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Trust Board
25th November 2010

TITLE IGAC minutes

SUMMARY The IGAC had good attendance. The Board is asked to note the
following:
The Committee discussed the risk registers and the Board Assurance
Framework and made recommendations.

The NHS LA current status report was discussed and the risks to
achieving compliance and actions in place noted.

The September Quality and Risk Profile was discussed.

The Annual Report from the Clinical Governance Committee was
received, alongside the proposal for changing the format of the
Committee. The TOR will be agreed in December after the pilot has
taken place in November.

ASSURANCE (Risk) /
IMPLICATIONS

The minutes provide assurance all aspects of the organisation’s risks
are being discussed.

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS

None identified

EQUALITY AND
DIVERSITY ISSUES

None identified

LEGAL ISSUES None identified

The Trust Board is
asked to:

Note the minutes.

Submitted by:
Sarah Johnston, Head of Quality and Integrated Governance on behalf
of Terry Price, NED and acting Chair

Date:
12th November 2010

Decision:
For Noting
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INTEGRATED GOVERNANCE ASSURANCE COMMITTEE (IGAC)

Minutes of the meeting held on
Wednesday 6th October 2010

1400-1600 – The Lecture Theatre, Ramp, St Peter’s Hospital

Present:
Terry Price TP

Non Executive Director (Chair of Audit Committee)
(Acting Chair)

Andrew Liles AL Chief Executive

Ben Endersby BE Internal Auditor (CVDFK)

Donna Jarrett DJ Associate Director Health Informatics

Jane Gear JG Head of Corporate Affairs

Jill Down JD Head of Customer Affairs

John Headley JH Director of Finance and Information

Marty Williams MW Clinical Risk Manager

Maurice Cohen MC Patient Panel Representative

Mike Baxter MB Medical Director

Raj Bhamber RB Director of Workforce & Organisational Development

Sarah Johnston SJ Head of Quality and Integrated Governance

Susan Osborne SO Interim Chief Nurse

Apologies: Philip Beesley PB Non Executive Director (Chair)

Mark Kinsella MK Internal Auditor (CVDFK)

Valerie Howell VH Chief Operating Officer

Minutes: Sarah Johnston SJ Head of Quality and Integrated Governance

In
Attendance

Monitor assessor Monitor

Absent: Andrew Laurie ALa Consultant Haematologist / Associate Medical Director

1 Apologies and Committee Duties and Responsibilities

These were noted.

2 Minutes of the Meeting held on 11th August 2010

The following amendments were noted:
Ben Endersby, internal auditor was not in attendance; item assigned to BE was MK,
internal auditor
Susan Osborne Chief Nurse was in attendance.
The minutes were agreed as a true record with the amendments made.

3 Matters Arising – Action Points - Attachment 2

3.2 CAS card item to remain on action log to enable the committee to be assured
that monitoring of process is in place. IGAC also requested that monitoring of

SJ

ADRAFT
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the process should be evident in the Acute Medicine division annual report to
CGC

5.5 Closed
3 Items will be closed prior to meetings where possible, and those outstanding

or requiring more Committee input will be discussed. Closed
SJ/ALL

5.3 Completed
5 Ongoing work with divisions to complete format for local risk registers MW
5&6 Completed
6.2 Completed

9 Completed
11 SUI action plans ongoing to be closed at December meeting MW
12 Completed
14 Completed
1 5 Integrated governance and Risk Management strategy ongoing and to be

received at December IGAC
SJ

3 Att
2a

PICC report (PALS, Incidents Claims and Complaints)

MW presented the executive summary for the 6 monthly PICC report which
had been presented in full at the August meeting. MW referenced the number
of incidents reported in the Trust to provide assurance of continued reporting
and to support ongoing work to increase reporting rate particularly around
incidents relating to staff.
RB raised the issue of two areas with more reports of staff shortages.

i) Midwifery is a known issue and a weekly review by Eileen Nolan to look
at staffing shortages and incidents is in place. AL suggested that CGC
should review the staffing ratios and discuss this further in November.
SO informed the group that midwifery shortages were a national issue
and not specific to ASPH.

ii) Medicine raises a number of incidents against staff shortages. RB
suggested medicine need to identify risks in a similar way to Maternity
division.

MB stated that there should be a measure in place to enable the Trust to
know how many complaints were already identified as an incident, and
therefore how many significant complaints are already identified by the Trust
and having action taken.

MW assured the Committee that the Safety and Risk committee would be
taking responsibility for overseeing incidents in between the IGAC reports
(which will now be 6 monthly).

The Committee agreed that the executive summary was useful and better
enabled Committee to understand triangulation of data. It was agreed an
executive summary would be presented with future PICC reports

SJ

MW

MW

4 Risk Register Report -– Attachment 3 – 3c

4.1 Report – attachment 3
MW delivered the risk register reports.
Risk Management training had been completed in September, with improved
attendance, however the senior managers had still not all attended. MW stated
that training would be going out to the managers to ensure all had completed.
AL requested this to be followed up and reported back if still outstanding in

MW
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December. The Safety and Risk committee held its inaugural meeting on 20th

September. The meeting had had a large agenda and this needed to be
streamlined for next time, attendance had been good. The risk register had
been discussed in detail with input from all directorate representatives and
consideration had been given to the grading of risk and the process by which
review was taking place.

4.2 Extreme / High Local Risks – attachment 3a
MW reported one extreme risk on shortage of trained midwives.
RB requested a change of wording on risk 1025 from ‘changes to employee
contractual relationship’ to ‘changes to NHS Pension scheme. RB stated this is
being managed well and risk rating should be revised with anticipated risk as
low.

4.3 New Risks Added – attachment 3b
Risk 1058 relating to duplicate and missing numbers for neonates was
discussed and agreed should be added to the corporate risk register.

MW

4.4 Summary of Progress on Corporate Risks – attachment 3c
Lack of Social worker provision is still being addressed by AL directly with
Surrey Social Services CEO
Infection control extreme risk is to remain extreme(due to the 5 MRSA cases)
although it is recognised this does not pose an extreme clinical risk as a
number of significant measures have been put in place to address issues. The
risk update needs to continue to provide assurance of measures in place and
improved outcomes.

5 Board Assurance Framework (BAF) – Attachment 4 – 4b

5.1 Front Sheet – attachment 4
JG presented the BAF. JG suggested the BAF should reference local risk
issues which the Committee discussed. TP suggested that whilst the extreme
risks would need to referenced, the executive directors should take
responsibility for considering local risks.

5.2 Summary – attachment 4a
Summary attachment was noted

5.3 BAF – attachment 4b
TP asked the Committee whether management was ready to respond to the
data quality audit which has commenced through the internal audit programme
and is to be received by Audit Committee in October (Page 4, actions to
address gaps). JH responded that the Information Governance (IG) Toolkit is
now more stringent in its requirements and there is more drive on mandatory
training. The toolkit has on line training which is a challenge to get 95% of
people to achieve the certificate required. The Committee discussed the risks
around IG and agreed the delivery of mandatory training should be monitored
and should be added to the Corporate risk register.

The Committee discussed Single Sex Accommodation as risk 8 on the BAF.
VH stated that this should remain until all building work was completed. This
was agreed.

TP asked whether the CIP working group was in place relating to Corporate
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object 2, risk 3. RB reported this was in place with weekly meetings,
comprehensive planning for future CIP programmes and with reports to
Finance Committee. TP requested timescales to be added to the BAF.

TP requested assurance be provided to the Committee on safety for patients,
in relation to work on nursing staffing review.
Corporate objective 4 risk 9: TP stated that the new government policies and
the implications of these was one of the biggest risks to the organisation and
requested review for this item. Corporate objectives are being refreshed in
October, VH to discuss at ICAG December meeting.

Corporate objective 5 risk 1 was noted; BE offered to liaise with Chris Bell,
Associate Director of Facilities around carbon emission plans and the PWC
audit which is identified as assurance for this risk.

SO

VH

BE

6 Clinical Governance Committee Exception Report – Attachment 5 - 5b

6.1 Exception Report – attachment 5
MB presented the CGC exception report which was noted by the Committee.

6.2 Annual Report – attachment 5a
MB presented the CGC Annual Report. SO commented on the Care of the
Dying as a Committee and process that required more focus going forward. SJ
reported that this group was due to provide their next annual report in
November and there would be opportunity for review of the work in the past
year and objectives going forward.
The Committee noted poor attendance from Resus Committee members and
cancellation of meetings. It was noted that this had been picked up previously
through CGC and anew Chair has been appointed. AL suggested SJ meet
with the new Chair to discuss responsibilities.
The Committee requested a 6 month report as the Committee is changing
which would give IGAC an opportunity to add to objectives, if required.

SJ

MB

6.3 Clinical Governance Committee Review – attachment 5b
MB reported to the Committee on how the CGC will be changing to improve
clinical governance. MC questioned whether the attendance expected was
realistic and whether clinical staff could give the amount of time required. MC
also questioned whether the content of the meeting would be relevant to all
members. MB informed the Committee that the first meeting would be a pilot
but that the sharing of learning across directorates was a key reason for the
change to the Committee and it was expected that clinical directors attend. The
meeting will be reviewed as it goes forward.
The executives raised concern that not all were invited as members and it was
agreed that this would be discussed further at trust executive committee (TEC).
TP requested that the Trust became more familiar with the term ‘Clinical audit’
to describe clinical audit to avoid confusion with audit as a general function.

MB

7 Serious Untoward Incident Report (SUI) – Attachment 6
7.1 SUI Report

MW presented the SUI report which was noted by the Committee.

8 CQC Essential Standards of Quality and Safety Report – Attachment 7

8.1 SJ presented the Essential Standards report.
SJ reported that the first Quality and Risk Profile had been released from the
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CQC. SJ reported the QRP rating against the ASPH rating which was more
positive with only two amber outcomes noted. Further work is required to
consider how the Trust utilises the document which will be refreshed monthly.
There were no major risks to report for Essential Standards. The Committee
noted that Quarter 2 updates were due to be completed in October and
therefore will be presented at the December meeting.

9 NHSLA Action Plan – Attachment 8

9.1 MW presented the NHSLA update paper. MW presented the Risk
management standards RAG rated for current position in preparation for the
Level 2 inspection in January 2011. 7 criterions present a risk to the
organisation with 6 amber ratings and 1 red rating. MW expressed her
concern relating to standard 2 – Competent and capable workforce, where
there are 3 at risk criterion. MW explained that if all 3 criterions were found to
be non compliant then the trust would fail the inspection. NHS LA level
compliance carries a financial implication of approx £500,000.
MW assured the Committee that actions were in place to mitigate the risks.
This will be discussed further at TEC to consider how more support could be
provided

SO

10 Safety and Risk Committee Exception Report – Attachment 9

10.1 SO presented the Safety and Risk Committee exception report which was
noted by the Committee.

11 External Reports and Inspections Report – Attachment 10

11.1 SJ presented the external inspections and reviews report which was noted by
the Committee.
Concerns around peer review for Breast MDT were discussed. VH reported
that verbal feedback form peer review team was positive with commendations
about the integration of the teams and the work towards single MDT. VH
stated that the trust must ensure this progress.

12 Audit Committee Exception Report – Attachment 11

12.1 TP delivered the Audit Committee report which was noted by IGAC

13 Finance Committee Exception Report – Attachment 12

13.1 JH delivered the Finance Committee report which was noted by IGAC

14 Any Other Business
14.1 Meeting Dates for 2011 – attachment 13 was agreed.

15 Date of Next Meeting
Wednesday December 15th at 1400hrs – 1600hrs in the Boardroom, Ramp


