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Document Title:  Chief Executive’s Report 


  


Document Author: Colin Scales, Chief 


Executive Officer 


 


4th June  2015   


 


Introduction  


This month, the Board meeting will receive the Month One performance data for 


2015/16.  Our operational and quality performance remain on track, but in common 


with the whole provider sector (as highlighted in the Chair’s report), we are facing 


significant financial challenges.  The detail of this will be discussed during the closed 


session and the Board will be proactively monitoring our actions in relation to this.   


The safe staffing report and the Savile report are here to offer assurance that our 


responsibilities to provide safe and high quality care to patients continue to be met.  


The Savile report will be forwarded to Monitor following Board’s approval.  


Our duties to report to Monitor were described in detail last month, as we shared 


the draft annual report for 14/15 and the forward plan for 15/16. As part of the plan, 


the Board is asked to sign off a forward looking Corporate Governance Statement as 


our commitment to maintaining sound systems of internal control.   


The more interesting part of the new Foundation Trust regime is the engagement of 


our Governors.  We heard last month that this is a process that is developing but 


that we need to instil more rigour into our approach.  A proposal paper is here to 


describe the strands of work required.  


 
 
Freedom to speak up 
 
NHS Providers has approached all Trusts to ask them to contribute to their response 
to the consultation on Freedom to Speak up, which as you will remember is the 
‘follow up’ Francis Report in relation to whistleblowing.   
 
In this Trust, we have already received a board report on our actions to follow the 
principles of the new approach, and the Deputy Director of Nursing and the Director  
 
of Corporate Development have been asked to coordinate our response to the NHS 
Providers request 
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Open Space  
 
As trailed in my last report, we have now introduced the Open Space forum as part 
of our ongoing efforts to capture and engage the enthusiasm of staff at all levels in 
the decision making processes of the organisation.   
 
The first month’s trial event was attended by around 30 members of staff and 
received positive feedback.  The invitation has now been widened and we intend to 
review the effectiveness of this approach after a three-month pilot period.   
 
It became obvious following the first event that we need to ensure the events do not 
become simply a ‘talk shop’. To this end, I have suggested that we introduce a 
Transformational Programme Board to ensure the links are made between the key 
strands of work that emerge from Open Space and that these are driven through the 
organisation to completion.  Terms of reference for this group are being consulted 
upon at present, and are included elsewhere on the agenda but my vision is that this 
group should include front-line staff and Governor representation to capture more 
diverse thinking in order to make the final memberships as representative as 
possible.  
 
 
Board Assurance Framework 
 
The Board Assurance Framework is under review by executives, following the work 


undertaken by the whole Board at the April seminar.  This will be received by Board 


at the end of quarter one in July.  


 
Strategy Refresh 
 
Further to our various discussions, I thought it would be helpful to set out the work 
programme and sessions coming up before the July Board and Council of Governors. 
 
We have held a few meetings with a small group to agreeing key messages and a 
process to underpin our staff engagement until the end of June. A small group of 
staff have prepared a 'strategy on a page' which directors and general managers will 
use as a crib sheet for that unstructured engagement with front line staff through 
team meetings and other informal conversations within and between the more 
formal events described below.  
 
 On 9 June we have the next Open Space - with a strategy theme. In addition to the 
above, I will present the outputs from the Executive Time Out session with Ken 
Tooze on 6 May.  
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On 12 June we have a day with the NEDs and the Governors which will start to pull 
together the strands of work to date, building on our previous discussions. Ken 
Tooze will be with us again to facilitate the debate.  
 
On 6 July we have Ken again, for the final time for now, and I am proposing we 
arrange a session for a wide group of staff, NEDs and Governors to describe where 
we have got to and present for some discussion, the output from this work, and give 
key people the chance to describe how we will deliver and implement the strategy.  
 
We will then take the final strategy document into Board and Council of Governors in  
July or August. 
 
 
Warrington Health and Wellbeing Board Annual Report   
 
At its meeting on 28th May, the Warrington Health and Wellbeing Board approved its 
annual report.  Bridgewater, along with other partners, has agreed to publicise this 
piece of work on our website.   The report reviews the work that has taken place to 
date in Warrington, and in particular reviews the progress made towards the 
delivery of integrated services across the town.  
 
The document can be reviewed on the Trust’s website.  
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Board Meeting 
Date 


  
 
                                                     Board Agenda Part 1 
 
 
Agenda item                       
 
  


 
Title 
 


 
Report from the Quality and Safety Committee – Meeting held 
on Monday 18 May 2015  
 


 
Sponsoring Director 
 


 
Esther Kirby, Chief Nurse  


 
Authors 
 


 
Bob Saunders – Chair of the Quality and  Safety Committee  


 
Presented by 
 


 
Dorothy Whitaker, Vice Chair and Non-Executive Director  


 
Purpose 
 


 
To advise the Board of the Committee’s key considerations 
as a source of assurance for the Board 
 


 
Previously considered at 
 


 
Standing Board agenda item 


 
Related Trust Objective/ 
Intentions 
 


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


 
Patient Safety and Quality 
Goals 
 


 
All 


 
Care Quality Commission 
Outcomes support by this 
paper 
 


 
All outcomes, numbers 1 to 28 inclusive 


 
Related Risk 
 


 
All Quality-related Strategic Risks 


 
Legal implications/ 
regulatory requirements 
 


 
CQC Compliance 


 


Thursday 4 June 2015  


 103/15(i)  







 


 


 


 


 


 


 
Finance and resources 
Impact assessment 
 


 
Nil 


 
Equality Impact 
assessment  
 


 
Not undertaken 


 
Next steps 
 


 
None proposed 


 
Recommendations 
 


 
Board is asked to receive this report and to identify any 
additional business it would wish this Committee to conduct. 
 


 
Action required by the Audit Committee  
 
Approve  Assure     Note 
 


 


 X  
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Report to Board from the Quality and Safety Committee 
 


Meeting held on Monday 18 May 2015  
 


Quality Dashboard  
 
The quality elements of the IPR were summarised and reviewed by the Committee and 
assurance was gained that all matters of concern were currently the subject of examination 
or were being monitored.  One item relating to the operation of the Willaston GP Practice did 
however emerge as an area requiring more information and the Clinical Director for 
Urgent/Primary Care was requested to provide an information and assurance report to the 
next Quality and Safety Committee in June.  
 
Report from the Quality Management Group 
 
The Group reported on a number of quality assurance and quality improvement matters 
including the Operational Risk Register, Clinical Incidents, Duty of Candour, CQUINs, 
Complaint Themes, SUIs, CQC Compliance, Infection Control and the Clinical Audit Plan for 
2015/16.  The Committee accepted the report as assurance that these matters were being 
assessed and managed by the group.  
 
Fall Safe Implementation Project 
 
As one element of the response to an increase in falls during 2014/15 the Fall Safe Project 
had been implemented.  The implementation had included a bundle of measures to be 
applied to all patients; an additional bundle for older and more vulnerable patients; and a 
final bundle for those who had been subject to a fall.  The project implementation was set for 
completion at the end of June and an update report would come back to the Quality and 
Safety Committee in September with a Clinical Audit on implementation completed during 
the latter part of the year.  The report was accepted as assurance of action to reduce falls, 
and the harm from falls, for patients under the care of bed based units within Bridgewater.  
 
Savile Report for Monitor 
 
The Lampard Report reviewed the themes and lessons learnt from the investigations into 
matters relating to Jimmy Savile.  There were 14 recommendations from the report, nine of 
which are directly applicable to Bridgewater.  The report to the Quality and Safety Committee 
provided information on Bridgewater’s current position regarding actions in place to comply 
with the recommendations.  The Committee was of the view that further evidence of 
compliance with the recommendations was required and needed to be added prior to a 
report to Board after which it would be sent to Monitor before the end of June.   
 
Update from Seminars and Events  
 
A report was provided on papers presented at a Mersey Internal Audit Agency seminar on 
the topic of “raising concerns”.  The seminar introduced the concept of “wilful blindness” 
where “group thinking” caused individuals to accept poor behaviour or actions rather than 
speak out against them.  It sited creating the right kind of culture where concerns could be 
raised and shared without fear of adverse reaction, or lack of action, to valid problems.  
Case studies including that of the Baby P death supported the need for organisational 
reform.  


Bridgewater Community Healthcare  


                                          NHS Foundation Trust 
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Further information was supplied for attendance at an NHS Providers event where the need 
to “go back and actually look at Whistleblowing Policies” was proposed.  Other points raised 
were difficulty in capturing actual evidence of poor practice that led to whistleblowing and the 
messaging of staff to ensure a positive effect.   
 
Innovation and Improvement Group  
 
Consideration was being given to the future of this group going forward and discussions 
were underway to examine future needs. A report would be provided in due course.   
 
Infection Control/Hygiene Code of Practice – Quarter Four  
 
The report highlighted a number of concerns which included the staffing capacity of the 
Infection, Prevention and Control Team; the capacity to continue quality walk arounds as a 
composite group including Non-Executive Directors (as had been undertaken in 2014/15); 
and the decreasing compliance with hand hygiene, as part of the Essential Steps 
programme.  All elements were receiving attention and rectification measures were 
explained and discussed.  On the more positive side the completion of the 2014/15 
programme of work had been achieved with the exception of three elements where the team 
lacked capacity to attend meetings and provide face to face update sessions.  An update 
report would be provided for the quarter one period to provide assurance of maintained 
compliance.  
 
Information Governance Report – Quarter Four  
 
Bridgewater continued to achieve an overall green rating of 66% for its 2014/15 annual 
return for the Information Governance Toolkit (IGT) and a “Significant Assurance” rating by 
Mersey Internal Audit Agency for the key elements of the IGT.  The report included a section 
on the reported Information Governance Incidents that occurred in quarter four but lacked 
adequate narrative to provide the necessary assurance.  A new Head of Information 
Governance had been appointed and this would assist in ensuring adequate assurance 
would be maintained.   
 
Clinical Audit Report – Quarter Four  
 
The Clinical Audit programme for 2014/15 had been completed with the exception of two 
audits.  The re-audit of pressure ulcers had been delayed by two months to allow for the 
review of patients notes by the Tissue Viability Service rather than the District Nurses.  This 
had been agreed as it was seen to make the audit more robust.  The other audit relating to 
asthma treatment was removed as the particular practice guidance to be audited was found 
not to be applicable to our service.  
 
The detailed results of audits were examined and discussed, and it was considered that 
evidence did not in all cases indicate substantial improvements in care.  This resulted in a 
request to the Executive Management Team and the Quality Management Group to examine 
the programme of audits for 2015/16 and ensure the capacity of the Clinical Audit Team was 
appropriately applied to maximise improvements in patient care and clinical effectiveness.  
An update report was requested for the end of quarter one to provide maintained assurance.  
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Safeguarding Children and Vulnerable Adults – Quarter Four  
 
There was general improvement against the standards set within the NHS England (North) 
Safeguarding Assurance toolkit with 54 “green” and five “amber” ratings against the 59 
criteria.  Training compliance had also been maintained in both levels two and three, 
although level one remained slightly below the 95% target.  Unfortunately Disclosure and 
Barring (DBS) numbers were unavailable which was unacceptable and the Children’s 
Safeguarding Dashboard was in the process of being amended to incorporate Commissioner 
Key Performance Indicators (KPIs).  The element of “looked after children” and activity within 
the four Local Authority areas remained of most concern and a request to bring forward the 
seminar on this subject was made by the Committee to ensure assurance of this important 
area was maintained.   
 
Care Quality Commission Compliance – Quarter Four  
 
The Children’s and Specialist Directorates declared compliance in all 16 Care Quality 
Commission outcome fields whilst the Adult Directorate declared compliance in 15 fields with 
one field (13 - staffing) declared non-compliant and red rated.  The reason for the red rating 
is the non-compliance in Wigan Community Nursing and partial compliance in 14 other areas 
including Out of Hours for Wigan, all three Walk in Centres, Intravenous (IV) Therapy 
Services in Warrington and Halton and Continence in Halton, St Helens and Warrington.  
Three themes emerge from the declaration in terms of lengthy recruitment, sickness 
absence and lack of consistency in reporting.  Remedial action plans are in place and 
improvement is expected by the end of quarter one.   
 
Improvements also continue as a result of the internal Care Quality Commission service 
reviews with previously declared non and partial compliance largely being rectified.  
Monitoring will continue until compliance is complete.   
 
The position statement in relation to Healthcare Associated Infections and Hygiene Code 
Requirements indicates one partial compliance with outcome eight – Cleanliness and 
Infection Control, due to limited capacity in the Infection, Prevention and Control Team.  
Rectification of this situation is in progress.   
 
Assurance was provided by the Interim Chief Operating Officer and Deputy Chief Nurse that 
no effect on the quality or safety of care had been detected by service indicators.  
 
Incident Report – Quarter Four  
 
There were a total of 4348 incidents in 2014/15, 328 less than in the previous year but a 
greater proportion were patient safety incidents (267 or 23% more).  The ratio of more 
severe incidents also increased by 0.9% and the number of Serious Untoward Incidents 
(SUIs) increased from 54 in 2013/14 to 88 in 2014/15 (pressure ulcers from 44 to 59).   
 
In the absence of the Head of Risk Management and Chief Nurse the discussion on the 
detail of the paper was curtailed. However the Committee had already requested that an in 
depth examination of incidents and Serious Untoward Incidents for 2014/15 be undertaken 
to seek possible causation for the change in volume and nature of incidents and to provide 
assurance on practices.  This will now be undertaken within the next few months.  
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Accountable Officer for Controlled Drugs – Quarter Four   
 
The number of incidents involving Controlled Drugs for quarter four was reported as 12, 
details of which were provided.  Six of the incidents were categorised as clinical incidents 
and seven of the 12 were third party identification by Bridgewater staff.  Assurance was 
gained from the actions taken in response to each incident.  
 
A problem with Controlled Drug Licences issued by the Home Office was also identified in 
the report.  The Accountable Officer for Controlled Drugs has held discussions with the 
Home Office in relation to Controlled Drugs Licences but there is now a prospect that 
Bridgewater will have to undertake works and processes to hold a number of licences and 
stock Controlled Drugs.  There is a significant financial consequence to this but also a 
necessity for patient treatment (e.g. Dental Clinics).   
 
Quality Impact Assessment – Quarter Four  
 
Details of the range of services for which Quality Impact Assessments (QIAs) had been 
undertaken was provided.  Assurance was gained from the demonstration that no 
submission had been accepted where extreme or high risk was involved, and moderate 
submissions had requirements attached where necessary.  
 
Patient Experience Report – Quarter Four  
 
Excellent results throughout the quarter (and indeed the year) for both the Friends and 
Family Test and overall satisfaction results, with both elements exceeding 95%.  Only the 
Willaston GP Surgery stood out as having a significantly lower score but information was 
provided that this was average for GP surgeries.  
 
Patient Advice and Liaison Services (PALS) and formal complaints were down, with 14 of 
the latter being reported for the quarter (details provided and none rated moderate or 
above).   
 
Patient Partners activity was reported with positive outcomes throughout, leading to a very 
good assurance report.  
 
Bob Saunders 
Chair of Quality and Safety Committee 
20 May 2015 
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Board Part      
 
Agenda item                      103/15(iii)  


  


 
Title 
 


 
Savile Update  


 
Sponsoring Director 
 


 
Chief Nurse 
Director of Corporate Development and Director for Allied Health 
Professions 
 


 
Authors 
 


 
Head of Safeguarding Vulnerable Adults  
Trust Secretary 
Director of Corporate Development and Director for Allied Health 
Professions 
Deputy Director of Clinical Leadership and Governance 
 


 
Presented by 
 


 
Chief Nurse 


 
Purpose 
 


To update the Board on the recommendations following 
investigations into matters relating to Jimmy Savile 


 
Previously considered at 
 


 
Quality and Safety Committee 


 
Related Trust Objective/ 
Intentions 
 


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


 
Patient Safety and Quality 
Goals 
 


 
All 


 
Care Quality Commission 
Outcomes support by this 
paper 
 


 
CQC Fundamental Standard Regulation 13 


 
Related Risk 


14/15 Failure to maintain sound systems of governance and effective 
internal controls 
 


Legal implications/ 
regulatory requirements 


CQC Fundamental Standard Regulation 13 
Monitor governance requirement 


 
Finance and resources 
Impact assessment 


 
Nil 


 
Equality Impact 


 
No 


Part I  







 
assessment  
 


 
Next steps 
 


 


 
Recommendations 
 


Board notes and accepts the action plan as assurance on 
compliance with the recommendations documented in the Themes 
and Lessons Learnt from NHS investigations into matters relating to 
Jimmy Savile.  
 
Board agrees on the submission of the action plan to Monitor. 
 


 
Action required by the Board 
 
Approve  Assure     Note 
 


 


  


 X X 







 


 


 
 


 
Bridgewater Board  


Title Savile update  


Author Head of Safeguarding Vulnerable Adults  
Trust Secretary 
Director of Corporate Development and Director for Allied 
Health Professions 
Deputy Director of Clinical Leadership and Governance 


Date May 2015 


Purpose The purpose of this paper is to advise the Board of the key 
points from the themes and lessons learnt from the NHS 
investigations into matters relating to Jimmy Savile: Author Kate 
Lampard and Ed Marsden and receive the response to Monitor 
on the recommendations. 


Audience Board  


 
1.0  EXECUTIVE SUMMARY 
 
1.1 On the 12th November 2012, the NHS Chief Executive, Sir David Nicholson, wrote 


to Chief Executives of all NHS Trusts to advise them of the on-going allegations of 
abuse involving Jimmy Savile. 


 
1.2 Bridgewater Trust Board received a briefing on the contents of the letter and the 


implications in December 2012 and a further report was presented to the Quality 
and Safety Committee in March 2013. Any exception to the action plan is reported 
to the Safeguarding Assurance Group which meets monthly.  


 
1.3 The Secretary of State for Health asked for Kate Lampard, QC, to produce a report 


which identified the themes and lessons learnt from NHS investigations into matters 
relating to Jimmy Savile. This was published in February 2015 and includes 14 
recommendations, 10 of which apply to NHS Trusts and Foundation Trusts. 


 
1.4  Monitor requested in March that Trusts assess the relevance of the Lampard report 


and take actions necessary, reporting back by 15th June 2015. The response to 
Monitor is provided at Appendix 1. 


 
1.5  The Board is asked to note the response and receive assurance on the Trust’s 


compliance with the recommendations. 


  
2.0 PURPOSE OF THE PAPER 


 
2.1 The purpose of this paper is to advise the Board of the key points from the themes 


and lessons learnt from the NHS investigations into matters relating to Jimmy Savile: 
Author Kate Lampard and Ed Marsden and receive the response to Monitor on the 
recommendations. 


 


 


 


 







 


3.0 BACKGROUND AND DESCRIPTION OF THE ISSUE 


 


3.1 Jimmy Savile (JS) was a well-known radio and television presenter who frequently 
appeared in the media between 1960 and 2000. He was associated with charity 
fundraising, running marathons, and fund raising for Broadmoor and Stoke 
Mandeville Hospitals.  
 


3.2 Revelations about Jimmy Savile were exposed by an ITV programme on 3rd October 
2012 as part of its ‘Exposure’ series. Operation Yewtree was then set up by the 
police.  


 
3.3 In October 2012, the Secretary of State, Jeremy Hunt, appointed Kate Lampard, a 


former Deputy Chair of the Financial Ombudsman Service and a barrister, to provide 
independent oversight of three independent investigations into the role of Jimmy 
Savile in the NHS.  


 
3.4 Kate Lampard has overseen the joint Broadmoor Hospital investigation by the 


Department of Health and West London Mental Health Trust, at Leeds General 
Infirmary and Stoke Mandeville Hospital to ensure a robust process was followed. 
She also provided general oversight of the smaller investigations conducted by the 
relevant legacy Trusts. Kate Lampard’s assurance report can be found here:-  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/32348
8/Assurance_report.pdf.  
 


3.5 In February 2015 an independent report, commissioned by the Secretary of State for 
Health, was published. The report, by Kate Lampard, reviewed the themes and 
lessons learnt from the investigations into matters relating to Jimmy Savile. This 
report looked at the findings in the 3 main hospitals which Jimmy Savile was 
associated with and also considered 28 other investigation reports from other NHS 
organisations. https://www.gov.uk/government/publications/jimmy-savile-nhs-
investigations-lessons-learned Sixteen further investigation reports were published 
on the same day as Kate Lampard’s report. 


 
3.6 The findings of the separate NHS  investigations are consistent regarding cultures, 


behaviours and governance arrangements that allowed Savile to gain access  and 
influence, and gave him opportunity to carry out abuses over many years are 
consistent. 


 
3.7 The common themes  and issues that have emerged from the investigations’ findings 


can be grouped as: 
 


 Security and access arrangements, including celebrity and VIP access 


 The role and management of volunteers  


 Safeguarding  
 Raising complaints and concerns (by patients and staff ) 


 Fundraising and charity governance  


 Observation of due process and good governance  


 
4 RECOMMENDATIONS FROM REPORT AND IMPACT ON BRIDGEWATER  


 


4.1 There were 14 recommendations from the Lampard report. 10 of the 
recommendations are identified by Monitor as being applicable to NHS Foundation 
Trusts. 


 


 


 



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323488/Assurance_report.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323488/Assurance_report.pdf

https://www.gov.uk/government/publications/jimmy-savile-nhs-investigations-lessons-learned

https://www.gov.uk/government/publications/jimmy-savile-nhs-investigations-lessons-learned





 
 


5           CONCLUSION 


 


5.1 There is evidence to show that Bridgwater is compliant with the recommendations 
from the report.  


 
5.2 The compliance will continue to be monitored through the Safeguarding Assurance 


Group and exceptions escalated to the appropriate committee in the Trust  
 
 


6           RECOMMENDATIONS 


 


6.1 Board notes and accepts the action plan as assurance on compliance with the 
recommendations documented in the Themes and Lessons Learnt from NHS 
investigations into matters relating to Jimmy Savile.  


 
6.2 Board agrees on the submission of the action plan to Monitor. 


 
  







 


APPENDIX 1 


Annex A :Report on actions in response to Kate Lampard’s  report into Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile  


NAME OF TRUST: BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST 


(add more lines to the table if necessary)  


Recommendation  Issue identified  Planned Action  Progress to date  Due for 


completion  


R1: Trusts should develop a 


policy for agreeing to and 


managing visits by celebrities, 


VIPs and other official visitors  


Bridgewater has a relevant and current 
policy in place: ‘Chaperone Guideline  
including Access for Sanctioned Visitors’ 
which includes a process for managing  
visits by celebrities and others 


ChaperoneGuideline 


4227905_Guid035Ch
aperoneGuideline.pdf


 


Review guideline 


bi-annually 


Complete Review date 
March 2017 


R2:  Trusts should review their 


voluntary services arrangements 


and ensure that:  


 They are fit for purpose   


 Volunteers are properly 
recruited, selected and 
trained and are subject to 
appropriate management and 
supervision  


 


Bridgewater has a Volunteer Policy in 


place which complies with this 


recommendation 


VolunteerPolicy 


8279168_VolunteerP
olicy.pdf


 


 


Review policy bi-


annually 


 


 


 


 


Complete 


 


 


 


 


 


Review date 


April 2016 


 


 


 


 



http://nww.bridgewater.nhs.uk/library/documents/4227905_Guid035ChaperoneGuideline.pdf

http://nww.bridgewater.nhs.uk/library/documents/8279168_VolunteerPolicy.pdf





 


Annex A :Report on actions in response to Kate Lampard’s  report into Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile  


All voluntary service managers 


have development opportunities 


and are properly supported 


Not applicable. Trust does not have 
voluntary services managers 


N/A N/A N/A 


R4: Trusts should ensure their 


staff and volunteers undergo 


formal refresher training in 


safeguarding at the appropriate 


level at least every three years 


 


The training in place complies with this 


recommendation. Training compliance is 


monitored monthly by the safeguarding 


operational group quarterly by the quality 


and safety committee and board. This 


includes all staff and volunteers ( as per 


trust Volunteer Policy)  


7 1Training Strategy 
july2014 (2).doc


 


Continued 


monitoring of 


compliance 


Complete Quarterly 


R5: Trusts should undertake 


regular reviews of : 


 Their safeguarding 
resources, structures and 
process 


 The behaviours and 
responsiveness of 
management of staff in 
relation to safeguarding 
issues 
  


to ensure that their 


arrangements are robust and 


operate as effectively as 


Structures and process 


Governance arrangements and reporting 


structures in relation to safeguarding are 


clear. 


Safeguarding 
feedback session.pptx


 
 
 
 
 
 


Review to 


streamline 


approach across 


boroughs in Trust. 


Bridgewater is 


undertaking a 


review of 


safeguarding 


resource in terms 


of capacity and 


demand.  


 


Review in progress Review to 


be complete 


by end of 


August 


2015 


 


 


 


 


 







 


Annex A :Report on actions in response to Kate Lampard’s  report into Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile  


possible. Behaviours and responsiveness of  
management and staff 
 
Staff attend Local Safeguarding  
Boards.  
Being Open and Whistleblowing 
Policies in place. 
All Safeguarding reports received by  
Managers. 
Annual safeguarding report reviewed by 
Board. 


 


 


Policy in place 


reviewed bi-


annually or when 


new guidance is 


published. 


 


 


 


Continued 


monitoring 


R7: Trusts should undertake 


DBS checks on their staff and 


volunteers every three years  


 


All staff and volunteers are DBS checked 


at the relevant level on employment in 


line with the recruitment and selection 


policy. 


RecruitmentSelectionPolicyOctober2013. 


BridgewaterRecruitm
entSelectionPolicyOctober2013[1].pdf


 


DBS checks are monitored through the  


Safeguarding Assurance Group 


Quarterly. 


None Complete Quarterly 


R9: Trusts should devise robust 


trust wide policies setting out 


how access by patients and 


visitors to the internet, social 


Access to the internet in all our premises 


via our networks is secure and password 


protected.  Only access to the internet 


for patients is at Newton Hospital and 


Standard 


Operating 


Procedure being 


written for patients 


Internet access recently 


installed. Password protected 


and access managed by ward 


staff. 


June 2015 



http://nww.bridgewater.nhs.uk/library/documents/BridgewaterRecruitmentSelectionPolicyOctober2013.pdf
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networks and other social media 


is managed and where 


necessary restricted  


 


this is restricted and managed by the 


ward staff.  Access for staff to develop 


social media pages such as Facebook is 


restricted and staff have to apply for a 


page through communications and be 


authorised by the COO and director of 


corporate development.  All Facebook 


and twitter messages issued in the name 


of the Trust or re-tweeted by the Trust 


are screened and actioned by the Trust 


communications team.  Any comments 


about the Trust on social media are 


picked up, investigated and responded 


to through the communications team. 


access at Newton 


Hospital 


R10: Trusts should ensure that 


arrangements and processes for 


recruitment, checking and 


general employment and 


training of contract and agency 


staff are consistent with their 


own HR internal processes and 


are subject to oversight by their 


own HR managers  


HR process is in place and is compliant 


with this recommendation 


Agency staff are required to meet same 


standards of employment following 


procedures as all staff. 


 


None Complete N/A 


R11: Trusts should review their 


recruitment, checking training 


and general employment 


process to ensure they operate 


HR processes are robust and reviewed 


regularly. One executive director has the 


overall responsibility: Director of 


Workforce, People and Planning.  


Annual audit 


programme 


Complete Annually 
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in a consistent and robust 


manner across all departments 


and functions and that overall 


responsibility for these matters 


rests with a single executive 


director.  


Recruitment policy and procedures and 


annual audit programme in place. 


 


R12: Trusts and their associated 


charities should consider the 


adequacy of the their policies 


and procedures in relation to the 


assessment and management 


of the risks to their brand and 


reputation including as a result 


of their associations with 


celebrities and major donors, 


and whether their risk registers 


adequately reflect such risks.  


 


The charity is an entirely separate entity 


to the NHS Trust, run through the 


Community Foundation for Merseyside 


and Lancashire (CFLM), a large 


community foundation charity 


management organisation. All charity 


processes and policies are managed 


under CFLM.  All fundraising is currently 


through the staff of Bridgewater, who 


have all been through employment and 


DBS checks, or through Bridgewater 


patient/carer donations.  The Trust has 


no association with celebrities, or major 


donors or sponsors.  The allocation of 


charitable funds to local community 


groups will be managed through an 


independent charity panel, involving 


group and individual checks, made by 


CFLM and monitored by CFLM and 


reported back to Bridgewater.  A 


memorandum stating the responsibilities 


of CFLM with regard to the Bridge 


Annual report to 


board based on 


charity 


development. 


Risk assessment 


of associations if 


any change of 


circumstances. 


Charity Working Group will  
continue to review. 


Quarterly 
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Builder charity is in place. 


R13: Monitor, the Trust 


Development Authority, The 


Care Quality Commission and 


NHS England should exercise 


their powers to ensure that NHS 


hospital trusts, (and where 


applicable, independent hospital 


and care organisations), comply 


with recommendation 


1,2,4,5,7,9,10 and 11 


The Trust will comply with any audit or 


inspections and any further 


recommendations. 


Continued 


monitoring 


N/A N/A 


I confirm that this NHS foundation trust Board reviewed the full recommendations in Kate Lampard’s lessons learnt report  


SIGNED:                                                                                                                                                                           DATE:  


CE NAME:  


Please return to MonitorJSlearnings@monitor.gov.uk by 5pm Monday 15 June 2015. If you have any questions or queries you may also use this email address to send them 


to us 



mailto:MonitorJSlearnings@monitor.gov.uk
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Patient Safety and Quality 
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Legal implications/ 
regulatory requirements 


 


 
Finance and resources 
Impact assessment 


 


 
Equality Impact 
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Next steps 
 


 


 
Recommendations 
 


 
Members of the Board are asked to: 


 
a)  endorse the approach being taken to refresh the trust’s 


strategy. 
 


b)  advise on how the Board would propose overseeing the 
ongoing delivery of the strategy. 


 


 
Action required by the Board 
 
Approve  Assure     Note 
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Bridgewater Board 


Title Refreshing our Strategy 
Author Colin Scales, Chief Executive 
Date May 2015 
Purpose To appraise the Board of the work initiated to refresh the 


Trust’s strategy during quarter 1 
Audience Trust Board.  
 


 
1      INTRODUCTION 


 
1.1 As discussed at the meeting of the Council of Governors in March and at the 


Board meeting in May, with the publication of the Five Year Forward View 
(FYFV) and the local responses that are emerging, the time is now right to 
refresh our strategy and to that end, a programme of work has been 
initiated, involving widespread engagement with staff across the Trust.   


 
1.2 The term ‘refresh’ is being purposefully used as it is not expected that any 


significant or material changes will be required, as our stated ambition is very 
much in line with the Multi-speciality Community Provider variant of the new 
models of care set out in the FYFV. 


   
2      MONITOR’S EXPECTATIONS 


 
2.1 During their assessment of the Trust, Monitor was consistent in conveying to 


the Board the importance of effective strategic planning in the success of 
Foundation Trusts.  Indeed, the following extract from Monitor’s Guidance on 
the 2015/16 annual planning review for NHS Foundation Trusts reaffirms this: 


 
 ‘….foundation trusts are unlikely to be able to deliver on our expectations 


without a well-articulated vision for change, robustly underpinned by a clear 
and coherent roadmap for  delivery.  This means an ambitious long-term 
strategy for delivering sustainability.  Each foundation trust’s strategy 
development process – the output of which should be a credible strategic 
plan for delivery – should remain live, evolving in response to changes in 
internal performance and external factors’ 


   
3     INTERNAL REFRESH PROCESS  


 
3.1 By the time of the July Board and Council of Governors’ meetings, it is 


planned to have produced a Bridgewater Strategic Plan 2015/16-2018/19 
which has benefited from our existing strategies, the FYFV opportunities and 
a process of engagement with staff, Governors and the Board. 
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3.2 As a lead-in to those July meetings, the following strategic sessions will have 


taken place: 
 
 


 6 May 2015:    Facilitated Executive Team away day. 
 


 9 June 2015:    The second Open Space session, with any member of staff able 
   to book a place, with a focus on strategic development and 
   service ambitions.  
   
12 June 2015:  Facilitated Board away day, with Governors joining the  


                                        afternoon session. 
 


 Early July:      Wrap-up event where the outcome of this work is presented 
                                                        to staff, Governors and Board members, with focused discussion  
              on clinical service strategies that build upon the Trust’s strategic  
                          plan; i.e. our delivery plans. 
 


3.3 To supplement this work and our discussions with staff, a strategic 
framework has been produced in partnership with some staff from clinical 
and corporate teams, and is attached as Appendix 1.  Intended as a stimulus 
for discussion, this framework provides some information for staff to think 
about and the Chief Executive’s latest blog introduced the framework with a 
request that consideration be given to its content and the opportunity it 
offers services. 


 
3.4 Whilst a high-level strategic plan is vital to the shaping of the Trust’s future, 


as the framework indicates service specific strategic transformation plans 
must emerge during 2015, and clinical teams will be supported in developing 
them. It is essential that our current strategic development work is not seen 
in isolation, moreover, its connection to existing and ongoing strategic 
documents must be overt.  These connections will include: 


 
a) The Trust’s strategic objectives 
b) Commissioners’ plans 
c) Existing clinical strategies (in need of review) 
d) Existing corporate strategies (for example, IT, estates, commercial, 


organisational development) 
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.5 As well as the successful establishment of Open Space as a means by which 


staff can involve themselves and influence key strategic and tactical issues, 
and the cessation of the Wider Service Management Team meeting, a new 
group is being established to provide strong overview and control of a 
programme approach to delivering our strategy.  The draft terms of reference 
for the Transformation Programme Board are attached as Appendix two for 
information. 


  
4      RECOMMENDATION 


 
4.1 Members of the Board are asked to: 
 


a)  endorse the approach being taken to refresh the trust’s strategy. 
 


b)  advise on how the Board would propose overseeing the ongoing delivery of 
the strategy. 
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APPENDIX 1 
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APPENDIX 2 


 


Transformation Programme Board 
 


Terms of Reference 
 
CONSTITUTION 
 
The Transformation Programme Board (TPB) reports to the Executive Management 
Team (EMT) of the Trust. 
 
ROLE 
 
The TPB supports the Board and the EMT in the delivery of the organisation’s 
mission and strategic objectives.   
 
This group serves a purpose of ensuring a central grip on all items of delivery and 
strategy implementation. 
 
KEY DUTIES 
 
On behalf of the EMT, the TPB will ensure that items of important strategic and 
tactical business are managed effectively on a programme basis, to a satisfactory and 
predetermined outcome.   TPB business will be generated primarily by the EMT and 
Open Space. 
 
CHAIRMANSHIP 
 
The Executive Management Team shall appoint the Chief Executive as chair of the 
meeting.  If absent, the Deputy Chief Executive or, should he be absent, another 
Executive Director will act as the chairperson. 
 
QUORUM 
 
The TPB requires the attendance of at least 50% of its membership to be quorate. 
 
ATTENDANCE 
 
The TPB may, as it deems necessary, require the attendance of staff other than its 
members on a basis that it sees fit, to deliver its key duties. 
 
FREQUENCY OF MEETINGS 
 
The TPB meets monthly on a Tuesday after the Board meets, immediately following 
Open Space. 
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MEMBERSHIP 
 
Executive Directors 
General Managers 
PMO x1 
Governor x1 
Clinical Leads x2 
Clinical Managers x2 
Service Managers x2 
Finance and Contracting x1 
HR x1 
Governance x1 
Commercial x1 
Staff Side representative 
Front line staff (to be determined) x2 
 
 
SERVICING 
 
The TPB shall be serviced by the PMO Resource Officer. 
 
Agenda and papers shall be issued four working days in advance of meetings (the 
Thursday before the meeting) and minutes shall be issued within 10 working days of 
the meeting taking place. 
 
EFFECTIVENESS OF THE GROUP 
 
The TPB shall review its effectiveness on an annual basis. 
 
REVIEW OF THE TERMS OF REFERENCE 
 
The terms of reference shall be reviewed annually. 
 
 
 
 
 
 
 
 
 
Approved date: May 2015 
Review date: May 2016 
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Agenda item                       
 
  


 
Title 
 


 
Governor Development and Engagement  


 
Sponsoring Director 
 


 
Colin Scales, Chief Executive Officer 


 
Authors 
 


 
Linda Agnew, Director of Corporate Development 
Mel Wilson, Trust Secretary 
 


 
Presented by 
 


 
Linda Agnew, Director of Corporate Development  


 
Purpose 
 


 
To inform the Board about work to date to develop the 
Council of Governors and the plans in place to develop this 
further 


 
Previously considered at 
 


 
N/A 


 
Related Trust Objective/ 
Intentions 
 


 
All  


 
Patient Safety and Quality 
 


 
None  
 


 
Care Quality Commission 
Outcomes support by this 
paper 
 


 
None  


 
Related Risk 
 


 
Failure to maintain  a sound system of governance and 
effective internal control  
 


 
Legal implications/ 
regulatory requirements 
 


 
A strong Council of Governors is fundamental to our status as 
a Foundation Trust  


 
Finance and resources 
Impact assessment 


 
None  


1  


4th June 2015 


104/15(ii) 







 


 
Equality Impact 
assessment  
 


 
The Council of Governors should  enable the Trust to 
respond to the needs of the community more effectively 


 
Next steps 
 


 
Consultation with Council of Governors to refine this 
approach to governor development for the future 
 


 
Recommendations 
 


 
Board is asked to note the contents of this report outlining the 
work to date and plans for the future.  
 


 
Action required by the Board 
 
Approve  Assure     Note 
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Bridgewater Board 


Title Governor Development and Engagement  


Author Linda Agnew, Director of Corporate Development  
Melanie Wilson, Trust Secretary 
 


Date 28th May 2015  


Purpose To inform the Board about work to date to develop the Council 
of Governors and the plans in place to develop this further.  


Audience Board 


 
1.0 Introduction  


 
A fundamental principle of Foundation Trust (FT) status is that they are independently run 
and directly accountable to their local communities. Monitor states that governors are the 
direct representatives of local community interest in the FT, with public governors who are 
elected by the public members of the Trust and staff governors representing the interests of 
staff members and appointed governors being representatives of key stakeholders.  
 
Research by Monitor and PA consulting (Monitor 2012) has demonstrated that governors 
who have the greatest impact are those who best understand the organisation they 
represent and its members.   
 
At Bridgewater, it has become apparent that whilst a great deal of work has taken place in 
the development of the Council of Governors, we still have some work to do to realise the 
vision of local engagement offered by the approach 
 
  
2.0 Duties of Governors  


 


Governor duties can broadly be split into two areas of involvement, statutory duties and 


community representation. We need to ensure that governors’ development provides 


opportunity, information, knowledge and skills to fulfil these duties, summarised below: 


2.1  Statutory duties  


 Holding non-execs to account for the performance of the Board 


 Appointment of Chair and NEDs and agree their terms and conditions 


 Ratifying appointment of CEO 


 Appointment of auditors 


2.2  Community representation duties  


 Representing their local communities and membership constituencies 


 Bringing local focus and knowledge to the Trust 


 Awareness of local issues and perspectives 







 Member recruitment and representation at local events 


 
 
A summary of the work to date and the current plans to improve is provided below. Further 
work with governors is proposed to ensure that the programme of work addresses their 
aspirations, meets the needs of the Trust and Monitor’s requirements.  
 
 
3.0 Current Approach  


 
3.1 Induction  


On appointment to the Council of Governors, all governors are required to attend the 


Bridgewater Community Healthcare NHS Foundation Trust Governors Induction 


Programme, which provides a comprehensive induction to help them effectively fulfil their 


role. The induction covers: an introduction to Bridgewater and the role of the Governor; a 


guide to the NHS nationally and locally; NHS finance; description of Bridgewater Services in 


each of the areas; strategy, planning and performance information and reports; governance 


within the Trust; the role of the Governor and Council meetings; membership recruitment 


and arrangements; and  Governor administration arrangements. 


There have been three induction sessions for current governors.   


In the future, we have identified that this should be supplemented by a ‘Cooks Tour’ of our 


services and locations.  This is something we will be offering to the current intake during the 


next few months.  


3.2 Knowledge development to date 


A number of routes have been utilised to provide opportunity for the development of 


knowledge and skills and to provide information to governors:  


 The Foundation Trust Network (now known as NHS Providers ), provides a 


programme called ‘Govern Well’. Five governors attended the core skills for 


governors training session.  The feedback generally on the Govern Well programme 


is that it is generic.  It is also expensive, and involves travel.  Governors who 


attended the training were asked to cascade their information and learning to other 


governors. 


 The North West Governors forum meets twice yearly, providing an education and 


networking component for governors.  Two governors attend the forum each time. 


 A skills and knowledge scoping session was carried out with the governors, resulting 


in targeted training sessions being arranged and governors being matched to Trust 


working groups. 


 The first targeted session was on finance, the second on governance.  These 


provided and opportunity in a workshop session, for governors to discuss information 


at a more in-depth level. 







 A number of governors have been trained and involved in PLACE (Patient Led 


Assessment of the Care Environment) assessment for Newton Community Hospital, 


which is an annual mandatory assessment of in-patient facilities. 


 As governors become involved with an area where they require specific training or 


knowledge, this is arranged and provided e.g. governors have recently been involved 


with training for the charity funding panel. 


 A component of each Council of Governors meeting has been allocated to the 


provision of information on the structure and working of the Trust. 


As new governors are elected and as existing governors take on further duties within their 


roles, additional development sessions will be provided on an individual and group basis.  


 


3.3 Involvement with the working of the Trust 


As part of their duty to represent their local communities and membership constituencies, 


bring local focus and knowledge to the Trust and contribute their awareness of local issues 


and perspectives, governors have been invited to join a number of working groups within the 


Trust, or to be involved with assessments, visits or events.  This involvement also assists 


governors with the development of their understanding of the working of the Trust.   


The working groups governors have been involved in are: ex-service personnel; service 


experience; information governance; lessons learned; innovation and improvement; charity 


working group; charity funding panel; patient information leaflets.  Governors have also been 


involved in the development and production of the members’ newsletter, quality visits, 


PLACE assessments, staff award panels, conferences, symposia and events and a number 


of visits to services, clinics and health centres to meet staff and patients. Governors regularly 


attend Trust Board meetings. 


More broadly, fulfilling the duty of member recruitment and representation at local events, 


governors have attended public engagement events in each of the areas, working alongside 


the membership team.  Governors are informed where the membership team is invited to 


and attending events and receives information from governors about local events that are 


taking place. Support and resources are provided to facilitate member recruitment and 


engagement. 


In the period between each of the Council of Governors’ meetings, local meetings are 


arranged with each constituency group of governors.  Local meetings are for the 


constituency governor group to meet, review the membership constituency for their area, 


plan attendance at any local events, discuss issues arising from the previous council 


meeting, plan topics for the members’ newsletter, discuss items for future council agendas 


and discuss any local issues. These meetings are supported by the membership team, 


director of corporate development and Trust Secretary. 


3.4 Developing Strategy  


In the current year, the development of Trust strategy has been and is continuing to be 


informed by the Governors.  During the first meeting of the Council following authorisation, a 







series of round table discussions about the current strategy against the backdrop of the 


newly published Five Year Forward View took place.  The outcome of that meeting was 


taken into the December SMT time out and used to inform the debate of middle- and senior- 


management.  There was a hiatus in this work caused by the change in leadership but the 


strands were picked up again at the last Council meeting and will continue at a Board and 


Council time out session on 12 June.  


3.5 Council of Governor Meetings  


The formal meetings of the Council of Governors take place on a quarterly basis at present.  


During the ‘shadow’ phase, this was adequate.  Since authorisation, the Council of 


Governors meetings have handled some challenging and controversial agenda items, and 


there is a sense that these difficult  business issues  have meant that the ‘soft’ business of 


the Council of Governors has been squeezed, not least the importance of relationship 


building between Governors and between Governors and Board members.  


We have tried both highly formal meeting structures and also less formal work-shop/ 


discussion-based meeting structures.  Both have their strengths, so the proposal to 


Governors will be that we create space to do both by increasing the frequency of meetings to 


bimonthly.  In a two-to-three hour meeting, this will allow for informal pre-meetings with 


NEDs, discussion sessions or topic-based presentations as well as formal business to take 


place.  Increased frequency will increase continuity, and improve cohesion and involvement 


for Governors.    


 
4.0 Developments underway  


 
4.1 Business Cycle  


To build on this, the Trust Secretary will prepare a business cycle for meetings, so that 


Council of Governors are clear about where decisions will be made and how they can 


influence those decisions whilst they are in development.  It will mirror the organisation’s 


business cycle and act as an aide-memoire to the Board to ensure timely engagement with 


Governors.  


4.2 Governor Committee structure  


This is an area of work that required further development.  At present, we have one group in 


place, the Nominations and Remuneration committee.  This group working well,  is chaired 


by Harry Holden and is currently leading the recruitment of two new non-executive directors.  


A second group is proposed, with a working title of the Assurance committee.  This group 


would take on responsibility for the appointment of the Auditors, but more crucially, would be 


the group where an in depth discussion about the sorts of information that governors need to 


have in order to be able to inform the full council of the questions they need to ask of NEDs 


about the performance of the organisation.   


This group would help to collate an evidence base, that would help enable governors to 


make an informed contribution to the development of strategies and plans.  It would act as 


the ‘intelligence’ repository for the full Council, identifying where further information is 







required for the Council and investigating areas of interest for the Governors.  This group 


would consist of Governors and officers of the Trust.  


4.3 Election Process  


As you will be aware, the Council of Governors was elected with a variation in the lengths of 


office.  Those that received a 2 year term are coming to the end of their tenure in October.  


The Electoral Reform Service (ERS) has been engaged and we will shortly be contacting 


governors to ask whether they are planning to stand for a further term.  We also have some 


exisiting vacancies on the Council.   


As part of the service from ERS, we have asked that they will support candidates in the 


production of their election statements.  This time, we intend to use as many electronic 


means as possible in the process to widen the engagement and hopefully increase the 


turnout.  


 
5.0 Conclusions and next steps  


 
It is clear then, that over the last eighteen months, a huge amount of work has taken place.  


There are still  ‘gaps’ that we need to fill as an organisation which now includes Governors 


and members so that all parties are clear about what ‘business as usual’ now looks like.   


The paper has identified a number of developments already planned  


 ‘Cooks’ tour‘  for Governors  


 Further governor development sessions 


 Joint Board and Council ‘time out’  


 More frequent meetings of the full council (from four to six per year)  


 Clear business cycle  


 Development of an Assurance Group/committee 


 


In addition to this, though, there is a need to further develop a shared understanding of the 


role of the Council of Governors and how it relates to the Board and the wider organisation – 


and the ‘time out’ sessions will help to develop this.  Whilst the Council is a valuable pool of 


knowledge and expertise, the Trust has not yet found a consistent way of capitalising on this 


without blurring the boundaries with the responsibilities of the Board and its officers.  


The Council of Governors have so far not developed a strong representative voice in relation 
to their communities and membership constituencies, and there is a need to develop this 
responsibility 
 
In this first year of operation, the FT has not yet wanted to test the Code of Conduct for 


Governors, but there are signs of dissatisfaction amongst some Governors in relation to the 







lack of attendance of some of their colleagues.  There needs to be a more robust ‘holding to 


account’ on this basis.   


And finally, in line with the Board and its committees, the Council of Governors should 


undertake an effectiveness review, the outcome of which will help inform the required next 


steps.  
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Title 
 


 
Corporate Governance Statement  


 
Sponsoring Director 
 


 
Colin Scales, Chief Executive  


 
Authors 
 


 
Mel Wilson, Trust Secretary 


 
Presented by 
 


 
Christine Samosa, Director of People, Planning and 
Development 
 


 
Purpose 
 


In order to comply with both the new provider licence and the Risk 


assessment framework, the Annual Plan also includes a 


requirement for a Corporate Governance Statement (Appendix 1) 


This is a mandatory requirement which has to be submitted at the 


end of June 2015.  This is a forward looking statement of 


expectations regarding corporate governance arrangements over 


the next 12 months.  We need to be aware that “issues not 


identified and subsequently arising can be used as evidence of self-


certification failure”. The requirement for the completion of the 


Corporate Governance Statement is separate to the disclosure 


requirements of this FT Code of Governance. 


This is different from the Annual Governance Statement; that is a 


backward looking statement.  


The Corporate Governance Statement requires Board sign off.  It is 


here in draft for Board’s comments, but it is recognised that in the 


light of discussions in part 2 of the meeting, evidence may need to 


be strengthened in relation to section 4d.  Following discussion, it 


is proposed that an e-governance process takes place when the 


Trust Secretary returns from annual leave.  


 


 
Previously considered at 
 


 
Executive Management Team  


  


1 


4th June 2015  


103/15 iv 







Related Trust Objective/ 
Intentions 
 


All  


 
Patient Safety and Quality 
 


 
All  


 
Care Quality Commission 
Outcomes support by this 
paper 
 


 
All  


 
Related Risk 
 


 
All  


 
Legal implications/ 
regulatory requirements 
 


 
Fundamental to ongoing compliance with Trust’s provider 
licence conditions  


 
Finance and resources 
Impact assessment 
 


 
None  


 
Equality Impact 
assessment  
 


 
None  


 
Next steps 
 


 
Following final approval, the Corporate Governance 
Statement will be submitted to Monitor  


 
Recommendations 
 


 
Board is asked for its comments and approval in principle.  If 
required, final approval to be sought via e-governance 
approach 


 
Action required by the Board 
 
Approve  Assure     Note 
 


 


    







Corporate Governance Statement Person Responsible Response Risks and Mitigating Actions (TO BE COMPLETED EVEN WHEN WE RESPOND 'CONFIRMED')


The Board is satisfied that the Trust applies those principles, systems and standards of good 


corporate governance which reasonably would be regarded as appropriate for a supplier of 


health care services to the NHS. Mel Wilson CONFIRMED


As a new FT, our systems and standards of corporate governance 


have recently been reviewed.  We are undertaking a further review 


of the FT Code of governance to assure ourselves of our compliance 


(or ability to explain if we do not comply).  A Well led self 


assessment is planned for Q2 and 3 of 2015/16 to ensure we remain 


up to date


The Board has regard to such guidance on good corporate governance as may be issued by 


Monitor from time to time Mel Wilson CONFIRMED


Regular review of Monitor website takes place .  Trust Secretary 


participates in NHS Providers Company Secretaries Network and 


Northwest FT Secretaries Network which disseminate information.  


Chairman's report to the Board highlights new guidance as relevant 


on a monthly basis. 


The Board is satisfied that the Trust implements: 


(a) Effective board and committee structures;


(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff 


reporting to the Board and those committees; and


(c) Clear reporting lines and accountabilities throughout its organisation.


Mel Wilson CONFIRMED


Terms of reference for Board and committees recently reviewed and 


ratified at Board . Committee effectiveness is reviewed annually.  


Governance structures throughout the organisation are published 


and regularly updated.  Organisation structure is regularly reviewed 


and any changes are reported through Board. 


The Board is satisfied that the Trust effectively implements systems and/or processes:


(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and 


effectively;


(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s 


operations; 


(c) To ensure compliance with health care standards binding on the Licensee including but 


not restricted to standards specified by the Secretary of State, the Care Quality 


Commission, the NHS Commissioning Board and statutory regulators of health care 


professions;


(d) For effective financial decision-making, management and control (including but not 


restricted to appropriate systems and/or processes to ensure the Licensee’s ability to 


continue as a going concern); 


(e) To obtain and disseminate accurate, comprehensive, timely and up to date information 


for Board and Committee decision-making;


(f) To identify and manage (including but not restricted to manage through forward plans) 


material risks to compliance with the Conditions of its Licence;


(g) To generate and monitor delivery of business plans (including any changes to such plans) 


and to receive internal and where appropriate external assurance on such plans and their 


delivery; and


(h) To ensure compliance with all applicable legal requirements.


Mel Wilson CONFIRMED


 (a) Quality and Safety Committee and Finance and Investment 


Committee are the two key groups to oversee the efficiency, 


effectiveness and economy of the Trust's operations.  Clear 


governance structures from service level to the Board are in place.  


The monthly IPR reports performance metrics across the 


organisation


(b) Board and its committees receive regular and timely 


performance reports .  A clear accountability framework is in place 


to ensure that overview of performance takes place at all levels of 


organisation  


(c)The Trust has recently received its FT licence from Monitor and a 


full review of the conditions with which we muct comply was 


undertaken.  Ongoing monitoring of compliance is undertaken by 


Board and its committees


(d) The Finance and Investment committee provides scrutiny of the 


Trust's fiancial decision making, management and control.  The 


External Audit of annual report and accounts offers assurance that 


we meet our financial obligations 


(e) Board and committee reports, including the IPR, are 


comprehensive and timely


(f) The Board receives an annual confirmation that the Trust 


complies with the conditions of its licence


(g) Business plans are signed off by the Board and delivery is 


monitored through the organisation


(h) The Board has systems and processes in place throughout the 


organisation, through its officers, to ensure compliance with all 


applicable legal requirements 







The Board is satisfied that the systems and/or processes referred to in paragraph 5 should 


include but not be restricted to systems and/or processes to ensure:


(a) That there is sufficient capability at Board level to provide effective organisational 


leadership on the quality of care provided;   


(b) That the Board’s planning and decision-making processes take timely and appropriate 


account of quality of care considerations;


(c) The collection of accurate, comprehensive, timely and up to date information on quality 


of care;


(d) That the Board receives and takes into account accurate, comprehensive, timely and up 


to date information on quality of care;


(e) That the Trust, including its Board, actively engages on quality of care with patients, staff 


and other relevant stakeholders and takes into account as appropriate views and 


information from these sources; and


(f) That there is clear accountability for quality of care throughout the Trust including but 


not restricted to systems and/or processes for escalating and resolving quality issues 


including escalating them to the Board where appropriate.


Mel Wilson CONFIRMED


(a) The Executive and Non-executive directors together provide the 


skills knowledge and experienced required to ensure the 


organisation has the leadership it requires.  The two current non-


executive vacancies are being recruited and will strengthen the skill 


set available to the organisation


(b) Quality is the primary driver in the organisation's planning, as 


evidenced through the Trust's strategy and its plans 


(c) the Quality Management Group receives quality information 


from a range of sources across the organisation. in particular, this 


group scrutinises risks, incidents and complaints, and reveiws 


service improvement as well as receiving 'soft' intelligence via 


general managers. 


(d) The QMG reports to the Quality and Safety committee.  The 


quality dashboard is scrutinised on a monthly basis by the Quality 


and Safety Committee.  The Board has identified that further 


triangulation of complaints, risks and incidents against other 


performance data would be helpful, and although this is undertaken 


in part, we plan to develop the methodolgy for this further.


(e) The Trust undertakes a range of engagement with its 


stakeholders, through Patient Partners, via Health Watch etc.  The 


Listening into Action programme is a Trust wide staff engagement 


programme, and directors regularly undertake 'drop ins' to team 


meetings.  Non executive members of the Board take part in Qualtiy 


visits to services. 


(f) A clear accountability framework is in place.  A governance 


reporting system is in place.  The Board has an escalation framework 


in place to ensure that it is sighted on the risks and qualtiy issues 


throughout the organisation


The Board is satisfied that there are systems to ensure that the Trust has in place personnel 


on the Board, reporting to the Board and within the rest of the organisation who are 


sufficient in number and appropriately qualified to ensure compliance with the conditions 


of its NHS provider licence. Mel Wilson CONFIRMED


The Trust has recently undertaken a review of its senior structures 


to ensure that the organisation has the leadership it needs in the 


current environment. The workforce at all levels is regularly 


reviewed to ensure that quality is maintained at the same time as 


affordability is met.  All staff in the organisation have the 


appropriate qualifications for the role they are undertaking (or have 


a supported development plan in place) as confirmed through 


recruitment and PDR processes. 







Certification on AHSCs and governance


For NHS foundation trusts:


• that are part of a major Joint Venture or Academic Health Science Centre (AHSC); or


• whose Boards are considering entering into either a major Joint Venture or an AHSC.


The Board is satisfied it has or continues to:


• ensure that the partnership will not inhibit the trust from remaining at all times compliant with 


the conditions of its licence;


• have appropriate governance structures in place to maintain the decision making autonomy of 


the trust;


• conduct an appropriate level of due diligence relating to the partners when required;


• consider implications of the partnership on the trust’s financial risk rating having taken full 


account of any contingent liabilities arising and reasonable downside sensitivities;


• consider implications of the partnership on the trust’s governance processes;


• conduct appropriate inquiry about the nature of services provided by the partnership, 


especially clinical, research and education services, and consider reputational risk;


• comply with any consultation requirements;


• have in place the organisational and management capacity to deliver the benefits of the 


partnership;


• involve senior clinicians at appropriate levels in the decision-making process and receive 


assurance from them that there are no material concerns in relation to the partnership, 


including consideration of any re-configuration of clinical, research or education services;


• address any relevant legal and regulatory issues (including any relevant to staff, intellectual 


property and compliance of the partners with their own regulatory and legal framework);


• ensure appropriate commercial risks are reviewed;


• maintain the register of interests and no residual material conflicts identified; and


• engage the governors of the trust in the development of plans and give them an opportunity 


to express a view on these plans. CONFIRMED/NOT CONFIRMED


Training of Governors  







The Board is satisfied that during the financial year most recently ended the Trust has provided 


the necessary training to its Governors, as required in s151(5) of the Health and Social Care Act, 


to ensure they are equipped with the skills and knowledge they need to undertake their role. CONFIRMED/NOT CONFIRMED
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1 PURPOSE OF THE PAPER 


 
This paper is to provide assurance that the staffing on the Newton in-patient Unit 
through the month of April was safe and meeting the needs of the patients on the in-
patient unit. 
 
The safe staffing is based on the NICE “Safe staffing for nursing in adult 


In-patient wards in acute hospitals, guideline 1, July 2014.”  
 
Monthly submission to NHS England is in process and this will be shared via the 
Quality Management Group and will be reported in the Board’s Integrated 
Performance Report. 
 
2 IN-PATIENT UNIT   STAFFING  


 
2.1 Staffing Submission 
 


April 2015 
 


Day Night Day Night 


Registered 
midwives/nurses 


Care Staff 
Registered 


midwives/nurse
s 


Care Staff 


Average 
fill rate - 


registered 
nurses/mi


dwives  
(%) 


Average fill 
rate - care 
staff (%) 


Average fill 
rate - 


registered 
nurses/midwi


ves  (%) 


Average 
fill rate - 


care staff 
(%) 


Total 
monthly 
planned 
staff hours 


Total 
monthly 
actual staff 
hours 


Total 
monthly 
planned 


staff hours 


Total 
monthly 


actual staff 
hours 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 
actual 
staff 


hours 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 
actual 
staff 


hours 


1792.5 1785 2250 2287.5 713 690 690 747.5 99% 101% 100% 108% 


 


 


There is a daily process that reviews the staffing requirement for the ward in 
reference to the dependency and need of the patients.  Patients who require more 
support to have their needs met are reviewed to establish if these needs can be met 
within the planned staffing or whether more staff are required. 
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Average fill rate for registered nurses (99%) days 
 


7.5 hours (1 shift) fewer of RGN cover for days was reported for April this was due to 
vacancies and difficulties in obtaining agency cover to fill this shift.  
The shifts that were short were reviewed on each occasion by the ward manager or 
team leader and risk assessed. No incidents were related to these shifts having fewer 
than planned hours on shift and there were no red flags submitted by the ward for 
the month of April. 
 


Average fill rate for care staff (101%) days 
 


In April 37.5 hours (5 shifts) of additional care hours where provided during the day 
and 57.5 hours ( 5 shifts) of additional were used during days. This was due to 
patient need and additional cover required to escort patients off site to medical 
appointments when relatives were not available to accompany them.  
 


Average fill rate for care staff (108%) nights 
 


In April we had 3 patients that had DOLS, the ward experienced a higher than usual 
cohort of dementia/confused patients that required one to one care. We absorbed 
the pressure during the day however at night time it was difficult, as such staffing 
levels were increased to ensure patient safety was maintained. 
 
2.2 Monthly Comparison of Fill Rates 
 


2015 
 


Safer 
Staffing 


KPIs 


April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 


Average fill 
rate - 


registered 
nurses  (%) 


(Day) 


           


 


99%            


Average fill 
rate - care 
staff (%) 


(Day) 


           
 


101%            


Average fill 
rate - 


registered 
nurses  (%) 


(Night) 


           
 


100% 
 


           


Average fill 
rate - care 
staff (%) 
(Night) 


           
 


108%            
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2014 
 


Safer 
Staffing 


KPIs 


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 


Average fill 
rate - 


registered 
nurses  (%) 


(Day) 


  


       
        


  101.0% 105.6% 101.5% 100.5% 106.9% 96.5% 99.2% 93.0%  95%  89%  95%  


Average fill 
rate - care 
staff (%) 


(Day) 


  
       


        


  101.1% 100.3% 106.5% 99.7% 103.7% 103.2% 100.3% 101%  99%   97% 104.
5%  


Average fill 
rate - 


registered 
nurses  (%) 


(Night) 


  
       


        


  100.0% 100.0% 104.8% 100.0% 101.7% 100.0% 101.7% 101.6%
  


 100%  100% 103
%  


Average fill 
rate - care 
staff (%) 
(Night) 


  
       


        


  101.5% 108.3% 108.1% 103.2% 105.0% 106.5% 120.0% 138.7% 116%  93%  100
%  


 
 
3 INCIDENTS LINKED TO STAFFING RATIO 


 
To provide operational assurance of this an audit process has been developed on the 
unit. The process is every incident is reviewed by the ward manager and compared 
to the staffing spread sheet to establish any links with staffing levels/agency usage to 
identify if there was a link to the cause of the incident. 
 


In the month of April there no incidents that showed correlation to deficits in the 
staffing spread sheet. Please refer to the Newton dashboard in the Integrated 
Performance Report for more information of incidents. 
 
4 PLANNING 


 
4.1 Recruitment  
 
The ward manager forecasts staffing issues three months in advance, the turnover of 
staff will be factored in to the impact on safe staffing levels on the unit. All vacancies 
are actively being recruited to and the board will continue to be kept appraised of 
staffing.  
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4.2 Strategy 


The newton hospital management team has met with the St Helens CCG to develop a 
vision and strategy for the hospital, this is intended to replace the current Newton 
Action plan and will incorporate plans to redesign the staffing model. 


The executive management team will oversee the redesign in collaboration with the 
CCG over the next six months. 


5 RECOMMENDATIONS 
 
The Board is asked to accept this paper as assurance that during April the staffing 
levels on the in-patient unit at Newton were safe 
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Impact assessment 
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The integrated performance report has been developed to provide the Trust Board with assurance that the quality of services being delivered is being carefully monitored 
and that improvement measures are being identified and implemented where required.  It 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 any exceptions associated with Trust performance and identifies reasons for the performance exception outlining mitigating actions and 
any associated risk to the organisation or patient experience. 
 


Strategic Focus, Aims and Goals 


 To provide excellent, timely and personal healthcare close to patients homes, ensuring that services are tailored to meet patient needs. 


 To work with local communities and strategic partners to ensure that integrated services are designed and implemented which improve access, reduce health 
inequalities and promote health and wellbeing. 


 To ensure that the organisation has long-term financial viability and sustainability, is well governed and is accountable to the communities that it serves for the 
services delivered. 


 To invest in the development of staff to ensure that they have the skills required to deliver high quality and safe services to the communities served. 
 
High Level Summary Table 


 Surplus (YTD) EBITDA Staff (WTE) 
Activity 
(YTD) 


SUIs 
Patient Experience 


Plan (42) (215) 2630.99 
One borough is outside of 


threshold. Wigan (red) 


2 95% 


Actual 312 186 2631.35 3 98.83% 


Variance 354 401 -0.36 +1 +4% 


*Key -  blue - favorable position. red - adverse position. 
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Quality  
There are 42 indicators with a RAG status relating to the Trust Scorecard in respect of quality.  Of these, there are two indicators in month where performance is below 
target –  one relating to the SUIs and one relating to Newton Community Hospital dashboard. 
 
Serious Untoward Incidents (page 20) 
Three SUIs were reported in April 2015, all three were from within the Adult Services Directorate.   Two were linked to pressure ulcers and one connected with a delayed 
diagnosis in the OOH service.  Action has been taken in relation to all of these incidents, and lessons learned will be shared across the Trust and will be routinely reported 
through the Quality Management Group and the Quality and Safety Committee. 
 
Incidents (page 25) 
The Trust continues to support staff in the process of identifying, reporting and managing incidents.  In April the Trust reported 360 incidents, whilst this is 11% more than 
the same reporting period in 2014, high impact patient safety incidents reduced by 12% and low impact patients safety incidents increased by 8, this is considered and early 
indication of a positive trend 
 
Newton Hospital (page 26) 
Newton Hospital continues to report using the dashboard and this month the report shows four red indicators. Further details can be found within the report. 
 
Health Visiting Modernisation Programme; A Call to Action (page 34) 
Bridgewater reports an under performance against the March 2015 trajectory by 15.52wte for employed Health Visitors which is mainly attributable to staff turnover and 
competition amongst trusts for this staff group.  A breakdown by borough is included in the main body of the report along with the actions being implemented by the Trust 
to reach the full trajectory. 
 
Contractual Performance 
There are 18 indicators on the Trust Scorecard that cover contractual performance. Four of these indicators are showing a below target performance for April. One relating 
to the OOHs standards, one relating to diagnostic breaches, one relating to activity variance from target,  and one relating to Key Performance Indicators. 
 
Out of Hours Standards (page 39) 


Warrington 
The Warrington Out of Hours Service reports full compliance against the 17 applicable standards. 


 
Wigan 
Of the 20 applicable indicators, the service reports full compliance with 14 standards, partial compliance with four standards and non-compliance with two standards. 
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DNAs (page 39) 
The Bridgewater DNA rate for April is 3.66% however the Wigan CCG facing services report a within-month DNA rate of 5.68% against a target of 5%, this is a decline of 
0.37% in month.  
 
Activity (page 40) 
In April, the Wigan borough services report underperformance of 14.48%  against a +/-5% tolerance,  the largest contributors to this figure are District Nursing, District 
Nursing Out of Hours and School Health.  Further details can be found within the main report. 
 
KPIs (page 42) 
At the end of April the Bridgewater aggregated figure was 78.10%. 
 
 
Human Resources Performance 
There are 10 indicators with a RAG status for April covering Human Resources on the Trust Scorecard.  Of these, four show a below target performance.  One relates to new 
starters attending induction, one relates to mandatory training and two relate to sickness absence.  
 
Induction (page 50) 
At the 30th April 2015, there was a slight decrease in compliance from 98.90% to 97.77% against a target of 100%. 
 
Statutory, Mandatory and Safeguarding Training (page 50) 
The current rate of compliance is 87.44% which is a decrease from 88.32% in March against a target of 100%. 
 
Sickness absence (page 52) 
Performance against this indicator and target of 3.78% continues to be challenging. The Trust sickness absence (actual) for the month of April was running at 5.46%, a 
decrease of 0.58% when compared to March.  The Trust sickness absence rate (rolling) was 5.74% which is an increase from March (5.68%). 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. The 
Interim Director of Operations and Director of People, Planning & Development meet with Service Managers who have absence rates of over 5%.  They will be conducting a 
full review of absence cases in April. 
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Financial Performance (page 57) 
The cash balance at the end of April was £3.684m. This continues the Trusts record of maintaining at least ‘10 days operating expenses’.  
  
BPPC performance was behind the 95% target at 85% (previous month - 80%) for volume of invoices paid and 61% (previous month - 80%) for value of invoices 
paid.  
 
The Trusts capital expenditure for the month was £0.3m against a plan of £0.2m. 
 
The Trust’s total equity has decreased by £0.312m reflecting a YTD deficit of £0.312m. 
 
 
Monitor Compliance/Monitor Risk assessment Framework (page 32) 
Due to Bridgewater achieving Foundation Trust status on the 1st November 2014 the ongoing NTDA Oversight self-certification and monthly declarations have ceased from 
month 6 (September). 


Monitor will expect systems and processes to be in place to ensure that national standards for access to health care services can be collected and submitted as required. 
Since November 2014 Bridgewater was expected to submit data on a quarterly basis against the community based objectives.  


 
Remaining Indicators 
Bridgewater is compliant with all remaining indicators and are green status rated.
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Trust Scorecard 


The Trust scorecard presents a compendium of Key Performance Indicators (KPIs) 
that measure achievement of Bridgewater's objectives. The scorecard has four 
sections: 
 


 Quality 


 Contractual Performance 


 Human Resources 


 Finance 


Each section has its own KPIs, broken down into the CQC’s key domains as our 
Quality Statements: 


  


 We are safe 


 We are effective 


 We are caring 


 We are responsive 


 We are well led  


 
Each of the KPIs having a target (or threshold), current month and year to date values, a performance arrow showing either better or worse performance than the previous 
month, and also a trend line. Performance against target is also colour coded as either red, amber or green, with the colour category thresholds having been defined by the 
responsible director.  


 
   


 
 


 
 
 
 
 
 
 
 
 
 


Key    


 No data for the period, or no target set/agreed  Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 


 


Indicator Director Month Target
Performance 


in month
YTD Trend


Description of 
the KPI 


Responsible 
Director 


Value for current 
month 


Better or worse than 
previous month 


Target value (or 
threshold) 


Year To Date value 
(cumulative) 


YTD month on 
month trend 
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Key    


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


 Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 
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Key    


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


 Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 
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Key    


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


 Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 


 


Key    


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


 
Improved performance from 
last month 


 
N/A  


Same performance as last 
month 


 
Target being met  


Worse performance than last 
month 


 Performance within 
threshold 


* Monitor indicator 


 Target not being met 
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Key    


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


 Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 
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Key    


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


 
Improved performance from 
last month 


 
N/A  


Same performance as last 
month 


 
Target being met  


Worse performance than last 
month 


 Performance within 
threshold 


* Monitor indicator 


 Target not being met 


 


Key    


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


 
Improved 
performance from last 
month 


 
N/A  


Same performance as 
last month 


 Target being 
met 


 
Worse performance 
than last month 


 Performance 
within 
threshold 


* Monitor indicator 


 Target not 
being met 
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Key    


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


 Improved performance from last month 


 N/A  Same performance as last month 


 Target being met  Worse performance than last month 


 Performance within threshold * Monitor indicator 


 Target not being met 
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In this section, the overall performance for the Trust for the quality indicators has been summarised, illustrating where the Trust did not achieve the required performance 
within the month (or a specific directorate that is significantly under-performing/over-performing), the indicator goal and any mitigating actions plans have been included. 
 


Bridgewater Indicators which met their Bridgewater monthly targets but not at at directorate level Targets 


Key Indicator Description Target Bridgewater Adult Child Specialist Corporate Red Amber Green 


% of Patient Safety Incidents Near Miss Impact Level 0 Above borough target 13.19% 5.63% 36.36% 44.44%   < 10% of Target < or within 10% >= Target 
 


Bridgewater Indicators which met their Bridgewater monthly targets but not at a borough level     Targets 


Key Indicator Description Target Bridgewater ALW St Helens Halton WARR Dental Corporate Prisons GPs (Willaston) Red Amber Green 


% Of Incidents Low Impact Level 1-2 Above target 82.42% 82.35% 93.10% 75.00% 82.35% 50.00% N/A 
 


N/A 
< 10% 


of 
Target 


< or 
within 
10% 


>= 
Target 


% Of Incidents Near Miss Impact Level 0 Above target 13.19% 17.65% 3.45% 20.83% 5.88% 50.00% N/A 
 


N/A 
< 10% 


of 
Target 


< or 
within 
10% 


>= 
Target 


 


Bridgewater Indicators which did not meet their Bridgewater monthly targets by directorate   Targets 


Key Indicator Description Target Bridgewater Adult Child Specialist Corporate Red Amber Green 


Complaints  under review 4 1 1 2 0 > 0 
 


= 0 


Patient Safety Incidents 
 


91 71 11 9 0 
   


SUIs (attributed to Bridgewater) = < 2 3 3 0 0 0 > 2 
 


= < 2 


Pressure ulcers = < 2 2 2 0 0 
 


> 2 
 


= < 2 


Number of RED rated areas on the Newton dashboard 0 4 4 
   


> 0 
 


= 0 
 


Bridgewater Indicators which did not meet their Bridgewater monthly targets by borough     Targets 
Key Indicator Description Target Bridgewater ALW St Helens Halton WARR Dental Corporate Prisons GPs (Willaston) Red Amber Green 


Complaints  under review 4 0 1 1 2 0 0 
 


0 > 0 
 


= 0 


Pressure ulcers = < 2 2 1 0 1 0 
    


> 2 
 


= < 2 


Patient Safety Incidents 
 


91 17 29 24 70 17 0 
 


0 
   


Number of RED rated areas on the Newton 
dashboard 


0 4 
 


4 
      


> 0 
 


= 0 
 


Note: Pressure Ulcers and other SUIs are exceptional by nature and will therefore continue to be reported in these tables even when monthly values are below threshold 
 


Key  Red   Target not being met 


 Green   Target being met Grey   data not available, or no target set 


Amber   performance within threshold   Not applicable 
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Complaints 


There were four complaints in April, one in St Helens (District Nursing), one in Halton (Midwifery) and two in Warrington (Offender Health) The categories for complaints 
were regarding all aspects of clinical treatment (3) and  failure to follow agreed procedures (1). 
 
Summary of the complaints:  A more detailed summary of complaints is provided separately for the information of the Board. 
 


Specialty Category Details of complaint Date Received Investigated By 


Midwifery/ 
Health Visiting 
 
Halton 


A08 All Aspects Of 
Clinical Treatment 


Complaint regarding concerns initially raised with service re baby not having bowel 
movements after child's birth and being reassured  that there was nothing to worry about.  
Subsequently as child's symptoms did not resolve.  


02/04/2015 Head of 
Midwifery 
Health Visiting  
Children’s 
Services 


Offender Health 
 
Warrington 


A08 All Aspects Of 
Clinical Treatment 


Complaint regarding lack of care/treatment from service on requesting assistance/ 
medication for back problem/pain. 


01/04/2015 Health Services 
Manager 
Specialised 
Services 


Offender Health 
 
Warrington 


A08 All Aspects Of 
Clinical Treatment 


Complainant states that to date has been refused correct medication and is questioning 
member of staffs decision re pain relief. 


13/04/2015 Health Services 
Manager 
Specialised 
Services 


District Nursing 
 
St Helens 


A18 Failure To 
Follow Agreed 
Procedures 


Complaint made on behalf of mum who is recently home from a stay at the hospice.  
Member of D/N staff gained access to patient's home via the key safe but failed to return 
the front door key. 


22/04/2015 Clinical 
Manager 
Adult Services 
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Serious Untoward Incidents  


All Root Cause Analysis (RCA) investigations are underway and, at the time of the report, are within the 45 working day schedule for completion and reporting back to the 
commissioners.  
 
Findings from RCAs into Pressure Ulcer SUIs are incorporated into the overarching Pressure Ulcer Action Plan and reviewed by Quality Management Group.  Where 
appropriate, opportunities for improvement are submitted to the Lessons Learned Group and disseminated internally trust wide.  The Pressure Ulcer Action Plan is under 
review, all actions are being addressed via directorates and the Care Indicator Tool for Pressure Ulcers will be the monitoring tool of our performance against pressure ulcer 
care in 2015/16. This will be shared with our commissioning CCGS. 
 


Directorate  Borough  Specialty  Details of SUIs in April 2015 (Current Reporting Month)  Date 
Reported 
as SUI  


Attributable 
to 


Adult Wigan District Nursing STEIS 2015/14101, Ulysses 19249  reported 31-Mar-15, Pressure Ulcer grade 3 
 


20-04-15 Bridgewater 


Adult Wigan GP Out of Hours STEIS 2015/14283, Ulysses 19484  reported 20-Apr-15, Delayed Diagnosis 
 


21-04-15 Bridgewater 


Adult Halton District Nursing STEIS 2015/12135, Ulysses 19102  reported 17-Mar-15, Pressure Ulcer Grade 4 
 


01-04-15 Bridgewater 


 
 
Update Status of March 2015 SUIs 
 


Directorate  Borough  Specialty  Details of SUIs in March 2015  Date 
Reported 
as SUI  


Attributable 
to 


Adult St Helens District Nursing STEIS 2015/8603, Ulysses 18345 reported on 06-01-15, Pressure Ulcer grade 4, RCA 
completed and submitted to the CCG for review and feedback  
Patient developed wounds primarily due to the deterioration of their existing condition, 
the investigation recommended improved communication with patient/relatives 
regarding wound healing, and improved clinical record keeping/updates between 
different disciplines i.e. TVNs and District Nursing. 
 
 


05-03-15 Bridgewater 
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Directorate  Borough  Specialty  Details of SUIs in March 2015  Date 
Reported 
as SUI  


Attributable 
to 


Adult Wigan District Nursing / 
Podiatry 


STEIS 2015/8214, Ulysses 18754 reported on 13-02-15, Pressure Ulcer grade 4, RCA 
completed and submitted to the CCG for review and feedback 
Patient developed wounds due to a combination of deterioration of existing condition, 
non-compliance with some advice, and delays in provision of equipment.  
Recommendations included review of process to follow up equipment orders and to 
review record keeping audit findings due to record keeping issues encountered. 
 


03-03-15 Bridgewater 


Adult St Helens District Nursing STEIS 2015/11588, Ulysses 18998 reported on 27-03-15, Pressure Ulcer Grade 3, RCA 
underway and due on 04-06-15  
 


27-03-15 Bridgewater 


Adult Halton District Nursing STEIS 2015/9453, Ulysses 19030 reported on 11-03-15, Pressure ulcer grade 3, RCA 
underway and due on 01-06-15  
 


11-03-15 Bridgewater 


Adult St Helens District Nursing STEIS 2015/11606, Ulysses 19120 reported on 18-03-15, Pressure Ulcer Grade 3, RCA 
underway and due on 04-06-15  
 


27-03-15 Bridgewater 


Adult St Helens District Nursing STEIS 2015/11586, Ulysses 19147 reported on 20-03-15, Pressure Ulcer Grade 3, RCA 
underway and due on 04-06-15  
 


27-03-15 Bridgewater 


Adult Wigan District Nursing STEIS 2015/11532, Ulysses 19167 reported on 24-03-15, Pressure Ulcer Grade 3, RCA 
underway and due on 03-06-15  
 


26-03-15 Bridgewater 


Adult St Helens District Nursing STEIS 2015/11583, Ulysses 19164 reported on 22-03-15, Pressure Ulcer Grade 3, RCA 
underway and due on 04-06-15  
 


27-03-15 Bridgewater 


Adult Wigan District Nursing STEIS 2015/11448, Ulysses 19168 reported on 23-03-15, Unexpected Death, RCA 
underway and due on 24-06-15  
 


26-03-15 Bridgewater 
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Update Status of February 2015 SUIs 
 


Directorate  Borough  Specialty  Details of SUIs in February 2015  Date 
Reported 
as SUI  


Attributable 
to 


Adult Wigan District Nursing STEIS 2015/6400, Ulysses 18409 reported on 12/01/15, Pressure Ulcer grade 4, RCA 
completed and submitted to the CCG for review and feedback 
Pressure relieving equipment and turning regime were not put in place on detection that 
the patient was high risk and a Grade 2 ulcer had developed, which later deteriorated.  
Grade 2 ulcer was not entered as an incident onto Ulysses. 
 


18-Feb-15 Bridgewater 


Adult Wigan District Nursing STEIS 2015/6404, Ulysses 18481 reported on 19/01/15, Pressure Ulcer grade 3, RCA 
completed and submitted to the CCG for review and feedback 
Patient developed wounds due to a combination of their deteriorating existing condition, 
poor mobility, non-compliance with advice and self-discharge from a care home back into 
the community reducing suitable discharge planning with the care home.  Equipment 
was not in place due to this and there were delays from Local Authority Equipment 
Stores. Some standard assessments do not appear to have been documented and 
communication between the care home, GP, and community staff may have been 
improved. 
 


18-Feb-15 Bridgewater 


Specialised Wigan Learning 
Disability 


STEIS 2015/7593, allegation against HC Professional, RCA completed and submitted to 
the CCG for review and feedback 
Staff admitted acting unprofessionally and recommendation to line manager to consider 
disciplinary process that has now taken place, and took into account their admission, 
apology, no harm or contact with patient, and no Safeguarding issues being raised. 
 


26-Feb-15 Bridgewater 
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Maternity Dashboard  


Bridgewater developed a dashboard during 2013/14 in order that its community midwifery services could assess performance to drive improvement against a set of 
community resonant indicators.  
 
Definitions are included as appendix 1. 
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Incidents 


There were 360 incidents reported in April 2015, 37 (11%) more that April 2014, but more incidents may yet be recorded for April 2015.  Risk Management Seminars, 
including those for incident reporting are part of a continual programme and aim to improve incident reporting and accuracy of data recording and management.  There are 
two incident-related seminars per month scheduled until March 2016. 


 
There were no Major or Catastrophic incidents reported in April 2015. 
 
There were 4 incidents that met Duty of Candour criteria:  


 Patient Safety Incidents categorised as 3 Moderate, 4 Major, or 5 Catastrophic 


 Patients/relatives were correctly recorded as having been appropriately informed that an incident had been raised as a result, and 


 an offer made for their involvement in the investigation 
 


There were no incidents that appeared to be a breach of the Duty of Candour process having been recorded in April i.e. incidents meeting the above criteria but the 
patient/relatives were not informed. 
 
The top three Patient Safety Incident cause groups for April 2015 were:  


Cause Group :   Number  


Pressure Ulcers                  28 


Medication and Vaccines 20 


Slips, Trips, Falls 16 


 
The ratio of High Impact (3 Moderate, 4 Major, or 5 Catastrophic) Patient Safety Incidents reduced by 12% compared to April 2014/15 and the ratio of Near Misses 
increased by 4%.  Low impact Patient Safety Incidents increased by 8%, but this was only 2 incidents.  Decreasing ratios of High Impact Patient Safety Incidents and 
increasing Low Impact and Near Misses is a positive trend in Patient Safety Incident statistics. 


 
Utilising actual figures from 2014/15 as the threshold, in April 2014 there were two Grade 3 or 4 Pressure Ulcers submitted as SUIs that developed or deteriorated while 
under the care of Bridgewater services; in April 2015 there was an actual amount of two.  Utilising actual figures from 2014/15 as the threshold, in April 2014 there were 
two incidents (including pressure ulcers) submitted as SUIs; in April 2015 there was an actual amount of three. 
 
All pressure ulcers are now routinely reviewed by the Tissue Viability Nurses for each of the boroughs, this will provide consistency in the reporting and grading of pressure 
ulcers to improve patient outcomes. 
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Newton Community Hospital 


Newton Community Hospital is a 30 bedded purpose built inpatient intermediate care unit. The service provides an inpatient intermediate care service to the residents of St 
Helens or any person registered with a St Helens GP. The service receives referrals from acute and community settings to provide rehabilitation and recovery from episodes 
of ill health. 
 
A bespoke dashboard has been developed to enable Newton Hospital to collect specific performance data, which will allow the identification of shortfalls and develop 
mitigating action plans when required. It will also provide additional assurance to the Senior Management Team and Board.  
 
The commentary corresponds to both the year to date and any in month positions. 
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Issue Indicator Goal Actions or Comments 


VTE Screening Percentage =  93.1%  100% Relates to two patients who were on the unit for less than 24 hours .Both patients 
had first part of VTE screening completed and further medical review and risk 
assessment has to be completed within 24 hours of admission.  As those two 
patients were on unit for less than 24 hours (one due to self-discharge, one 
required reduced treatment of oral as opposed to IV antibiotics) the service was 
unable to complete full screening. The initial screening didn’t indicate any 
concerns, both patient were low risk and ambulant, both went home and 
required no follow up in relation to VTE prophylaxis. 
 
All patients who were on the unit for longer than 24 hours received a full VTE risk 
assessment. The unit will continue to ensure that a VTE risk assessment is 
completed for all patients within 24 hours of admission. 


Incidents resulting in harm to the patient = 10 
 


<10 There were 10 falls related  incidents:  


 7 resulting in minor harm and 


 3 resulting in no harm 
 
All incidents have been investigated by the ward manager and whilst there are no 
particular trends, lessons have been identified. 
 
Falls activity continues to reduce overall over the last 12 months although there 
was a slight increase in April due to: 


 an increase in dementia patients admitted 


 an increase of patients admitted from the community compared to recent 
months requiring sub-acute care rather than traditional step down 
medically discharged acute patients 
 


95% of patients had been assessed as high risk of falls, three patients had DoLs in 
place, falls technology and frequent risk assessments continue to be undertaken.  
 
The Ward is participating in a national falls safety programme which promotes a 
culture of zero tolerance to falls. This is expected to complement the work 
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already undertaken and reduce the incident of falls further. 
 
The Ward continues to actively promote incident reporting to enable an open and 
honest culture which is blame free where clinical standards can continuously 
improve as the team learn from mistakes and near misses 


Sickness Absence Rate (Rolling) = 6.82% 
Sickness Absence Rate (Month) = 12.75% 


<=3.3% 
 


Short term sickness remains within threshold. 
 
Currently the high percentage of long term sickness is due to long term 
conditions. All absence is managed in line with the managing attendance policy 
with human resources and occupational health support. All return to works and 
triggers applied in a timely manner. Welfare visits/meetings completed on a 
regular basis with staff on long term sickness to look at support to enable a 
quicker return to work where appropriate and consideration of amended duties 
where possible. 
 
As the majority of sickness is long term, this enables the ward to plan and cover 
shifts by using regular agency staff including block booking and using existing staff 
by doing overtime or working flexibly. There has been no patter of incidents 
related to using the temporary staffing observed however this is closely 
scrutinised on a daily basis by the Ward Manager and Clinical Manager, no Red 
flags have been raised as per red flag procedure recommended by Nice 
Guidance.  
 
In the rare event that there has been a deficit between actual against planned 
staffing levels, staff have worked longer shifts to cover busy periods of the day or 
used other existing resources such as Outreach and the Ward Manager as per 
business continuity plan to ensure safe staffing levels are maintained. 
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NHS Safety Thermometer 


Indicator Goal 
The NHS Safety Thermometer measures the four harms; pressure ulcers, falls, catheter associated urinary tract infections and blood clots and every month provides a 
composite measure of Harm Free Care.  The Trust uses this information to measure patient safety improvement over time and on a month by month basis, through the 
introduction of safety days, facilitate improved patient care on an individual basis identifying trust wide lessons learnt. 
 
Background 
Data from national research studies and other reliable sources indicate that approximately 10% of patients are harmed during their healthcare experience. Overall, this 
suggests that 900,000 patients per year experience some harm while receiving healthcare with an estimated impact on healthcare spend of approximately £1 billion per 
year.  
 
The Department of Health chose to introduce a national CQUIN which incentivises the collection of data on patient harm using the NHS Safety Thermometer (developed as 
part of the QIPP Safe Care national work stream) to survey all relevant patients in all relevant NHS providers in England one day each month. 
 
The monthly submissions allow Bridgewater to benchmark themselves against the national average. 
The graphs below show the percentage of patients meeting New Harm and Old Harm indicators from the sample size taken on one day. 
 


 New Harms: defined as harm caused by Bridgewater Services during this episode of care. 


 Old Harm: defined as harm caused by other health providers prior to referral to our services and/or Harm previously caused by Bridgewater Services. 


 Harm free : defined as Harm free - the percentage of people seen, on the sample day, who had not received “Harm” whilst accessing Services across the Health Economy 
 
 
Sample Size 
The monthly sample size varies each month dependant on the number of patients seen on the collection day. Since commencement of the national audit Bridgewater’s 
minimum sample was 940 (April 2014) and maximum was 1599 (December 2012). 


Bridgewater Sample 
Size 


May - 14 Jun- 14 July- 14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 


981 1194 951 970 1134 1044 981 1085 966 1050 964 1024 
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April 2015 


Percentage All Harms - Bridgewater at 4.24 % is 1.98% below (better than) the national average of 6.22% within month for All Harms.  


Percentage New Harms - Bridgewater at 2.16% is 0.2% below (better than) the national average of 2.36% for New Harms caused within month. 


Percentage All Harms and New Harms- compared month on previous month 


Bridgewater saw a decrease of 0.74% in its percentage of All Harms during April, as well as an increase of 1.12% in its percentage of New Harms. 


The data collected is point prevalence data and anonymised. At team level individual cases, with two or more or new harms, are discussed with the team leader at the point 
of collection, to ensure appropriate clinical care  has been provided. Exceptions are reported to service manager. 
 


 


 All harms: is an amalgamation of both new harms and old harms.  
 New Harms: defined as harm caused by Bridgewater Services during this episode of care.  


Old Harms: defined as harm caused by other health providers prior to referral to our services and/or Harm previously caused by Bridgewater 
Services. 


Bridgewater - Percentage of harms 
(New /Old) month on month 


Mar-15 Apr-15 


New Harms 1.04% 2.16% 


All Harms 4.98% 4.24% 


Sample Size 964 1204 
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Update on Open and Honest 


The Trust continues to report monthly in line with the national reporting schedule.  As a Community Trust, Bridgewater is requested to report pressure ulcers within the 
reporting month.  
 
The information in the report is presented in three key categories:  safety, experience and improvement.  Bridgewater is required to publish the data in a set format:  this 
can be found on the Bridgewater website. 
 
The data is also published on NHS Choices website to enable the public to access the Trust data in relation to the key categories. 
 


 


 


Monitor Compliance/Monitor Risk Assessment Framework 


Due to Bridgewater achieving Foundation Trust status on the 1st November 2014 the ongoing nTDA Oversight self-certification and monthly declarations have ceased from 
month 6. 


Monitor 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. Monitor will incorporate performance against a number of these standards in their assessment of the overall governance of Bridgewater going forward as a 
Foundation Trust.  


Monitor will also assess Bridgewater’s ability to meet certain requirements of the NHS Outcomes Framework using a limited set of national measures of access and 
outcome objectives as part of the assessment of governance at NHS foundation trusts. The Outcomes Framework covers objectives for acute services, mental health, 
community and ambulance activities.  


Since November 2014 Bridgewater has been expected to submit data on a quarterly basis against the community based objectives, however the information will be 
collected and contained within the Integrated Performance Report on a monthly basis to ensure internal assurance and mitigation if required. 


The second submission to Monitor as an end of Quarter 4 return was submitted to Monitor in line with their reporting timeframe. The table below illustrates a final Quarter 
4 position, April as in month position, and a Quarter 1 position to date. 



http://www.bridgewater.nhs.uk/aboutus/openandhonestcare/
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All cancers: 31-day wait from diagnosis to first treatment 


There was one breach of this target of six days. Following receipt of referral, in line with current practice, the patient was offered multiple appointments which were initially 
declined.  Once the patient engaged with the service, first assessment was undertaken within timescale. Following intervention, it was established that an onward referral 
to another provider was required. This was undertaken at 37 rather than within 31 days due to delays within the service. 


 


Safer Staffing 


Bridgewater is required to publish data in relation to the inpatient unit at Newton Hospital.   To date there is no national benchmark tool to benchmark community services, 
staffing levels and NICE is only due to potentially publish guidance on community staffing in 2017. 
  
The team at Newton uses guidance from tools recommended by the Chief Nursing Officer for England in NHS England’s recent publication on nurse staffing – “How to 
ensure the right people, with the right skills, are in the right place at the right time” (November 2013) in relation to patient acuity and the RCN Guidance on Safe Nurse 
Staffing Levels in the UK (RCN 2010) which looks at trained staff to patient ratio.  
  
The board will continue to receive monthly reports on Newton staffing levels via the Newton dashboard and via exception reporting.  The Trust continues to submit the 
required data monthly to NHS England and has a dedicated website page as required. 
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Health Visiting Modernisation Programme; A Call to Action 


 


Issue Indicator Goal Action 


Bridgewater reports under performance against 
March 2015 trajectory numbers  (208.3wte) for 
employed Health Visitors. 
 
All boroughs are currently reporting a shortfall 
against the March 2015 position: 


 Halton borough falling short of the 36.0wte 
trajectory by 4.62wte. 


 St Helens borough falling short of the 
43.9wte trajectory by 3.84wte. 


 Warrington borough falling short of the 46.4 
trajectory by 3.81wte. 


 Wigan borough falling short of the 82wte 
trajectory by 3.25wte. 


In line with this national initiative, 
the Trust is required to meet the 
growth in Health Visitor numbers; 
reaching 208.3wte by March 
2015. 


 
 
 
 


The following actions are underway to ensure the trajectory is met: 
 
On-going proactive recruitment: 


 Rolling advert with NHS Jobs. 


 Borough specific recruitment drives. 


 Recruitment to Health Visitor “bank”. 


 5.9 have been recruited and awaiting May/June start date. 


 Interviews held on 7/8 May 2015, all vacant posts now offered. 
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Friends and Family Test  


The Friends and Family Test (FFT) is now a mandatory requirement for all NHS Trusts including Bridgewater.  From January 2015 NHS England legislation states that all 
patients should have the opportunity to provide feedback of the care or treatment received, via the FFT.  Bridgewater services use the Talk to Us survey questionnaires to 
seek patient feedback, which includes the Friends and Family Test question “How likely are you to recommend our service to friends and family if they needed the same 
care or treatment”  The survey also asks patients and carers how they feel about their experiences with the services.   
 
The new FFT requirements are that the Net Promoter Score will no longer be used and the results are now calculated as a percentage of all respondents who would 
recommend the service and the percentage that would not recommend. 
 


Would recommend (%): 
Extremely likely + likely ÷ total number of responses x 100 
 
Would not recommend (%): 
Extremely unlikely + unlikely ÷ total number of responses x 100 


 
Results by Borough/Service 
The results of the Friends & Family Test for April 2015 are as follows: 
 
Results by Borough/Service 


Borough/Service 
Would  


Recommend 
Would not 


Recommend 
Number of 
Responses 


Dental 98.9% 0.6% 177 


Halton 98.4% 0.6% 1027 


St Helens 98.1% 0.4% 807 


Warrington 97% 1.3% 395 


Wigan 96.4% 0.9% 671 


Willaston (GP) 61.5% 30% 13 


Maternity Services Antenatal 100% 0% 17 


 Postnatal 100% 0% 36 


Bridgewater 97.8% 0.7% 3143 
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 Results by Directorate 


 Directorate Would  
Recommend 


Would not 
Recommend 


Number of 
Responses 


Adult 97% 1.3% 1257 


Children & Family 98.1% 0.2% 1509 


Specialised 98.9% 0.5% 377 


Bridgewater 97.8% 0.7% 3143 


 


 NHS England Categories for Community Services 


The data for community services submitted to NHS England is aggregated into six categories.  In addition to this, we also submit data for Maternity Services and for 
Willaston GP Practice. All the data submitted to NHS England for April 2015 is shown in the table below: 
 


Category Would  
Recommend 


Would not 
Recommend 


Number of 
Responses 


Inpatients 100% 0% 17 


Nursing Services 98.7% 0.9% 415 


Rehabilitation & Therapy 97.8% 0.7% 280 


Specialist Services 98.4% 0.7% 526 


Children & Family Services 98% 0.2% 1456 


Healthcare Other 94.2% 2% 383 


Willaston (GP Practice) 61.5% 30% 13 


Maternity Services Antenatal 100% 0% 17 


 Postnatal 100% 0% 36 


Bridgewater  97.8% 0.7% 3143 
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Contractual Performance
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In this section, the overall performance for the Trust for the contractual indicators has been summarised, illustrating where the Trust did not achieve the required 
performance within the month (or a specific directorate is significantly under-performing/over-performing), the indicator goal and any mitigating action plans have been 
included. 
 


As our contracts are with borough CCGs, this section of the IPR is borough-specific rather than directorate specific. 
Bridgewater Indicators which met their Bridgewater monthly targets but not at a borough level   Targets 


Key Indicator Description Target Bridgewater Wigan St Helens Halton Warrington Prison Services   Red Amber Green 


Did Not Attends by the patient (within month) 5.00% 3.66% 5.68% 2.69% 3.70% 2.29%     > 10% > 5% and <= 10% <= 5% 
 


Bridgewater Indicators which did not meet their Bridgewater monthly targets by directorate Targets 


Key Indicator Description Target Bridgewater Adult Child Specialist Red Amber Green 


Out of Hours CoSc 
Non-


compliance 
(Wigan) 


Non-
compliance 


(Wigan) 
    


Non-compliant in 1 or more 
of the NQR standards 


Partial compliance in 1 or 
more of the NQR standards 


Compliant in all 
NQR standards 


The number of 6 weeks diagnostic breaches 0 1 0 1   > 0   = 0 
 


Bridgewater  Indicators which did not meet their Bridgewater monthly targets by borough   Targets 


Key Indicator Description Target Bridgewater Wigan St Helens Halton Warrington Prisons 
GPs 


(Willaston) Red Amber Green 


Out of Hours Compliant 
Non-compliant 
in one borough 


Non-compliant     Compliant     


Non-
compliant 


in 1 or 
more of 
the NQR 


standards 


Partial 
compliance 
in 1 or more 
of the NQR 
standards 


Compliant 
in all NQR 
standards 


The number of 6 weeks 
diagnostic breaches 


0 1 0 0 0 1     > 0   = 0 


Activity variance against 
target (cumulative) 


+/- 3%-5% 
one borough is 


outside of 
threshold. 


-14.48% (Total 
activity 61553 
Target activity 


71971 Variance 
-10418) 


-1.19% (Total 
activity 36819 
Target activity 


37262 Variance -
443) 


1.3% (Total 
activity 28617 
Target activity 


28251 Variance 
366) 


0.78% (Total 
activity 55508 
Target activity 


55078 
Variance 430) 


    
> 5% or 


ALW > 10% 


>3 <=5% or 
ALW >5% 


<=10% 


<=3% or 
ALW 
<=5% 


KPIs 100% 78.10% 65.64% 83.00% 83.00% 87.78% 
  


< 100% 
 


= 100% 


Note: Bridgewater is compliant with the national target for 6 week diagnostic waits, despite the 1 breach and the internal target of no 
breaches. 


      
 


Key  Red   Target not being met 


 Green   Target being met Grey   data not available, or no target set 


Amber   performance within threshold   Not applicable 
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Out of Hours Standards 


The Wigan Out of Hours Service reports of the 20 applicable standards: 


 14 standards as compliant 


 4 standards as partially-compliant  


 2 standards as non-compliant 
 
The Warrington Out of Hours Service reports full compliance against the 17 applicable standards. 


A detailed report together with mitigating actions is attached as Appendix 2. 


Referral to Treatment Pathways 


Bridgewater’s over 18 week waiters have decreased again during April to 42 from the March position of 63. 


  
All three of Bridgewater’s waiting list performance targets are being met as follows: 


         Consultant-led: 98.18% of patients are waiting under 18 weeks RTT non-admitted (incomplete pathway) against a target of 92%. 


         Consultant-led: 98.44%of patients are waiting under 18 weeks RTT non-admitted (completed pathway) against a target of 95%. 


         Non-consultant-led: 99.58% of patients are waiting under 18 weeks RTT against a target of 95%. 


Six Week Diagnostic Breaches 


Issue Indicator Goal Remedial Action 


During April there was one breach within the Warrington 
Audiology service. Whilst the service performance dipped slightly 
to 97.36% compliance against a target of 99%, the overall Trusts 
position remains within the threshold. The CCG will be appraised 
of the breach and should they deem it necessary, a penalty 
(£100) could be applied. 
 


Following receipt of referral, in line with current practice, the 
patient was invited to opt in for an initial appointment within 
two weeks. On this occasion, the patient made contact with the 
service in week 5 and the first available appointment was 1 day 
post the 6 week target timescale. 


Patients' wait times for diagnostic 
services. The threshold is 6 weeks. 


 


There were no cancellation slots available and availability of 
short notice appointments was also compromised by 
service capacity. The service has reviewed and re-
negotiated leave with staff to ensure capacity matches 
demand.   The admin team will review its process to ensure 
failed opt-ins are flagged to support the timely booking of 
an appointment. 
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Did Not Attends 


Issue Indicator Goal Remedial Action 


The Bridgewater DNA rate for April 2015 is 3.66% however the 
Wigan CCG facing Services report a DNA rate outside of 
threshold.  


 
Wigan 
Wigan CCG facing Services report a DNA rate of 5.68% which is 
0.68% outside of the target, a slight increase on last month of 
0.26%.  


Patient did not attend a scheduled 
appointment and gave NO advance 
warning, 
 
OR, 
 
Patient arrived late and could not be seen 
 
The trust target is 5% 


 
 
 
 
Wigan 
All services with DNA rates over 5% have an action plan in 
place and this month all services with an increase in DNA 
levels have been targeted to provide remedial actions to 
improve their DNA rates. 


 


Activity 


Issue Indicator Goal Remedial Action 


This month the Wigan CCG facing area is outside of tolerance: 
 
 Warrington reports an over performance of 0.16%. 


 Halton report a cumulative over performance of 1.30%.  


 St Helens report a cumulative underperformance of 1.19%. 


 Wigan reports an underperformance of 14.48%, against a 5% 
target. 


 


 


 


Activity – patient activities as described in 
the Service Specifications as set out in the 
commissioner contracts. 


 
 
 
 


 
 


 


 


Wigan borough report a cumulative underperformance of -
14.48% and the largest contributors to this figure are District 
Nursing and District Nursing Out of Hours and School Health. 
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District Nursing Out of Hours  cumulative under performance of 
-74.19% 
 
 
 
 
District Nursing cumulative under performance of -17.14% 
 
 
 
 
 
 
 
 
School Health cumulative under performance of -90.8% 


District Nursing Out of Hours 
Plan: 2,220 
Actual: 573 
Variance: 1,647 
 
 
District Nursing 
Plan: 16,222 
Actual: 13,442 
Variance: 2,780 
 
 
 
 
 
School Health 
Plan: 4,532 
Actual: 417 
Variance: 4,115 


District Nursing Out of Hours 
It has been identified with commissioners that the target 
for the service needs revising.  A revised baseline has been 
submitted for consideration by the CCG and is expected to 
be agreed in the near future.   
 
District Nursing  
A SystmOne training requirement has been identified for 
some staff who have been incorrectly inputting data. The 
appropriate system guidance has since been reinforced to 
ensure all activity is now recorded in line with reporting 
requirements. Electronic Patient Records have also been 
rolled out in April, activity data will be extracted directly 
from the record for ease of reporting. 
 
School Health  
There has been a reduction in activity due to school 
holidays, participation in a perfect week event with  a local 
consortia of schools and there were no vaccination 
campaigns scheduled in the month. Electronic Patient 
Records have also been rolled out in April, activity data will 
be extracted directly from the record for ease of reporting. 


 


CQUIN 


The Trust has been in negotiation with each respective CCGs as part of the contract negotiation; the CCGs have reviewed the national, regional guidance and discussed local 
developed schemes for 2015/16 with the Trust.  The final sign off is currently taking place and the next report will provide details of all 2015/16 schemes. 
 
All 2014/15 CQUIN schemes have been completed and end of year reports submitted to the relevant CCGs.  The next report will provide the full the outcome for all 2014/15 
schemes. 
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Contractual KPIs 


Issue Indicator Goal Remedial Action 


The Trust aims to deliver full achievement of 2015/16 
contractual KPIs.  At the end of April the Bridgewater aggregated 
figure was 78.10%. 
 


The CCG facing summary is as follows:  


Halton - achieved 83.59% against 591 of the month 1 reportable 
KPIs as outlined in the contract schedule. 


St Helens - achieved 82.60% against 437 KPIs of the month 1 
reportable KPIs as outlined in the contract schedule. 


Wigan - achieved 65.64% against 195 KPIs of the month 1 
reportable KPIs as outlined in the contract schedule. 


Warrington – Achieved 87.78% against 135 of the month 1 


reportable KPIs  as outlined in the contract schedule. 


Southport - achieved 57.14% against 7 KPIs of the month 1 


reportable KPIs as outlined in the contract schedule. 


Key Performance Indicators agreed either 
nationally, at Greater Manchester level, 
or locally with the commissioners to 
measure and monitor service-specific 
clinical performance. 


The trust target is to be 100% compliant. 


The Trust’s Operational Contracts and Performance Group 
undertake a review of KPI performance by exception with 
detailed scrutiny taking place at Directorate Management 
Team meetings. 


 


 


 


 


 


 


 


 


Halton - achieved 83.59% against 591 of the month 1 reportable 
KPIs as outlined in the contract schedule. 


Quality and performance data was submitted against 591 
reportable indicators outlined in the contract schedule.  Of the 
data submitted 494 of the indicators met the required threshold 
and are in line with the CCG’s requirements.  The remaining 96 
failed to meet the agreed thresholds.    
 
 


Halton   
Detailed work is being undertaken by all service leads to 
ensure that KPI compliance improves and to provide 
assurance that KPIs will be achieved. 
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St Helens - achieved 82.60% against 437 KPIs of the month 1 
reportable KPIs as outlined in the contract schedule. 


Quality and performance data was submitted against 437 
reportable indicators outlined in the contract schedule. Of the 
data submitted 361 of the indicators met the required threshold 
and are in line with the CCG’s requirements.  The remaining 74 
failed to meet the agreed thresholds. 


St Helens  
Detailed work is being undertaken by all service leads to 
ensure that KPI compliance improves and to provide 
assurance that KPIs will be achieved.  
 
 


Wigan - achieved 65.64% against 195 KPIs of the month 1 
reportable KPIs as outlined in the contract schedule. 


Of the data submitted, 128 of the indicators met the required 
threshold in line with the CCGs requirements.  45 failed to meet 
the agreed thresholds.  


Wigan - There are ongoing discussions with the 
commissioners to ensure that all KPIs are appropriate and 
reportable.   


Where services are failing to meet KPIs, comprehensive 
action plans have been prepared and are being 
implemented. 


Warrington – Achieved 87.78% against 135 of the month 1 


reportable KPIs  as outlined in the contract schedule. 


Quality and performance data was submitted against 135 KPIs 
that were reportable in month 1 and as outlined in the contract 
schedule. The majority of these indicators have a threshold 
indicator and data outside these thresholds are reported within 
an exception report. Of the overall data submitted 79 achieved 
the target, three of the indicators failed to meet the required 
threshold.  


Warrington - There are ongoing discussions with the 
commissioners to ensure that all KPIs are appropriate and 
reportable.   


Where services are failing to meet KPIs, comprehensive 
action plans have been prepared and are being 
implemented. 


 


Southport - achieved 57.14% against 7 KPIs of the month 1 
reportable KPIs as outlined in the contract schedule. 
 
Of the data submitted, 4 of the indicators met the required 
threshold in line with the CCGs requirements.  The remaining 3 
failed to meet the agreed thresholds.  
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Dental KPI 


The Dental service KPIs are currently under review. 
 


Willaston General Practitioner Surgery 


The Willaston contract details nine key performance indicators, focussed specifically on access to the surgery.  These KPIS are reported on a quarterly basis.  The quarter 
one report will be presented in July 2015.  There has been no change to the key performance indicators for 2015/2016. 


 
In addition to the key performance indicators, the surgery is required to demonstrate delivery and performance against the following: 


 West Cheshire Clinical Commissioning Group General Practice Commissioning for Quality and Innovation (CQUIN) scheme; and 


 The contractual requirements as outlined in the General Medical Services contract 2015/2016, including the requirements for Quality Outcomes Framework (QOF) 
vaccinations and immunisations, together with the delivery of enhanced services. 


 
The table below details the performance as at the end of April 2015. 


General Medical Services Quality Outcomes Framework (QOF): 


Issue Indicator Target Achieved Remedial Action 


Please note, the position stated as at the end of 
April 2015 does not reflect the totally of the 
QOF performance for 2015/16.  At the time of 
writing the month one position, the national 
system had yet to be configured with the 
changes and points to particular domains for 
2015/16.  As such, the figures included reflect 
only the domains that remain unchanged from 
last year, set against the total points available 
for the QOF, which remains unchanged.   
1. When compared to March, the clinical 


domain QOF points have deteriorated by 
10.00%. 


2. When compared to March, the Public 
Health QOF points have deteriorated by 
1.40%. 


Improving the health 
and wellbeing of the 
patients of Willaston 
through the 
achievement of the 
QOF 


95% (annual 
target) 


 
 
 
 
 
 
70.97% 
 
78.28% 


A review of the data, data capture and 
reporting process has been undertaken by 
the medical director. Remedial actions have 
been put in place to ensure the complete 
data set is uploaded onto the reporting 
system. 
A line by line review of all indicators has also 
taken place, whilst full achievement across 
the scope of domains hasn’t been achieved, 
there was no particular issue with any of the 
domain indicators and from a clinical 
perspective there were no safety issues 
identified. 
A monthly review continues takes place to 
review progress against the QOF.   Actions 
are in place to ensure the domains in which 
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we have not achieved the QOF points to date, 
are achieved by the end of the financial year, 
unless otherwise stated.  This involves: 


 identifying the particular patient or 
patients and inviting them into 
surgery for an appointment with the 
GP or nurse; and 


 reviewing the patients case notes to 


determine, in line with national 


guidance, if they are applicable for 


the particular QOF, and exempting 


them, if appropriate. 


 
Contractual requirements, including enhanced services 


Issue Indicator Target Remedial Action 


There are 8 defined actions within the GMC contract 
i.e. there is a specific requirement for the surgery to 
take action in 2015/16, in addition to the delivery of 
enhanced services.   
 
At the end of April 2015, all the 8 action were live and 
in progress.  Of the 8 actions, all 8 are on target for 
completion by the target date.  
 


Improving the health and 
wellbeing of the patients of 
Willaston through the 
achievement of the GMS 
contract. 


Implementation of the 8 
defined actions 


 To continue with the actions in delivering 


the contractual requirements, set against 


the timescales outlined in the GMS contract 


for 2015/16. 


 
CQUIN 
 
The Primary Care CQUIN for Willaston is built on specific outcomes which link to the seven Western Cheshire CCG deliverables. These are the same outcomes that are 
contained within the Secondary Care and Community Contracts. The focus of these outcomes are to: 
 


 Where appropriate, keep frail vulnerable patients within the community to reduce avoidable admissions and improve Primary Care access, 
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 Proactively, in conjunction with the Integrated Team, manage the supported discharge of patients back into the community following unplanned admission. 
 


It is acknowledged by the CCG that achieving absolute figures in the scheme e.g. reductions in these metrics, may not be possible within the first 12 months. Therefore, the 
Practice, together with its neighbouring surgeries will be required to demonstrate delivery against a set of milestones in year 1 in order to evidence movement towards the 
ultimate system wide goals. The milestones are summarised below: 
 


Quarter Requirements 


Quarter 1  
Getting Together 


 Practices to agree most appropriate Cluster based on patient flows 


 Practices to meet as a Cluster and agree a plan for collaborative working to meet outcomes and develop interventions as detailed in 
Table 3. To include discussions around inequities for patients in care homes and possible plans for improving these 


 Clusters to meet with Integrated Teams (to include Community, Mental Health, Secondary Care, Social Care and Pharmacy as a 
minimum) to ensure involvement with plan 


 Clusters to determine how Primary Care can be represented at joint provider CQUIN meetings and plan attendance 


 Clusters to identify any additional support needed from CCG in achievement of outcomes or to deliver interventions 


 Clusters to notify the CCG via their Locality Support Managers of their readiness to provide the Acute Visiting Service as of quarter 3, 
proposed model and funding requirements. 


Quarter 2 
Common Purpose 


&  
External Support 


 
 


 Practices to agree cohort of patients that will be managed in order to achieve CQUIN outcomes. To continue discussions with regard 
to patients in care homes and share at Nursing Homes Network meeting where relevant 


 Of this cohort, Practices agree a group of patients where care could be shared across Cluster (in compliance with information 
governance requirements) and considered for collaborative working 


 Discussions to take place between Cluster and Integrated Team for implementation of Quarter 1 Plan for this group of patients 


 Practices to share plans with their patients (e.g. via the PPG or other means) and promote wider engagement 


 Clusters to discuss governance arrangements and request further support from CCG where required 


 Practices agree an identified end of life register and share where appropriate with their integrated teams 


Quarter 3 
Developing the 


Organisation 


 Commence roll-out of Cluster based working towards outcomes where appropriate e.g. Acute Visiting Service, services for patients 
in care homes etc. 


 Outcomes of service to be agreed with CCG and monitored 


 Continue Practice based working towards outcomes where relevant 


 Continue engagement with patients to further develop plans 


 Patients on shared end of life register to be entered onto EPaCCS template (guidance over relevant sections to complete will be 
released by the CCG) 


 For patients without preferred place of care or end of life preferences recorded, action plans created with Integrated Teams to 
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commence discussions with patients and their carers / families where appropriate. 
 


Quarter 4 
Developing the 


People 


 Continue roll-out of Cluster based working and expansion to additional patient groups where relevant e.g. Early Visiting and 
Supported Discharge Service 


 Continue to monitor outcomes and report back to Locality Support Manager 


 Continue Practice based working towards outcomes where relevant 


 Share outcomes with patients and continue engagement 


 Continue organisational development and engagement with relevant staffing groups – consider future plans for 2016/17 


 Feed-back any relevant information to CCG to inform commissioning plans for 2016/17 – to include proposals to improve inequities 
for patients in care homes, also to be fed-back from the Nursing Homes Network where relevant 


 Implement end of life action plans to increase recording of preferred place of care and end of life preferences where relevant. 


 
As at April 2015, the Surgery is on track to deliver on the requirements outlined for Quarter one
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In this section, the overall performance for the Trust for the Human Resources indicators has been summarised, illustrating where the Trust did not achieve the required 
performance within the month (or a specific directorate is significantly under-performing/over-performing), the indicator goal and any mitigating action plans have been 
included.   
 
 


Bridgewater Indicators which did not meet their Bridgewater monthly targets by directorate Targets 


Key Indicator Description Target Bridgewater Adult Child Specialist Corporate Red Amber Green 


% Headcount of new starters attending induction programme 100% 97.77% 96.08% 100.00% 96.30% 100.00% < 90% >= 90% and < 100% = 100% 


% Mandatory training (including Safeguarding training level 1) 100% 87.44% 88.05% 90.48% 91.19% 74.16% < 90% >= 90% and < 100% = 100% 


% Overall Organisation Sickness rate (rolling) 3.78% 5.74% 6.37% 5.16% 5.59% 5.06% > 4.25% >= 3.78% and < 4.24% < 3.78% 


Sickness - Actual 3.78% 5.46% 5.83% 5.54% 4.28% 5.38% > 4.25% >= 3.78% and < 4.24% < 3.78% 


Agency as a % of Employee Benefit Expenditure 1.00% 6.40%         > 1.5% >1% and <= 1.5% <= 1% 
 
 


Key  Red   Target not being met 


Green   Target being met Grey   data not available, or no target set 


Amber   performance within threshold   Not applicable 
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Key Performance Indicators 


Induction 


Issue Indicator Goal Remedial Action 


Bridgewater achieved 97.77 % new starter attendance 
at Induction. 4 staff have now become non-compliant 
(3 in Adult Services and 1 in Specialist Services) as they 
have not completed Induction or Mandatory training 
after the first 3 months of their start date.  
   
 
 
 


Induction rates are based on the total number of new 
staff who attends induction. 
 
The Trust target is 100%. 


The Recruitment and Learning & Development Teams 
are continually working with Managers to ensure that 
all new starters attend Induction as per the Trust’s 
Induction Policy. 


Any new starter that fails to attend their scheduled 
Induction slot is booked on to the next Induction 
programme.  Managers are made aware of this via the 
Learning & Development Team to enable them to 
ensure that Induction is attended. 


HR Business Partners and HR Managers are aligned to 
Directorates. They receive monthly Workforce 
Information Reports on human resources 
performance/KPIs.  The reports are sent to Managers 
and reviewed with them to enable non-compliance to 
be addressed and monitored.  The reports also provide 
compliance detail. 


Statutory, Mandatory and Safeguarding Training 


Issue Indicator Goal Remedial Action 


Mandatory training compliance for the period May 
2014 – April 2015 is 87.44 %. This shows a decrease on 
March compliance rate (88.32%). Staff that are on long 
term sick, maternity, career break or staff that are not 
eligible to complete have been removed from the 
headcount. 


Mandatory training is calculated within a 12 month 
rolling period at the end of each month.  This is based 
on the total number of staff who have 
attended/undertaken mandatory training against the 
total number of eligible staff in post by headcount, 
where it is deemed necessary for them to attend 
training/undertake e-learning packages. 
 
The Trust target is 100%. 
 


Reminders are sent to Managers and staff advising 
them of the need to complete their training within the 
12 month period. 


HR Business Partners and HR Managers are working 
with Managers to ensure non-compliance is addressed 
and monitored.   


Compliance, support and challenge sessions will 
continue to take place with Managers and the Interim 
Director of Operations. 
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Staff Turnover 


Issue Indicator Goal Remedial Action 


Against an 8% turnover target, Bridgewater’s turnover 
was 14.52 % (rolling) which is 6.52% outside of tolerance.  
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 April 2015 was 0.86% 
compared to 2.07% for the month of March 2015. 


This indicator shows the number of full-time 
equivalent leavers from an individual organisation 
over 12 months. 


Turnover rates are continually monitored to 
understand the reasons why employees leave the 
organisation. This informs the wider discussions on 
staff engagement and retention.   
 


 


Headcount 2013/2014 


The table details the WTE in post as at 30th April 2015 set against the plan submitted the NTDA.  
Divisional Plan Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sept-15 Oct-15 


 
Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 


Children’s 744.53            


Adults 1145.06            


Specialist 401.61            


Corporate 340.15            


ACTUAL 2631.35            


               


PLAN 2630.99 2606.09 2593.62 2588.95 2584.29 2579.60 2578.52 2577.45 2576.37 2573.42 2570.47 2567.51 


VARIANCE IN MONTH (ACTUAL) 0.36%            


VARIANCE IN MONTH (%) 0.01%            


 
When compared to the previous month, we are currently 0.36 WTE over plan for April 2015. Please note the plan is based on actual WTE reduction 
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Sickness 


Issue Indicator Goal Remedial Action 


Trust sickness absence (actual) for the month 
of April was running at 5.46%, a reduction of 
0.58% when compared to March 2015.  The 
rate is higher than the 3.78% target resulting 
in a red rating.   


Trust sickness absence (rolling) was 5.74% 
which shows an increase from March 2015 
(5.68%). 


Adult Services has slightly reduced their 
sickness absence rate when compared to the 
previous month.  This is a red rating and is 
2.59% above target. Actual sickness for the 
month of April (5.83%) saw a reduction when 
compared to March 2015 (6.53%).  


Specialist Services has reduced their sickness 
rates when compared to the previous month. 
This is a red rating and is 1.81% above target. 
Actual sickness for the month of April (4.28%) 
saw a reduction when compared to March 
2015 (5.80%).  


Children’s Services saw an increase in sickness 
absence. The absence rate is 1.38% above the 
target and is a red rating. Actual sickness for 
the month of April (5.54%) saw a reduction 
when compared to March 2015 (6.08%).  


Corporate Services saw an increase in sickness 
absence to 5.38% from last month (4.88%) 
and are 1.6% above target. 


This indicator shows the number of 
full-time equivalent staff days lost as a 
percentage of the full-time equivalent 
days available to sickness absence for: 
 


 Actual month; and 


 A rolling 12 month period 


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. 


The Trust’s Interim Director of Operations and Director of People, Planning & 
Development continue to meet with Service Managers to review absence rates 
and to discuss the managing and handling of the same, including any impact on 
service delivery.   


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.   


Guidance for Managers getting the most out of occupational health referrals has 
been completed and launched. 
Top reasons for absence are continuously monitored and reviewed, enabling us 
to focus on initiatives to support those absences i.e. Resilience Training.   
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The table below outlines the top 5 reasons (as determined nationally) recorded for absence for April 2015. There has been deterioration in sickness absence compared with 
March 2015 in 2 out of the 5 top reasons.  
 
    Stress Back Other Musculoskeletal Cold and Flu Gastroenterology 


May-14 WTE days lost 1269.31 172.72 253.51 86.29 437.62 


Jun-14 WTE days lost 1339.99 167.65 304.02 78.34 356.19 


Jul-14 WTE days lost 1638.69 256.52 
 


328.58 
 


63.67 
 


412.17 


Aug-14 WTE days lost 1770.36 353.05 372.37 31.70 309.15 


Sept-14 WTE days Lost 1412.68 
 


306.73 452.39 94.22 299.98 


Oct-14 WTE days Lost 1215.10 389.60 550.91 242.77 502.31 


Nov-14 WTE days Lost 1371.14 422.97 639.59 210.03 503.30 


Dec-14 WTE days Lost 1266.76 377.15 331.49 233.64 388.73 


Jan-15 WTE Days 
Lost 


1511.47 410.45 482.35 652.45 265.98 


Feb-15 WTE Days 
Lost 


1198.31 293.29 418.54 311.84 402.12 


Mar-15 WTE Days 
Lost 
 


1243.69 340.57 506.58 170.70 413.61 


April-15 WTE Days 
Lost 


1043.13 308.72 375.45 201.40 445.21 


Variation   Improvement of 
200.56 


Improvement of 
31.85 


Improvement of 131.13 Deterioration of 
30.70 


Deterioration of 
31.60 
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The below table outlines all sickness absence reasons by % for April 2015: 


Absence Reason 
FTE 
Lost % 


S10 Anxiety/stress/depression/other psychiatric 
illnesses 


1,043.13 24.1 


S98 Other known causes - not elsewhere 
classified 


551.84 12.8 


S25 Gastrointestinal problems 445.21 10.3 


S12 Other musculoskeletal problems 375.45 8.7 


S11 Back Problems 308.72 7.1 


S28 Injury, fracture 257.63 6.0 


S15 Chest & respiratory problems 227.37 5.3 


S26 Genitourinary & gynaecological disorders 212.24 4.9 


S13 Cold, Cough, Flu - Influenza 201.40 4.7 


S19 Heart, cardiac & circulatory problems 185.07 4.3 


S30 Pregnancy related disorders 149.40 3.5 


S17 Benign and malignant tumours, cancers 106.60 2.5 


S99 Unknown causes / Not specified 90.93 2.1 


S16 Headache / migraine 37.20 0.9 


S23 Eye problems 37.13 0.9 


S31 Skin disorders 24.89 0.6 


S27 Infectious diseases 24.00 0.6 


S21 Ear, nose, throat (ENT) 22.39 0.5 


S29 Nervous system disorders 9.60 0.2 


S22 Dental and oral problems 7.00 0.2 


S18 Blood disorders 5.19 0.1 


S20 Burns, poisoning, frostbite, hypothermia 4.25 0.1 


 


The table below outlines the breakdown of sickness absence by short term and long 
term for the rolling period  from 1st  May 2014  –  30th April 2015. The table details 
short term and long term FTE days lost and the % it equates to for each month:


 


Month Avail FTE ST FTE LT FTE 
ST FTE 
% LT FTE % 


May 2014 83,511.20 1,009.38 3,222.41 1.21% 3.86% 


June 2014 80,266.41 867.91 3,359.82 1.08% 4.19% 


July 2014 82,964.77 961.48 3,608.21 1.16% 4.35% 


August 2014 82,376.07 875.78 3,616.63 1.06% 4.39% 


September 2014 79,895.75 1,033.51 3,204.57 1.29% 4.01% 


October 2014 81,514.03 1,265.82 3,243.38 1.55% 3.98% 


November 2014 78,785.60 1,130.52 3,466.40 1.43% 4.40% 


December 2014 80,997.24 1,238.43 3,934.78 1.53% 4.86% 


January 2015 81,054.61 1,377.03 4,064.69 1.70% 5.01% 


February 2015 73,420.48 1,075.48 3,665.35 1.46% 4.99% 


March 2015 81,589.49 1,072.96 3,829.73 1.32% 4.69% 


April 2015 78,849.73 1,005.30 3,328.04 1.27% 4.22% 
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The table below outlines the number of leavers that have left the Trust due to ill health. 


April 15 May 15 June 15 July 15 August 15 Sept 15 Oct 15 Nov 15 Dec 15 Jan 16 Feb 16 March 16 


1.00            


 
Personal Development Reviews 


Issue Indicator Goal Remedial Action 


PDR compliance for the Trust is 92.86% which is an 
increase since March 2015. 


This indicator shows the number of staff (by head 
count) who has had a PDR in a 12 month rolling period. 
 
Those on maternity leave absence, long term sickness 
absence and those new appointed are removed from 
the numbers prior to calculation of the completion 
rates. 


 The  Director of People, Planning & 
Development and the Interim Director of 
Operations have requested detailed action 
plans from each locality specifying how the  
target will be achieved, monitored and 
sustained. 


 Managers are required to attend Directorate 
Management Team meetings to explain 
reasons for non-compliance and provide 
actions plan to ensure all staff have had a PDR. 


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


 A review of the PDR process is being 
undertaken. A Task & Finish Group has been 
established and meetings are now well 
underway.   
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Summary 


A review of the information required to be included within the finance report is currently being undertaken, and future finance reports will include the relevant revised 
information and presentation as appropriate.   
   
Table 1 highlights the overall income & expenditure position for the Trust, which shows a £0.312m deficit compared to annual forecast of £0.504m. This position has been 
achieved with due consideration to the risks identified in the risks section of this report. 
 
The Trust’s total equity has decreased by £0.312m reflecting the YTD deficit of £0.312m.  
 
The cash balance at the end of April was £3.684m. This continues the Trusts record of maintaining at least ‘10 days operating expenses’ which was an indicator of 
‘FT readiness’ during the Monitor assessment stage prior to the Trust becoming a Foundation Trust.  
  
BPPC performance was behind the 95% target at 85% (previous month - 80%) for volume of invoices paid and 61% (previous month - 80%) for value of invoices 
paid.  
 
The Trusts capital expenditure for the month was £0.3m against a plan of £0.2m.
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Income & Expenditure 


Table 1- Overall Income & Expenditure Position YTD and Plan Table 


Main Type Year To Date Full Year


Budget Actual 


Variance 


(Under)/ 


Over 


Spends 


Budget 


Plan


Budget 


Movement


Budget in 


year 


revised


Forecast 


Outturn


Variance 


(Under)/ 


Over 


Spends 


£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000


Income 11,962 12,072 (110) 140,884 0 140,884 140,884 0


Less:- 0


    Pay 8,592 8,863 271 102,926 0 102,926 102,926 0


    Non-Pay 3,155 3,395 240 35,420 0 35,420 35,420 0


Corporate rech 0 0 0 0 0 0 0 0


EBITDA Total (215) 186 401 (2,538) 0 (2,538) (2,538) 0


Plus Interest Rec (2) (2) 0 (21) 0 (21) (21) 0


Less ITDA 175 128
(47)


2,055
0


2,055 2,055
0


Total (42) 312 354 (504) 0 (504) (504) 0


Plan (42) 354  
 
Table 1 shows the deficit performance vs target to date.   
 
The Trust is reporting a deficit of £0.312m against its original profiled surplus 
target of £0.042m, a shortfall of £0.354m.  
 
Income YTD shows a favourable variance of £0.110m, broadly consistent with 
overall income assumptions. The variance is predominantly due to additional RTA 
income and a rebate received for continence product spend in 2014/15.  
 
Pay YTD shows an adverse variance of £0.271m, which is due to the overall pay 
bill not reducing in line with plan. Temporary expenditure for the year equates to 
£0.531m representing 6.0% of the overall pay bill agency,  combined with a static 
pay bill when compared to CIP expectations has caused the in year deficit.  
 
Non Pay YTD costs show an adverse variance of £0.240m.  This includes the 
impact of the reported shortfall  in respect of the annualised efficiency 
programme. 


Table 2- Directorate Income & Expenditure Position YTD  


Month 1 (15-16) YTD YTD YTD 


Directorate Budget Actuals Variance 


  £000s £000s £000s 


Contractual Income  -10602 -10850 -248 


Adults 4035 4440 405 


Children’s 2274 2335 61 


Specialised Services 1289 1351 62 


Corporate Services 2789 2910 121 


EBITDA TOTAL -215 186 401 


Reserves -2 -2 0 


less ITDA 175 128 -47 


TOTAL -42 312 354 


 
Corporate Income is favourable against year to date budgeted contract income 
for the reasons listed earlier. 
 
All Directorates are reporting an adverse position in month 1 due to ; 


 Lack of progress in implementing CIP plans 


 Continued use of agency staffing  
 
The budget has been produced with the CIP reductions being actioned in twelfths.  
Given the profiling of the CIP plans, there is an imbalance between the expected 
expenditure reductions, as per the CIP plans, and the actual reporting of the in-
year expenditure and budget variance.  Whilst the expenditure budgets 
could/should be profiled in line with the expectation of expenditure reductions, 
there is a risk that if expenditure does not reduce in later months then the 
reported position year to date is not a true position.  A reconciliation between the 
budget position and the CIP profile will be produced for future reports.    
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A detailed examination of the CIP plans is being undertaken together with the 
identification of remedial action where appropriate.  This will be reported back to 
the Finance & Investment Committee and the Board. 
 
The control of agency spend will be essential to the delivery of the organisation’s 
forecast outturn position, and early warning monitoring of agency booking and 
authorization is underway and is being reported fortnightly.   
 
A session of finance roadshows with senior managers and clinicians has been 
established over the course of the next few weeks , in order to ensure that staff 
fully understand the need to more tightly manage expenditure and deliver on CIP 
plans.  
 
As noted in the summary section, and illustrated in Table 2 the Trust’s total equity 
has decreased by £0.312m reflecting the month 1 deficit. 


Table 3 - Statement of Financial Position YTD 


SoFP (Balance Sheet) 
As At 31st 


March 2015


As At 30th 


April 2015


£'000 £'000


Non Current Assets 22,381 22,609


Current Assets


Inventories 1,030 1,030


Receivables 10,038 10,890


Cash Bank/In Hand: 5,861 3,684


Current Liabilities:


Payables (less) 16,431 15,646


Provisions (less) 34 34


Working Capital/ Net Current Assets 464 (76)


Non Current Liabilities


Provisions (less) - -


Total Net Assets 22,845 22,533


Financed by


Public dividend capital 4,962 4,962


Retained Earnings 13,069 12,757


Revaluation Reserve 4,814 4,814


Total Equity 22,845 22,533
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Table 4 - Statement of Cash Flow YTD 


Cash Flow Position YTD & Forecast


Forecast 


Actual


12 Months 


Rolling May 


2015 to April 


2016


£'000 £'000


Cash flows from operating activities


Operating surplus/(deficit) (357) 878


Depreciation 128 1,581


Dividends paid - (594)


(Increase)/decrease in inventories - -


(Increase)/decrease in trade and other receivables (852) 7,028


Increase/(decrease) in trade and other payables (785) (6,842)


Increase/(decrease) in provisions - -


Total - Net cash inflow/(outflow) from operating 


activities (1,866) 2,051


Cash flows from investing activities -


Interest Received 2 20


(Payments) for property, plant and equipment (313) (2,655)


Total - Net cash inflow/(outflow) from investing 


activities (311) (2,635)


Cash flows from financing activities


Public Dividend Capital Received - -


Total - Cash flows from financing activities - -


Opening Cash Balance 5,861 3,684


Net increase/(decrease) in cash and cash 


equivalents (2,177) (584)


Closing Cash 3,684 3,100


TOTAL


 
 
 
The Statement of Cash Flow (table 4) shows the cash balance at 30 April as 
£3.684m, (Q1 plan £3.191m) and more than sufficient to meet 10 days cash 
coverage of operating expenses.
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Table 5 shows performance against BPPC target. The cumulative invoice 
volume and value performance remains significantly below target.  
 


 


Table 5 – Better Payment Practice Code Performance YTD 
 


Capital Expenditure 


Expenditure in Month 1 is £0.3m compared to the monthly plan of £0.2m. The 
additional spend relates to IT project spend. 
  


 
 
 


BPPC Summary  


Target/ Description Number £'000 


Non-NHS: 
Total invoices paid in the year 2,546 3,818 


Total invoices paid within target 2,174 3,289 


Percentage of invoices paid within target 85% 86% 


NHS: 
Total invoices paid in the year 72 1,879 


Total invoices paid within target 51    192 


Percentage of invoices paid within target 71% 10% 


Total Non-NHS and NHS: 
Total invoices paid in the year 2,618 5,697 


Total invoices paid within target 2,225 3,482 


Percentage of invoices paid within target 85% 61% 


As At 30th April 2015 
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Appendix 1 – Maternity Dashboard Definitions 


Clinical Effectiveness Definition 


Booked by 12 weeks 6 days Pregnant women who have been booked for care with the service and have had a 
full risk assessment before reaching 12 weeks and 6 days of pregnancy. 


Booked after 13 weeks 


Pregnant women who have been booked for care with the service and have had a 
full risk assessment after 13 weeks of pregnancy. Some women booked are 
referred at a later gestation due to various reasons i.e. do not know they are 
pregnant or may have moved to the area and have been previously booked with 
another care provider. 


% Births at Home (Planned) 


The percentage of women who had planned a home birth who actually delivered 
at home. Low risk women are booked for home birth and if the risk rating changes 
during either the antenatal or birth period the woman may not be able to have a 
home birth as planned.  


% Births at Home (Unplanned) 


The percentage of women who are booked with the service and have a home 
birth which was not booked or planned. This may be due to a very fast labour or 
women delivering at home because their hospital of choice is full and therefore 
closed.  


Number of Failed Home Deliveries due to Staffing 
The number of women who had planned a home birth but were redirected to  
give birth in hospital due to lack of availability of a community midwife. 


Number of Women seen for initial Antenatal Appointment  
The number of women who have been seen for an initial antenatal appointment 
by the service. 


Breast Feeding Rate 
The number of newly delivered Mums who are breastfeeding – initiated by acute 
services midwifery services and maintained within Bridgewater services prior to 
discharge into the care of Bridgewater health visiting services.  


Number of Women Breastfeeding at handover to HV 
The number of women who are still Breastfeeding their baby when they are 
discharged in to the care of the Bridgewater Health Visiting Service. 


Workforce Definition 


Supervisor / Midwife Ratio 
Midwifery supervision is a statutory requirement in the UK. The national ratio of 
supervisor to midwife recommendation is not more than 1:15.   


Education / Training Attendance 
All midwives must undertake annual specific midwifery training/updating 
annually. These numbers reflect how many attend monthly in order to ensure full 
attendance across the 12 month period. 


% WTE in post This is the number of fulltime (37.5hrs) staff in post.  
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Patient Profile Definition 


Number of Women <18 at booking The number of women who are under 18 years of age at the time of booking. 


% Women <18 at Booking The percentage of women who are under the age of 18 at the time of booking 


Number of Women with BMI >35kg/m2 The number of women who have a Body Mass Index higher than 35kg/m2 


Number of Women smoking at Booking The number of women who have a smoking status recorded at booking 


% Women Smoking at Booking The percentage of women who have a smoking status recorded at booking 


% Women Smoking at Booking - referred to Smoking Cessation The percentage of women who have a smoking status recorded at booking and 
are referred to Smoking Cessation Services 


Sickness Levels Definition 


Midwives 
Midwifery hours lost through sickness as a percentage of the total hours 
available.  


Support Staff 
Maternity support workers; clerical staff hours lost through sickness as a 
percentage of the total hours available.  


Patient Experience Definition 


SUIs This is the number of serious untoward incidents reported in the month.  


Complaints The number of complaints made about the service 


Antenatal Friends & Family Test - Data Submission 
All women are given the friends and family questionnaire to complete at the 
Department of Health’s recommended 36 weeks gestation. Completed forms are 
submitted to the customer service department. 
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Appendix 2 – Out of Hours 


Out of Hours Exception Report 
 


Wigan  
 


01 April 2015 00:00 to 30th April 2015 2015 23:59 Quality Standard Percentage 


P
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Quality Requirement Description 
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2
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QR01 Regularly reporting of quality standard Monthly Monthly  


QR02 Clinical detail sent before 8am 99.45% 99.06%  


QR03 Patient with defined needs Compliant Compliant  


QR04 
Clinical audit/Call handling audit Compliant 


Report in 
progress 


 


QR05 Patient experience 82.86% 89.19%  


QR06 Complaints procedure in place Compliant Compliant  


QR07 
Capacity and demand 


Partial  
Compliance 


Partial  
Compliance 


 


Exception 


NQR05- Patient experience- 
Slight improvement on patient satisfaction this month of 6.33% 
Sample period March 2015 
No Surveys sent   209 
No Surveys Returned 37 
Overall summary: 
33 (89.19%)of patients reported the service Excellent, Good and Satisfactory  
4 (10.81%) of patients rated the service Poor  
Reason stated for poor report: 
2 patients reported the doctors behaviour disinterested – The Medical Lead for the service is reviewing staff behaviour individually. Clinical Manager leading on 
improving customer care  
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1 patient reported no option to see female doctor – on investigation there had been no available female doctor on duty at the time of the patient assessment, 
where possible a skill mix of male and female doctors is provided. The Chaperone policy in situ 
1 patient reported not having a call back from the service – on investigation the patient had been called back on 3 occasions with appropriate messages left for 
patient to contact the service if the service was still required. No call back relieved 
 
NQR07-Capacity and Demand  
The Capacity and Demand Predictor Tool and Appointment Scheduler identify staffing needs to support the service demand. A service redesign is in progress to 
support service need. 
 


QR08a Engaged calls 0% 0%  


QR08b Abandoned calls 2.00% 2.66%  


QR08c Calls answered within 90 seconds 96.63% 96.26%  


Exception 


NQR08abc Engaged Calls, Abandoned Calls, Calls answered within 90 seconds. 
This standard is reported as compliant this month. 
 


QR8 Issues 


 


QR8 Actions By Who By When Status 


    


QR09a Emergency definitive assessment (3 minutes) N/A N/A  


QR09b Urgent definitive assessment (20 minutes) 88.86% 94.44%  


QR09c Routine definitive assessment (60 minutes) 93.22% 91.40%  


Exception 


NQR09b Urgent definitive assessment (20 minutes). 
The standard is reported as partially compliant 94.444% 
There has been an increase in the overall percentage of this standard this month by 5.58% from 88.86% in March to 94.44% in April   
396 telephone calls were defined for urgent definitive assessment  
374 telephone calls were achieved on target 94.44% 
22 telephone calls did not achieve target 5.56% 
On review the following dates are listed as non-compliant due to capacity exceeding demand:  
2/04/15-77.78%- Busy for Thursday evening- 110 calls- 3 nurses on duty 
3/04/15-76.19%-Easter period service busy-451 calls 
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6/04/15-94%-Easter period service busy-403 calls 
12/04/15-85.29%-351 calls to the service 
18/04/15-93.75%-279 calls to the service 
19/04/15-94.12%-269 calls to the service 
25/04/15-45.45%-348 calls to the service 
26/04/15-90.48%- Sunday 275 calls to the service 
28/04/15-75%- Tuesday 81 calls to the service 
 
NQR09c Routine definitive assessment (60 minutes)  
This standard is reported as partially compliant 91.40% 
There has been a decrease in the overall percentage of this standard this month by 1.82% from 93.22% in March to 91.40% in April 
3688 telephone calls were defined for routine definitive assessment  
3371 telephone calls were achieved on target 91.40% 
317 telephone calls id not achieve target 8.6% 
On review the following dates are listed as non-compliant due to capacity exceeding demand: 
2/04/15-89.77%- Busy for Thursday 110 calls 
3/04/15-82.59%- Easter period 451 calls 
4/04/15-77.43%- Easter period 404 calls 
6/04/15-88.25%- Easter period 403 calls 
7/04/15-92.21%-112 calls to the service 
8/04/15-66.04%-Wednesday- 183 calls to the service 
10/04/15-76.06%-93 calls to the service 
11/04/15-93.70%-362 calls to the service 
12/04/15-81.19%-351 calls to the service 
13/04/15-94.94%-109 calls to the service 
28/04/15-91.67%- Tuesday 81 calls to the service 
29/04/15-90.70%- Wednesday 133 calls to the service 
 
 


QR9 Issues 


 


QR9 Actions By Who By When Status 
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The roles of Supervisor and Lead Nurse have been reviewed evaluated and re enforced within the team 
supported with supervision  
The Business Continuity Plan has been reviewed and evaluated within the team supporting the supervisor and 
nurse lead to utilise contingency planning early when demand is exceeding capacity 
 


   


QR12a PCC Emergency appointment within 60 min 100.00% 100.00%  


QR12b PCC Urgent appointment within 120 min 97.44% 91.84%  


QR12c PCC Routine appointment within 240 min  99.12% 99.81%  


Exception 


NQR12abc PCC Emergency appointments (60 minutes), PCC Urgent appointment within (120 minutes), PCC Routine appointment within (240 minutes) 
NQR12b is reported as partially compliant at 91.85%. 
There is a decrease in the overall standard in month of 5.6% from 97.44% in March to 91.84% in April  
NB: Due to small number of patients for urgent appointment assessment in month, it should be noted that any breaches will result in a larger percentage count 
than normally reported non-compliant  
49 patients reported at requiring Urgent Appointment 
45 (91.84%) patients were assessed on target  
4 (8.16%) patients were assessed outside of target  
On review the following dates are listed as capacity exceeding demand: 
4/04/15- 1 breach- 75% 
12/04/15- 3 breaches out of 4- 25% 
12/04/15-85.29%-351 calls to the service- 94 patients attended base for assessment. 
 


QR12a Visit Emergency appointment within 60 min 100.00% 100.00%  


QR12b  Visit Urgent appointment within 120 minutes 95.77 % 77.27 %  


QR12c  Visit Routine appointment within 240 minutes 96.09% 96.32%  


Exceptions 


NQR12abc Visit Emergency appointment within (60 minutes), Visit Urgent appointment within (120 minutes), Visit Routine appointment within (240 minutes). 
 
NQR12b is reported as non- compliant this month at 77.27% 
There is a decrease in the overall standard in month of 18.5% from 95.77% in March to 77.27% in April  
NB: Due to small number of patients for urgent home visit assessment in month, it should be noted that any breaches will result in lager percentage count than 
normal reported non-compliant 
22 patients reported as requiring Urgent Home Visit 
17 (77.27%) were assessed on target  
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5 (22.73%) were assessed outside of target  
On review the following dates are listed as capacity exceeding demand:  
3/04/15- 1 breach- 28 home visits  
11/04/15- 1 breach-25 home visits 
12/04/15- 2 breaches-23 home visits- from looking at the calls not going out on the visits in timely manner- only going out after an hour with several visits and not 
prioritising urgent visits first. 
23/04/15- 1 breach- 6 home visits- Thursday evening 
 
 
 


QR12 Issues (PCC and Visits) 


Review and training actioned appropriate prioritisation of patient needs   
Promoting an appropriate reduction in the number of patients prioritised for urgent home visits and appointments  
Total service demand for home visits and appointments  remains unchanged 
Risk to NQR12b a smaller numbers of patients referred for urgent assessment will result in any breach providing a higher percentage of non-compliance  
 


QR12 Actions By Who By When Status 


The roles of Supervisor and Lead Nurse have been reviewed evaluated and re enforced within the team 
supported with supervision  
The Business Continuity Plan has been reviewed and evaluated within the team supporting the supervisor and 
nurse lead to utilise contingency planning early when demand is exceeding capacity 
 
New processes are being piloted to evaluate recognition of patients prioritised for urgent ensuring care 
management is met to target needs   
 


Deputy Clinical 
Manager 
Service 


Supervisors 


 Action 
completed 


 
 
 
 


May 2015  


QR13 Interpretation Services within 15 minutes of initial contact Compliant Compliant  
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Warrington 
 
Following the Warrington commissioners decision to continue with the 111 model of provision, the Trust has agreed the 17 reportable standards for the service, instead of 
the 20 reportable standards for the traditional service model. Of the 17 applicable standards, the Warrington division reports: 


 17 standards as compliant 
  


It should be noted however, due to the low numbers reported in some quality standard categories, individual breaches can make a significant difference to compliance 
levels.  Actions are in place to further strengthen performance and create greater resilience within the service.  The service is constantly reviewing and amending the 
service model to better meet demand and respond to the whole system requirements for urgent care services: 


 Clinicians from the OOH service are involved in a Local Clinical Advisory Group and feedback comments regarding 111 NHS Pathway dispositions to influence 
change.   


 Work continues to check data quality of reports.  Data cleansing continues on a weekly basis and data issues continue to reduce as new processes to improve data 
quality become embedded. The service will continue to perform data checking and cleansing until all contacts are automatically recorded in the correct manner.    


 
Further training has been provided to the administrative team to ensure all understand the areas of data quality issues.  Consistent working practices are being promoted 
across the whole service. 


 The service is responding to commissioner requirements and becoming more integrated with the Urgent Care in GP Service  
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01 April 2015 00:00 to 30th April 2015 23:59   


   


Quality Requirement Description 
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QR01 Regularly reporting of quality standard Compliant Compliant  


QR02 Clinical detail sent before 8am 97.90% 96.60%  


QR03 Patient with defined needs Compliant Compliant  


QR04 Clinical audit/Call handling audit Compliant Compliant  


QR05 Patient experience 1% 1%  


QR06 Complaints procedure in place Compliant Compliant  


QR07 Capacity and demand Compliant Compliant  


QR12a PCC emergency appointment within 60 min N/A N/A  


QR12b PCC urgent appointment within 120 min 93.37% 96.86%  


QR12c PCC routine appointment within 360 min  100.00% 100.00%  


QR12a Visit emergency appointment within 60 min N/A N/A  


QR12b  Visit urgent appointment within 120 minutes 94.12% 100.00%  


QR12c  Visit routine appointment within 360 minutes 99.10% 100.00%  


QR12a Telephone emergency appointment within 60 min 99.68% 100.00%  


QR12b Telephone urgent appointment within 120 minutes 99.68% 100.00%  


QR12c Telephone routine appointment within 360 minutes 100.00 100.00%  


QR13 Interpretation Services within 15 minutes of initial contact N/A N/A  


 
Exceptions 


For April 2015:  
The Service is compliant with the NQR report this month  
The Service met 100% compliance for: 
NQR 12C PCC Routine Appointments 
NQR 12B Urgent Home Visits  
NQR 12 C Routine Home Visits  
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NQR 12 A Emergency Telephone Assessments  
NQR 12 B Urgent Telephone Assessments  
NQR 12 C Routine Telephone Assessments  
 
The Service is  Compliant for NQR 12b Urgent Appointments  within 120 minutes: compliance reported at 96.86% 
 Compliance reported at 96.86% this month which is a 3.49% improvement in comparison to 93.37% reported in March 15 (382 patients were assessed, of 
which 370 were assessed appropriately 12 patient was assessed outside the 120 min target with an average time to assessment 2.52 hours, which is 52 
minutes outside of target assessment time.) this is an improvement upon March by 3 minuets 2.55 hours  
 
Actions:  
Continue to ensure call prioritisation is met and the best practice appointment and home visiting schedule pathways are utilised within the service  
Appointments and Home visits to be monitored by shift supervisor to ensure appropriate prioritisation maintained  
All staff reminded of best practice for prioritization of appointment and  home visiting pathway  
All patients to be advised to return call or contact emergency services should their symptoms deteriorate 
All breaches are reviewed by clinical director to determine if the delay caused any patient harm     
 
The service continues to review service capacity and demand needs ensuring staffing levels to meet anticipated  demand 
All staff reminded of best practice target time scales for NQR 12b 
Breaches are recorded and reported to ensure safety is maintained 
 


Action:  
 By Who By When Status  


April  2015 Actions to improve performance: 


Ongoing monitoring of performance in the team and audit of processes 


Risks 


Ensure service capacity matches demand by review of performance and staffing 
levels and improving rota appropriate to needs  
 
Potential patient safety issues.  This is mitigated by prioritising urgent cases and 
all patients are advised to call back or contact emergency services should their 
symptoms deteriorate. 
 
Information from the report will be disseminated at staff meetings and staff 
identified individually for training  
 


 
 
 
Sharon 
Jackson  
 
Sharon 
Jackson/Marie 
Martin  
 
 
Sharon 
Jackson/Marie 


 
 
 
 
Daily/Weekly 
evaluation  
 
 
 
 
 
Cascade of 
information 


 
 
 
 
Complete/Ongoing evaluation   
 
 
Complete 
 
 
 
Complete /Ongoing evaluation   
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Acting Deputy Clinical Manager attended the unit on the weekends of March 
and April 15 to provide additional training.  
 
Acting Deputy Clinical Manager met with weekend supervisors to address 
training issues 


Martin 
 
 
Sharon 
Jackson 
 


Monthly  
 
Attended 15th 
March 15 
And 6th April 15 


 
 
Complete/Ongoing evaluation  
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ACTION LOG  
 
Key 


Red Significantly Delayed and / or of High Risk 


Amber  Slightly Delayed and / or of Low Risk 


Green  Progressing On Timescale 


Blue Completed 
 


Meeting:  Bridgewater Community Healthcare NHS Trust 
Board – Part I Meeting – 7 May 2015  
 
Refreshed – 29 May 2015 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible 
Person 


Completion Date 
Due 
Date/BRAG 
Status 


Comments/Further Action 
 


 
10.9.14 
 


 
165/14(i) 


 
Staff Sickness 
Absence 
 


 
Summary of availability of Domestic Violence 
Support by Borough. 


 
Linda Agnew 


 
Blue 


2.3.15 On agenda 
 
30.04.15 – Report received by 
Board at its March meeting. 
Propose remove from the action 
log.  (A further update will be 
brought back to the Board 
following receipt of feedback from 
Local Authority CEOs and 
Safeguarding Board Chair’s on 
Domestic Violence support 
arrangements within towns.)  
 


5.2.15 29/15 QOF Presentation 
- Willaston 


Presentation of future papers to be simplified 
and provide full narrative/explanation of 
figures.  Narrative to include why targets have 
not been met, what is being done to address, 
outline any penalties and any potential impact 
for patients. 


Stephen Ward   
Blue  


Discussion took place on this item 
at the Quality and Safety 
Committee.  A paper will be 
presented to the Committee by 
Neil Fisher to cover QOF issues, 
contractual performance, patient 
survey and expectations at 
Willaston.  Proposed to remove 
this action from the action log.  


05.03.15 51/15 (ii)  Safer Staffing  The Board agreed that a Deep Dive exercise 
should be undertaken incorporating agency 
staffing and recruitment and proposals for 
integrated team working.  


  
Amber 


JULY 2015   
 


Deferral agreed – report to be 
brought back to Board in June 
2015.  
 
“Deep Dive” deferred until July.  
Regular Safer Staffing Report on 
the agenda. 
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4 June 2015   


 
The Political Landscape  
 
As parliament has now reconvened, the organisation is busy making contact with all 
of our new or re-elected local members of parliament.  This is an important part of 
managing our relationships in the local area, and one to which we need to pay 
increasing attention given the highly sensitive discussions about the sustainability of 
district general hospitals that will have to take place in the coming months.   
 
NHS Providers produced an ‘on the day’ briefing in relation to the content of the 
Queen’s speech.  As you will see, it is ‘light’ on health policy, very much carrying on 
with the direction set out by the last government, endorsing the approach set out in 
the Five Year Forward View and also re-emphasising a commitment to seven-day 
working although the detail for this is still emerging.  
 
http://www.nhsproviders.org/resource-library/nhs-providers-on-the-day-briefing-
queens-speech-may-2015/ 
 


NHS Financial Position  


As a backdrop to the challenges faced in our own organisation, Monitor has 
published its quarter four performance report for the whole of the foundation trust 
sector.  


A report to Monitor’s board on the performance of  the sector for the year ended 31 
March 2015 found that overall, the sector reported a deficit of £349 million compared 
to £10 million planned: 


 77 foundation trusts (51%) ended 2014/15 in deficit of whom 70% were 
acute trusts 


 
 trusts spent £1.8 billion on contract and agency staff which is more than 


double the amount they had planned (£766 million) 
 


 trusts made £1.17 billion worth of cost savings compared to £1.23 billion in 
2013/14 


 
 the foundation trust sector as a whole has missed the A&E waiting time 


target of seeing 95% patients within 4 hours since autumn 2013/14 
 


 the size of the waiting list for routine operations reached 1.76 million, an 
8.3% increase on 2013/14 
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 between January and March 2015, 55,400 people waited on a trolley for 
more than 4 hours between the decision to admit them to A&E and their 
arrival on a ward due to reduced bed availability 


 
 foundation trust ambulance services meet the national waiting time for 


responding to the most critical and life threating incidents between January 
and March 2015 


 
 Monitor intervened or agreed regulatory action at 32 trusts (21% of the 


sector) because of operational or financial concerns 
 
NHS Providers reports that when the NHS Trust sector is included (reported by the 
TDA) the overall deficit for the provider sector stands at £822 million, and is predicted 
to rise to £2.1 billion unless urgent action is taken.  
 
https://www.gov.uk/government/publications/nhs-foundation-trusts-quarterly-
performance-report-quarter-4-201415 
 
 
Council of Governors  
 
Taking on board the questions raised by governors at the last meeting, a paper later 
on the agenda will set out a proposal for developing the relationship between the 
Board and the Council of Governors.   
 
As a starting point, governors are joining directors at a ‘time out’ on 12 June to further 
develop and refine the Trust’s strategy.   
 
  
Appointment of Non-Executive Directors  
 
The process is now underway, led by the Governors’ Nominations Committee and 
supported by Gatenby Sanderson. The timetable will mean that final interviews will 
take place during the last week of July.  An extraordinary meeting of the full Council 
of Governors will be arranged to ratify the decision of the Committee.  
 
The Governors’ Nominations Committee is meeting on Monday 8 June to review 
progress.  
 
 
Updates  
 
There are just two publications to draw your attention to, which may be of use given 
our upcoming review of strategy.  
 
Kings Fund has published ‘The Practice of System Leadership: Being comfortable 
with chaos’  
 
http://www.kingsfund.org.uk/publications/practice-system-leadership 
 
 
 
 



https://www.gov.uk/government/publications/nhs-foundation-trusts-quarterly-performance-report-quarter-4-201415

https://www.gov.uk/government/publications/nhs-foundation-trusts-quarterly-performance-report-quarter-4-201415

http://www.kingsfund.org.uk/publications/practice-system-leadership
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The Health Foundation has published a review of the conceptual evidence and 
case studies of asset-based approaches in health, care and wellbeing.   


http://www.health.org.uk/publications/head-hands-and-heart-asset-based-
approaches-in-health-care/ 
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Unapproved Minutes from Part I Board Meeting 
Held on: Thursday 7 May 2015, 12.30pm 


Meeting Rooms 2&3, Bevan House, Wigan  
 


 
Present 
Harry Holden, Chairman 
Colin Scales, Chief Executive  
Steve Cash, Non-Executive Director  
Christine Samosa, Director of People, Planning and Development  
Bob Saunders, Non-Executive Director 
Mike Treharne, Director of Finance, Performance and Information 
Steve Ward, Medical Director  
Dorothy Whitaker, Non-Executive Director  
Sally Yeoman, Non-Executive Director  
 
In Attendance  
Linda Agnew, Director of Corporate Development and Allied Health Professionals  
Dot Keates, Interim Executive Nurse  
Lynda Richardson, Personal Assistant to Chairman and Trust Secretary 
Mel Wilson, Trust Secretary  
 
For Patient Story (Item 74/15 only)  
Simon 
Gary Storey, Community Nurse, Additional Support Team 
Michelle Heyes, Community Nurse, Primary Care Access Team  
Belinda Hinnigan, Support Worker 
 
Observers 
Sue Irvine, Public Governor, Rest of England 
Bill Harrison, Public Governor, St Helens  
 
73/15 INTRODUCTION  
  
 (i) CHAIR’S WELCOME 
 
 Harry Holden welcomed all to the May Board meeting.   
 
 (ii) APOLOGIES FOR ABSENCE 
  
 Karen Bliss, Non-Executive Director     
 Esther Kirby, Chief Nurse 
 
 (iii) DECLARATIONS OF INTEREST IN ITEMS ON THE AGENDA 
  
 No Declarations of Interest were made.  
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74/15 PATIENT STORY – ADULT LEARNING DISABILITIES SERVICE  
 
 Linda Agnew introduced this month’s patient story which was in relation to  
 The Additional Support Team.  This service works with people that have a 


learning disability, families, carers, health and social care professionals to 
identify barriers to patients accessing healthcare. The service develops 
supportive strategies to remove or overcome barriers that the individuals 
face.    The Additional Support Team is a borough-wide service within 
Ashton, Leigh and Wigan. Its focus is to provide specialist physical and 
psychological (functional) assessments, intervention and treatments for 
people aged 16 and over who present with behavioural challenges, many of 
whom also have mental health needs, offending behaviours, or an autistic 
spectrum disorder.  


 
Linda introduced Simon, his Support Worker Gary Storey, Community Nurse 
from the Additional Support Team, Michelle Heyes, Community Nurse from 
the Primary Care Access Team and Belinda Hinnigan, Support Worker.  
 
Simon told his story to the Board concerning his anxiety about his health 
issues and how the Additional Support Team had helped him. Simon 
suffered from Epilepsy but had not had a seizure for a considerable time. 
The Additional Support Team arranged for Simon to be reviewed by the 
neurology team, however as the appointment date drew nearer, Simon 
became more and more anxious. Simon told of the appointments that he 
needed to attend for a CT scan on his brain and a blood test and how he had 
been supported by Gary.  Gary had contacted the Adult Learning Disability 
Service, Hospital Liaison Team, who provided the CT department with 
information regarding Simon’s anxiety and communication needs. This 
allowed them to make small adjustments in the way they would support him 
during the scan.  Simon’s General Practitioner provided a mild sedative to be 
used on the day of his scan. Simon’s scan result was confirmed as clear and 
Gary relayed this information with Simon using drawings to help him 
understand. The nurse recapped the process from referral, to neurology, to 
scan and what happens next. 
 
Gary and the team of support workers provided visits in-between 
appointments to support Simon’s understanding of what would happen next 
and to preparing him for future appointments.  This preparation was done 
with both Simon and his support staff team so that all involved had consistent 
information.  The staff could then reinforce positive messages about the 
planned healthcare appointments.  


 
 Using the principles of a person-centred approach had provided Simon with 


appropriate information that he understood which helped to reduce his 
anxiety levels. It helped him to have a better understanding of why 
appointments and clinical procedures are needed and what he could expect 
at his appointments.  Developing Simon’s understanding had also enabled 
him to make informed choices about his own health. They would be looking 
next at dental care with Simon. 


 
 The Board thanked Simon, Gary, Michelle and Belinda for attending and 


sharing their story.  
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75/15 MINUTES OF THE LAST MEETING HELD ON THURSDAY 5 MARCH 2015 
 
 One correction noted on page six third paragraph under the workforce 


section: Chris Samosa asked that the last sentence under that paragraph be 
removed from the minutes.   


 
The minutes of the last meeting were otherwise accepted as an accurate 
record.  
 


76/15 MATTERS ARISING FROM THE ACTION LOG 
 
 177/14 Clinical Reference Groups  
 
 It was agreed that the review of the Clinical Reference Groups role would be 


undertaken with wider strategy discussions.  The date for the June Board 
Seminar (8 June) was likely to be moved to a further date.   


 
  165/14(i) Summary Report – Availability of Domestic Violence Support 


across Bridgewater  
 
 Linda Agnew confirmed that Kate Fallon had written to all Local Authorities 


and Safeguarding Leads within Bridgewater’s boroughs, asking them to take 
part in a cross-borough seminar on Domestic Violence.  This would be 
scheduled for later in the Summer.  


 
  195/14(ii) Living our Mission  
 
 The Board agreed that this action could be removed from the action 


log.  Update reports would be brought back on an ad hoc basis as 
required.  


 
 29/15 QOF Presentation – Willaston 
  
 The Board noted that a briefing was requested in February to provide a full 


description of QOF and how it was being applied to Willaston.  It was 
recognised that this data was already embedded within the IPR. It was 
agreed that an explanatory note describing QOF and its application to 
Willaston would be circulated to Board.  


 
 The Board received the action log.  
  
77/15 URGENT ITEMS TO BE TAKEN WITH PRIOR APPROVAL OF THE CHAIR 
 
 No urgent business.   
 
78/15 CHAIRMAN’S REPORT 
 


Harry Holden introduced his Chairman’s Report to the Board. 
 
New Leadership at Bridgewater  
 
The Board noted the Board level appointments that had been effected since 
the last public Board meeting in March.  


MW 
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The Political Landscape  
 
Harry provided an update on a recent NHS Providers Chairs meeting that he 
had attended.   
 
Council of Governors 
 
The circulated report provided an overview of the business conducted by the 
Council of Governors at its meeting on 24 March 2015.   
 
Greater Manchester Devolution  
 
Harry provided an update on a meeting he attended with local partners within 
Wigan.  
 
The Board received the Chair’s Report.  
 


79/15 CHIEF EXECUTIVE’S REPORT  
 
 Colin Scales presented his Chief Executive’s report to the Board referring to 


the key documents included on today’s agenda around quality which were 
crucial to enabling the Board to be sighted on the Trust’s ongoing 
compliance. This included the Annual Governance Statement which the 
Chief Executive, as Accountable Officer, would sign off.  


 
 Duty of Candour 
 
 Colin provided an update on the Board Seminar that was held on 13 April 


2015 on Duty of Candour, led by Hill Dickinson Solicitors.   The session 
identified a number of areas that would be routed through the Quality and 
Safety Committee for following up which were outlined within the paper.  
Colin stated that it must be ensured that staff were supported on their 
responsibilities around Duty of Candour. Work had been ongoing through the 
Quality Management Group to gain a further understanding on how this 
would be done.  


 
 Medical Director 
 
 Colin informed the Board that Steve Ward would be retiring on 31 May 2015, 


his last working day would be Wednesday 20 May. Dr Neil Fisher would step 
in as Interim Medical Director while a new Medical Director was recruited.  


 
 Five Year Forward View  
 
 Responses were being developed within each town on the Multi-Specialty 


Community Provider approach.  There was much work in progress.  The 
Trust needed to be a contributor with integrated care, relationships and 
partners including the Third Sector. There would be further discussions on 
the Trust’s approach at upcoming Board Seminars.  
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Strategy Refresh  
  
 Discussion would be taking place on Friday 12 June 2015.  There would be a 


dedicated Board Seminar in June on Strategy which would include Trust 
Governors.  


 
Wider SMT  


 
 Colin advised the Board that the Executive Management Team, General 


Managers and Executive Deputies felt that the current wider SMT 
arrangements were not demonstrating much value.  From the next wider 
SMT week commencing 11 May, a more interactive meeting structure, 
termed Open Space, would be used.  This was an agenda-free opportunity 
for topics to be brought for discussion.  Staff would be invited to book on to 
the Open Space meeting, to ensure that the numbers attending were 
monitored.  If this initial meeting worked well, then the Open Space format 
would be rolled out.  


 
 Executive Time Out – 6 May 2015 
   
 Colin gave an update to the Board from the Executive Time out session held 


on 6 May with an external facilitator, Ken Tooze, an Organisational 
Development expert. The session was aimed at the new Executive Team as 
it begins to work together and developing strategies.  It was felt to have been 
a very positive session.  Colin advised that he would circulate a note to 
Board detailing the outputs from the session.  


 
 There would be an opportunity for the whole Board to engage with Ken on 12 


June, with some time late June/early July to have a whole session with 
Board and including the Council of Governors.  


 
80/15 FINANCE AND PERFORMANCE  
 
  (i) Integrated Performance Report – Month 12 
  
 Operational Performance 
 
 Caroline Williams presented the headlines from the IPR on Operational 


Performance.  
  


 Positive trends were noted in RTT and at Willaston Practice.  
 
 Positive trends on sickness absence in Midwifery.   
 
 Out of Hours performance remained stable. A presentation was given to 


the April Quality and Safety Committee around the progress and current 
position on NQR targets.  


 
 Smoking quitters – the Trust were short of the 60% internal stretch target 


but were well within the regulatory 43% and national 51% targets. 
 
 Finance  
 


Mike Treharne highlighted the key elements from the Finance section of the 
report from pages 60 to 69 of the report.  
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 The Audit Committee was meeting towards the end of May 2015 to agree 


the final accounts for the Trust post and prior to Foundation Trust Status.  
 


 The Trust was declaring a £488,000 surplus.  The Cash balance at 31 
March was at £5.861m.  The Trust’s Capital Expenditure outturn for the 
year was at £5.885m. 


 
Quality  


 
 Dot Keates presented the Quality elements of the report to the Board:  
 


 There had been nine SUIs in month.   
 


 There had been one unexplained death within District Nursing.  This was 
not in direct relation to District Nursing care and was under investigation.  


 
 In terms of complaints, a correction was noted to the figure for the last 


year. It was clarified that the figure was 88 and not 86.  The current figure 
of 91 was not felt to be a concern for Bridgewater. It was confirmed that 
very good progress was being made around early resolution of issues 
raised before they progressed to become an official complaint.  


 
 It was confirmed that the Trust had agreed with the CCG that it would 


prefer a future model for Newton Hospital.  There was a quick turnaround 
in terms of timescales for this.    


 
 Bridgewater had a very good score on the Friends and Family test with 


approximately 3,958 responses.   
 


 Discussion took place concerning Willaston Practice. Colin Scales 
advised that he had arranged to meet the Chair of the PPG within the 
next few weeks.  It was confirmed that the Trust was delivering all the 
requirements of the Willaston contract.  


 
 It was agreed that an explanatory note on QOF at Willaston be prepared.  


This must also detail the current position for the practice: how the 
practice had got to its current position, the difference on the contract 
before and after Bridgewater took this on and the engagement with 
Willaston and the community.  


 


 In relation to a number of CQUINs that had not yet achieved a green 
rating, Dot Keates confirmed to Bob Saunders that work was being 
undertaken and that there were no indications of any issues.  


 
HR 


  
 Chris Samosa presented the HR elements of the IPR.   
 


 Induction was at 99%.  The induction programme was being reviewed to 
ensure that it was more values based.   


 
 Mandatory training was at 88%.  Managers were aware of non-


compliance.  
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 Sickness absence levels were at 5.68% for the end of Month 12 and 


were now just over 6% in month.  There had been a deterioration in the 
figures for stress related sickness absence and work was continuing with 
Occupational Health.  


 
 Health briefings were now being circulated to all staff by the HR Team. 


The latest concerning issues for women undergoing the menopause had 
been very well received. Work around staff Health and Wellbeing was 
also taking place including the establishment of a Bridgewater Choir.  


 
 Turnover was 14% for the year.  The Trust was currently 11 staff over 


plan which was an acceptable position.  
 
 Colin Scales referred to the current figure for agency staffing and asked that 


consideration be given to what a reasonable figure would be for the Trust.  
 
 The Board received the IPR.   
 
 (ii) Monitor Quarter Four Return  
 
 The Board received the quarter four return which had been signed off and 


submitted to Monitor.  It was acknowledged that consideration was needed 
as to the future signing off arrangements. The Board agreed Colin Scales 
suggestion of an e-governance approach to this report with key issues being 
flagged to give the opportunity for any questions to be raised and answered 
on the report if needed.   


 
 (iii) QOF Report  
 
 Report not received.  
 
 (iv) Report from Audit Committee – 8 April 2015  
 
 Mike Treharne presented the report from the last meeting of the Audit 


Committee held on 8 April and highlighted the key points.  The next meeting 
of the Committee was scheduled for 19 May where the Committee would 
sign off the Trust’s Annual Accounts which would then be submitted to 
Monitor and the Department of Health.  


 
 Steve Cash informed the Board that BPPC and Age of Debt would now be 


transferred from the Audit Committee remit to become part of the Finance 
and Investment Committee remit.  


 
81/15 QUALITY AND SAFETY 
 
 (i) Report from Quality and Safety Committee – 20 April 2015 
 


Bob Saunders presented a report to the Board from the last meeting of the 
Quality and Safety Committee held on 20 April 2015.  
 
Bob confirmed to the Board that the Quality and Safety Committee would be 
receiving proposals as to how it could take forward the monitoring of QIA 
quality elements.  
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In terms of altering the Committee’s current meeting schedule to run bi-
monthly, Bob Saunders advised that this was unlikely to happen this year. 
However the business cycle had now been updated and would be divided 
between business meetings and Deep Dive meetings on dedicated topics.  
There would be no January or August meetings held.  
 
Steve Cash and Bob Saunders would be discussing QIAs and the QIA 
process in terms of providing assurance on finance and quality elements 
outside of today’s meeting.   
 
The Board accepted the report for assurance.  
 
(ii) Safer Staffing Report  
 
Dot Keates presented the Safer Staffing report to the Board and advised that 
Esther Kirby was currently undertaking an ongoing review of staffing and so 
the report was still in the same format as that of previous months pending the 
outcome of this review.   
 
Dot presented the highlights from the report.  It was agreed that in reference 
to the recruitment delays, the issues behind this must be understood and 
addressed. It was also agreed that further reflection was needed concerning 
current staffing establishment ratios.  
 
(iii) Annual Governance Statement  
 
Mel Wilson presented the Annual Governance Statement to the Board and 
advised that this was required to accompany the submission of the Trust 
Annual Accounts at the beginning of June 2015.  The report was in two 
sections, one in relation to the Trust prior to becoming an FT (April to 
October 2014) and the other post FT (November 2014 to March 2015).  The 
Report had been submitted to the Quality and Safety Committee on 20 April.  
Following this there had been a number of amendments made to the 
document which were shown in colour.  The report was presented today for 
final approval, however there were some final dates within the report which 
still needed to be checked.  
 
Bob Saunders queried the second to last section of the report on page five 
which did not include reference as discussed at the Quality and Safety 
Committee to the Committee receiving quarterly QIA summaries. It was 
agreed that this section also needed to be amended to reflect this.   
 
Subject to the above, the Board agreed that it was happy for Colin 
Scales to sign off the final version as Chief Executive Officer. 
 
(iv) Draft Annual Report/Quality Report/Annual Chair of Audit 
Committee  Report/Compliance with Licence Conditions 
 
Mel Wilson presented the draft Annual Report and accompanying documents 
and invited comments on the document.  This must be submitted to Monitor 
by 29 May 2015.  The Board approved Delegated Authority to the Audit 
Committee for the final sign off of the report.    
 


CSc 
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82/15 STRATEGY AND PLANNING  
 
 (i) Annual Plan  
 
 Mel Wilson presented the Annual Plan which was tabled at the meeting.  Mel 


apologised for the delay in the circulation of the paper. The report was to be 
returned to Monitor week commencing 11 May 2015.  It was agreed that the 
Board would read the report and feed back any comments to Mel 
Wilson prior to Monday 11 May.  


 
 (ii) Library Strategy 
 
 The Board endorsed the Library Strategy, presented by Chris Samosa.  
  
83/15 ITEMS FOR INFORMATION  
 
 The Board received the following report for information:  
 
 (i) Halton Safeguarding Children Board Annual Report  
 
 The Board agreed that a Safeguarding symposium would be arranged.  
 
84/15 OPPORTUNITY FOR ATTENDING MEMBERS OF STAFF, THE PUBLIC 


AND THE MEDIA TO RAISE RELEVANT ISSUES AT THE CHAIRMAN’S 
DISCRETION 


 
 Sue Irvine, Governor for the Rest of England, asked whether a process 


would be put into place whereby Governors and Non-Executive Directors 
could communicate with each other, particularly in relation to assurances 
and the Governor’s role in holding the Non-Executives to account. Some of 
the Governors were reaching the end of their tenure in a few months time 
and this issue had become critical.  Mel Wilson responded that a fuller 
discussion needed to take place, but that the views and opinions of the Trust 
Governors were being regularly fed in to work.   


 
 Steve Cash advised that the Non-Executive Directors were keen to develop 


a closer relationship with Governors and report on the Board’s Committees 
and look at how best to do this, moving away from using power point 
presentations.  Bob Saunders suggested that Non-Executive’s present to the 
Governors on behalf of their Committees on a quarterly basis.   


 
 Dorothy Whitaker invited Sue’s ideas of a good way forward.  It was felt that 


discussion should take place between the Non-Executives and Governors to 
determine what assurances were needed. Sally Yeoman highlighted that the 
Council of Governors had only become a full Council from November when 
the Trust became and FT, and a joint session had taken place between the 
Board and the Council of Governors, however an information sharing 
meeting with discussion and debate should take place. Mel Wilson 
suggested that a Trust Assurance Group be set up and confirmed that she 
was trying to establish some terms of reference for this.   


 
 
 


ALL 
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 Colin Scales acknowledged the benefit that the Board as a whole would gain 


from the Governor’s insights and highlighted that the Executive Team were 
equally keen in engaging with Governors.  There would be a session 
arranged in the near future to which Governors would be invited.  


 
 It was agreed that Mel Wilson and Linda Agnew would liaise with 


Governors to look at how this could be best taken forward.  Ideas 
would be scoped from Non-Executives and Governors on the way 
forwards.   


 
 Sue asked the Board whether there would be more information available for 


the Governors in terms of the Five Year Forward View.  Colin Scales advised 
that there would be an integrated strategy session for the Board and 
Governors where the five year plan would be incorporated.   


 
Colin clarified in response to Sue that the Trust were not expecting a visit 
from Monitor but anticipated a visit from the Care Quality Commission at a 
point later in the year to provide the Trust with its rating. Colin confirmed that 
the Board would be looking for Governor involvement.  Sue stated that 
Governors wanted to be actively involved.   
 
Sue asked whether there was any possibility of a quality visit to Willaston 
Practice to talk to people who had expressed unhappiness with the service 
they had received. Colin Scales advised that he would be meeting with Rob 
King, the Patient Partner Group Lead and that there may be a quality visit 
scheduled following this meeting, at which concerns would be discussed.  
Dependent on that discussion, there may be wider discussions 
subsequently, however Colin advised that a better understanding was first 
needed of the quality issues at Willaston.    


  
85/15 DATE AND TIME OF NEXT MEETING 
 
 Thursday 4 June 2015, 12.30pm, Bevan House, Wigan.  
 


 
PART II SUMMARY  


 
 
69/15 FINANCE AND PERFORMANCE  
 
 (i) New Business Opportunities 
  
 The Board received the most recent New Business Opportunities report from 


Chris Samosa. 
 
 (ii) Report from Trust Efficiency Assurance Committee – 28 April 2015 
 
 The Board received the report from the Trust Efficiency Assurance 


Committee meeting held on 28 April 2015  
 
 
 
 


LA/MW 
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70/15 QUALITY AND SAFETY 
 
 (i) Update on Inquest Cases 
 
 The Board received an update from Steve Ward.  
 
 (ii) Report from Clinical Review Panel  
 
 The Board received a report from Steve Ward following the Clinical Review 


Panel on 22 April 2015.  
  
71/15 STRATEGY AND PLANNING  
 
 No items this month.  
 
72/15 ITEMS FOR INFORMATION  
 
 No items this month.  
 
 






