse
4. Deputy Chief Executive
5. Deputy Medical Director (Chair of Quality Governance Committee)
6. Director of Finance and Information (Chair of Finance Committee)
7. Director of Workforce and Organisational Development
8. Head of Corporate Affairs
9. Medical Director
10. Non Executive Director (Chair)
11. Non Executive Director (Chair of Audit Committee)
*Non Executive Director responsible for Safety would either be the Chair of IGAC or Chair of
Audit Committee

Observers

1. Internal Audit

2. Trust regulators, CQC and Monitor, or delegates of as required.

Attendance

Attendance at meetings is essential and each member is required to attend at least eight of the

twelve meetings during the year.

Quorum

The quorum necessary for transaction of business will be at least six of the ten designated

members who must be in attendance. The attendees must include one NED and two Executive

Directors. The chair of the Risk Scrutiny Committee or the Quality Governance Committee must
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be present.

Where an Executive Director cannot attend, the Deputy Director should attend as nominated

deputy but will not form part of the quorum.

IGAC will co-opt other members of staff to attend for appropriate items where their input is

essential.

Frequency and Conduct

The Committee will meet no less than ten times per annum.

CHAIR

A Non Executive Director will act as Chair of the Committee. In their absence another Non

Executive Director on the Committee will deputise.

SECRETARY

The Committee will be supported by the Secretary whose duties include

 Agreement of the agenda with the Chair and collation of the papers
 Arrangement of minute-taking to keep a record of matters arising and actions / issues to be

carried forward
 Advising the Committee on pertinent areas
 Circulating papers five working days prior to the meeting.
 Calling for papers five working days prior to circulation.

Membership and terms of reference can only be changed with the approval of the Board and will

be reviewed annually.

Duties

 The Integrated Governance Assurance Committee has a duty to ensure that the Trust’s
governance systems, behaviours and processes relating to risk management, clinical quality,
corporate and non-clinical governance, and the achievement of organisational objectives are
effective, and provide the Board with the assurance required to govern effectively.

 Publish and adhere to an annual business cycle and forward plan of monthly meetings
 Ensure that the identification, management and control of risk is robust and cohesive, taking

action where necessary and alerting the Board to any areas of concern.
 Consider and advise on the resource implications for risk control.
 Work in association with the Audit Committee on matters of corporate governance.
 Oversee the development and subsequent implementation of the Trust’s Quality, Safety and

Risk Management Strategy.
 Oversee the development and maintenance of the Board Assurance Framework (BAF) and

management of the Corporate Risk Register
 IGAC is the parent Committee to the Quality Governance Committee, and the Risk Scrutiny



Page 20 of 22

Committee and to which they report

Key Responsibilities

 Ensure all aspects of Experience, Safety and Clinical Effectiveness are effectively embedded
in practice and continuously improving.

 Monitor and review top level and significant risks identified from the Corporate Risk Register,
to consider the adequacy of control mechanisms, whether identified risks are scored
correctly, and to take action to ensure risks are mitigated when necessary.

 Review completed Serious Incident Requiring Investigation reports and satisfy itself that
appropriate action is taken, embedded and is effective

 Oversee compliance with the Essential Standards of Quality and Safety and ensure that
sufficient assurance of compliance is available to the Board.

 Monitor levels of risk associated with external inspections and reviews, in particular to
oversee the progress and compliance with the NHSLA Risk Management standards and to
take action when necessary

 Receive exception reports from the Quality Governance Committee and the Risk Scrutiny
Committee and take action where necessary.

 Receive feedback from the Finance Committee and Audit Committee
 Receive the six-monthly PALS, Incidents, Claims and Complaints (PICC) report
 Receive the six-monthly summative assessment and assessment with the essential

standards of quality at ward level.
 Monitor the actions and assurance to support the self-declaration of full compliance with the

Monitor Compliance framework.
 Monitor the implementation of recommendations, relating specifically to governance and

effective risk management in the NHS such as the Francis Report.

Reporting Lines

 The Chair will report to the Trust Board on the recommendations and outcomes of the

Committee and draw attention to any issues that require disclosure or require action., after

each meeting

 Minutes of the IGAC will be provided for the Trust Board after each meeting and a full report

will be provided once a year.

 Minutes of the meeting and the Corporate Risk Register will be provided to the Audit

Committee for each meeting after each IGAC.

 IGAC will receive an exception report from the Quality Governance Committee after each bi-

monthly meeting.

 IGAC will receive an exception report from the Risk Scrutiny Committee after each bi-

monthly meeting.
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 Receiving relevant reports from Finance and Workforce Committees.

Monitoring

The effectiveness of the Committee and the governance processes will be monitored by the

internal auditors and demonstrated via the internal annual audit reports.

Further scrutiny will be provided by the Trust Board through review of the annual plan, minutes

and Chair’s reports.

Approved by Trust Board : February 2013

Review: February 2014
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Agenda Items 14-Mar 11-Apr 21-May 13-Jun 22-Jul 15-Aug 16-Sep 17-Oct 14-Nov 12-Dec Jan-14 13-Feb

Apologies P P P P P P P P P P P P

Committee Duties and Responsibilities P P P P P P P P P P P P

Previous Minutes P P P P P P P P P P P P

Matters Arising P P P P P P P P P P P P

Quality, Safety and Risk Management Strategy P P P P

Francis Enquiry Action Plan P P P P

2nd Stage Review Action Plan P P P P P

Self-Certification P P P P

NHSLA Update P P P

Incidents - SIRI Report P P P P

Action Trackers of all quality and safety plans P P P P P P P P P P P P

Risk Register - Overview Report; CRR / High / New P P P P

Care Quality Commission - Essential Standards P P P P

Care Quality Commission - Action Plan Update P P P P

Board Assurance Framework P P P

PALS, Incidents, Complaints and Claims Report P P

External Agencies and Inspections Report P P

Annual Report for Trust Board P

Quality Governance Committee Exception Report P P P P

Risk Scrutiny Committee Exception Report P P P P

Audit Committee Exception Report P P P P

Finance Committee Exception Report P P P P

Mortality reviews P P P P

Complaints Monitoring Group P P P P

Any Other Business P P P P P P P P P P P P

TOTAL items per month 13 14 11 13 11 9 11 12 12 10 11 13

Appendix 1: IGAC Annual Plan


