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Thursday 1 February 2018 
Meeting Rooms 2&3, Bevan House, Wigan  
  A G E N D A
	Item
	Time 
	Item Title 
	BAF Reference 
	Attachments

	01/18P
	12.30
	INTRODUCTION

(i) CHAIRMAN’S WELCOME 
(ii) APOLOGIES FOR ABSENCE – BOB SAUNDERS 
(iii) DECLARATION OF INTEREST IN ITEMS ON TODAY’S AGENDA 


	
	

	02/18P
	12.30
	PATIENT STORY – OLDHAM CHILDRENS SERVICES 
	
	FOR PRESENTATION 



	03/18P
	1.00
	MINUTES OF THE LAST MEETING HELD ON 

(i) 29 NOVEMBER 2017

	
	
[image: image2.emf]Public Board Minutes   29 November 2017.pdf



	04/18P
	1.05
	MATTERS ARISING FROM THE ACTION LOG  
	
	
[image: image3.emf]Board action log  Public meeting 29 November 2017.pdf



	05/18P
	1.10
	ANY URGENT ITEMS TO BE TAKEN AT THE DISCRETION OF THE TRUST CHAIR 

 
	
	

	06/18P
	1.10
	KEY CORPORATE MESSAGES REPORT – PRESENTED BY THE TRUST CHAIR AND CHIEF EXECUTIVE  
	
	
[image: image4.emf]0618 Key Corporate  Messages.pdf



	07/18P
	1.25
	QUALITY - To deliver high quality, safe and effective care which meets both individual

and community needs
(i) IPR – presented by Executive Directors 
(ii) Reports from meetings of the Quality and Safety Committee held on 11 December 2017 and 15 January 2018 – presented by Non-Executive Director, Marian Carroll 
	BAF2, 3 AND 6

BAF2


	
[image: image5.emf]0718i IPR month  eight.pdf



[image: image6.emf]0718i Reports from  Quality and Safety Committee.pdf



	08/18P
	2.00
	SUSTAINABILITY – to deliver value for money, be financially viable and commercially

successful

(i) Reports from meetings of the Finance and Investment Committee held on15 December 2017 and 19 January 2018 – presented by the Committee Chair 

(ii) Report from a meeting of the Audit Committee held on 11 January 2018 – presented by the Committee Chair 


	BAF4

BAF 1
	
[image: image7.emf]0818i Reports from  Finance and Investment Committee.pdf



[image: image8.emf]0818ii Audit  committee report Jan 2018.pdf




	09/18P
	2.20
	INNOVATION AND COLLABORATION – to deliver innovative and integrated care closer to

home which supports and improves health, wellbeing and independent living

(i) Accountable Care Development Update presented by the Director of Strategic Development  


	BAF 7
	
[image: image9.emf]0918 Accountable  Care Development Update.pdf



	10/18P
	2.40
	PEOPLE – to be a highly effective organisation with empowered, highly skilled

competent staff

(i) Report on the work of Staff Engagement Champions and Listening into Action Groups – presented by the Director of People and Organisational Development 
(ii) Equality and Diversity Update Report – presented by the Director of People and Organisational Development 


	BAF5, 6

BAF 5, 6
	
[image: image10.emf]1018i Staff  Engagement Update.pdf



[image: image11.emf]1018ii Equality and  Diversity.pdf




	11/18P
	3.00
	OVERARCHING CORPORATE GOVERNANCE ITEMS 

(i) None this month
	
	

	12/18P
	3.00
	REVIEW OF BOARD ASSURANCE FRAMEWORK 
	BAF1
	
[image: image12.emf]BAF  - January 2018  for Board.pdf



	13/18P
	3.10
	OPPORTUNITY FOR QUESTIONS TO THE BOARD FROM STAFF, MEDIA OR MEMBERS OF THE PUBLIC AT THE DISCRETION OF THE TRUST CHAIR 


	
	

	14/18P
	3.20
	REVIEW OF MEETING 
	
	

	15/18P
	3.25
	DATE AND TIME OF NEXT MEETING 

The next Public Board meeting will be held:

Thursday 1 March 2018, reduced formal Board meeting
Thursday 29 March 2018, full public meeting
	
	


BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST 


PUBLIC BOARD MEETING 
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Purpose This report summarises the key issues relating to Bridgewater
Performance for month eight

Related Trust Objective/ To deliver value for money and be financially sustainable.

Intentions

Patient Safety and Quality

To deliver high quality and integrated care that is closer to home and
which meets individual needs

Care Quality Commission
Outcomes support by this
paper

1 - Respecting and involving people who
use services

2 - Consent to Care and Treatment

4 - Care and Welfare of people who use
5 - Meeting Nutritional Needs

6 - Cooperating with Other Providers

7 - Safeguarding people who use services from
abuse.

8 - Cleanliness and Infection Control

9 - Management of Medicines

10 - Safety and Sustainability of Premises
11 - Safety, Availability and Suitability of
equipment

12 - Requirements relating to Workers

13 - Staffing

14 - Supporting Workers

16 - Assessing and monitoring the quality
of service provision

17 - Complaints services

21 - Records

Related Risk

The Trust's Board Assurance Framework






Finance and resources
Impact assessment

The impact of current performance on finance and resources is
stipulated within the detail of the paper where relevant.

Equality Impact assessment

The Trust's services are assessed to ensure its duties in relation to
the Public Sector Equality Duty are complied with.

Monitoring of existing actions and development of further actions to

Next steps improve performance are progressed by the Director responsible for
the issue on which performance is reported. An update on the actual
performance is provided monthly.

Recommendations The Board is asked to:

o Receive and approves the report.
o Approve the actions to address underperformance

Action required by the Board

Approve

Assure X Note
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Executive Summary Key Messages

The Integrated Performance Report has been developed to provide the Trust with assurance that the quality of services being delivered is being carefully monitored against
the four organisational domains; People, Finance, Quality and Operations, along with the Strategic Objectives and the NHSI Single Oversight Framework. The report will also
provide assurance that any required improvement measures are being identified and implemented where required. The indicators within the report are aligned with the
Darzi indicators of Safety, Effectiveness and Experience. The report also enables the Trust to demonstrate its commitment to encouraging a culture of continuous
improvement and accountability to patients, the community, the commissioners of its services and other key stakeholders. The targets throughout the report are national,

local or internally set.

This report is written to highlight exceptions associated with the Trust’s performance and identifies reasons for the performance exception, outlining mitigating actions and

any associated risk to the organisation or patient experience.

Corporate Balanced Scorecard - Exceptions

The table below summarises the organisational exceptions (red/amber RAGs), as indicators of the current month (in month) and year to date position (YTD) against the
Corporate Balanced Scorecard of the key performance indicators (KPIs).

BW Darzi

- . Indicator Reponsible
Domain  Indicator -

Activity To Plan (cumulative variance against target)

Performance in
Month

3 boroughs are
red and one is
green

Performance
Target . YTD
== in Month

All CCG-facing
boroughs to be
within
contractual
thresholds

3 boroughs
are red
and one is

green

Effectiveneas:

KPls

100%

Referrals to Plan

85%

w
=
i
<
@
o
=]

00H standards - % compliant

Experience

Mon - Compliant

Fully Compliant

The Number of 6 weeks diagnostic breaches

Safety

Key

No data for the period, or no
target set/agreed

N/A

Target being met

Performance within threshold

- Target not being met

Improved performance
from last month

Same performance as last
month

Worse performance than
last month





BW Darzi

- Indicator
Domain

Indicator

% Headcount of new starters attending induction programme

Reponsible

Performance in
Month

Target

Performance
in Month

b}

% Mandatory training (including Safeguarding training level 1) Clinical

% Mandatory training (including Safeguarding training level 1) Non
Clinical

% Overall Organisation Sickness rate (rolling)

ChSsa

442%

3.78%

Sickness absence rate (Actual)

Chsa

5.33%

3.78%

% of staff with a current PDR

ChSa

Data not received

Data not
received

BW Darzi

- Indicator
Domain

Indicator

Number of Serious Incidents Reported

Reponsible

Performance in
Month

Performance
in Month

DOC [Duty of Candor) - 10 day compliance

Mandatory Training - Clinical

A B1.58%

A 52 22%

Mandatory Training - Non Clinical ChSsa B5.14% 0%
Information Governance ChSsa 7442% S0
safeguarding Childrens Level 2 ChSa 93.42% 95%
Safeguarding Adults Level 3 ChSa £3.86% 90%
Total Number of Grade 3 Pressure Ulcers aquired in Bridgewater EK 15 5

% of patients free from harm (Safety Themometer) EK 94.30% 95%

BW Darzi

- : Indicator
Domain Indicator

Quality
Effectiv
eness
]
2
H

Reponsible

Performance
in Month

Data not
received

N

Performance

in Month

Data not
received






e . D.am Indicator Reponsible  Month B Plan Month 8 Actual Mnr“h d YTD Plan YTD Variance [l Forecast
Domain Indicator Variance Plan

‘Cost Improvement Programmes (£M)

EBITDA Margin (%) . m (0.62)






Bridgewater Performance Summary

This table summarises the achievement of KPIs across the four domains and the NHSI Single Oversight Framework in terms of RAG ratings against target and thresholds
where appropriate for Bridgewater.

Domain Red Amber Green Not RAG rated Total
Quality 4 19 48
People 2 1 8
Operations 0 6 33
Finance 1 0 6
NHSi 0 1 9

Financial Sustainability Risk Rating
NHSI has replaced the previously used ‘continuity of service risk rating’ with the Financial Sustainability Risk Rating and more recently the Finance and Use of Resources
Metrics.

| Score
. . . e . . . . . . . Weightin Metric Defition |
The financial sustainability risk rating will be calculated using the following financial ‘ iy 1 70 s e
metrics: a ol I ny Degrow 1 which the gravders 1 175 125
H H i service capac Qenersted Income covers its 2.5 <120
e scoring 1 (best) to 4 against each metric Financial Chpn B e 25 17
e averaging scores across all the metrics to derive a use of resources score. sustainability Days of operating costs hekd n
0.2 Liquidity (days) cash oc sash-equivalent tonms, >0 (THO - (84MT) <(14)

incuding wholty committed bnes
of credit avalabie for drawdown

Scores of 4 or 3 in the financial and use of resources theme will identify a potential

support need under this theme, as will scoring a 4 (i.e. significant underperformance) o
against any of the individual metrics. Providers in financial special measures will efficiency :

score a 4 on this theme.

S8E sumpks o defick/ total

1% 105 O41)% SN
reverun

I&E margin

Yearto-date actval 18K
. ) 02 f surplsidanolt in comparsan 10 20%  (1)O% {2 2%
Financial R Year-to-date plan 1 surphas

defce
controls

Distance from financial

02 Agoncy spend Oistance from grovider's cap A% 0%-25% 25-50% >80






The diagram below is a summary of the Quarter 3 position:

Key

Description Regulatory Activity

Risk
Rating

Current position Target
Special measures the provider is in actual/suspected breach of its licence (or equivalent for NHS trusts)

‘ with very serious/complex issues that mean that they are in special measures
Providers receiving mandated the provider is in actual/suspected breach of the licence (or equivalent for NHS trusts)

support for significant concerns

IN

w

potential support needed in one or more of the five themes, but not in breach of

2 Providers offered targeted
support licence (or equivalent for NHS trusts) and/or formal action is not needed

1 Providers with maximum no potential support needs identified across our five themes — lowest level of
autonomy oversight and expectation that provider will support providers in other segments

Rolling 12 month summary:
Throughout 2017/18 the table below will be developed to demonstrate a quarterly update position on a rolling 12 month programme.

Quarter 1 2017/18 Quarter 2 2017/18 Quarter 3 2017/18
As of month 8, the Trust has achieved a

Position
score of 3.

NHSI Compliance/Single Oversight Framework
NHSI expects NHS foundation trusts to establish and effectively implement systems and processes to ensure that they can meet national standards for access to health care

services. NHSI incorporates performance against a number of these standards in their assessment of the overall governance of Bridgewater as a Foundation Trust.

NHSI assess Bridgewater’s ability to meet certain requirements across the five themes of the Single Oversight Framework (SOF) using key national access standards,
including those in the NHS Constitution and the metrics listed on the SOF. The Single Oversight Framework covers objectives for acute services, mental health, community
and ambulance activities.

Since October 2016, Bridgewater has been expected to submit data on a monthly and quarterly basis against the SOF objectives; the information will be collected and
contained within the Integrated Performance Report on a monthly basis to ensure internal assurance and mitigation if required.





Quarter Quarter
Jun-17 1 Jul17  Aug-17  Sep-17 2 Oct-17  Nov-17

Threshold or
Single Oversight Framework (SOF) Operational Performance Metrics Target YTD
Maximum time of 18 weeks from point of rederral to treatment in aggregate — pationts on an incomplate pathway
ASE maximum warting time of four hows Fom arrwal 1o admession/ transfer’ dischange
Al cancers 52.day wat for first treatment from: urgent G referral for suspected cancer
Dieagnostcs six weak waiters {% under six Waeks)
Improving access to psychological therapias. Proportion of people completing treatment who move Lo racovery (fom WAPT manmum dataset )
Improving access to psychological therapies % patients begnning breatmert within & weeks of referral
Improving access to psychological tharapies % patients begening traatment within 18 weeks of referal
Mentsl health data comgletenass identifers
Montal health data completeness cutcornes for patients on CPA

201718 2017118

99.77% | 100% | 0068% | 00 82% | 9001% | 100% |90 42% | 99.78% | 99.91% | 99.56%
98.50% | 87 57% | BB 58% | 9B 28% | 98.40% | 90.64% | 98.42% | 98.82% | 97 79% | 98 48%
100% 100% | 100% | 100% | 100% | 100% |100.00%|10000%)100.00%| TBC
99.39% | G853% | 100% | 00% 100% | 99.51% | 100 00% | 99 86% | 99 63% | 99.55%
5496% | 57 80% | 53 33% | 55.36% | 50.48% | 60.38% | 60.36% | 57.07% | 58 25% | 54.29%
100% 100% | 100% ! 100% | 100% | 100% | 100% [10000%) 100% | 100%
100% 100% | 100% | 100% | 100% | 100% | 100% [10000%| 100% [ 100%
100% 100% | 100% | 100% | 100% | 100% | 100% [9988% | 100% | 100%
T364% [7280% [ B3I01% | TH48% | 76 71% | 94 76% | 94 24% | 88.57% | 90.895% | 92 53%

For the month of November Bridgewater achieved its targets against all nine metrics.

Quality
There are 29 indicators with a RAG status relating to the Trust Scorecard in respect of quality. 10 of these indicators are showing a below target performance for November
2017; there are six red rated and four amber RAG rated.

Items of note:
A paper outlining the future quality targets/thresholds was presented and agreed at the November 2017 Quality & Safety Committee and thresholds have been agreed to
be produced by the informatics team by the end of Q4.

E-Learning Safeguarding children level 2 training is 93.42% with a target of 95%. Staff who are non-compliant receive a monthly email to inform them to complete this
training

Safeguarding Adults Level 3 continues to remain at red, however it continues to maintain an upward trajectory; month 1- 20.28%, month 8- 63.86%.

Extra bespoke sessions have been put in place for December and January to address this. Emails have been sent to staff and Assistant Directors to promote accessing this
training to ensure that we have a confident and competent workforce when safeguarding adults.

Please note that there continues to be no national guidance to determine which staff require Level 3 adults training.

Bespoke training dates have been offered, including in the prison service, so staff can access level 3 safeguarding adult training.

Statutory and Mandatory Training including Safeguarding

Although the compliance rates for Safeguarding Adults 3 remain in the red, compliance continues to rise month on month (During month 1 the compliance rate was
20.28%, In month 7 the compliance rate was 58.56% and month 8 is 63.86%).





Compliance data is sent to the Named Nurses and Service Managers on a monthly basis and all non-compliant staff are contacted by email.
Dates for safeguarding training are available on the staff Hub and are advertised in the EPD Bulletin.

Operations
There are 33 indicators on the Trust Scorecard for contractual performance. Five of these indicators are showing a below target performance for November, there are five
red rated indicators. These are:

e Activity compared to plan

e Achievement of locally agreed KPIs
e Diagnostic breach

e Referrals to plan

eGP OOH Standards compliance

Diagnostic Breach
Wigan Borough Out of Hours not compliant this month for GP OOH Standards.

Referrals to plan
Overall Bridgewater received 8 5.50%of planned referrals at the end of November 2017 against a target of 95%, which is a slight decrease when compared with month
seven

Activity compared to plan
Activity during this month is showing an under-performance in Warrington Wigan and St Helens.

Achievement of KPls
There was improvement in month 8 compared to the previous month in the KPI performance at 83.30% against a target of 95%

Items of note:

Adults West

NQR compliance — performance against NQR has dropped. NQR 12a emergency appointments within one hour at 92.31% against a target of 95% and NQR 12b urgent
appointments within 2 hours reported at 90.03% against a target of 95% as partial compliance has dipped due to capacity primarily due to the weekend of the 18"
November where we were unable to fill a nurse vacancy.





Health and Justice Services
DNA rates have increased across all prison sites. The Heads of Healthcare are investigating the local causes, including prison regime restrictions, and will be working closely
with the Prison Staff to ensure attendance at clinic appointments are facilitated effectively.

e HMIP & CQC completed a full inspection at HMP&YOI Hindley during December 2017. The inspection team noted the difficulties incurred due to the closure
announcement in early 2017 the subsequent reversal of this decision without firm future dates and it has been recognised that Bridgwater have put resource into re-
recruiting to fill gaps and maintained a reasonable standard of service to patients during this difficult time. But the team have also suggested that we may have
breached requirements in the areas of Regulation 17, Good Governance, of the Health and Social Care Act regulations and have requested further evidence and an
Action Plan by 9" January 2017.

Adults Wigan

GP OOH

This remains a risk from a financial and delivery perspective. An integrated urgent care community services meeting will take place on the 11th January to discuss the
options for the reduction of attendances to A/E through increased access to primary care GP and skilled clinical specialist in urgent care. This will form the 24/7 element of
integrated community urgent care services.

Intermediate Care

There has been a review of patient safety at the Alexandra Court facility to determine the quality of patient safety issues and a system wide visit was due to be undertaken
on the 8th of November 2017, however, the visit had to be suspended and subsequently the CCG undertook a spot check on 21st December 2017, following concerns over
the number of complaints from patients and relatives. However, no major concerns where identified at the brief unannounced visit and a more in depth visit is planned by
the CCG.

Children’s West
Halton CCG have raised concerns about the performance of Halton Community Paediatricians, in particular with initial health assessments for children who are Looked After
by the Borough Council. A deep dive into the performance of the service is likely to be initiated and the terms of reference are being developed by the CCG.

Halton and Warrington 0-19 team

0-19 services have under achieved with respect to core public health KPIs for pre-birth visits, new born visits within 10 days and 6-8 week visits. However other KPIs for 12
months and 2 year checks are being maintained on track. With new staff coming into post in December and January the percentage achievement is expected to increase.
All possible contacts that can be delivered in clinic are already in place. We are mitigating risk by triage and identification of those most vulnerable families receiving all
their visits within timescale.

Children’s East

Wigan Health Visiting performance at the mandated 2.0-2.6 year review is below the standard and is reflective of the number of vacancies in the service of both Nursery
Nurses and Health Visitors. The review usually takes place as an integrated contact with the early years setting, however to ensure that children are reviewed at the
appropriate time children are being called to clinic for the assessment to reduce risk. Recruitment for both groups of staff is underway.





Bolton there are considerable difficulties with the IT network and a frequent loss of connectivity in 2 bases which has resulted in a loss of recorded work and a requirement
for rework to done impacting on service delivery. The IT team is supporting the service with a diagnosis and solution for the problem.

Dental

East sector there were four breaches; two at Conway Rd and two at Partington. This was due to the lack of availability of golden appointments. The books have now been
altered to accommodate this. In West Sector, there were six breaches overall; three for paediatric Exodontia due to lack of golden appointments and dentist sickness. There
was one breach for Special Care in Warrington because of dentist sickness. The books have now been altered to accommodate further golden appointments. There were
two breaches for oral surgery in West Cheshire because of problems with the digital x-ray system. All the patients whose assessment was delayed have now been seen.

People
There are eight indicators with a RAG status for Human Resources on the Trust Scorecard. Five of these indicators are showing a below target performance for November
2017; there are three red rated and two amber:

Sickness Absence

Performance against this indicator and target of 3.78% continues to be challenging. The Trust sickness absence (actual) for the month of November was running at 5.33%,
which showed a decrease when compared to October (5.56%). The Trust sickness absence rate (rolling) was 4.42% which is a decrease from October (5.63%). Service
Managers continue to have dedicated HR resource aligned to them to support them in managing and handling sickness absence. This includes the provision of monthly
absence reports.

PDR Compliance
PDR compliance for the Trust is 82.24% for the period 1% December 2016 — 30" November 2017. A new PDR process was launched on 1% September.

Items of note:
Finance
There are six indicators with a RAG status for Finance on the Trust Scorecard. Three of these indicators are showing a below target performance for November 2017.

The cumulative planned deficit for November is £1,417k; the Trust is reporting a cumulative deficit of £2,058k.

Remaining Indicators
Bridgewater is compliant with all remaining indicators which are green in status.
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Appendices - Quality






Quality Scorecard

The Performance Report has been developed to provide the Trust with assurance that
the quality of services being delivered is being carefully monitored against the four
organisational domains, this section explores the Quality element of the organisation.

The adjacent table, measured alongside the Strategic Objective for Quality, illustrates
the achievement in month of the quality indicators which are aligned with the Darzi
indicators of Safety, Effectiveness, and Experience and the responsible sub-committee of
the Board. The section focusses on where exceptions and improvement measures have
been identified, what mitigation plans have been implemented, and where appropriate,
updates to implementation.

Key
No data for the period, or no 2 Improved performance from last
target set/agreed month
N/A =  Same performance as last month
Target being met N Worse performance than last month

Performance within threshold

- Target not being met

Number of hever Events.

x

Murmber of petsent safety mOdens reparted

68

W OF incidents High spact Leve! 55

952%

3%

%4 OF intiderms Loe impact Lavel 12

.67

Murrber of Secious moidents Repocted

nmt.gfnn—_ 4 Peported - C
with reporting tme rames for SIS wesin 43 hours)

slLiInN

B2 daN

g ean

A gt bivitted within 60
doy tine trame

DOC (Dury of Candov| - 30 dax compiiance

Alert Compliance

T=tal Mumber of Medication Errots

6B

Mesticn! Devics incidence

(Mandutory Trsinng - Clinesl

Chse

852w

Mandatory Trining - Non Clinical

Chss

85 1en

(nformation Governance

Chia

T4AN

Sateguarding Dvidrens Level 2

Chse

9341w

feguarding Ohiateens Level 3

fug=arding Onidrans Leval 4

Chse

Cise

96 4%

95 4

Sateganrtng Adults Leved 3

Chia

feguardng Asults Level 3

63 86%

feguarnding Adits Level &

100 00%

Cliniesl Suservisen
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23
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BW

Patient Experience

Domain Indicator

Mixed Sex Accommodation

Performance in Month

Performance in
Month

Friends and Family Test

Patient Experience

Number of Complaints EK 6 2 A 66
Number of Compliments. EK Developmental

% of complaints resolved within agreed timescale EK Developmental

Patient Experience - Overall Satisfaction EK 98.81% 95% A 95.04%
Patient Experience - Dignity and Respect EK 99.56% 95% o 99 64%
Patient Experience - Information / Communication EK. 95.25% 953% o §99.32%
Patient Experience - Access/Waiting Time EK 91.92% 95% b | 94.11%

FFT (5taff) Quarterly Return | Quarterly Return

End of Life

Preferred Place of Care - met

Responsible
Person

Performance in Month

Target

Developmental

Performance in
Month

Regulation 28 Prevention of Future Deaths (PFD)
report

BW Darzi Responsible

Effectiveness

EK

Domain Indicator Person

Performance in Month

Target

Developmental

Performance in
Month

Patient Effectiveness

Data not Data not
CQOUIN - RAG EK NSA N - -
received received
Non-Compliance with CQC Essential Standards
. p - ac . EK o o -> ]
resulting in @ Major Impact on Patients
Non-Compliance with CQC Essential Standards
. p = - EK ] o -> 1]
resulting in Enforcement Action
Cac Conditions or Warning Notices EK 1] 0 - o

Key
No data for the period, or no 2 Improved performance from last
target set/agreed month
N/A > Same performance as last month
Target being met ] Worse performance than last month

Performance within threshold

- Target not being met
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Summary Scorecard
There are 27 indicators with a RAG status relating to the Trust Scorecard in respect of Quality. The scorecard below illustrates a summary position of where there are
indicators showing an underperformance. There are seven indicators in month where performance is below target and red rated.

BW Darzi Performance Performance

Domain Indicator T A in Month in Month

Number of Serious Incidents Reported

DOC (Duty of Candor) - 10 day compliance 60.71%

Information Governance

Safeguarding Adults Level 3

Total Number of Grade 3 Pressure Ulcers aquired in Bridgewater

2% of patients free from harm (Safety Themometer)

Key
No data for the period, or no 2 Improved performance from last
target set/agreed month
N/A = Same performance as last month
Target being met N Worse performance than last month

Performance within threshold

- Target not being met





Escalation Report

This table summarises the achievement of key performance indicators across the quality domain, in terms of RAG ratings against targets, thresholds and in the context of

the associated Darzi Indicators, Strategic Objectives and the associated Sub Committee of the Board.

For 2017/18 there has been a full review of the Quality scorecard and additional indicators have been added, some of which are in a developmental position and some have

had realignment of responsibility from other domains. A review of the indicators has meant that the targets for the additional metrics are developmental and as such, are

there as a guide until a baseline /scientific approach can apply. This will occur at the end of quarter 2. No comments are offered against the new/amended indicators during
this period until a true baseline and target can be applied.

Safety/Effectiveness/Experience

To deliver high quality, safe and effective care which meets both individual and community needs

Quality and Safety Committee

Domain Red

Quality - Effectiveness

Quality - Experience

Quality - Safety

Total

Amber Green
0
1
3
4

Not rag rated Total
1 4
2 8
16 36
19 48

The comments in the escalation report below are associated with the existing 2016/17 indicators and targets and are underachieving against threshold and are discussed as

underachievers.

Effectiveness

Experience

Safety

Quality and Safety Committee

Quality and Safety Committee

Quality and Safety Committee

Staff Experience

Staff FFT is a quarterly return and has improved by
0.33% from last quarter but overall remains below
trajectory of 95%.

Patient Experience
Access and Waiting time satisfaction fell below the
95% threshold largely due to some negative

Number of Serious Incidents — 18 SI’s were reported
in the month.

Of the 18 SI's managed by the Trust, 15 were Pressure
Ulcers, all graded as grade 3. However following a
review, two incidents were subsequently downgraded
to grade 2 pressure ulcers. The harm free care
pressure ulcer group are leading work internally to
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responses from the UCC in Halton, WIC in St Helens
and the School Nursing service in Wigan.

develop quality initiatives which should reduce the
incidence of Bridgewater acquired pressure ulcers.

The non-Pressure Ulcer SI’s in the month were:
e Death in Custody — HMP Risley
e Maedication error - HMP Risley
e Delayed diagnosis in Dermatology

DOC - 10 Day Compliance

There were 18 Serious Incidents reported in
November 2017 of which two were de-escalated and
one managed by NHSE. Of the remaining 15 serious
incidents a Duty of Candour letter was sent out in six
cases, five of which were sent out within 10

days. Clinical Managers are accountable for ensuring
their Operational teams comply with DoC regulations
as per Trust policy.

Harm Free Care

The percentage of patients free from harm fell below
the 95% threshold. A paper was presented to the
CGC to establish the reasons and develop a plan of
action. This is thought to be a data inputting issue
largely related to VTE. The quality matrons are
working with clinical services to ensure accurate
reporting.

Clinical and Non-Clinical Mandatory Training levels
remain below the 90% target but are on an upward
trajectory.

Information Governance Training remains below the
90% target and is monitored via the quarterly
Information Governance Subgroup (IGSG).
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Safeguarding Adults Level 3 continues to remain at
red; however it has improved and maintains a steady
upward trajectory. This rise in compliance has been
quite significant in some boroughs. Bespoke training
sessions have been offered in addition to the bi-
monthly sessions which are available on the hub.

Level 4 safeguarding children and adult training is
aimed at staff that have a specialised role in
safeguarding.

The suggestions for the target thresholds are
developmental and will be reviewed on an ongoing
basis.

Items of Note
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Operations Scorecard

The Performance Report has been developed to provide the Trust with
assurance that the quality of services being delivered is being carefully
monitored against the four organisational domains, this section explores the
Operations element of the organisation.

The adjacent table, measured against the Strategic Objectives linked to
Operational Services, illustrates the achievement in month of the quality
indicators which are aligned with the Darzi indicators of Safety, Effectiveness,
and Experience and the responsible sub-committee of the Board. The section
focusses on where exceptions and improvement measures have been
identified, what mitigation plans have been implemented, and where
appropriate, updates to implementation.

Key
No data for the period, or no 2
target set/agreed
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Target being met N
Performance within threshold

- Target not being met
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month

Same performance as last month
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Summary Scorecard
There are 27 indicators with a RAG status relating to the Trust Scorecard in respect of Operations. The scorecard below illustrates a summary position of where there are

indicators showing an underperformance. There are eight indicators in month where performance is below target and red rated.

BW Darzi . . Performance Performance
Domain Indicator Indicator Reponsible in Month Target in Month Yib
All CCG-facing

3 boroughs
3 boroughs |boroughs to be =

- - - B . are red
Activity To Plan (cumulative variance against target) are red and within and one is
- an oneis
one is green| contractual
thresholds

55

KPIs 100%

w
=
@
=
g
L
=
7]

Referrals ta Plan 95%

Operations

MNon -

00H standards - % compliant Fully Compliant
B Compliant ¥ P

Experienc

The Number of &6 weeks diagnostic breaches

Safety

Key
No data for the period, or no 2 Improved performance from last
target set/agreed month
N/A > Same performance as last month
Target being met 3 Worse performance than last month

Performance within threshold

- Target not being met





Operations Performance Summary

This table summarises the achievement of key performance indicators across the Operations domain, in terms of RAG ratings against targets, thresholds and in the context
of the associated Darzi Indicators, Strategic Objectives and the associated Sub Committee of the Board.

Safety/Effectiveness/Experience

To deliver high quality, safe and effective care which meets both individual and community needs
To deliver innovative and integrated care close to home which supports and improves health, wellbeing and independent living
To deliver value for money, be financially viable and be commercially successful
To be a highly effective organisation with empowered, highly skilled and competent staff

Operations and Performance

Red

Domain
Operations - Effectiveness
Operations - Experience
Operations - Safety
Total

Escalation Report

Amber

Green

(=R =RE=N)=]

Not rag rated Total
1 10
0 9
5 14
6 33

Effectiveness

Experience

Safety

Operations and Performance

Operations and Performance

Operations and Performance

KPI

Adults West

In the MSK Service, the percentage of patients
requiring a transfer to secondary care following
assessment were completed within three weeks of the
service accepting the referral. The service achieved
40% against a target of 95%. This was two out of five
patients. Low numbers skew the percentage
compliance of this KPI.

The number of patients requiring MSK physiotherapy

GP OOH

There was a breach in Wigan Borough due to 6 patients
receiving urgent appointments outside of the 120
minute performance indicator. This was due to
capacity in relation to winter pressures and the on-
going difficulty of staffing the service with medical staff
There was no patient harmed as a result of the delayed
treatment.

Adults West

Warrington OCATS have 15n0. 18 week waiters. The
patients were offered an appointment within 18 weeks
but declined resulting in the breaches. Issues exist in
respect to sickness, vacancies. To support recovery,
agency staffing is being explored.

In the Dermatology service there were three 18 week
breaches — all breaches have had cancellations by
service and patient cancellations against their referral.
Two have appointments in January and one in
February.
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and aspirationally seen within eight weeks of referral
were 256 out of 451 patients. The target is 75% and the
service achieved 56.76%.

In the Dermatology service, the percentage of routine
lesion referrals seen within six weeks of referral is
37.5% against a target of 75%. 230 patients were seen
within six weeks out of 614 total lesion referrals.
Clinicians have challenged that if a rash and a lesion
could be reported separately the service would
perform better against this KPI. The Dermatology team
are working with the configuration team to explore if
the system can differentiate between a rash and a
lesion. The service does not meet this KPI due to
demand outstripping capacity; the service is unable to
recruit to a vacant dermatology post due to a national
shortage.

Warrington Activity

Warrington activity is -12.35% under performance
expected for all services (adult and children).
Warrington Community Paediatricians, Paediatric OT
and Paediatric Physiotherapy are significantly over
achieving, balancing Children’s Community Nursing and
Specialist Nursing who are under achieving in their
activity. Under activity is partly due to data definition
changes and time taken to recruit to the Specialist
Nursing team.

St Helens Activity

The adult and children’s services are over achieving by
9.89%. Children’s services are either over achieving or
are on track with activity.

Wigan activity

AQP Continence Warrington: The number of Patients
accepted into the service and seen initially within 28
days of opting into the service stands at 76% (32
patients not seen within 28 days). In the adults service
there were 15 breaches due to staffing issues and a
lack of resilience. There were 11 breaches in
paediatrics which were due to staffing issues and lack
of resilience. The service is being redesigned following
internal investment to support resilience in
collaboration with Commissioners. The service is
currently recruiting to additional band 5 and 6 posts.

Halton Paediatric OT had 12 breaches of 18 weeks RTT
in November. All patients have now been seen and no
harm was caused by the delay. The delay was due to a
combination of difficulty with recruitment and an
unexpected illness; in addition there were insufficient
appointments to include those needing to be
rescheduled. A new staff member will be starting in
December 2017 and will increase capacity for the team.
Clinical Staff have highlighted the need to provide
further treatment for open cases that are of higher
clinical need than many new referrals. This is likely to
lead to increased breaches over the next few months
as clinical prioritisation is addressed.

Warrington Paediatric Physiotherapy had two
breaches of 18 weeks RTT. Both were seen in the 18"
week and no harm was caused. Going forward there is
sufficient capacity to manage all new referrals and
training is being provided by the performance team to
a new team leader regarding the RTT watch reports.

Warrington Community Paediatricians had two
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Wigan services have underperformed overall by -
10.95% taking the indicator to red. Children’s specialist
services are contributing to the situation, however this
is being offset by an over performance in CCNT of
54.7% due to the increased volume of Phlebotomy
activity.

In month underperformance contributions from all
teams have decreased compared with month 7,
however they continue to be significantly behind plan:
Paediatric LD Nursing -77.03%, Physiotherapy -38.77%
Occupational Therapy -33.40% and early years -25.51%.
This is due to capacity shortfall as a result of a vacancy,
maternity leave, long term sickness absence and annual
leave. Note that activity targets are not reflective of
service needs and the CCG plans to review all the
contracts in the service, particularly those associated
with SEND. Proxy contacts with schools or carers no
longer contribute to activity as per data definitions,
which do not represent the service activity effectively.

breaches of 18 weeks in November. The patients were
offered an appointment prior to the breach date but
were unable to take these offers up. The children have
been seen now with no harm caused to them.

Halton & St Helens Wheelchair Service

Halton adults have seven waiters above 18 weeks.
New staff in post are having an impact on reducing the
waiting list.

The Halton Children’s service have two waiters above
18 weeks. The longest wait has reduced from 32 to 21
weeks. New staff in post are impacting on reducing the
waiting list.

St Helens Adults service have 21 waiters above 18
weeks with the longest wait reduced from 41 weeks to
28 weeks. The new staff in post are impacting on
reducing waiting list. All vacancies have now been
appointed to. The Wheelchair technician is due to start
in post 1st December. Existing staff within Bridgewater
are undertaking some additional hours to support the
service in the interim. New staff require training and
will impact on waiting list from December.

Podiatry had two over 18 week breaches: One patient
cancelled and failed to rebook; the service cannot
discharge the patient as they are on an annual recall for
screening. The other breach was a new patient who
cancelled and has not rebooked. They have
subsequently been discharged.

Warrington Wheelchairs had three over 18 week
waiters due to staff sickness. All were reappointed for
December.
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Six Week Diagnostic Breaches

The Echo diagnostic breech was due to a patient choice
issue where the patient had cancelled the appointment
and could then not attend within the timescale; the
patient accepted an offer outside of the six week
window. The team have been reminded of the need to
ensure patients are booked within the timescale.

Items of Note

Adults West

NQR compliance — performance against NQR has dropped. NQR 12a emergency appointments within one hour was at 92.31% against a target of 95%. NQR 12b urgent
appointments within two hours was reported at 90.03% against a target of 95% as partial compliance. Compliance has dipped due to capacity, primarily due to the
weekend of the 18" November where the service were unable to fill a nurse vacancy.

Dermatology — the CCG undertook a quality review of the service and initial feedback was positive. A formal report is to follow but there were no significant areas of
concern. The Telederm KPI was achieved for the second month consecutively. This KPI has not been achieved historically; a simple change to process on SystmOne has
enabled this compliance and the service expect it to continue.

The Enhanced Care Home Service were invited to give a presentation at the Care Home Master class for Cheshire and Merseyside as an example of best practice. Itis
recognised that the Warrington service supports people to die within their care home as opposed to admission to hospital at end of life.

Community Equipment Stores — The services are exceeding performance targets across both sites. Warrington is achieving 88% recycling of equipment within one month.
This recycling of equipment is likely to achieve a cost saving of £154k.

Phototherapy waits are in excess of 12 months —a new nurse has completed UVB training and will start to see patients in January. This will begin to address the long waits.
The service is considering reviewing criteria for phototherapy and re-triaging. There is a machine at Wigan which is no longer required and there is a potential room at
Wolves to move the machine into. The service is working with the estates team to identify a room and move the machine.

The routine servicing of hoist slings has not been undertaken in Halton and St Helens as these items have not been included on the asset register. A remedial plan is
underway to correctly asset all pieces of equipment and a sub-contractor has a servicing schedule in place for the c 1300 slings. The trust has reported this as a serious
incident.
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Health and Justice Services
DNA rates have increased across all prison sites. The Heads of Healthcare are investigating the local causes, including prison regime restrictions, and will be working closely
with the Prison Staff to ensure attendance at clinic appointments are facilitated effectively.

e HMIP & CQC completed a full inspection at HMP&YOI Hindley during December 2017. The inspection team noted the difficulties incurred due to the closure
announcement in early 2017 the subsequent reversal of this decision without firm future dates and it has been recognised that Bridgwater have put resource into re-
recruiting to fill gaps and maintained a reasonable standard of service to patients during this difficult time. However the team have also suggested that the service may
have breached requirements in the areas of Regulation 17, Good Governance, of the Health and Social Care Act regulations and have requested further evidence and an
action plan by 9™ January 2017.

Adults Wigan

GP OOH

This remains a risk from a financial and delivery perspective. An integrated urgent care community services meeting will take place on the 11th January to discuss the
options for the reduction of attendances to A&E through increased access to primary care GP and skilled clinical specialist in urgent care. This will form the 24/7 element of
integrated community urgent care services.

Intermediate Care

There has been a review of patient safety at the Alexandra Court facility to determine the quality of patient safety issues and a system wide visit was due to be undertaken
on the 8th of November 2017, however, the visit had to be suspended and subsequently the CCG undertook a spot check on 21st December 2017, following concerns over
the number of complaints from patients and relatives. However, no major concerns where identified at the brief unannounced visit and a more in depth visit is planned by
the CCG.

Children’s West
Halton CCG have raised concerns about the performance of Halton Community Paediatricians, in particular with initial health assessments for children who are Looked After
by the Borough Council. A deep dive into the performance of the service is likely to be initiated and the terms of reference are being developed by the CCG.

Halton and Warrington 0-19 team

0-19 services have under achieved with respect to core public health KPIs for pre-birth visits, new born visits within 10 days and 6-8 week visits. However other KPIs for 12
months and 2 year checks are being maintained on track. With new staff coming into post in December and January, the percentage achievement is expected to increase.
All possible contacts that can be delivered in clinic are already in place. The service are mitigating the risk by triage and identification of those most vulnerable families to

ensure they are receiving all their visits within timescale.
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Children’s East

The Wigan Health Visiting performance at the mandated 2.0-2.6 year review is below the standard and is reflective of the number of vacancies in the service of both
Nursery Nurses and Health Visitors. The review usually takes place as an integrated contact within the early years setting, however to ensure that children are reviewed at
the appropriate time, children are being called to clinic for the assessment to reduce risk. Recruitment for both groups of staff is underway. Vacancies within the Health
Visiting Service were being held prior to the integration with Wigan Start Well. However, as the timescales for completion of the new model for Start Well and the
subsequent staff redesign will not be realised until January 2019, it has been necessary to recruit to the vacancies to reduce the growing caseloads for Health Visitors to
bring caseloads into a safe and manageable number to meet client needs.

The Wigan Audiology service has a suite at Platt Bridge which requires a remedial rewire. The work is essential to ensure the testing suite is fit for purpose. However, due
to unforeseen circumstances, the work has been delayed. This is a high risk for patients using the service as it impacts on the testing environment. The service have
escalated the risk whilst working with corporate colleagues in estates to find a solution and get the work back on track.

Bolton
There are considerable difficulties with the IT network and a frequent loss of connectivity in two bases. This has resulted in a loss of recorded work and a requirement for
rework to done which is impacting on service delivery. The IT team is supporting the service with a diagnosis and solution for the problem.

Bolton Looked After Children has 12 outstanding annual healthcare review assessments. An action plan is in place and commissioners are supporting the agreed
remediation plan, which involves a business case to the CCG and council for the Bridgewater and Bolton FT services to have access to the council Liquid Logic database. The
issue relates to receiving the information for health review assessments from the council to the health provider in a timely manner. The access to Liquid Logic would help
the transfer of information along the pathway. The business case will be presented to the CCG and Local Authority in February 2018. The service has reduced the backlog
from 80 outstanding reviews to 12 but are unable to eliminate the waits as there are continuing issues with the requests in relation to consent being gained from the young
person or parent/carer which relates to historical practice in the Bolton locality.

Dental
In the East sector there were four breaches; two at Conway Rd and two at Partington. This was due to the lack of availability of golden appointments. The books have now

been altered to accommodate this.

In West Sector, there were six breaches overall; three for paediatric Exodontia due to lack of golden appointments and dentist sickness. There was one breach for Special
Care in Warrington because of dentist sickness. The books have now been altered to accommodate further golden appointments.

There were two breaches for oral surgery in West Cheshire because of problems with the digital x-ray system. All the patients whose assessment was delayed have now
been seen.

The Greater Manchester 18 week target for paediatric exodontia has now been met as a result of work with the Information Team and the Dental service.

27





Community Services Data Set (CSDS)

The Community Information Data Set (CIDS) is a patient level, output based, secondary uses data set which will deliver robust, comprehensive, nationally consistent and
comparable person-based information on patients who are in contact with Community Services. As a secondary uses data set it intends to re-use clinical and operational
data for purposes other than direct patient care. This has nationally been a massive piece of work to facilitate and Bridgewater’s journey has been no different.
Bridgewater were successful in submitting the dataset for the first month (October 2017 data) to NHS Digital for Bridgewater Community NHS Trust. This dataset includes

all of our 72 units registered in System One.

The first submission window closed on 5" December 2017 for October 2017 and we achieved this deadline.
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People Scorecard

The Performance Report has been developed to provide the Trust with assurance that the quality of services being delivered is being carefully monitored against the four
organisational domains, this section explores the People element of the organisation.
The table below, measured against the Strategic Objective for People, illustrates the achievement in month against the indicators which are aligned with the Darzi indicator
of Safety. The section focusses on where exceptions and improvement measures have been identified, what mitigation plans have been implemented, and where

appropriate, updates to implementation.

BW Darzi Indicator
Domain  Indicator )

Reponsible

in Month

Performance

Target

Performance
in Month

YTD

% Headcount of new starters attending induction programme 66.56% -

% Mandatory training {including Safeguarding training level 1) Clinical Chsa 85.22% 0% A

% Mandatory training {including Safeguarding training level 1) Non Clinical Chsa 85.14% S0 A 8158%
Staff turnover (rolling) Chsa 23.08% 8.00% A

% Overall Organisation Sickness rate (relling) Chsa 4.42% 3.78%

Sickness absence rate (Actual) Chsa 533% 3.78% E
Consultants which, at their last appraisal, had fully completed their

previous years PDP ks 85.24% 80% 2 Eker

% of staff with a current PDR Chsa EET:i:ED[: 0% ?:::i::;

Summary Scorecard

There are seven indicators with a RAG status relating to the Trust Scorecard in respect of People. The scorecard below illustrates a summary position of where there are
indicators showing an underperformance. There are four indicators in month where performance is below target and red rated.

BW Darzi Indicator
Domain Indicator .

% Headcount of new starters attending induction programme

Reponsible

Performance
in Manth

Performance
in Month

% Overall Organisation Sickness rate (rolling)

Sickness absence rate (Actual)

5.35%

% of staff with a current PDR

Data not
received

Data not
received

No data for the period, or no
target set/agreed

N/A >
Target being met A
Performance within threshold

- Target not being met

r

Improved performance from last
month

Same performance as last month
Worse performance than last month
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People Performance Summary
This table summarises the achievement of key performance indicators across the People domain, in terms of RAG ratings against targets, thresholds and in the context of
the associated Darzi Indicators and Strategic Objectives for People.

Safety

To be a highly effective organisation with empowered, highly skilled and competent staff

Workforce Committee

Domain Red Amber Green Not rag rated Total

Safety 2 1 8

Escalation Report

Safety

Workforce Committee

Staff Turnover - Against an 8% turnover target, Bridgewater’s voluntary turnover was 13.68% (rolling) which is 5.68% outside of tolerance. 44 staff have taken Flexi
Retirement and come back into the Trust following a 30 day break. Our turnover % rate is based on staff that have left voluntarily from the organisation. However, this is
not of concern as turnover is an enabler for role re-designs, skills mix changes and revised service models to be implemented. Also this includes services that have
transferred out of Bridgewater Community Healthcare NHS Foundation Trust.

Turnover for the month of November 2017 was 0.66%. This has increased when compared to 1.51% for the month of October 2017.

Sickness Absence - Trust sickness absence (actual) for the month of November was running at 5.33%, which shows a decrease when compared to October 2017 (5.56%).
The rate is higher than the 3.78% target resulting in a red rating.

Trust sickness absence (rolling) was 4.42% which shows a decrease of 1.21% from October 2017 (5.63%).

EAST — Rolling sickness absence for November 2017 is reported at 3.12% which shows a decrease from October 2017 (5.38%). This is a green rating as 0.66% below target.
Actual sickness for the month of November was 5.15%. This shows a decrease from October 2017 (5.26%).

WEST — Rolling sickness absence for November 2017 is reported at 6.43% which shows a decrease from October 2017 (6.52%). This is a red rating and is 2.65% above target.
Actual sickness for the month of November was 6.14%. This shows a decrease from October 2017 (6.59%).
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Corporate Services saw a decrease in actual sickness absence to 4.00% from last month (4.15%).
Our key focus is to improve staff sickness absence and proactively manage short, medium and long term sickness.

Workforce Information Reports are produced on a monthly basis to support Managers to manage and handle sickness absence in accordance with the Trust’s Absence
Management Policy. HR resource is aligned to this to review, monitor and support absence management.

The targeted review of action plans with end of month reports highlighting attendance triggers and open ended absence for more detailed scrutiny on policy application
continues to be a key priority. Reports drill down to service specific levels and individual staff sickness therein.

We are continuing our work with our Occupational Health Provider to provide ongoing and proactive health and wellbeing support to staff. We have a dedicated site for
health and wellbeing on the Trust’s Intranet. This promotes the support available to staff which includes, but is not limited to: Physiotherapy, Counselling, Mediation and
the Occupational Health referral system.

Top reasons for absence are continuously monitored and reviewed, enabling us to focus on initiatives to support those absences i.e. Resilience Training.

Sickness Absence Charts
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There has been increase in reporting sickness absence as ‘other known causes’. ‘Unknown causes/Not Specified’ has reduced as a reason for sickness absence again at
month 8. Having referred this on to Managers, it is due to sickness not being able to be recorded under the field of categories and/ or that staff do not want to have a
sickness absence recorded on the system and they are managing this locally. With regards to rolling out the new ESR Manager Self-service System, we will be re-introducing
sickness absence reporting and the importance of trying to record under a sickness absence reason where possible. To support this, there will be a continued
communication going out within the Bridgewater Bulletin to state the importance of sickness absence recording.

There are currently 24 staff in half pay and 9 staff in nil pay. 10 staff are approaching half pay. All of the cases are being managed with HR Manager input. Formal meetings
have taken place in line with the monthly requirements, taking into consideration medical specialist appointments and most recent Occupational Health reports. Support is
offered in regards to returns to work at the earliest date for staff. This may include potential short term reductions in hours (if it can be accommodated), stress risk
assessments and suggested adjustments from OH. Individuals have shown an interest in returning to work but due to their treatment there is an unavoidable delay. There
are also individuals who have limited service with the Trust and therefore entered a period of nil sick pay very quickly. Occupational sick pay is based on length of service.
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Long term sickness absence is managed via the use of monthly review meetings held by the line Manager with HR support as required, occupational health input and the
option for a case conference with occupational health for complex cases.

For the period April to November 2017, the total number of final review hearings held was 7 (the reasons for these range from long term absence to progression through
the policy triggers), of these 3 resulted in dismissal on the grounds of ill health capability.

The introduction of Staff Health and Wellbeing Facilitators as from July has provided agreed targeted support to those staff with long term conditions, in order to
proactively avoid episodes of absence.

A Stress Focus Group has been established comprising of personnel from a variety of occupational groups and services, including Trade Unions and Human Resources. The
Group are focusing on establishing workable solutions for supporting the wellbeing of employees to reduce episodes of stress related ill health across the Trust. A Stress
Survey has been developed with roll out to all staff planned in the New Year. Updates are being provided to the Trust’s Workforce Committee and Organisational
Development Committee.

The Trust launched its ‘Bridgewater Anti Bullying and Harassment’ Campaign in November (BABAH). There is now a dedicated area of the Hub where staff can access
information and toolkits.

Absence Reason FTE Lost FTE Lost FTE Lost FTE Lost FTE Lost FTE Lost FTE Lost FTE Lost
May 16- June16- | July16- | Augl16- | Sept16- Oct 16 — Nov16—- | —Dec 16
April 17 May 17 June 17 July 17 August sept 17 Oct 17 —Nov 17

17

S10 Anxiety/stress/depression/other 16,159.06 | 16,043.79 | 16,021.49 | 16,358.38 | 16,419.89 | 16,529.43 | 14,833.44 | 15,599.59

psychiatric ilinesses

S98 Other known causes - not elsewhere 6,467.15 6,641.02 6,682.09 7,432.63 7,658.34 7,957.32 7,264.18 7,876.18

classified

S12 Other musculoskeletal problems 4,223.23 4,495.51 4,495.51 4,632.41 4,566.36 4,496.85 3,874.87 3,976.96

S25 Gastrointestinal problems 2,992.23 3,014.64 3,027.78 2,956.55 2,962.35 2,972.82 2,586.93 2,781.27

S99 Unknown causes / Not specified 2,922.76 2,884.26 2,953.80 2,693.80 2,398.01 2,195.56 1,743.92 1,989.84

S11 Back Problems 2,812.03 2,827.02 2,821.02 2,902.50 2,948.05 2,960.13 2,395.20 2,558.09

S28 Injury, fracture 2,771.31 2,555.41 2,614.50 2,429.53 2,404.95 2,373.69 2,054.88 2,324.86

S13 Cold, Cough, Flu - Influenza 2,247.32 2,133.33 2,138.33 2,036.36 2,021.22 2,037.62 1,745.27 1,905.51

S17 Benign and malignant tumours, 2,236.44 2,232.00 2,232.00 2,290.94 2,339.43 2,433.38 2,448.99 2,716.19
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cancers

S26 Genitourinary & gynaecological
disorders

S15 Chest & respiratory problems
$19 Heart, cardiac & circulatory problems
S30 Pregnancy related disorders
S21 Ear, nose, throat (ENT)

S16 Headache / migraine

S29 Nervous system disorders

S31 Skin disorders

S23 Eye problems

S24 Endocrine / glandular problems
S22 Dental and oral problems

$18 Blood disorders

S27 Infectious diseases

S$14 Asthma

S20 Burns, poisoning, frostbite,
hypothermia

2,160.67

2,018.15

1,358.58

1,143.77

1,103.00

619.00

468.96

464.35

392.11

290.06

269.38

243.47

161.53

50.35

12.00

2,124.25

1,949.05

1,384.44

1,047.44

1,101.78

572.79

493.56

435.35

428.49

289.58

262.38

268.33

176.29

36.35

12.00

2,124.25

1,949.05

1,384.44

1,052.44

1,102.18

572.79

493.56

435.35

428.49

289.58

262.38

268.33

176.29

36.35

12.00

2,055.62

1,803.59

1,308.60

806.58

1,015.23

513.42

527.20

415.01

447.03

259.71

236.51

177.33

159.26

48.67

12.00

1,949.23

1,748.46

1,302.18

706.38

982.51

521.40

546.53

365.89

479.03

251.33

232.07

127.20

164.86

58.04

12.00

1,883.48

1,716.84

1,264.03

668.71

1,019.68

484.50

544.13

330.09

498.45

254.22

254.73

94.13

158.04

50.04

12.00

1,722.17

1,594.83

1,137.75

622.95

994.46

400.07

435.13

264.31

489.27

238.22

257.56

75.13

122.36

45.37

6.00

1,869.06

1,745.31

1,239.53

646.95

1,129.20

428.10

434.47

289.31

525.63

253.02

273.19

87.13

140.16

44.89

6.00
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Top 10 Departments - Highest Sickness Absence %

Department % WTE
Dental West Oral Health Promotion Halton - Dept 44.96% 0.60
HaltCCG Adult Stroke Service - Dept 34.05% 2.10
STHCCG Adult Homeless & Vulnerable Persons Team - Dept 30.53% 2.00
Corp Estates Admin Support Longshoot - Dept 29.73% 2.00
HALTMBC Child HV Castlefields (Halton) - Dept 28.54% 1.60
NHSELGM Offender Health St Catherines - Dept 28.35% 1.99
NSHECM Dental Thorn Cross West Sector - Dept 28.13% 0.60
WARRCCG ADULT Treatment Rooms Nursing - Dept 25.34% 2.04
Corp Estates Admin Support Halton ILC - Dept 24.20% 1.09
WARRCCG Child Paediatric Comm Med Serv Team - Dept 20.56% 4.90

Sickness Absence Cost

Actual
Sickness . .
Absence Rolling Sickness Absence
Cost (Nov Cost (Dec 16 - Nov 17)
2017)
Corporate Directorate £51,504.33 £547,501.38
EAST Directorate £160,461.36 | £2,216,209.21
WEST Directorate £152,713.85 £1,919,183.54
Bridgewater Total Cost £364,679.54 £4,682,894.13

PDR compliance for the Trust is 82.24%.

e The Director of People and Organisational Development and the Interim Director of Operations continue to request detailed action plans from each locality
specifying how the target will be achieved, monitored and sustained.

e Currently the Workforce Team are requesting all PDR dates from Team Leaders/ Managers to upload into the system to support the roll out of the new reporting
system within ESR. This is ongoing and information is currently being provided by Team Leaders.

¢ In line with the new PDR policy being launched on 1* September, reporting will be changing so that services can add PDR dates to ESR via self-service.

e PDR Training is available to staff and delivery dates are regularly featured in the Trust’s Learning & Development Bulletin.
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Appendices — Finance






Finance Scorecard

The Performance Report has been developed to provide the Trust with assurance that the quality of services being delivered is being carefully monitored against the four
organisational domains, this section explores the Finance element of the organisation.

The table below, measured against the Strategic Objective for Finance, illustrates the achievement in month against the indicators which are aligned with the Darzi
indicators of Safety and the responsible sub-committee of the Board. The section focusses on where exceptions and improvement measures have been identified, what
mitigation plans have been implemented, and where appropriate, updates to implementation.

- . Month 8 Month 8 YTD Full Year
Indicator Reponsible  Month B Plan - YTD Plan YTD Actual . Forecast
Actual Variance Variance Plan

BW Darzi
Domain Indicator

EBITDA Margin (%) 129 (112) (1.74) (010) | (0.10)
” Waorking Capital [£M) (3,820) (3,820) (4,778) (4,778)
2 Cash Balance (EM) 1.63 163 250 250
£ Capital Spend (£) GD 044 014 221 130 3.41 3.41
= Use of Resources Metric [1: Best._._. 4&:Poorest) GD 3 3 3 2 2

Cost Improvement Programmes (EM) 7.00 7.00

Key
No data for the period, or no 2 Improved performance from last
target set/agreed month
N/A =  Same performance as last month
Target being met N Worse performance than last month

Performance within threshold

- Target not being met

Summary Scorecard
There are six indicators with a RAG status relating to the Trust Scorecard in respect of finance. The scorecard below illustrates a summary position of where there are
indicators showing an underperformance. There is one indicator in month where performance is below target and amber rated.

. . Meonth 8 . Full ¥
Indicator Reponsible  Month 8 Plan  Month B Actual n YTD Plan YTD Variance (H Fear Forecast
Variance Plan

BW Darzi
Domain Indicator

EBITDA Margin (%)

7.00 7.00

Cost Improvement Programmes (€M)
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Finance Performance Summary

This table summarises the achievement of key performance indicators across the Finance domain, in terms of RAG ratings against targets, thresholds and in the context of
the associated Darzi Indicators, Strategic Objective for Finance and the associated Sub Committee of the Board.

Safety

To deliver value for money, be financially viable and be commercially successful

Finance and Investment

Domain Red Amber Green Not rag rated Total

Safety 1 0 6

Escalation Report

Safety

Finance and Investment

The cumulative planned deficit for November is £1,417k; the Trust is reporting a cumulative deficit of £2,058k. The variance from plan is primarily due to the non-
achievement of CIP in the year to date, and additional Agency expenditure across the organisation.

As part of the FIP programme, working with KPMG, CIP schemes to be delivered in 2017/18 in excess of £7.5m were identified, the delivery against this plan has been
revised to £5.43m in November following a critical review of all identified schemes. £2.90m has been delivered against this to date, with £2.5m expected to deliver in the
remainder of 2017/18. Mitigations are being developed with all divisions to offset any shortfalls in schemes.

Items of Note
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Surplus/Deficit

Summary Income & Cash Flow Vs Plan

Month 8 | Month 8 | Month 8 YTD Full Year
YTD Plan - Forecast

Actual | Variance Variance Plan
(EM) (EM) (EM) (EM) (EM) (EM)

1245 1239  (0.06)
(8.10)  (8.20)  (0.10)
(0.41)  (0.41) 0.00 (332) (357) (0.25) | (471)  (5.35)
Expenditure - Non Pay (3.78)  (4.28)  (0.50) | (31.09) (33.22) (2.13) | (42.94) (46.13)

| | 9912 10082 170 |
| | |
| | |
| | |
EBITDA | 0.6 (0.50)  (0.66) | (1.11) (1.75)  (0.64) | (0.16)  (0.05)
| | |
| | |
| | |
| | |

(65.82)  (65.78) 0.04

147.59  150.10
(100.10)  (98.67)

Income
Expenditure - Pay
Expenditure - Agency

(0.04)  (0.04) 0.00 (0.31)  (0.31) 0.00 (0.36)  (0.47)
0.12 (0.54)  (0.66) | (1.42) (2.06) (0.64) | (0.52)  (0.52)
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.12 (0.54) (0.66) | (1.42) (2.06) (0.64) | (0.52)  (0.52)

Financing
Normalised Surplus /(Deficit)
Exceptional Items

Net surplus /(Deficit) after Exception

Key I&E Overview

e Income for the month is £0.1m below plan. This is due to in month credit notes issued relating to a reduction in charges from NHSPS. The cumulative variance is £1.7m
favourable to plan. The cumulative favourable variance reflects additional invoicing to Wigan CCG for increase in estate costs, health centre recharges and additional
income accrued for Garth & Wymott Prisons.

e Cumulative Pay expenditure remains marginally lower than plan due to vacancies. The cumulative favourable variance from plan has continued to decrease due to the
review of the accuracy of budgets in areas which have consistently reported underspends. Pay budgets now more accurately reflect the current establishment.

e Agency expenditure is above plan for November. The key area of Agency overspend continues to relate to Garth & Wymott Prisons. The overall higher levels of agency
staff reflects the difficulties the Trust continues to experience recruiting to vacant posts. (e.g. GP’s, Paediatricians, Dermatology). All Agency spend has been quality
impact assessed.

e Cumulative non pay expenditure is higher than plan. Excluding the impact of delayed CIP delivery, the key areas of overspend include drugs, home loans, medical and
surgical equipment and estate costs (recharges for the latter are reflected in the favourable income variance).

e The Trust continues to identify additional savings opportunities. There remain some 2017/18 CIP schemes to be finalised. For most schemes, delivery plans have been
agreed and savings are either delivering or due to deliver according to the CIP profiles.
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Year to Date Risks

e Non pay expenditure run rate remains above the required level to ensure the year end planned deficit is achieved.

e Some 2017/18 CIP schemes initially identified have now been reassessed and removed from the 2017/18 CIP plans. Of the remaining schemes, there are delays in
getting some of these agreed and therefore delivering savings. This will result in proportionally greater savings required in later months to address the current shortfall.

e Mitigating stranded costs and loss of margin associated contract cessations.

Actions

e All Agency expenditure is continually reviewed. An action plan is being revisited to keep expenditure in line with the NHSI cap, whilst managing risk to service and
delivery of contract KPI’s. The Trust has written to NHSI re hard to recruit to posts.

e Detailed CIP schemes have been identified for the year in collaboration with KPMG. Work continues to push these schemes through the QIA process, this work
continues at a pace.

e CIP delivery tracked by bi weekly meetings.
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Title Minutes from a meeting of Finance and Investment Committee
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Purpose To provide the Trust Board with a record of the above meeting
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covering report.

Audience | Trust Board

1.0 KEY ISSUES HIGHLIGHTED AT COMMITTEE

1.1  The Trust reported a deficit of £2.06m, which is £640k adverse to plan. The
major overspends continue to be in respect of the contracts for HMPs Garth &
Wymott and medical and surgical equipment, where the overspend is
demand-driven. Action is being taken to address these issues.

1.2 The CIP target of £7.5m has been revised downwards to £5.4m. This will
clearly impact on the achievement of the year-end control total. The Trust will
continue to identify additional CIP opportunities, and the achievement of CIP
will continue to be closely monitored through the TIF, which meets on a
fortnightly basis.

1.3 TIF is also monitoring non-pay expenditure against budget as it is clearly
imperative to control this spend.

1.4  The Director of Finance outlined a range of possible outturn scenarios to the
Committee, ranging from a worst case £3.3m deficit (£2.8m adverse to the
control total) to a best case of £1.5m deficit (E1m adverse to control total).
Mitigating actions and additional income streams are being actively pursued.
In particular, the Trust is seeking monies in respect of St Helen’s stranded
costs of £1.2m, under the principles laid down by the Scampion rules.

1.5 The Trust is operating on a tight cash balance, and the Cash Sub Committee
has identified that the Trust has an underlying cash shortfall of around £5m. A
working capital loan of £5m has been requested from NHSI.

1.6  The Trust will be entering a mediation process with NHSPS in January 2018
in respect of £2.9m of outstanding invoices issued by NHSPS to the Trust.
£1.7m of this amount is in respect of 2017/18 property costs, which have
been invoiced without any supporting documentation. The Trust is unable to
pay these until they have been properly validated. The remaining £1.2mis in
respect of the costs of a number of properties where the commissioner still
owes money to the Trust. The Trust is unable to pay these amounts until they
receive the appropriate funding from the commissioner.





2.0 KEY ACTIONS REQUIRED BY THE COMMITTEE

2.1 TIF will continue to monitor the CIP programme and the top 25 overspending
cost centres. In addition the TIF will ensure that a detailed financial recovery
plan is drawn up to address the worsening financial position over the final
quarter.

3.0 MATTERS TO BE ESCALATED TO BOARD FOR ATTENTION/ACTION

3.1 The worsening financial position, and the deterioration of the forecast outturn
scenarios should be noted. During January 2018, The Board will need to
consider the financial position at Q3 to determine the likelihood of achieving
the year-end control total.

3.2 The Board must inform NHSI of any revision to the forecast control total
before the end of January 2018.

N





NHS'

Bridgewater

Community Healthcare
NHS Foundation Trust

Bridgewater Board

Title Minutes from a meeting of Finance and Investment Committee
held on Friday 19" January 2018

Author Karen Bliss, Committee Chair

Date 25 January 2018

Purpose To provide the Trust Board with a record of the above meeting

for assurance. The salient points are summarised within this
covering report.

Audience Trust Board

1.0 KEY ISSUES HIGHLIGHTED AT COMMITTEE

1.1 For Q3, The Trust reported a deficit of £1.30m, which is £20k favourable to
plan. A major factor in achieving this result was the rephrasing of winter
pressure monies from commissioners. Non-pay continues to be overspent. As
is previous months, the main overspends are in respect of the contracts for
HMPs Garth & Wymott and medical and surgical equipment, where the
overspend is demand-driven. Action is being taken to address these issues.

1.2 The CIP target of £7.5m has been revised downwards to £5.2m. This will
clearly impact on the achievement of the year-end control total. The Trust will
continue to identify additional CIP opportunities, and to control spend
throughout the final quarter. TIF has drawn up a detailed recovery plan, which
it will closely monitor. For the final quarter, TIF will meet on a weekly basis.

1.3  The Interim Director of Finance outlined a range of possible outturn scenarios
to the Committee, ranging from a worst case £3.7m deficit (£3.2m adverse to
the control total) to a best case of £1.8m deficit (E1.3m adverse to control
total). Mitigating actions and additional income streams are being actively
pursued. In particular, the Trust is seeking monies in respect of St Helen’s
stranded costs of £1.2m, and is discussing the underfunding of the Wigan
contract with the appropriate commissioners.

1.4 The Committee discussed whether the forecast control total should be
amended to reflect these issues. The view was that there was no advantage
to amending the control total at this point. However, it was agreed that the
projected outturn and the uncertainties and risks around the figures should be
discussed transparently with NHSI at the finance meeting scheduled for
Monday 22"™.

15 NHSI have approved a working capital loan of £3.9m, which was received on
15" January. This was not the full amount requested, as NHSI apply a
formula, based on the amount of non-NHS creditors over 60 days old, to
determine the amounts to be made available to Trusts. The receipt of this
cash will now enable payment of some of the long-outstanding creditors.
Further loan applications will be considered for February and March, if
required.





1.6  The Trust has successfully avoided having to enter into a formal arbitration
process with NHSPS over various property invoice disputes. The Trust will
instead settle these via a more informal process.

2.0 KEY ACTIONS REQUIRED BY THE COMMITTEE

2.1 TIF will monitor the detailed financial recovery plan that has been drawn up to
address the worsening financial position over the final quarter.

2.2  The range of outturns for 2017/2018 and the key risks and uncertainties
around achieving the control total will be shared with NHSI at the meeting on
22 January.

3.0 MATTERS TO BE ESCALATED TO BOARD FOR ATTENTION/ACTION

3.1 The Trust's challenging financial position, and the uncertainties around the
achievement of the control total should be noted.
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Executive Summary (for publication) Bridgewater Community Healthcare ['/75]

NMS Foundation Trust

Summary of Performance:

e The cumulative planned deficit for December is £1,315k, the Trust is reporting a cumulative deficit of £1,299k. The in month surplus reported is primarily due to the agreement with
Commissioners to rephase income to reflect winter pressures.

e As part of the FIP programme, working with KPMG, CIP schemes to be delivered in 2017/18 in excess of £7.5m were identified, the delivery against this plan has been revised to £5.19m in
December following the regular review of all identified schemes. £3.3m has been delivered against this to date, with £1.9m expected to deliver in the remainder of 2017/18. Mitigations are being
developed with all divisions to offset any shortfalls in schemes.

Key I&E Overview:

* Income for the month is £1.1m above plan. This is the impact of rephasing
income to reflect winter pressures. The cumulative variance is £2.8m
favourable to plan. The cumulative favourable variance reflects additional
invoicing to Wigan CCG for increase in estate costs, health centre recharges
and additional income accrued for Garth & Wymott Prisons.

e Cumulative Pay expenditure remains marginally lower than plan due to
vacancies. The cumulative favourable variance from plan has continued to
decrease due to the review of the accuracy of budgets in areas which have
consistently reported underspends. Pay budgets now more accurately reflect
the current establishment.

* Agency expenditure is above plan for December. The key area of Agency
overspend continues to relate to Garth & Wymott Prisons. The overall higher
levels of agency staff reflects the difficulties the Trust continues to
experience recruiting to vacant posts. (e.g. GP’s, Paediatricians,
Dermatology). All Agency spend has been quality impact assessed. Summary Income & Cash Flow Vs Plan

*  Cumulative non pay expenditure is higher than plan. Excluding the impact of B ®)|| M ®) | MRS | (o e o Vi | Rl T
delayed CIP delivery, the key areas of overspend include drugs, home loans, VEETED VEnERER | FEm
medical and surgical equipment and estate costs (recharges for the latter are

Key Balance Sheet Overview:

e Cash balance is £1.47m, £0.21m below plan. The Trust has been successful in obtaining a cash loan from the
Department of Health for £3.9m. As a condition of this loan, the Trust will manage its future cash balances
to a maximum cash balance of £1m in future months. Details of the loan, detailed cash forecasts and future
cash requirements are presented in the separate Cash Report.

= The closing debtors position was £18.1m for December, £3.1m above plan. This is primarily made up of the
accrued income relating to the Garth / Wymott business cases.

= Creditor balances are £1.7m above plan. This reflects the delay in receiving NHSPS estate invoices for
2017/18. These costs have been accrued into the financial position. There remains a large creditor relating
to 2016/17 estates invoices, where funding discussions remain ongoing with a number of commissioners.

= Cumulative Capital expenditure is below plan. The Trust will continue to closely manage the capital spend in
quarter 4. The Finance and Investment committee endorsed a reduced plan in September based on revised
prioritisation.

Forecast

(EM) (€07)] (EM) (EM) (EM)

. . ; Income | 12.47 13.56 1.09 | 11157 11438 281 | 147.59  150.10
reflected in the favourable income variance). .

isk Expenditure - Pay (8.13) (8.12) 0.01 (73.94)  (73.90) 0.04 | (100.10) (98.67)

Year to Date Risks: . , Expenditure - Agency (0.41)  (0.40) 001 | (373) (3.97)  (024) | (471)  (535)
* Non pay expenditure run rate remains above the required level to ensure the Expenditure - Non Pay (3.79) (4.24) (0.45) | (34.88) (37.47) (2.59) | (42.94) (46.13)
year end planned deficit is achieved. EBITDA 0.14 0.80 0.66 (0.98) (0.96) 0.02 (0.16) (0.05)

*  Some 2017/18 CIP schemes initially identified have now been reassessed and Financing (0.04) (0.04) 0.00 (0.34) (0.34) 0.00 (0.36) (0.47)
removed from the 2017/18 CIP plans. Due to delays in the start date of some Normalised Surplus /(Deficit) 0.10 0.76 0.66 (1.32) (1.30) 0.02 (0.52) (0.52)

of these schemes, proportionally greater savings are required in the coming Exceptional Items 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
months. Additional schemes to cover all the current shortfall are currently Net surplus /(Deficit) after Exception 0.10 0.76 0.66 (1.32) (1.30) 0.02 (0.52) (0.52)

being identified and explored.
*  Mitigating stranded costs and loss of margin associated contract cessations. Finance Scorecard

Actions: Month 9 | Month 9 | Month 9 YTD Plan YTD Full Year Forecast

Variance \ELELT Plan
(EM) (EM) [€0%)) (EM) (EM)

e All Agency expenditure is continually reviewed. An action plan is being
revisited to keep expenditure in line with the NHSI cap, whilst managing risk

i ) h EBITDA Margin (%) | 112 5.90 478 | (0.88) (0.84) 0.04 | (0.11) (0.03)
,

to servu‘:e and delivery of contract KPI’s. The Trust has written to NHSI re hard Working Capital (£) | 3754) (2512) 1202 | (3758) (2512) 1242 | (3.264)  (3,264)
to ref:rwt to posts. ) . ) ) ) Cash Balance (£) | 168 1.82 014 | 168 1.82 014 | 250 2.50

e Detailed CIP scherf'nes have.been. |dentn.’|(.ed for the year in co.llaboratlon with Capital Spend | o2 it (011) | 246 130 (116) | 3.1 PG
KPMG. Work continues to identify additional schemes to bridge the current U o

se of Resources Metric (1: 3 3 2

CIP shortfall. best.........A:poorest)

° cp de"very tracked by bi WeEkly meetings. Cost Improvement Programmes | 0.76 0.41 (0.35) | 4.72 3.31 (1.41) | 7.00 5.19

* Additional Controls for Pay/Non Pay expenditure agreed by Executive team

and implemented with immediate effect. Q u a I ity fl rst a n d fo re m ost

2.1
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1.0 EXECUTIVE SUMMARY

1.1 In England there is considerable pressure on health and social care systems, these include the
needs of an aging population, strains on social care budgets, rising demand on hospital
inpatient services, increased pressure on emergency services and increased demand on
primary care. The health and social care system is under enormous strain, and is trying to cope
with rising demand at the same time as unprecedented budget pressures across many of the
organisations.

1.2 In response to this, whether by vanguard status or through longer term integration
programmes, health and social care providers and commissioners in England have been
exploring how to work more closely together, to provide clinically and cost effective care with
shared resources. This has been supported by the need for more integrated commissioning as
well as new models of care as set out in the Five Year Forward View and the GP Forward
View.

1.3 Taken together these concepts have become recognised now as the development of
accountable care models or systems organised at either Sustainability & Transformation
Partnership level or Borough level or both. This paper provides a comprehensive summary of
the programmes of work in our key main boroughs to develop accountable care models.

2.0 HALTON

2.1 Working together the public sector and voluntary sector partners in Halton are developing what
they describe as the One Halton Plan. This Plan will describe how we will deliver the right care,
in the right place, at the right time, by the right person and how members of the public in Halton
can stay healthy and when necessary access health and social care services quickly and
easily. The Plan has several components which are described in the following paragraphs.

2.2 Development of the provider component of the One Halton Plan will be led by local GPs and
Bridgewater Community Care NHS Trust. Together they will lead a number of workshops to
develop our new out of hospital care delivery system. In doing so they will engage with the
following to build on their experience
e Social care providers
e Children & Young People Services
e Public Health
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2.3

24

2.5

2.6

Our voluntary sector

GPs

Community care and health providers — general and specialist
Acute care and health providers — including Consultants
Specialist care and health providers

The wider system such as Housing, DWP etc

This new model of care will have at its heart ‘self health” as a priority but will also deliver,

wherever possible, health and social care closer to home in Halton and where this is not

possible it is easily accessed and high quality specialist/acute care outside Halton. It will also

maximize the opportunities presented by the proposed:

e multi-discplinary GP Hubs - that will address ongoing complex conditions and deliver
proactive and early interventions in the community

e community based assets — that will address specialist provision when required close to
home

e Urgent Care Centres — that will meet urgent care needs that present “on the day” in the
community

e Hospitals etc — that will continue to address specialist urgent care needs that present “on
the day” (including A&E presentations) that can only by provided in provision outside
Halton

We are aiming for a first draft model to be completed by 28th Feb 2018.

Development of the Commissioner component will be led by commissioners from Halton
Council, Halton CCG and Public Health. The aim is to have a first draft completed by 28 Feb
2018. They will lead a number of workshops to develop and establish a single, integrated One
Halton Commissioning Alliance and they will engage with the following to build on their
experience:

Social care providers

Children & Young People Services

Public Health

Our voluntary sector

GPs

Community care and health providers — general and specialist

Acute care and health providers — including Consultants

Specialist care and health providers

As part of the development of the new model of care Halton will develop simple and easily
understood Care Flow Pathways with a ‘single point of access’ to deliver the right care, in the
right place, at the right time, by the right person. Halton will also explore the opportunities
presented by Care Navigators to help navigate the public through the new care flow pathways,
to take away any uncertainty, direct the public to the right pathway and support the public at all
times through the system. In addition, as part of the development of this new model of care we
will explore the opportunities presented by technology and ICT to improve access to services

and information remotely, including the use of online, telephone, "App” and web technology etc.
4
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2.7 In terms of workforce planning and integration Halton also intends to explore opportunities to
integrate the collective workforce to maximise their impact, ensure they connect across the
system and provide positive development opportunities for all employees. Finally together we
will review how we currently fund the provision of health, well-being and social care to ensure
we get the most from the funding available and drive efficiencies within the system. This work
will be led by the Directors of Finance from the Halton CCG and Halton Council with a view to
having the financial analysis complete by 28 Feb 2018.

3.0  WARRINGTON

3.1 Accountable care is one of the key actions that the Warrington Health and Wellbeing Board
have committed to taking forward in 2017-18. It ratified this decision at its meeting on 30 March
2017. AQuA was subsequently commissioned by the partners to support Warrington to develop
an Accountable Care Partnership (ACP) and have facilitated a number of workshops working
with practitioners, predominantly from Warrington’s statutory health and social care providers,
commissioners, third sector and housing.

3.2 The belief in Warrington is that people working across organisational boundaries create better
solutions to complex questions, than can people who look for answers only within their own
spheres of influence. Warrington has now developed a strategic outline case (SOC) which
describes an accountable care system for the Warrington population by 2019 which could at
some point in the future be developed into an Accountable Care Organisation. It is an asset
based population model focused on delivering care as close to a person’s home as possible, by
practitioners working together regardless of organisation.

3.3 In Warrington there are pressures on the health and social care system. These include the
needs of an ageing population and a rising demand on NHS and social care services. Currently
the Warrington health and social care system is fragmented and there is little systematic joined
up working across organisations. At the workshops the present system was described as
‘fragmented’, ‘stretched’, ‘pilotitis” and ‘unclear vision’. They also acknowledged that there are
‘positive relationships’, ‘willingness to change’ and a ‘sense of place’. When asked what the
system should aim to be words and phrases used were ‘prevention focused’, ‘seamless’,
‘collaboration’, ‘holistic’ and ‘sustainable’.

34 In developing the ACP we have been guided by an agreed set of principles which roots the
approach in public service values. A transformational change of this magnitude is not a project
or a work programme, it is a new way of thinking and delivering care. Through this whole
system process we have developed a shared vision that states: Together we will enable the
people of Warrington to enjoy happier and healthier lives by transforming the way we use our
collective resources.

3.5 To make clear the focus on place and to identify the ACP as a Warrington partnership the
Senior Change Team (SCT) have proposed that the ACP will be known going forward as
Warrington Together.
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3.6 Warrington Together focuses on place, prevention and prioritising the resident and their
community. Where a person lives, their home, neighbourhood and wider community are
important for the sense of self and the support they give. A place based model would provide
better care, delivered by a shared workforce, close to the person’s home and have a positive
impact on their health and wellbeing.

3.7 Warrington Together will provide joined up care across organisations, locally, effectively and
efficiently, through a population model. It will be delivered through twenty eight practices, four
neighbourhood hubs and one borough. Each of the four neighbourhoods would have a
population of between 40,000-65,000 residents. The borough would have an overarching
population group and would be where services should only be provided once at this level.

3.8 To optimise opportunities for strategic alignment across agencies, it is clear that Warrington
Together needs to build on and consolidate, and not duplicate or supplant, existing whole
system work-streams. These are embodied through the Warrington Health and Wellbeing
Strategy and Together We. It is proposed that the existing strategies and planning groups
regarding the documents’ chapters relating to Starting Well, Living Well, Ageing Well and
Strong and Resilient Communities are used to further engage with people and families to
redesign services and that changes embedded in the various strategies are implemented
through the Warrington Together programme of work (see appendix 1).

3.9 The planned services will provide joined up accountable care across organisations for the
resident, to promote prevention, independence and prevent crisis. People at high risk of
hospital attendance and admission will be identified through a risk stratification tool and the
team’s knowledge of residents. The team will understand the community assets available to the
resident to provide a care management approach, using services that may not be part of the
public sector traditional offer, but are appropriate and effective when looking at supporting
people to remain in their own community.

3.10  The shared team will be an alignment of existing community facing services, from all the
organisations. By working together, around a population place based model, we can reduce
duplication, simplify the system for residents and the workforce, and have a positive impact on
service and wellbeing outcomes. There will be a single point of access to provide a clear
referral point and immediate triage.

3.11  We are proposing the model has a first stage implementation in one hub with a following
phased approach across the other three. We believe that by doing this, taking the model
through a proof of concept and learning from the first stage, a realistic timeline can be set for
implementation across Warrington at pace and scale. Enabling work streams have already
been identified and set up to support the change, and the engagement process will be tailored
to the localities.

3.12  The benefits of Warrington Together to the resident is the best care possible as close to home
as possible. For the workforce, the new ways of working should improve working practices and
work satisfaction. For the system, a more integrated model of care should bring the benefits of
reduced duplication and increased effectiveness.
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3.13  The ACP Board will lead and govern this transformational change. It will give clear system
direction and be accountable to the Health and Wellbeing Board (HWB). To implement the
change the system wide Senior Change Team (SCT) will drive Warrington Together forward.
They will need to have the influence and authority to champion change, as well as the capacity
to be able to make it happen. With leadership from the ACP executive and the remit and
authority to implement the model of care, they will oversee the existing enabling work streams
such as finance, estates, IT, workforce, communication and engagement. It is proposed to
develop another enabling work-stream which will cover system performance and develop key
metrics, both qualitative and quantitative.

3.14  In summary to achieve this transformational change the Warrington health and social care
system will:

i.  Presenta more in depth Strategic Business Case proposing a detailed model of
delivery to the Warrington Together Board in March 2018, so that subsequently
enabling work-streams can develop sustainable finance and workforce models which
will be integrated in a full Business Case by June 2018.

ii. — Aim to have an ACP model in place by March 2019 and then consider whether the
move to an ACO is required.

ji. ~ Build an ACP around a place based model; 28 practices, four hubs and one borough
with services provided as close to a person’s home as possible.

iv. ~ Focus an ACP on the population of Warrington, concentrating on those residents with
complex needs and the high risk stratified population to start the transformation in the
28-4-1 model.

v.  Implement the first stage of the Warrington Together model, by a shared workforce, in
one hub to begin the transformation and learning change process.

vi.  Govern Warrington Together by an ACP Board, with an independent chair, this board
will be accountable to the Health and Wellbeing Board.

vii. ~ Resource a Warrington Together change management programme by a Senior
Change Team from across the organisations with the skills, knowledge and local
credibility. This could be achieved, in part, by aligning current activities and service
redesign resources into the Senior Change Team to drive forward Warrington
Together.

4.0 ST HELENS

4.1 The approach taken to developing a new Accountable Care Management System (ACMS) has
been one rooted in partnership across all parts of the system. A wide range of organisations
have been actively involved in establishing relationships and developing a shared vision and
outcomes. They have agreed to work towards building a sustainable system model, with a clear
understanding that tackling growing demand in the system requires creative use of resources,
and a focus on the wider determinants of health and wellbeing.

4.2 Phase 1 of the People’s Board (the Board established to oversee the work for the system
partners) programme was focused on understanding the scale of the challenge being faced by
the system and the factors underpinning some of its critical issues. Phase 2 has been more
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concerned with the Board’s plans for tackling these problems and, in particular, its views on a
design for the ACMS. The People’s Board approached this second phase of its programme by
following a structured approach. At each stage of the process, it considered how it wanted the
ACMS to reflect the needs and aspirations of people in St Helens, and while it has used plans
being developed elsewhere to inform its thinking, it has been clear that it doesn’t want an ‘off
the shelf design.

The members of the People’s Board worked together to co-design a high level blueprint for the
ACMS, which was then used to develop further thinking about the specific interventions that
could be made to secure improvement (and, ultimately, enable the ACMS to be established). A
technical assessment of the potential to secure savings, and address the system’s projected
financial gap, was also made. Finally, an implementation roadmap was developed to help the
Board understand how the transition of services to the ACMS could be phased.

The system design for the ACMS needs to reflect the challenges the People’s Board is trying to
address. It needs to offer an opportunity to improve health outcomes in the borough, improve
the experience of those in receipt of services and reduce the overall cost of provision to ensure
services remain sustainable in the long term. To date the People’s Board has:
i.  established a number of strategic outcomes and supporting | statements, which will
enable the system to move towards a more sustainable health and social care system;
ii.  described what accountability means —some organisations will be more accountable
than others, but all partners have a critical role to play in the ACMS;
ji.  setoutdesign principles that identify the areas where radical change can be delivered
to drive transformation;
iv.  co-designed an operating model which will mean the future system works in a
fundamentally different way, focussing on managing demand and helping the people of
St Helens retain their independence; and
v. ldentified a series of interventions that will help to address the system’s financial
challenge.

A high level target operating model (outlined in the diagram below) has been developed to
provide a clear and simple visual articulation of the components within the ACMS. The ACMS
will be a whole population model that would focus on the population with the greatest needs
and will have a much stronger emphasis on prevention, self care and maintaining
independence.





NHS

Bridgewater

Community Healthcare
NHS Foundation Trust

The ACMS Filtering demand for services by
signposting and sharing information
Target
Operating prevention
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Multiple access assessment
channels Front door
People supported
to take
responsibility for Selt-care and
their own support from
wellbeing friends, family
and neighbours
[
People’s Board

5.1 The Healthier Wigan Partnership (HWP) was established informally in late 2015, as a
partnership of health and social care providers working together to develop an integrated
approach to health and social care.

5.2 The partnership includes Bridgewater Community Healthcare NHS Foundation Trust, Wigan
Council, Wrightington, Wigan and Leigh NHS Foundation Trust, North West Boroughs
Healthcare NHS Foundation Trust, Wigan Borough Clinical Commissioning Group and GP
representatives.

5.3 Partners are working together to deliver a set of shared outcomes for the population in order
to:
i.  enable physical and emotional wellness, independence and reduced reliance on health
and social care services
ii.  move resources to prevention and early intervention according to need and risk
ji.  deliver more coordinated, integrated and personalised care orientated around a
community
iv.  provide health and social care services at home, in the community or in primary care,
unless there is a more appropriate setting
v.  support a sustainable health and care system
vi.  provide a quality care that is amongst the best in the country

54 By working collaboratively towards these outcomes partners are developing integrated and
cross system solutions using a set of principles to redesign how services are currently
delivered. These principles include:

9
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Reducing demand for public services by promoting independence and prevention
Enabling health and social care integration wherever possible and appropriate
Designing services around people and not organisations

Identifying ways to incentivise providers to work together to meet the needs of the
whole person

Treating people close to their home and in the community for as long as it is
appropriate and possible

Reducing dependence on oversubscribed and expensive specialist resources
such as emergency services, non-elective admissions, general practitioners and
care homes

Ensuring the quality and standards are met in the delivery of services from all
providers

Promoting independence and self-care

Co-creating solutions with local people

Reducing length of stay in hospitals, avoiding delay in discharge and prevents
readmissions where possible

Allowing system efficiencies to be realised

Creating a climate for different professional backgrounds to work together in a
positive, open and trusting climate

Allowing every member of staff to be trained in having new conversations with
residents that focus on assets rather than need

Making full use of digital technology, including development of a joined up
electronic record.

Using of risk stratification & population segmentation

Ensuring people receive the appropriate treatment at the right time

5.5 Significant progress has been made with partners working together to deliver services at a
more local level, including:

co-location, shared management of teams across partners,

redesigning care pathways, such as outpatient pathway redesign and developing GP
clusters to put GPs at the heart of the new delivery model - acting as the nucleus for
integration of services in populations of 30,000-50,000 based on the registered patient
list,

and connecting up services at a community level across seven service delivery
footprints. (SDF)

5.6 The model of care is outlined in diagram format below:

10
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5.7 There is a more detailed paper on the Board agenda in relation to this Borough.
6.0 OLDHAM

6.1 It is the intention of NHS Oldham CCG and Oldham MBC to create an Integrated Care
Organisation. The ICO will be formed on a place-based model, meaning that the
commissioning and provision of integrated health and care services will based on specific
localities and will reflect the specific characteristics of each locality. The aim is to establish the
Integrated Care Organisation (ICO) by 1 April 2018.

6.2  The Integrated Care Organisation will work with individuals and communities across the
borough of Oldham to prevent ill-health, reduce health inequalities and reduce poor wellbeing
and ensure that there is great quality, well-organised care for people who require it in the
borough of Oldham. It will aim to commission and deliver ‘great organised care’ and increase
effective prevention of ill health, reducing demand for health and care services.

6.3 In the first instance the ICO will be a series of linked partnerships underpinned by section 75
agreements (NHS Act 2006). The ICO will be governed through separate, but inter-related,
governance arrangements for integrated commissioning and integrated provision. It will
therefore, be a key part of an integrated health and social care system in which Oldham MBC
and NHS Oldham CCG work together as the integrated commissioner of health and care

1
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6.4

6.5

6.6

6.7

6.8

6.9

services in the borough of Oldham. The commissioning budgets of both organisations are
expected to be managed through a section 75 pooled fund or funds.

The integrated commissioning arrangements (the ‘managed care organiser’) will work as a
partner with other commissioning bodies, including NHS England and will closely link to the
single commissioning function across the North East sector. The managed care organiser will
be designed as a commissioning ‘hub’, with ‘spokes’ in each of the 5 clusters across the
borough.

The ICO will pursue the triple aim of improving the quality of health and care services,
improving the health of the local population and ensuring that available resources are used to
best effect. The service model on which the ICO will operate as both a commissioner and a
provider-manager will be a cluster model, in which health and care services will be clustered
around GP practices in the borough serving populations of 30-60,000 people. Each cluster will
have responsibility for a suite of services, and access to a wide range of assets including
buildings, facilities and technical equipment (e.g., diagnostic equipment).

Staff including staff who are clinicians and practitioners responsible for the direct provision of
health and care to Oldham people may be seconded to the ICO as may staff responsible for
the commissioning of health and care services across the borough of Oldham; a clear policy
and procedure will be in place to ensure that conflicts of interest between direct care staff and
commissioning staff are identified and managed effectively and to the standards expected of a
public body.

The ICO will directly manage community health and social care services, including social care
provision, social work, district nursing, specialist community nursing, physiotherapy,
occupational therapy and speech and language therapy. These services will be managed
through clusters, though staff employment may be through an existing NHS body or other
arrangement. Services commissioned and managed by the ICO will be based around clusters
of GP practices as the basic unit of integrated care. Primary care services, and the primary
care medical home, will be the fundamental organising agents of the ICO and at the centre of
the clinical and service models.

The integrated health and social care system in Oldham will commission lead providers,
through a prime vendor model (i.e., a contract holder responsible for service delivery through a
supply chain) in the following areas: ambulatory and urgent care, community diagnostic and
elective care, mental health services, acute (in-hospital) services and services from the third
sector. Home care provision may be purchased on the basis of a single provider per cluster.

The ICO will also commission services for people with a learning disability and services for
people requiring support from a care home (with and without nursing). It is not expected that
these latter services will be commissioned through a lead provider arrangement though they
will most likely be commissioned across the North East sector, using a common specification,
pricing structure and outcomes framework. Commissioners will work to ensure that there is a
consistently sustainable market within the borough for all health and care services.

12
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6.10  The ICO will contribute to wider public sector change and reform in the borough of Oldham by
improving measures to prevent ill health, to reduce health inequalities and to encourage
wellbeing; by supporting job creation, training and access to skills (e.g., through
apprenticeships); by creating constructive working relationships with other key partners in the
public sectors including the police and criminal justice services; by commissioning health and
care services that support local communities to thrive, be resilient and not reliant on public
sector services; and by promoting self-help and co-operation to reduce the requirement for, and
any undue dependence on, health and care services.

7.0 NEXT STEPS

7.1 We advances in these developments now picking up pace there is a greater requirement to
strengthen our co-ordination of inputs. To that end work is now in hand to rapidly establish the
Strategic Reform Group to act as the co-ordinating body to oversee the Trust’s input to these
strategic developments

7.2 It will be important to agree NED input to that group.

8.0 RECOMMENDATIONS

8.1 The Board is requested to note the update provided within the report regarding the
development of accountable care models in each of our main boroughs.
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1.0 EXECUTIVE SUMMARY

1.1 The striving for inclusion and equality of opportunity and outcome, and the
understanding of diverse needs, are fundamental to the provision of safe and
high-quality care by the Trust and its staff.

1.2 In addition, these same aims work to ensure the employment opportunities
we provide lead to representative staff who are engaged, supported,
committed and working effectively to ensure this high quality, safe care for our
communities.

1.3 This paper provides information on three areas of equality legal and
contractual compliance:

¢ NHS Workforce Race Equality Standard (WRES)
e NHS Equality Delivery System 2 (EDS2)
¢ Gender Pay Gap reporting

2.0 PURPOSE OF THE PAPER
2.1 The purpose of this paper is to update the Board on:

e Changes to our 2017 WRES result
e A new way forward for the Trust with EDS2
e The preliminary results for our Gender Pay Gap reporting

NHS WORKFORCE RACE EQUALITY STANDARD

3.1 The WRES was mandated in the NHS Standard Contract with effect from
April 2015.

3.2 The standard has nine indicators, eight of which assess staff experience of
the workplace, and one that looks at the ethnic diversity of the Board.

3.3 The aim of the Standard is to address the disparities between:

o The employment experiences of BME staff when compared to White staff
o BME Board level representation when compared with BME staff





3.4 These disparities have been highlighted in reports such as Roger Kline’s 2014
‘The Snowy White Peaks’. These disparities have continued, and in some
cases worsened, over the last decade despite programmes such as the NHS
Race Equality Ten Point Action Plan.

3.5 The results for 2017 and the accompanying WRES Action Plan were
presented to Board in December 2017. Since then however, and following a
Health Service Journal article, an error has been discovered in the data we
submitted:

e For indicator 3 (likelihood of Black and Minority Ethnic staff entering the
formal disciplinary process compared to White staff) there was a double
count of the data for the year 2015/16. This meant that in the submission
to NHS England data for 2015/16 was submitted both as separate figures
for the correct year, and also as part of the total for 2016/17. This led to a
very high likelihood figure of 6.27, when the correct figure should have
been 3.83 — still an apparently high figure, but equating to one member of
staff out of a total of 11 in formal disciplinary processes in that year.

3.6  The WRES team were contacted on 4 January 2018 to alert them to this
error, Trust executives were informed, a statement was placed on the Trust
website, and a new report drafted for publishing on our website, Appendix A.

3.7 Following our 2017 submission, NHS England’s WRES team have offered to
come to Board to discuss, advise and support the Trust. This is currently
being arranged and a planned date will be communicated in due course.

4.0 NHS EQUALITY DELIVERY SYSTEM (EDS2

4.1 As a provider of services to the public, Bridgewater has a legal duty to meet
the requirements of the Equality Act 2010, and it’s associated Public Sector
Equality Duty (this has two separate Duties):

e The Equality Duty:
¢ To eliminate discrimination and other prohibited conduct
¢ To advance equality of opportunity
¢ To foster good relations

o The Specific Duties:
¢ To publish at least annually evidence to show compliance with the
Equality Duty
¢ To publish at least every four years measurable equality objectives

4.2 To support organisations in meeting these requirements in 2011 NHS
England mandated within the Standard Contract and CCG Assurance
Framework a toolkit for all organisations to assess and grade equality
performance — the Equality Delivery System (EDS2).

4.3 EDS2 is designed to help organisations improve the services they provide to
the public and the employment opportunities and experience they provide for
their staff, through assessment and grading of 18 outcomes across 4 goals.





4.4 There are 4 possible grades, and achievement of these depends on the ability
to evidence outcomes for protected characteristic groups when compared to
the population overall:

¢ Undeveloped — no evidence available, or all 9 groups fare badly
compared to people overall

o Developing — only some of the 9 groups fare as well as people overall

e Achieving — most of the 9 groups fare as well as people overall

e Excelling — all 9 groups fare as well as people overall

4.5 Appendix B shows the 2017 EDS2 submission. As can be seen, in the patient
centred outcomes we are graded as developing, and in the staff and
leadership outcomes we are achieving. This developing grade does not reflect
the quality of services, but the inability to consistently evidence access and
outcome for more than a handful of protected characteristic groups. The
achieving grades have existed for a number of years, but have latterly not
been assessed so may not be a true reflection of staff experience and
leadership within the Trust — in some areas we should maybe more accurately
be graded as developing and in others we may be excelling.

4.6 A new approach to EDS2 was proposed by Merseyside and Cheshire CSU
and supported by providers across Merseyside and Cheshire. This approach
uses research and engagement with groups representing the different
protected characteristics to identify disadvantage and barriers, leading to the
development of clear actions set down within the Equality Objectives.

4.7 Through work and achievement on these actions, and continued engagement
and feedback to the engagement groups, Trusts are supported to move to a
higher grade in EDS2. This circumvents the issue of providing evidence via
patient record data.

4.8 Finally, it is recognised that in many Trusts compliance with EDS2 rests with
just a small number of staff, and that the current process of gathering
evidence and then getting this graded is a time heavy process , time that
could be better utilised working on actions to address inequality,
discrimination and barriers.

4.9 It is in recognition of this that in Merseyside and Cheshire providers and other
partners, (the CCGs and Healthwatch organisations), came together to
discuss a new approach to EDS2 that would use existing research, and
engagement with stakeholders, to identify and address inequalities,
discrimination and barriers. (For Bridgewater, commissioners and
Healthwatch in Wigan are aware of possible changes to the EDS2 process
and are interested in and supportive of this new approach).

5.0 GENDER PAY GAP REPORTING

5.1 Gender pay gap reporting became mandatory in 2016 for all organisations
with 250+ employees.

5.2 For public sector organisations such as the NHS the snapshot date for data
capture is 31% March annually; with a requirement to publish gender pay gap





5.3

54

5.5

5.6

5.7

5.8

5.9

information by 30™ March the following year. This requirement was set down
in an amendment to the Equality Act 2010 section 149, the Public Sector
Equality Duty.

The gender pay gap is not the same as equal pay and it is important that the
distinction is understood:

e The gender pay gap is the difference in earnings between the average
earnings of all women in an organisation compared to the average
earnings of all the men.

o Equal pay is about whether a woman and a man doing the same, or
comparable, job are paid the same.

Not complying with equal pay legislation is illegal, whilst having a gender pay
gap is not. This doesn’t make the latter right and acceptable as there may be
underlying inequalities that lead to this, but the solutions to each are different.

As Dean Royles, (Director of HR and OD at Leeds Teaching Hospitals NHS
Trust), pointed out in his article for People Management it is likely that NHS
Trusts will have a significant gender pay gap, likely to be over 20%. This is
because in the NHS women tend to be over represented in the lower paid
bands (catering, domestics, healthcare assistants and other clinical support
roles), and be under-represented in higher bands (senior management,
medical and dental managers and consultants).

There are challenges for all in reducing the gender pay gap, looking at the
various elements that can lead to this — caring responsibilities and career
progression, male under-representation within certain types of care/clinical
role, pay rates in essential but currently low paid caring roles.

In January 2018 the Gender Pay Gap reports for our Trust became available
from ESR, via Business Intelligence. This data has been checked against the
reports run by our Workforce team on 31% March 2017, this means we are
confident which staff have been included on the nationally produced report
and can carry out further analysis to understand our results.

There are a number of metrics that need to be reported:

Mean gender pay gap

Median gender pay gap

Mean bonus gender pay gap

Median bonus gender pay gap

Proportion of males receiving a bonus payment

Proportion of females receiving a bonus payment
Proportion of males and females in each quartile pay band

Our preliminary results for 2017 are:

Ordinary Pay:

Average & Median Hourly Number of Employees (Q1 = low Q4 = high)
Rates
Gender Avg. Median Quartile | Female | Male Female | Male

Hourly | Hourly % %






5.10

Rate Rate
Male 19.3449 | 15.0010 1 637 53 92.32 7.68
Female 14.7940 | 13.7295 2 796 66 92.34 7.66
Difference | 4.5508 | 1.2715 3 658 50 92.94 7.06
Pay Gap % | 23.5247 | 8.4764 4 737 107 87.32 12.68
Bonus Pay:
Gender Avg. Pay | Median Gender | Employees Total %
Pay Paid Bonus Relevant
Employees
Male 6,387.16 | 6,480.03 Male 3 327 0.92
Female 14,917.95 | 14,917.95 Female | 1 3056 0.03
Difference | -8,530.79 | -8,437.92
Pay Gap -133.56 -130.21
%

There is still work to do with the Finance team on self-employed contractors —
where a person is contracted to carry out a duty personally for us they are

counted as our employees for this reporting, this is different to agency
workers who are employees of the agency for this reporting. The work on self-
employed contractors may affect the above results, further updates will be
provided as the analysis of data is carried out.
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Introduction

This report provides details on our 2017 submission to the NHS Workforce Race Equality
Standard (WRES). The WRES was mandated in the 2015/16 NHS Standard Contract,
requiring Trusts to submit and publish annual data and carry out actions to improve race
equality performance in future years.

The snapshot date for WRES is 31 March; as at this date in 2017 we employed 3305 staff,
of which 2.6% were Black and Minority Ethnic (BME), this is a total of 87 members of staff,
an increase from 77 in 2016.

The percentage of White staff was 90.8%. This figure broadly represents the boroughs we
have traditionally served in Halton, St Helens, Warrington and Wigan. We recognise
however that as the Trust has expanded into areas such as Bolton and Oldham our
community demographics have changed, we are working to ensure that our staff and
leaders, and our community members represent this increasing diversity, this is reflected
in the WRES Action Plan, detailed at the end of this report.

It should be noted that for several of the indicators the numbers of BME staff are very low,
this has led to issues in previous years on reporting on the NHS Staff Survey indicators,
and have led to problems ensuring statistical significance in other indicators such as
formal disciplinary.

The submission in July 2017 contained an error in the number of staff entering formal
disciplinary; this led to the Trust showing a likelihood for BME staff entering this process of
6.27 when compared to White staff. The error has been reported to the NHS WRES team,
and has been updated in this report to show the correct figure of 3.83 — whilst this is still
high when compared to the likelihood of White staff entering formal disciplinary it should
be noted that the numbers for both are too low to report (less than 10), to avoid personal
identification. This indicator is part of the WRES Action Plan for 2017.






General Information

There were 3305 2.6% of the overall 93.4% of staff had
staff employed at workforce were self-reported their
31 March 2017 Black and Minority ethnicity

\/ Ethnic (BME) V

Percentage of staff in each of the Agenda for Change bands 1 to 9 and Very Senior
Manager (including executive Board members) compared with the percentage of staff in
the overall workforce.

Indicator 1

There have been no significant changes across the bands for either clinical or non-
clinical staff. There are increasing numbers of ‘not known’, see WRES Action Plan.

Non-Clinical Workforce

Band 2016 2017 | Change | 2016 2017 | Change 2016 2017 Change
(by % of White | White BME BME Unknown | Unknown
overall
workforce)
Under Band 1 0.00 0.00 =) 0.00 0.00 = 0.00 0.00 =
1 2.05 0.03 i | 0.00 0.00 = 0.03 0.00 ! |
2 6.32 6.11 ! | 0.13 0.15 1 0.45 0.57 1]
3 8.48 7.78 ! | 0.10 0.06 ! | 0.35 0.42 1]
4 2.92 2.39 ! § 0.03 0.00 ! | 0.03 0.03 =
5 2.47 2.33 ! § 0.03 0.06 1 0.03 0.03 =
6 0.90 0.94 T 0.13 0.12 ! | 0.03 0.03 =
7 1.06 0.97 ! § 0.10 0.03 ! | 0.00 0.00 =
8a 0.48 0.54 1 0.03 0.03 = 0.00 0.03 1]
8b 0.39 0.48 1] 0.03 0.03 = 0.00 0.00 =
8c 0.35 0.45 ] 0.00 0.00 = 0.00 0.03 T
8d 0.06 0.06 = 0.00 0.00 = 0.00 0.00 =
9 0.00 0.00 = 0.00 0.00 = 0.00 0.30 1]
VSM 0.58 0.42 ! § 0.00 0.00 = 0.06 0.06 =
Key: = Stayed the same & Decrease (] Increase
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Clinical Workforce

Band 2016 2017 | Change | 2016 2017 | Change 2016 2017 Change
(by % of White | White BME BME Unknown | Unknown
overall
workforce)
Under Band 1 0.00 0.00 = 0.00 0.00 = 0.00 0.00 =
1 0.16 0.00 1 0.00 0.00 = 0.00 0.00 =
2 3.1 2.78 1 0.10 0.06 ! § 0.13 0.12 ! §
3 7.22 6.66 ! | 0.03 0.03 = 0.39 0.39 =
4 6.29 5.42 ! | 0.10 0.12 ] 0.22 0.27 ]
5 16.28 | 15.37 ! | 0.42 0.39 ! | 0.74 0.82 ]
6 20.74 | 20.42 '} 0.42 0.54 1 1.16 1.72 ]
7 10.95 10.47 1 0.13 0.12 ! § 0.55 0.51 ! §
8a 3.50 3.21 i § 0.00 0.03 ‘l‘ 0.10 0.18 ‘l‘
8b 0.35 0.33 ! | 0.00 0.00 = 0.00 0.00 =
8c 0.26 0.15 ! | 0.06 0.03 ! | 0.00 0.06 ]
8d 0.03 0.00 ! | 0.00 0.00 =) 0.00 0.00 =
9 0.00 0.00 = 0.00 0.00 = 0.00 0.00 =
VSM 0.03 0.06 ‘l‘ 0.00 0.00 = 0.00 0.00 =
Consultants 0.22 0.15 i | 0.19 0.24 1 0.00 0.09 T
Non 2.11 2.05 I 0.38 0.42 ] 0.03 0.24 1]
Consultant
Trainee 0.00 0.00 = 0.00 0.00 = 0.00 0.00 =
Grade
Other 0.19 0.18 ! | 0.06 0.06 =) 0.03 0.00 : |
Key: = Stayed the same ¥ Decrease ' Increase
Indicator 2
Relative likelihood at staff being appointed from shortlisting across all posts.
2017: White staff 1.3 times more likely to be appointed compared to BME staff
2016: White staff 1.72 times more likely to be appointed compared to BME staff

(]

A small improvement in terms of percentage from 2016, an actual increase in
successful BME applicants, from 24 in 2016 to 31 in 2017.
The highest number of successful BME applicants were in Bands 5 and 6.
3|Page
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Successful recruitment of BME staff was 2.39% average for Bands 1 to 9. For Medical and
Dental grades this was 26.67%.

Two of the WRES Action Plan actions address recruitment and training/CPD and career
progression for BME staff.

Indicator 3

Relative likelihood of staff entering the formal disciplinary process, as measured by entry
into a formal disciplinary investigation. This indicator is based on a two year rolling
average of the current and previous year.

2017: BME staff 3.83 times more likely to enter the formal disciplinary process compared
to White staff

2016: BME staff 4.93 times more likely to enter the formal disciplinary process compared
to White staff

There has been a small improvement in this indicator from 2016, but the
percentages would still suggest a higher figure for BME staff. Caution should be used in
this indicator, as the very small number of staff involved, both White and BME, can make
the data not statistically significant.

One of the WRES Action Plan actions addresses this indicator.

Indicator 4

Relative likelihood of staff accessing non-mandatory training and CPD.

2017: White staff are 0.9 times more likely to access non-mandatory training and CPD
compared to BME staff

2016: White staff are 0.55 times more likely to access non-mandatory training and CPD
compared to BME staff

L)

This figure shows a positive figure for BME staff. Caution should be used as the
information provided is BME staff accessing every opportunity — it is unclear whether this
is a small number of individuals accessing several training opportunities, or a large number
of staff accessing one opportunity.

One of the WRES Action Plan actions addresses this indicator.






Indicator 5

NHS Staff Survey KF25: Percentage of staff experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 months.

Year White BME
2017 28.91% 22.58%
2016 28.07% 0.00% *

* Figure too low to be reported in NHS Staff Survey

A

7 Whilst the percentage figure for BME staff is lower than that for White staff, the
overall Trust percentage is still above the average for other community providers in the
survey (29% compared to 24% average).

There is a Staff Survey Action Plan for the Trust that addresses this indicator.
Indicator 6

NHS Staff Survey KF21: Percentage believing that Trust provides equal opportunities for
career progression or promotion.

Year White BME
2017 90.02% 93.33%
2016 83.13% 0.00% *

* Figure too low to be reported in NHS Staff Survey

LI |

This was the Trust’s most improved indicator in the 2016 NHS Staff Survey,
returning to a similar figure to 2014 after a dip in 2015. The average overall for community
providers was 90%, Bridgewater was 90%.

Indicator 7

NHS Staff Survey Q17: In the last 12 months have you personally experienced
discrimination at work from any of the following? B) Manager/Team Leader or other
colleagues.

Year White BME
2017 6.59% 6.25%
2016 4.41% 0.00% *

* Figure too low to be reported in NHS Staff Survey
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W g
2 Whilst the percentage figure for BME staff is lower than that for White staff the
percentages are still above the average for other community providers in the survey (9%

compared to 8% average).

There is a Staff Survey Action Plan for the Trust that addresses this indicator.
Indicator 8

NHS Staff Survey KF26: Percentage of staff experiencing harassment, bullying or abuse
from staff in last 12 months.

Year White BME
2017 23.60% 25.81%
2016 22.71% 0.00% *

* Figure too low to be reported in NHS Staff Survey

S

2 Whilst the percentage figure for BME staff is lower than that for White staff the
percentages are still above the average for other community providers in the survey, (23%
compared to 20% average).

There is a Staff Survey Action Plan for the Trust that addresses this indicator.
Indicator 9

Percentage difference between the organisation’s voting membership and its overall
workforce.

White BME
2017 100.0% 0.0%
2016 100.0% 0.0%

D
2 Whilst the percentage figure for BME staff is lower than that for White staff the
percentages are still above the average for other community providers in the survey.

There is a Staff Survey Action Plan for the Trust that addresses this indicator.






Action Plan

The following WRES Action Plan has been agreed by the Trust’'s Workforce Committee

and Board.
Work Area Key dates Actions and Evidence
MyESR 30 June 2018

Improving self-reporting of ethnicity and other
equality data through the new MyESR app

Recruitment
Review of current processes
Review of 2017 vacancy shortlisting

31 March 2018

Employee Relations

Continued monitoring of employee relations
cases

Awareness raising with HR and investigation
officers

31 March 2018

Career Progression

Continued promotion of targeted training, CPD
and mentoring opportunities

Look at apprenticeships and traineeships
offers

31 March 2018

BME Membership and Governor
Representation

Analysis of current profiles against local data
Look at encouraging recruitment from diverse
communities

31 March 2018

BME Staff and Community Engagement
Support work on refresh of the patient
experience strategy

Support work on Big Conversations and new
Quality Strategy

Continue work as staff engagement champion,
and look at supporting engagement and
involvement of BME staff

31 March 2018

BMES Network
Carry out feasibility study

31 March 2018

Contact Details

Ruth Besford (Equality & Inclusion Officer) ruth.besford@bridgewater.nhs.uk

Telephone: 01942 482992
TypeTalk: 18001 01942 482992




mailto:ruth.besford@bridgewater.nhs.uk



Equality Delivery System for the NHS NHS
EDS2 Summary Report

Implementation of the Equality Delivery System — EDS2 is a requirement on both NHS commissioners and NHS providers. Organisations are
encouraged to follow the implementation of EDS2 in accordance with the ‘9 Steps for EDS2 Implementation’ as outlined in the 2013 EDS2 guidance
document. The document can be found at: http://www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf

This EDS2 Summary Report is designed to give an overview of the organisation’s most recent EDS2 implementation. It is recommended that once
completed, this Summary Report is published on the organisation’s website.

NHS organisation name: Organisation’s Equality Objectives (including duration period):

Bridgewater Community Healthcare NHS Foundation Trust For 2017 (agreed by Board in December 2016):
1. EDSZ2 project in partnership with providers and CCGs in Merseyside/Cheshire,

Organisation’s Board lead for EDS2: using local, regional and national engagement to develop specific PC action plans
' (31 December 2017).

Christine Samosa 2. Service changes and CIP EqlA (30 April 2017).
3. Equal Opportunities Policy to replace existing Equality Statement (31 March

Organisation’s EDS2 lead (name/email): 2017).
In addition an Equality and Diversity Action Plan available on the webpage sets

Ruth Besford (ruth.besford@bridgewater.nhs.uk) down our other proiect work for 2017/18.

Level of stakeholder involvement in EDS2 grading and subsequent actions:

Headline good practice examples of EDS2 outcomes

(for patients/community/workforce):

Local HealthWatch were involved through the use of borough specific case studies.

In addition the Trust submitted evidence to commissioners that will be assessed as We submitted case studies for the following outcomes to HealthWatches - 1.2, 1.3,
part of their EDS2 grading event in 2017. 1.5,2.2 and 2.3.

Notes:

As a Trust we have remained at developing for our patient goals for a number of We submitted evidence to commissioners on the following outcomes - 1.1, 1.2, 1.3,
years, this is due to the inability to consistently provide patient data from the varied 1.4 and 1.5.

patient record systems used. Whilst we are slowly moving over to a standard
platform we feel the grades don't reflect the excellent work being carried out by our
services (and acknowledged through awards, by CQC inspectors etc.) The EDS2
project (see Equality Objectives) gives us a plan to move to achieving through a
different, partnership, approach to evidence.

Publication Gateway Reference Number: 03247





Date of EDS2 grading warch & 2017 = Date of next EDS2 grading wmarch =] 2018 =

Outcome links

Grade and reasons for rating to an Equality
jective

Services are commissioned, procured, designed and delivered to meet the health needs of
local communities

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
1 1 Undeveloped Age Pregnancy and maternity Commissioner evidence
Developing Disability Race Developing
Gender Religion or belief PC - age, disability, pregnancy/maternity, race, religion/belief, sex
S reassianment Links to equality objective and action plans
Achieving g9 s
. Marriage and . .

" Excelling civil partnership Sexual orientation

()

g Individual people’s health needs are assessed and met in appropriate and effective ways
O . . . .

'5' V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

o .
- Undeveloped Age Pregnancy and maternity Service case studies

s} 1 2 . Commissioner evidence

— . . Disability Race

© Developing _

Q Gender Religion or belief Developing

< Achieving reassignment PC - age, disability, pregnancy/maternity, race, religion/belief, sex
— Sex Links to equality objective and action plans

'8 . Marriage and . .

qq.; Excelling civil partnership Sexual orientation

[a'a]

Transitions from one service to another, for people on care pathways, are made smoothly
with everyone well-informed

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
1 3 Undeveloped Age Pregnancy and maternity Service case studies
. . . Commissioner evidence
. Disability Race
Developing _
Gender Religion or belief Developing
Achieving reassignment PC - age, disability, pregnancy/maternity, race, religion/belief, sex
Sex Links to action plans

. Marriage and . .
Excelling civil partnership Sexual orientation





Better health outcomes, continued

Improved
patient access

and experience

1.4

1.5

2.1

Grade and reasons for rating

When people use NHS services their safety is prioritised and they are free from mistakes,
mistreatment and abuse

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Commissioner evidence
. Disabilit Race )
Developlng y DeVe'Oplng
Gender Religion or belief PC - age, disability, pregnancy/maternity, race, religion/belief, sex
Achieving reassignment S Links to equality objective and action plans
ex

) Marriage and . .
Excelling civil partnership Sexual orientation

Screening, vaccination and other health promotion services reach and benefit all local
communities

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Service case studies
s Commissioner evidence
. Disability Race
Developing _
Gender Religion or belief Developing
Achieving reassignment PC - age, disability, pregnancy/maternity, race, religion/belief, sex
Sex Links to action plans
. Marriage and . .
Excelling civil partnership Sexual orientation

People, carers and communities can readily access hospital, community health or primary
care services and should not be denied access on unreasonable grounds

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

Undeveloped Age Pregnancy and maternity Developing
PC - age, disability, pregnancy/maternity, race, religion/belief, sex

Developing Risekih v e Links to equality objectives and action plans
Gender Religion or belief
Achieving reassignment
Sex

. Marriage and . .
Excelling civil partnership Sexual orientation

Outcome links
to an Equality
Objective






Improved patient access and experience

2.2

2.3

2.4

Grade and reasons for rating

People are informed and supported to be as involved as they wish to be in decisions

about their care

V¥ Grade ¥ Which protected characteristics fare well
Undeveloped Age Pregnancy and maternity
. Disabilit Race
Developing y
Gender Religion or belief
Achieving reassignment
Sex
) Marriage and . .
Excelling civil partnership Sexual orientation

People report positive experiences of the NHS

V¥ Grade ¥ Which protected characteristics fare well
Undeveloped Age Pregnancy and maternity
. Disabilit Race
Developing y
Gender Religion or belief
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

¥ Evidence drawn upon for rating
Service case studies
Developing

PC - age, disability, pregnancy/maternity, race, religion/belief, sex
Links to action plans

¥ Evidence drawn upon for rating
Service case studies
Developing

PC - age, disability, pregnancy/maternity, race, religion/belief, sex
Links to equality objective

People’s complaints about services are handled respectfully and efficiently

V¥ Grade ¥ Which protected characteristics fare well
Undeveloped Age Pregnancy and maternity
. Disabilit Race
Developing sabiity
Gender Religion or belief
Achieving reassignment
Sex

. Marriage and . .
Excelling civil partnership Sexual orientation

¥ Evidence drawn upon for rating

Developing
PC - age, disability, pregnancy/maternity, race, religion/belief, sex

Outcome links
to an Equality
Objective






A representative and supported workforce

3.1

3.2

3.3

Grade and reasons for rating

Fair NHS recruitment and selection processes lead to a more representative workforce
at all levels

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Achieving
Disabili R PC - age, disability, marriage/civil partnership, pregnancy/maternity,
Developing isability ace race, religion/belief, sex
Gender Religion or belief Links to equality objective and action plans
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

The NHS is committed to equal pay for work of equal value and expects employers to use
equal pay audits to help fulfil their legal obligations

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Achieving
Disabili R PC - age, disability, marriage/civil partnership, pregnancy/maternity,
Developing Isability ace race, religion/belief, sex
Gender Religion or belief Links to action plans
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

Training and development opportunities are taken up and positively evaluated by all staff

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

Undeveloped Age Pregnancy and maternity Achieving
PC - age, disability, marriage/civil partnership, pregnancy/maternity,

Developing Dzl e rgce, religion/t.>elief,. se).< .
Gender Religion or belief Links to equality objective and action plans
Achieving reassignment
Sex

; Marriage and . .
Excelling civil partnership Sexual orientation

Outcome links
to an Equality
Objective






A representative and supported workforce

Outcome links

Grade and reasons for rating to an Equality
jective

When at work, staff are free from abuse, harassment, bullying and violence from any source

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

Undeveloped Age Pregnancy and maternity Achieving
PC - age, disability, marriage/civil partnership, pregnancy/maternity,

Developing Disability Race race, religion/belief, sex
Gender Religion or belief Links to equality objective and action plans
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

Flexible working options are available to all staff consistent with the needs of the service
and the way people lead their lives

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

Undeveloped Age Pregnancy and maternity Achieving
PC - age, disability, marriage/civil partnership, pregnancy/maternity,

Developing Bl s race, religion/belief, sex
Gender Religion or belief Links to equality objective and action plans
Achieving reassignment
Sex
) Marriage and . )
Excelling civil partnership Sexual orientation

Staff report positive experiences of their membership of the workforce

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

Undeveloped Age Pregnancy and maternity Achieving
PC - age, disability, marriage/civil partnership, pregnancy/maternity,

Developing Dzl e rgce, religion/t.>elief,. se>‘< .
Gender Religion or belief Links to equality objective and action plans
Achieving reassignment
Sex

. Marriage and . .
Excelling civil partnership Sexual orientation





Inclusive leadership

4.1

>
N

4.3

Outcome links

Grade and reasons for rating to an Equality
jective

Boards and senior leaders routinely demonstrate their commitment to promoting equality
within and beyond their organisations

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Achieving
isabili PC - age, disability, marriage/civil partnership, pregnancy/maternity,
Developing Bl e race, religion/belief, sex
Gender Religion or belief Links to action plans
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

Papers that come before the Board and other major Committees identify equality-related
impacts including risks, and say how these risks are to be managed

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Achieving
o PC - age, disability, marriage/civil partnership, pregnancy/maternity,
Developing DIy B race, religion/belief, sex
Gender Religion or belief Links to equality objective
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation

Middle managers and other line managers support their staff to work in culturally
competent ways within a work environment free from discrimination

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
Undeveloped Age Pregnancy and maternity Achieving
Disabili R PC - age, disability, marriage/civil partnership, pregnancy/maternity,
Developing isability ace race, religion/belief, sex
Gender Religion or belief Links to action plans
Achieving reassignment
Sex
. Marriage and . .
Excelling civil partnership Sexual orientation
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NHS Foundation Trust
Board Assurance Framework (BAF) January 2018

Introduction

The Board of Directors has the overall responsibility for ensuring that systems and controls are in place which are sufficiently robust to mitigate risks which may threaten the achievement of the Trust’s Strategic Objectives (objectives). The Board achieves
this primarily through the work of its Assurance committees, sub committees, the use of Internal Audit and other independent inspection and by the systematic collection and scrutiny of performance data to evidence the achievement of the Trust’s
objectives.

The Bridgewater Community Healthcare NHS Foundation Trust (Bridgewater) Board Assurance Framework (BAF) is designed to provide the Board with a simple but comprehensive method for oversight and management of the Principal Risks to the Trust’s
objectives.

For clarity the Board has adopted the following approach in designing and using the BAF:

> Identify Strategic Objectives - The first step in designing the assurance process is for the Board to identify its strategic objectives, these can be clinical, financial, workforce, commercial and/or other objectives which are critical to the achievement of
its overall aims and values. This takes place as part of the annual planning cycle each year.

> ldentify Principal Risks - These are defined as significant risks which threaten the achievement of the Trust’s objectives. Principal risks are identified from the Trust’s risk management arrangements including the Operational Risk Register and the
Strategic Risks Register but have also been identified during Board workshops and formal Board meetings where risks are identified and debated. As part of the identification of principle risks the level and type of risk the Trust is prepared to accept
in pursuance of its strategic aims and objectives is also debated.

> ldentify Key Controls - These are best described as the management systems and processes that the Trust has place to manage its principal risks. Controls can be either Prevent controls which are designed to stop something happening or Detect
controls which are designed to identify if something has happened. Controls are reviewed either internally or externally by independent reviewers including internal auditors, CQC and external audit in conjunction with clinicians and other
specialists where necessary. Key controls have been mapped to the principal risks. When assessments are made about the adequacy of key controls, consideration will be given not only to the design of the control itself but also their effectiveness
in light of the governance and risk management framework within which they will operate. Examples of key controls within Bridgewater include but are not limited to:

o Board, Sub Committee and Management Committee Structure (Appendix X)

Strategic Risk Register

Leadership and Management Structure

Corporate and Operational Risk Registers

Targets, Standards and KPls

Divisional Performance Reviews (Clinical and Non clinical services)

Business Plans - Delivery Plans, Action Plans and Implementation Plans

Incident Reporting and Management Arrangements

Policies and Procedures including Risk Management Policy

Clinical Audit Programmes

Staff Appraisals

Divisional/Team Meetings

Staff Training Programmes

IT Systems and Management Information (e.g. System One, Ulysses, ESR,)

O 0 0O O O O O O O 0 O O 0o

» Gain Assurance Over Controls - The Board must then gain assurance about the effectiveness of the controls in place to mitigate and manage the principal risks. They not only need to ensure they have the right level of assurance but to make use of
the work of external reviewers and ensure the whole process is efficient. A system that provides good coordination and evaluation of the work of the auditors, inspectors and reviewers will bring increased benefits to both the Trust and the review
bodies. It will help minimise the burden on the Trust by reducing overlap and allow potential gaps in assurance to be identified and addressed. Examples of sources assurances in Bridgewater include but are not limited to:

o Reports e.g. Board, management, incident

Internal and external audits

Risk registers

External assessment e.g. CQC, HSE, NHSLA inspection

Regulator and Commissioner compliance reviews

Patient and Staff feedback

Comparative data, statistics, benchmarking

O O O O O O

A gap in assurance is deemed to exist where it has not been possible to gain evidence that controls are effective. Any gaps in either controls or assurance will be identified in the BAF, along with agreed actions to be implemented, action owners and
timescales for implementation.

Scrutiny of assurance: During the course of its business members of the Board should continually ask questions to assess the strength of the internal controls and assurances being presented.

» Board Report & Actions - The BAF provides a framework for identifying which of the Trust’s objectives are at risk because of inadequacies in controls or where the Trust has insufficient assurance about them. At the same time it provides structured
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assurances about risks which are being managed effectively and objectives that are being delivered. This allows the Board to determine where to make best use of its resources and address the issues identified to improve the quality and safety of
care

The Board has collectively defined the Principal Risks and ensured that each is assigned to a Lead Director as well as to a Lead Committee:

>
>

>

>

The Lead Director is responsible for assessing any Principal Risks assigned to them by the Board and for providing assurance as to the effectiveness of principal risk key controls to the Lead Committee

The role of the Lead Committee is to review the Lead Director’s assessment of their Principal Risks, consider the range of assurances received as to the effectiveness of principal risk key controls, and to recommend to the Lead Director any
changes to the BAF to ensure that it continues to reflect the extent of risk exposure at that time

The Board Risk Committee is responsible for reviewing the whole BAF in order to provide assurance to the Board that Principal Risks are appropriately rated and are being effectively managed; and for advising the Board as to the inclusion within
the BAF of additional risks that are of strategic significance

The Audit and Assurance Committee is responsible for providing assurance to the Board that the BAF continues to be an effective component of the Trust’s control and assurance environment.

A guide to the criteria used to grade all risks within the Trust is provided in Appendix|.

Trust Objectives 2017/18

Quality - To deliver high quality, safe and effective care which meets both individual
and community needs

Sustainability — to deliver value for money, be financially viable and commercially
successful

Innovation & Collaboration — to deliver innovative and integrated care closer to
home which supports and improves health, wellbeing and independent living

People — to be a highly effective organisation with empowered, highly skilled
competent staff
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Bridgewater Community Healthcare [1LzA)

NHS Foundation Trust

Trust Objective(s) » Sustainability — to deliver value for money, be financially viable and commercially successful
> People —to be a highly effective organisation with empowered, highly skilled competent staff
Ref Lead Director / Principal risk Inherent risk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF1 | Chief Executive Failure to implement Inherent Prevent Controls The papers presented to the Board Residual Provision of information to the MIAA  review of  processes Target
Officer and maintain sound likelihood: Governance structure approved by meeting included updates from the likelihood: organization is not fit for purpose underway. likelihood:
Last reviewed: systems of Corporate 4 the Board. Quiality & Safety, Finance & 3 Director of Strategic Development 2
Jan 2018 Governance. (Somewhat Investment and Workforce (Possible) developing business case for (Unlikely)
If the Trust is unable to likely) Board, committees (Quality & Safety, Committees. revised data warehousing
Audit put in place and Finance & Investment, and CQC action plan in place Residual arrangements Target
Committee maintain effective Inherent Workforce) and sub committees all Negative Assurances — Overall CQC consequence: April 2018 consequence:
i o e wi oottt s I B o e S
processes; (High) ) Domain P : Management to review existing
) documentation
SFI’s and SORD have been approved Residual risk Target risk
Caused by insufficient or Inherent risk | by the Board. Assurances this month rating: February 2018 rating:
inadequate resources and / or rating:
fundamental structural or The Trust has in place an operational 29.11.17 Board papers on Trust 12 s
process issues; management structl.,ure and policies strategy, Fit and Proper.persons test, (High) Well Led Review is required to take Baseli i q vsi (Medium)
and procedures are in place. Well-led, and partnership updates in place during quarter 4 aseline review and gap analysis
It may result in sustained relation to Halton and Wigan underway with subsequent action plan
failure to achieve Detect Controls Forecast to be developed
constitutional standards; The committees and sub committees Reports on information governance trajectory: Responsible Person: CEO and Trust

disruption to multiple services;
reduced quality of care for
patients; unmanageable staff
workloads; increased costs and
regulatory sanctions.

receive monthly reports from
operational leads and significant
points from these are reported to the
Trust Board.

(Q&S 11.12.17)

handover paper from departing
finance director( F&1 15.12.17)

Annual reporting paper; use of
Internal audit and need to clear
backlog; Well led review to be
business as usual (Audit 11.01.18)

Deputies to attend committees if
member cannot attend (F&I 19.1.18)

\ 4

Secretary

Date for action to be complete:
November 2017 for baseline review

Escalation Framework requires
review to ensure it remains fit for
purpose

Associate Director for Clinical
Governance and Trust Secretary to
review, with input of Head of Risk
Management

April 2018
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NHS Foundation Trust

Lack of resources to support
corporate initiatives (PMO)
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Trust Objective(s)

Ref Lead Director /
Lead Committee

Chief Nurse &
Medical Director
Last reviewed:
Jan 2018

BAF2

Quality
Committee
Last reviewed:
15.1.18

» Quality - To deliver high quality, safe and effective care which meets both individual and community needs

Principal risk

Failure to deliver safe &
effective patient care.

There is a risk that the Trust
may be unable to achieve and
maintain the required levels of
safe and effective patient care;

This could be caused by
inadequate clinical
practice and / or
ineffective governance;

If this were to happen it may
result in widespread instances
of avoidable patient harm,
this in turn could lead to
regulatory intervention and
adverse publicity that
damages the Trust’s
reputation and could affect
CQC registration.

Inherent risk
rating

Inherent
likelihood:
4
(Somewhat
likely)

Inherent
consequence:
5

(Very High)

Inherent risk
rating:

Primary controls

Prevent Controls
e Clinical service structures, resources
and governance arrangements in
place at Trust, division and service
line levels, including but not limited
to:
e Clinical governance framework
& subordinate frameworks
e Quality strategy & subordinate
strategies
e Medicines management
strategy & policy
e End of life strategy

e  Clinical policies, procedures &
pathways.

e  Workforce Strategy, policies &
procedures.

e Clinical staff recruitment, induction
& mandatory training.

e  Medic, nursing, AHP & dental
revalidation process.

e QIA Process.

Detect Controls

e Quality & Safety Committee
monthly meetings and
supporting structure of sub-
committees including the
Clinical Governance sub-
committee.

e  Clinical audit programme &
monitoring arrangements.

e Internal audit programme.

e |PR & quality dashboards

e  Complaints system.

e  Friends & family survey
results.

e Serious incident reporting.

Assurances

Positive assurance

End of life strategy
implementation report

Safe and secure handling of
medication report

IPR — reporting of incidents
(PUs) becoming more accurate
in line with guidance

Serious Incidents Panel in place
Patient Safety Panel in place
Professional competency
investigations held

Process for referral to
professional regulators (NMC,
HPC etc)

Negative/risks identified
Receipt of Warrington SI
Performance notice

IPR — discussion relates to the
paper rather than the issue
itself

Alexander Court quality issues
flagged. Possible reputational
risk

Assurances This Month
29.11.17 Board papers on
Wymott actions, strategy for
Qualtiy and Place received.

Briefing about lack safeguarding

capacity for both adults and
Children and progress in
relation to Duty of candour
action plan (Q&S 11.12.17)

Update in relation to
safeguarding: actions taken
and committee assured that
risk is being managed though
situation remains fragile (Q&S
15.1.18)

Residual risk
rating

Residual
likelihood:
3
(Possible)

Residual
consequence:
5
(Very High)

Residual risk
rating:

Forecast
trajectory:

\ 4

Bridgewater Community Healthcare [L[[¢A]

NHS Foundation Trust

Gaps in control or assurance & updates

required

Clinical workforce strategy that
reflects 5YF, national and local
requirements.

No clear criteria for staffing
requirements throughout the
organisation.

CQC Rating Requires
Improvement

Lack of formal systemic shared
learning from incidents.

Culture of ownership of incidents at
an operational level is still
developing, as is compliance with
duty of candour requirements.

The following strategies are still in

development or require updating:
1. Risk Management Strategy

Quality Strategy

Carers Strategy

Midwifery Strategy

Supervision Strategy

Safeguarding Strategy

ok wnN

Planned actions

Workforce committee task and
finish group in place

Due to report in April 2018

Medical workforce review underway
focused on urgent care and GP
workforce

Due to report April 2018

Escalation framework under review

April 2018

CQC Action Plan developed and
actions being tracked on a monthly
basis. Latest update shows good
progress, outstanding items flagged
on risk register.

Responsible Person: Chief Nurse

Development and implementation
of enhanced mechanisms for
learning from incidents, complaints
and claims. Provisi

Responsible Person: Associate
Director Quality Governance
Implementation Date: March 2018

Revised Incident Reporting Policy
approved by Policy Approval

Group in August but needs to be
rolled out across the Trust. Duty of
Candour Policies to be revised.
Training on Ulysses to be revised
and re-introduced. Training on

RCA process to be revisited.
Responsible Person: Associate
Director Quality Governance
Implementation Date: October
2017 now April 2018 due to start
date of Head of Risk

Quality Strategy under consultation.
Other strategies will follow on from
that, due for update at the end of Q4

Target risk
rating

Target
likelihood:
2
(Unlikely)

Target
consequence:
5
(Very High)

Target risk
rating:

10
(High)
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Learning from deaths policy
updated, deteriorating position
in relation to duty of candour;
commissioners must take risk if
financial envelope for services
reduce without a change to
specification; end of life care for
HMP Wymott being reviewed
with local hospice (Q&S
15.1.18)

Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Issues relating to the integration of staff | New staffing model nearly complete,

and alignment of Wymott policies & for consideration in context of all
procedures with those of Bridgewater. establishments
April 2018
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

» Quality — to deliver high quality, safe and effective care which meets both individual and community needs
> People —to be a highly effective organisation with empowered, highly skilled competent staff

Ref | Lead Director / Principal risk Inherent risk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF3 | Interim Director Managing demand & capacity Inherent  |e Indicative activity baseline Residual How well are we adhering to patient Performance framework in draft and Target
of Operations If the Trust is unable to likelihood: analysis Interim Chief Operating Officer in likelihood: access policy. will be implemented late summer. likelihood:
Last reviewed: manage the level of demand; 4 e Patient pathway management place, Deputy post out to advert 3 Responsible Person: Chief Operating 2
Jan 2018 (Somewhat arrangements: (Possible) Officer (Unlikely)
Caused by insufficient likely) e  System One PAS — Risk manager commenced in post Implementation Date: End of Q3
Quiality resources and / or Patient 12/12/17 Residual 2017/18 Target
Committee fundamental process issues; Inherent Administration consequence: consequence:
Last reviewed: consequence: System Paper on pediatrics gen anesthetic 4 - 4
15.1.18 It may result in sustained failure 4 e RTT lists to track 6 week and capacity and actions. (High) Not all things are measuret;l an.d (Low)
to achieve constitutional (High) 18 week access standards therefore we may be meeting in the
standards in relation to access; e Patient access policy Negative assurance Residual risk | 2reas where we are measured but may Target risk
substantial delays to the Inherent risk | Monthly performance management 150 services have less than 10 staff rating: not be doing so well in areas that are rating:
treatment of multiple patients; rating: meetings between COO and direct members not .measured. . - _
increased costs; financial reports and the AD and the Clinical  (Capacity for service specific training Notional caseloads for some services quforce planning committee
penalties; unmanageable staff Managers. is limited (end of life, PUs, Adult 12 but not for others. being introduced. 8
workloads; and possible breach e Quarterly performance meeting with safeguarding and risk mgt) (High) (Medium)
of license. the Execs.
e Attendance at the 2 A&E boards (GM {Assurances This Month Robustness of data quality for
& C&M). Forecast information that is provided to
Partnership update relating to trajectory: commissioners.

e Urgent care group meets monthly

e Keith Hurst work on target case-
loads for district nursing.

e National guidance on Health Visiting
case loads.

o (QSSG Meetings.

e Finance workforce & planning
meetings.

e Contract meetings with
commissioners.

e Risk management systems.

e Team weekly meetings.

e Services manage to Service Level
Agreements and or SOPs.

e Business continuity plans

Halton work with GP fed and
Startwell in Wigan (Board
29.11.17)

Urgent care review (F&I
15.12.17)

RCN letter re capacity; paediatric
dental GA position is improving (Q&S
15.1.18)

Sickness management; flu campaign;
talent management; (WOD 24.1.18)

\ 4

The risk appetite in some services
appears to be high. The result of this is
that the senior team may not have
sight of all significant risks.

A review and challenge of the risks
in each service needs to be
undertaken and the managers need
to sign off to agree that all
significant risks are on Ulysses.

Locally agreed KPI's we only meet 85%
of the requirements.

There are no agreed KPIs for
Community Providers. We have no
measures or KPIs for follow ups.
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Trust objective(s)

Ref

BAF4

Lead Director /
Lead Committee

Director of
Finance

Last reviewed:
Nov 2017

Finance &
Investment
Committee Last
reviewed:
19.1.18

> Sustainability - Deliver value for money, be financially sustainable and commerecially successful

Principal risk

Financial sustainability If
the Trust is unable to
achieve and maintain
financial sustainability;

Caused by the scale of any
deficit and the effectiveness of
plans to reduce it;

It may result in widespread loss
of public and stakeholder
confidence with the potential
for regulatory action such as
parliamentary intervention,
special administration or
suspension of CQC registration.
The Trust’s FT licence requires
‘that it shall at all times act in a
manner calculated to secure
that it has or has access to the
Required Resources’ so failure
to do so would lead to breach
of licence.

Inherent risk
rating

Inherent
likelihood:
4
(Somewhat
likely)

Inherent

consequence:

4
(High)

Inherent risk
rating:

Primary controls

Prevent Controls

Accountability Framework and

Standing Financial Instructions with

limits approved by the Board.

5 year Finance & Investment

Strategy supported by:

= Staff and leadership

= Accounting procedures

=  Monitoring & forecasting

mechanisms

=  Operational support
Financial budgets signed off by the
Board and submitted to Monitor
which are aligned to the 5 year plan
Budget managers sign off on their
budgets
QIA process to validate and sign off
CIP’s to ensure cost reductions do not
adversely impact patient care
Engagement with FIP
Programme
Process around Capital and
Revenue Business Cases

Detect Controls

Finance & Investment Committee
review monthly accounts, QIA
updates, reports from cash
subcommittee and Agency/Top
25 overspend report, capital
report, balance sheets,
forecasting and scenario planning

Audit committee receives regular
clinical and internal audit reports
and annual external audit

Exec team and Committees
receive Audit Recommendations
tracker

Assurances

Monthly Financial and Investment

Committee Update Report including

e  Financial position

e  Forecast Position

e Top 25 overspending cost

centres

e Top 25 Agency spend

e Cash Committee Report

e  Capital report (qtrly)

e TIF report (inc minutes)
Quarterly Audit Committee Report.
Internal audit reports including

e  Combined Financial
Systems review
e Fraud and Corruption
report.
External audit management
letter which includes
e Audit review findings
e VFM review
e Internal Controls
review
KPMG review as part of FIP.
NED Feedback on TIF meetings

Assurances This Month
Permission to seek working
capital support granted,
Estates update (Board
29.11.17)

Impact of delayed payments
on services (Q&S 11.12.17)

Review of costs at HMP
Hindley; DoF Handover report
describes NHSPS, contract
negotiations and working
capital process; funding for IT
for dental services; more
detailed process for budget
setting required (F&I 15.12.17)

Requirement for a Going
Concern paper; working capital

support paper (Audit 11.01.08)

Cash report; working capital

Residual risk
rating

Residual
likelihood:
3
(Possible)

Residual
consequence:
4
(High)

Residual risk
rating:

12
(High)

Forecast
trajectory:

\ 4

Bridgewater Community Healthcare [\[[fA)

NHS Foundation Trust

Gaps in control or assurance

The Control Total for 2017/18
represents a CIP target of £7m (4.5% of
turnover). At the present time the Trust
has not identified sufficient schemes to
cover this.

Robust temporary staffing
expenditure control and monitoring

Effectiveness of budget management
and control at division and service line
levels.

Business case tracker and post
investment reviews.

Non pay expenditure reports do not
demonstrate that expenditure is
coming under control

Planned actions

Weekly TIF meetings to monitor and
drive additional CIP opportunities
Responsible Person: Director of
Finance

Implementation Date: June 2017

Reviewed monthly at F&I

Teams are to be managed against
budgets even if not signed off.
Responsible Person: Director of
Finance

Implementation Date: April 2017

Reports need to explain what is
being done to grip and control the
issue

Management teams to clear about
how they are held to account

Target risk
rating

Target
likelihood:
2
(Unlikely)

Target
consequence:
4
(High)

Target risk
rating:

8
(Medium)
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Bridgewater Community Healthcare [1L1iA)

NHS Foundation Trust

support ; stranded costs review
; Contract review ; (F&lI
19.1.18)

Cost of staff sicknes ¢ £5m;
runcorn bridge costs to be
identified (WOD 24.1.18)
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

> People —to be a highly effective organisation with empowered, highly skilled competent staff
> Quality — to deliver high quality, safe and effective care which meets both individual and community needs

Ref Lead Director / Principal risk Inherentrisk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF5 | Director of HR & Staff engagement & morale Inherent Prevent Controls Staff feedback from National Staff Residual Still below national average in some Staff survey action plan and Target

oD If the Trust loses the likelihood: Organisational and local Staff Survey showing year on year likelihood: areas of National Staff Survey. collaborative action planning likelihood:
Last reviewed: engagement of a substantial 4 engagement strategy. improvement for Q21C and KF1, 3 process. 2
September proportion of its workforce; (Somewhat however both are still below the (Possible) (Unlikely)
2017 . . likely) Team brief/Open Space communication national average. .

Caused by ineffective Residual Target
OD & Workforce | |eadership or inadequate Inherent and feedback system. Listening into Action reports. consequence: consequence:
Committee management practice; consequence: 3 4
Last 4 Corporate & Borough Partnership IPR. (High) (Moderate)
reviewed: It may result in low staff (High) Forums to engage with Staff side. Lack of ownership of staff survey action | As above. A communication plan
October morale, leading to poor Annual Complaints report. Residual risk | plan. will underpin the launch of the 2017 Target risk
2017 outcomes & experience for Inherent risk | Occupational Health Service and Staff rating: NHS Staff Survey in September with rating:

large numbers of patients; less rating: Health & Wellbeing Officer. Hard Truths report. ongoing review.

effective teamwork; reduced 9 8

compliance with policies and Talent Management process and QIA assessments and reports. (High) (Medium)

standards; high levels of staff . .

. Succession Planning Tool.
absence; and high staff Lessons Learned process and
turnover. o ) o reports. Below the national average for the As above.
Clinical leadership & supervision NHS Staff Survey Staff Engagement
processes and protocols. Ask the Boss questions. score.
Forecast
trajectory:

HR policies which reflect best practice
and relevant employment legislation to
support manager and staff
development needs including
Whistleblowing and Freedom to Speak
Up.

Detect Controls
National Survey.

Workforce committee reviews
workforce metrics and receives
feedback from quality and safety
committee on any workforce issues

Health visitor paper to demonstrate
staff willing to raise issues, and
response (Q&S 16/10/17)

Assurances This Month

Paper re Wymott showing progress
and need to review model with staff
Startwell paper showing work to
ensure workforce readiness for this
change (Board 29.11.17)

Lessons learned report (Q&S
11.12.17)

Tender process drawn out so

impact on morale; pulse check
survey low score; Health & wellbeing
initiatives, stress survey and actions;
staff engagement report; director
out and abouts; talent management
approach; leadership changes for
engagement processes (WOD
24.1.18)
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

> Quality - deliver high quality, safe and effective care which meets both individual and community needs
> Sustainability - deliver value for money, be financially sustainable and be commercially successful
> People —to be a highly effective organisation with empowered, highly skilled competent staff

Ref Lead Director / Principal risk Inherent risk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF6 | Director of HR & Staffing levels Inherent Prevent Controls Report : Compliance levels for level 3 Residual Hard to fill posts: District Nurses (Bands Workforce planning review with Target
oD If the Trust fails to have an likelihood: Organisational Development Strategy adult safeguarding (Q&S 16/10/17) likelihood: 5&6), Physiotherapists (Bands 6&7), operational services likelihood:
Last reviewed: appropriately resourced, 5 3 OT’s (Bands 6&7), Wheelchair ) ) 2
focused, resilient workforce in (Very likely) | Funded in post establishments agreed by| Mandatory training and NLMS (Q&S (Possible) Therapists, Paediatric Consultants, Recruitment campaigns (Unlikely)
Workforce place that meets service managers 16/10/17) Paediatric AHP’s, Offender Health & Collaborative working and banks
Committee requirements; Residual Prison, dermatology staff at all levels. Establishment of bank
Next due for Inherent Agreed medic and nursing revalidation | Use of agency staff in HMP Wymott consequence: Hard to fill bosts: District N (Band Target
review: Caused by an inability to consequence: | protocols, preparation and remedial (Q&S 16/10/17) 5 ard o Till posts: LIStrict Urses (Bands — workforce planning review with consequence:
: . . 5&6), Physiotherapists (Bands 6&7), ional :
recruit, retain and/or 5 processes (Very high) , . operational services 4
- . . OT’s (Bands 6&7), Wheelchair ,
appropriately deploy a (Very Assistant Director structure for h . diatri | Recruitment campaigns (Very high)
kforce with the high) Agreed recruitment and selection Wigan (F&I 20/10/17) Residual risk Therapists, Paediatric Consultants,
wor . .. . Paediatric AHP’s, Offender Health & Collaborative working and banks .
necessary skills and policies and processes. rating: Prison. dermatology staff at all levels Target risk
experience; Inherent risk Chief Nurse senior structure paper ’ &Y " [Establishment of bank rating:
rating: Detect Controls (F&I 20/10/17)
It may result in extended Agency staff reporting : — 8
unplanned service closure and Business case to support staffing in Sickness rates remain high Review and work is ongoing, (Medium)

disruption to services across
divisions, leading to poor
clinical outcomes &
experience for large numbers
of patients; failure to achieve
constitutional standards;
unmanageable staff
workloads; and increased
costs.

Staff sickness reporting

Warrington (F&I 20/10/17)
Assurances This Month

Briefing about lack safeguarding
capacity for both adults and
Children (Q&S 11.12.17)

Urgent care review; difficulties
sourcing B5 staff at HMP
Hindley; business case for Paed
consultant (F&I 15.12.17)

Business continuity leading to
cancellation of training; staff
sickness; executive structure
changes (WOD 24.1.18)

Forecast
trajectory:

further benchmarking of policy
with local trusts to be
undertaken. Staff wellbeing
work underway to continue,
with impact/outcomes for
review at Board
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

> Sustainability - Deliver value for money, be financially sustainable and be commercially successful
> Innovation & Collaboration — to deliver innovative and integrated care closer to home which supports and improves health, wellbeing and independent living

Ref Lead Director / Principal risk Inherentrisk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF7a| Executive Organisational sustainability If Inherent Prevent Controls Chief Executives monthly reports Residual Capacity within the management team to [Target Operating Model review during Target
Director of the Trust fails to effectively likelihood: Exec to Exec meetings with providing and overview of likelihood:  [fully service needs at all levels FY17/18 likelihood:
Strategic manage key relationships; 4 commissioners and other key engagement activity 3 2
Development (Somewhat stakeholders (Possible) Routine Board level reporting on town- Board paper to February meeting (Unlikely)
Last reviewed: Caused by a failure to likely) Business & Commercial based ACO developments
June 2017 identify and understand Membership of health and wellbeing Development Report (monthly) Residual Target
the needs of key Inherent boards consequence: (Strategic Reform Group to oversee Trust [ToR agreed, first meeting to be consequence:
Executive Team stakeholders and consequence: Contract monitoring meetings with 4 Board’s programme confirmed in Q4 4
Last reviewed: commissioners; 4 Exec involvement with town based ACO | commissioners (monthly) (High) (High)
T8C (High) development groups Board to Board meeting programme with
It may result in the loss of CCG Exec to Exec meetings Residual risk [neighbouring Trusts Target risk
existing contracts or a failureto | Inherentrisk | Marketing, communication and rating: rating:
win new business. rating: engagement strategy Regular senior level engagement Exec to exec meeting outputs not clearly
with CCG and Local Authorities linked to contracts management process |F&l to receive regular updates from Q4
Council of Governors 2 &
Attendance at relevant Local (High) Review MoU with GMMH required Re-write underway, monitoring process (Medium)
Exec involvement in STP development Authority senior meetings to be agreed through partnership board
across the Cheshire & Merseyside and
GM footprint Warrington Contract (F&I 20/10/17) Forecast ~ [Borough based delivery plans to identify
Relationships in Halton re:0-19 (F&I trajectory:  [risks and mitigations in strategy delivery ~ Workshops scheduled during Q$

Detect Controls
Monthly contract meetings with
commissioners

20/10/17)

Assurances This Month

Reports on GP Federation
partnership working in Halton,
Startwell in Wigan and partnership
with MoJ and NHSE in relation to
Wymott and other establishments
(Board 29.11.17)

Halton 0-19 award; contracts review
process (F&I 15.12.17)

\ 4

12| Pag






Board Assurance Framework (BAF) January 2018

Bridgewater Community Healthcare [/[iA)

NHS fo

undation Trust

Trust objective(s)

> Sustainability - Deliver value for money, be financially sustainable and be commercially successful
> Innovation & Collaboration — to deliver innovative and integrated care closer to home which supports and improves health, wellbeing and independent living

Ref Lead Director / Principal risk Inherentrisk | primary controls Assurances Residual risk Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF7b| Executive Organisational sustainability If Inherent Prevent Controls Performance reports to Q&S Residual Target
Director of the Trust fails to adapt and likelihood: Exec involvement in STP development Committee (monthly) and Board likelihood: 3 Routine reporting to Board or Committee |Board paper commencing from Feb likelihood:
Strategic respond competitively to 4 across the Cheshire & Merseyside and monitoring KPI performance (Possible) on Health & Social Care Integration on 2018 2
Development changes in the market place; (Somewhat GM footprint town by town basis (Unlikely)
Last reviewed: likely) Board workshops on health & social Residual
June 2017 Caused by a failure to Exec involvement with town based ACO | care integration and ACO consequence: 4 [Internal Programme Board with supporting|Strategic reform group ToR in place, Target
identify and understand Inherent development groups developments (High) governance structure first meeting in Q4 consequence:
Executive Team the risks within current or consequence: 4
Last reviewed: potential service 4 Healthier Wigan Programme Board Positive patient feedback following Residual risk  |National benchmarking data (High)
XXX developments and or a (High) established with supporting governance | the redesign of service models i.e. rating:
lack of an appropriate structure St Helens paediatrics Fully functioning QlikView software MIAA report action plan Target risk
level of due diligence Inherent risk implementation rating:
being undertaken; rating: Participation in town based programme | Reference costs submission A
boards for system developments at (High) Activity analysis reporting
It may result in the loss of locality levels Development of ICNT model in 8
existing contracts, a failure to Wigan locality Development pathway for roll out of ICNT (Medium)
win new business and or taking Fit for the Future Programme and Forecast model in all towns
on business at unsustainable robust governance arrangements to trajectory:

margins.

support delivery of the efficiency
programme

Business planning process established
(including horizon scanning for growth
opportunities)

Integrated Performance Group monitoring
monthly performance against KPls
(reported to FPC)

Robust customer relationship management
/ stakeholder management and

engagement plan

0-19 services across the footprint subject
to reductions in funding

Output of contract review process to be
enacted

Costing model to be developed

Strategic reform group ToR in place,
first meeting in Q4
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

> Sustainability - Deliver value for money, be financially sustainable and be commercially successful
> Innovation & Collaboration — to deliver innovative and integrated care closer to home which supports and improves health, wellbeing and independent living

Ref

Lead Director /

Inherent risk

Principal risk Primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF7c | Executive Organisational sustainability If Inherent Prevent Controls Monthly ‘Business Development’ Residual Lessons learned from recent new contracts|Board paper required Target
Director of the Trust fails to effectively likelihood: Trust corporate governance paper for F&l Committee likelihood: likelihood:
Strategic integrate new services; 4 structure: 3 Policies and procedures may not recognize |Review to be undertaken in Q4 2
Development (Somewhat | e Board of Directors Regular report on workforce (Possible) non-NHS transfers (Unlikely)
Last reviewed: Caused by a lack of likely) e Board Committees elements to Workforce Committee
June 2017 ; .
planning an.d or ' e  Management Teams ' o Residual Target
understanding of service Inherent Tracking mobilization through FWP consequence: consequence:
Executive Team ; . . ;
Last reviewed. requirements; consequence: |, i plan 2017/18. meetings 4 4
o : 4 (High) (High)
It .n.way result.ln the nev.v service (High) Engagement and participation in STP’s. Commerual .Developmenjc Strategy . . .
failing to deliver effectively and monitored via F&l Committee Residual risk Target risk
or ejfflaently resultlng in Inhere.nt risk Framework for service mobilisation ' rating: rating:
patient harm and or increased rating: established Negative assurance — HMP Wymott
costs. mobilisation did not sufficiently
identify quality challenges (Q&S 12 8
PMO and project management '16/10);3) ¥ (High) (Medium)
approach established
Business Development Team capacity Ass'urances Jhis, Month quecaSt
strengthened to include horizon Business case for SLT (F&I 15.12.17) trajectory:

scanning functionality

Welcome events for new starters/new
teams

Legal training on TUPE transfers
Buddying with other systems to share
learning (e.g. Pennine on new ways of
working)

Staff Engagement Events

KPI performance tracking

Bid/no bid template incorporates review

of staffing impact before bids are made

Checklist/framework for bringing on
new business
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Bridgewater Community Healthcare [/[iA)

NHS Foundation Trust

Trust objective(s)

» Quality — to deliver high quality, safe and effective care which meets both individual and community needs
> Sustainability — to deliver value for money, be financially viable and commercially successful
» People —to be a highly effective organisation with empowered, highly skilled competent staff

Ref Lead Director / Principal risk Inherentrisk | primary controls Assurances Residual risk | Gaps in control or assurance Planned actions Target risk
Lead Committee rating rating rating
BAF8 | Director of IM&T systems which do not Inherent Prevent Controls The Board receive reports from the Residual IM&T strategy needs refreshing Target
Finance meet the requirements of the likelihood: 5 year IM&T strategy in place F&I sub-committee which include likelihood: likelihood:
Last reviewed: organisation 4 regular IT update reports. 3 2
XXX If the Trust’s fails to maintain (Somewhat | Local business continuity and (Possible) (Unlikely)
IT systems which meet the likely) resilience plans in place and The Board receive reports from the
27?7 needs of users in a secure, owned by service managers Quality and Safety sub-committee Residual Target
Last reviewed: effective and efficient Inherent which include IG sub group reports. consequence: consequence:
XXX manner; consequence: | Appropriate operational IM&T 4 4
4 leadership, staffing and skill mix MIAA audit reports. (High) (High)
Caused by a lack of investment, (High) in place
poor IT strategy or lack of IT update paper to F&I Residual risk Target risk
suitably qualified and Inherent risk | Nightly off site back up of rating: Data warehousing rating:
experienced staff; rating: systems Negative assurance
Capacity within EPR team to roll out - Programme of ongoing help to ensure 8
It may result in the failure of Annual IM&T capital and revenue mobile EPR at pace (eg Oldham , F&l } benefits realization of new systems )
the IT systems resulting in a budgets agreed by F&I 20/10/17) (High) (Medium)
lack of access to patient records Committee Clinical user input to new projects
by front line staff with poor Assurances This Month
standards of care delivered as a Participation in HIS Partnership Discussion on the requirement to
result and or lack of sufficiently Board share records safely with partners Forecast
robust information on which to (Board 29.11.17) trajectory:

make informed decisions.

IG sub group which develops and
reviews IG policies

GM EPR bid (F&I 15.12.17)
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Appendix I: Risk grading criteria

Bridgewater Community Healthcare [L'[iA]

NHS Foundation Trust

Every risk recorded within the Trust’s risk registers is assigned a rating, which is derived from an assessment of its Consequence (the scale of impact on objectives if the risk event occurs) and its
Likelihood (the probability that the risk event will occur). The risk grading criteria summarised below provide the basis for all risk assessments recorded within the Trust’s risk registers, at strategic,
operational and project level.

Less than 1 chance in 1,000

Statistical probability
below 0.1%

Very good control

Likelihood score & descriptor with examples

Unlikely
2

Possible
3

Between 1 chance in 1,000
and 1in 100

Statistical probability
between 0.1% - 1%

Good control

Between 1 chance in 100 and 1
in 10

Statistical probability between
1% and 10%

Limited effective control

Between 1 chance in 10 and 1
in2

Statistical probability
between 10% and 50%

Weak control

Statistical probability above

50%

Ineffective control

Risk scoring matrix

Consequence score & descriptor with examples

Risk type Low Moderate

2 3
a. Patient Minimal physical or Minor, short term injury Significant but not Significant long-term or Multiple fatal injuries or
harm psychological harm, not or illness, requiring non- permanent injury or illness, permanent harm, requiring | terminal illnesses.
requiring any clinical urgent clinical requiring urgent or on-going urgent and on-going

or intervention. intervention (e.g. extra clinical intervention. clinical intervention, or the

b. Staff harm observations, minor death of an individual.
eg.: ) . eg.:

or Discomfort. treatment o first aid). Substantial laceration / e.g.:

c. Public e.g.: severe sprain / fracture / Loss of a limb

harm Bruise, graze, small dislocation / concussion. Permanent disability.

laceration, sprain. Sustained stress / anxiety / Severe, long-term mental
Grade 1 pressure ulcer. depression / emotional illness.
Temporary stress / exhaustion. Grade 4 pressure ulcer.
anxiety. Grade 2 or3 pressure ulcer. Long-term HCAI.
Intolerance to Healthcare associated Retained instruments after
medication. infection (HCAI). surgery.

Noticeable adverse reaction Severe allergic reaction to

to medication. medication.

RIDDOR reportable incident.

d. Services Minimal disruption to Noticeable disruption to Temporary service closure or | Extended service closureor | Hospital or site closure.
peripheral aspects of essential aspects of disruption across one or prolonged disruption
service. service. more divisions. across a division.

e. Reputation | Minimalreductionin Minor, short term Significant, medium term Widespread reduction in Widespread loss of
public, commissioner and | reduction in public, reduction in public, public, commissioner and public, commissioner
regulator confidence. commissioner and commissioner and regulator regulator confidence. and regulator

regulator confidence. confidence. confidence.

eg.: eg.:

Concerns expressed. e.g.: e.g.: Prohibition notice. e.g.:
Recommendations for Improvement / warning Special Administration.
improvement. notice. Suspension of CQC

Independent review. Registration.
Parliamentary
intervention.

f. Finances Financial impact on Financial impact on Financial impact on Financial impact on Financial impact on
achievement of annual achievement of annual achievement of annual achievement of annual achievement of annual
control total of up to control total of between control total of between control total of between £1 | control total of more
£50k £50 - 100k £100k - £1m -5m than £5m

8 5 5

§ 4 8

§ 3 6

S 2 8

o

1
1 2 3 4
Likelihood
: Low Medium

Ratin

g S o
Oversight Specialty / Service level Borough. Boarc.i Monthly

Annual review Quarterly review review

Reporting None Quality & Safety Sub Group

10| Page
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Bridgewater Board

Title Report on staff engagement and LIA activities

Author Director of People and OD

Date February 2018

Purpose To inform the Board on staff engagement and LIA activities

Audience Board

1.0 EXECUTIVE SUMMARY

This paper provides an update on the staff engagement and LIA activities throughout
November, December and January .

2.0 PURPOSE OF THE PAPER

To update the Board on activities undertaken by the staff engagement champions
and LIA groups in each borough.

3.0 STAFF ENGAGEMENT ACTIVITIES

Staff engagement is the emotional connection that staff have toward his or her
organisation, which may affect behaviours and how people work.

Staff engagement is also about trust and good communication between employees
and management so that staff can see how their own work contributes to goals of the
Trust. It offers the opportunity to grow at work and makes staff proud to be working
for us. Evidence suggests that strong employee engagement has been linked with
significant improvements in patient care and satisfaction.

The work of the staff engagement steering group and LIA groups are now being
reported into the newly established workforce committee who will be monitoring
performance against the agreed metrics contained within the engagement strategy.

Actions this month:

e On 5" December the staff engagement champions met to review their
activities over the past year and to determine the priorities for 2018. Individual
borough based LIA and staff engagement groups are now meeting to agree
and then publish their borough priorities. These include:

o Promoting fun at work

Recruiting more champions and promote the work that they undertake

Campaigns to promote’ looking after our staff whilst working hard’

Campaigns to understand mood within the teams

Campaign to reclaim lunch breaks for staff

Promote and participate in leadership conferences

Learn from other boroughs and publicise across the Trust

Promote Open space / engagement events including ‘coffee with

Colin sessions’

o Best practice events, inviting external partners

O O O O O O O

o Staff engagement champions have been promoting the use of the staff ‘app’
The champions participated in the Trusts values photo shoots

o They have promoted good mental health with suggestions for teams on
mindfulness ( ie short relaxation/ mindfulness sessions at the start and finish





of meetings) and the new health and wellbeing officers have started to
develop a range of material to support staff in improving health and wellbeing
( see the Hub for the latest campaigns)

¢ Promoted the Trusts Flu campaign
Planned a ‘Joy in work ‘ campaign for managers to use in team meetings

e Developed a framework for Executive team visibility

e LIA groups have met to determine their focus for the remainder of the year
and a number have held Big Conversations and the outputs are considered
by the executive team and the divisional management teams, Halton and
Oldham have both held Big Conversations and are now working on the
outputs from those events.

e Staff engagement champions are making an induction video to showcase
their work and encourage staff to become a champion.

e Staff engagement poster and film being developed

¢ Video conferencing being trialled to reduce travel time to get to meetings

¢ New desktop images promoting staff engagement and asking staff to consider
becoming a champion

o Staff engagement information leaflet now in the staff induction information
pack

Staff awards :

The Bolton LIA group held a borough based award ceremony as part of their Big
conversation which was held in early December and celebrated their 2™ anniversary
with Bridgewater. The LIA group arranged the session, which was attended by the
CEO and Director of People, they organised a Bridgewater Bake Off competition
which raised almost £100 for a Bolton based charity and concluded with an awards
presentation which rewarded a number of staff in categories such as ‘unsung hero’.

4.0 RECOMMENDATIONS

The board is asked to note the progress made within the area of staff engagement
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Title Report from a meeting of Audit Committee held on 11 January
2018

Author Maggie Pearson, Committee Chair

DE(] 24 January 2018

Purpose To provide the Trust Board with a record of the above meeting

for assurance. The salient points are summarised within this
covering report.

Audience Trust Board

1.0 KEY ISSUES HIGHLIGHTED AT COMMITTEE

1.1 Preparation for this year's Annual Reporting programme is underway and
dates for the committee to sign off reports and accounts have been set.

1.2 No date has yet been received for the expected CQC Well-Led review but
planning is in place and will have significant resource requirements for the
organisation.

1.3 Waivers and Standing Orders — significance of reviewing repeat contracts
emphasised particularly ensure market testing after a lengthy time period with
our supplier — if possible.

1.4 The reports from the Counter-Fraud specialist were noted, including the
request for additional days to complete an inquiry.

15 Application to DH for Working Capital support noted, with additional funds
required by year end. Loan forms and conditions noted to avoid early
repayment are being addressed by the relevant team.

1.6 External Audit highlighted new DH guidelines indication that all year end
audits across all Trusts would be asked to review the “going concern”
accounting requirement.

2.0 KEY ACTIONS REQUIRED BY THE COMMITTEE

2.1 Chair highlighted the need for all reports and recommended actions to be
reviewed by the Executive Team and actions in relevant departments to be
tracked and monitored.





3.0 MATTERS TO BE ESCALATED TO BOARD FOR ATTENTION/ACTION

3.1 Two internal audit reports received, both with ‘limited’ assurance: Corporate
Performance Reporting and Health Records Management. In line with
standard process, both reports were requested by the organisation due to our
own internal concerns and the Trust’s wish to seek best practice
recommendations from auditors to help resolve concerns. Corporate
performance reporting is delayed and the Chair emphasised the need that
actions identified were urgently addressed and reported to Internal Audit.
Similarly, the Chair emphasised the potential risks to the Trust of not adhering
strictly to recommendations relating to Health Record Management. The
appointment of a new Health Records Manager was noted.

On both reports it was thought appropriate to ask the IT group to examine
underlying IT issues with some priority in January 2018.

4.0 ANY OTHER KEY POINTS/COMMENTS

4.1 Interaction with other Board committees is good and provides a mechanism
for Audit Committee to ask for advice as required.

4.2 There is an overall need for Audit Reports to be given greater priority across
the Trust, with timely responses enforced in the review of outstanding actions,
which was a very lengthy report. The Executive Team is asked ensure
recommendations are reviewed and actions are progressed. All MIAA reports
are formally received by the monthly EMT meeting and should be monitored
by the appropriate board committee.
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Author Bob Saunders, Committee Chair

Date 11 December 2017

Purpose To provide the Trust Board with a record of the above meeting

for assurance. The salient points are summarised within this
covering report.

Audience Trust Board

1.0 KEY ISSUES HIGHLIGHTED AT COMMITTEE

1.1 The Quality and Safety Committee met on 11 December 2017 and it should
be noted that the Committee was not quorate and whilst the meeting could
take place, no formal decisions could be taken. The Committee considered
the following items:

Board Assurance Framework (BAF)
Safeguarding capacity (as an urgent item)
Quality Dashboard

Review of Quality Section of the IPR

Report from Clinical Governance Sub Committee
HMP Wymott Update Report

Embedding a Culture of Lessons Learned

- The Committee considered the following quarterly reports
- Information Governance Report — quarter two
- NICE Report — quarter two

2.0 KEY ACTIONS REQUIRED BY THE COMMITTEE

2.1  Amongst the key items considered by the Committee, three were considered
of sufficient relevance to escalate for the Board’s attention:

2.2 The Associate Director of Safeguarding presented an urgent item to the
Committee regarding the level of staffing available to undertake this important
service. Through a combination of vacancies, sickness and maternity leave,
the safeguarding team were 50% down on establishment. This was resulting
in service provision in a number of boroughs being regarded as insufficient to
carry out this important function. It was agreed that the matter would be
escalated immediately to the Chief Executive due to the level of risk this
presented, and a note was requested from the associate director to provide
clarity of the exact position in which the service now found itself. This
information was passed on to the Chief Executive in preparation for the
Executive Management Team meeting on 12 December 2017.





2.3 The situation regarding Alexandra Court was again raised in terms of the
accessibility for a quality visit inspection. This situation which was reported to
Board in November 2017 still remained despite the intervention of the Chief
Executive having had discussions with the owner of the home. The
Committee were of the opinion that this may present a risk and that the matter
should be pursued urgently to ensure a satisfactory level of quality and safety
was being maintained at this home.

2.4 Arising out of a report from the Clinical Governance Sub Committee it was
apparent that the commissioning for the Wigan GP Out of Hours service may
become insufficient for its effective provision. In this event a risk may arise to
the quality and safety of the service.

3.0 MATTERS TO BE HIGHLIGHTED TO THE BOARD FOR INFORMATION
3.1 The Committee agreed to highlight the following points to Board:

3.2 There was discussion around the items within the quality dashboard in
particular about the introduction of thresholds rather than targets and the
lateness of the information. Whilst it is understood that work is continuing on
the thresholds it is unlikely that these will now be implemented until the end of
quarter four. With regard to the lateness of reporting (consideration in
December of September’s data) it appears that there is no current prospect of
this being improved upon. It is understood that an MIAA audit is currently
being undertaken on this area of work but the Committee were concerned that
this lateness presented a risk of the relevance and worth to the scrutiny being
applied.

3.3 Concern was raised about the apparent increase in the number of serious
incidents being reported during the current year in comparison with previous
years. It was agreed that a full review of this matter would be undertaken at
the end of quarter four following which a report would be presented providing
comparative data with analysis of trends and possible reasons for this
change.

3.4  Areport was received providing an update on the position regarding Wymott
prison. The Committee was satisfied that improvements had been
undertaken and that whilst there was still much work to be completed the
situation had been stabilised. The main concern now revolved around the
continuation of service provision with the turnaround team being shortly
phased out. It is understood however that plans are in place to manage this
process to limit the risk involved. The Committee would now be kept updated
in relation to HMP Wymott within the Clinical Governance Sub Committee
monthly report rather than by a separate paper.

3.5 A paper was received from the Associate Chief Nurse regarding the lessons
learned initiative. This would include the provision of a lessons learned hub,
incorporation into staff training, newsletters and promotional events, and bi-
annual lessons learned strategic meetings to ensure that progress was being
made.

3.6 Concern had been raised by operational staff throughout Bridgewater that
they had been contacted by suppliers regarding unpaid invoices. lItis
understood that steps are already in progress to deal with this matter and it is





considered important that this information is fed back to staff and a watching
brief is maintained to ensure that the quality of services are not affected by
this issue.

3.7 Actions and risks during the meeting were integrated within the Board
Assurance Framework to the satisfaction of the Committee.

4.0 RECOMMENDATIONS

4.1 The Board is asked to receive the summary report and the unapproved
Committee minutes for assurance.
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covering report.

Audience | Trust Board

1.0 KEY ISSUES HIGHLIGHTED AT COMMITTEE

1.1 The Quality and Safety Committee met on 15 January 2018. The Committee
considered the following items:

Safeguarding capacity

Quiality Dashboard

Report from Clinical Governance Sub Committee
Update report — Alexandra Court

2.0 KEY ACTIONS REQUIRED BY THE COMMITTEE

2.1  Theissues surrounding Alexandra Court have still not been resolved and the
Committee remains concerned about the quality and safety of the provision
being provided at this establishment, at which Bridgewater are both a
commissioner and provider. It was reported that the CQC had recently
undertaken an inspection of Alexandra Court and the Chief Nurse was
requested, if possible, to enquire on the outcome of this. Following this an
options appraisal for future service provision should be formulated and
provided to Board and/or the next Quality and Safety meeting. The Chair of
the Committee also undertook to raise the matter as a matter of urgency with
the Chief Executive.

3.0 MATTERS TO BE HIGHLIGHTED TO THE BOARD FOR INFORMATION

3.1 The Associate Director of Safeguarding provided an update for the Committee
regarding the staffing position for safeguarding. This had been highlighted at
the previous meeting of the Committee where it was informed that due to a
combination of sickness, vacancies and maternity leave the team was 50%
down on establishment. This information was immediately escalated to the
Chief Executive and presented to the Board on 29 November 2017. Since
that time, interim arrangements have been implemented and whilst these do
not fully cover the requirements of the service, they have prevented further
deterioration.  Additional support has now been provided from within
Bridgewater by existing staff and further recruitment to vacant posts is in train.
As a result of the update the Committee were assured that safeguarding
within the service was being maintained.





3.2

3.3

4.0

4.1

Within the quality dashboard concern was again raised with the lateness of
data being provided, the apparent increase in serious incidents and extent of
duty of candour assurance. Whilst progress on each of these areas was in
hand it was felt that a risk remained in each of the fields. The Committee
would therefore continue to monitor the situation and receive further reports
from each in due course.

A further update was provided within the Clinical Governance Sub Committee
report on the situation regarding Wymott Prison. Recommendations had been
made for the future staffing model to deliver safe and effective care within the
prison setting. The Committee will continue to monitor the situation but for the
time being are assured with the improvement in quality and safety of the
service provided by Bridgewater.

RECOMMENDATIONS

The Board is asked to receive the summary report and the unapproved
Committee minutes for assurance.
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Progressing On Timescale

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board — Public Meeting — 29 November
2017

Completed
Completion Date
Date Minute Issue Action Responsible | Due Comments/Further Action
Ref Person Date/BRAG
Status
28.09.17 127/17i Board Assurance | Report to be provided to the Board to Mike Barker Report to be presented firstly to
Framework provide assurance and describe how the Finance and Investment
knowledge and lessons learned from Committee this will then be
issues experienced following the presented to Board.
acquisition of services were being built
into internal processes and mitigating any
future issues.
28.09.17 127/17ii Quality and Report to be presented to Board (post Gareth Davies
Safety Report to December 2017) concerning EPR roll out Item to be managed via the EPR
Board from a and progress towards realising benefits programme board and reported to
meeting on 11 Finance and Investment
September 2017 Committee.
29.11.17 | 161/17i General Data An update report would be presented by Jan McCartney Timescales to be advised.
Protection the Head of Information Governance in
Regulations due course, this would include a job
description for the data protection officer
for the Board’s information and
assurance. The timescale would be
advised by the Head of Information
Governance.
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1.0 MANAGING WINTER

11 The Board is aware of the significant pressure that the NHS as a whole is facing in
terms of demand for urgent care at present. Bridgewater is playing its part, working
in close partnership with colleagues in acute trusts and social care to contribute to
the management of the system.

1.2 Our urgent care and walk-in centres and GP out of hours services have coped
admirably in the face of unprecedented demand, reducing the need for local people
to attend A&E departments.

1.3 Our community nursing services across the boroughs such as IV therapy,
intermediate care, community matrons integrated community services team and
district nursing teams have provided daily in-reach to in-patient beds to expedite
discharges and admission avoidance actions in close liaison with GP colleagues
have functioned very effectively.

1.4 Executive and senior staff have participated in the daily conference calls arranged to
ensure system management between organisations is as effective as possible and to
smooth out any issues.

2.0 COUNCIL OF GOVERNORS MEETING

2.1 The last meeting of the Council of Governors took place on 6 December in Golborne.
The majority of the discussion related to the outcome of the working group lead by
our new lead governor to take stock of the working of the Council of Governors. The
renewed focus on the duties of governors was particularly welcome and a revised
agenda has been planned for the meeting on 7 February.

2.2 The nominations group of the governors has met to ratify the appraisals of non-
executive directors. A full report will be made to the next meeting of the Council.

3.0 DIRECTOR OF PEOPLE AND ORGANISATION DEVELOPMENT /DEPUTY CHIEF
EXECUTIVE

3.1  Asthe Board is aware, Christine Samosa has secured a role as Strategic Workforce
Lead for the Cheshire and Merseyside Sustainability and Transformation Partnership
and will be leaving the organisation in late February.

w
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3.2 This is therefore Chris’ last Board meeting after over six years with the Trust. Chris
has worked in the NHS for many years and has been an integral part of Bridgewater
since its formation. Chris has been instrumental in many of the key developments
within the Trust over the recent years, not least in our successful achievement of
Foundation Trust status. We wish Chris well as she embarks on this exciting new
phase in her career and place on record the organisation’s thanks for her wise
counsel and transformative leadership over the past six years.

4.0 OUT AND ABOUT

4.1 As reported at the last meeting, directors have agreed to drop one director team
meeting per month to allow time to visit services and staff across the organisation.
This takes place on the first Tuesday of every month. This month, directors have
been to Bath St in Warrington to see district nurses, dental, sexual health and stoma
care, Boston House in Wigan to see the musculoskeletal team, children’s services in
Oldham and the cardiac rehabilitation team in St Helens.

4.2 Directors are finding this opportunity to gain a greater insight into the issues facing
services extremely helpful and feedback via staff engagement suggests that staff are
welcoming this opportunity to engage with executives in a less formal way.

5.0 NHS PROVIDERS BOARD

5.1 The Chief Executive has recently become a member of the Board of NHS Providers.
He attended his first meeting on 10 January 2018, which spent significant time
focused on the organisation’s strategy in the current NHS context. As a trustee of
this national providers’ organisation, the Chief Executive will be able to ensure that
the role of community trusts is represented round the table in such discussions for
the future.

6.0 MP VISITS

6.1 The Chief Executive met with Sir David Crausby MP for Bolton on 8 December as
part of the ongoing round of Chair and Chief Executive engagement meetings. Sir
David is very interested in the local NHS and in Bridgewater’s contribution.

7.0 RECOMMENDATION

7.1 The Board is asked to note the report.
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Unapproved Minutes from a Public Board Meeting
Held on 29 November 2017
At Bevan House, Wigan

Present

Harry Holden, Chairman

Colin Scales, Chief Executive (present to item 158/17i)
Karen Bliss, Non-Executive Director

Marian Carroll, Non-Executive Director

Steve Cash, Non-Executive Director

Mike Barker, Director of Strategic Development
Gareth Davies Director of Finance

Esther Kirby, Chief Nurse and Director of Quality
David Lewis, Interim Medical Director

Maggie Pearson, Non-Executive Director

Christine Samosa, Director of People and Organisational Development
Dorothy Whitaker, Non-Executive Director

Sally Yeoman, Non-Executive Director

In Attendance

Sharon Barber, Director of Adult Community Services
Melanie Wilson, Trust Secretary

Lynda Richardson, Board and Committee Administrator
Tamsin Crothers, Speech and Language Therapy Service (present for item 152/17
only)

Diane McCormick, Public Governor, Halton

Paul Mendeika, Public Governor, Warrington

Bill Harrison, Public Governor, St Helens

Rebecca Reece, Public Governor, Wigan

Dr David Valentine, member of the public

John Hyslop, Vodafone, member of the public

INTRODUCTION

(i) CHAIR’S WELCOME

Harry Holden welcomed all to the November 2017 Board meeting.

(i) APOLOGIES FOR ABSENCE

Caroline Williams, Interim Director of Operations
Bob Saunders, Non-Executive Director

(iii) DECLARATIONS OF INTEREST IN ITEMS ON THE AGENDA

No Declarations of Interest were made.






152/17 PATIENT STORY

153/17

Tamsin Crothers, Speech and Language Therapist presented the story of an 11yr
old child diagnosed with severe autistic spectrum disorder, who had experienced
developmental delay and sensory processing disorder. The child’s conditions had
manifested in a number of ways, anxiety, demand avoidance, routines, rigidity of
thinking and challenging behaviour, mostly in terms of difficulties in communication
and had been largely non-verbal since birth. Tamsin Crothers outlined the work of
the service in delivering positive outcomes for the patient. As a result of their
support, the child was able to communicate by using specialist symbols. He was
able to listen and understand and respond by communicating through these visuals.
Although it was not possible to be sure that this was as a direct result of the
intervention, Tamsin Crothers identified that he was now able to produce some
limited words which had confounded all expectations.

The Interim Medical Director referred to the AAC network and asked if there were
any further networks or organisations able to share best practice in these type of
cases. Tamsin Crothers responded that clinical networks and experiences were
utilised along with learning at training events and conferences. The Director of
Strategic Development suggested that in order to prepare for support needed within
the service over the next year, that a business case be developed by the service to
take forwards.

The Board thanked Tamsin Crothers for her presentation.

MINUTES OF THE LAST MEETING HELD ON 28 SEPTEMBER AND 2

154/17

NOVEMBER 2017

Minutes of the 28 September 2017 meeting and 2 November 2017 meeting were
approved as an accurate record.

MATTERS ARISING FROM THE ACTION LOG

155/17

7217v Committee Terms of Reference

The Board agreed that this action was now completed and could be removed from
the action log.

99/17ii Report from the Finance and Investment Committee (Bolton 5-19

service)

The Chief Executive reported that discussions were continuing in Bolton concerning
the future of services from a commissioning point of view. The Board would be kept
updated on this matter via reports from the Finance and Investment Committee.

ANY URGENT ITEMS TO BE TAKEN AT THE DISCRETION OF THE TRUST

CHAIR

The Trust Chair confirmed that he had not been made aware of any urgent items to
be taken.
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KEY CORPORATE MESSAGES REPORT

157/17

The Chief Executive introduced the report and advised that he would take this as
read, the report was circulated for Board members to review and put forward any
guestions.

The Trust Chair confirmed that a verbal conditional appointment had been made to
an applicant for the Director of Finance post. Checks and references would be
progressed and the offer formalised following receipt of satisfactory information.

Discussion took place concerning the previous and next leadership conference
which would be held on 2 March 2018. Non-Executive Director, Maggie Pearson
asked whether the diversity of presenters could be reviewed for the next
conference. Non-Executive Director, Sally Yeoman also asked that consideration
be given to capturing new and emerging leaders within lower banded roles than
those currently included and suggested that the banding level be widened.

The Board agreed that work must continue with the Chief Executive and Trust Chair
meeting and engaging with MPs across the Trust footprint.

The Trust Chair thanked the Director of Finance, who would be leaving the Trust on
22 December 2017, on behalf of the Board for all of his work during his time with the
Trust.

The Board received the report.

QUALITY

() IPR MONTH SIX

The Assistant Director of Operations advised that she would take the operational
section of the report as read.

It was noted that sickness absence remained an issue within a number of boroughs
and work was progressing to mitigate this, a downward trend was beginning to be
observed. Non-Executive Director, Marian Carroll confirmed that the Workforce
Committee was actively monitoring this position. The Director of People and
Organisational Development reported that there was a reduction on long term
sickness absence with short term absence remaining at 1%. There were currently
19 staff who had been absent for longer than three months, therefore triggering half
pay. There were nine staff who had been absent for longer than six months,
therefore receiving no pay.

Targeted work with managers was continuing on sickness absence.

PDR compliance was also highlighted, the Director of People and Organisational
Development reported that a new process for staff PDRs was being rolled out ‘My
Space’ which was for regular 1:1 supervision between staff and managers and ‘My
Plan’ for annual PDRs. Staff training around these new approaches was being
rolled out and it was anticipated that following this an increase should be seen.
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The Board reviewed the Quality elements of the report. The Chief Nurse referred to
work progressing on changing the way in which data was recorded to ensure this
was meaningful, moving from targets in some areas to thresholds.

The Director of Finance introduced the financial section of the report. The
cumulative planned deficit for October was £1,536k, the Trust was reporting a
cumulative deficit of £1,521k. There was an in month surplus of £68k, £3k
favourable to the planned in month surplus of £65k. Work was progressing towards
the achievement of the control total. The Director of Finance reported that the cash
position currently remained challenging. The Finance and Investment Committee
and Board had received a report recommending that a loan be sought from NHS
Improvement in order to generate cash to pay suppliers and provide some resilience
to the current fragile position. The Director of Finance confirmed to Non-Executive
Director, Marian Carroll that there would not be any damage to the Trust’s
reputation as a result of seeking a loan or Working Capital Support. NHS
Improvement had advised that Bridgewater were one of a small number of Trusts
who hadn’t sought this facility and therefore no reputational issues were anticipated.
It was noted that following discussion in closed session, a decision had been taken
not to progress with a HQ move for the Trust to Warrington. The Board had
concluded that it was not financially viable for the move to take place.

(i) REPORT FROM A MEETING OF THE QUALITY AND SAFETY
COMMITTEE HELD ON 13 NOVEMBER 2017

Non-Executive Director, Marian Carroll presented the report and highlighted the key
considerations of the Committee. She reported that the Committee had wished to
escalate its concerns to the Board regarding the current position at Alexandra Court,
the Trust was acting as the commissioner and the provider for this service, and
assurances were being sought regarding the quality of the service. The Chief
Executive had met with the owner of Alexandra Court and discussions would
continue to be progressed.

The Board received the report.

SUSTAINABILITY

(i) QUALITY AND PLACE — OUR STRATEGY 2018-2023

The Director of Strategic Development presented the Quality and Place Strategy to
the Board. This was a five year strategy redefining the Trust’s role in improving
health and wellbeing across its foot print and its contribution to delivering
sustainable health care out of hospital in the community, focussed on quality and
place. The Trust would be progressing agile solutions including agile working and
technology and in the light of emerging accountable care, staff would be supported
to work within these new relationships.

Non-Executive Director, Dorothy Whitaker highlighted reference to patient
experience on page 15 of the strategy and felt that this required further
strengthening, recognising national voicing principles.

Non-Executive Director, Sally Yeoman referred to resources to support ambitions
around Trust membership and shaping services, whilst the Trust may require an
internal resource, she suggested that relationships be developed via partnership
working and utilising different approaches.
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The Director of Strategic Development highlighted the involvement and work of
Trust Governors supporting feedback in the development of the strategy. A number
of the Governors involved in the work offered their comments, including Paul
Mendeika and Bill Harrison. There was a consensus that the strategy offered the
right direction of travel, but that the right resources needed to be ensured to move
this forward. Communication and engagement would be the drivers to this along
with the right resource.

The Director of Strategic Development advised that the Strategy was clear on a
place by place basis of the work that needed to be undertaken to change services.

The Board approved the Strategy.

INNOVATION AND COLLABORATION

(i) ONE HALTON ACCOUNTABLE CARE PROGRAMME

The Director of Strategic Development presented a report on the One Halton
Accountable Care Programme, this comprised of terms of reference, strategic vision
and draft memorandum of understanding for Board approval. The Director of
Strategic Development advised that this was a system wide attempt to describe a
place based vision for partners within Halton. He explained that the principles were
set out within the circulated reports, this included SDF service delivery footprints
and a clear intent to set out an out of hospital model. A clear plan for the health
economy was set out on page 18 of the report. It was confirmed that Bridgewater
were represented at key forums across Halton.

The Director of Strategic Development requested that the Board approve the draft
memorandum of understanding and confirmed that this did not affect any element of
organisational sovereignty, but was focussed on closer working to advance
healthcare.

The Board received the report and approved the documentation.

(I HEALTHIER WIGAN PARTNERSHIP UPDATE REPORT

The Director of Strategic Development presented the report which set out a
comprehensive update on the development of the Wigan accountable care system
and work to develop partnership governance arrangements. The Director of
Strategic Development reported that the pace of change was increasing within
Wigan with a formal alliance including the Trust as partners within the health
economy. This would be a place shaping vehicle for the future. The report
signalled the journey towards a formal alliance agreement and providing better and
greater outcomes for patients. The Director of Strategic Development confirmed
that there would be a follow up report to the Board in February 2018. The whole
system had engaged legal support to independently draw up a formal agreement
which would be received by the Board. This would not affect sovereignty but would
affect the delivery of outcomes and prevent bureaucracy. In response to a question
from Non-Executive Director, Steve Cash, the Director of Strategic Development
confirmed that there would be no additional transformational money that the Trust
could access for this work.

The Board received the report.
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PEOPLE

161/17

() REPORT ON THE WORK OF STAFF ENGAGEMENT CHAMPIONS AND
LISTENING INTO ACTION GROUPS

The Director of People and Organisational Development presented an update report
concerning staff engagement and the work of staff engagement champions. This
outlined a number of new campaigns that were being taken forward. A new ‘joy in
work’ campaign had been launched, which was derived from research from the
health improvement institute, a tool was being made available for both teams and
individuals.

Members of the executive team would be undertaking visits to teams across the
Trust, providing the opportunity for staff to showcase the work that they do. Work
had also been undertaken to improve communication with areas such as Bolton,
who had reported that they felt distant from the other bases within the Trust. Bolton
staff were now trialling webcams to improve their communications with other areas
of the organisation. They also were holding their own borough based award
ceremony during December following their Listening into Action session, with their
own categories. Non-Executive Director, Sally Yeoman asked whether there was a
method of capturing each of the visits as this was a powerful message that should
be feedback through the Trust. The Director of People and Organisational
Development responded that the executive team was meeting and would discuss
this in the coming week to agree how to capture and learn from any feedback and
messages from the visits.

(i) REPORT FROM A MEETING OF THE WORKFORCE AND
ORGANISATIONAL DEVELOPMENT COMMITTEE HELD ON 3 NOVEMBER
2017

Non-Executive Director and Committee Chair, Marian Carroll presented the key
considerations from the circulated report. She advised that the Committee had
commenced receipt and review of the Board Assurance Framework and the next
meeting of the Committee would receive exact figures of staff who had taken up the
flu jab.

The Director of People and Organisational Development introduced the WRES
Race Equality Standard recommended to the Board for approval. She advised that
there was a key risk in terms of the Board not reflecting the ethnic diversity within
the communities that the Trust served, therefore it was not representative as a
group. The Board approved the WRES and noted the risk.

OVERARCHING CORPORATE GOVERNANCE ITEMS

() GENERAL DATA PROTECTION REGULATION

The Head of Information Governance, Jan McCartney was in attendance to inform
the Board of a major change in General Data Protection Regulation law from May
2018. This was European law harmonising how all of Europe deal with data
protection for organisations. The Head of Information Governance confirmed that
Brexit would not affect the implementation of the regulation as the UK would be






expected to still adhere to the same standards. A data protection bill was to be
taken through parliament and would reflect this.

The Head of Information Governance set out the main impacts as a result of the
change in law:

= Serious breaches could result in significant fines - this could incur a fine of
£20m euros. Monetary claims would also be easier to make against
organisations.

= Accountability was also strengthened and organisations must prove why
they hold the information that they do. This would result in mapping of all
information held. The Head of Information Governance confirmed that some
of this was already undertaken as part of work on the IG toolkit, however
further work would be needed. A records manager had been appointed
which would greatly assist in mitigating risks. There would also be a need to
appoint a data protection officer. This post holder would need to be qualified
in data protection law, independent and report to the Board, acting without
impunity. Discussion was still taking place concerning the role. It had been
proposed that this may be a role that the Head of Information Governance
could amalgamate within her current role and responsibilities. A job
description was being developed and further discussion would be taking
place.

= Breach notifications —there were no changes regarding the timescale of 72
hours to report any serious breaches, however under the new regulations, if
this was not undertaken a fine could be incurred.

The Head of Information Governance confirmed that she had completed an
accredited GDPR course and established a group within the organisation. The
report was to inform the Board of the changes and provide assurance that work was
being undertaken. Any further updates could be presented to the Board as
required. The Director of Strategic Development asked the Trust Secretary to
ensure that changes were included within the standing orders and scheme of
delegation.

The Board agreed that an update report would be presented by the Head of
Information Governance in due course, this would include the job description
for the data protection officer. The timescale would be advised by the Head of
Information Governance.

(i) TRUST CHAIR’S ANNUAL FIT AND PROPER DECLARATION

The Trust Secretary presented the Trust Chair’s declaration against Fit and Proper
Persons Regulations, the Board were asked to note the report which stated that all
necessary checks had been undertaken to ensure directors were fit and proper to
discharge their roles. Any changes to declarations needed to be notified to the
Trust Secretary.

JMcC
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BOARD ASSURANCE FRAMEWORK

163/17

The Trust Secretary reported that the Board Assurance Framework was now being
presented for review to each Board Committee as part of a robust process to ensure
information and assurance feeding into the actions. Whilst there were still some
gaps observed within the document, work was continuing to address these areas as
an ongoing piece of work. The Trust Secretary confirmed that the new Risk
Manager would commence in post in December 2018 and would take on the
responsibility for the day to day tracking of the Assurance Framework, working with
the Trust Secretary to ensure that this was a living document.

Non-Executive Director, Dorothy Whitaker observed some minor references within
the document that required amendment, including reference to the role of the Chief
Operating Officer. The Trust Secretary advised that these amendments would be
made.

The Director of Strategic Development commented that the Audit Committee
required sight of areas of non-compliance against the Board Assurance Framework.
The Trust Secretary confirmed that the Committee would have this oversight and
would receive an updated Board Assurance Framework to its next meeting in
January 2018. Non-Executive Director, Maggie Pearson stated that the Board
Assurance Framework had begun to be a driver to discussions and business of
Board Committees.

REVIEW OF MEETING

164/17

The Board welcomed the new format agenda including the Trust strategic
objectives.

DATE AND TIME OF NEXT MEETING

Thursday 1 February 2018







