Brent Teaching Primary Care Trust
Minutes of the Clinical and Corporate Governance Committee Meeting 

Held on Monday, 27th February 2006
	PRESENT
	1.   APOLOGIES

	Jean Gaffin (Chair) (JG)
Amanda Craig (AC)
Patricia Atkinson (PA)
Rod Goodyer (RG)
Judith Stanton (JSt)
Bashir Arif (BA)
Catherine Afolabi (CA)
Chris Bevan-Davies (CB-D)
Rashmi Rajyaguru (RR)
Cathy Claydon (CC)
Shabbir Panju (SP)
Alison Partridge (AP) (representing Jill Shattock)
Michele Stenning (MS)
Lynn Leaver (LL)
Abraham Schaufeld (ASch)
Iram Khan (IK)
Paramjit Singh (PS)
Ann Daley (AD)
Bina Patel (BP) (Minute taker)


	Richard Sachs (RS) - NWLHT

Ricky Banarsee (RB)
Charles Boucher (CB)
Lynda Greenhill (LG)
Jill Shattock (JS) 
Mayur Bhatt (MB)
Jane Lindo (JL)
Mahendra Patel (MP)

Andrew Scheiner (AS)
Gloria Jones (GJ)


	
	
	ACTION

	2.
	Minutes of the Last Meeting


Agreed to be correct with the following amendment.

 Page 5, no. 7 – add `Danielle was thanked for the report’.

	

	3.

i.

ii.

iii.

iv.

v.

vi.

vii.

	Matters Arising

Page 5 – In view of the continued slow feedback / information from the counterfraud team it was agreed to write to 21 
Building asking to expedite and ensure feedback is received in appropriate timescale.

Page 7, no. 12 – JG informed that she and Andrew Parker had received a letter from Carole Amobi re. TOSLA.  AP noted that the criteria has yet to be agreed in order to adopt the policy and is also concerned about the low priority procedures as the PCT has currently not agreed criteria.  AP was asked to include this on the Risk Register via the Directorate.

MRSA
Michelle Stenying was introduced.  She has been working with the Infection Control team on the recent MRSA audit.
The Committee received the summary version of the `Surveillance of MRSA and Multi Drug Resistant Gram-Negative Organisms within Brent tPCT Bedded Areas’ and LL noted that a full document is also available.

The Infection Control team initiated and carried out a comprehensive three month surveillance programme for MRSA and Multi Drug Resistant Gram Negative organisms (MDRGN).
From a sample of 125 patients, 105 patients were screened for MRSA and 25% prevalence identified and the most common reason for exclusion from the programme was lack of consent.  
The report also identified that the problem at New Kingswood Unit was the state of the heavily stained carpets which hindered effective cleaning.  JG informed that this has been long outstanding and will chase this up.

LL noted that the report will be sent to the Infection Control Committee and the recommendations will go to the TAM meeting.  PA asked for assurance as to how the recommendations will be picked up.  It was agreed for LL to provide an action plan for this Committee for monitoring.  JS agreed to take the report to the Health Protection Group.  It was also agreed to have the action plan brought to the May meeting before going on PCT Board agenda.  LL to report back with the action plan.


Retinal Screening Procedure
PA read out the email sent by Richard Sachs regarding retinal screening practice at NWLHT.
It was acknowledged that photographic screening is the best method to use and Brent tPCT is working hard to establish a photographic screening program.  A number of local optometrists have been trained who are currently contributing to the retinal screening program.  It was agreed that using hand held fundoscopy is not best practice but that Brent tPCT has yet to fully establish the photographic screening service.  There followed a discussion and it was felt that, prior to full roll out,  it is better to use this method rather than not do any screening at all.  Brent tPCT is working towards 100% screening services using the national screening guidance and until such time, the hand-held fundoscopy ought to be considered a good enough method.
The Chair thanked Richard Sachs for establishing the practices at NWLHT and providing the information.
Breast Screening Report – update
JS circulated the letter that she had written to Barnet Primary Care Trust expressing concerns regarding the Breast Screening services provided by North London Breast Screening Services unit.

Discussion was held around how safe the current service is and whether the service could be suspended for a short period until the backlog is cleared and administrative issues are sorted out but it was noted that Catherine Brogan, North Central Strategic Health Authority, is keen for the service to continue while the issues are being dealt with.  This was considered to be a high risk by the Committee who suggested that it should be put on the Risk Register.  AP agreed to take this back to the Directorate to be put on the Risk Register.  
The Committee was sufficiently concerned to ask JSt to consider referral to the HCC if she felt that issues were not being addressed in a timely manner to ensure patient safety.

It was agreed that the action plan be brought to this Committee next month.
Breast Screening Pathway
The Breast Screening Pathway and the Flowchart was received and accepted by the Committee.
Cervical Screening
It was noted that a letter was sent to all GPs reminding them of the need to screen within protocols and guidelines.  

Copy of the letter was received by the Committee.  It was also noted that the data on cervical screening referrals was not easily accessible.
PRISM Update
CA informed that the new company Strand Technology Limited has taken over the contract and that a User Forum has been set up and the first meeting will be held on 7th March which she will be attending.  Meetings have been set up with key users to feedback on the web incidents reporting form pilot, complaints, claims and incidents management module.  The results will be known by the end of February / early March and as soon as any issues / problems are sorted out, training will then be rolled out to other staff by the Health Informatics Training Team.  RG noted that it was a good and user-friendly system and should encourage incident reporting.  Independent contractors can in theory report using the incident form via a link from Extranet.  However, this has not been discussed.  Any incidents that we receive from independent contractors in any format are still entered on Prism.
Flow chart – Implementation of NICE Guidance


A revised flow chart was circulated.  It was noted that a meeting was held to agree the revised flow chart for disseminating NICE Guidance.  The Committee accepted the revised flow chart.
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	4.
	Terms of Reference
The current Terms of Reference (TOR) was received by the 
Committee to be reviewed.

PA noted that the Audit Committee has been asked to look at this Committee’s TOR and this was a good opportunity for a total review. PA noted that she had feedback from some members who felt that the agenda was right but that some of the reports were very detailed and should be more focused on risks and clinical governance issues and wondered whether the reports should be just exception reporting.  It was felt that while the focus should be more on risks and clinical governance, reports should also inform good practice. An area of weakness was identified as commissioning and it was agreed to have Commissioning as a rolling agenda item.  PA and AC to review the TOR together with the membership list. 


	AC / PA

	5.
	Clinical Governance Facilitators Report
CB-D asked that the report which had already been circulated be withdrawn and be replaced by the report circulated at the meeting.  BP to email the new report.  
The report highlighted some of the work that the Clinical Governance and Education Facilitators are involved with:

· Continued support that is provided by the Clinical Governance and Education Facilitators to the localities and GP practices.  

· Supporting the Clinical Audit team with the clinical audit training for specific groups of staff.


· Supporting the monthly induction programme for new staff.


· Scheduled visits to practices.


· Working closely with the Risk Manager in supporting staff to understand and utilise the Risk Management strategy.


· Working with the Complaints Manager to help support the promotion and implementation of the complaints policy.


· Embedding the Root Cause Analysis principles in the 

Trust for investigation of incidents and near misses.


· Actively engaged in supporting the QOF process as part of the assessment team carrying out assessment visits.

· Representation on the Patient and Public Involvement Committee.


Future plans include supporting staff and offering training on Standards for Better Health, offer support and guidance for clinical governance to the cluster boards and the practices in the development of PBC.

Iram Khan and Faisal Ahmed were thanked for preparing the report and CB-D was thanked for presenting it.


	BP


	6.
	NSF Older People’s Progress Report
PS informed that he was leaving at the end of the month and introduced Ann Daley who would be taking over.
The report was received by the Committee.  PS explained that the Partnership Board is already working on the action plan therefore this report is not complete and will change in the next few months.  PS noted that a significant number of the milestones have been met.  However, he indicated that Standard five – Stroke, required more attention and there is a possibility that Standard 7 – Mental Health in Older People may turn to `red’.

On reading through the report, members felt that timescale dates in the report were not consistent and PS was asked to send an updated version in the standard traffic light format
PS and AD were thanked for the report.

 
	PS / AD


	7.
	Sharps Safety Audit Results
The report was received by the Committee.  
The Infection Control Team undertook the sharps safety audit by visiting each of the tPCT managed site within Brent over a 
period of eight weeks.  The areas of concern highlighted in the audit carried out were:

· Staff practice and awareness of correct procedures

identified as poor.


· The inability of some of the staff in outlining the correct sharps disposal procedures and dealing with an inoculation injury especially with regards to the timeframe within which the assessment of an injury should be undertaken.

· tPCT is not complying with current waste regulation in several aspects.


· Clinical waste storage areas / trunks not locked.


· Sharps bins not being tagged to identify the source of the sharps waste.

· Incorrect assembly of bins, and use of bins for non-sharps waste.

LL informed that the Sharps awareness campaign is due to start May / June 2006.  The Sharps Safety Audit Tool will be included in the Health & Safety pack which is currently being developed by the Risk Manager.  Several recommendations have been made in the report which will be followed up in due course.
Risk in relation to sharps and clinical waste will be placed on the risk register.


LL was thanked for the report.


	

	8.
	Risk Management
The Risk Management report (Oct – Dec 2005) was received by the Committee.
CA noted some key points from the report:

· Health & Safety - the Director of Nursing, Quality & Clinical Governance has assumed responsibility for Health & Safety from the Director of Human Resources in the new tPCT structure from 1st January 2006.  The Risk
Manager will be the interim lead for Health & Safety but 
lacks sufficient time and competence to devote to this 


area of work, therefore, little progress will be made if funds are not identified for the Health & Safety Advisor post which will expose the Trust to risk.  The risk will be highlighted to the Executive Management Team and treatment options requested.  The risk has been placed on the corporate risk register.

A number of actions already in place have contributed towards meeting the Health & Safety 3 Year Action Plan standards but there is still much to achieve.

· Medical Devices - the inventory / asset register for all medical devices owned by Brent tPCT is 70% completed.  The results have highlighted significant gaps in the management of medical devices.  For example, only 33% of items have maintenance contracts.  As a result the tPCT is planning to declare “not met” for the standard in the final declaration which will affect the tPCT’s performance rating for Standards for Better Health.  Risk treatment options will be presented in a paper to the Executive Management Team.  The risk has been placed on the corporate risk register.

· Records Management – The Management of Records Steering Group has finalised the Terms of Reference, membership and the work plan.  The work plan was 10% complete as at December 2005 but is to be completed over 3 years.  The status of the work plan is regularly recorded onto the Prism Risk Management System.
Members agree the options to begin to control the risks as detailed above.

CA was thanked for the report.

	

	9.
	Policy and Procedure for the Introductions and Development of new Interventional Procedures
The policy was received by the Committee.  PA informed that the Trust must have a policy in place in order to meet compliance in the Standards for Better Health.  The policy will be taken to the PEC.  The Committee agreed the policy.

	

	10.
	HCC Reviews
Mental Health – update

Mental Health review is expected by April 2006.
CHD – update
CHD review is expected by April 2006.

PA informed that no template has yet been received for either of the above reviews.

Final Declaration for Standards for Better Health
PA noted that the final declaration will be taken to the March Board meeting to be signed off and will then be submitted to Healthcare Commission.  The Trust had ”insufficient assurance” on 3 areas on the draft declaration submitted in October 2005 – Medicines & Management, NICE Guidance and Medical Devices.  On the final declaration 23 of the 24 standards will be met with Medical Devices standard not met.

	

	11.
	Items for Information
Minutes of the Audit Committee meeting held on 8th December 2005
Minutes were received by the Committee.
	

	12.
	Any Other Business

None.

	

	13.
	Date and Time of Next Meeting

Thursday, 30th March 2006, 10.00-12.00
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