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QUALITY COMMITTEE  
 

Minutes of the meeting held on 13 June 2018 
 
Present:   Helen Taylor, Non-Executive Director (Chair) 

David White, Chairman 
Neill Moloney, Managing Director  
Simon Hallion, Director of Operations 
Claire Thompson, Interim Director of Nursing   
Denver Greenhalgh, Director of Governance 
Crawford Jamieson, Medical Director 
Paul Fenton, Director of Estates  
 

In attendance:   Susan Aylen Peacock, Non-Executive Director (Colchester Hospital) 
Kevin Purser, Chief Pharmacist 
Fiona Whitfield, Head of Nursing and Professional Practice 
Neill Abbott, Auditor, TIAA (Item 2.2) 
Clare Harper, Executive Assistant to Director of Governance (minutes) 
 

Apologies:     Laurence Collins, Non-executive Director  
Elaine Noske, Associate Non-executive Director 
Clare Edmondson, Director of Human Resources  
Alison Smith, Community Services Director 
 

 
Item  Responsibility 

95/18 Apologies/Introductions 

1. Apologies were noted as above. 

2. The Chair advised the Committee that the following agenda items 

had been removed:   

 2.4 Quality review of sub-contracted services and process for 

reporting to Quality Committee.  The Director of Governance 

advised that following an initial review of the committee there 

was a need to strengthen some areas within its remit, in 

particular assurance around contractors i.e. GP Federation. 

A report would be brought to a future committee meeting. 

 2.10 National publication on Ante-coagulation. Administration 

error, this item was raised at the Risk Oversight Committee 

in June for discussion at a future Quality Committee, but not 

this month. 

 

 

96/18 Minutes of the Last Meeting 

3. The minutes of the meeting held on 16 May 2018 were approved 

as a true record of the meeting. 

 

 

97/18 Action Log 

4. The Committee reviewed and noted progress of actions on the 

Action Log, in particular: 

 

 68/17 – Provide action plan for increasing the numbers of level 
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2 EOL training compliance for junior doctors.   The Committee 

noted that the EOL Board meetings, chaired by the Chief Nurse 

at the I&ESCCG, were actively progressing the issues relating 

to training compliance.  EOL training continued to be provided 

at junior doctor inductions in addition to a comprehensive 

training programme trust wide in order to deliver the 

compliance rate.  The Committee agreed to close this action on 

the action log as a robust plan was in place and regular 

compliance updates would be scheduled on the committee 

forward planner.  

 75/17 – Implementation of electronic screening for Sepsis 

patients rather than current paper form.  An update report on 

training compliance and effectiveness of the new screening tool 

would be provided in the Autumn. 

 64/18 – Internal Audit Safeguarding Children Chaperoning – 

progress on recommendations.   The Committee received and 

noted an update on work undertaken by the Safeguarding 

Operational Group in response to the recommendations made 

in the internal audit report (Item 1.3a).  

 43/18 – Provide commentary on audit data for moderate post-

partum haemorrhages (PPH).  It was noted that upon review of 

the data, all cases were proportionate.  The Medical Director 

added that the Trust was required to submit a report to NHS 

Resolutions at the end of June and this would be circulated to 

the Board beforehand. The Director of Governance commented 

that divisions would need to be mindful of the risk relating to 

components of fridges currently on the risk register, as this may 

impact on areas where there were high numbers of 

haemorrhages. 

 

5. The Action Log would be updated and circulated to committee 

members with the draft minutes. 

 
 
 
 
 
 
 
 
 
 
 
 
CJ 

98/18 Matters Arising 

 

Complaints Themes 

 

6. The Interim Director of Nursing advised the Committee that a 

thematic review of a complaint theme, namely staff attitude or lack 

of communication, was underway and early analysis of the results 

had not provided enough information to gain appropriate 

assurances to this Committee.  

7. The Chairman commented that similar complaint themes had 

been reported at CHUFT and he was keen to get to grips with 

these issues and embed this into the day to day values and 

behaviours trust wide.  

8. A comprehensive report of the review findings would be brought 
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back to this Committee in July. CT 

99/18 Quality Performance Report 

9. The Committee received the Quality Performance Reports for 

Hospital based services and for Community based services, 

noting: 

 

IHT 

 

 Harm free care performance remained stable at 93.7% 

(national target was 95% and national average was 93.89%). 

 C-diff was well within annual trajectory with no new cases in 

April.  There were 3 cases of norovirus and 1 case of influenza 

causing temporary bay ward/bay closures. 

 Decrease in the number of falls from 160 to 138, none of which 

were considered high harm/severe falls.  There were 12 

patients who fell more than once, representing 31 falls. 

 4 active improvement plans were in place for wards scoring 

‘requires improvement’ on the ward heatmap, following a 

review with divisions and oversight from the Executive team at 

the Accountability Framework performance meetings.  

 

Comments/Questions 

 

10. The Director of Governance commented that the figure of 83% 

appeared to be low for one to one care in Maternity and asked 

what the drivers were. The Interim Director of Nursing confirmed 

that one to one care was provided to all women in established 

labour but not for women in the early stages of labour therefore 

this metric may need to be reported separately going forward.  

The Director of Governance requested oversight on how Clacton 

& District Hospital were providing one to one care.  Action: FW. 

 

11. The Chair commented that the quality performance metrics for 

Somersham Ward had been picked up at the last Board meeting 

and requested an item at a future Quality Committee meeting. 

Action: CH/CT 

Mortality 

 

 There was a continued higher than expected HSMR however 

the January mortality rate had been significantly revised down 

from 115 to 98.3, which is to some extent was reassuring given 

the high crude rate over this period. 

 February’s HSMR had increased to 110. However this was 

based on a reduced number of ‘super spells’ both compared to 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FW 
 
 
 
CT 
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the Trust’s long term average and more so for this time of year. 

If the trend continued there would be a significantly revise 

down. 

 Long term rolling trend is coming down and if the February 

figures are revised down in keeping with recent months the 

Trust’s rolling 12 month HSMR may well step out of flagging 

red by the July report. 

 The 3 outlying diagnosis groups attracting significantly higher 

than expected deaths continued to be ‘other gastrointestinal 

disorders’, ‘acute cerebrovascular disease’ and ‘Pneumonia’. 

 Continuing with the piece of work around Learnings from 

Deaths to provide assurance to the Board post merge.  

 

Comments/Questions 

12. SAP commented that she was keen to maintain the segregated 

performance data post-merge, particularly given the multiple 

services that would be provided.  The Medical Director added that 

the speed of coding was important and therefore some data 

model work was required in the community to get them up to 

speed with acute setting data.   

13. DW sought clarity on the parameters for reporting headlines on 

transitional assurance for safe transfer.  The Managing Director 

confirmed that trust wide data should flag any areas that may 

require further information to articulate investigations. ESNEFT 

would receive data in September. 

Community 

 

 The number of falls had decreased to 33 from 40 the previous 

month, with 4 repeat fallers. 

 1 Grade 4 pressure ulcer and 8 Grade 3’s in the community 

with 5 Grade 2’s for inpatients.  

 4 medication incidents resulting in no harm to patient. 

 GP Federation would be producing a Quality Account report 

for the services they provide for the Trust.  This report would 

be submitted to this Committee in due course. 

 

14. The Chair commented that data for Felixstowe Community 

Hospital seemed considerably lower than others.  FW confirmed 

that this was often due to due to low numbers of patients which 

skewed the figures. 

100/18 Internal Audit Reports 

 

Clinical Quality – National Audit Delivery 

15. The Committee received the internal audit report on the 

assurance review of Clinical Quality – National Audit Delivery, in 
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which a ‘reasonable assurance’ opinion was given by the internal 

audit team.   

16. The Committee noted the rationale and scope of the audit was to 

review the Clinical Audit Plan for 2017/18 and focussed on the 

delivery of the compliance with the Trust’s policy in respect of 

national audits.  The overall conclusion was: 

o The Trust had developed new processes during 

2017/18 to ensure that it had clear oversight of actions 

agreed in response to national audits, however these 

would need to be reflected in the Clinical Audit Policy; 

o Clinical Audit Lead to provide assurance that the data 

submitted for national audits during the validation 

period had been validated;  

o A detailed central monitoring process was planned to 

ensure that all necessary steps within the national audit 

processes were completed  This would be monitored 

by the Clinical Audit Department; and 

o The CAEC had a standing item on its agenda for 

National Audits but had not met since January 2018. 

 

Comments/Questions 

 

17. The Chair queried why the Clinical Audit & Effectiveness 

Committee had not met since January 2018.  The Medical 

Director responded that it had been difficult to get availability of 

the clinical members of the group.  A non-quorate meeting was 

held in May to review compliance with NICE guidance pre-merge 

and going forward he would be holding the meetings at 5pm 

which may be a more suitable time for clinicians.  

18. The Director of Governance commented that a review of the 

Clinical Audit Policy was underway which would include clear 

processes for the merged organisation. 

Clinical Quality – Mortality Governance and Data Quality 

19. The Committee received the internal audit report on Mortality 

Governance and Data Quality, which gave a ‘limited assurance’ 

opinion by the internal audit team. 

20. The Committee noted that the scope of the audit was to review 

the governance of mortality within the Trust and processes for 

recording and reporting mortality.  As a new process of carrying 

out mortality reviews was currently being embedded, the audit 

focussed on key issues identified in the form of coding delays, 

diagnosis review within 48 hours, and completion of discharge 

summaries.   

21. The report noted the following conclusion: 

 The December 2017 Dr Foster report showed HSMR and 

HMR in the 'higher than expected' range, with SHMI 'as 
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expected'; 

 The accuracy of reported mortality information is affected by 

significant coding delays, as well as some delays issuing 

discharge summaries when patients have died;   

 The Trust’s published version 1.0 of Learning from Deaths 

Policy in December 2017 incorporated the National Guidance 

on Learning from Deaths; 

 Reports confirmed mortality reviews were taking place, 

although this was not tested further as the new process for 

carrying out mortality reviews was not yet embedded; 

 Mortality information was reported to the Clinical Audit and 

Effectiveness Committee (CAEC), Quality Committee, 

Mortality Review Group, and within Divisions. 

 

And recommendations were: 

 The Coding Backlog Proposal paper be reviewed by 

management, and action taken to reduce coding delays; 

 Coding risks be logged on the Trust's Datix system so they can 

be scored for likelihood and impact, and to ensure 

management are aware; 

 A process be put in place to monitor and improve performance 

with regards to the completion of the 'diagnosis at 48 hours' 

box on the emergency admission proforma; 

 Delays completing discharge summaries for deceased patients 

be discussed at the Division 1 Mortality and Morbidity Review 

Meeting, and actions assigned to improve performance; 

 A standard agenda format be developed and issued across the 

Trust for the Mortality and Morbidity Group meetings; 

 

Comments/questions 

22. NM commented that at the time of the audit there were 

approximately 800 possible non-coding issues however there 

appeared to be appropriate governance processes in place.  The 

Medical Director added that the trajectory for completion of the 

coding backlog was encouraging and gave thanks to the coding 

team for their efforts.  

23. The Director of Governance advised that internal audit reports 

would continue to be reported through the new Quality & Patient 

Safety Committee and the decision of when the reports needed 

to be scheduled would be agreed soon. 

 

101/18 ESNEFT Quality & Patient Safety Committee – Arrangements 

Going Forward 

24. The Committee received a report explaining the arrangements in 

place for the Quality and Patient Safety Committee following the 

merger with Colchester Hospital, noting: 
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 The change in committee membership and attendees; 

 Proposed governance and assurance framework consisting of 

the draft Terms of Reference, forward plan; and assurance 

map, noting that the latter required some updating relating to 

executive leads and potential gaps in assurance;  

 Outstanding actions from current Quality committees at both 

trusts would be combined with new action leads where 

necessary and carried forward in the new committee; 

 A Chair’s Key Issues report would continue to be produced 

each month for Board assurance purposes; 

 

Comments/questions 

25. The Chair queried why operational directors were not members 

of the new committee.  Action: DG to check. 

26. The Director of Governance commented that it was important to 

balance the right number of items at each meeting to ensure 

enough time was allocating for a deep dive item. The Chair 

requested that a list of deep dive items and relevant follow up 

sessions were included in the forward planner.  Action: DG 

27. The Chairman commented that there would be some Non-

Executive Director (NED) appointments in September and 

recommended a review of NED attendance requirements at 

committees and ensure there was an appropriate balance with 

regard to workload of committees.  He urged the committee to 

continue with a meeting in August irrespective that it would be 

during the peak holiday period.  

28. SAP commented that the CHUFT quality committee was 

predominantly nursing driven.  The Director of Governance 

responded that as this was a board assurance committee rather 

than operational therefore board members should be in 

attendance in order to be held to account.  The Chairman queried 

where board members would get adequate oversight if nursing or 

clinical staff did not attend.  The Director of Governance 

responded that a Well Led review needed to take place post 

merge to capture this. 

29. In conclusion, the Committee: 

 Approved the Quality & Patient Safety Terms of Reference; 

 Noted the Assurance map would be updated and brought 

back to the August meeting; 

 Forward plan would be reviewed in August. 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DG 
 
 
 
 
 
DG 

102/18 Quality Account 2017/18 

30. The Director of Governance presented the final draft of the 

Quality Account 2017/18 which incorporated feedback from 

stakeholders. 

31. The Committee reviewed the draft Quality Account and agreed 
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that: 

 The document presented a balanced picture of the Trust’s 

quality performance in 2017/18; 

 The information reported within the Quality Account was 

reliable and accurate; 

 The quality goals for 2018/19 had both strategic fit and 

were sufficiently described to enable monitoring by the 

Committee in 2018/19; and  

 In producing the 2017/18 Quality Account, all the regulatory 

requirements had been adhered to. 

32. The.  Committee noted that Ipswich Hospital had chosen to 

remain under the NHS Trust regulations for this year’s Quality 

Account and would change to Foundation Trust regulations 

thereafter.  

33. It was also noted that the external auditors report for the Quality 

Account was awaited and whilst there were no issues anticipated, 

the expected timeline for receipt of this report would fall after the 

next Board meeting therefore delegated responsibility would be 

required in order to submit the final Quality Account to the 

Secretary of State by 30 June 2018. 

34. The Committee approved the draft Quality Account 2017/18 for 

Board for sign off. 

 

103/18 Revalidation & Appraisal Annual Report 2017/18 

35. The Medical Director presented the 2017/18 Annual report for 

Medical Appraisal and Revalidation to the Committee noting: 

 Medical revalidation is a process requirement by which a 

doctor’s licence to practise is renewed and is based on local 

organisational systems of appraisal and clinical governance; 

 The RO is required to make a revalidation recommendation to 

the GMC about each doctor every 5 years.  These 

recommendations are based upon an annual appraisal and 

therefore the appraisal process must be robust and fit for 

purpose; 

 295 out of 307 medical appraisals were completed during 

2018/18 giving the Trust’s year end compliance rate of 96%; 

 12 appraisals missed the deadline of 31 March 2018 however 

these were completed within 5 weeks of the new appraisal 

year; 

 23 recommendations were made to the GMC, of which 19 

were positive recommendations to revalidate and 4 were for 

deferral. 

 New revalidation process was in transitional phase and full 

alignment was anticipated within 3 months post merge. 
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Comments/questions 

36. The Chair commented that it was encouraging to see an 

improvement in appraisal compliance.  She queried whether the 

1% who strongly disagreed or found the process very poor in 

feedback provided had been followed up.  The Medical Director 

responded that these had been followed up and feedback was 

mainly due to IT issues with the SARD system and advised that 

the new system should be more user-friendly.  Feedback had 

been received relating to the length of time it took to login to 

online mandatory training, which was being reviewed. 

37. The Director of Governance queried whether the Statement of 

Compliance in Appendix 3 needed to be signed by the Chief 

Executive or the Managing Director.  Action: CJ to check. 

38. The Committee approved the report for board sign off. 

 
 
 
 
 
 
 
 
 
 
 
 
 
CJ 

104/18 Patient & Carer Experience Quarter 4 Report 

39. The Committee received the Patient and Carer Experience 

Quarter 4 Report noting: 

 Complaints increased by 25% in Q4 (177 received against 

141 in Q3).  Themes of complaints were treatment, care and 

attitude.  These areas would be reviewed by nursing staff. 

 PALS queries increased by 16% (670 received against 574 in 

Q3).  Themes were poor communication, delays and aspects 

of care. 

 11,657 FFT surveys were completed (inpatients 

recommender score was 99-97%, ED scored 80%, and 

Outpatients scored in excess of 97% for January and 

February); 

 Family Carers - 97% mainly felt well supported; 

 National inpatient survey raw data received and report would 

be submitted to PCEG shortly. 

40. The Committee received the report noting that the annual report 

would be provided in July. 

 

 

105/18 Committee Annual Reports 

 

41. The Committee received the following Annual reports from sub-

committees, providing an overview of the work undertaken by 

each group and how it performed against its responsibilities as 

defined in its Terms of Reference.   

 

Patient Safety Committee 

 

 Key issues were noted as: 

o Development and use of Nervecentre; and 

o Interface between Lorenzo Regional Care and Winpath 
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pathology results system and the implications for the 

results acknowledgement service. 

 Priorities for 2018/19 were noted as: 

o Improve compliance with the Sepsis Six care bundle; 

o Improve access to psychiatric liaison services for 

hospital inpatients; 

o Continue to improve end of life care/limited treatment 

options; 

o Work with clinical partners to identify the most 

appropriate service for children and young people 

needing unplanned medical advice or care 

Comments/questions 

42. The Director of Governance queried the rationale for the EOLC 

priorities given that was a patient experience rather than safety 

issue. Action: CJ to consider this comment. 

43. The Director of Governance commented that she was not a 

member of the committee but was listed as one.  She also 

commented that no directors had attended the PSC meetings and 

queried whether further thought was required with regard to the 

membership.    

 

Medical Optimisation Committee 

 Achievement of priorities were noted as: 

o Safe Medication Practice; 

o Introduction of initiatives such as SAFEDIS, SAM, 

patient safety alerts (valproate and pregnancy 

prevention programme), Home Tomorrow TTA Today, 

and Pharmacist Buddy Programme.; 

o Product shortages; 

o Controlled Drugs incident reporting; 

o EPMA; 

o Antimicrobial Stewardship; 

o Introduction of new medicines/formulary control; 

o Interface issues; and 

o NICE Technology Appraisals. 

 Priorities for 2018/19 were noted as: 

o Implementation of EPMA across Ipswich and 

Colchester sites; 

o Revision and launch of joint Ipswich and Colchester 

Medication Policy; 

o Option Appraisal of new drug charts to be used across 

both sites; 

o Implications of implementation of falsified medicine 

directive supply of medicines; 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CJ 
 
 
CJ 
 
 
CJ 
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o Safe medication practice; 

o Antimicrobial Stewardship; and 

o Revision of medicine optimisation governance 

arrangements. 

Comments/questions 

44. The Chief Pharmacist commented that he was keen to implement 

a framework across the STP footprint as there were currently no 

shared guidelines.  The Committee agreed to provide support with 

the drafting of this guideline.   

45. The Chair asked what the plan was going forward for the e-

Prescribing programme.  The Chief Pharmacist advised that the 

Joint Steering Group had been looking at other providers and if 

any were deemed fit for purpose a business case would be drawn 

up for use across both hospital sites.  

46. The Chair asked what actions were being taken to mitigate the 

medication shortages.  The Chief Pharmacist advised that there 

continued to be some acute shortages such as Diamorphine 

therefore a review of how these drugs were being issued.  He 

added that the merge with Colchester would provide some 

resilience. 

47. It was noted that as the Trust had 2 manufacturing units a review 

of pharmacy services may be required for potential commercial 

opportunities once the merge with Colchester Hospital was 

complete.   

48. The Director of Governance asked whether the removal of a 

pharmaceutical farming licence from an organisation in this region 

had impacted on IHT.  The Chief Pharmacist advised that the 

Trust had been asked to provide the product however there may 

be a resource issue.  The Director of Governance suggested that 

consideration be given to add a risk relating to the loss of licence 

from other organisations on our risk register. 

 

Safeguarding Adults Operational Group 

 

 Achievement of priorities were noted as: 

o The development of a Self-Neglect & Hoarding hospital 

pathway that compliments the Suffolk Safeguarding 

Adults Self-neglect & Hoarding Strategy; 

o The introduction of the role of  Domestic abuse nurse 

specialist to strengthen DA safeguards and provide 

training to all staff groups; 

o Achievement of the National Prevent training target 

compliance, 85% staff trained by 31 March 18; 

o The achievement of Reasonable assurance for MCA 
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practice 16-18 year old and DoLS compliance, Internal 

Auditors reports; 

o Implementation of the LD individualised reasonable 

adjustment care pathway to safeguard high risk 

patients. 

 

 Priorities for 2018/19 were noted as: 

o To continue to improve our safeguarding practices 

across the whole organisation; 

o To oversee the delivery of the alliance SLA; 

o Continue to improve MCA compliance working with 

NHS England Midlands & East (East); 

o Delivery of safeguarding local and national targets. 

49. The Committee requested that the attendance was checked as 

some attendees appeared to be missing i.e. named doctors.  

Action: CT 

 

Safeguarding Children Operational Group  

 

 Achievement of priorities were noted as: 

o Audit of Safeguarding Children Supervision against 

Policy; 

o Contribute to the ongoing Crisis work stream to plan 

more effective and responsive services for children in 

acute distress; 

o monitor safeguarding training compliance and introduce 

online ESR package and new ESR personal training 

programme is implemented; 

o Implementation of the CPIS system 

 Priorities for 2018/19 were: 

o Continue to improve Safeguarding training and 

practices across the organisation; 

o Chaperoning process and policy review and 

improvement across the organisation; 

o Establishing single programme of work plan for 

ESFENT; 

o Work with all partners to identify the most appropriate 

service for children and young people needing 

safeguarding support; 

o Delivery of safeguarding local and national targets. 

 

50. The Committee approved the reports subject to the comments 

made above. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CT 

106/18 Highlight Reports  
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51. The following Committee Highlight Reports were received and 

noted: 

 Patient Safety Committee  

 Patient and Carer Experience Committee 

 Medicines Optimisation Committee. 

 

 
 

107/18 Winter Plan – Reflection on 2017/18 

52. The Director of Operations gave a presentation to the Committee 

reflecting on the winter plan 2017/18, noting: 

 

Achievement of key measures 

 A&E Attendance was 2.1% below plan and 0.9% lower than 

the previous year; 

 Attendances from ages 0-64 decreased, whilst ages 65-74 

increased by 4.6% and age 75+ by 6.6%; 

 Emergency admissions were lower than last year and 3.2% 

below plan; 

 A&E achieved 91.1% across 2017/18; 

 Reduction in DToC (3.5%); 

 £2m bed capacity CIP savings against the year target of 2.4m; 

 Derivative to reduce ambulance handovers to within 30mins 

implemented during winter pressure period.  Trust achieved 

best improvement. 

 

Key schemes enabling delivery of the bed model were noted:  

 

 Launch of Discharge to Assess programmes, patient 

reablement and pathways 0 - 3 

 Peer to Peer challenges 

 Survey monkey quality deep dives into stranded patients 

 Planned system Red to Green programmes to re-calibrate the 

system flow and continually trial new ways of working 

 Ambulance handover changes to assist new protocols from 

end Feb 

 GP Streaming – co-located service to ED 

 REACT admission avoidance programme 

 Self-Administration of IV antibiotics and increased OPAT 

service 

 Frailty Assessment Base – inreach to ED and extended hours 

 Additional discharge co-ordinators and weekend consultant 

cover 

 

Initiatives that worked well were noted as: 

 Clearly defined bed model from which to plan and work to, 

with CIP initiatives overlaid to give direction, measures, 
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monitoring and clarity of what could be delivered; 

 Good governance around the accountability to Accountability 

Framework and Portfolio Board; 

 System-wide support and engagement, (assisting with 

additional winter funding, integrated system working groups, 

GP Streaming, responses to escalation); 

 Ability and flexibility to work innovatively, testing new initiatives 

and learning together as divisional teams and system 

partners. 

 

53. The next steps for planning would focus on staffing particularly 

during March, improved staffing plans for escalation wards, and 

consultant capacity for patients with respiratory conditions. 

 

Comments/Questions 

 

54. The Director of Governance asked how the community services 

coped during the winter period to appropriately understand 

pressures from weather conditions and acute requirements.  The 

Head of Nursing and Professional Practice advised that 

community services utilised the community in the form of 

volunteers with 4x4 vehicles which assisted district nurses in rural 

areas.  She added that the weather did not hinder services. 

55. The Director of Governance commented that a risk had been 

entered on the risk register relating to capacity issues in the 

Respiratory department and asked what was planned to mitigate 

this for 2018/19 winter pressures.  The Director of Operations 

responded that conversations were underway between 

respiratory consultants in and out of hours with the CCU to 

ensure there is good interface between the two this winter to 

address the issues. 

56. The Chairman commented that the performance in November 

was the best in the East of England which gave acceptable 

assurance, however he commented that as the winter had 

continued well in to March and with the added pressure of staff 

taking leave, he queried whether there was an underlying issue 

with staff carrying over leave post March. The Managing Director 

commented that the use of the Accountability Framework to 

control annual leave would provide a risk judgement opportunity 

to ensure the proportion of leave was not taken that month. 

57. The Chairman commented on the effectiveness of GP Screening 

and queried whether the business model was fit for purpose or 

crisis discussions were required over busy periods of the year.  

The Managing Director advised that the planned business model 

was fit for purpose however the new model being proposed 

would address winter issues.  The Director of Operations added 
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that social services was being overseen by the Alliance, which 

was providing extraordinary interaction at present. 

58. The Chairman requested that the presentation be circulated to 

the Board.  Action: SH  

59. The Director of Governance asked whether preparations were 

being considered for summer pressures.  The Director of 

Operations confirmed that a robust plan was underway.    

60. The Committee received and noted the presentation. 

 

 
 
 
 
 
SH 

108/19 Quality Committee Risk Report 

61. The Director of Governance advised the Committee that it had not 

been possible to produce a report this month due to the Risk 

Manager post being vacant.   

62. The Committee received a verbal update on high risk areas that 

were actively being covered at this committee which included a 

review of NICE guidance by the Clinical Audit and Effectiveness 

Group and mitigating actions around Blood freezers.  Going 

forward, the issue relating to equipment availability would be 

raised at future meeting. 

 

109/18 ESNEFT Safeguarding Adults Policy v8.0 

63. The draft ESNEFT Safeguarding Adults Policy v8.0 was received 

and the Committee noted that this drafter version had been 

approved in principle by the HICC and further work was required 

to update the policy to include new safeguarding leads and 

reference to both sites throughout the document.  

64. The Chair queried whether staff would know what policy was in 

place on day 1.  The Interim Director of Nursing advised that 

some staff would be working on new sites therefore directions to 

correct policies would be provided to those staff.  The Director of 

Governance added that all other day 1 policies were being 

templated up for approval ‘in shadow’ at the weekly Policy 

Ratification meeting by the end of next week for approval by the 

new organisation. 

65. The committee approved the policy subject to the changes noted 

above. 

 

110/18 ESNEFT Safeguarding Children Policy 

66. The Committee received the ESNEFT Safeguarding Children 

Policy noting that further work was required to update the policy 

before approval could be given. 

67. The revised policy would be approved ‘in shadow’ at the Policy 

Ratification meeting next week for approval by the new 

organisation. 

 

 

111/18 Policy Register 

68. The Committee received the Quality Committee Policy Register 
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noting that the ‘Organ and Tissue Donation’ policy, which was 

RAG rated red, was due to be reviewed next week and a review 

of all policies to harmonise the review process over the next year 

was underway.   

 

112/18 SIRI Briefing 

69. The Director of Nursing advised that it had not been possible to 

provide a SIRI briefing within the committee deadline and she 

would circulate the report to members next week. 

 

 
 
 
DG 

113/18 A.O.B. 

70. The Director of Governance advised the Committee that following 

discussions with the CQC regarding inspections going forward, it 

was confirmed that IHT’s post merge rating would be greyed out 

and the Trust would be subject to a full comprehensive inspection.  

CHUFT would continue business as usual and would receive a 

risk based approach.  She added that she would bring some 

assurances to this committee over coming months and a briefing 

to the Board.  

 
 
 
 
 
 
 
 
DG 

 DATE OF NEXT MEETING 

24th July 2018, 12pm-3pm, Directors’ Seminar Room (DSR), Trust 

HQ, Ipswich 

 

 

 

Signed:  ………………………………………………… 

Date:     ……………………………………………… 


