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Key agenda items covered by the meeting 
(A bulleted list of the key agenda items discussed at the meeting) 

 
Detailed summary appended at AP1 
 
Governance  
• Maternity update 
• Patient Safety Update - Summary of Regulation 28s 
• Risk Management: 

o Board Assurance Framework (BAF) 
o Risk Operations Model  

• ICB Quality Committee Policies: 
o Choice on Discharge Policy  
o Continuous glucose monitoring Policy 

 
Quality  
• Healthwatch update to include themes and issues – appended at AP2 
• Urgent and Emergency Care (UEC) 
• Place Quality Meetings 4A report: (by exception) 
• Significant Issues: Update: Paediatric Hearing Services 
• Agree annual programme of business for Quality Committee 
 
 
ALERT  
(BY EXCEPTION ONLY - key matters and / or risks to alert or escalate to the ICB Board)  
• Patient Safety - A lead non-executive director (NED) for patient safety is required to 

meet the patient safety strategy requirements. The Quality Committee asked to 
escalate this requirement to the board.   
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The Board is also required to undertake level 1 Patient Safety Syllabus training and it 
is proposed that this be delivered by a Place Deputy Director of Nursing, at the next 
available Board development session. 

ADVISE AND / OR ASSURE 
(BY EXCEPTION ONLY - Key decisions and any updates to advise the ICB Board on the matters the Committee 
was able to take assurance on or where additional information was required) 
• Maternity - A data deep dive into neonatal deaths seen in North Lincolnshire occurred.  

Assurance was provided that understanding where aspects of learning have occurred 
in terms of system wide operational issues is underway.  The Patient Safety Committee 
will bring a focus to these issues in more detail. 
 
The board is advised that the top three risks noted in December within LMNS were: 
Provision of Maternal Mental Health Services; CNST achievement (Assurance 
provided in terms of provider engagement in support of Maternity Incentive standards 
(MIS) declaration submissions) and Workforce. 
 

• Patient Safety update 
o Patient Safety - the transition to the Patient Safety Incident Response 

Framework (PSIRF) is progressing well and to national timescales.  
o Patient Safety Committee - development of the Committee is progressing well 

with the first committee anticipated for April 2024. 
o National Patient Safety Alert – Valproate – a specific patient safety alert in 

relation to Valproate via the Central Alerting System (CAS) was received.  
Assurance was provided that the sodium valproate issue had been raised at the 
Regional Quality Group and a deep dive update would be included in a future 
Quality Committee. 

o Regulation 28s – it is noted that Regulation 28 reports and collection of available 
information is inconsistent.  Assurance was provided that additional consideration 
will be had in terms of Regulation 28s falling under the remit of the Patient Safety 
Committee. 

 
• ICB Quality Committee Policies approved: 

o Discharge Policy  
o Continuous Glucose Monitoring (CGM)  

 
• Healthwatch (includes themes and issues) – committee requested that the slides 

shared from Healthwatch be shared with Board.   Attached at AP3. 
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• Urgent and Emergency Care (UEC) – dashboards in support of quality metrics 
highlighting recent trends in relation to urgent and emergency care performance, with 
a particular focus on the key quality metrics i.e 12-hour trolley breaches and ambulance 
handovers; which the data demonstrated had been deteriorating.  The biggest risk 
noted during the update resulted from the UEC position, which included but was not 
limited to harm.   
 
Assurance was provided that substantial work had been underway during the 
Christmas period to ensure a number of adverse events were not repeated, including 
ensuring robust clinical risk management processes were in place i.e zero tolerance 
approach in terms of 72 hours and 8 to 10 hour waits for ambulances.   
 

• Place Quality Meetings 4A report – the report provides a combined update following 
all six Place Quality Groups’ escalation and assurance processes.  This is detailed 
under the headings of ‘Alert, Advise, Assure, Applaud’.  Themes included areas of 
concern, mitigations and support as follows: Impact of system pressures in urgent and 
emergency care; Workforce; Migrant health; Industrial Action. 
 

• Significant Issues: Paediatric Hearing Services Improvement Programme 
System Recommendations - issues which came to light in 2021, when the Scottish 
Public Services Ombudsman reported serious concerns about audiology care, were 
discussed.  Key findings were collected from trust questionnaires from all services.  The 
ICB is working with regional teams to look at the findings in order to start developing 
key lines of enquiry (KLOEs) and to ensure sharing, learning and resultant 
improvements implemented start to have positive outcomes.  Site visits will occur in 
January 2024 and action plans developed. 
 

• AOB - An ongoing dispute between junior doctors and government, the British Medical 
Association (BMA) and Hospital Consultants and Specialists Association (HCSA) 
announced junior doctors would take strike action during December 2023 and January 
2024.  Assurance was provided that support is extended to staff working in these 
difficult situations and that robust mitigation plans were in place. 

 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fserver.smartmailer.tractivity.co.uk%2Flink.aspx%3Fq%3D2022%257cdehIxGwVxOTvH1TfU7ZOA17Q364UZfT72OmDFDouUmNtK1tMSYDgC8GpRtvTjk4oVEZJ0hBKplxRgd8t6Tq0tvsEk9cptNkc2Zm1gLOEEkCbhHkwOkrOCtSnVs5W3AOwwRZgvngkWJ2pMzQI6l8nWzf%252fzQo%252f3NerOYX%252fZjKfNz3y5pxZYSgGJHvy5nuR%252fyNxXpNkq8eFig4AFEtP9h%252fWC2WEqFW5L7lYEztS6odBamJMJSqzGIh1Px%252f2xDqz52OrlV520b60WUZms8hmFV%252b5lKh9cClyvLlkTZLdSGeu%252bQflzyi56ffH7F88l7dDTOC43gRSsGLy6nnicP%252fykm7xi7u6UJoVmNc75ODVm41HRaG%252fGK%252fgfQH0lhmQrp3VDml61pr7l20pkd2NDWd3u%252b4kz9zABlexDKN9jRqAtlIS0W9jBZWU9zyve4esbeUL1SjE&data=05%7C02%7Ckate.bedford%40nhs.net%7C08d0d2254c604f6b6c1d08dc00ab4488%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638385982777653433%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LxXwwLpcYiI5Yl4w6Ooup6CsMdKYLxP%2BNvUVTPW4Hrw%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fserver.smartmailer.tractivity.co.uk%2Flink.aspx%3Fq%3D2022%257cdehIxGwVxOTvH1TfU7ZOA17Q364UZfT72OmDFDouUmNtK1tMSYDgC8GpRtvTjk4oVEZJ0hBKplxRgd8t6Tq0tvsEk9cptNkc2Zm1gLOEEkCbhHkwOkrOCtSnVs5W3AOwwRZgvngkWJ2pMzQI6l8nWzf%252fzQo%252f3NerOYX%252fZjKfNz3y5pxZYSgGJHvy5nuR%252fyNxXpNkq8eFig4AFEtP9h%252fWC2WEqFW5L7lYEztS6odBamJMJSqzGIh1Px%252f2xDqz52OrlV520b60WUZms8hmFV%252b5lKh9cClyvLlkTZLdSGeu%252bQflzyi56ffH7F88l7dDTOC43gRSsGLy6nnicP%252fykm7xi7u6UJoVmNc75ODVm41HRaG%252fGK%252fgfQH0lhmQrp3VDml61pr7l20pkd2NDWd3u%252b4kz9zABlexDKN9jRqAtlIS0W9jBZWU9zyve4esbeUL1SjE&data=05%7C02%7Ckate.bedford%40nhs.net%7C08d0d2254c604f6b6c1d08dc00ab4488%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638385982777653433%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LxXwwLpcYiI5Yl4w6Ooup6CsMdKYLxP%2BNvUVTPW4Hrw%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fserver.smartmailer.tractivity.co.uk%2Flink.aspx%3Fq%3D2022%257cHaYXi8zuWNcAvQWHJuoai6OZCi9dWHpdd18AswDhyHU4vJtnuD6pYKB1o%252fDYbLbolslN5HPf5ggTe%252fsRNoJaZ6D%252bU9gG1sxuov79TJljr2hBz%252b5y%252bmov6z2xD%252blvL%252b2Fg44qNPVcY4hdbzeYUFFUm3yKLtu0ifxLQpA0EJSmvX1PEpELJbSIzUXrMMGIt1iMTZTGCFsTVya%252fJnq%252f4h4ZmihX6m2IpAeyLnHvbNwZz%252fv5Q4MsGW5U%252fPh%252fFwa7qKEPTuptrpMpCxE8O8kyPXbxB0SC7ZtDwtdNuqEMwFKNQHOMW2wuum2YAjPcRpcvAL9ZpQrpA2YsmZiuqFPDe9HBRYXI5CGzSIqNEltcEWP0nT7P1C5Z66WL%252fuCIsDrWucFkIwAJJn0MJXudzHXjlfpVoO5RrrVsYC%252bJ%252fVZiyNc1j63qLzNypMDZz4zy%252bmB5kuCI&data=05%7C02%7Ckate.bedford%40nhs.net%7C08d0d2254c604f6b6c1d08dc00ab4488%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638385982777809639%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=oVOr0BxoSTYp82Cyh%2Fin7cV6UzmwvNJXE3m7G7Qj1iM%3D&reserved=0

