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Terms of reference 

Practice based clinical governance meeting
X Practice
1. 
Background and Purpose
1.1
To provide high quality community-orientated health care to our local communities.

1.2
We will do this in partnership with service users, their carers and families and statutory and 
voluntary organisations.

1.3
The Trust’s core values are to:
· Put the service user and carer at the centre of everything we do, and strive to improve patients' and service users' experience of our services

· Ensure wider choice and promote independence

· Provide safe, effective and value for money services

· Ensure equality and value diversity

· Recognise the contribution of our staff and provide a capable workforce

· Promote social inclusion and recovery

· Support people to take responsibility for their own health

In pursuit of these aims, the Directorate has established a 
· Quality and Assurance Group as a subgroup. The Directorate Management Team (DMT) will give direction and advice, and delegates decision-making powers on relevant healthcare delivery issues to the Quality and Assurance Group (QAG). The DMT will continually review the existence and arrangements of this group.
· The practice based clinical governance committee reports into the QAG.
2. 
Responsibilities
2.1 
Powers 
The practice based clinical governance committee reports into the QAG. It will review and assure the quality of all processes based upon audits and risk management systems the results of audits and information resulting from risk assessments, incident reporting, feedback data, clinical audit, complaints and serious untoward incidents (SUI’s).  
2.2 
Explanatory Text

The role of the group is to consider matters of quality and assurance, risk management, health and safety and information governance relating to patients, including the following four processes and tasks
2.2.1
Reviewing and generating: - (all areas must include improvement plans with SMART objectives and a mechanism for updating practice systems and processes as a result).
a) KPI achievement from various corporate risk management and governance plans and contracts
b) Complaints and generating improvement plans
c) Trust risk management  

d) Complaints and PALs reports

e) Incident reporting via Datix
f) Serious untoward incident reports and safeguarding alerts

g) Reports and information from other sub-committees of the Quality Committee 
h) Health and Safety, 
i) Social Inclusion, 
j) Clinical Policies, 
k) Clinical Risk, 
l) Research and Development, 
m) Clinical Audit, 
n) Safeguarding, 
o) Information Governance, 
p) Medicines, 
q) SUI, 
r) Training Education and Development)

s) Reports from groups of the committee (these are to be confirmed but suggested to be the Nursing Steering Group, Therapies Governance Group and Infection Control Committee).

t) Generating risks and reviewing the practice-based risk and issue register. Ensuring any scores over 8 are escalated up to the primary care directorate meeting for discussion and / or adding to the PCD risk register.
2.2.2
Ensuring: - 

u) That appropriate risk management and governance strategies are in place

v) That appropriate protection plans are created across Primary Care services for the management of risk

w) That capability is in place for the delivery of the plans and if there is a lack of capability within the practice team support is sought from the DMT 

x) Appropriate range of policies are in place

y) Independent auditing takes place across range of topics to an agreed plan

z) Actions arising from investigations into SUIs, complaints, incidents and audits are implemented

aa) Reports and information are forwarded to the sub-committees of the Quality Committee as appropriate

2.2.3
Approving: -
ab) Practice specific new or amended policies 

ac) Practice specific new or amended strategies

ad) New or amended practice-based delivery plans

ae) Resources for ensuring delivery of practice plans and other activities from within the practice
af) Minutes of meetings and annual reports from delegated committees: Infection control, security, fire and manual handling.

3.
Membership
3.1 
The membership of the Practice Based Clinical Governance Group will be as follows:
	Representative
	Role

	
	Clinical Lead (Chair)

	
	Lead Nurse

	
	Practice Manager 

	
	Above members as standard – other members agreed locally

	
	

	
	

	
	

	
	


3.2
Each member will appoint a named deputy in advance to act on their behalf.

3.3
Other members will be co-opted to provide the group with experience, advice and expertise as is necessary, co-opted members will be non-voting. 
3.4
Admin support to the group will be provided by a practice administrator. 
3.5 
Exclusions/Dismissals

Members hold their positions on the group by virtue of their practice role; consequently should a named member cease to hold one of the offices above, his or her membership will automatically lapse, and he/she will be replaced by the new postholder.

Attendance at the group will be closely monitored with poor attendance being reviewed formally six monthly and action directed by the chair. Two occassions of non- attendance in six months will be followed up by the line manager.
3.6       Provision for Deputies

Where members cannot attend, they will send a deputy who can act on their behalf, including committing their service to actions. Such a deputy will only have voting rights if formally assigned acting up status by one of the co-chairs at the request of the members concerned. The deputy’s status will be recorded in the minutes.

The attendance of deputies will be monitored and reported upon in the same way as for nomal attendance.

4.

Frequency of meetings
4.1
This group will meet monthly with formal minutes, action and risk logs produced and shared with the Directorate Quality Assurance Group on a monthly basis for discussion The group will meet every month. The chair may call unplanned meeting if necessary. 
5.
 
QUORUM
A quorum of the group will consist of at least 5 members, including either the chair or the deputy chair unless formal acting up arrangements have been made in respect of chairing.
6.

Conduct of Meetings/Decision Making Arrangements
6.1
Agenda

The agenda setting exercise will be a mixture of a formal cycle of work and items agreed with the chairs based upon the recommendations from the governance team. Standing items on every agenda shall be:

· Feedback from the Directorate QAG DMT, Clinical Leads Meeting and QI Coaching Group

· Safety

· Serious Incidents (SIs)

· Complaints 

· CAS Alerts

· Safeguarding 

· People participation

· Clinical effectiveness 

· Clinical supervision

· Quality Assurance

· NICE Guidance 

· Policies and procedures 

· QI Updates

· Health, safety and security

· Mandatory and statutory training 

· Practice Risk Register

6.2
Minutes
Minutes will be taken by a practice administrator and kept on file. The minutes will clearly identify all decisions taken, action points and who is responsible for those actions. The minutes will be approved at the next meeting. 

6.3
Decision Making

The group will aim to reach decisions by consensus wherever possible. Voting will be conducted by a show of hands or other such public declaration as the chair may direct, unless a majority of members requests a secret ballot.

6.4
Declaration of Interests
Group members will declare all pecuniary and other interests which are relevant and material. Should any agenda item arise in which a committee member has an interest the member will declare it at the start of the meeting and take no part in the discussion of that item nor cast a vote.  

7.

REPORTING ARRANGEMENTS

The committee will report to the Quality Committee via the Chair and/or deputy Chair. 
8. 

OTHER PROVISIONS, if any: None
Terms of reference approved date: 14th October 2020
Approved by: PCD DMT
Next review date:  October 2021 via Quality Assurance Group 

Practice based clinical governance meeting
X Practice
Chair: Clinical Lead (x)
AGENDA
	Date:
	
	Time:
	
	Meeting No.
	

	Location:
	


General points regarding this meeting-

· This is an opportunity for your practice team to discuss any issues, share learning and agree plans together for anything that needs improving. 

· Any relevant information from the Quality Assurance Meeting (QAG) should be shared at this meeting.

· Any issues raised at this meeting that cannot be resolved by the practice team should be escalated to QAG.

· If the chair of the meeting can agree the agenda prior to the meeting and this should help the meeting to run more effectively.
	No


	Agenda Item
	Time allocated
	Notes including who is leading, any decisions needed

	1
	Welcome/Introductions/Apologies
	
	

	2
	Minutes of Previous Meeting/Action Log
	
	

	3
	Matters Arising
	
	

	4
	Safety
· Any clinical safety concerns raised by the practice team
	
	

	5
	Clinical Performance 

· Discussion around any difficulties with clinical performance eg flu/QOF etc 
	
	

	6
	Access 

· Any problems with clinical capacity 
	
	

	7
	Complaints/SI’s
· Discussion of any complaints or serious incidents

· Remember these need to be recorded on Datix
	
	

	9
	CAS Alerts

· Recap of all alerts received since last meeting and any actions required
	
	

	10
	Safeguarding

· Any safeguarding issues to escalate to the team by the safeguarding lead
	
	

	11
	People participation

· Review patient feedback and any information from the PPG, agree plans for any improvements needed


	
	

	12
	Clinical effectiveness

· Clinical audits carried out or planned 

· Review directorate level audits

· Focus on shared learning from the audits and plan future audit activity as a team
· Clinical supervision and notes reviews- any points for discussion
	
	

	13
	Infection prevention and control

· Any current issues or concerns
	
	

	15
	Quality Assurance Group
· Anything to be shared with the team from QAG
	
	

	16
	NICE Guidance

· New NICE guidance or revised guidance this month
· Plan as a team any changes that need to be implemented, any issues with this plan that need to be escalated to QAG?
	
	

	17
	Policies and procedures

· NEW policies to be discussed and embedded
	
	

	18
	QI Updates

· Discuss any feedback from QI Forum
· Any proposed new QI projects
	
	

	19
	Health, safety and security

· Risk assessments up to date?

	
	

	21
	Practice Risk Register

· Review of the register

· Any new risks or issues highlighted for logging
	
	

	22
	CQC Readiness

· Review of any CQC action plans

· Any new good work to include in the practice portfolio
	
	

	23
	AOB


	
	

	24
	Date of Next Meeting: x, x Room
	
	


	CORE GROUP MEMBERSHIP

Representation will be required if you cannot attend

	Name
	Job Title
	Initials

	
	
	

	
	
	

	
	
	

	
	
	


[image: image1.emf]  Lessons Learned  -   Embedding the Learning/Hot Spots                                                               Date:                                                                                                         For  Discussion   and Action   a t  Practice C linical Governance  Group Meeting (PCGG)         Date : ___________  

Step 2  

Step 1  

Team Nam e:               Base:  

Why did this happen   (brief summary) ?                  

Step 3  

What actions or steps can   be taken to ensure this does not   happen again?  

Action    By who  By when  

1        

2        

3        

4        

                             

Step 4  

Name of Manager whose responsibility it will   be to ensure that these steps happen ?          

Step 5  

What advice or instructions would be useful to another team   / service   to?                    



[image: image2.emf]  As a result of discussion of this Lesson Learned ,   the following action needs to be taken:     1.   Change in Policy   a.   Identify manager to  implement:__________________________ __ ___ _     b.   Identify date for completion and ratification by the  PCG G : ________ __ _     2.   Change in Standard Operating   Procedure:   a.   Identify Manager to implement:_____________________________ __     b.   Identify   date for completion and ratification at  DMT  or PC GG :________________     3.   Communication to staff:   a.   Communication to be written by:____________________________ ___     b.   Co mmunication to be delivered via (please tick):   i.   Team Bulletin      ii.   Team meetings   iii.   Supervision  sessions   iv.   Email to all staff     c.   Date Communication to be complete: __________________________     4.   Staff training need:   a.   Training department  to be advised:_____________________________     b.   Date for report back to  PC GG :__________________________________     5.   Other Action   r equired   (please detail) :           a.   Manager responsible for implementation: _________________________     b.   Date for implementation completion and report to SMT:__ ____________ ___       Checklist   and actions for meeting minute taker :     1.   Actions are embedded into D MT  action log     2.   Completion dates placed onto agenda for identified dates  
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