Committee Chairs’ Report: February 2016
Joint Commissioning Committee

Dates of Meetings

Chair

Executive Lead

12th November 2015
14th January 2016

Thelma Stober

Simon Eckett

12th November 2015
The following key points were raised in relation to the items on the agenda











Declaration of interests: The chair considered the items on the agenda on which declarations were received form CM applying the HVCCG declaration of interest
policy and determined that as the discussions were strategic requiring clinical impute and not decisions, it was appropriate for CM to remain and take part on the
item. Members were reminded of the importance of and their personal responsibilities to review reports identify and notify any conflict of interests prior to the
meetings.
Primary Care Strategy. It was pointed out that this was work in progress and was not intended to replace YCYF but represented the “Care Closer to Home”
element. Following discussions It was agreed that the report took on board a number of key pointed raised and be resubmitted to the 14 January Committee for
further review.
Safeguarding Adults and prevent training for GP’s: The importance of training for GP’s was acknowledged and fully supported by the Committee. 35 HVGP’s will
be provided with mental capacity Act Master Class training in January2016, evaluated by the Head of Adult Safeguarding. Support was also given for GP’s to
complete the adult safeguarding level 1 online training every three years.
Primary Care Premises and estates Sub-Group ToR- This Group has been set out under the auspices of the Joint committee to undertake detail work required in
relation to the technical and diverse range of premises and estates issues.
Prime Minister’s Challenge Fund: The committee considered an independent evaluation report reviewing the progress against core programme objectives across
20 pilots selected to participate in the Fund covering 1,100 GP practices and 7.5 million patients. Overall the programme was considered successful in increasing
the number of appointment slots in General practice and in patient experience. A further report was scheduled to be published at the end of 2015.
Resignation of a Single Handed GMS Contract: There was an extensive debate on this item which included the options opened the CCG, protecting the interests of
patients, the lease of the building, staff issues and associated risks and a patient communication plan ( which was critical to successful transition). A course of
action was agreed so as to ensure continuity for a short period to facilitate patient consultation. This required cooperation through dialogue of the GP and
extension of his notice period failing which a single tender procurement exercise would be undertaken.
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14th January 2016
Declaration of interests: The chair considered the items on the agenda on which declarations were received form CM applying the HVCCG declaration of interest
policy and determined that as the discussions were strategic requiring clinical impute and not decisions, it was appropriate for CM to remain and take part on the
item. Members were reminded of the importance of and their personal responsibilities to review reports identify and notify any conflict of interests prior to the
meetings. CM was thanked for her due diligence in dealing with conflict of interest.
Resignation of a Single Handed GMS Contract: An update was provided following the decisions of the 12.11.2015 committee meeting. Following unsuccessful
proposal for an extension of the GP’s contract for three months, it transpired that the option to proceed on the basis of a single tender action could not be pursued.
This was because NHSE Heads of Primary Care had received were advised of a potential judicial review on a decision to terminate a single-handed PMS contact. As a
result of the risk of similar action NHSE concluded that closing the practice as proposed could not be supported. Discussion took place about lessons to be learnt
from this including, the need for full and relevant information to be provided to the Committee to enable them to take all relevant factors into account including
associated risks so as to make an informed decision .Looking forward the committee requested a mapping of potential GP shortfalls should to be brought to next
meeting on 17 March 2016 using information from LMC survey, premises and discussions on vulnerable practices.
Integrated Urgent Care Procurement (111 / OOH) A procurement exercise has commenced for this service .The key principles of the proposed new service across
Herts are: single entry point; multi clinical assessment service; interoperability and online platform. Concerns were expressed that a decision on this serve at this
stage might be premature. It was acknowledged that the JCC needs to take an active role in the future development of this programme
Prime Ministers Challenge Fund - Interim Evaluation July 14 – November 15. Following detailed discussion the principle of extended hours was agreed. However it
was acknowledged and agreed that a CCG wide solution to be implemented at Locality level was needed including the need to take all of the funding streams
including the DES, Prime Ministers Challenge Fund, WCA and others to an extended hours programme to be delivered at Locality level , ensuring that practices work
together to deliver services “at scale”. In the meantime WCA was extended for three months to enable collective working to develop a CCG wide model which will
then be shared with Localities.
PMS Reviews – Update: subject to discussion with localities and NHS England Primary Care Panel ratification, PMS monies will be added to the increasing capacity
“pot” from year 2016/17.
GP Annual Health Check for People with a Learning Disability: following a presentation and discussion on the uptake of health checks (which has fallen from 62%
of those on the register in 13/14 to 48% in 14/15), in order to try and ensure that all people on LD QOF registers in HVCCG are offered a health check, and that
uptake is significantly higher than it has been, while still retaining and improving quality, the Committee agreed that Joint Commissioning arrangements should be
utilised to improve uptake . As such it agreed that the Primary Care Working Group to develop proposal on how we might increase uptake within the scheme in
place currently.
Lay Membership of the Committee and Vice Chair: Alison Gardner was appointed as Vice- Chair and received a warm welcome unto the Committee again.
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Audit Committee

Date of Meeting

Chair

Executive Lead

21st January 2016

Paul Smith

Alan Warren

The following key points were discussed at the Audit Committee meeting on January 21st:














The Committee reviewed the gifts & hospitality register and was assured that good progress had been made in ensuring transparency around it.
Good progress was noted around the register of interests. It was noted that there needed to be an effective communication around this exercise to ensure full
completion out in the localities.
The Committee noted the decision register which collates all committee and Board decisions, and interests declared as managed therein.
The Committee received an update on the financial control self-assessment that had been carried out in July 2015. Good progress was noted in all areas, and was
assured that there were no significant areas of weakness. It was noted that this work would contribute towards the external auditors value for money opinion and
so it was encouraging that management were taking this forward so proactively.
The CCG had been asked to provide an interim governance statement return to provide early warning of any governance issues. The Committee concurred with the
Director of Finance that there were none requiring reporting at this stage.
The External Auditor expanded on their approach toward developing their Value for Money opinion. Essentially the criteria is that “in all significant respects, the
audited body had proper arrangements to ensure it took properly informed decisions and deployed resources to achieve planned and sustainable outcomes for
taxpayers and local people”. Key to this is sufficiently improved QIPP performance, meeting financial targets and properly evidencing decisions.
The Committee noted that the procurement process for re-award of the Internal Audit tender included a panel on February 19th.
The Internal Auditor updated the Committee on progress in the plan. Two audits had been finalised; Acute Contracting & Performance Management, and Key
Financial Controls – both were rated amber green with only minor issues raised. The Committee also noted continued good discipline around implementation of
management actions in response to audit findings.
The risk session kicked off with a discussion of the assurance framework, and the committee was broadly content that the process was starting to feel embedded.
The Committee was joined by a number of board GPs to deep dive the risk around Information Governance and Cyber Security. The process described seemed
robust, but more assurance was requested on how the CCG assured itself that 3rd party providers complied with the process, and how frequently actions like
penetration testing actually took place (the committee paper referred to “periodically”). In discussion it was noted that there appeared to be no clear clarification
of levels document confidentiality which was needed across the CCG and localities.
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Patient and Public Involvement Committee

Dates of Meetings

Chair

Executive Lead

9th December 2015
Alison Gardner
Juliet Rodgers
th
20 January 2016
The following key points were discussed at the PPI Committee during December and January
 James Mason updated the committee about the procurement of the new integrated urgent care (NHS11 and OOH) and confirmed patient and Healthwatch
representation.
 Highlights of the Patient Participation Update Report included on line surveys for dermatology, ophthalmology, diabetes and musculoskeletal and ear, nose and
throat (ENT) services. There was discussion about how we feedback to participants after these surveys – and more widely and it was agreed that a regular “you
said, we did” type summary would be circulated in order to show patients who get involved the impact of their involvement.
 The Communications and Engagement plan for the next stage of YCYF was presented and will focus largely on involving local people in developing local models of
care and local care networks.
 Liz Biggs provided an update on the CAMHS Local Transformation Plan. This was very positively received and provoked a great deal of interest and questions. Liz
was invited to give a longer briefing at the January Patient Development meeting. This took place on the 25th Jan – again lively and positive engagement with
patients, with useful suggestions for engaging further with Children and Young People in all HVCCG programmes of work emerging from discussions.
 Dr Richard Pile has agreed to join the PPI Committee and was made welcome to his first meeting on the 20th Jan. Patient Representatives felt it was most welcome
to have a Board GP on the Committee.
 Dacorum Patient Group has recommended a new Patient Representative to the Committee and he should attend his first meeting on 2nd March. We will then be
almost up to strength, with one more representative to be found for Watford and Three Rivers Locality. (Work is underway to broaden patient involvement in that
group).
 Following a Patient Representative request we were given an update on the Patient Story to the Board process, how the stories are gathered, and what happens
afterwards in terms of learning, trends analysis and feedback to the patient concerned.
 The Committee was given an update on the Integrated Diabetes Model and in particular the patient engagement that has taken place and patient representation at
the clinical forum. We have young leader representation and involvement also.
 The Healthwatch Strategy 2016 -20 was presented to the Committee with highlights, priorities and areas of common ground discussed.
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Quality and Performance Committee

Dates of Meetings

Chair

Executive Lead

November 26th 2015
January 28th 2016

Stuart Bloom

Alan Warren / Charles Allan

Significant matters discussed at the meeting of November 26th – brief notes only as superseded by updates at January meeting.
1. Finance & Mitigation Plan.
 Committee discussed reliability of QIPP forecast (84%) and was assured supported by frozen data
 Committee asked for full breakdown of consultancy costs this year, but was assured that these are now much reduced and running costs are forecast to be
within the statutory limit.
 Committee asked for further information to be provided about geographical concentration of demand
Matters discussed at the meeting of January 28th
1

2

3
4

Finance.
 Discussed letter from NHSE re non-enforcement of penalties. Agreed that in the event of a dispute should abide by contract terms and any arbitration would
fail on this basis.
 Overspend in acute still a point of concern in delivering end of year outturn.
 Consultancy spend in 2015/16 was discussed. Overspend on YCYF on initial authorisation needs to be notified to Board.
 Role of Financial Effectiveness Group has proved really beneficial in the delivery of mitigation plan. Need to agree its future role.
Quality
 7 never events at the Royal Free – 6 not applicable to HVCCG
 Concerns about the ambulance trust – asked for deep dive at February
 WHHT delivering on actions on recovery plan but not showing up in results – Clinical Audit 11th Feb
Risk Management
 Good progress on clarity of reporting of movements on both CRR and BAF
Equality & Diversity Annual Return approved for publication
 Significant work gone into setting up processes, now important to embed in the organisation as business as usual
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FINAL MINUTES REDACTED FOR
REASONS OF COMMERCIAL
CONFIDENTIALITY.

Meeting
Date
Time
Venue

:
:
:
:

Item 17.1

Joint Commissioning Committee Meeting
November 12th 2015
9.30 – 12.30
Holiday Inn, Breakspear Way, Hemel Hempstead

Present:
Thelma Stober (TS)
Nicola Bell (NB)
David Buckle
Dominic Cox (DC)
Diane Curbishley (DCU)
Simon Eckett (SE)
Mike Edwards (ME)
Trevor Fernandes (TF)
Clair Moring (CM)
Paul Smith (PS)

Board Lay Member (Chair of the meeting)
Accountable Officer
Medical Director
Locality Director, NHS England, Central Midlands
Acting Director of Nursing
Director of Strategy, Planning and Delivery
Board GP Member (Hertsmere)
Board GP Member (Dacorum)
Board GP Member (Watford and Three Rivers)
Board Lay Member (Governance Lead)

Alan Warren (AW)

Chief Finance Officer

In attendance:
Andrew Tarry (AT
Kevin Barrett (KB)
Nicolas Small (NS)
Lynn Dalton (LD)

Primary Care Contracts Manager, NHS England, Central Midlands
Locality Chair (Watford and Three Rivers)
GP and CCG Chair
GP Contract Manager, NHS England, Central Midlands

Sue Fogden (SF)
Caroline Humphreys (CH)
Rachel Lea (RL)
Kumar Moorthy (KM)
Avni Shah (AS)
Trudi Mount (TM) (Item
JC/49/15)
Tracey Cooper (TC) (Item
JC/50/15)
Rod While (RW)

Head of GP Premises (South), NHS England,Central Midlands
Assistant Director Localities and Primary Care Development
Liaison Manager (Hertfordshire) Bedfordshire and Hertfordshire Local
Medical Committee
Health Watch Hertfordshire
Acting Director of Strategy and Transformation
Head of IM&T and Estates
Head of Adult Safeguarding
Head of Corporate Governance

JC/44/15
44.1

Welcome and Apologies for Absence
Apologies were received from R Pile and P Graves. It was noted that RL was attending on
behalf of P Graves.

JC/45/15
45.1

Declarations of Interest
CM had submitted the following interests in agenda items prior to the meeting:
-LTC specification - my practice as with all GP’s are providers of this. (Item 47.1)
-WCA - the only part of this review that affects me as a non WCA practice in the physician in
the RR team which is a service to all GP’s in WCL. (Item 47.4)
-Primary care strategy may affect GP’s as providers of services and I am also a shareholder in
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a provider organisations. (Item JC/48/15).
TPS thanked CM for taking the time to send this through so that we can consider
management of potential conflicts prior to the meeting taking place. Having carefully
reviewed the Conflicts of Interest Policy against the declarations, she considered the agenda
items relating to those interests declared by CM were strategic rather than commissioning
decision making and GPs would not need to leave the room during those discussions.
JC/46/15
46.1

46.2
46.3
JC/47/15

47.1

47.2
47.3
47.4

Minutes of Previous Meeting
The minutes were approved as a true and accurate record.
PS raised the issue of his continued vice-chairmanship of the Committee. He stated that he
was unable to continue to perform the function as Vice Chair as he was Chair of the Audit
Committee. It was agreed that RW would review who should be Vice Chair of the Committee.
The minutes of the meeting on September 17th were approved as a true and accurate
record.
ACTION: RW to consider who should be the Vice Chair of the Committee.
Matters arising and action log
Items 7 and 10 should be actioned by AS not NB.
PS stated that we needed to be clear on whether deputies were allowable in the absence of
formal Committee members. Following discussion it was agreed that deputies should not be
allowed, other than for DC as representative of NHS England.
Primary Care Plus Specification for Long Term Conditions
AS introduced the update with the following key points:
 The paper tabulates details on similar services commissioned by other CCGs and
shows the range of different approaches.
 The HVCCG services most similar to Camden but the budget was lower.
The following points were made in discussion:
 It is difficult to compare costs in different populations TF suggested that we should
use this method of comparison for future schemes.
 The LMC is aware of a template used by another LMC which makes an estimate of the
cost of delivering a particular service in primary care.
The Committee noted the update.
ACTION: RL to share costing template with AS
Prime Minister’s Challenge Fund – Evaluation Criteria
AS presented the evaluation criteria being utilised to evaluated the effectiveness of the
programme.
The following points were made in discussion:
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PS stated that the critical element was the impact on secondary care
CM stated that it would be useful to assess how referral rates had changed give that
more patients were being seen.
AS clarified that the measures described in the paper were in addition to the national
criteria.
PS stated that a National Audit Office report had said that the quality of out of hours
services had a positive impact on hospital admissions.
CH stated that the CCG has a developed a spreadsheet h to monitor the number of
additional appointments associated with the increasing capacity funding which
differentiates the different funding streams e.g. DES and the WCA project. Training

47.5
47.6

sessions with practice managers have been arranged to help completion of the
spreadsheet.
 The evaluation report which is due to be reviewed at the January meeting of this
committee on the impact compared with what had been planned, and to identify the
Pros, Cons and key risks
The Committee noted the update.
Delegated Primary Care Commissioning
CH gave a verbal update on the CCG decision relating to the proposal to move to Delegated
Primary Care Commissioning arrangements and stated that the Board had approved the Joint
Commissioning Committee's recommendation that the CCG would not apply for delegated
primary commissioning before April 2017. However the direction of travel is clear from NHS
England and was set out in a recent letter from Ian Dodge who had written to CCGs
encouraging a move to delegated arrangements.


47.8
47.9

47.10
47.11

PS stated that NHS England could help us by communicating the impact of delegated
commissioning in CCGs that have already gone down that route.
The Committee noted the update.
PMS Review
AT gave a short verbal update on the PMS review. The vast majority of practices have opted
to transfer to a GMS contract. In HVCCG, 7 of the 8 had decided to do this and the final
practice is also reconsidering whether to move to this option.
The Committee noted the update.
Procurement of NHS 111 / Out of Hours
AS presented a verbal update on 111/OOHs. The CCG is working with ENH CCG on a model
which will come back to this Committee in January for discussion, prior to finalising the model
before then going to procurement. The current contract has been extended to April 2017.


47.12
47.13

JC/48/15
48.1

48.2
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PS stated that there were a number of red areas of performance and questioned
whether extending the contract was a disincentive to improving performance. NB
stated that the incentive was there to improve as the provider would be anxious to
win the new contract.
The Committee noted the update.
ACTION: Charles Allan to bring a report NHS 111 / Out of Hours Model and procurement
timeline to the January Committee meeting.
Primary Care Strategy
AS introduced the strategy with the following key points:
 This is not a finished document. It is not designed to replace Your Care, Your Future
but represents the “Care Closer to Home” element.
 There is variation across practices in terms of outcomes, IT infrastructure and
premises.
 The feedback from the Primary Care Working Group was at the strategy needs to be
bolder and describe how to deliver.
 Public Health is contributing the prevention aspect of the strategy and this could be
delivered by providers other than GPs.
 The strategy should be seen as not just Primary Care but Primary Care and
Community Services.
 We are currently gaining the inputs of the LDC, LOC and LPC.
 We need to build the self-care aspect i.e. our expectation of patients as well as our
commitment to patients We also need to increase the focus on children and young
people
The key messages from the resulting discussion were:
 This is a clear opportunity to give a clear message about what we want from primary

care.
NS felt that the strategy does not fully describe the breadth of primary care and
needed to consider the opportunities offered by pharmacists and opticians, and the
importance of training and education.
 NB stated that as this should be a delivery plan for YCYF and it is not currently. It
needs to be rewritten quickly to reflect the fact that it is a delivery plan.
 TF felt we should be careful how we use figures as the staff numbers per practice
seemed to indicate there wasn't a problem.
 DC felt that clinical outcomes should feature in the plan - what are the differences in
2 years’ time.
 DCu suggested we need to add Personal Health Budgets as an enabler.
 ME suggested a greater focus on areas of deprivation with poorer outcomes.
 PS stated that we should ensure the executive summary is able to function as a
standalone item.
 SE said that we need to make strong links to the role of primary care in the health and
social care hubs.
 NB asked that the plan include addressing variations in funding.
 A discussion took place on the role of dentistry and the point was made that there is
clarity required around the provision of urgent dental care and this should be
addressed in the plan.
The Committee noted that the Strategy would be coming back to the January meeting for
further review
ACTION: AS to bring back a redrafted plan to January meeting


48.3
48.4
JC/49/15
49.1

49.2
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Safeguarding Adults and Prevent Training for GPs
TC introduced the paper with the following points:
 The paper discusses what we have done so far, plans for the future and a number of
recommendations:
 The group is required to respond to the recommendations:
1. The CCG supports the decision that Prevent training should be provided to Herts
Valleys GPs
2. The Head of Adult Safeguarding commissions a credited trainer to deliver Prevent
training using the non-recurring funding from NHS England
3. In partnership with the LMC the Head of Adult Safeguarding develops a Prevent
training programme suitable for GPs
4. The Head of Adult Safeguarding evaluates the Mental Capacity Act (MCA) Master
class which will be provided to 35 Herts Valleys GPs in January 2016
5. In partnership with the LMC the Head of Adult Safeguarding will develop an ongoing
programme of MCA master classes for Herts Valleys GPs.
6. The CCG supports the requirement for GPs to complete adult safeguarding level 1
online training every 3 years
7. The CCG supports the requirement for GPs to complete MCA online training prior to
attending the master class
The following points were made in discussion:
 NS felt that the statement about challenges around gaining access to locality
meetings could be misinterpreted. Training needs to be linked to our training and
education plans and linked to TERL. It was proposed that training sessions were held
outside of the Locality Committee meetings.
 RL stated that she did not feel that agreeing the training requirements was within the
remit of this group NS felt that the CCG should be providing leadership on standards.
 NB stated that we would expectant any provider to implement this training and that
we need to show leadership with our practices.
 NS asked for clarity on whether additional funding was being requested - it was not.



49.3
JC/50/15
50.1

50.2

50.3
50.4
JC/51/15
51.1

51.2
51.3
JC/52/15
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DB presented the view that the number of hours of training that GPs were expected
to undergo across perhaps 100 subjects. This was not feasible for those working part
time.
 ME stated that we need to be clear on what the national bodies are recommending in
terms of intervals
 It was agreed that the wording of the recommendations should be changed to
support the “aspiration” rather than the “requirement”
The committee approved the recommendation with the amendment as stated above
Primary Care Premises and Estates Sub-Group Terms of Reference
SF introduced the ToRs by stating that the Joint Co-Commissioning Committee had
acknowledged the need for a Primary Care Premises and Estate Sub Group that would
undertake the required work around the technical and diverse range of Premises and Estate
issues. The need has been assessed and the Terms of Reference and flow chart have been
agreed by HVCCG (Simon Eckett) and NHSE (Sue Fogden).
The following points were made in discussion:
 PS stated that the Senior CCG Representative needs to be specific (Job Title). He also
suggested that the Group be given decision making responsibilities enabling the Joint
Committee to delegate some responsibilities.
 NB stated that the ToRs need to be more specific some of the responsibilities, for
example “to advise” – to advise who? “Appropriate matters” – what should be
considered appropriate? The flow chart did not seem to fit with the rest of the
document.
 DCu stated that if the Group is looking at suitability of estates then the membership
did not reflect this. SF stated that expertise would be pulled in as and when
appropriate.
 KM asked whether we could include taking a view on compliance around equality of
access standards.
 NB requested that a final version of the ToRs be brought back in January.
The Committee noted that the ToRs would come back in final form in January
ACTION: SF to update Terms of Reference
First independent evaluation of the Prime Minister’s GP access fund
AS introduced the report:
 An independent evaluation report reviewing the progress to date (wave 1) against
core programme objectives across 20 pilot sites which were selected to participate in
the Challenge Fund covering 1,100 GP practices and 7.5 million patients.
 A further evaluation report will be published at the end of 2015.
 The report is useful in understanding whether there is any learning the HVCCG.
 The programme was considered successful in increasing the number of appointment
slots in General Practice and in patient experience
 RCGP had stated that the programme needs to be adapted locally
 Sunday opening had not been well received generally, though in North West London
there was big demand for this but no impact on numbers attending A&E.
 There was still limited evidence around the use of telemedicine / telehealth
 TF observed that one of the key achievements quoted was 520,000 additional
appointments in core hours. It was clarified that this was not an aim locally.
The Committee Noted the Report

Minutes Redacted for reasons of “commercial in confidence”

JC/53/15
53.1

53.2
JC/54/15
54.1
JC/55/15
55.1

Committee Terms of Reference
It was agreed that the Director of Strategy, Planning and Delivery would be added to the
Committee membership.
It was also agreed that we would continue to disallow deputies to attend the meeting,
other than for Dominic Cox.
ACTION: RW to update Terms of Reference as above
Additional Risks identified during the meeting
It was agreed that there are significant risks associated with the resignation of Dr HJ and in
the desired course of action agreed in this meeting.
Items for cascade to Localities
It was agreed that the following items would be cascaded to Localities:
 Safeguarding Training
 The implementation of a Primary Care Premises and Estates Sub-Group
 The development of a Primary Care Strategy

JC/56/15
56.1

Any Other Business
RW requested feedback on the new Cover Sheet that was being used for the Committee as
this would be rolled out to Board and other Committees. Positive feedback was received.

JC/57/15
57.1

Next Meeting
9.30 Thursday 14th January – Venue to be advised

6|P a g e

Meeting

:

NHS Hertfordshire Valleys CCG Patient and Public Involvement Committee Meeting

Date

:

28 October 2015

Time

:

10.00-13.05

Venue

:

Apsley Meeting Room, Hemel One

Present:
Alison Gardner (AG)

Lay Board Member, Meeting Chair

Colin Barry (CB)

Patient Representative (Watford and Three Rivers)

Helen Clothier (HC)
Margaret Morgan (MM)

Patient Representative (St Albans and Harpenden)
Patient Representative (Dacorum) (from PPI/153/15 to end PPI/164/15)

Gavin Ross (GR)
Caroline Sutherland (CS)

Patient Representative (St Albans and Harpenden)
Patient Representative (Hertsmere)

John Wigley (JW)

Patient Representative (St Albans and Harpenden)

In attendance:
Laura Abel (LA)
Heather Aylward (HA)
Sarah Camplin (SC)
Simon Eckett (SE)
Brian Gunson (BG)
Joan Plant (JP)
Juliet Rodgers (JR)
Gemma Thomas (GT)
Rod While (RW)
Tad Woroniecki
Tobias Barker (TB)

Corporate Governance Assistant (Secretary to the Committee)
Public Engagement Manager (from PPI/153/15 to end PPI/158/15)
Planned and Primary Care Senior Commissioning Manager (for item
PPI/163/15)
Director of Strategy, Planning and Delivery
Health Watch Hertfordshire Representative
Head of Quality Improvement (from PPI/153/15 to end PPI/159/15)
Associate Director of Communications and Engagement (from PPI/153/15
to end PP/163/15 and from PPI/166/15 to end of PPI/171/15)
Head of Planned Care (for item PPI/162/15)
Head of Corporate Governance (from PPI/153/15 to end PPI/163/15)
Deputy Chief Finance Officer (for item PPI/163/15)
Graduate Management Trainee (observer)

PPI/153/15 Chairman’s Introduction and Apologies for Absence
153.1
The Chair welcomed everyone to the meeting and introduced Simon Eckett, the new Director
of Strategy, Planning and Delivery, and Tobias Barker, Graduate Management Trainee, who
was on secondment from Hertfordshire County Council.
153.2

Apologies were received from Diane Curbishley (DC), Marie-Anne Essam (MAE),
Robert Hillyard (RH) and Alan Warren (AW).

153.3

Patient Representative to the Board
 AG was pleased to announce that CS had been re-appointed as Patient Representative to
the Board for a further two years.
 CS noted her thanks to the other Patient Representatives for their support.
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153.4

Changes to Committee Membership
 AG explained that Graham Cartmell had resigned as a Patient Representative in Dacorum
and that as Victor Boulter was not registered with a practice in Watford and Three Rivers,
he was unable to represent that locality. AG noted her thanks to both for their
contributions.
 AG explained that she expected that a new patient representative for Dacorum would be
appointed in the new year.
 Focussed work underway in Watford and Three Rivers to increase the number of patient
representatives.

PPI/154/15 Declarations of Interests
154.1
There were no new interests declared in relation to open items on the agenda.
PPI/155/15 Minutes of Previous Meeting
155.1
The minutes were agreed as an accurate record
PPI/156/15 Matters Arising and Action Log
156.1
It was agreed that completed (green) actions would be closed and open (red/amber) actions
were discussed in turn.
156.2
 PPI/110.4/15 – Terms of Reference Template. BG had provided this – agreed to close the
action.
 PPI/129.1/15 and PPI/137.6/15 – Procurement of NHS 111 and Out of Hours Services
National Guidelines still not published; no update available. Agreed to leave open.
 PPI/130.1/15 – Sexual Health Services – update to be provided following discussion at the
Commissioning Executive on 12 November 2015. Agreed to leave open.
 PPI/137.3/15 – CQC Reports – discussed at item PPI/159/15 below. Agreed to close.
 PPI/140.3/15 – SE to provided update at item PPI/167/15 below. Agreed to close.
 PPI/140.4/15 – AG reminded all Patient Representatives of the request to advise HA
about which HVCCG groups/meetings they attended so that a full ‘map’ of patient
involvement in HVCCG business could be captured. Agreed to leave open.
 PPI/144.3/15 – Personal Health Budgets – Jo Reeder to attend meeting on 9 December
2015 to provide an update. Agreed to close.
156.3
The Committee noted the action updates.
156.4
ACTION: Patient Representatives to advise HA about which HVCCG groups/meetings they
attend.
PPI/157/15 Public Engagement and Patient Participation Performance Update
157.1
HA presented the paper and highlighted the following points:
 Your Care, Your Future (YCYF) moving from Strategic Outline Case (SOC) to design of new
services http://www.yourcareyourfuture.org.uk/case-for-change/
 Input from local people and stakeholders remains key to the success of YCYF; next phase
of engagement will involve communities contributing to the design work of the local care
networks (hubs).
 Second meeting of West Herts Practice Patient Group Network was held on 29 September
2015 and went well. The number of PPGs in Watford and Three Rivers Locality was
discussed and will be addressed in a number of ways to encourage wider participation.
157.2
The update and action tracker were noted.
PPI/158/15 Safeguarding Vulnerable Adults
158.1
HA presented the update on the Public Engagement Sub-Group highlighting that:
 Membership includes both Hertfordshire CCGs, Herts County Council, Healthwatch
Hertfordshire, Police, Herts Care Providers, PoHwer, Acute Trusts.
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158.2

The group was working to raise awareness of adult safeguarding in Hertfordshire and the
role of the safeguarding adults Board.
 A survey was underway to establish level of understanding within Hertfordshire of what is
meant by ‘Safeguarding Adults’ to ensure that the public can recognise adults at risk of
abuse and what to do if they have concerns.
 Once the survey results have been analysed the requirements for community
engagement will be agreed.
The update was noted

PPI/159/15 Update on CQC Visits
159.1
JP presented the report which detailed the outcomes following inspections by the Care
Quality Commission visits to HCT, HPFT, WHHT and Bucks NHS Trust, highlighting as follows:
 CCG Accountable Office and Acting Director of Nursing and Quality were members of the
Oversight Committee at WHHT.
 Deputy Director of Nursing present on site at WHHT two days a week to address
governance and Serious Incident system weaknesses.
 Monitoring of actions by the Nursing and Quality Team via Quality Review meetings and
twice monthly ward visits to validate compliance.
 CCG doing deep dive on Safeguarding.
 GP Member Practices status update. All practices should be visited each year, but CQC
currently behind schedule.
159.2

The key points from the resulting discussion were as follows:
 AG noted the recent Board to Board meeting with Herts Community Trust and assured
the Committee that HCT were anxious to secure a quick follow up visit by the CQC to
improve their position from ‘requires improvement’ to ‘good’.
 Staff morale and the effects on recruitment and retention at WHHT were discussed.
 JW congratulated HVCCG on their prompt and active involvement in the support and
turn-around actions at WHHT, but suggested that HVCCG could do more to promote their
involvement to provide greater public confidence. AG suggested that the Patient
Representatives could play a part in the communication of the message.
 The group proposed that there was good potential in developing an interface with
provider patient groups to support the Trust and it was agreed that JR would facilitate
this.
 The turn-around achieved at Barnet and Chase Farm Hospital was noted in order to learn
and be encouraged by their improvement.

159.3
159.4

The update was noted
ACTION: J Rodgers to facilitate a joint meeting of the CCG and WHHT Patient Representative
Groups.

PPI/160/15 Locality Reports on Patient and Public Involvement
160.1
Dacorum Report
MM provided a verbal update from Dacorum and highlighted the following:
 Concerns about consultancy costs for Your Care, Your Future
 Disconnect with Your Care, Your Future
 On-going concerns about future of Hemel Hospital
160.2
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Hertsmere Report
CS presented the Hertsmere PPI Group update.
 Initiatives to recruit to PPI groups
 Reminder that Locality PPI groups should be registered with Locality Practices



160.3

160.4

160.5
160.6

WHHT CQC inspection and outcome – some of the urgent concerns raised by the CQC
have already been addressed and patients should not be concerned
 Increasing capacity in Primary Care – Hertsmere practices intended to use the funding to
provide additional GP and Nurse appointments
St Albans and Harpenden Report
JW presented the September Newsletter, highlighting the following:
 Confidential medical data – concerns about the NHS’s decision to provide pharmacies
with patients’ medical data. Draft code of practice for Hertfordshire pharmacists on data
security to be provided for consideration by the Patient Group. It was agreed that
Healthwatch and HVCCG Communications Team to review the leaflet which STAH were
proposing to circulate.
 Clinical Pharmacists – NHS pilot to integrate pharmacists into GP surgeries to help
patients manage minor illnesses and long term conditions, relieving pressure on GPs.
 Open invitation to the AGM on Wednesday 25 November 2015
Watford and Three Rivers Report
CB presented the Watford and Three Rivers Report and highlighted the following:
 Following on from the successful Big Family Sports’ Day on 19 September 2015, there
would be a Community at the Colosseum event on Saturday 31 October
 Concerns about reductions in County Council bus subsidies
 Questions about Your Care, Your Future implementation
 11/12 Watford practices would be taking part in the Latent TB screening programme
The Committee noted the reports from the Locality Patient Groups
ACTION: J Wigley to send leaflet re Confidential Medical Data to B Gunson and J Rodgers for
review and comment.

PPI/161/15 Update on Patient Representative Involvement in HVCCG Business Meetings
161.1
 AG reminded Patient Representatives to advise HA of any HVCCG meetings attended.
161.2
 CS provided an update from the Quality and Performance Committee, highlighting that
topics included:
o Summary of West Herts Hospital Trust CQC Report, which would be a regular
update
o Quality Alert System Update
 CS also highlighted that the Your Care, Your Future Comms and Engagement meeting had
looked at formats and easy read versions for patients and public of the draft document to
be published in early November and the main document to be presented to the HVCCG
Board.
 It was agreed that JR would submit the YCYF engagement plan to the meeting on
9 December 2015.
161.3
 HC provided an update from the Integrated Care System meeting. It was agreed that
Carole Gillespie should be invited to the next meeting of the Committee to provide an
update.
161.4
 Meeting of Patient Representatives to discuss delegated commissioning – it had been
agreed by the Board that HVCCG was not in a position to take on delegated
commissioning from April 2016. Plans were in progress to do so from April 2017.
161.5
The Committee noted the updates from Patient Representatives on HVCCG meetings
161.6
ACTION: J Rodgers to submit the Your Care, Your Future engagement plan to the
9 December meeting.
161.7
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ACTION: L Abel to invite Carole Gillespie to attend the 9 December meeting to provide an
update on the Living Well programme.

PPI/162/15 Update on the Integrated Diabetes Pathway Presentation
162.1
GT provided an update on the integrated diabetes pathway as follows:
 The CCG is working to develop a new integrated model based on best practice and local
feedback
 The proposed model is the full integration of acute and community services, with
stronger support for GPs
 Aims include:
o improved diabetes services to patients, making them more person centred and
closer to home
o self-management and prevention
o Outcomes based approach
 Engagement has begun with service providers, Patient representative and Diabetes UK
 Representatives have been included in development and a Diabetes Patient Group will
feed into the specification.
162.2
 Questions about geographic spread of amputations caused by diabetes across the CCG
area to be investigated
 Need to ensure that patients understand the serious nature of diabetes
 It was agreed that a future meeting would consider how Patient Representatives can
support behavioural change of patients living with diabetes.
162.3
The update was noted
162.4
ACTION: G Thomas to provide information on the breakdown of amputees by area.
162.5

ACTION: L Abel and G Thomas to agree date for further discussion to take place.

PPI/163/15 Transforming Community Services
163.1
SC presented the paper and made the following key points:
 Rapid Response had started in STAH on Monday 26 October 2015
 Update on the review of community bed based units which included a review of the
numbers and types of community beds available, geographical allocation and current
issues.
 This had been raised by HCT
 Rationale for the temporary closure of Gossoms End Community inpatient unit in
Berkhamsted (which had been a joint decision between HCT and HVCCG). The key issues
were:
a. safer staffing levels are unable to be maintained
b. long length of stays
c. relatively high % of delayed transfers of care
d. high vacancy rate and
e. high use of Bank and Agency Staff.
 Quantum type IMC (Intermediate Care) model proposed based on the findings from East
and North Herts CCG
163.2

The key points from the resulting discussion were as follows:
 Patient Representatives questioned the future of the site at Gossoms End and asked if it
would reopen. SE agreed to speak to HCT who ‘own’ the property.
 They challenged the distance of travel for some patients and the fragmentation of
services

163.3
163.4

The update was noted
ACTION: S Eckett to discuss the future of the Gossoms End premises with HCT.
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PPI/164/15 Finance Update
164.1
TW provided an update on the current financial situation which covered:
 An explanation of the requirements of NHS England to increase acute activity at the start
of the year, which had resulted in unidentified QIPP savings of £3.2million
 Breakdown of the budget
 Need to ensure delivery of the plan so HVCCG achieves break-even for 2015/16 outturn
 A tight focus is required in the last five months of the year
 Patients need to be aware of and communicate the financial pressures and be conscious
of their part to play
 It was agreed that a Finance update would be provided to the Committee on a quarterly
basis
164.2

The Committee noted the update.

PPI/165/15 Quality Alert System Update
165.1
As previous agenda items had overrun, this item was deferred to the meeting on 9 December
2015. AG requested that her apologies were relayed to Aryldi Moss-Burke for the change.
165.2
Item deferred
165.3
ACTION: L Abel to re-schedule the item for 9 December 2015 Committee meeting.
PPI/166/15 Update on Musculoskeletal / Spinal Pathway and Pain Management Presentation (MSK)
166.1
KB provided an update on the Musculoskeletal / Spinal Pathway (including pain services)
which covered:
 The current fragmented service across each locality
 Outline of plans for Service Review and Redesign in 2016/17:
o The CCG is working with Hertfordshire Community NHS Trust and West Herts
Hospitals Trust
o Re-design to eliminate duplication and fragmentation of services
o improved outcomes for patients
 Patients to be involved in service re-design once outline business case approved (KB to
contact HA when appropriate to promote patient engagement)
 KB expected to submit a business case for approval to the Commissioning Executive by
end of November 2015.
166.2
166.2
166.3

The key points from the resulting discussion were as follows:
 MSK was agreed to be an ideal use of the ‘Community Hub’ approach.
The Committee noted the update.
ACTION: K Barrett to speak to H Aylward once the outline business case is approved to
promote patient engagement.

PPI/167/15 Update on Your Care, Your Future
167.1
SE provided an update on progress with Your Care, Your Future following publication of the
Strategic Outline Case. This covered:
 Commitment by all organisations involved to deliver
 Ways of different working to deliver
o Programmes of Care (care pathways) – joined up care
o Localities (the Hub) – what do people need?
o Delivery Leaders and Partners
o Enablers – estates, IM&T, communications, workforce
 Patients crucial to delivery – PPI Committee, Locality Groups, Practice Groups
 Two areas for focus have been identified
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167.2

167.3
167.4

Patient concerns were:
 Lack of understanding about Hubs
 Credibility gap
 Lack of public engagement and support
 It was agreed that SE would attend the Patient Representative Development session on
23 November
The Committee noted the update.
ACTION: S Eckett to attend Your Care, Your Future Patient Development session on 23
November.

PPI/168/15 Any Other Business
168.1
There was no other business.
PPI/169/15 Risks Identified During the Meeting
169.1
No new risks were identified during the meeting.
PPI/170/15 Items for Cascade to the Localities
170.1
 West Herts Practice Patient Group Network meeting
 Finance Update
 Update on Musculoskeletal/Spinal Pathway
 CQC Inspections Outcome Report
PPI/171/15 Date and time of next meeting
171.1
10am, Wednesday 9 December 2015
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Item 17.3

Meeting

:

NHS Hertfordshire Valleys CCG Patient and Public Involvement Committee Meeting

Date

:

9 December 2015

Time

:

10.05-13.00

Venue

:

Apsley Meeting Room, Hemel One

Present:
Alison Gardner (AG)
Colin Barry (CB)
Helen Clothier (HC)
Diane Curbishley (DC)
Ivor Eisenstadt
Robert Hillyard (RH)
Margaret Morgan (MM)
Gavin Ross (GR)
Caroline Sutherland (CS)
John Wigley (JW)
In attendance:
Laura Abel (LA)
Heather Aylward (HA)
Liz Biggs (LB)
Brian Gunson (BG)
James Mason (JM)
Aryldi Moss-Burke (AMB)
Jo Reeder (JRe)
Juliet Rodgers (JR)
Gemma Thomas (GT)
Rod While (RW)

Lay Board Member, Meeting Chair
Patient Representative (Watford and Three Rivers)
Patient Representative (St Albans and Harpenden)
Acting Director Nursing and Quality
Patient Representative (Dacorum) (from PPI/172/15 to end PPI/180/15)
Patient Representative (Hertsmere)
Patient Representative (Dacorum)
Patient Representative (St Albans and Harpenden)
Patient Representative (Hertsmere)
Patient Representative (St Albans and Harpenden)
Corporate Governance Assistant (Secretary to the Committee)
Public Engagement Manager
Programme Lead – Children, Young People and Maternity (for PPI/183/15
only)
Healthwatch Hertfordshire Representative
System Resilience Project Manager (via Telcon for PPI/176/15 only)
Freedom of Information & Quality Systems Support Officer (for PPI/181/15
only)
Personal Health Budget Project Lead (for PPI/182/15 only)
Associate Director of Communications and Engagement (from PPI/172/15 to
end PPI/180/15)
Head of Planned Care (for PPI/184/15 only)
Head of Corporate Governance (from PPI/172/15 to end PPI/180/15)

PPI/172/15 Chairman’s Introduction and Apologies for Absence
172.1
The Chair welcomed everyone to the meeting and introductions were made for the benefit of
Ivor Eisenstadt, Dacorum Patient Group Chair.
172.2

Apologies were received from Marie-Anne Essam (MAE).

172.3

Changes to attendance at the PPIC
 AG explained that Richard Pile (RP) would be joining the Committee in the new year as
the GP Board Member.
 Alan Warren would only attend on a quarterly basis in the future to present the finance
update, unless any specific financial issues needed to be addressed.
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PPI/173/15 Declarations of Interests
173.1
AG reminded all attendees to complete and return their Declarations of Interests forms to
RW.
173.2

There were no new interests declared in relation to open items on the agenda.

173.3

ACTION: All to ensure that they submitted Declarations of Interest forms to R While.

PPI/174/15 Minutes of Previous Meeting
174.1
The minutes were agreed as an accurate record.
PPI/175/15 Matters Arising and Action Log
175.1
It was agreed that completed (green) actions would be closed and open (red/amber) actions
were discussed in turn.
175.2
 PPI/140.4/15 – AG reminded all Patient Representatives of the request to advise HA
about which HVCCG groups/meetings they attended so that a full ‘map’ of patient
involvement in HVCCG business could be captured. On-going action: agreed to leave
open.
 PPI/163.4/15 – Transforming Community Services – work in progress to determine plans
for Gossoms End premises.
175.3
The Committee noted the action updates.
ACTION: PPI/140.4/15 Patient Representatives to advise HA about which HVCCG
groups/meetings they attend.
PPI/176/15 Integrated Urgent Care – NHS 111 and Out of Hours (OOH) Procurement Update
176.1
JM presented the update on the national position and the new pan Hertfordshire model. He
highlighted the key messages from the national Commissioning Standards for Integrated
Urgent Care which had been published on 15 October 2015:
 Streamlined – single entry point. Organisations will collaborate to deliver high quality
clinical assessment, advice and treatment.
 Access – strengthening the call centre with a Multi Clinical Assessment Service which will
provide clinical advice to patients and support to clinicians either physically or virtually.
 Integrated – interoperability and online platform. Hertfordshire system of choice will
support sharing of patient notes to enable complex care planning, especially for long term
conditions and end of life.
 A nominated patient representative lead from both HVCCG and East and North Herts
(ENH) CCGs attends the Integrated Urgent Care Steering Group and provides the conduit
from other patient representatives to the Steering Group and back.
 The next steps are for the ENHCCG Governing Body and the HVCCG Commissioning
Executive to agree the model.
 The email address for the Project Team was noted to be: herts.procurement111@nhs.net
176.2

176.3
176.4
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The key points from the discussion were:
 Based on patient experience, ‘education’ for GPs is required so that they are aware of the
services available and can signpost patients correctly. JM to address this.
 In response to a question from BG, HA confirmed that Geoff Brown, Chief Executive of
Healthwatch Hertfordshire, sat on the Communications and Engagement project group
for this piece of work.
The update was noted
ACTION: J Mason to raise the issue of GP awareness of the Integrated Urgent Care Service at
the Steering Group for action.

PPI/177/15 Locality Reports on Patient and Public Involvement
177.1
Dacorum Report
MM presented the update from the Dacorum Patient Group (DPG) and highlighted the
following:
 DPG concerns around the process for agreeing patient stories presented at the Board.
 DC confirmed that Kathy French (KF) was developing a process to address the issues
raised by the DPG. It was agreed that the patient story process would be an agenda item
at the 20 January 2016 meeting.
 The purpose of the patient story was discussed and it was agreed that the PPIC would be
a useful sounding board for the resulting action plan to close the loop on the learning
process. CS noted the importance of ensuring patient anonymity in all discussions/written
communications.
 Whilst comfortable with the direction of travel of YCYF, the DPG believed that Watford
Hospital was not fit for purpose and that now was the right time to support the case for a
much needed new build acute hospital on a more appropriate site. Following discussion
at the HVCCG PPI Development meeting on 23 November 2015, the DPG had been
advised by David Radbourne, Programme Director – West Hertfordshire Strategic Review,
that the CCG would consider a ninth hospital services option if it was submitted by the
end of January 2016. The DPG had set up a working group to develop and submit a ninth
option by the deadline and there would be a public meeting in January to discuss this.
 CB urged a corporate and calm approach which would provide a fair and reasonable
solution on acute services for people in all localities across West Hertfordshire.
177.2
177.3

177.4
3|P a g e

ACTION: K French to provide an update on the patient story process at 20 January 2016
meeting.
Hertsmere Report
CS presented the Hertsmere PPI Group update which covered the Locality PPI Group and
individual patient practice group updates.
 The large number of care homes in the area had been identified as an area of concern as
this put pressure on practices.
 Consideration was being given in respect of how to encourage practices to have a Patient
Practice Group if they did not already have one.
 Highlights from the Parkfield Practice Group AGM which included an update on YCYF and
the next stages.
 The Locality Delivery Plan had been discussed and a further version was being produced
to clarify the intentions.
 Improving Access to Psychological Therapies (IAPT) had been the subject of a
presentation and discussion.
 RH expressed disappointment on behalf of the Hertsmere Locality that, due to apparent
concerns about GP workload, support for some initiatives, such as ‘Purple Star’, had
waned. This led to a discussion about the levels of commitment across CCG practices to
be actively involved in commissioning, and the potential disadvantages to patients where
they were not.
 DC assured the Committee that no HVCCG decisions were made without GP engagement
from all localities, however it was very helpful to be made aware of this concern. It was
agreed that this would be an agenda item at the 20 January 2016 meeting and patient
representatives were asked to assess if this was a common issue in all localities.
 BG explained that morale/resource issues for GPs were part of a wider national problem
identified by the King’s Fund and the Royal College of General Practitioners.
ACTION: Patient Representatives to discuss at Locality Level if there were concerns about GP
engagement in commissioning and identify areas for CCG support.

177.5
177.6

177.7
177.8

177.9

D Curbishley to raise with David Buckle and Richard Pile in advance of the meeting for their
consideration.
St Albans and Harpenden Report
JW presented the St Albans and Harpenden Patient Group (SAPG) Annual Report for 2014-15,
which covered both health and social care.
 Areas of disappointment included:
 Under-use of the interactive website.
 Low levels of surgery participation in the Locality Patient Group.
 Positive outcomes have been:
 Team work.
 Wide range of activity and participation on behalf of patients.
 GR noted the update to the STAH Patient Group AGM by the West Herts Hospital Trust
(WHHT) Director of Human Resources. This had covered the Trust’s response to the CQC
inspection and progress around YCYF.
 In response to concerns expressed, DC assured the Committee that WHHT were
progressing the actions identified by the CQC and were aware of the issues around
workforce, which was an acknowledged concern across the health care sector.
 DC explained that there had been significant recruitment at the Trust following a
successful Hertfordshire/Bedfordshire-wide recruitment drive.
 JW advised that the nurse recruitment issues would be discussed at the St Albans District
Council meeting on 13 January 2016 and that CCG attendance would be welcomed. JR
confirmed that DC, the Director of Workforce for HV, Luton and Bedfordshire CCGs, the
HV Director of Finance and a senior representative from WHHT would be in attendance at
the meeting.
 JW agreed to provide a further update following the Council meeting.
ACTION: J Wigley to update the Committee on nurse recruitment in the area following the
St Albans District Council meeting on 13 January 2016
Watford and Three Rivers Report
CB presented the Watford and Three Rivers Report and highlighted the following:
 Community at the Colosseum event on 31 October 2015. The Committee noted their
thanks to CB for a successful event.
 Development of the Watford Health Campus site as part of YCYF.
 Concerns similar to those in Hertsmere, that a small number of GPs appeared to be
involved in a large number of activities, rather than wide-spread participation.
The Committee noted the reports from the Locality Patient Groups

PPI/178/15 Update on Patient Representative Involvement in HVCCG Business Meetings
178.1
 AG reminded Patient Representatives that it was helpful for all Patient Representatives to
be advised on patient input across HVCCG business and drew attention to the list
provided on the back of the agenda (appendix 1 to the minutes).
178.2
 CS provided an update for circulation after the meeting (appendix 2 to the minutes).
178.3

ACTION: Patient Representatives agreed to provide regular updates on HVCCG business
meetings

PPI/179/15 Patient Participation Update
179.1
HA presented the update which reflected how patients, carers and the public were involved in
the work of the CCG. The engagement highlights included:
 On-line surveys for: dermatology, ophthalmology, diabetes, musculoskeletal and ear,
nose and throat services to gather patient experience and views.
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179.2

179.3
179.4

A meeting with clinicians, providers and representative patients on 7 December 2015 to
discuss the outcomes of the surveys and proposals for service development.
 A drop in event on 17 December to provide feedback to patients face-to-face. HA invited
all to attend if possible.
 Wider patient attendance at the development session on 23 November 2015.
 Preparation for the next West Herts Practice Patient Group network to be held on
16 February 2016.
 Launch of the national winter campaign – Stay Well This Winter.
The key points from the resulting discussion were as follows:
 There is a feedback mechanism for those taking part in on-line surveys if requested.
However, HA will consider a general update for circulation.
 AG noted the broad and deep range of patient/public involvement across the CCG’s
business and commended the level of detail provided in the workbook circulated.
The update was noted
ACTION: H Aylward to consider a general update following surveys (on-line or face-to-face)

PPI/180/15 Your Care, Your Future Draft Communications and Engagement Plan
180.1
JR presented the draft communications and engagement plan for the next phase of Your Care,
Your Future and made the following key points:
 CS and JW provide the ‘patient’ view on the Communications and Engagement
workstream.
 The specialised resource provide by Graylings will continue in some areas, but be scaled
back overall, with staff in all partner organisations playing a bigger role.
 There is a plan to have a dedicated on-line engagement hub which will offer people who
are unable to attend meetings the opportunity to be involved.
 The engagement phase will focus on:
 Involving local people and staff in the design of the local care networks and the
models of care.
 Seeking feedback on the options for delivering acute care in West Hertfordshire.
 Strengthening engagement with protected groups as outlined in the equalities
impact assessment.
 Engagement will:
 be inclusive to ensure that views from all sections of the community are heard;
 provide genuine opportunities to be involved in the design of local service
delivery;
 be open and transparent.
180.2

The key points from the resulting discussion were as follows:
 Communications and engagement with communities relied on Patient Representatives, as
well as the CCG, to promote the messages and encourage participation and input. This
could be done through patient practice groups, with friends and family etc.
 Patient Representatives requested ‘what could this mean for you’ messages to provide
context for those not previously involved.
 The emphasis should be on ‘people’ not ‘patients’.
 Overall, this is a three to five year plan. The timeframe for looking at the options for
configuration of acute services is nine months; other programmes will be progressed over
the next 12 months and further information will be provided at future meetings.

180.3
180.4

The Committee welcomed the engagement plan.
ACTION: Patient Representatives to engage with their local communities to promote the
messages from YCYF and encourage wider participation and input.
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180.5

ACTION: J Rodgers/Communications and Engagement Programme Group to provide
contextual examples for patient representatives to use, together with a summary of key
messages and headlines to describe the programme.

180.6
ACTION: J Rodgers to provide more information about timeframes to the meeting on
20 January 2016.
PPI/181/15 Quality Alert System (QAS)Update
181.1
AMB provided an update on the QAS, highlighting that:
 It provides a mechanism by which GPs notify the CCG about problems in the quality or
performance of a service offered by a provider.
 It enables discussion and potential resolution of issues between providers and GPs.
 It allows for data collection to enable the CCG to challenge providers about performance.
 It can alert the CCG to issues affecting patient care, e.g. staff shortages.
 Implemented in April 2015, use of the QAS had increased in the second quarter.
 Majority of alerts relate to:
 Discharge
 Delayed outpatient appointments
 Missing information
 Inappropriate requests for GP action (e.g. referral back to GP to receive diagnostic
and blood test results where the hospital carried out the test(s), consultants
asking GP to re-refer to a different consultant).
181.2

181.3

The key points from the resulting discussion were as follows:
 Feedback from providers to GPs on issues such as inappropriate/incorrect referrals will be
considered as part of the next stage of the process; however, GPs are not currently
employed or ‘managed’ by the CCG, but by NHS England.
 Practices need to use the QAS even if they resolve an issue directly with the provider to
ensure that trends are captured.
 MM noted that Dacorum GPs had initially questioned the value of the QAS, but having
received clarification from AMB they were now more confident in the system.
 In respect of the small number of ‘contacts’, AMB explained that the issues/trends
identified were discussed within the Quality Team as part of wider quality review.
 DC noted her congratulations to AMB for the success in the roll-out and implementation
of the system and GP engagement to use it.
The Committee noted the update.

PPI/182/15 Personal Health Budgets (PHB) Update
182.1
JRe provided an update on activity since attendance at the PPI Committee on 7 September
2015. She highlighted that:
 The budget allocated to PHB holders is the cost of a commissioned service so all people
are receiving equitable support, however the uses of PHB have varied and some people
have requested less funding than offered.
 Within HVCCG Continuing Healthcare there are 23 people in receipt of a PHB with a
further 22 at various stages in the process.
 Learning has been gained from each case submitted.
 The NHS England 2015/16 Planning Guidance states that CCGs are to lead a “major
expansion” of PHB and offer them to “people, where evidence indicates they could
benefit”. HVCCG are working with ENHCCG and Hertfordshire County Council (HCC) on
the expansion within Hertfordshire.
 Herts Valleys are committed to making PHB a mainstream way of meeting people’s needs
and have committed resources accordingly. However, there is no additional funding for
Personal Health Budgets so this means working with commissioners to identify where
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money can be utilised in a different way.
A new Personal Health Budget Nurse started on 16 November 2015. It was recognised
that this resource is invaluable and can ensure that PHB are implemented in the
Continuing Healthcare team as part of business as usual. The nurse will ensure risks for
the clients are mitigated in the plans of care and also support the rollout of a wider PHB
training programme and support the planned co-production events.
Work has begun on how PHB can benefit people with Learning Disabilities. A steering and
working group has been set up to explore this in further detail. This is a Hertfordshire
wide project with both CCGs and the County Council exploring this. Early work has
identified people with complex health needs and younger people in transition from
children to adult services as a group to work with first.

182.2

The key points from the resulting discussion were as follows:
 The learning will be embedded in the PHB Nurse who will cascade it to District Nurses; it
will also be documented in patients’ folders.
 The CCG manage the budget for all patient receiving PHBs, the patients or their carers do
not receive the funding.
 There will be a framework of providers managed through HCC.
 It was agreed that further questions should be sent to HA for co-ordination and onward
submission to JRe.
 JRe agreed to provide a further update in due course.

182.3
182.4

The Committee noted the update.
ACTION: Patient Representatives to discuss at their Patient Practice Group meetings and to
submit any further questions to HA

182.5

ACTION: L Abel to liaise with J Reeder on a suitable date for the next update

PPI/183/15 Hertfordshire Child and Adolescent Mental Health Services (CAMHS) Local Transformation
Plan
183.1
LB provided an update on the CAMHS Local Transformation Plan which covered:
 Future in Mind National Taskforce report published
 A clear national ambition to transform the design and delivery of a local offer of services
for children and young people with mental health needs
 49 recommendations over 5 key themes
 Hertfordshire CAMHS review Key headlines
 Current levels of mental health support for children, young people and families
are inadequate
 There are major gaps in the provision of mental health support – Early
intervention
 Children and parents are not satisfied with the accessibility of support they
receive
 The system currently tends towards crisis management
 Active involvement of a range of local agencies
 New approach needed
 Focus on prevention and early intervention
 Active involvement of a range of local agencies
 Evidence based interventions
 Whole-school approach - Schools Link Pilot
 Successful bid by E&NHCCG and HVCCG (Funding for 15 CCGs, 87 applied)
 £100K available
 £3,500 per school
 20 pilot schools
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183.2




Proposed model in Hertfordshire
 A coordinated and accessible system
Additional funding provided
It was agreed that Patient Representatives would review the presentation and leaflet
provided (appendix 3 to the minutes) and submit questions via HA.
Consideration would be given to CAMHS as a development session item.

183.3
183.4

The Committee noted the update.
ACTION: Patient Representatives to review the CAMHS presentation and leaflet and submit
questions via H Aylward.

183.5

ACTION: Once questions were received, a decision would be taken about the most suitable
meeting for a further update (PPI Committee or Development Session). A Gardner and
J Rodgers to discuss.

PPI/184/15 Update on Hyper Acute Stroke Unit (HASU)
184.1
GT provided an update on progress to improve stroke services in respect of patient outcomes
and experience, and reduce hand-offs in the system. She noted that:
 West Herts did not currently have a ‘hyper’ acute stroke unit, only an ‘acute’ one.
 The significant differences in outcomes were noted to be reduced mortality rates and
improved functionality for stroke survivors.
 The Commissioning Executive had agreed to a HASU in principle and would decide on the
option for delivery in the new year.
 Existing HASUs which might receive HVCCG patients were noted to be:
 Lister Hospital
 Northwick Park Hospital
 Luton and Dunstable are currently working to improve performance to become a HASU.
184.2
184.3
184.4



It was agreed that GT would attend the PPIC to provide a further update once the final
decision had been made by the Commissioning Executive.
The Committee noted the update.
ACTION: G Thomas to attend PPIC on 20 April 2016

PPI/185/15 Any Other Business
185.1
There was no other business.
PPI/186/15 Risks Identified During the Meeting
186.1
No new risks were identified during the meeting.
PPI/187/15 Items for Cascade to the Localities
187.1
 Personal Health Budgets
 CAMHS Transformation Plan
PPI/188/15 Date and time of next meeting
188.1
10am, Wednesday 20 January 2016 – Apsley meeting room, Hemel One
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Item 17.4
FINAL MINUTES

Meeting
Date
Time
Venue

:
:
:
:

QUALITY AND PERFORMANCE COMMITTEE
29/10/15
10.00am
Aspley Meeting Room, Hemel One, Hemel Hempstead

Present:
Stuart Bloom (SB)
Alan Warren (AW)

Lay Member and Committee Chair
Chief Finance Officer

Charles Allan (CA)
David Buckle (DB)
Bob Ghosh (BG)

Director, Contracting & Resilience
Medical Director
Secondary Care Consultant

Richard Pile (RP)
Trevor Fernandes (TF)
In attendance:
Simon Eckett (SE)
Sarah Camplin (SC)
Annette Keen (AK)
Caroline Sutherland (CS)
Kathy French (KF)
Jayne Taylor (JT)

Board GP Member (St Albans and Harpenden)
Board GP Member (Dacorum) (From QP/156/15)

QP/151/15
151.1
151.2

QP/152/15
152.1
QP/153/15
153.1
153.2
QP/154/15
154.1
QP/155/15
155.1
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Director, Strategy Planning & Transformation
Interim Commissioning Manager, Planned Care (QP/155/15)
AD Planning and Transformation (QP/157/15)
Patient Representative to the Board
Deputy Director, Nursing and Quality
Chief Locality Officer, Hertsmere

Welcome and Apologies for Absence
The Chair welcomed colleagues to the meeting and, in particular, Simon Eckett who was
observing the meeting.
Apologies for absence were received from Alison Gardner, Clair Moring, Diane Curbishley,
Juliet Rodgers, Rod While.
Apologies for lateness were received from Trevor Fernandes.
Declarations of Interests
There were no new interests declared and no interests declared in relation to open items on
the agenda.
Minutes of Previous Meeting
No issues were raised with the minutes.
The minutes were approved as an accurate record of the meeting of 24th September 2015
Matters Arising and Action Log
QP/137.4/15 There were no Serious Incidents to report involving Learning Disabilities.
Temporary Closure Gossoms End Inpatient Service (SC)
Sarah Camplin introduced herself as Commissioning Manager for Planned Care and stated
that she had to come to give the Committee an update on the range of community beds.
 There are a number of issues common across all the Hertfordshire Community Trust
(HCT) bed bases, notably, the higher acuity of patients being taken; difficulties with
recruitment and retention; and delayed transfers of care.
 HCT have had problems maintaining safe staffing at Gossoms End (Berkhamsted, in
Dacorum locality) which has led to a temporary closure. All patients in the beds at
Gossoms End and in the six additional beds commissioned in the short term have now

been relocated to other intermediate care beds.
Social care waiters have gone to private beds with Quantum and BUPA.
HCT have worked closely with staff to arrange transfers and there have been no
redundancies.
 Evidence indicates the broader need to review and develop a more sub-acute model
in community beds and work differently.
 A pilot scheme will commission five privately provided Step Up beds, ring-fenced for
Dacorum/Berkhamsted patients, from 1st December until 31st March, using HCT
winter bids money. The CCG will work with local GPs to support these patients.
 Seven further temporary beds with Quantum Care at Willow Court will have therapy
input from the existing budget.
 Evidence from Quantum Care facilities shows good outcomes, including: shorter
average length of stay; trusted assessor status; 61% discharged home independently,
or with a care package; no MRSA, CDiff or pressure sores over 12 months and only
one complaint.
 Review of the non-weight bearing pathway will be seeking a model that supports Your
Care Your Future outcomes. Quantum plan to open a further eight beds at Willow
Court which would provide a 15-bed option with gym in this location, able to be
divided between sub-acute and intermediate care patients.
The following points were made in discussion.
 Some key reasons for longer length of stay have been:
- the higher acuity of patients going into units that were originally commissioned as
intermediate rehabilitation beds;
- delays transferring patients to social care;
- HCT as an organisation being reliant on high levels of bank and agency staff,
making it more difficult to achieve good operational management and the early
planning for discharge that is needed.
 The CCG has a block contract with HCT, not tariff-based, meaning that if more staff
are needed on the wards, the additional costs must be borne by the CCG.
 A system solution is needed in order to move to more sub-acute model with fewer
beds. The current arrangements are over-reliant on a bed-based model.
 The recent Board to Board meeting with HCT raised the need for CCG involvement in
the audit of case mix. The System Resilience Group has also raised the problem of readmissions into the urgent care system. There is recognised variation between HCT
units and a need to highlight best practice from across the system.
 Patient representatives from Dacorum raised two issues at the Patient and Public
Involvement Committee: the alternative provision following the closure at Gossoms
End makes travelling more difficult for some patients; ‘temporary closures’ often
become permanent.
 Bed-based solutions are not necessarily the best ones for patients: last year more
beds were opened than ever before and performance deteriorated. Patients often
decompensate in any bed-based situation. Your Care Your Future is about providing
better quality of care closer to home and support in the home to support people to
live longer and more independently.
 The map included in the slides shows the total number of community based beds, not
only HCT beds. The key will be circulated to help clarify what is being represented.
The Committee noted the update.
ACTION: Forward key to the map used in slides, showing commissioners and providers (SC)
ACTION: Liaise with Margaret to share decisions with patient groups as soon as possible
(SC)
ACTION: Further regular updates on overall community beds, including non-weight bearing
pathway, to this group - from December, to allow for revision of winter plans (SC)



155.2

155.3
155.4
155.5
155.6
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156.3
156.4
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Finance Report (AW)
 Six months into 2015/16, HVCCG is showing a small deficit of around £800k.
 There are not necessarily huge concerns, but NHS England (NHSE) are looking forward
and have expressed concerns about the break-even forecast for year end.
 HVCCG has submitted a financial recovery risk mitigation plan to outline the actions
to be taken internally to ensure delivery of break-even. The summary report
submitted on 8th October is included in Appendix 7 of the report.
 Much greater detail and supporting evidence has since been provided to NHSE
(21/10). AW and Tad Woroniecki attended a meeting with NHSE on 22/10 at which
the initial view expressed was that HVCCG had delivered what was asked for, but still
needed to monitor progress against the actions.
 A Financial Effectiveness Group (FEG) has been established and will meet monthly to
ensure that the proposed actions are working or, if they are not, that something else
is put in their place.
 The target is still break-even, but this will be particularly challenging with a current inyear deficit and a further £3.2M of QIPP savings to be delivered in the second half of
the year.
 Next month’s report to this Committee will include evidence of progress against the
plan.
TF joined the meeting.
The following points were made in discussion.
 The 79 per cent QIPP* outturn figure is a robust forecast.
 It is very important that the whole CCG understands their responsibility to deliver the
risk mitigation plan and the details of the plan are fed back to localities in a digestible
way. These messages should include simple examples of the practical things being
done, such as auditing of notes, or challenging double-charging. It is also important to
avoid the use of acronyms in such communications.
 Procedures of Limited Clinical Value are cautiously forecast at 0% because it is
expected that time will be needed to embed this Policy.
 Monitoring is ongoing and it is expected that the Month 7 position may have
worsened, with Month 8 being a turning point.
 SB will be attending the FEG meeting in December and subsequent months in order to
provide assurance on progress to this Committee.
 There is a high degree of confidence in many of the data validation challenges
identified, for example where charges have been submitted by more than one
provider for the maternity care of an individual. There is, however, a time lag of at
least 4-6 weeks between expenditure being counted and queries being validated.
[*Quality Innovation Productivity and Prevention]
The Committee noted the M6 Finance Report.
ACTION: Communicate clear messages to GPs/localities with real examples of how savings
can be made (All)
QIPP Update Report (AK)
 QIPP delivery has dipped slightly, as predicted last month, currently being at 79%.
 Some out-patient schemes have been re-profiled as everything needs to be on PBR
for benchmarking purposes.
 As requested at the last meeting, this month’s report provides some analysis of worst
and best-performing schemes.
Worst Schemes:
1) There is an over spend recorded to date on AQP* Counselling (Any Qualified
Provider), but everything is in place to get this scheme back within budget by the end
of the year. There has been some confusion among GPs about the allocation of the
budget. The formula used is the most appropriate, clinically, to use for IAPT
(Improving Access to Psychological Therapies). AK is going to the next Practice

157.2
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Managers’ meeting and will explain this to them. An explanation will also be included
in the locality briefing.
2) Respiratory (reduction in acute activity) savings of £1M have been forecast, but the
current figure for savings versus investment stands at -£300K. There have been some
elements of double counting for consultant to consultant (C2C) referrals and audits
are being undertaken to validate the figures. Brompton has been decommissioned,
but there will be a six month lead time before the difference is evident. 60% of
Brompton C2C referrals are self-to-self, although this will include some secondary to
tertiary examples. The C2C Policy has been signed up to in the wider contracts in
which responsibilities are clearly set out: community options need to be offered first.
3) The Length of Stay/Excess Bed Days scheme offers a huge opportunity for financial
savings that is not currently being realised. The CQUIN (Commissioning for Quality
and Innovation payment) is in place but is not being achieved. Clinically, some
patients do need to stay over the trim point, but excess bed days have gone up and a
more collaborative approach is needed to support the length of stay. This is both a
quality issue for patients and a potential contributor to the long term aim of needing
fewer beds.
Schemes requiring more robust action:
1) This applies to all out-patients schemes. Last year’s contracts did not uplift activity in
the community commensurate with reductions in acute: next year the CCG needs to
plan for a shift of activity. There has been a big push to reduce C2C and First to Follow
Up (FFU) with audits conducted in specialisms where there has been significant
growth. There is a worrying overall pattern of more first C2Cs than follow up C2Cs and
more work is needed to strengthen contracts in this regard.
2) There are long-standing issues with Emergency Care Practitioners (ECPs) that are
difficult to resolve because of the risk embodied in broader recruitment difficulties,
plus the EEAST (East of England Ambulance Service Trust) Recovery Plan has first call
on ECPs.
3) The Long Term Conditions (LTC) scheme appears to be performing well, but is overlyreliant on the strong performance around admissions for older people, while other
LTC schemes are not achieving in the same way. Feedback from GPs is that these
schemes are complex and it will not, therefore, be easy to achieve any quick wins.
Best Performing Schemes are all fairly low value, for example:
- children’s A&E attendances;
- paediatric urgent care pathways;
- ambulatory emergency care; and
- the ambulance contract (rebates on additional activity do not apply to activity in
the 2014/15 block contract and savings could be quickly eroded if there is a bad
winter).
 There have also been some really big efforts made to improve savings made from
validations and to reduce running costs which are now on track to be in balance.
 Work is also being undertaken to check that, where non-Hertfordshire Partnership
Foundation Trust (HPFT) CAMHS (Child & Adolescent Mental Health Service) referrals
are made, there is no suitable service available in the block contract.
 A great deal of support has been provided by Mike W around diagnostics and further
clinical help will be required in both the programme and contracting teams.
The following points were made in discussion:
 Further work is needed to ensure that practices understand fully the imperatives
involved in schemes. For example, drug switches offer the potential of huge financial
savings without affecting patient quality. GPs need to understand the scale of returns
achievable from the additional short-term administrative efforts required. In the
medium-term there may be greater potential to align schemes to incentives.
 Locality meetings with Executives need to focus on both the risks and the
opportunities associated with the financial situation: that is, in a turnaround situation

157.3
157.4
157.5
QP/158/15
158.1
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GPs will lose influence, but they are currently in a strong position to make a real
difference. Regular meetings take place with locality chairs, but clinical leadership to
secure the co-operation of all GPs remains a challenge.
 Poorly performing QIPP schemes should be highlighted in the risk registers.
The Committee noted the QIPP update report
ACTION: Strengthen messages to GPs/practices about the financial risks and opportunities
(All)
ACTION: Ensure that the Risk Registers reflect the current threats to QIPP plans (AK)
Integrated Performance Report (CA/KF)
CA introduced the performance elements of the report and made the following points.
West Herts Hospital Trust (WHHT):
 It is important to acknowledge the good work and improvements in performance that
are taking place at WHHT. For example, the Trust has maintained compliance against
the incomplete, open pathway standard for 18 week referrals to treatment.
 There is an issue with patient uptake of cancer two week waits for breast
symptomatic and two actions are being taken:
- WHHT are offering a second appointment within 7 days where the patient does
not attend the first appointment;
- The Clinical Partnership Group has been working on the wording of letters to
patients, to make it clear that there is considered to be a risk of cancer and the
revised letters are also supported by the PPI Committee.
 Overall performance against 2 week cancer waits is above standard.
 Cancer 31 and 62 day waits are performing well with WHHT in the top quartile
nationally. Fortnightly reports have also increased confidence that where breaches
are recorded the numbers are extremely small.
 Accident and Emergency (A&E) continues to have challenges, partly due to delayed
transfers of care, but significant improvements in August show that there has been
slow and steady progress. The key issue identified is the need for more consultant
senior opinion to support decision making in the Emergency Department (ED).
 Stroke data is only published quarterly, so this will be included in the November
report. However, indicators suggest continued improvement.
Royal Free London:
 Cancer 62 day waits are an issue
 The recovery plan in place for RTTs is slightly ahead of schedule with clearance of the
backlog expected to be achieved by September 2016.
 A&E continues to be green with Barnet outperforming Royal Free (a reversal of the
situation 12 months ago).
Other acute trusts:
 Most of the numbers causing any concern at the Luton and Dunstable Hospital are
low. The situation is similar for Buckinghamshire Healthcare Trust (BH) and East &
North Herts (ENH) Trust.
 There are, however, some concerns around a deterioration in performance for RTTs
and in the ED at ENH, both of which are being monitored closely.
Hertfordshire Community Trust (HCT):
 All indicators are ‘green’ apart from length of stay.
Herts Urgent Care (HUC):
 A dip in performance of the GP Out of Hours service is thought to be attributable to
summer holidays and associated gaps in the rota. An uptake in shifts is now being
seen, but the CCG continues to work with partners to understand GP capacity and
drivers. HUC plans include revised enhanced pay rates for unsocial hours.
 The Commissioning Executive has approved a re-grading of Borehamwood Out of
Hours, from Tier 3 to Tier 2, reflecting an increase in activity that has been preventing
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attendance at the Urgent Care Centre and A&E at Barnet.
Mental Health:
 Efforts continue to improve access to Improving Access to Psychological Therapies
(IAPT).
 Weekly phone calls with NHSE to discuss Early Memory Diagnosis and Support
Service (EMDASS) suggest improvement is being seen.
 Child and Adolescent Mental Health Services (CAMHS) Review Group report to come
to the December Committee.
East of England Ambulance Trust:
 Category A year-to-date figures look better, but YTD overall is not as good (local
figures are slightly better).
 There are ongoing issues with recruitment and retention, but the Trust are hopeful of
improving this situation in the near future.
 Improvements in handover times at WHHT have been maintained, but the release of
crews within 60 minutes is not improving – this has been raised with EEAST.
The following points were made in discussion:
 Better performance by WHHT can mostly be attributed to significant improvements in
internal management and reporting around the Priority Treatment List, in both
clinical and administrative areas. The new divisional management lead is also very
good. The Primary Care Lead and other Board clinicians have been very involved with
this work.
KF introduced the Quality elements of the report:
 The Quality KPIs are reporting on August data.
 There were no never events in the reporting period, but has been one at Royal Free
since then.
 The number of Serious Incidents (SI) reports continues on a downward trajectory as
the backlog decreases. KF has been working two days a week at WHHT to understand
the blockages and continually review the SI process. The SI Policy has been revised.
 No cases of MRSA have been reported since April but there has been one since
August.
 A trust-wide C.difficile reduction action plan has been implemented at WHHT and
special measures have been put in place to improve infection control at the Trust.
 C.difficile cases were also over the trajectory at Royal Free. All cases are being
investigated. Action taken following a cluster of cases on the Barnet site in July has
produced some improvements.
 Improvements seen in the Safer Care performance of all HVCCG providers during July
has not been sustained. CQC inspections have now been conducted for all of the main
trusts with visits planned for Luton & Dunstable Hospital (L&D) in January and The
Royal Free in February.
 WHHT has been in special measures since the CQC report concluded services were
‘inadequate’. A summary report from the oversight group has been included in the
IQPRF report. The oversight group is high level and led by the TDA. David Buckle
attended the latest meeting and was satisfied with the level of scrutiny. A detailed
action plan has been drawn up to cover all strands.
 HCT’s CQC inspection found that they ‘required improvement’ and progress on their
action plan will be monitored monthly at joint Contract and Quality Review meetings.
 There is a robust programme of monthly Quality Assurance visits in place for both
WHHT (with the TDA) and HCT.
 Staffing continues to be a real challenge for all providers with 8,000 nursing vacancies
in London alone. Royal Free London are considering the option of an academy,
recruiting directly from University.
The following points were made in discussion.
 Reponses for Maternity Friends and Family in Barnet is a concern. An in-depth study
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has been done and the situation is being monitored very closely. Response rates are
very low compared to other units. Healthwatch are involved.
The Committee noted the Integrated Performance Report
ACTION: David Evans and Liz Biggs to be asked to present a CAMHS update paper in
December (KP)

Corporate Risk Register (CRR) and Board Assurance Framework (BAF) (KP)
 Risk scores for the BAF were moderated by Directors on 12th October and then
reviewed in detail with individual directors, alongside the related risks on the CRR.
The two reports note changes since the Q1 report.
 Directors felt that there were sufficient assurances around engagement with both
patients and public and GPs/practices to warrant a reduced likelihood of both BAF 1.1
and 1.2, making the residual risk scores for both reduced from 12 to 8.
 Performance has improved significantly on all measures except the A&E 4 hour target
and the likelihood of 2.1 has therefore been reduced, giving a residual risk score of
12.
 Other risk scores on the BAF remain unchanged.
 A review of HVCCG’s Risk Management Strategy & Procedure is planned. This will aim
to:
- make clearer the methods of escalation (and de-escalation) from local to
corporate registers and to the BAF;
- illustrate more effectively the linkages between controls, assurances and actions;
- establish regular procedures for the updating and reporting of all risk registers.
 The Committee were asked to comment on the format and level of detail contained
within the reports and suggest amendments.
The following points were made in discussion.
 Following earlier debate around the difficulties experienced in delivering QIPP and the
greater understanding of the financial situation that is required among GPs, some
might suggest that the residual risk score of 8 for BAF 1.2 is overly optimistic. KP to
review in this context with SE.
 The format is helpful and it is important to see the movement that has been made,
understand the evidence for it as detailed on the registers, but printed copies need to
be on A3.
The Committee noted the Q2 CRR and BAF reports and asked for BAF 1.2 and associated
risks on the CRR to be reviewed.
ACTION: SE to review risk scoring and actions in relation to effective engagement with GPs.
Francis Report (KF)
 The recommendations of the Francis Report have now been embedded, translated
into practice or changes in practice and are, therefore, ‘business as usual’. Updates
will in future be reported through the normal quality processes.
The Committee agreed that the Francis Report no longer needed to be a standing item on
the agenda.
ACTION: Ensure regular reporting takes place via the IQPFR (KF)
CQC Update For All Providers (KF)
 The CQC inspection of East & North Herts Trust took place last week and the report is
awaited.
 The Executive are closely sighted on progress against the WHHT CQC action plan
through the oversight group. A summary has been added to the IQPRF in order to
keep this in the spotlight.
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162.1

162.2
162.3

QP/163/15
163.1

The following points were made in discussion:
 There are still a great many practices that have not been inspected by the CQC, but
there is a schedule underway. Those few that have been inspected so far have been
deemed ‘good’
The Committee noted the update.
Savile Report (KF)
 The Savile Report contained themes and recommendations from Kate Lampard,
former barrister, in relation to the NHS investigations into matters relating to Jimmy
Savile.
 The purpose of this report is to provide the Committee with an update on progress
made by the HVCCG commissioned services on the recommendations made, building
on the earlier report to Board in June 2015.
 Local assurance is monitored through Quality Review Meetings.
 All NHS providers that care for Herts Valleys patients have provided assurance that
they have considered a response to each of the recommendations.
 There has been a focus on the disclosure and barring checks necessary within
recruitment processes.
 It is proposed that a separate report is no longer needed to this Committee and this
work fits in well with safeguarding children and adults.
The Committee agreed that the Savile Report no longer needs to be a separate standing
item on the agenda.
ACTION: Any updates related to the Savile Report should be reported through the normal
quality processes (KF)

163.2
163.3

Annual Review of Committee Effectiveness (SB)
 The Committee discussed the responses submitted by members and concluded that
the overall assessment was positive.
 It would be useful for the Committee to have an opportunity to review the
Committee workplan on a regular basis.
The Committee agreed that the assessment of effectiveness was ‘fully acceptable’.
ACTION: Committee Workplan to be added to Q&P agendas as a standing item (KP)

QP/164/15
164.1

Any Other Business
There was no other business raised by attendees.

QP/165/15
165.1

Risks identified in the meeting
There were no new risks identified but the following key matters were discussed:
 Staffing, all providers.
 Aligning local risk registers with corporate risk register and BAF.
 GP alignment with critical actions, e.g. around finances.

QP/166/15
166.1

Items for cascade to localities
 Data validations – how work is getting results.
 Explanation of the formula used to calculate counselling budget allocations.
 The CCG is working hard to reduce running costs significantly as an organisation.

QP/167/15
167.1

Next Meeting
26th November 2015 10.00am, Venue to be confirmed due to Apsley Meeting Room being
closed.
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Item 17.5

Final Minutes

Meeting
Date
Time
Venue

:
:
:
:

QUALITY AND PERFORMANCE COMMITTEE
26/11/15
10.00am
Aspley Suite, Holiday Inn, Breakspear Way, Hemel Hempstead, HP2 4AU

Present:
Stuart Bloom (SB)
Alan Warren (AW)

Lay Member and Committee Chair
Chief Finance Officer

Charles Allan (CA)
Diane Curbishley (DC)
David Buckle (DB)
Alison Gardner (AG)
Juliet Rodgers (JR)
Robert Ghosh (RG)

Director, Contracting & Resilience
Acting Director, Nursing & Quality
Medical Director
Lay Member
Associate Director Communications & Engagement
Secondary Care Consultant

Richard Pile (RP)
Trevor Fernandes (TF)
Clair Moring (CM)
In attendance:
Kathy French (KF)
Rod While (RW)
Caroline Sutherland (CS)
Margaret Morgan (MM)
Jayne Taylor (JT)
Linda Mercy (LM)
Annette Keen (AK)
Hein Scheffer (HS)
Cath Slater (CSl)

Board GP Member (St Albans and Harpenden)
Board GP Member (Dacorum) (from QP/172.2/15)
Board GP Member (Watford & Three Rivers) (from QP/173/15)

Samantha Martin (SM)
Beverly Mukandi (BV)
Katy Patrick (KP)

Deputy Director of Nursing
Head of Corporate Governance
Patient Representative to the Board
Patient Representative
Chief Locality Officer, Hertsmere
Consultant in Public Health, Hertfordshire County Council
AD Planning and Transformation (QP/174/15)
Director of Workforce (QP/175/15)
Associate Director of Quality, East & North Hertfordshire CCG
(QP/176/15)
Looked After Children & Care Leavers Nurse, East & North Hertfordshire
CCG (QP/176/15)
Deputy Designated Nurse, Safeguarding Children, East & North
Hertfordshire CCG (QP/176/15)
Risk Manager (Minutes)

QP/168/15
168.1
168.2

Welcome and Apologies for Absence
The Chair welcomed colleagues to the meeting.
Apologies for absence were received from Kevin Barrett, Jill Bartlett, Corina Ciobanu and
Marcelle Olson.
Apologies for lateness were received from Trevor Fernandes and Clair Moring.

QP/169/15
169.1

Declarations of Interests
There were no new interests declared.

QP/170/15
170.1
170.2

Minutes of Previous Meeting
No issues were raised with the minutes.
The minutes were approved as an accurate record of the meeting of 29th October 2015
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QP/171/15
171.1

Matters Arising and Action Log
QP/159.4/15 Review of BAF 1.2 risk score. Meetings have taken place with JR and Caroline
Humphreys. Meeting in diary with Simon Eckett on 30/11/15.

QP/172/15
172.1

Finance Report 2015/16 – Month 7 (AW)
 At the end of Month 7 (M7) HVCCG is reporting a deficit of £1,064,000.
 With the cumulative surplus brought forward from last year, a £4M surplus was
expected.
 On 21/10/15 HVCCG’s Risk Mitigation Plan was submitted to NHS England (NHSE) the plan was included as an appendix to the M6 Finance Report.
 The Mitigation Plan forecasted a deficit of £1,008,000 by the end of October 2015. A
bigger deficit is forecast for November, with the turning point being December 2015
and heading towards break-even through January to March 2016.
 AW and RG attended the monthly assurance meeting with NHSE on 25/11/15 where
they were able to demonstrate that the mitigation plan is being put into action and
monitored through the Financial Effectiveness Group (FEG) which is attended by
clinicians. Assurance was therefore provided that HVCCG is not only planning to
deliver break-even in year, but has also put in place measures to support financial
sustainability going forward.
 Analysis, line by line, of the M7 forecast highlights some big variations, for example in
prescribing and running costs. Staying within the CCG’s Running Cost Allowance (RCA)
is a statutory duty and an over spend would trigger a letter from the external auditor
to the Secretary of State. The position with running costs can be expected to improve
as there are now few interims or consultants engaged and those still working for the
CCG are costing much less. In addition, Nicola Bell is meeting all budget holders and
Directors monthly, to scrutinise closely expenditure against budget.
TF joined the meeting.
The following points were made in discussion.
 Costs of consultants are as predicted, so variation is a timing in year issue.
 QIPP is monitored through the mitigation plan and is forecast to be on track to deliver
84% of the total by year end. The latest year to date figure is 76%, but there are signs
that the drivers of forecast over spend are returning to budget. This forecast is
supported by evidence from the frozen data now available for the first four months of
the year, which is closer to the planned value than the estimates received earlier (flex
data).
 As always the winter period brings an activity risk, but HVCCG is better placed than
some other CCGs in the region with many areas of planned activity reporting at or
below target. Outpatient activity is the notable exception which is above target.
 The potential impact of the Comprehensive Spending Review (CSR) is not yet known.
 NHSE have noted that HVCCG is living up to their forecast, but the mitigation plan
itself is high risk. The plan is drawn up in response to medium-term assumptions
about an up-lift in activity from NHSE Midlands and East that may not prove to be the
reality. When the 2016/17 plan is submitted, HVCCG might take the view that it is not
necessary to buy as much activity.
 The question of geographical concentration of demand needs to be considered
outside of the Committee. There is a reported over spend on acute expenditure of
£700K between two independent providers.
 Practices will generally advise their patients if there is a lengthy wait for one provider
and a much shorter wait for another.
 It has been very difficult to make progress on the Consultant to Consultant (C2C)
referrals due to the need to wait for data, but this area should be audited very soon.
Speciality referrals to self can be appropriate but where there are new pathways,
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clinicians need to be encouraged to change behaviour. GPs can sometimes be better
informed and able to make clinical assessments of the most appropriate area for
referral than specialists in hospitals. The key thing to investigate is the fact that C2C
numbers are rising exponentially.
172.3
The Committee noted the M7 Finance Report.
172.4
ACTION: Include a schedule of expenditure on interim staff and consultants in the next
Finance Report to the Committee (AW)
172.5
ACTION: A short summary of the mitigation plan to be included as an appendix in the Month
8 Finance Report (AW)
172.6
ACTION: Analyse geographical concentration of demand and discuss with JT (AW)
CM joined the meeting
QP/173/15 Q2 Quality Report (DC) [Item 8 on the Agenda]
173.1
 The report provides an overview of performance with key quality issues summarised
on Slide 3. Detailed reporting on each provider is contained within Slides 19 to 34.
 West Herts Hospital Trust (WHHT).
- Progress against the Care Quality Commission (CQC) Improvement Plan is being
monitored by the TDA-led (Trust Development Authority) oversight group. NB, DB
and DC are members of this group. Summary reports from the oversight group go
to the monthly Contract Quality Review Meetings (CQRM).
- KF is still spending considerable time at the Trust.
- CCG quality visits programme is being tied in tightly with the progress that WHHT
are reporting, in order that when actions are reported as completed the CCG can
check the impact on the ground.
- The focus on safeguarding adults continues following a problem identified by
Tracey Cooper.
- The maternity quality visit in December will be tied into any concerns raised at
the oversight group.
173.2
The following points were made in discussion.
 The focus of work on Maternity Serious Incidents is on embedding the learning in a
consistent manner.
 An Interim Director has been appointed at WHHT and a full CQC re-visit is expected in
the spring. The TDA will be leading the pre-CQC inspection to determine whether the
Trust is ready.
 HVCCG are leading on the quality visits and TDA personnel come on some of them.
The TDA also conduct visits.
 The evidence from friends and family responses around A&E at WHHT are
encouraging, although the response rates are still poor.
 Incidence of SIs does not necessarily provide evidence of harm: an increasing rate
could indicate better reporting practices.
 During Q2 all 6 of the Mixed Sex Accommodation (MSA) breaches at Barnet & Chase
Farm Hospital sites occurred in the Intensive Therapy Unit (ITU). The MSAs have been
raised as part of a contract query. From an ethical standpoint the message needs to
be that poor patient flow is resulting in patient standards being missed. The focus of
the quality visits is to find out how MSAs are being managed: for example, how
dignity and privacy are being protected; what conversations are being had with
patients. The total number of MSAs breaches is now much smaller than previously.
 Hertfordshire Community Trust’s (HCT) new Safeguarding Children Policy is now in
the ratification stage which will be completed in December 2015.
 The PLACE (Patient-led Assessments of the Care Environment) scores do show HCT as
being in the bottom 20 per cent nationally, but Quality Team visits to Langton and
Stockwell wards have seen good practice and no contraventions. This will be looked
at in more detail.
 HVCCG is listed as having a Serious Incident (SI) in July 2015, but the CCG did not
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declare any SIs. Details behind this will be checked.
A complex maternity case is currently under investigation. The investigation will take
60 days and the outcomes will be reported to this Committee.
 Hertfordshire Partnership Foundation Trust (HPFT) continues to be an outlier for
reported falls, although this has improved during Q2: the HPFT Falls Working Group is
driving focus and improvement. All HVCCG providers have taken significant action on
falls.
The Committee noted the Q2 Quality Report.
ACTION: Examine the differences between PLACE scores and observed practice at HCT in
more detail (DC/KF)
ACTION: Check the details of the reported HVCCG SI in July 2015 (DC)


173.3
173.4
173.5
QP/174/15
174.1

174.2

174.3
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Transformation & QIPP Report (AK) [Item 6 on the Agenda]
 Year to date delivery is 76% against plan.
 Previously unidentified QIPP savings are all now identified and fully integrated in the
plan.
 The review of additional options for validation has been completed
 Clinical coding audits of A&E and non-elective activity are being undertaken.
 Practices are being encouraged to use increased capacity flexibly, for example to
conduct home visits earlier so that GP-heralded attendance at A&E also happens
earlier.
 Some correlation has been identified between attendances in GP-heralded
ambulances and greater length of stay once admitted.
 Children’s attendances are being analysed to assess benefits of the increase in
capacity. More appointments for children and more appointments later in the day are
being encouraged.
 More use being made of the GP at the front door 4-8pm is being investigated, but
current reports suggest only 2 children per hour did not need to come to A&E. This
may be related to the scoring being used as the Emergency Care Improvement
Programme (ECIP) suggests a number could/should have been seen in primary care. It
has been agreed with the Practice Managers that a closer look will be taken at
segmentation, e.g. how many are injuries rather than illness.
 Schemes not performing well include Consultant to Consultant referrals for first
outpatient appointments, Any Qualified Provider (AQP) Counselling and Excess Bed
Days.
- All the ground work to turn around AQP Counselling has been done and the
process is now starting.
- Excess bed days offers a potentially huge opportunity, but further collaborative
work and changes to working practices across the system will be needed to link to
the values in Your Care Your Future (YCYF) and speed up flow e.g. social care
team colleagues joining ward rounds. Problems with discharges start before
admission. Improvement is expected in the last quarter.
 Continuing Health Care team currently lacks the capacity to work on historical claims,
although it is expected that the majority will be ineligible.
 Work is commencing on the QIPP plan for 2016/17, both bedding down opportunities
from current schemes and looking for new opportunities.
The following points were made in discussion:
 There is a big amount reliant on contract validations (£2.4M) but the schemes have
been worked up in detail. Next year contract validation work will commence from
‘Day One’.
 Messages around QIPP are complex and not always easy to convey to patients. The
Communications Team are working on QIPP Comms.
The Committee noted the Transformation & QIPP Report

QP/175/15
175.1

175.2

175.3

175.4
175.5
175.6
QP/176/15
176.1
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Integrated Quality, Performance and Finance Report (CA/DC) [Item 7 on the Agenda]
CA introduced the performance elements of the report and made the following points.
West Herts Hospital Trust
 Breast Cancer, Referral to Treatment (RTT) and Diagnostic trajectories continue to be
good. It is expected that performance against these will be formally signed back to
the CCG next week, representing a significant achievement within 12 months.
 Current A&E performance is in the mid-table for the region and slightly above
nationally. There is work still to be done in the Emergency Department (ED), but the
Emergency Care Improvement Programme (ECIP) has been very helpful. A detailed
report on improving performance in ED will be brought to the next meeting.
 Delayed transfer of care (DTOCs) are slightly above the national target, but it is
positive news that social care have now recruited a full team of social workers for
work in the hospital and are able to process more discharge assessments. There
remains a capacity risk in the community.
East of England Ambulance Trust
 The release of crews within 60 minutes is not improving – EEAST have been asked for
a plan.
 Staffing issues are related to Emergency Care Practitioners (ECPs)
Royal Free
 RTT is improving
 Cancer and diagnostics are to plan
 Ambulance turnaround issues due to safe staffing difficulties.
Winter preparedness
 Planning for Christmas and New Year across the system is completed.
 NHS England has written to GP Practices and pharmacies about opening times.
The following points were made in discussion:
 The high number of people ‘presenting with symptoms that are atypical of stroke’
present both data quality and quality of care issues, related to two possible causes:
- Patients presenting with generic symptoms
- If the ED assessment is ‘might be stroke’ this will still be counted as stroke.
Other Trusts/CCGs have resolved this problem. HVCCG can learn from their
experience (University College Hospital is a market leader).
 The Herts Urgent Care (HUC) triaging process for ambulances does have clinical
involvement (mostly doctors) in the decision-making and may offer alternatives such
as seeing an out-of-hours doctor, or delivering clinical advice over the phone.
 The investigation into RTT backlog at Barnet and Chase, chaired by an independent
consultant, concluded that out of 13,000 cases, only one of them involved potential
harm.
DC noted that most of the key Quality points had already been discussed in relation to the Q2
Quality Report.
 A sub-committee has been established to implement the pilot of Fast Track, crisis
management for people with learning difficulties, countywide.
 A report will be going to the Health and Wellbeing Board in December.
The Committee noted the Integrated Quality, Performance and Finance Report.
ACTION: Detailed report on improving performance in ED for January meeting (CA)
ACTION: Bring back wider learning around stroke diagnosis and reporting (CA)
Safeguarding Children 6 month report (CSl/SM/BM) [Item 10 on the Agenda]
 CS referred to the slide presentation (attached) to deliver an update on Looked After
Children (LAC) and Care Leavers.
 The current figures for Hertfordshire LAC are as follows:
 682 placed in Hertfordshire





350 placed in other Local Authorities
286 placed in Hertfordshire from other Local Authorities
The GP model for children aged 10 and above to be seen by one of 5 LAC GPs for an
initial health assessment is working well. There is good compliance, especially with
older children.
 A specialist LAC nurse has been in place since August 2015
 A business proposal was put forward to HCT in September 2015 from the CCGs to
commission an existing LAC Health Assessment community provider for borderline
counties, in order to try and improve compliance.
 A revised LAC Health profile dashboard was finalised in October 2015, to commence
in Q3.
 In October two full-time LAC Nurses were recruited to the HCT LAC Health Team. New
staff are not yet in post and positions are currently covered by agency nurses.
Initial and Review Health Assessments within timescale 2014/2015
 Significant improvement has been seen with Initial Health Assessments (IHA) since
introduction of the GP model in June 2015 (from 31% in October 2014 to 50%
October 2015), but much is still to be done to reach the target 100%.
 Review health assessments (RHA) have improved only slightly, from 61% in October
2014 to 62% in October 2015, but the target is 85%. A challenge remains for the CCG
around the quality, completion and return of the RHA for Hertfordshire LAC placed
within other Local Authorities. Reciprocal arrangements have broken down, but a
timescale is in place for improvement from January 2016.
 Currently all IHAs and RHAs are quality checked on their return to the Hertfordshire
LAC Team. The quality of assessments has been a problem in some cases, so the
designated doctor LAC and LAC nurse have devised a quality checklist tool to be sent
out with the LAC Health Assessment paperwork. The Service Level Agreement is also
to be revised to outline withheld/non-payment for poor quality assessments and
those which breach the statutory timeframe.
 Hertfordshire CCG’s to commission an existing LAC Health Assessment community
provider to deliver an outreach service for Hertfordshire LAC placed in borderline
Counties.
CCG Assurance of Quality and Performance


176.2
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In July 2015 the Internal Audit of Children’s Services, LAC, Special Educational Needs
(SEN) and Disabilities concluded: “The controls upon which the organisation relies to
manage the identified risk(s) are suitably designed, consistently applied and operating
effectively.”
 In September 2015 there was a formal, unannounced Ofsted inspection of services for
children in need of help and protection, children looked after and care leavers.
Feedback was reported as good across all areas. Ofsted were very positive about
partnership working.
 All providers are reporting more than 90% compliance with safeguarding children
training.
The following points were made in discussion:
 The IHA and RHA figures represent unacceptable performance. The team should
report back on improvements. New schemes will take time to embed but a report can
be expected within 6 months.
 The LAC team focus on the assessments where there are difficulties engaging. The
tight timescales can be a challenge when there are extremely complex young people
involved.
 Presentation next time should report figures under the different categories so that it
is clear where the difficulties lie.
 There is a transition process when children reach 18 and foster carers are still able to

176.3
176.4
176.5
QP/177/15
177.1

177.2
177.3
QP/178/15
178.1

178.2

178.3
178.4
178.5
178.6
QP/179/15
179.1

179.2
QP/180/15
180.1
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contact the LAC team.
 The new model is an improvement on earlier processes.
The Committee noted the Safeguarding Children 6 month report and requested an update
on Looked After Children in no more than six months.
ACTION: Additional report to be added to the committee work plan for May 2016 (KP)
ACTION: Next report to show % delivery for each category (DC)
Safeguarding Adults 6 month report (DC) [Item 9 on the Agenda]
 There has been a reduction in the number of homes going through the serious
concerns process.
 The outcome of the serious concerns visit will be included in the Care Homes report
due at the next meeting.
The Committee noted the Safeguarding Adults Report.
ACTION: Next Care Homes report to include outcome of the serious concerns visit (DC)
Q2 2015-16 Complaints and Enquiries Report (DC)
 Significant progress has been made with the complaints process.
 Martin Grant has uncovered a number of problems and re-opened several complaints
that had not been satisfactorily closed down, for example, where a complainant had
written to the CCG about a provider. This mostly required pulling together all of the
provider responses.
 This report does not include as much as it could about the learning from complaints.
Future reports will include this information.
 HVCCG mostly has a co-ordinating approach but the system will count the complaint
multiple times if it goes to more than one party.
 The categories ‘completed’, ‘upheld’ and ‘partially upheld’ are mandated for
reporting purposes, but future presentations can include more useful information.
 It would be useful to understand whether there has been an increase or decrease in
complaints from one quarter to the next.
 Complaints are not anonymous, so it is possible to identify vexatious complainants.
The Committee noted the Complaints and Enquiries report.
ACTION: Future reports to include learning from complaints (DC)
ACTION: Future reports to provide more explanation where something was ‘partially
upheld’ (DC)
ACTION: Quarterly run rate to be included in Q3 and subsequent reports (DC)
Q2 Serious Incidents Report (DC)
 The Serious Incident (SI) process has been reviewed and HVCCG is now in a stronger
position with only 4 SIs for review.
 WHHT has 37 open but only 6 overdue which represents a significant improvement.
 There are 35 SIs waiting for additional clarification, 19 of those being related to a
cluster of VTEs.
 Assurance is being sought that internal processes are robust following the change in
guidance.
The Committee noted the Serious Incidents Report.
Freedom of Information Update Q2 2015-16 (DC)
 Performance around Freedom of Information enquiries (FOIs) continues to improve
and is now at very nearly 100 per cent compliance.
 There are some national trends around pharmacy and hospitality.
 National guidance is under review but there continue to be a large proportion of
professional enquiries e.g. from freelance journalists.



180.2
QP/181/15
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181.2

181.3
181.4
181.5

QP/182/15
182.1
182.2

182.3
182.4
182.5
182.6

QP/183/15
183.1

Locally, there are a significant number of enquiries about Continuing Healthcare and
expenditure.
The Committee noted the Freedom of Information update.
Quality Assurance System Update Q2 2015-16 (DC)
 The Quality Assurance System (QAS) is a strength for the CCG, with 200 reports per
quarter predicted by the end of the year.
 There has been a recurring theme around WHHT with GPs providing specifics and the
Contracts Team following up.
 Contracts are also investigating reports of poor discharge procedures from
Moorfields.
 It would be useful to feedback specific examples to the localities, together with the
outcomes, to encourage even more reporting.
 E-mails are frequently sent to GPs asking what they have done in relation to the
concerns they have reported. It would be helpful if there were a box that the
reporting clinician could complete when submitting their concerns.
 The system is very clear about information governance.
 This system represents a significant improvement on the previous one.
 Appointing designated leads in the Contract Team has been very helpful with liaison.
The Committee noted the Quality Assurance System update.
ACTION: Feedback both specific examples and patterns to the localities, including outcomes
(DC)
ACTION: Discuss with Ary how a section to record GP actions might be added to the system
(DC)
Prior Approvals and Individual Funding Requests Q1 & Q2 2015-16 (DC)
 Geraldine Woods was unable to attend this meeting, but will be asked to attend in
future. The Q1 and Q2 reports could not be delayed any longer.
 The note ‘other outcome’ probably refers to those cases where there is a need for
more information and the Individual Funding Request (IFR) is still in the system.
 The information presented about varicose veins seems to be mismatched.
 It is not clear whether Barnet and Chase are following London procedures.
ACTION: GW to attend the Committee to present future reports (DC)
ACTION: Follow up mismatched information (CA)
ACTION: Seek clarification from David Buckle about Herts or London processes being
followed (DC)

183.2

Review of Committee Work Plan (SB)
 The Work plan will be reviewed in detail and the final version circulated to the
Committee.
ACTION: Meet with KP to review the work plan in detail (SB)

QP/184/15
184.1

Any Other Business (SB)
There was no other business raised by attendees.

QP/185/15
185.1

Risks identified in the meeting
There were no new risks identified but the following key risks were discussed:
 LAC assessments – included on the Nursing and Quality Directorate risk register.

QP/186/15
186.1

Items for cascade to localities
 Reminder about the QAS
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QP/187/15
187.1
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Next Meeting
28th January 2016 Venue to be confirmed.

FINAL MINUTES
REDACTED FOR REASONS
OF COMMERCIAL
CONFIDENTIALITY

Meeting
Date
Time
Venue

:
:
:
:

Audit Committee
Thursday 1st October 2015
10.00am
Aspley Meeting Room, Hemel One, Hemel Hempstead

Present:
Paul Smith (PS)
Alison Gardner (AG)
Stuart Bloom (SB)
In attendance:
Alan Warren (AW)
Alison Langridge (AL)
Chris Rising (CR)
Clair Moring (CM)
Diane Curbishley (DC)
Erin Sims (ES)
Katy Patrick (KP)
Lisa Clampin (LC)
Nicola Bell (NB)
Rod While (RW)
Trevor Fernandes (TS)

AC/77/15
77.1

AC/78/15
78.1
AC/79/15
79.1
79.2
AC/80/15
80.1

Chairman of the Committee (Board Lay Member – Governance)
Board Lay Member
Board Lay Member
Chief Finance Officer
External Audit Manager, BDO (to item AC/91/15)
Internal Audit Senior Manager, Baker Tilly (to item AC/91/15)
GP Board Member (Watford and Three Rivers)
Acting Director of Nursing and Quality
Local Counter Fraud Service, Baker Tilly (to item AC/91/15)
Risk Manager (to item AC/91/15)
Partner, External Audit, BDO (to item AC/91/15)
Accountable Officer (to item AC/91/15)
Head of Corporate Governance
GP Board Member (Harpenden and St Albans)

Apologies for absence
PS welcomed attendees and the following apologies were received:
 Keith Hodge
 Rami Eliad
Declarations of Interest
There were no interests declared in relation to the agenda items
Minutes of previous meeting
It was noted that the first sentence of 72.2 required redrafting as it did not make sense.
The date of the next meeting (76.1) should read October 1st
The minutes of 30/07/15 were approved subject to the above amendments
Matters Arising and Action Log
AC/46.2/15 Self-assessment and need for training still requires action from PS/AW
AC/59/15 5 meetings for 2016/17, still outstanding. RW will provide proposed dates next
week
AC/61/15 SRG meetings: still outstanding. Action KH
AC/63.3/15 will remain open until the next annual report is drafted. Action RW
AC/70.2/15 Review of detailed financial instructions remains open. Action RW
All other items to be closed

80.2

ACTION: As listed above by PS/AW/RW/KH

AC/81/15

Gifts and Hospitality Register
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81.1

81.2

81.3
81.4
AC/82/15
82.1

82.2

82.3
82.4
AC/83/15
83.1
83.2

RW introduced the register which routinely comes to Audit Committee. It was noted that this
CCG currently only asks staff to declare offers of gifts and hospitality over £25. This potentially
needs to change in line with the Pharmaceutical Sponsorship Internal Investigation
recommendations
The key points from discussion were as follows
 It is unclear what the responsibility of the CCG is in informing HMRC regarding
secondary employment
 There is nothing in HR policies to advise on secondary employment
The Committee noted the Gifts and Hospitality Register
ACTION: AW to discuss issue of secondary employment with HR Director (HS)
Decision Register
NB introduced the Decision Register which now comes routinely to the Audit Committee. She
welcomed feedback on whether the register was structured in a way that was helpful to the
committee
The following points were made in discussion:
 It was suggested that we add in a column describing how conflicts of interest have
been addressed
 It is not clear what the final column is intended for (Further Review)
The Committee noted the Decision Register
ACTION: RW to address format of Register based on the comments above(82.2)
Review of Quality Account Report Statements
DC introduced the paper by stating that this was an overview of key priorities and how
organisations are managing the identified needs for improvement
The Committee Noted the Quality Account Report Statements

AC/84/15
84.1

Revised Conflicts of Interest Policy
RW introduced the revised policy with the following points:
 A policy revision was necessary in the light of current Joint Primary Care
Commissioning arrangements and a potential move to delegated arrangements
 Not all of the NHS England Statutory Guidance had been implemented previously
 A number of recommendations had been made by Internal Audit
 The policy also offered additional guidance to chairs on how to manage conflicts of
interest before and during a meeting

84.2

The following points were made in discussion:
 It was clarified that the CCG is expected to implement Statutory Guidance but that
the Board could agree not to. Such a decision would come with significant risk
 AG asked about point 4.8.3 and how we access a “fair minded and informed
observer”? RW responded that this is not straightforward concept to address but that
Lay Members had an important role to play here
 Use of specific examples was welcomed but the point was made that we cannot
create examples for every situation that might occur
 It is the CCGs responsibility to make the Policy as accessible as possible but it was an
individual’s responsibility to read it
 TS suggested an easy read summary as people would not read the whole document. It
was noted that Hein Scheffer had already started to develop “Policy Briefs”and should
be invited to the next meeting (January 21st) to gain the Committee’s input on the a
policy brief based on the revised policy.
 As it stands the policy requests that everything gift – even a pen or pad – must be
declared. The policy should make it clear whether this is the intention
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AC/88/15
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We need to include all recommendations from the Pharmaceutical Sponsorship
investigation
The Committee recommends to the Board the Policy as presented with amendments:
 Include all recommendations from the Pharmaceutical Sponsorship investigation
 Clarity required on whether every gift / hospitality must be declared
ACTIONS
HS to develop policy brief and to be invited to the next Audit Committee meeting
RW to amend the policy to reflect the comments of this Committee
External Auditors Progress Report
PS welcomed BDO to their first Audit Committee meeting as the new external Auditors
LC introduced the report which is intended to provide an overview of work planned for
2015/16. She asked for any comments on the format which could be adapted depending on
the needs of this Committee
The Committee noted the External Audit Report
Internal Audit Progress Report
CR introduced the update report noting the following
 A number of audits were due to commence in the next month (OD, Procurement, ICT
and Medicines Management)
 The Governance report had been finalised with an Amber Green outcome.
 There is one draft report not finalised – performance management of providers
 It would be good practice for the Financial Governance Checklist to be brought back
to the Audit Committee for a progress review
CM stated with reference to Governance that at the Joint Commissioning Committee it wasn’t
clear from the minutes when conflicted GPs had been asked to leave the room for a particular
paper, and for which elements the GPs had been present. RW to check the minutes.
The Committee noted the Internal Audit Report
ACTION: RW to ensure all Committee Minutes takers make it clear about how conflicts of
interests were managed
Internal Audit Report Recommendations Tracker
AW introduced the report with the following points:
 At the end of September there were no recommendations open beyond their
deadlines
 A small number of recommendations relating to internal audit report from 13/14 are
still open and included in the paper
 The Tracker does not yet have the 2015/16 recommendations included but it is not
anticipated that any actions to be implemented by September 30th would be
outstanding
 Training for the 4Action Tracker is planned for November 10th for internal staff
PS asked CR if the report was consistent with what Baker Tilly were seeing and he confirmed
that this was the case
The Committee noted the Internal Audit Recommendations Tracker
Local Counter Fraud Service Update
ES introduced the update and made the following key points:
LCFS completed the NHS Protect Self Review Tool, which was submitted
 Following completion of the Pre-Contract Procurement review, a number of
recommendations were produced
 Following completion of the Conflicts of Interest Review, an action plan with 6
recommendations was produced
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A Heat map has been produced which shows that risk around Continuing Healthcare
is increasing
 The risk of cyber-crime was noted and there was an incident reportedat a Trust in the
West Midlands
The following points were made in discussion
 It was noted that LCFS no longer features on the CCG Corporate Induction Programme
and that NHS Protect may view this in a negative light. NB will follow up to review
whether this should be incorporated
 A decision needs to be made on the Fraud and Bribery e-learning module regarding
which members of staff should complete it
The Committee Noted the LCFS Update
ACTION: NB to consider incorporation of LCFS as part of corporate induction
Review of Bad Debt Right Offs, Tender Waivers and Losses and Compensations
AW provided a verbal update stating that there had been no bad debt write offs or tender
waivers, though it was noted that the HMRC were recovering VAT to the value of £8k due to a
reclaim made in error by the CCG in 2013
The Committee noted the verbal update
Assurance Framework
DC presented the Assurance Framework which had been updated following a Board
Development Session in August and had been presented to Board in September
The following points were made by the Committee in discussion:
 This version represents a step forward from the previous version and risks were much
more clearly differentiated
 The Assurances element requires some work as some are controls and some are
comments.
 The Assurances element now includes negative as well as positive assurances and this
is helpful
 The next iteration needs to ensure that Causes – Controls – Assurances are clearly
linked
 AG noted that the Risk on engagement (1.1) feels less risky than the financial balance
risk (4.2), in the inherent and residual scores were the same. It was noted that whilst
the Director agrees the score, the Risk Manager was in a position to challenge this
 It would be useful to review a sample of the Corporate Risk Register at the next
Committee
The Committee noted the current version of the Assurance Framework
RW to nominate a specific sample of the CRR for review at the next meeting
RW to ensure BAF goes to the next Board meeting (Nov 5th)
Highlight Report on the Management of Risk 2.3 (Quality Care at WHHT)
DC presented the report with an overview of the CQC report for WHHT:
 The Trust was rated as inadequate by the CQC and should be managed by the CQC as
a Trust in Special Measures
 The TDA is leading the process to gain assurance that the resulting Action Plan is
effective and there is an oversight group in place, which the CCG are members of
 The Trust had the deadline of 30/9 to respond formally to the CQC
 Some actions had been addressed already, for example the A&E triage service had
been assessed as unsafe and this had been addressed quickly and effectively
 An Improvement Director was in place and there was access to additional funding a
support. The Improvement Director will ensure that adequate progress is made in line
with CQC recommendations




The improvement plan is with the CCG currently for comment
The CCG will be making Quality Visits to the Trust, though these will be announced

91.2

The following comments were made in discussion:
 This represents an opportunity to address issues with the culture of the organisation,
though it was noted that staff morale was very low and the proportion of agency staff
was now 24%
 The involvement of other agencies (in addition to the CCG) would help drive the
necessary change
 A Board to Board meeting was required when the new Chair starts, this needs to be
planned for the end of November / early December
 It was noted that the Herts-Beds workforce Group was developing a strategy to
address staffing issues and that there would be a presentation at the CCG Board on
November 5th
 We need to understand more clearly how a CCG can influence the performance of a
provider but we cannot tell the Trust how to manage its business, we need to hold
them to account

91.2
91.3

The Committee noted the Risk Review and the detailed description of the Risk, Controls and
Assurances
ACTION: RW to set up Board to Board meeting with West Herts Hospitals Trust

AC/92/15

Redacted for reasons of commercial confidentiality

AC/95/15
95.1
95.2

Any Other Business / Next Meeting
There was no additional business not on the agenda
The next meeting will take place on January 21st 2016: 10-12.30
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