BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST
PUBLIC BOARD MEETING
Thursday 28 January 2021, 10am
Virtual meeting

AGENDA
Item

Time

Item Title

BAF
Reference

Action

01/21

10.00

APOLOGIES FOR ABSENCE

Information

DECLARATION OF INTEREST IN ITEMS ON THE
AGENDA

Assurance

02/21

10.00

MINUTES OF THE LAST MEETING HELD ON 26
NOVEMBER 2020

Assurance/
Approval

03/21

10.05

MATTERS ARISING FROM THE ACTION LOG

Action/
Assurance

04/21

10.15

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

05/21

10.15

BOARD ASSURANCE FRAMEWORK – Presented by
the Trust Secretary and Executive Directors

ALL

Assurance

BAF 1 Failure to implement and maintain sound systems
of Corporate Governance
BAF 2 Failure to deliver safe and effective patient care
BAF 3 Managing capacity and demand
BAF 4 Financial sustainability
BAF 5 Staff engagement and morale
BAF 6 Staffing levels
BAF 7 Strategy and Organisational sustainability
BAF 8 Information Management and Technology systems
which do not meet the requirements of the organisation
BAF 9 - Risk to Trust’s objectives due to COVID-19
pandemic
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06/21

07/21

10.45

11.10

QUALITY - To deliver high quality, safe and effective
care which meets both individual
and community needs
(i)

Report from a meeting of the Quality and
Safety Committee held on 16 December 2020 presented by the Committee Chair

(ii)

Ockenden Maternity Review – presented by the
Chief Operating Officer

Assurance

BAF1,2,
4, 7, 9

Assurance

BAF1,4

Assurance

BAF7

Approval

(i) Covid-19 update report – presented by the Chief
Operating Officer

BAF2, 3,6
9

Information

(ii) Report on temporary governance arrangements
due to the pandemic – presented by the Trust
Secretary

BAF1

Approval

BAF1

Approval

ALL

Information

SUSTAINABILITY – to deliver value for money, ensure
that the Trust is financially sustainable and
contributes to system sustainability.

(ii) Summary report from a meeting of the Audit
Committee held on 14 January 2021– presented
by the Committee Chair

11.30

INNOVATION AND COLLABORATION – to deliver
innovative and integrated care closer to
home which supports and improves health, wellbeing
and independent living
(i)

09/21

11.45

Assurance

All

(i) Finance report – presented by the Director of
Finance

08/21

BAF2,3,6,9

Digital Strategy Plan on a Page – presented by the
Director of Finance

OVERARCHING CORPORATE GOVERNANCE ITEMS

(iii) Policy and Procedure for the Development and
Review of Policy and Procedural Documents –
presented by the Trust Secretary

10/21

12.15

REVIEW OF MEETING AND ITEMS TO BE ADDED TO
THE BOARD ASSURANCE FRAMEWORK

11/21

12.20

OPPORTUNITY FOR QUESTIONS TO THE BOARD
FROM STAFF, MEDIA OR MEMBERS OF THE PUBLIC
AT THE DISCRETION OF THE CHAIR

Information

12/21

12.25

DATE AND TIME OF NEXT MEETING
Thursday 1 April 2021, 10am arrangements to be
confirmed

Information

Page | 2

13/21

12.25

MOTION TO EXCLUDE
(Section 1 (2) Public Bodies (Admissions to Meetings) Act 1960)
The Trust Board reserves the right to exclude, by its resolution, the press and
public wherever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted or for other special
reasons, stated in the resolution
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Unapproved Minutes from a Public Board Meeting
Held on Thursday 26 November 2020, 10am
Meeting held virtually via CISCO web ex

Present
Karen Bliss, Chair
Colin Scales, Chief Executive
Ted Adams, Medical Director (to item 92/20ii)
Gail Briers, Non-Executive Director
Lynne Carter, Chief Nurse and Deputy Chief Executive
Steve Cash, Non-Executive Director
Linda Chivers, Non-Executive Director
Nick Gallagher, Director of Finance
Sarah Quinn, Chief Operating Officer
Abdul Siddique, Non-Executive Director
Paula Woods, Director of People and Organisational Development
Tina Wilkins, Non-Executive Director
Sally Yeoman, Non-Executive Director
In Attendance
Jan McCartney, Trust Secretary
Lynda Richardson, Board and Committee Administrator
For Patient Story – item 86/20 only
Louise Pendleton, Specialist Nurse, Safeguarding Adults
Observers
Rita Chapman, Lead Governor
Bill Harrison, Public Governor, Rest of England
Christine Stankus, Public Governor, Rest of England
Diane McCormick, Public Governor, Halton
Howard Scott, Facere Melius
82/20

i) APOLOGIES FOR ABSENCE
Aruna Hodgson, Medical Director
ii) DECLARATIONS OF INTEREST IN ITEMS ON THE AGENDA
No declarations of interest were made.

83/20

MINUTES OF THE LAST MEETING HELD ON 1 OCTOBER 2020
It was noted that Christine Stankus, Public Governor for Rest of England was observing the
meeting from 10am to 11am.
The remainder of the minutes were approved as an accurate record.
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84/20

MATTERS ARISING FROM THE ACTION LOG
08/20 IQPR (Halton Health Watch views to be sought on Wood View Children’s Centre)
The Board was assured that progress was being made on this action with a letter and survey
to be circulated to patients and families with timescales to be agreed with Halton Health
Watch. It was agreed that this action would be removed from the log and any pertinent
issues would be presented subsequently back to Board as required.
57/20i IQPR (inclusion of indicators for Board investigation and additional activity due
to pandemic)
Item deferred to January 2021.
73/20i IQPR (Out of Hours service data, deep dive exercise, inclusion of information to
set out distance from achieving targets to provide assurance and review of
performance assurance framework)
These items were deferred to January 2021 pending feedback from the Finance and
Performance Committee.
75/20ii Governance framework for the monitoring the delivery of the Trust Strategies
and strategic deliverables
Item deferred pending receipt of independent well led feedback.
77/20iii Board development programme
Work was in train; a meeting would take place with the Trust Secretary, Chair and Chief
Executive to discuss the programme for 2021/22.
The Board agreed that the following items were now completed and could be removed from
the action log:
03/20 Matters arising from the action log (IQPR) – report to describe IQPR journey
57/20iv Freedom to Speak Up Toolkit Compliance
72/20 Key Corporate messages report
57/20v Freedom to Speak Up Index Review

85/20

ANY URGENT ITEMS TO BE TAKEN AT THE DISCRETION OF THE TRUST CHAIR
The Chair confirmed that she had not been made aware of any urgent items to be taken.

86/20

PRESENTATION - PROFESSIONAL CURIOSITY FOR PATIENT SAFETY
Louise Pendleton delivered a presentation to the Board concerning professional curiosity.
She explained how this approach, encouraging a compassionate and kinder culture, led to
early intervention and better outcomes for staff and patients, with more compassionate care
and experiences of the NHS and its services. The approach aimed to change negative
experiences into positive ones by encouraging staff to investigate and ask questions in
individual cases where necessary and to further understand the perspective of the patient as
a result of compassionate behaviours.
The Board welcomed the presentation and agreed that this contained important messages to
be shared across the Trust from the examples provided. Louise Pendleton confirmed that the
presentation had been shared with the Executive Management Team and at a recent Trust
‘Time to Shine’ meeting. The Chief Executive suggested that the presentation be recorded
as a VLOG to be shared on the Trust’s hub to promote the messages to staff.
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The Director of Finance suggested that the approach would benefit teams and individuals
internally. The Chief Operating Officer suggested that this would extend wider to
collaborative working with partners and further building on relationships.
Non-Executive Director, Sally Yeoman suggested that the presentation could become a key
part of training for staff. She commented that if the Trust could demonstrate culturally as an
organisation that it would work for patients positively and get the best outcomes for them this
was important to delivering the care that should be received.
The Board thanked Louise Pendleton for her presentation and she left the meeting at this
point.
87/20

BOARD ASSURANCE FRAMEWORK (BAF)
The Trust Secretary presented the BAF which had been reviewed in detail by each Board
Committee. The resulting amendments that had been made were detailed:
BAF1 – Consideration was given to BAF1 at the Audit Committee on 15 October 2020.
There was no change to the risk rating but amendments were made to controls with the
addition of the Risk Management Council and to assurances with the addition of the MIAA
Assurance Framework.
BAF2 – This was considered at the Quality & Safety Committee on 21 October 2020.
The Committee reviewed the risk rating and found no change. The Quality Spot
Check Audit of moderate assurance was added for assurance.
BAF3 - This was considered at the Quality and Safety Committee on 21 October 2020.
There were no changes to the BAF or the risk rating.
BAF4 – Due to a reduced agenda, this item was only briefly considered at the
Finance and Performance Committee on 22 October 2020; no updates were made and
the Committee agreed to consider this section in greater detail in November. The Committee
subsequently reviewed this on 19 November 2020 and agreed that the gap in control around
months seven to twelve financial plans must be updated to reflect that whilst the national
plans were yet to be approved the Trust had developed local plans for this period. The aged
debt position would be changed from a gap in control to a detect control; and both the CIP
schemes and Dental services finance risks would be removed completely as these areas no
longer presented any risks to the strategic objectives. The risk rating was reviewed and it
was agreed that no changes were required.
BAF5 – This was reviewed at the People Committee on 18 November 2020. The Committee
requested that an audit scheduled for October be removed as it was not yet an assurance.
The Committee discussed at length the issues of mandatory training and felt that due to the
current pandemic, the risk was one that the Trust had to accept. Due to this the likelihood of
current risk rating was increased to three which now moved the score to 12. The Committee
also requested that ‘staff morale resilience’ be added to gaps in control to reflect the current
mood of staff during the second wave of the pandemic.
BAF6 – This was considered by the Quality and Safety Committee. The Committee
recommended no update to content or risk rating. This subsequently discussed at the People
Committee on 18 November, the Committee was informed that this relates to normal staffing
levels and as such as covid-19 related staffing issues would be picked up in BAF9. The
Committee received a detailed report on the progress of e-rostering.
BAF7 – This was reviewed by the Finance and Performance Committee on 19 November.
The gaps in control were discussed and it was agreed that at present no changes were
required.
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BAF8 – This was considered at the Finance and Performance Committee on 19
November 2020. The data quality project has been expedited during the Covid-19
pandemic in order to meet requirements of the organisation which has led to a data
quality work-stream which is ongoing. A recent review of the risk sees a reduction to
an overall risk of nine and therefore could be removed from the BAF. However the
Committee recognised that a similar work-stream needed to occur so that it would be
assured in relation to the data quality of information from Trust finance, people and quality
governance. The BAF was updated to reflect this. The overall risk rating remained the same.
BAF9 – This was considered and reviewed at the People Committee on 18
November 2020. The Committee recommended that the BAF was discussed in detail at
the next Trust Board when the risk rating could be reviewed and agreed. This BAF
was also considered at the Finance and Performance Committee on 19 November
and it was recommended that the Board undertake a review of this at today’s meeting.
The Board reviewed the framework and agreed the following actions and amendments:
Following a challenge from Non-Executive Director, Linda Chivers the terminology
and scoring on BAF 6 and 9 would be reviewed and corrected.
Update of BAF9 to be undertaken by directors. This would be considered
subsequently at the 15 December Board time out following review by EMT.
The Board accepted the change to the BAF5 risk score recommended by the People
Committee due to the increased likelihood from score of two to three with an overall score of
12 due to the reduction in mandatory training compliance.
88/20

KEY CORPORATE MESSAGES
The Chief Executive took the report as read. He highlighted a celebration day which took
place on 12 November consisting of a combined Leader in Me and Staff Awards event, with
key note speaker Professor Michael West and virtual events conducted by Enact relating to
Inclusive Leadership and Diversity and Inclusion. Managers were asked to nominate
staff/teams who they felt had worked above and beyond, particularly during the pandemic
response. Recognition of those staff was celebrated as part of the session. The Chief
Executive reflected that this had been an inclusive event with positive feedback received
from those who took part. He commented that the Board could be proud of making such a
strong contribution to the day.
Non-Executive Director, Linda Chivers advised that she had attended a ‘time to talk’ session
on 19 November with the Warrington Bladder and Bowel team. She asked how information
from the discussions from these sessions was reported back. The Chief Nurse responded
that executive directors completed a feedback form after each visit which included all
information gathered and any issues raised. This information was then fed through to the
lead director. The Chief Executive suggested that consideration be given to wider feedback
being reported to the Board via a summary of the visits that had taken place between Board
meetings. The Chief Nurse suggested that a section be added to the key corporate
messages report to include this information. It was agreed that this would be included
going forwards.
The Director of People informed the Board that the Trust had achieved a 50% response rate
for the staff survey; this was the highest response to date for the Trust and she hoped that
there would be a further increase over the next day prior to the deadline. The Board
welcomed this news.
Non-Executive Director, Abdul Siddique added that he had now completed his Trust
induction and was taking an active role with the staff BAME network, taking part in Black
History month.
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89/20

QUALITY - To deliver high quality, safe and effective care which meets both individual
and community needs
(i) IQPR month six
The Chief Nurse introduced the report setting out that for month six there had been a
movement in the RAG ratings as follows:




Red – 25 in September, increased from 24 in August.
Green - 42 in September, increased from 41 in August.
Grey - 11 in September ceased reporting due to COVID.

Due to validation and review timescales for cancer, the RAG rating on the
dashboard for those indicators was based on August’s validated position. The Chief Nurse
confirmed that the Statistical Process Control (SPC) Charts and narrative had been added to
the IQPR dashboard.
The Chief Nurse referred to the process by which the IQPR report was presented to each
Committee for review i.e. Quality and Safety Committee would review the quality indicators,
and was then subsequently presented to Board; currently this process did not include any
information from the Committee’s considerations of the relevant areas of the report and
where assurance had been taken and/or issues that had been raised. The Chief Nurse
proposed to the Board that the reports from Board Committees would include a
section to provide detail of this to the Board going forwards. This was agreed. It was
acknowledged that this would provide improved triangulation and prevent duplication of
discussions on the same issues across different forums. Following a challenge by NonExecutive Director, Gail Briers regarding the timings of Committee meetings i.e. the Quality
and Safety Committee would not now review quality indicators until its next meeting in
December, and the difference in frequency between Quality and Safety which was bimonthly and Finance and Performance Committee which was monthly, the Chief Nurse
advised that timings had always remained an issue due to the timings of finance and
performance information becoming available to be reported on, and this was something that
would need to be considered as part of the corporate calendar for the following year. She
added for Quality and Safety Committee this forum would review two months of data rather
than one and would be able to provide assurance to the Board based on this.
Non-Executive Director, Tina Wilkins referred to recent discussions at the Finance and
Performance Committee, and highlighted that there was a need to clarify the Committee’s
remit with the IQPR, whether this was to review finance information or undertake a wider
overview of the whole report or whether the overview would be undertaken elsewhere. She
felt that the scheme of delegation on this must be clear. The Chief Nurse advised that the
Committees would undertake an in-depth review from each of their areas and that Board
should receive triangulated information, and that it would be the director’s responsibility to
provide the overarching triangulation. When the IQPR was presented to the Board, a
covering paper to accompany the report should include the triangulation from each director
for their areas including key discussion that had taken place at Committees. The Board’s role
was to be assured that triangulation had taken place and to understand the assurance from
Committees. Non-Executive Director, Tina Wilkins highlighted that there was a need to clarify
the performance elements for the Finance and Performance Committee. The Chief Nurse
acknowledged this, but commented that increased operations performance reporting was
being included on the agenda; however this would improve further once the performance
council had been recommenced. The Director of Finance advised that the next paper on the
agenda on the IQPR journey referenced movement on this and the next steps to be taken.
This would set out where data was being reviewed and triangulated and where assurance
sits within the organisation. The Chief Operating Officer added that the Finance and
Performance Committee would review governance via a performance assurance framework
in January 2021 which would set out the responsibilities around the IQPR. This would be
presented to the Board following this in January.
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The Chief Executive commented that it was important to have this discussion and to be clear
on the relative responsibilities of different tiers in the organisation to interrogating
performance information and providing onwards assurance and correcting areas as needed.
It was important to have a process discussion at Board but there must also be an
understanding of the consequences of the data that was being presented. He referred back
to the point made by the Chief Nurse concerning director ownership of their portfolio and in
depth understanding of current pictures and triangulation of this is important between
executives. The Chief Executive advised that the Senior Leadership Team meeting was
scheduled prior to Board meetings and reviewed this detail, as well as review by Executive
Management Team and at senior level so there was an understanding of the detail,
consequences and necessary actions. He advised that whilst there was an assurance role
for the Board here from material from Committees and executives, he did not want to
observe any tempering of Board members interests in the specifics or details presented to
give the opportunity to question and challenge on the information provided not just the
assurance that was being provided on that material.
The Board reviewed each section of the IQPR report:
The Chief Operating Officer presented the performance and activity elements. She reported
that there were eight red indicators, with six of those demonstrating an improved position this
month. Dermatology KPIs were reporting as green, those were being reviewed along with
cancer pathways and resilience. The Chief Operating Officer advised that more services
were recommencing with primary care patients flowing through the system. She noted that
there had been challenges concerning sickness and delivery of services in the same way
around social distancing and PPE requirements. The Trust was currently reporting as green
rated on patient cancellations. In addition, RTT compliance had increased, however this was
reporting as red so was variable; this was being reviewed by the Trust recovery cell and a
deep dive exercise had been undertaken in October 2020 to individual service level with
each borough. The Chief Operating Officer explained that this was one of a number of
different options available to review the performance of services whilst the performance
council had been stood down. She reported that the Trust’s A&E indicator concerning the
Widnes Urgent Treatment Centre (UTC) was reporting as green and that significant
improvement had been made to allow the delivery of this indicator. Audiology services
remained red rated however there had been a reduction in breaches and face to face activity
had resumed in this service. The Trust’s maternity indicator was red but this had been due to
the friends and family test not being available, this would recommence in December 2020.
Activity in boroughs had increased with an improved position despite some red ratings from
an operations perspective. The Chief Operating Officer confirmed that this was being
monitored along with the second wave of the pandemic.
Non-Executive Director, Tina Wilkins commented that it was positive to observe that the red
ratings were static and that there was a positive position due to recovery plans. She asked
whether an assessment was being undertaken concerning the impact of the current wave of
the pandemic with the impact of the gains that had been made. The Chief Operating Officer
responded that this was being monitored by the recovery cell as well as bronze level finance,
performance and people meetings taking place on a regular basis. She advised that the
Trust was attempting to deliver performance and deliver during the second wave; some
services were in business continuity and the internal command and control structure
continued to assess this three times per week.
The Chair noted that the Widnes UTC performance had been positive with a significant
increase seen. The Chief Operating Officer responded data was being captured on the
telephone contacts with work having been undertaken to assess how this was captured.
There had also been improvements made in triage of patients. She added that work was
being undertaken with the UTC operational group to review this and to move further
forwards.
The Chief Nurse reported on quality; 10 red rated indicators remained unchanged.
Concerning patient safety incidents there remained a reduction in harms and this was still
within the tolerance levels. Duty of Candour reported as red due to one incident; however the
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evidence must be seen around the letter being sent to the patient in order to change the
rating. She reported that red ratings remained concerning Information Governance (IG)
training and safeguarding training. Details had been provided within the circulated report
regarding this. The Chief Nurse explained that work was underway to review each service to
identify training needs in view of the current challenges to deliver training. There would be a
new format for safeguarding training over the coming months with a combination of elearning and training virtually via Microsoft Teams. It was expected that an increase in
compliance would be observed over the next months. Numbers would need to be reviewed
for the new Trust services across Bury, Oldham and Rochdale.
The Chief Nurse reported that there had been a small reduction in high 12 scoring risks
mainly in relation to the pandemic, staff sickness and outbreaks of infection. The Quality
Council would be reviewing a number of targets within the IQPR including complaints and
staffing and EPD risks. There had been a reduction in falls and pressure ulcers. Quality
indicators were being reviewed along with their measurement with the data warehouse.
The Chief Operating Officer reported that a CQC engagement meeting had taken place week
commencing 23 November 2020 where positive feedback had been received on the Trust’s
quality work, management of incidents and risks, how areas were recognised as risks and
how incidents were reviewed and holistically considered, connected to existing risks and the
way in which this was undertaken proactively. The CQC had been pleased with this and the
systems and processes that were in place. The Board welcomed this feedback.
The Director of People provided an update on the workforce elements of the report. There
were four red ratings reported. The number of new starters attending the induction
programme was red rated, however an improved position was being observed. The Director
of People explained that staff needed to provide their statement of compliance to confirm that
they had attended as the programme was no longer being delivered face to face due to the
pandemic. An improvement in compliance was anticipated. The Director of People referred
to the target recorded in the narrative which was incorrect: this should read 100% and not
85%. The Director of People reported that the rolling sickness rate had increased since
month five as a result of long term absence; this was reported as 5.76% above the target of
4.8%, this was as a result of long term absence. Each case was actively managed with a HR
manager linked to each. Monthly sickness absence rates were increasing due to short term
absences. The Director of People advised that the absence management process remained
in place. All cases were being monitored and a report setting out further detail on sickness
absence was included later on the Board agenda.
The Director of People reported that the percentage of staff receiving a PDR was red rated
following a significant drop in compliance. This was due to a current pause due to the second
wave of the pandemic. However 1:1s and wellbeing conversations must take place between
managers and staff in the meantime. Staff were able to proceed with their PDRs if this would
not cause pressures.
The Director of People recognised the challenge for Board members to decipher the actual
progress with targets and how far away these were from being met via the information
reported. Therefore current absence rate and previous rates for sickness had been included
in the report to demonstrate the difference and positive trends within the month. One green
indicator was noted referring to staff turnover and monitoring was continuing on the Trust exit
process.
The Director of Finance provided an overview of the headlines related to the month six
finance position, noting that this had been previously reported to the Board, with the month
seven finance report, included on the agenda today. He confirmed that there were no finance
related areas reporting at amber or red for month six.
(ii) IQPR journey of improvement
The Board received a report from the Director of Finance, providing a view of the
improvements made to the IQPR and information systems in the Trust, and outlining
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the key next steps along this journey. The report was taken as read however the next steps
were outlined:
The Board acknowledged that significant developments had taken place in the collection,
management and reporting of information. Data quality was critical and the Trust had a
programme of work to enhance and improve data quality. This was currently restricted to a
focus on clinical and contractual information and would need to expand to include all data.
Areas to be included were: feeds from ESR (workforce), Ulysses (risk) and
SBS (finance).
A sub group, reporting in to DIGIT (and then into the Finance and Performance
Committee) had been established to expand and develop the use of Qlik View in the Trust.
The Director of Finance described this as key to future development and to maximise the
benefits of the system.
The Director of Finance explained that the IQPR would continue to be developed and
enhanced to simplify reporting and ensure key performance measures could be identified at
all levels. This would include the use of SPC charts, embedding Qlik View reports into
standard reporting and using the drill down ability during performance discussions at all
levels. The use of Qlik View was to be considered as part of the IQPR reviews, rather than
reliance on reports. This would then enable a deeper level of information to be available
during discussions opposed to awaiting additional reports or deep dive exercises.
The Director of Finance reported that the Trust would look to migrate services currently on
other activity system across to the data warehouse. An example of this was the dental
service, which currently held two data systems and following the recent service transfers, the
migration to the data warehouse and a single system was currently being evaluated.
Information and performance monitoring would also form a key part of the revised
digital strategy, building on the Trusts continued development of turning data into
information.
Non-Executive Director, Steve Cash observed that reference had not been made to the
important resilience piece of work around the data warehouse and the Mersey Internal Audit
Agency review on this. He referred to the substantial set of reporting capabilities offered by
the data warehouse and stressed that the Trust must build on this.
The Director of Finance advised Non-Executive Director, Linda Chivers that a list of the data,
such as dental services data, that was yet to migrate to the warehouse could be provided.
He noted that some areas were still undertaking manual collection of data. He advised that
this would be presented to the Finance and Performance Committee in due course.
The Chief Executive emphasised that whilst the IQPR developed regularly this was
undertaken in a planned way, opposed to a reactive way.
The Board received the report for assurance, recognising the improvements made to date
and the future developments and next steps.
(iii) Report from a meeting of the Quality and Safety Committee held on 21 October
The Board received a report from Non-Executive Director, Sally Yeoman setting out the key
considerations of the Quality and Safety Committee for assurance.
In response to a challenge from Non-Executive Director, Linda Chivers concerning the
robustness of a response to a Freedom of Information request related to child protection
medicals, the Chief Nurse advised that the request was received by the Trust during the first
wave of the pandemic and had not been able to respond to this. She advised that the actions
that had been taken to ensure the quality of care for children were absolutely robust.
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(iv) Freedom to Speak Up Strategy
The Chief Nurse presented the strategy which outlined how the organisation would achieve
its speaking up vision. The Trust had a named Executive Lead, Non-Executive Lead and a
Lead Freedom to Speak up Guardian as well as guardians who support services. The Trust
had a Raising Concerns Policy in place which was in line with the national guidance. The
Chief Nurse advised that the strategy had been approved by the People Committee. The
Board reviewed and endorsed the strategy, with the caveat that references within the
document to ‘workforce’ were amended to ‘people’.
(v) Freedom to Speak Up (FTSU) Index Review
The Chief Nurse presented the FTSU index review. She reported that this had been
published in June 2020 to help Trusts understand how staff perceive the speaking up culture
within their organisation. The data within the report was taken from the results of the 2019
NHS staff survey where a percentage point improvement had been recorded and was based
on the overall changes recorded between 2015 and 2019. The circulated report detailed
highlights of information from Trusts who had scored higher in the FTSU Index Report.
The Board received the report for note.
(vi) Freedom to Speak Up Self-Review Tool
The Chief Operating Officer introduced the report and explained that effective speaking up
arrangements helped to protect patients and improve the experience of NHS staff. In addition
a healthy speaking up culture was evidence of a well-led trust. NHS Improvement and the
National Guardian’s Office had published a guide setting out the expectations of boards in
relation to FTSU to support organisations to create a culture that was responsive to feedback
and focused on learning and continual improvement. The Chief Nurse advised that the self review tool had been presented to the Board in July 2020, where a request had been made
for updates to the commentary. This had now been completed and two ambers remained on
the toolkit. These related to the outcome of the MIAA audit that was still awaited currently.
Following receipt of the audit, evidence would be embedded within the recommendations.
Non-Executive Director, Linda Chivers questioned some elements of the self-assessment:
she referred to page 154 of the agenda pack and the second point which was marked as
green but the narrative had stated that the FTSU strategy required Board sign off. In
addition, the narrative within the first point on page 155 referred to the Chief Nurse/Chief
Operating Officer which was now out of date, this should read as Chief Nurse. The Chief
Nurse agreed to update these sections.
In response to a question from Non-Executive Director, Gail Briers concerning the amber
rated elements of the self-assessment, the Chief Nurse confirmed that those areas would be
addressed following receipt of the MIAA audit. These areas would then be reviewed, fed
through into the action plan and continuously monitored. It was agreed that consideration
must be given to ensuring oversight of the MIAA review for Non-Executive Director, Gail
Briers as the Chair of Quality and Safety Committee.
Non-Executive Director, Tina Wilkins referred to the first point on page 132 which noted that
an up to date speaking up policy was in place that reflected the minimum standards set out
by NHS Improvement. She questioned the review dates listed against this as they were
inconsistent and asked whether the policy had been reviewed. The Chief Nurse confirmed
that this had been undertaken and was reflected within appendix c of the paper, with the
addition of new guardians.
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90/20

SUSTAINABILITY - – to deliver value for money, ensure that the Trust is financially
sustainable and contributes to system sustainability
(i) Finance Report
The Director of Finance presented the report highlighting the key headlines for month seven.
He reported that the finance regime for month’s seven to 12 had now changed. The Trust
plan for this period was based upon forecast expenditure and included restoration, winter
pressures and expected Covid costs. Income was based on the adjusted months one to six
allocations and now included the top up element as a base allocation. As at the end of month
seven NHS Improvement/England were yet to confirm control totals for all organisations, and
the Trust was reporting on performance measured against the draft plans submitted.
The year to date position at the end of month seven was favourable to plan. The Trust was
reporting a £243k deficit against a plan of £395k. FRF remained suspended until further
notice. Total income was at £57.22m year to date – £0.04m favourable to plan.
Total expenditure was £57.19m year to date - £0.08m favourable to plan.
Total pay expenditure was £34.18m - £0.03m favourable to plan.
Agency spend relating to month seven was £0.47m against a plan of £0.43m.
Total non-pay expenditure was £20.08m - £0.08m favourable to plan.
Capital charges were below plan by £0.04m.
The Director of Finance reported that the Trust had included a CIP target for months seven
to 12 of 1%. The report detailed the current position concerning loans, capital, cash and the
better payment practice code. Reporting against the use of resources rating remained
suspended.
The Board received the report for assurance.
(ii) Summary report from meetings of the Finance and Performance Committee held
on 22 October and 19 November 2020
Non-Executive Director, Steve Cash provided an overview of the key considerations from the
October and November meetings of the Finance and Performance Committee.
He confirmed that Non-Executive Director, Tina Wilkins would take the Chair of this
Committee from January 2021. The Board received the reports for assurance.
(iii) Summary report from a meeting of the Audit Committee held on 11 October with
Committee Terms of Reference
The Board received a report for assurance detailing the key considerations of the Committee
presented by Non-Executive Director, Linda Chivers. The Board reviewed and agreed the
updated Committee Terms of Reference. Non-Executive Director, Linda Chivers highlighted
the key change concerning the membership of the Committee: this would now include all
Non-Executives as good practice.
(iv) Updated Anti-Fraud, Bribery and Corruption Policy
The Board reviewed and approved the policy. It was noted that this had been reviewed prior
to this by the Audit Committee. The Trust Secretary advised that there were no significant
updates to report, but that this was a refreshed version of the policy.
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91/20

INNOVATION AND COLLABORATION – to deliver innovative and integrated care
closer to home which supports and improves health, wellbeing and independent living
(i) Presentation - Integration work within the Trust
The Chief Operating Officer presented detail of the Trust’s vision for Warrington and Halton
boroughs, working as one system. In Warrington this included focus on delivering improved
outcomes for the population, especially those at increased risk of hospital admission or crisis
care, to implement locality hubs/ICTs with a focus on fast tracking for winter whilst building a
sustainable delivery model as part of a broader system. The Trust would be working to
strengthen the Rapid Community Response Service offer and to reflect and assess the
outcome of the intermediate care offer. The Trust would also maintain the pace of system
working to enable demonstrable outcomes to be seen across the system. Within Halton, the
vision was set out as designing and implementing an integrated service and staff model
between General Practice, Community Health and Social Care Teams, aligned to the four
community Hubs in Halton to provide improved health and wellbeing outcomes for the
population. A number of aims and work streams were explained as well as some key
challenges: Delays in progressing the identified projects forward, the potential refresh of
priorities following the pandemic and the availability of required key partners.
The Chair advised the Board that she had requested this presentation to provide an overview
of the current position with work in both boroughs. Non-Executive Director, Gail Briers asked
whether mental health organisations would be part of the work in boroughs and highlighted
the importance of this for those patients with mental health conditions. The Chief Operating
Officer advised that from an ICT perspective there had been considerable support from North
West Boroughs Healthcare NHS Foundation Trust with this work. The Chief Nurse added
that support had also been provided from them in terms of learning disabilities and that there
would be a focus on mental health going forwards, recognising the isolation experienced by
many exacerbating some conditions and increasing the risk of suicides.
Non-Executive Director, Tina Wilkins asked whether the work streams in Halton would be
refreshed led by the Trust or partners. The Chief Operating Officer advised that the Trust had
reviewed this and had reached out to partners including the Council and GP Federation, and
was keen to connect with partners to do this.
Non-Executive Director, Abdul Siddique asked if an analysis of the integrated model would
be undertaken, to learn from strengths and weaknesses and lessons learned from the
approach. The Chief Operating Officer advised that this would be taking place, with an
evaluation of different projects and this must be looked at as a system.

92/20

PEOPLE
(i) Summary report from a meeting of the People Committee held on 18 November
2020
The Board received a report from Non-Executive Director, Sally Yeoman setting out the key
considerations from the November meeting of the People Committee for assurance.
(ii) Sickness absence report
The Director of People reported that the Trust’s sickness absence rate for the period 1 April
to 31 October 2020 was 5.37%. She advised that covid-19 related absence had increased.
During August, 23 staff reported as absent due to this. An increase was noted in September
with 44 staff absent with a further rise in October with 117 staff absent. This increase also
related to staff having to isolate due to other household members having symptoms.
The Director of People reported that all covid related absence was supported via the Trust’s
enhanced Occupational Health Service and the staff Health and Wellbeing Hub. Risk
assessments were been offered and were being completed for staff considered to be classed
as ‘at risk’. She advised that the Trust had achieved 100% compliance with risk
assessments for BAME colleagues.
11

Sickness absence cases were still supported and managed with input from HR Managers
with support offered with to returns to work at the earliest date for staff. This included
potential short-term reductions in hours, stress risk assessments and suggested adjustments
from Occupational Health. Risk assessments had also been carried out for staff who were
working from home.
Following a challenge from Non-Executive Director, Gail Briers it was agreed that the
report would include the whole time equivalent (WTE) information for corporate staff
sickness going forwards.
The Board received the report for assurance.
93/20

OVERARCHING CORPORATE GOVERNANCE ITEMS
(i) Covid-19 update report
The Chief Executive presented the update report to the Board. He reported that the
command and control internal structure was continuing and was meeting three times per
week for Silver and Gold Command. A review was currently taking place at each Gold
Command meeting to consider the need to increase meetings to five days per week.
Asymptomatic testing was a current high profile area of work; however the Trust was still
awaiting lateral flow testing kits to provide to staff due to a delay in delivery. Once received,
the kits would be provided and testing would commence.
The Trust had begun to make progress in preparations for the mass vaccination programme.
The Chief Operating Officer reported that the Trust had registered to deliver the vaccine and
was exploring how it could support the systems within Warrington and Halton in the roll out. It
was expected that the Trust would be ready to vaccinate in early December. Consideration
would need to be given to temperature requirements for the vaccines when moving from
home to home to vaccinate house bound patients. Plans would also be in place for staff
vaccinations.
Non-Executive Director, Linda Chivers advised that the regional team understood that all
Trust’s had received their lateral flow kits. She asked whether the Trust had reported that
they had not yet received theirs. The Director of Finance reported that daily conversations
were taking place to chase the kits and all relevant parties were being kept updated.
The Chief Operating Officer advised Non-Executive Director, Linda Chivers that the flu
vaccine campaign was progressing as quickly as possible to enable moves forward with the
covid vaccine. She also advised that engagement was taking place with colleagues to
encourage them to have the vaccine, including BAME staff, and to allay any concerns and
answer any questions that may arise.
Following a question from Non-Executive Director, Sally Yeoman in relation to receiving
updates on the pandemic at Committees to ensure sightedness within each area of remit,
discussion took place on the best way to undertake this. It was agreed that the Committee
Chair reports would include a new section detailing key considerations relating to the
covid-19 pandemic going forwards. In addition to this the Board agenda would include
a comprehensive covid update report as a standing item. This report would be
provided by executive directors and triangulated following the same model as the
IQPR. This approach would prevent any gaps in reporting or double reporting. The
governance on covid reporting would be set out in a document describing the
approach from operations to Board, including the new information flow arrangements.
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94/20

REVIEW OF MEETING AND ITEMS TO BE ADDED TO THE BOARD ASSURANCE
FRAMEWORK
It was re-iterated that a review of BAF9 would be undertaken as agreed.
In reviewing the meeting, the Chair observed that the papers had been excellent. Some
issues had occurred with WebEx connectivity for some Board members.

95/20

OPPORTUNITY FOR QUESTIONS TO THE BOARD FROM STAFF, MEDIA OR
MEMBERS OF THE PUBLIC AT THE DISCRETION OF THE TRUST CHAIR
The Lead Governor commented that this had been a good meeting with a good standard of
reporting.

96/20

DATE AND TIME OF NEXT MEETING
Thursday 28 January 2021, 10am

97/20

MOTION TO EXCLUDE
(Section 1 (2) Public Bodies (Admissions to Meetings) Act 1960)

The Trust Board reserves the right to exclude, by its resolution, the press and public wherever
publicity would be prejudicial to the public interest by reason of the confidential
nature of the business to be transacted or for other special reasons, stated in the
resolution.
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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing On Timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 26 November
2020

Date

Minute
Ref

Issue

Action

Director

30.01.20

08/20

IQPR

Board agreed that the Chair and CEO
approached the Chair of Halton Health
Watch to ascertain if it would revisit
Wood View children’s centre and offer its
views on the progress made and any
further areas identified as requiring
further work.

Karen
Bliss/Colin
Scales

IQPR

Proposed that Board have indicators
within this report to investigate, where
targets were not being achieved.

Sarah Quinn

300720

011020`

57/20i

73/20i

IQPR

Additional activity undertaken during
Covid-19 to be included within the next
iteration of the report.
1) It was noted that there had been a
lack of data for the out of hours
service since January. The
Director of Finance undertook to
raise incorporation of such data
into the report with the
information team as the data
warehouse expanded.

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
BLUE

26.11.20 Board assured that
progress was being made with
a letter and survey to be
circulated to patients and
families with timescales to be
agreed with Health watch. It
was agreed that this action
would be removed from the log
and any pertinent issues would
be presented subsequently
back to Board.

DEFERRED

Work is ongoing to review
indicators – item deferred due
to pandemic.
Activity related to Covid-19 is
included in the report on the
agenda.

BLUE

28.01.21 As part of the Finance
and Performance Committee
deep dive, the inclusion of
GPOOH data will be
considered. Currently the data
is manually collected and
reported on.

Nick Gallagher
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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing On Timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 26 November
2020

Date

Minute
Ref

Issue

Action

Director

011020

73/20i

IQPR

2)
Information to be clear in future
reports concerning the distance from
achieving targets to provide assurance.

Sarah Quinn

IQPR

3)
Finance and Performance
Committee to undertake Deep Dive into
Out of Hours services

Sarah Quinn

IQPR

4)
Further information to be provided
to Non-Executive Director, Linda Chivers
concerning the performance assurance
framework.

Sarah Quinn

Governance
framework for
the
monitoring the
delivery of the
Trust Strategies
and
strategic
deliverables

Framework to be a standing item on
each Committee agenda to ensure that
deliverables were being measured.

Jan McCartney

011020`

011020`

011020

73/20i

73/20i

75/20ii

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
BLUE

BLUE

DEFERRED

DEFERRED

28.01.21 The detail from target
is discussed at directorate level
and variances are indicated in
the SPC charts. Additional
narrative is also included.
Item complete - report has been
revised to include narrative.
28.01.21 Item completed – deep
dive undertaken in December
2021.

Performance Assurance
Framework deferred due to
pandemic

Deferred until Well Led
feedback received, agreed by
Chair
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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing On Timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 26 November
2020

Date

Minute
Ref

Issue

Action

Director

011020

77/20iii

Board
development
programme

Board development programme to be
established. This would include further
work on Board member relationships and
system working/
relationships/interactions with partners.

Jan McCartney

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
GREEN

Two sessions held, one on
‘Being a Board Member’ and
the other on ‘Digital Boards’
26.11.20 Meeting to take place
with Trust Secretary, Chair and
Chief Executive to discuss the
programme for 2021/22
28.01.21 Meeting has taken
place – item in progress

26.11.20

87/20

Board
Assurance
Framework

Terminology and scoring on BAF 6 and 9
to be checked and corrected.
Update of BAF9 to be undertaken by
directors. This would be considered
subsequently at the 15 December Board
time out following review by EMT.
Change to BAF5 risk score
recommended by the People Committee
due to the increased likelihood from
score of two to three with an overall
score of 12 12 due to reduction in
mandatory training compliance.

Jan McCartney
BLUE
Nick
Gallagher/Lynne
Carter/Sarah
Quinn/Paula
Woods

28.01.21 Items completed –
updates included within the
Board Assurance Framework
on the agenda.
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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing On Timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 26 November
2020

Date

Minute
Ref

Issue

Action

Director

26.11.20

88/20

Key Corporate
Messages

Section to be added to the report to
include director’s feedback from the ‘time
to talk’ sessions.

Jan McCartney

IQPR

Governance Framework to be available
in January which will set out
responsibilities for the IQPR

Sarah Quinn

IQPR

Committee Chair reports to include a
new section outlining the assurances
received/issues raised following
consideration of the IQPR

Jan McCartney

IQPR journey of
improvement

Report to be taken to the Finance and
Performance Committee to outline data
included and that not yet migrated to the
data warehouse/areas still undertaking
manual collation of data

Nick Gallagher

26.11.20

26.11.20

26.11.20

89/20i

89/20i

89/20ii

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
GREEN

28.01.21 – section will be
included in future reports.

Item deferred due to pandemic
DEFERRED

BLUE

BLUE

Item completed – section now
included in reports

28.01.21 Item included on the
action log for Finance and
Performance Committee –
timescale for presentation to be
confirmed.
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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing On Timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 26 November
2020

Date

Minute
Ref

Issue

Action

Director

26.11.20

92/20ii

Sickness
absence report

Report to include WTE of corporate staff
sickness.

Paula Woods.

Covid Update
Report

Committee Chair reports to include a
new section detailing key considerations
relating to the covid-19 pandemic – this
item will also be a standing item on each
Committee agenda going forwards.

Jan McCartney

26.11.20

93/20

New standing item for Board –
comprehensive covid report to be
provided by executive directors following
same model as IQPR: Governance on
covid reporting to be set out in a
document describing the approach from
operations to Board, including the new
information flow arrangements.

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
BLUE

28.01.21 Information will be
included routinely within the
reports to the People
Committee – only items for
escalation will be raised at
Board.

BLUE

Items completed

EMT
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Exec Summary/Purpose

To note and agree updates to the Board Assurance
Framework recommended by the Committees of the Board.
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Related Trust Objective/
Intentions

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

Which BAF risks are
addressed in this report?

BAF 1 – Corporate Governance

Other risks
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Recommendations

The Board is asked to note and agree the contents of the
report.
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Title
Author
Date
Purpose
Audience

Board Assurance Framework
Jan McCartney – Trust Secretary
28 January 2021
To note and agree updates to the Board Assurance Framework
recommended by the Committees of the Board
Trust Board

1.0

DEVELOPMENT OF BOARD ASSURANCE FRAMEWORK

1.1

The BAF is the key mechanism which the Board uses to hold itself to account. It
provides a structure to focus on risks that might compromise the Trust in achieving its
strategic objectives and confirms to the Board of Directors that there is sufficient
assurance on the effectiveness of controls.

1.2

The Board Assurance Framework is received at the Board, all of the Committees of
the Board and other key decision-making / operational meetings. It is a working
document that is used in Committees and meetings to ensure the meeting agendas
remain focused and proactive on strategic objectives.

1.3

The section below details the recommended changes from each of the Committees of
the Board since the last Board meeting on 26 November 2020.

2.0

FEEDBACK FROM THE COMMITTEES

2.1

BAF1 – Failure to implement and maintain sound systems of Corporate
Governance
The Quality & Safety Committee asked for risk 2830 be added onto BAF 1. This
relates to ongoing issues in respect of reporting safeguarding training figures.
This BAF was considered at the Audit Committee on 14 January. The Committee
advised that the temporary governance arrangements should be reflected on BAF1.
It also recommends that a note is included to reflect recent discussions with CQC
who have assurance in regard to the Trust’s well led domain and that they have no
intention to inspect in the near future.
The Committee also asked for the Audit Committee effectiveness review and the
Internal Audit Effectiveness review be reflected in the assurance section.
The Committee has specifically asked that the Board have a thorough discussion in
relation to the temporary governance arrangements outlined in item 09/21ii and make
any relevant adjustment with the risk scoring.

2.2

BAF2 – Failure to deliver safe and effective patient care
This BAF was considered at the Quality & Safety Committee on 16 December 2020.
The following was added under ‘Gaps in Control and Assurance’;
- Capacity in Halton

2

-

Changeable nature of test and vaccination projects
Dental services
The risk ratings were reviewed and no change was recommended.
The Risk Management Council recommended the following risks be added to BAF2.
- Halton Capacity / demand : risks 935, 2643 and 2672
- Dental risks – 2723, 2358 and 2812
2.3

BAF3 – Managing demand and capacity
This was considered at the Quality & Safety Committee on 16 December 2020. No
changes were recommended to either the wording or the risk rating of this risk.
The Risk Management Council recommended the following risks be added to BAF3.
- Halton Capacity / demand : risks 935, 2643 and 2672

2.4

BAF4 – Financial sustainability
This BAF and its risk rating has not been reviewed as the Finance & Performance
Committee, which was due to meet on 21 January, was stood down.

2.5

BAF5 – Staff engagement and morale
This BAF was also due to be considered the People Committee on 20 January 2021,
however this meeting was stood down so the BAF has not been updated .

2.6

BAF6 – Staffing levels
This BAF and its risk rating was considered at the Quality & Safety Committee on 16
December 2020. No changes were made.
This was also due to be considered the People Committee on 20 January 2021,
however this meeting was stood down so the BAF has not been updated.

2.7

BAF7 – Strategy and organisational sustainability
This BAF and its risk rating has not been reviewed as the Finance & Performance
Committee, which was due to meet on 21 January, was stood down.

2.8

BAF8 – Digital Services which do not meet demands of the organisation
This BAF and its risk rating has not been reviewed as the Finance & Performance
Committee, which was due to meet on 21 January, was stood down.

2.9

BAF9 – Risk to Trust’s objectives due to COVID-19 pandemic
No updates have been made to this BAF as it needs to be needs to be considered
and updated following the Board meeting. This is because the Committees of the
Board have been stood down and the updates need to be agreed by the whole
Board.

3

3.0

RECOMMENDATION

3.1

The Board is asked to:
3.1.1

Note and agree the updates to the Board Assurance Framework
recommended by the Committees.

Appendix A – Board Assurance Framework version V0.2
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Board Assurance Framework (BAF) Jan 2021 v0.2

BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST – BOARD ASSURANCE FRAMEWORK
LAST UPDATED 20 January 2021

STRATEGIC OBJECTIVES
•
•
•
•
•

Quality – to deliver high quality, safe and effective care which meets both individual and community needs
Innovation and collaboration – to deliver innovative and integrated care closer to home which supports and improves health, wellbeing and independent living
Sustainability – to deliver value for money, ensure that the Trust is financially sustainable and contributes to system sustainability.
People – to be a highly effective organisation with empowered, highly skilled and competent staff
Equality, Diversity and Inclusion – to actively promote equality, diversity and inclusion by creating the conditions that enable compassion and inclusivity to thrive.

BAF 1

BAF 2

BAF 3

BAF 4

BAF 5

BAF 6

BAF 7

BAF 8

BAF 9

Failure to
implement and
maintain sound
systems of
Corporate
Governance

Failure to
deliver safe &
effective
patient care

Managing
demand &
capacity

Financial
sustainability

Staff
engagement &
morale

Staffing levels

Strategy &
Organisational
sustainability

Digital Services
which do not
meet demands of
the organisation

Risk to Trust’s
objectives due to
COVID-19
pandemic

BAF 1

BAF 2

BAF 3

BAF 4

BAF 5

BAF 6

BAF 7

BAF 8

BAF 9

Inherent risk rating
4(C) x 4 (L) = 16,
significant

Inherent risk rating
5(C) x 5 (L) = 25,
significant

Inherent risk
rating 4(C) x 4 (L)
= 16, significant

Inherent risk rating
4(C) x 4 (L) = 16,
significant

Inherent risk rating
4(C) x 4 (L) = 16,
significant

Inherent risk rating
5(C) x 4 (L) = 20,
significant

Inherent risk rating
4(C) x 3 (L) = 12,
high

Inherent risk rating
4(C) x 4 (L) = 16,
significant

Inherent risk rating
16(L) x 4 (C) = 16,
significant

Current risk rating
4(C) x 3 (L) = 12, high

Current risk rating 5
(C) x 3 (L) = 15,
significant

Current risk rating
4 (C) x 3 (L) = 12,
high

Current risk rating 4
(C) x 2 (L) = 8,
medium

Current risk rating 4
(C) x 3 (L) = 12, high

Current risk rating 5
(C) x 3 (L) = 15,
significant

Current risk rating 4
(C) x 2 (L) = 8,
medium

Current risk rating 4
(C) x 3 (L) = 12, high

Current risk rating
4 (C ) x 4 (L) = 16
significant

Target risk rating
5(C) x 2 (L) = 10,
high

Target risk rating
4( C) x 2 (L) = 8,
medium

Target risk rating
4(C) x 2 (L) = 8,
medium

Target risk rating
5 (C) x 2 (L) = 10,
high

Target risk rating
4 (C) x 2 (L) = 8,
medium

Target risk rating
4(C) x 2(L) =
= 8, medium

Target risk rating
4(C) x 1 (L) = 4, low

Target risk rating
4(C) x 2 (L) = 8,
medium

Target risk rating
4 (C) x 3(L) = 12
high
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Board Assurance Framework (BAF) Jan 2021 v0.2

BAF 1 - Failure to
implement and maintain
sound systems of
Corporate Governance.
Lead Director/
Lead Committee
Chief Executive
Officer
Deputy CEO /
Chief Nurse
Last Reviewed
Jan 2021
Audit
Committee
Last reviewed:
Jan 2021
Risk Ratings
Reviewed:
Oct 2020

TRUST OBJECTIVES
Sustainability – to deliver value for money, ensure that the Trust is
financially sustainable and contributes to system sustainability.
People – to be a highly effective organisation with empowered,
highly skilled and competent staff

Principal risk
Failure to implement
and maintain sound
systems of Corporate
Governance.
If the Trust is unable
to put in place and
maintain effective
corporate governance
structures and
processes;
Caused by insufficient or
inadequate resources and / or
fundamental structural or
process issues;
CQC, Requires Improvement
for ‘Well Led’
Risk register references at
15+
Risk 2830 – reporting of
safeguarding training
compliance

Rationale for
current score
Governance
structure approved
by Board and
audited by internal
auditors.
Substantial
Assurance - Heads
of Audit opinion
2019/20

RISK RATING

RISK APPETITE – CAUTIOUS

Inherent risk rating 4(C) x 4 (L) = 16, significant
Current risk rating 4(C) x 3 (L) = 12, high
Target risk rating 4(C) x 2 (L) = 8, medium

Prevent Controls & Assurances
Prevent Controls
Trust Board
Governance structure approved by the Board
SFIs and Scheme of Reservation and Delegation
Operational management structure and policies and procedures are in place
Board Assurance Framework
Clean Unqualified Audit Opinion
Detect Controls
The committees receive by exception reports from operational leads and significant points from these are reported to the
Board (temporary arrangements in place)
Staff engagement
Performance Council established (temp suspended)
Senior Leadership Team meeting monthly
Risk Management Council
Assurances
Board, committees (Audit, Remuneration, Quality & Safety, Finance & Performance, and Workforce & OD)
Trust continuous improvement plan in place
Internal Audit Plan agreed for 20/21
Participating in Moving to Good programme / Leader in Me
CQC Well Led programme commenced
Date Warehouse operational – Daily reporting of data
External well led review
Governance Structure /
Declarations of Interests Register
Audit Committee Effectiveness Review
Effectiveness Review of External Audit and Anti-Fraud
Board Assurance Framework Review – MIAA

Gaps in controls and assurance:
CQC rating ‘requires improvement’ within Well Led Domain – External well led review being undertaken. Assurances received from CQC no issues identified
Jan 19 - Temporary revision to corporate governance (due to Covid)
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BAF 2 - Failure to
deliver safe &
effective patient
care.
Lead Director/
Lead Committee
Deputy CEO /
Chief Nurse
Last reviewed
October 2020
Quality &
Safety
Committee
Last reviewed:
Dec 2020
Risk Ratings
Reviewed :
Dec 2020

TRUST OBJECTIVES

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

Principal risk
Failure to deliver safe &
effective patient care.
There is a risk that the Trust
may be unable to achieve and
maintain the required levels of
safe and effective patient care;
This could be caused by
inadequate clinical
practice and/or
ineffective governance;
If this were to happen it may
result in widespread
instances of avoidable
patient harm, this in turn
could lead to regulatory
intervention and adverse
publicity that damages the
Trust’s reputation and could
affect CQC registration.
Risk register ref at 15+
Risks 935 / 2643 / 2672 Halton Capacity / increased
demand x.ref BAF3
Risks 2723 / 2358 / 2812 –
dental risks

Rationale for
current score
Quality & safety
governance
structure in place

RISK RATING

RISK APPETITE – MINIMAL

Inherent risk rating 5(C) x 5 (L) = 25, significant
Current risk rating 5(C) x 3 (L) = 15, significant
Target risk rating 5 (C) x 2 (L) = 10, high

Prevent Controls & Assurances
Prevent Controls

Clinical service structures, resources and governance arrangements

Clinical governance framework & subordinate frameworks

Clinical policies, procedures & pathways.

Risk Management Council & framework in place

Quality Impact Assessment Process.

Trust Strategy – Quality and Place

Freedom to speak up guardian in place
Detect Controls

Quality & Safety Committee bi monthly meetings

Clinical & Internal Audit Programme

IQPR & quality dashboards

Quality Council

Learning from deaths report

Clinical Quality and Performance Groups (CQPGs) in place with all NHS commissioners.

Increased reporting of incidents, including medication incidents

Equality Impact Assessments

Quality Impact Assessments

End of Life group

Health of Safety group
Audits
Health Visitor Records Quality – Significant Assurance
End of Life Care – Significant Assurance
Safeguarding Substantial Assurance
Medicines Management Substantial Assurance
Risk Management Substantial Assurance
Overall CQC rating requires improvement.
Trust Improvement Plan – Significant Assurance
Quality Spot Checks – Moderate Assurance

Gaps in controls and assurance:
Some regular governance meetings temp stood down – QIA process, daily Bronze review and Business Continuity Plans mitigating risks
Capacity / demand in Halton - to be addressed as part of the People plan
Dental Services
Changeable nature of test and vaccination projects
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BAF 3 –
Managing
demand &
capacity
Lead Director/
Lead Committee
Chief Operating
Officer
Last
reviewed:
Dec2020
Quality &
Safety
Committee
Last
reviewed:
Dec 2020
Risk Ratings
Reviewed:
Dec 2020

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

Principal risk
Managing demand & capacity
If the Trust is unable to
manage the level of demand;
Caused by insufficient
resources and / or
fundamental process issues;
It may result in sustained
failure to achieve
constitutional standards in
relation to access; substantial
delays to the treatment of
multiple patients; increased
costs; financial penalties;
unmanageable staff
workloads; and possible
breach of license.

Rationale for
current score
Quality & Safety
Committee
Risk Management
Council meets
monthly
Fortnightly joint
operations and
nursing meetings

RISK RATING

RISK APPETITE – CAUTIOUS

Inherent risk rating 4(C) x 4 (L) = 16, significant
Current risk rating 4 (C) x 3 (L) = 12, high
Target risk rating 4 (C) x 2 (L) = 8, medium

Prevent Controls & Assurances
Prevent controls










Quality & Safety Committee
Indicative activity baseline analysis
Patient pathway management arrangements
System One PAS – Patient Administration System
RTT lists to track 6 week and 18 week access standards
Risk management council
Monthly workforce information reports
Winter plans
IQPR

Risk register ref 15+

Detect Controls
QSSG & FWP meetings to gain overview of risks in relation to capacity at local level
Operational Management Team meetings
Temporary Command and Control meetings (Bronze)
Contract meetings with commissioners.
Workforce Strategy in place
Audits monitored at each relevant Board Committee, exception reports to Audit Committee
Absence Management Audit – Significant Assurance

935 - Halton Capacity /
increased demand x.ref BAF2

Negative assurance
Staff attendance at specific training is limited (end of life, pressure ulcers, adult safeguarding and risk management)
PDR rates are below target

2643 – Capacity in Halton school
nursing team X.ref BAF2
2672 – Halton HV capacity

Gaps in controls and assurance:
Services paused / stopped – increased waiting lists
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BAF 4 Financial
sustainability
Lead Director/
Lead Committee
Director of
Finance
Last reviewed:
Dec 2020
Finance &
Performance
Committee Last
reviewed: Dec
2020
Risk Ratings
Reviewed :
Dec 2020

TRUST OBJECTIVES
Sustainability – to deliver value for money, ensure that the Trust is
financially sustainable and contributes to system sustainability.

Principal risk
Financial sustainability
If the Trust is unable to
achieve and maintain
financial sustainability;
Caused by the scale of any
deficit and the effectiveness
of plans to reduce it;
It may result in widespread loss
of public and stakeholder
confidence with the potential
for regulatory action such as
parliamentary intervention,
special administration or
suspension of CQC registration.

Rationale for
current score
Financial
governance
arrangements in
place
Monthly F&P
Committee
National COVID-19
arrangements in
place

The Trust’s FT licence requires
‘that it shall at all times act in a
manner calculated to secure
that it has or has access to the
Required Resources’ so failure
to do so would lead to breach
of licence.

Risk register references at
15+

RISK RATING

RISK APPETITE – OPEN

Inherent risk rating 4(C) x 3 (L) = 16, high
Current risk rating 4 (C) x 2 (L) = 8, medium
Target risk rating 4 (C) x 2 (L) = 8, medium

Prevent Controls & Assurances
Prevent Controls

Accountability Framework and Standing Financial Instructions with limits approved by the Board.

5 year Trust Strategy

Financial plan and budgets signed off by the Board and submitted to NHSI (paused due to COVID-19)

QIA process to validate and sign off CIPs to ensure cost reductions do not adversely impact patient care

Process around Capital and Revenue Business Cases

Robust temporary staffing expenditure control and monitoring
Detect Controls

F&P Committee review monthly accounts, CIP (paused), Cash balance sheets, forecasting , aged debt process

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

Exec team and Committees receive Audit Recommendations tracker
Assurances
Monthly Finance and Performance Committee Update Report including

Financial position / Forecast Position

Service line reporting

Cash and Capital Committee Report

CIP update

Covid reimbursement process

Key Financial Controls audit – substantial assurance
Internal audit reports including

Combined Financial Systems review

Fraud and Corruption report.

CIP – moderate assurance

Key financial systems
External audit

Audit review findings – Clean Unqualified Audit

No risks at this level
Gaps in controls and assurance:
No national formal approval for months 7 – 12 finance plan Trust plans developed
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BAF 5 - Staff
engagement &
morale
Lead Director/
Lead Committee
Director of People
and OD
Last reviewed:
November
2020
People Committee
Last
reviewed:
November
2020
Risk Ratings
Reviewed :
November
2020

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

Principal risk
Staff engagement & morale
If the Trust loses the
engagement of a substantial
proportion of its workforce;
Caused by ineffective
leadership or inadequate
management practice;
It may result in low staff
morale, leading to poor
outcomes & experience for
large numbers of patients;
less effective teamwork;
reduced compliance with
policies and standards; high
levels of staff absence; and
high staff turnover.
Risk register references at
15+

Rationale for
current score
Workforce and OD
Committee ensure
governance and
holds to account.
Current risk rating
reflects recent staff
survey and internal
audit findings.

RISK RATING

RISK APPETITE – OPEN

Inherent risk rating 4(C) x 4 (L) = 16, significant
Current risk rating 4 (C) x 3 (L) = 8, high
Target risk rating 4(C) x 1 (L) = 4, very low

Prevent Controls & Assurances
Prevent Controls
 Workforce and Organisational Development Committee
 Organisational and local Staff engagement strategy.
 Managers’ Key brief/ communication and feedback system.
 LNC, Corporate & Borough Partnership Forums to engage with Staff side.
 Occupational Health Service and Staff Health & Wellbeing Officer.
 Talent Management process and Succession Planning Tool.
 Staff Engagement Steering Group and SE & Wellbeing Champions
 Workforce Strategy & Workforce Delivery Plan
 Revised Exit interview questionnaire
 Covid-19 Workforce Hubs, Command & Control Infrastructures and Recovery Cell
Detect Controls

National Staff Survey.

Feedback from Quality and Safety Committee on workforce issues

Staff Friends and Family Test (SFFT) and Staff Engagement Surveys

Exit questionnaire surveys

E-rostering project plan and implementation

PDR Reporting
Assurances
Staff Survey and ‘temperature check’ surveys
DAWN – Disability Awareness Network
LGBT+ and BAME Networks
Audits – significant assurance
Attendance management / Staff Engagement
Recruitment & Vacancy Management
Consultant Job Planning 2017/19
Allied Health Professionals Revalidation – 2018/19

Gaps in controls and assurance:
Engagement with staff groups including BAME and LGBT+ staff (remain until Networks embedded)
PDR Compliance (to remain until processes embedded)
Mandatory Training – to be monitored at People Committee, risk tolerated
Staff morale and resilience
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BAF 6 –
Staffing
levels
Lead Director/
Lead Committee
Chief Operating
Officer
Last Review
October 2020
Quality & Safety
Committee
Last
review:
October
2020
People
Committee:
November
2020
Risk Ratings
Reviewed :
October
2020

TRUST OBJECTIVES
Quality – to deliver high quality, safe and effective care which meets both individual and
community needs
People – to be a highly effective organisation with empowered, highly skilled and competent staff
Equality, Diversity and Inclusion – to actively promote equality, diversity and inclusion by creating
the conditions that enable compassion and inclusivity to thrive

Principal risk
Staffing levels
If the Trust fails to have an
appropriately resourced,
focused, resilient workforce
in place that meets service
requirements;
Caused by an inability to
recruit, retain and/or
appropriately deploy a
workforce with the
necessary skills and
experience; or caused by
organisational change;
It may result in extended
unplanned service closure
and disruption to services,
leading to poor clinical
outcomes & experience for
large numbers of patients;;
unmanageable staff
workloads; and increased
costs.
Risk register ref at 15+

Rationale for
current score
Robust operational
management
structures in place
however risk 1107
is a long term risk
still outstanding.

RISK RATING
Inherent risk rating 5(C) x 4 (L) = 20,
significant
Current risk rating 5 (C) x 3 (L) = 15,
significant
Target risk rating 5(C) x 2 (L) = 10, high

RISK APPETITE – CAUTIOUS –
OPEN

Prevent Controls & Assurances
Prevent Controls
 Robust operational management structures in place
 Business continuity plans in place
 Organisational Development Strategy
 Agreed medical and nursing revalidation protocols, preparation and remedial processes
 Agreed recruitment and selection policies and processes
 Workforce Strategy & Workforce Delivery Plan
 HR Policies and working groups
Detect Controls
 Agency staff reporting / Staff sickness reporting
 Turnover rate reporting
 Premium Pay and Spend reporting
 Integrated care partnerships / Alliance of out of hospital providers
Assurances

Quality & Safety Committee

Integrated Performance Report includes workforce metrics including training levels

Vacancy approval process reviews use of agency staff

Performance report indicating number of lapsed registrations each month

E-rostering commenced / Safer Staffing Report

Key workforce metrics ‘heat map’ now received at Board via the IQPR

Staff bank being established
Audits
Recruitment & Vacancy Management – substantial assurance
Consultant Job planning – substantial assurance
Attendance Management – substantial assurance
Sickness Absence Audit – substantial Assurance

Gaps in controls and assurance:
Sickness Absence
Exit interviews – in relation to staff retention
BME increasing representation across senior posts

7|Page

Board Assurance Framework (BAF) Jan 2021 v0.2

BAF 7 –
Strategy &
Organisational
sustainability
Lead Director/
Lead Committee
Chief Executive /
Chair
The Board
Last reviewed:

F&P Committee
Last Reviewed
November 2020
Risk Ratings
Reviewed :
November
2020

Trust Objectives
Innovation and collaboration – to deliver innovative and integrated care closer to
home which supports and improves health, wellbeing and independent living
Sustainability – to deliver value for money, ensure that the Trust is financially
sustainable and contributes to system sustainability.

Principal risk
Strategy & Organisational
Sustainability
If the Trust does not develop
and deliver a strategy which
demonstrates innovation and
collaboration with partners and
which is in line with current
NHS Guidance then the
organisation may fail to deliver
the best outcomes for patients
and their families.

Rationale for
current score
Trust involved in
system-wide STP
and Out of Hospital
Cell development.
Trust Strategy being
refreshed and
relaunched.

The Trust may also lose its
identity as a key system
partner which could result in
services being assigned to
other providers and the Trust
would become financially
unsustainable.

Risks on register 15 plus
No risks at this level

RISK RATING
Inherent risk rating 4(C) x 3 (L) = 12, high
Current risk rating 4 (C) x 2 (L) = 8, medium
Target risk rating 4(C) x 2 (L) = 8, medium

RISK APPETITE – CAUTIOUS –
OPEN

Prevent Controls & Assurances

The Trust is committed to working with its st

Prevent Controls
and opportunity across current and future se

Trust Board Oversight

Regular Exec meetings with commissioners and other key stakeholderspartnership.

Membership of health and wellbeing boards (paused)

Exec involvement with borough based integrated care visions; ‘Warrington Together’ and ‘One Halton’

Execs carrying out SRO roles for system projects such as integrated community
teams
The Trust
is committed to working with its st

Joints working on a number of projects with commissioners and local authority
i.e. rapid community
and opportunity
across response
currentand
and future se
intermediate care
partnership.

Plans in place to lead work across the system in relation to what good children’s services look like and how we
achieve this with our partners

Exec involvement in STP development across the Cheshire & Mersey and GM footprint
The Trust is committed to working with its st

CEO involvement with the Out of Hospital Cell
and opportunity across current and future se

Chair working within wider system

COO 1:1s with commissioners
partnership.

Exec attendance at Collaborative Commissioning Forum (CCF)

Developing our community dental services offer with the transfer of Pennine Care Dental Services
Assurances




The Trust is committed to working with its st
and opportunity across current and future se
partnership.

Emerging integrated governance structures with partners
MOU in place where services are delivered in conjunction with other partners
Chief Executive's monthly reports providing an overview of engagement activity

The Trust is committed to working with its st
and opportunity across current and future se
partnership.

Gaps in controls and assurance:
COVID-19 activity currently suspending ‘business as usual’ activities listed above
Lack of legal framework for emerging governance models.
Widnes UTC contract yet to be finalised
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BAF 8 – Digital
Services which
do not meet
demands of the
organisation
Lead Director/
Lead Committee
Director of
Finance &
Medical Director
Last reviewed:
November 2020
F&P committee
Last reviewed:
November
2020
Risk Ratings
Reviewed :
November
2020

TRUST OBJECTIVES
Quality – to deliver high quality, safe and effective care which meets both individual and
community needs
Sustainability – to deliver value for money, ensure that the Trust is financially sustainable and
contributes to system sustainability.
People – to be a highly effective organisation with empowered, highly skilled and competent staff
Innovation and Collaboration – to deliver innovative and integrated care close to home which
supports and improves health, wellbeing and independent living

Principal risk
The failure to maintain and
develop digitally enabled
services within a governance
framework to meet the
current and future needs of
the Trust.
This includes IT, Systems,
Security, Informatics and
Performance Management.
This could impact in our
ability to; deliver key related
Trust objectives, meet
regulatory, contractual &
reporting requirements and
to enable the development of
new and exemplar service
models. Maintain our
position as an innovator and
influencer in enhancing Out
of Hospital services,
Collaborate in system wide
developments and recruit
and retain highly skilled and
motivated staff
Risks on register 15 plus

Rationale for
current score
F&P Committee and
Risk Council both
satisfied with the
controls and
assurances in place.
COVID-19 has
increased demand
and required
business continuity
plans activated

RISK RATING

RISK APPETITE – SEEK

Inherent risk rating 4 (C) x 4 (L) = 16,
significant
Current risk rating 4 (C) x 3(L) = 12 high
Target risk rating 4(C) x 2 (L) = 8, medium

Prevent Controls & Assurances
Primary controls
•
Digital Strategy 2018–2021 approved by Board
•
Local services business continuity and resilience plans in place and owned by service managers
•
Cyber Solutions
•
Annual IM&T capital and revenue budgets agreed by F&P Committee
•
Participation in HIS Partnership Board, GM IEG and C&M CIAG CIO strategy groups
•
DIGIT group
•
Microsoft Core Datacentre and W10 licensing
•
Cloud based migration capability training and developing solutions
Assurances
•
The Board receives reports from the F&P Committee which receives regular IT reports
•
Relevant MIAA audit reports.
•
SIRO & Caldicott Guardian
•
Data, Security & Protection (DSP) Toolkit
•
Cyber Essentials – on site assessment
•
BCM and CIRP plans
•
Qlik sense operational with bespoke Covid-19 infrastructure
•
Data Quality Project
•
Business Continuity Plans activated and in place
Audits – Significant Assurance:
Cyber Security
Virtual Desktop Infrastructure
IT Third Party Contracts
Aimes Data Centre relocation
SystmOne Access
DSP Toolkit
Information Commissioners Officer Audit

No risks at this level
Gaps in controls and assurance:
Data Quality – lack of assurance relating to finance, people and quality governance.
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BAF9 – Risk of
Trust objectives
due to Covid-19
pandemic
Lead Director/
Lead Committee
Chief Executive:
Last Reviewed

Last Reviewed
People
Committee:
November
2020

TRUST OBJECTIVES

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

Principal risk
Failure to meet two of the
Trust’s objectives due to the
Covid-19 pandemic, namely:
Quality – to delivery high
quality, safe and effective care
which meets both individual
and community needs, and
People – to be a highly
effective organisation with
empowered highly skilled
Due to a change in healthcare
services provided by the Trust;
and the expected increase in
staff sickness.
Risks on register 15 plus

Rationale for
current score
Command and
Control governance
in place and
effective.
Risk Management
Council focusing on
Covid-related risks
The pandemic
demands are
changing regularly –
governance
arrangements
under regular
review

RISK APPETITE – OPEN

RISK RATING
Inherent risk rating : 4(C)x (L) = 20
significant
Current risk rating 4(C) x 4 (L) = 16, sig
Target risk rating 4 (C) x 3(L) = 12, high

Prevent Controls & Assurances
Prevent controls
Command and Control Incident Management
Operational – Bronze
Tactical – Silver
Strategic – Gold
Risk Management Council continuing to meet
Recovery Cell established
Corporate Recovery group set up
WREN meetings established to support BAME staff
Staff Disability Network
Assurances
Bronze – responsible for hands-on delivery for service delivery, implement tactical direction from Silver
Silver – Oversee operational response, determine priorities, allocating resources, manage operational risks, provide updates
to Gold and escalate strategic issues for action / decision
Gold – overall Executive command, assume strategic control, delegates tactical decisions to Silver. Liaise with local
Commissioners, co-ordinate Trust’s media response. Responsible for cooperating / consulting with NHS Strategic Exec
Management Team Meetings
Regular updates to Board
Three times a week bulletin communications to staff and ad hoc when required to communicate important information
Executive Team presence at recovery cell meetings when possible
Workforce Hub established
BAME risk assessments have been completed
QIA Panels for all services for business continuity completed
Redeployed staff returning to their own services except where activity in relation to COVID-19 is required to be maintained
Risk stratification of patients clinical needs being undertaken
Urgent patients are in the process of being seen face to face or via video or telephone consultations
Contract Review Board attended by Chief Nurse, Director of Finance and Chief Operating Officer
System wide liaison and cooperation
National Guidance in relation to restart and recovery being reviewed and implemented

Gaps in controls and assurance:
Uncertainty of financial envelope for months 7 – 12 / staff recruitment
Resurgence of Infection – financial impact of resourcing local prioritisation schedule
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Appendix I: Risk grading criteria
Risk type
a.

Patient
harm

or
b. Staff harm

Very low
1
Minimal physical or
psychological harm, not
requiring any clinical
intervention.
e.g.:
Discomfort.

Consequence score & descriptor with examples
Low
Moderate
High
2
3
4
Minor, short term injury
or illness, requiring nonurgent clinical
intervention (e.g. extra
observations, minor
treatment or first aid).

Significant but not
permanent injury or illness,
requiring urgent or on-going
clinical intervention.

d. Services

Minimal disruption to
peripheral aspects of
service.

Noticeable disruption to
essential aspects of
service.

e.g.:
Substantial laceration /
severe sprain / fracture /
dislocation / concussion.
Sustained stress / anxiety /
depression / emotional
exhaustion.
Grade 2 or3 pressure ulcer.
Healthcare associated
infection (HCAI).
Noticeable adverse reaction
to medication.
RIDDOR reportable incident.
Temporary service closure or
disruption across one or
more divisions.

e.

Minimal reduction in
public, commissioner and
regulator confidence.

Minor, short term
reduction in public,
commissioner and
regulator confidence.

Significant, medium term
reduction in public,
commissioner and regulator
confidence.

e.g.:
Recommendations for
improvement.

e.g.:
Improvement / warning
notice.
Independent review.

Financial impact on
achievement of annual
control total of between
£50 - 100k

Financial impact on
achievement of annual
control total of between
£100k - £1m

or
c.

Public
harm

Reputation

e.g.:
Bruise, graze, small
laceration, sprain.
Grade 1 pressure ulcer.
Temporary stress /
anxiety.
Intolerance to
medication.

e.g.:
Concerns expressed.

f.

Finances

Financial impact on
achievement of annual
control total of up to
£50k

Significant long-term or
permanent harm, requiring
urgent and on-going
clinical intervention, or the
death of an individual.

Very high
5
Multiple fatal injuries or
terminal illnesses.

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

e.g.:
Loss of a limb
Permanent disability.
Severe, long-term mental
illness.
Grade 4 pressure ulcer.
Long-term HCAI.
Retained instruments after
surgery.
Severe allergic reaction to
medication.
Extended service closure or
prolonged disruption
across a division.

Hospital or site closure.

Widespread reduction in
public, commissioner and
regulator confidence.

Widespread loss of
public, commissioner
and regulator
confidence.

e.g.:
Prohibition notice.

Financial impact on
achievement of annual
control total of between £1
- 5m

e.g.:
Special Administration.
Suspension of CQC
Registration.
Parliamentary
intervention.
Financial impact on
achievement of annual
control total of more
than £5m
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Very unlikely
1
Less than 1 chance in 1,000
Statistical probability
below 0.1%
Very good control

Unlikely
2

Likelihood score & descriptor with examples
Possible
Somewhat likely
3
4

Between 1 chance in 1,000
and 1 in 100

Between 1 chance in 100 and 1
in 10

Between 1 chance in 10 and 1
in 2

Statistical probability
between 0.1% - 1%

Statistical probability between
1% and 10%

Statistical probability
between 10% and 50%

Good control

Limited effective control

Weak control

Very likely
5
Greater than 1 chance in 2
Statistical probability above
50%
Ineffective control

Consequence

Risk scoring matrix
5

5

10

15

20

25

4
3

4
3

8
6

12
9

16
12

20
15

2

2

4

6

8

10

1

1
1

2
2

3
3

4
4

5
5

High
(10-12)

Significant
(15-25)

Likelihood

Rating

Oversight

Reporting

Very low
(1-3)

Low
(4-6)

Specialty / Service level
Annual review

None

Medium
(8-9)

Borough
Quarterly review

Board Monthly
review

Relevant Board Committee
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Committee Chair’s Report

Name of Committee/Group:
Date of Meeting:
Chair:
Members present/attendees:

Quality and Safety Committee
16th December 2020
Gail Briers
Present
Gail Briers, Non‐Executive Director and
Committee Chair
Sally Yeoman, Non‐Executive Director
Abdul Siddique, Non‐Executive Director
Ted Adams, Acting Medical Director
Lynne Carter, Chief Nurse and Deputy Chief
Executive

Report to:
Date of next meeting:
Parent Committee:
Quorate (Yes/No):
Key Members not present:

Board of Directors
11th February 2021
Board of Directors
Yes
Steve Cash, Non‐Executive Director
Aruna Hodgson, Acting Medical Director
Susan burton Director of Nursing Warrington

In attendance
Sarah Quinn, Chief Operating Officer
Sharan Arkwright, Deputy Chief Nurse
Jeanette Hogan, Deputy Chief Nurse
Georgina Clark, Director of Nursing Services,
Halton and St Helens (left meeting at item
77/20i re‐joined at item 77/20ii)
Kristine Brayford West, Director of
Safeguarding Services
Jan McCartney, Trust Secretary
Lynda Richardson, Board and Committee
Administrator
Observers
Diane McCormick, Public Governor, Halton
Christine Stankus, Public Governor, Rest of
England

Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Action/decision

Please complete to highlight the key discussion points of the meeting using the key
to identify the level of assurance/risk to the Trust

Committee Chair’s Report

Risk Register Summery Report

IQPR

2,3,6

2,3,6

Currently there were 30 risks on the register scoring 12 or
above, four new risks scoring 12 or above, seven overdue
risks and three quality and safety risks scoring 16 or above.
Management of longer term risks discussed and assurance
given as to the process within the risk council as to the
oversight and monitoring.

Fully assured

11 quality indicators that were red rated, reduction from 15
in previous report: The indicators which were red in August
and also in September are as follows:

The committee noted the ongoing work to
review quality indicators and delay in
reporting period. Moderate assurance












COVID – 19 Report
Exception report from Quality Council

2,3,6
,9
2,3,6

DOC (Duty of Candour) – 10 day compliance
Information Governance Training
Safeguarding Children Level one Training
Safeguarding Children Level two Training
Safeguarding Children Level three Training
Safeguarding Adults Level one Training
Safeguarding Adults Level two Training
Safeguarding Adults Level three Training
Total number of risks identified as high 12
Percentage of risks identified as high 12
Number of Complaints

Comprehensive verbal report provided

Fully assured

Report from the Quality Council held on 30 November 2020.
The Chief Operating Officer confirmed that once the signed
SLA was returned to the commissioners from Alder Hey the
Children’s Paediatric performance notice would then be
lifted.

Fully assured

No Items for escalation to the Committee noted
No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key
to identify the level of assurance/risk to the Trust

Committee Chair’s Report

Trust Improvement plan

2,3

The following updates had been made:






Active waiters for paediatric exodontia
by general anaesthesia (update)

2,3,6
,9

Fully assured

Maternity ‘Should Do’ actions had been archived on
14 August 2020.
Trust Should Do’s: Mandatory training data inputted.
JTAI Improvement plan updated.
Meeting had taken place with the Clinical Manager
from OCATS to update their improvement plan.
Padgate Improvement plan had been updated.

Updated position:
Greater Manchester ‐ Issues remain with lack of additional
theatre space. Further local discussions would be taking
place with the Greater Manchester Dental Hospital.
Cheshire and Merseyside ‐ waits remained within 18 weeks.

The Committee agreed that an update be
presented back to the April Committee,
with a verbal report on progress requested
to be presented at next meeting on
securing theatre space.
Fully assured against purpose of update

Current position has been escalated to the Regional medical
Director

Maternity Report

Safeguarding Training (Update Report)

2

2

Discussions ongoing with commissioners concerning ensuring
the continuity of care for patients with their midwives in
Halton following the better births guidance. Next steps to be
determined.

Report accepted, no assurance level
determined

The safeguarding team have met regularly with EPD as the
current reporting system required reconfiguration to enable
accurate reporting. Work is ongoing with improvement in
compliance expected in month 9. Monitoring would continue
at the Peoples Committee with quality / safety aspects
progressed at this Committee.

Fully assured, recognising the further
actions required.

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key
to identify the level of assurance/risk to the Trust

Committee Chair’s Report

Developing services for children, young
people and their families in Warrington,
Halton and Oldham

Quarter Two Incident Report

Board Assurance Framework updates

2

2

2,3,6
,9

Update provided to the Committee concerning the children’s
transformation work which had been discussed at a Board
time out session on 15 December 2020. Work plan to
improve the health and care for children in the boroughs
served by the Trust will be provided at a future meeting.

Fully assured

Slight increase within the quarter in the number of reported
incidents. Pressure ulcers were noted as the most frequently
reported incident. A quality improvement piece of work was
to be undertaken on this. It was also noted that duty of
candour was reporting at 100% for part one of the
compliance.

Report presented for information only

BAF2
It was agreed that the gaps in control section would reflect
that the Halton risks were being addressed by the Risk
Management Council.
Concerning paediatric exodontia, this was agreed to be
referenced as a gap within the BAF recognising that the Trust
was experiencing challenges in this area as discussed earlier
in the meeting.

Updates to BAF agreed with current risk
ratings remained the same for BAF2, 3, 6
and 9.

BAF9
The significant issues with current uncertainties with the
ongoing pandemic to be referenced in gaps in control and
assurances for BAF9 reflecting the highly changeable nature
of the vaccination and testing schemes. Prioritisation of the
vaccine to be added within the assurances.
No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key
to identify the level of assurance/risk to the Trust

Committee Chair’s Report

Risks Escalated – No items for escalation, however the chair would ensure board was sighted on the following:
Changeable nature of the pandemic and the vaccination programme.
Safeguarding training and potential solutions
Paediatric exodontia risks. A closed Board paper would also be presented to the January Board.

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key
to identify the level of assurance/risk to the Trust

Bridgewater Board
Date
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To update the Board in relation to the Ockenden report and the
highlights the essential actions for the Trust in relation to the provision
of maternity services.
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EXECUTIVE SUMMARY
1.1

This report describes the steps following the issue of the Ockenden report in
December 2020 and the compliance with the required submissions.

1.2

It provides information to the Board on the actions required and the next steps
to ensure the Trust is compliant with the findings of the report.

1.3

The Trust is asked to ensure that the maternity services are given a high level
of focus and that the Board has assurance that the services provided to
mothers and babies are safe.

BACKGROUND
2.1

The Ockenden report was published on 10th December 2020 and describes
the ‘Emerging Findings and Recommendations from the Independent Review
of Maternity Services at the Shrewsbury and Telford Hospital NHS Trust’.

2.2

The full report can be viewed here
https://www.england.nhs.uk/publication/ockenden-review-of-maternityservices/

2.3

The total number of families to be included in the final review and report is
1,862. This first report includes the findings from the first 250 cases reviewed
and includes the original cohort of 23 cases.

2.4

In the summer of 2017, following a letter from bereaved families, raising
concerns where babies and mothers died or potentially suffered significant
harm whilst receiving maternity care at The Shrewsbury and Telford Hospital
NHS Trust, the former Secretary of State for Health and Social Care, Jeremy
Hunt, instructed NHS Improvement to commission a review assessing the
quality of investigations relating to new-born, infant and maternal harm at The
Shrewsbury and Telford Hospital NHS Trust.

2.5

The review panel has identified important themes which must be shared
across all maternity services as a matter of urgency and have formed ‘Local
Actions for Learning’ and make early recommendations for the wider NHS in
terms of ‘Immediate and Essential Actions’.

2.6

Bridgewater currently delivers the only standalone community midwifery
service in England and provides antenatal, home birth and post-natal care to
patients in Halton. The service does not offer the intrapartum section of care
with the exception of women who decide to have home births. There are only
a small number each year, some of which are unplanned. In order to have a
planned home birth, the pregnancy must be classed as low risk otherwise
alternative delivery options need to be used.
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2.7

The service works closely with a number of acute providers (St Helens and
Knowsley Teaching Hospital NHS Trust (STHK), Warrington and Halton
Teaching Hospital NHS Foundation Trust (WHHFT), Countess of Chester
Hospital NHS Foundation Trust (CoCH) and the Liverpool Women’s NHS
Foundation Trust (LWH)) to deliver the care required as the Trust does not
deliver intrapartum care only in the case of home births.

2.8

Discussions have taken place recently with the Warrington and Halton Clinical
Commissioning Group in relation to the provision of maternity services by the
Trust as we are currently unable to deliver the current standards required in
relation to continuity of carer as set Better Births as we do not deliver the
complete end to end service for our women and rely on the support of acute
providers to do this.

ACTIONS TO DATE
3.1

Following the publication of the report a webinar was delivered on 16th
December 2020 by the Chief Nursing Officer for England and
Executive/National Director for NHS England and NHS Improvement which
was attended by representatives of the Trust.

3.2

After the webinar the Local Maternity System (LMS) issued a template for
completion by individual Trusts by 18th December. The template was
reviewed by the Chief Operating Officer, the Deputy Chief Nurse, the Borough
Director of Nursing for Halton and the Head of Midwifery to assess
compliance.

3.3

On completion, the template was reviewed by the Chief Nurse/Deputy Chief
Executive who signed the covering letter on behalf of the Chief Executive and
the template was submitted to the LMS on 18th December 2020.

3.4

One of the immediate actions required was to identify a board-level safety
champion at a non-executive level. Tina Wilkins was identified to support in
this role and the Chief Operating Officer has met with Tina to discuss
progress to date.

3.5

Following the LMS assurance review meeting on 21st December, all Trusts
were asked to review their ratings and resubmit. This was reviewed by the
Chief Operating Officer, Deputy Chief Nurse, Director of Nursing for Halton
and the Head of Midwifery and then was reviewed and signed off by the Chief
Executive. The completed template can be found in Appendix 1.

3.6

The LMS then confirmed the assurance ratings given and then submitted the
paper to NHSE.

3.7

Out of the 12 urgent clinical priorities the Trust rated 8 as partially compliant
and 4 as fully compliant following the LMS review.

3.8

A Maternity Assessment and Assurance tool was issued initially for
completion by 15th January 2021, now revised to 15th February 2021 but
submission is due to the LMS by the COP on 8th February 2021. A copy of the
blank template has been shared in Appendix 2. As part of the
recommendation in the Maternity Assessment and Assurance Tool ‘Boards
are asked to ask themselves whether they know that mothers and babies are
safe in their maternity units.
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COMPLIANCE WITH THE TEMPLATE
4.1

A number of the actions required for the Trust to be compliant with the
template which has been submitted to the LMS require the support of other
providers or the LMS as we do not provide end to end maternity services.

4.2

We are partially compliant with the following actions:
1a)

1b)

2a)

3b)

4a)

5a)

6a)

7a)

4.3

A plan to implement the Perinatal Clinical Quality Surveillance Model –
need to join the WHHFT Perinatal Mortality Review Tool Group. This
has been agreed by the Chief Nurse / Deputy Chief Executive at
WHHFT.
All maternity SIs are shared with Trust boards at least monthly and the
LMS, in addition to reporting as required to HSIB – process of sharing
with the LMS not yet shared.
Evidence that you have a robust mechanism for gathering service
user feedback, and that you work with service users through your
Maternity Voices Partnership (MVP) to coproduce local maternity
services – St Helens Maternity Voices Partnership are currently
recruiting a Chair so we do not have robust evidence of this.
The report is clear that joint multi-disciplinary training is vital, and
therefore we will be publishing further guidance shortly which must be
implemented, In the meantime we are seeking assurance that a MDT
training schedule is in place – we do not have MDT training in place
we would need to work with the acute providers to be able to be
compliant with this recommendation.
All women with complex pregnancy must have a named consultant
lead, and mechanisms to regularly audit compliance must be in place
– need to work with the acute providers to ascertain how we could
audit this.
A risk assessment must be completed and recorded at every contact.
This must also include ongoing review and discussion of intended
place of birth. This is a key element of the Personalised Care and
Support Plan (PSCP). Regular audit mechanisms are in place to
assess PCSP compliance – need to add a method of recording that
risk assessments have been completed on systmone.
Implement the saving babies lives bundle. Element 4 already states
there needs to be one lead. We are now asking that a second lead is
identified so that every unit has a lead midwife and a lead obstetrician
in place to lead best practice, learning and support. This will include
regular training sessions, review of cases and ensuring compliance
with saving babies lives care bundle 2 and national guidelines – need
to work with the Fetal Surveillance Midwife who is employed by
WHHFT to support both WHHFT and Bridgewater.
Every trust should have the pathways of care clearly described, in
written information in formats consistent with NHS policy and posted
on the trust website. An example of good practice is available on the
Chelsea and Westminster website – website requires updating to
reflect this and to include links to other providers pathways of care as
we do not provide the complete pathway.

A plan is in place to address these actions over the next few months and this
will be combined with the actions required as a result of the completion of the
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maternity assessment tool and also a review to revisit the recommendations
of the Kirkup actions.
4.4

5.0

The Non-Executive Safety Champion will be kept fully sighted with actions
required and progress and meetings will be scheduled with the Chief Nurse /
Deputy Chief Executive and the Head of Midwifery to monitor this. It will also
be reported via the Quality and Safety Committee and to the Board.

RECOMMENDATIONS
5.1

It is recommended that Board notes the contents of this report and takes
assurance that the immediate actions in relation to the Ockenden report have
been considered and actions are in progress to identify areas of partial
compliance.
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Appendix 1 - Ockenden Review December 2020: 12 Urgent Clinical
Priorities

Essential Action

Action required

Current status
- compliant,
partially
compliant,
not compliant

Action to be taken if
partially or not
compliant

Lead

Timescale
for
completion

(drop down box
available)
Enhanced safety: Safety in maternity
units across England must be
strengthened by increasing
partnerships between Trusts and
within local networks.
Neighbouring Trusts must work
collaboratively to ensure that local
investigations into Serious Incidents
(SIs) have regional and Local
Maternity System (LMS) oversight.
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1a)

A plan to implement the
Perinatal Clinical Quality
Surveillance Model, further
guidance will be published
shortly

Partially
Compliant

Need to request
permission to join
Warrington and Halton
Hospital Perinatal
Mortality Review Tool
Group. Currently
participate fully in STHK
which account for 70% of
our bookings. Requests
have been made
previously to attend and
have robust processes to
discuss incidents between
Trusts. Consider
implication of further
guidance which has been
issued.

Head of
Midwifery

Jan-21

1b) All maternity SIs are shared
with Trust boards at least
monthly and the LMS, in
addition to reporting as
required to HSIB
Listening to Women and their
Families: Safety in maternity units
across England must be strengthened
by increasing partnerships between
Trusts and within local networks.
Neighbouring Trusts must
workcollaboratively to ensure that
local investigations into Serious
Incidents (SIs) have regional and Local
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2a)

Evidence that you have a
robust mechanism for
gathering service user
feedback, and that you work
with service users through your
Maternity Voices Partnership
(MVP) to coproduce local
maternity services

Partially
Compliant

Process to be put in place
to ensure that incidents
are shared with the LMS
and HSIB.

Head of
Midwifery/
LMS

Feb-21

Review feedback
processes to ensure that
these are sufficiently
resilient.

Head of
Midwifery
/ Chief
Nurse

Feb-21

Partially
Compliant

Maternity System (LMS) oversight.

Staff training and working together:
Staff who work together must train
together.
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2b) In addition to the identification
of an Executive Director with
specific responsibility for
maternity services,
confirmation of a named nonexecutive director who will
support the Board maternity
safety champion bringing a
degree of independent
challenge to the oversight of
maternity and neonatal
services and ensuring that the
voices of service users and staff
are heard. Further guidance
will be shared shortly.

Implement consultant led
labour ward rounds twice daily
(over 24 hours) and 7 days per
week.
3b) The report is clear that joint
multi-disciplinary training is
vital, and therefore we will be
publishing further guidance
shortly which must be
implemented, In the meantime
we are seeking assurance that
a MDT training schedule is in
place.

Compliant

3a)

Compliant

Partially
Compliant

Not applicable - no labour
ward
Joint training with
Warrington and Halton
Hospital - attended and
delivered by midwifes.
Currently no MDT training
in place. Potential MDT
training to be discussed
with Warrington and
Whiston.

N/A

Chief
Nurse

N/A

Feb-21

3c)

Managing complex pregnancy: There
must be robust pathways in place for
managing women with complex
pregnancies. Through the
development of links with the tertiary
level Maternal Medicine Centre there
must be agreement reached on the
criteria for those cases to be
discussed and /or referred to a
maternal medicine specialist centre.

Risk assessment throughout
pregnancy: Staff must ensure that
women undergo a risk assessment at
each contact throughout the
pregnancy pathway.
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4a)

Confirmation that funding
allocated for maternity staff
training is ringfenced and any
CNST Maternity Incentive
Scheme (MIS) refund is used
exclusively for improving
maternity safety
All women with complex
pregnancy must have a named
consultant lead, and
mechanisms to regularly audit
compliance must be in place

4b) Understand what further steps
are required by your
organisation to support the
development of maternal
medicine specialist centres
5a) A risk assessment must be
completed and recorded at
every contact. This must also
include ongoing review and
discussion of intended place of
birth. This is a key element of
the Personalised Care and
Support Plan (PSCP). Regular
audit mechanisms are in place
to assess PCSP compliance

Compliant

Partially
Compliant

Not applicable - no
funding received.
No mechanism to audit as
named consultant lead as
allocated to a consultant
by the acute maternity
provider and consultant
name is on hospital
record. Head of Midwifery
to confirm with acute
provider how this could
be audited.

N/A

N/A

Head of
Midwifery

Feb-21

Compliant

Partially
Compliant

Not applicable
Risk assessments are not
completed and recorded
at every contact, they are
completed at first booking
and at 16 weeks after
their scan. Head of
Midwifery to implement
process to facilitate the
delivery of this at every
contact.

N/A

Head of
Midwifery

N/A

Feb-21

Monitoring fetal wellbeing: All
maternity services mustappoint a
dedicated Lead Midwife and Lead
Obstetrician both with demonstrated
expertise to focus on and champion
best practice in fetal monitoring.

Informed consent: All Trusts must
ensure women
have ready access to accurate
information to enable their informed
choice of intended place of birth and
mode of birth, including maternal
choice for caesarean
delivery.
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6a)

7a)

Implement the saving babies
lives bundle. Element 4 already
states there needs to be one
lead. We are now asking that a
second lead is identified so that
every unit has a lead midwife
and a lead obstetrician in place
to lead best practice, learning
and support. This will include
regular training sessions,
review of cases and ensuring
compliance with saving babies
lives care bundle 2 and national
guidelines.
Every trust should have the
pathways of care clearly
described, in written
information in formats
consistent with NHS policy and
posted on the trust website. An
example of good practice is
available on the Chelsea and
Westminster website.

Partially
Compliant

Partially
Compliant

Second lead to be Fetal
Surveillance Midwife
employed by WHHFT by
supports both
Bridgewater and WHHFT.
Need to confirm with
WHHFT when this midwife
will start to support
Bridgewater.

Head of
Midwifery

Feb-21

Head of Midwifery to
update website to include
pathway of care clearly
described.

Head of
Midwifery

Mar-21

Maternity services assessment and assurance tool
We have devised this tool to support providers to assess their current position against the 7 Immediate and Essential Actions (IEAs) in the
Ockenden Report and provide assurance of effective implementation to their boards, Local Maternity System and NHS England and NHS
Improvement regional teams. Rather than a tick box exercise, the tool provides a structured process to enable providers to critically evaluate
their current position and identify further actions and any support requirements. We have cross referenced the 7 IEAs in the report with the
urgent clinical priorities and the ten Maternity incentive scheme safety actions where appropriate, although it is important that providers
consider the full underpinning requirements of each action as set out in the technical guidance.
We want providers to use the publication of the report as an opportunity to objectively review their evidence and outcome measures and
consider whether they have assurance that the 10 safety actions and 7 IEAs are being met. As part of the assessment process, actions arising
out of CQC inspections and any other reviews that have been undertaken of maternity services should also be revisited. This holistic approach
should support providers to identify where existing actions and measures that have already been put in place will contribute to meeting the 7
IEAs outlined in the report. We would also like providers to undertake a maternity workforce gap analysis and set out plans to meet Birthrate
Plus (BR+) standards and take a refreshed view of the actions set out in the Morecambe Bay report. We strongly recommend that maternity
safety champions and Non-Executive and Executive leads for Maternity are involved in the self-assessment process and that input is sought
from the Maternity Voices Partnership Chair to reflect the requirements of IEA 2.
Fundamentally, boards are encouraged to ask themselves whether they really know that mothers and babies are safe in their maternity units
and how confident they are that the same tragic outcomes could not happen in their organisation. We expect boards to robustly assess and
challenge the assurances provided and would ask providers to consider utilising their internal audit function to provide independent assurance
that the process of assessment and evidence provided is sufficiently rigorous. If providers choose not to utilise internal audit to support this
assessment, then they may wish to consider including maternity audit activity in their plans for 2020/21.
Regional Teams will assess the outputs of the self-assessment and will work with providers to understand where the gaps are and provide
additional support where this is needed. This will ensure that the 7 IEAs will be implemented with the pace and rigour commensurate with the
findings and ensure that mothers and their babies are safe.
1
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Section 1
Immediate and Essential Action 1: Enhanced Safety
Safety in maternity units across England must be strengthened by increasing partnerships between Trusts and within local networks.
Neighbouring Trusts must work collaboratively to ensure that local investigations into Serious Incidents (SIs) have regional and Local
Maternity System (LMS) oversight.


Clinical change where required must be embedded across trusts with regional clinical oversight in a timely way. Trusts must be able
to provide evidence of this through structured reporting mechanisms e.g. through maternity dashboards. This must be a formal item
on LMS agendas at least every 3 months.



External clinical specialist opinion from outside the Trust (but from within the region), must be mandated for cases of intrapartum fetal
death, maternal death, neonatal brain injury and neonatal death.



All maternity SI reports (and a summary of the key issues) must be sent to the Trust Board and at the same time to the local LMS for
scrutiny, oversight and transparency. This must be done at least every 3 months

Link to Maternity Safety actions:
Action 1: Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard?
Action 2: Are you submitting data to the Maternity Services Dataset to the required standard?
Action 10: Have you reported 100% of qualifying cases to HSIB and (for 2019/20 births only) reported to NHS Resolution's Early Notification
scheme?
Link to urgent clinical priorities:
(a) A plan to implement the Perinatal Clinical Quality Surveillance Model
(b) All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to reporting as required to HSIB
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What do we have in
place currently to
meet all
requirements of
IEA 1?

Describe how we
are using this
measurement and
reporting to drive
improvement?

How do we know
that our
improvement
actions are
effective and that
we are learning at
system and trust
level?

What further
action do we need
to take?

Who and by
when?

What resource
or support do
we need?

How will
mitigate risk
in the short
term?

Immediate and essential action 2: Listening to Women and Families
Maternity services must ensure that women and their families are listened to with their voices heard.


Trusts must create an independent senior advocate role which reports to both the Trust and the LMS Boards.



The advocate must be available to families attending follow up meetings with clinicians where concerns about maternity or neonatal
care are discussed, particularly where there has been an adverse outcome.



Each Trust Board must identify a non-executive director who has oversight of maternity services, with specific responsibility for
ensuring that women and family voices across the Trust are represented at Board level. They must work collaboratively with their
maternity Safety Champions.

Link to Maternity Safety actions:
Action 1: Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard?
Action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service
users through your Maternity Voices Partnership to coproduce local maternity services?
Action 9: Can you demonstrate that the Trust safety champions (obstetrician and midwife) are meeting bimonthly with Board level
champions to escalate locally identified issues?
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Link to urgent clinical priorities:
(a) Evidence that you have a robust mechanism for gathering service user feedback, and that you work with service users through your
Maternity Voices Partnership (MVP) to coproduce local maternity services.
(b) In addition to the identification of an Executive Director with specific responsibility for maternity services, confirmation of a named
non-executive director who will support the Board maternity safety champion bringing a degree of independent challenge to the
oversight of maternity and neonatal services and ensuring that the voices of service users and staff are heard.
What do we have in
place currently to
meet all
requirements of
IEA 2?

How will we
evidence that we
are meeting the
requirements?

How do we know
that these roles are
effective?

What further
action do we need
to take?

Who and by
when?

What resource
or support do
we need?

How will we
mitigate risk
in the short
term?

Immediate and essential action 3: Staff Training and Working Together
Staff who work together must train together


Trusts must ensure that multidisciplinary training and working occurs and must provide evidence of it. This evidence must be
externally validated through the LMS, 3 times a year.



Multidisciplinary training and working together must always include twice daily (day and night through the 7-day week) consultant-led
and present multidisciplinary ward rounds on the labour ward.



Trusts must ensure that any external funding allocated for the training of maternity staff, is ring-fenced and used for this purpose only.
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Link to Maternity Safety actions:
Action 4: Can you demonstrate an effective system of clinical workforce planning to the required standard?
Action 8: Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional
maternity emergencies training session since the launch of MIS year three in December 2019?
Link to urgent clinical priorities:
(a) Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week.
(b) The report is clear that joint multi-disciplinary training is vital, and therefore we will be publishing further guidance shortly which must
be implemented. In the meantime we are seeking assurance that a MDT training schedule is in place
What do we have in
place currently to
meet all
requirements of
IEA 3?

What are our
monitoring
mechanisms?

Where will
compliance with
these requirements
be reported?

What further
action do we need
to take?

Who and by
when?

What resource
or support do
we need?

How will we
mitigate risk
in the short
term?

Immediate and essential action 4: Managing Complex Pregnancy
There must be robust pathways in place for managing women with complex pregnancies
Through the development of links with the tertiary level Maternal Medicine Centre there must be agreement reached on the criteria for those
cases to be discussed and /or referred to a maternal medicine specialist centre.


Women with complex pregnancies must have a named consultant lead



Where a complex pregnancy is identified, there must be early specialist involvement and management plans agreed between the
woman and the team
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Link to Maternity Safety Actions:
Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?
Link to urgent clinical priorities:
a) All women with complex pregnancy must have a named consultant lead, and mechanisms to regularly audit compliance must be
in place.
b) Understand what further steps are required by your organisation to support the development of maternal medicine specialist
centres.
What do we have in
place currently to
meet all
requirements of
IEA 4?

What are our
monitoring
mechanisms?

Where is this
reported?

What further
action do we need
to take?

Who and by
when?

What
resources or
support do we
need?

How will we
mitigate risk
in the short
term?

Immediate and essential action 5: Risk Assessment Throughout Pregnancy
Staff must ensure that women undergo a risk assessment at each contact throughout the pregnancy pathway.


All women must be formally risk assessed at every antenatal contact so that they have continued access to care provision by the
most appropriately trained professional



Risk assessment must include ongoing review of the intended place of birth, based on the developing clinical picture.

Link to Maternity Safety actions:
Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?

6

Link to urgent clinical priorities:
a) A risk assessment must be completed and recorded at every contact. This must also include ongoing review and discussion of
intended place of birth. This is a key element of the Personalised Care and Support Plan (PSCP). Regular audit mechanisms are
in place to assess PCSP compliance.
What do we have in
place currently to
meet all
requirements of
IEA 5?

What are our
monitoring
mechanisms and
where are they
reported?

Where is this
reported?

What further
action do we need
to take?

Who and by
when?

What
resources or
support do we
need?

How will we
mitigate risk
in the short
term?

Immediate and essential action 6: Monitoring Fetal Wellbeing
All maternity services must appoint a dedicated Lead Midwife and Lead Obstetrician both with demonstrated expertise to focus on and
champion best practice in fetal monitoring.
The Leads must be of sufficient seniority and demonstrated expertise to ensure they are able to effectively lead on:  Improving the practice of monitoring fetal wellbeing –
 Consolidating existing knowledge of monitoring fetal wellbeing –
 Keeping abreast of developments in the field –
 Raising the profile of fetal wellbeing monitoring –
 Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported –
 Interfacing with external units and agencies to learn about and keep abreast of developments in the field, and to track and introduce
best practice.
 The Leads must plan and run regular departmental fetal heart rate (FHR) monitoring meetings and cascade training.
 They should also lead on the review of cases of adverse outcome involving poor FHR interpretation and practice. •
 The Leads must ensure that their maternity service is compliant with the recommendations of Saving Babies Lives Care Bundle 2 and
subsequent national guidelines.
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Link to Maternity Safety actions:
Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?
Action 8: Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional
maternity emergencies training session since the launch of MIS year three in December 2019?
Link to urgent clinical priorities:
a) Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We are now asking that a second
lead is identified so that every unit has a lead midwife and a lead obstetrician in place to lead best practice, learning and support.
This will include regular training sessions, review of cases and ensuring compliance with saving babies lives care bundle 2 and
national guidelines.
What do we have in
place currently to
meet all
requirements of
IEA 6?

How will we
evidence that our
leads are
undertaking the
role in full?

What outcomes
will we use to
demonstrate that
our processes are
effective?

What further
action do we need
to take?

Who and by
when?

What
resources or
support do we
need?

How will we
mitigate risk
in the short
term?

Immediate and essential action 7: Informed Consent
All Trusts must ensure women have ready access to accurate information to enable their informed choice of intended place of birth and mode
of birth, including maternal choice for caesarean delivery.
All maternity services must ensure the provision to women of accurate and contemporaneous evidence-based information as per national
guidance. This must include all aspects of maternity care throughout the antenatal, intrapartum and postnatal periods of care
Women must be enabled to participate equally in all decision-making processes and to make informed choices about their care
Women’s choices following a shared and informed decision-making process must be respected
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Link to Maternity Safety actions:
Action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service
users through your Maternity Voices Partnership to coproduce local maternity services?
Link to urgent clinical priorities:

a) Every trust should have the pathways of care clearly described, in written information in formats consistent with NHS policy and
posted on the trust website. An example of good practice is available on the Chelsea and Westminster website.
What do we have in
place currently to
meet all
requirements of
IEA 7?

Where and how
often do we report
this?

How do we know
that our processes
are effective?

What further
action do we need
to take?

9

Who and by
when?

What
resources or
support do we
need?

How will we
mitigate risk
in the short
term?

Section 2
MATERNITY WORKFORCE PLANNING
Link to Maternity safety standards:
Action 4: Can you demonstrate an effective system of clinical workforce planning to the required standard
Action 5: Can you demonstrate an effective system of midwifery workforce planning to the required standard?
We are asking providers to undertake a maternity work-force gap analysis, to have a plan in place to meet the Birthrate Plus (BR+)
(or equivalent) standard by the 31st January 2020 and to confirm timescales for implementation.
What process have
we undertaken?

How have we
assured that our
plans are robust
and realistic?

How will ensure
oversight of
progress against
our plans going
forwards?

What further action
do we need to
take?

Who and by
when?

What resources
or support do
we need?

How will we
mitigate risk
in the short
term?

MIDWIFERY LEADERSHIP
Please confirm that your Director/Head of Midwifery is responsible and accountable to an executive director and describe how
your organisation meets the maternity leadership requirements set out by the Royal College of Midwives in Strengthening midwifery
leadership: a manifesto for better maternity care

10

NICE GUIDANCE RELATED TO MATERNITY
We are asking providers to review their approach to NICE guidelines in maternity and provide assurance that these are assessed
and implemented where appropriate. Where non-evidenced based guidelines are utilised, the trust must undertake a robust
assessment process before implementation and ensure that the decision is clinically justified.
What process do
we have in place
currently?

Where and how
often do we
report this?

What assurance
do we have that
all of our
guidelines are
clinically
appropriate?

What further action
do we need to
take?
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Who and by
when?

What resources
or support do
we need?

How will we
mitigate risk
in the short
term?

Bridgewater Board
Date

28 January 2021

Board Part

Public

Agenda item

07/21i

Title

Finance Report – December 2020

Sponsoring Director

Nick Gallagher – Executive Director of Finance

Authors

Nick Gallagher – Executive Director of Finance

Presented by

Nick Gallagher – Executive Director of Finance

Exec Summary/Purpose

To brief the Board on:
 Financial position as at Month 9

Previously considered at

Related Trust Objective/
Intentions

Sustainability – to deliver value for money, ensure that the Trust is
financially sustainable and contributes to system sustainability.

Which CQC domains are
supported by this report?

Well-led

Which BAF risks are
addressed in this report?

Other risks
highlighted/addressed in
this paper? (e.g. financial,
quality, regulatory, other)
Equality Impact
assessment

BAF 1 - Failure to implement and maintain sound systems of
Corporate Governance
BAF 2 - Failure to deliver safe and effective patient care
BAF 4 – Financial sustainability
BAF 7 - Strategy and Organisational sustainability
BAF 9 - Risk to Trust’s objectives due to COVID-19 pandemic
N/A

N/A

Explanation of any
acronyms in the report

Next steps

Recommendations

The Board is asked to:
 Note the contents of this report
 Recognise the risks identified in the report
 Be assured that the mitigations / controls identified are
appropriate and effective

Why has the paper been presented to the Board? (Please tick):

For Approval by the Board
To provide assurance to the Board
For the Board’s information / to note

Title
Author
Date
Purpose
Audience

Bridgewater Board
Finance Report – December – Month 9
Nick Gallagher – Executive Director of Finance
28 January 2021
To brief the Board on:
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1.0

Executive Summary

1.1

The purpose of this report is to brief the Board on:




Financial position as at Month 9 and forecast outturn for 2020/21
CIP plans and delivery
Capital and Cash

2.0

Financial Position as at Month 9

2.1

The key headlines for month nine are shown in the table below:

2.2

The Trust plan for months 7 to 12 is based on forecast expenditure and includes
restoration, winter pressures and expected Covid costs. Income is based on the
adjusted months 1 to 6 allocations and now includes the top up element as a base
allocation. As at the end of month 9, NHSE/I are yet to approve control totals for all
organisations, and the Trust is reporting on performance measured against the plans

submitted which are reflected in the NHSE/I monitoring returns completed on a
monthly basis.
2.3

Cumulative financial position at the end of month 9 is a deficit of £0.90m against a
planned deficit of £1.57m.

2.4

Cumulative income is £0.39m favourable to plan.

2.5

Cumulative expenditure is £0.17m favourable to plan.

2.6

Cumulative pay is £0.06m favourable to plan.

2.7

Cumulative agency spend is £0.06m favourable to plan, but in month expenditure is
£0.07m higher than plan.

2.8

Cumulative non pay expenditure £0.05m favourable to plan.

2.9

CIP process has been suspended, however the Trust is reporting efficiencies
achieved, predominantly against travel costs.

2.10

Capital spend is £0.36m behind the plan, but all schemes are expected to be
delivered by the end of the financial year.

2.11

Year to date financial performance is shown in the graph below, along with the
expected trajectory to the year end.

2.12

As stated in 2.2, the plan submitted for months 7 to 12 included forecast expenditure
relating to restoration, winter pressures and expected Covid costs. The plan was
produced in early September and actual and forecast expenditure is under constant

monitoring and review. The impact of Wave 3 of the pandemic, staff availability and
the reprioritisation of focus has resulted in changes to the original work streams and
their timing.
2.13

The Trust is currently forecasting a year end outturn deficit of £1.70m. This is based
on current run rates to month 9, adjusted for the expected impact of additional costs
in the last quarter of the year. This deficit is driven by the unfunded restoration and
recovery costs and the shortfall in forecast Covid cost funding.

3.0

Cost Improvement Programme (CIP)

3.1

Due to the current Covid crisis, there was no CIP requirement in months 1 to 6. The
Trust has included a CIP target in the month 7 to 12 plan of 1%. The Trust is
reporting savings generated by the revised working arrangements against this target.

4.0

Capital, Loans, Cash and Better Payment Practice Code

4.1

Year to date spend as at month 9 is £0.96m, the majority of which relates to IT and
medical equipment. It should be noted that the Trust has submitted a claim for
COVID-19 capital for £0.18m which has been locally approved by NHSE/I. The Trust
is awaiting the formal documents in order to draw down the cash.

4.4

In December there was a net cash inflow of £2.48m with a closing cash balance of
£21.47m. Cash is above plan at the end of December by £8.95m, which is due to the
changed timing for the receipt of contract income from Commissioners under the
Covid-19 financial regime, recovery of long term debtors, fewer payment runs in
December due to the Christmas break, and capital expenditure behind plan.

4.6

Total debt as at 31st December is £15.98m excluding bad debt provisions, of which
£15.73m relates to invoiced debt. Overall debt continues to decrease month on
month.

4.6

The table shows the percentage (number and value) of invoices paid within BPPC
terms. This has significantly improved in year due to the continued focus from budget
managers and the additional cash availability due to changed financial regime for
2020/21. Additionally the Trust has moved towards paying suppliers within 7 days as
per the Procurement Notice issued by DHSC.

5.0

Use of Resources Rating (UOR) - Finance

5.1

Due to the Covid-19 pandemic, reporting against the use of resources rating is
temporarily suspended.

6.0

Recommendations

6.1

The Board is asked to:
 Note the contents of this report
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Audit Committee
Committee
14 January 2021
Date of
Meeting:
Chair:
Linda Chivers
Members
present/
attendees:

Committee Members Present
Linda Chivers, Committee Chair
Steve Cash, Non‐Executive Director
Gail Briers, Non‐Executive Director
Abdul Siddique, Non‐Executive
Director
Tina Wilkins, Non‐Executive Director
Sally Yeoman, Non‐Executive Director

Key Agenda Items:
Self‐Assessment of Committee
Effectiveness

Governance and Assurance
arrangements in place during Covid‐19

Officers In Attendance
Nick Gallagher, Director of Finance
Rachel Hurst, Deputy Director of Finance
Sarah Quinn, Chief Operating Officer
Lynne Carter, Deputy Chief Executive and Chief Nurse
Debbie Weir, Financial Controller
Jan McCartney, Trust Secretary
Phillip Leong, Anti‐Fraud Specialist, MIAA
Lisa Warner, Audit Engagement Manager, MIAA
Sandra Cudlip, MIAA Engagement Lead
Debra Chamberlain, Director, Infrastructure, Government and
Healthcare Department KPMG
Observers
Rita Chapman, Lead Governor

BAF
1

1

RAG

Report to:

Board of Directors

Date of next
meeting:
Parent
Committee:
Quorate
(Yes/No):
Key Members
not present:

8 April 2021
Trust Board
Yes
Apologies received from

Key Points/Assurance Given

Action/decision

The Committee undertakes an annual self‐effectiveness
review to provide assurance to the Board and governors of
the effectiveness of its operation. This year the survey was
undertaken using Questback and despite a low response level
from certain cohorts offered a high level of assurance. All
questions received responses of either high or very high
satisfaction.

Board to be asked to accept the assurance
provided through the review

The Committee received a paper outlining the governance
arrangements put in place during Wave 1 of the pandemic
and those proposed for the current wave. These were
considered in light of the recent letter from the Regional
Director NHSE/I requesting the a Boards “keep Board

The Committee noted the paper and
accepted this paper would also be
discussed at the January Trust Board
meeting but wished to highlights the points
raised in the summary

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key to
identify the level of assurance/risk to the Trust

Committee Chair’s Report

meetings and committees to the minimum needed to give
effective assurance”. Committee members expressed
concern at the potential impact on the time for consideration
of the BAF and that previously identified development areas
in relation to report writing must become a higher priority to
ensure appropriate assurance could be taken. Assurance was
received that the Risk Council would continue to meet and
Quality Impact Assessments undertaken. It was agreed
Committee Chairs would discuss with lead Executives which
documents/reports could be shared outside of meetings and
agree the key areas to be reported to the Trust Board at both
public and closed meetings.
Review of BAF and Corporate Risk
Register

1

The Committee considered the systems and processes of
Board Assurance and Risk Management linked to the BAF and
considered BAF 1 in detail and were assured that robust
processes were in place. It was noted that with the
temporary proposed change in governance arrangements it
would be essential that the trust Board reviewed all current
BAF risks. In relation to BAF 1 the new temporary governance
arrangements need to be added along with confirmation that
the CQC have not selected the Trust for a well led review.

The Committee received assurance on the
Risk Management systems and processes
but wish to draw attention to the Trust
Board the need for enhanced Board
scrutiny of the BAF during the temporary
governance arrangements.

Prior to the formal meeting committee members took the
opportunity to participate in a short session looking at the
Ulyssess Risk Management system
Review of Registers of Interests

1

The Committee considered the Registers for Directors, Staff
and Governors.
Following the change to the scope of the policy there are now
over 320 individuals who are required to submit declarations
of interest forms. At the time of the meeting 233 had been
returned. It was noted that on challenge to submission,
beyond the impact of the pandemic, was that not all Band 7’s,

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

The committee noted the report and
accepted the new declarations made and
proposed actions where appropriate.

Please complete to highlight the key discussion points of the meeting using the key to
identify the level of assurance/risk to the Trust
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the threshold suggested by MIAA, have budgetary control It
was noted that all declared interests must be reviewed by the
Trust Secretary and wither acceptance or an agreed action
documented.
Minor changes to the policy were proposed to make
completion simpler including the use of Questback. A revised
policy will be brought to the next meeting
Review of Losses, Special Payments,
Waivers

Review of Annual Accounts progress

1,4

1,4

Proposed Bad Debt write offs totalling £4220.04 were noted
along with 4 special payments totalling £7939 and the
committee were assured that the correct process had been
followed for the 3 Waivers which were documented. It was
noted that there is an expectation of an increasing number of
Waivers in relation to short term extensions to contracts as
the impact of COVID 19 hits.

Paper noted

The committee considered a paper outlining the main
changes to the Group Accounting Manual which informs the
preparation of the annual accounts for 2020/2021.

Paper noted. The Trust Board is asked to
note the potential need to alter the Board
Meeting date to sign off the final accounts

It was noted that early indications were that the submission
deadline may be pushed back to mid or end June 2021 which
would impact on the proposed dates for Audit Committee
and Trust Board to review and approve the final accounts and
Annual Report
Mersey Internal Audit Agency progress
report

1,2,
8

The Committee noted there was no Limited Assurance or No
Assurance Audit Reviews.

Assurance taken on Internal Audit Review
findings.

The committee noted the Substantial Assurance ratings on
both the IT threat and Vulnerability review and Freedom to
Speak Up processes reviews
The recent Assurance Framework survey had provided mainly
positive opinions and will inform the final year end
Assurance.
No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key to
identify the level of assurance/risk to the Trust
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The committee also noted the findings of a report on
Business Case Development and Approval processes.
The committee considered changes proposed to the Audit
Plan for 2021/21 and agreed to cancel the planned audit of
EMIS given the system was still not under the control of the
Trust and also to cancel the planned performance Indicators
and Data Quality Audit given capacity within the Trust. It was
noted the planned review of CIP processes had been replaced
by a review of Covid costs claims.
It was noted that MIAA had provided a well received session
to Governors recently and will providing a similar session to
all Non‐Executive Directors in February which will also
provide an opportunity to feed into the Internal Audit
planning for 2021/22.
All Key Performance Indicators are being met.

Annual Review of Effectiveness of
Internal Audit services

Mersey Internal Audit Anti‐Fraud
progress report

1

1,4

In line with the Committee Terms of Reference and Good
practice the Committee undertook a review from members
and attendees on the effectiveness of the Trust’s Internal
Audit provision. Although a disappointing response rate to
the survey, in general the feedback was very positive and
gives strong assurance on the trust’s Internal Audit
arrangements

Board will be asked to note the assurance

A report was provided giving an update on pertinent Ant‐
Fraud initiatives and work undertaken within the Trust.

Report noted

All Key Performance Indicators are being met
External Audit update

1,4

KPMG gave a technical update on matters which may impact
on the Audit for 2021/2021.

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

The Committee noted the report.

Please complete to highlight the key discussion points of the meeting using the key to
identify the level of assurance/risk to the Trust
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External Audit Plan and proposed fees
for 2020/2021

1

The committee received an update on the proposed Audit
Plan for the 2020/21 year end, noting several elements of
requirements and timetable were still to be confirmed.

Board will be asked to note the update and
proposed increase in fees which will be
recommended to the Council of Governors
for approval.

A proposed increase in fees to £90k for the annual audit was
put forward. The DOF advised that having sought views
across a range of peers this level of increase not out of line
with their experiences given the increase in requirements
relating to VFM. The committee agreed to recommend the
plan and increase in fees to the Council of Governors for
approval
Risks Escalated – the need for Board scrutiny of the key strategic risks within the BAF given the proposed temporary changes to governance arrangements

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key to
identify the level of assurance/risk to the Trust
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COVID-19 Update Report
Mark Charman, Assistant Director of Transformation
Sarah Quinn, Chief Operating Officer
19/01/2021
To provide the Trust Board with an update in relation to the current
actions taken to manage the impact of the COVID -19 pandemic.
Board

1.0

EXECUTIVE SUMMARY

1.1

During the last 4 weeks, staff absence has steadily increased, in particular absence
relating to COVID and COVID related symptoms.

1.2

Pressures on services supporting the discharge of patients from hospital increased
due to the second wave of COVID at the start of December 2020 and a subsequent
further third wave at the beginning of January 2021.

1.3

As a result of increasing service pressure, sickness absence and support required by
the Mid Mersey system which incorporates both St Helens and Knowsley Teaching
Hospital NHS Trust (STHK) and Warrington and Halton Teaching Hospital NHS
Foundation Trust (WHHFT) the command and control structure has been escalated
to daily on a Monday to Friday.

1.4

Meetings internally and externally have been reviewed and a number have been
stepped down to free up capacity for staff to support on the front line or to provide
additional support to frontline colleagues.

1.5

The Board is asked to recognise the pressures of the management of the third wave
of COVID-19 and to note that have been taken to support the safe and effective
delivery of services and to support staff to do this.

2.0

STAFF ABSENCES

2.1

The following chart is an extract from the Trust’s Qlik system (performance reporting
software):

COVID-19 Update Report

2.2

There has been a rise in staff absences throughout January, in terms of total staff
absences and those related to Covid-19.

2.3

The position as at 18th January is:







Total staff absences:
Halton Borough:
Warrington Borough:
Oldham Borough:
Dental Network:
Corporate Services:

153, of which 70 are Covid-19 related
52, of which 24 are Covid-19 related
50, of which 23 are Covid-19 related
8, of which 1 are Covid-19 related
29, of which 17 are Covid-19 related
14, of which 5 are Covid-19 related

3.0

STATUS OF CLINICAL SERVICES

3.1

The status of clinical services are reported via a daily situation report (SitRep) that
indicates a Red/Amber/Green (RAG) rating, based on the staffing levels and current
operational pressures on services.

3.2

A Green status indicates that there are no (or minimal) staffing and/or operation
pressures and the service is able to operate normally.

3.3

An Amber status indicates that the service is experiencing staffing and/or operational
pressures that are significant enough to trigger the service’s Business Continuity
Plan, which describes the measures that the service will put in place to mitigate the
pressures on the services, which include redeploying staff from other services and
risk stratification and prioritisation of the work load.

3.3

A Red status indicates that the service is experiencing staffing and/or operational
pressure that are severe enough to prevent the service from operating effectively,
even with the implementation of the service’s Business Continuity Plan.

3.4

Services that are reporting as Red or Amber are reviewed and discussed at the
Trust’s Silver Command meetings and are escalated through the Trust’s command
system, to ensure that operational and corporate managers and the Executive Team
are sighted on the risks to these services and provide active management and
support.

3.5

During the intervening period between Christmas and New Year pressures on district
nursing services in Warrington and Halton were escalated through the command and
control structure and gold command supported the proposal to redeploy a small
number of podiatry staff in both boroughs to provide additional. As a result of the
learning from the redeployment experiences in the first wave, only a small number of
staff have been asked to undertake tasks which could be effectively delivered by
podiatrists such as dressing changes and the staff have remained within their core
team so that they are not redeployed completely. This allows flexibility in the
management of staff and so they can support both teams when capacity permits.
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3.6

As at 19th January 2021, the Trust’s clinical services reporting as Red or Amber are
as follows:
Halton Borough:


Services at Red status:
o None



Services at Amber status:
o Halton Integrated Frailty Service
o Stroke Team
o Podiatry Service
o Heart Failure Nursing Service
o Midwifery Service
o 0-19 Service

Warrington Borough:


Services at Red:
o None



Services at Amber status:
o Podiatry Service
o District Nursing Service
o Paediatric Occupational Therapy Service
o Integrated Falls Prevention Service
o Parkinson’s Disease Service
o 0-19 Service
Oldham Borough:


Services at Red status:
o None



Service at Amber Status
o School Nursing Service

Dental Network:

3.7



Service at Red status:
o None



Service at Amber Status
o None

Business continuity plans have been reviewed alongside the winter plan and a line by
line assessment of services has been undertaken to identify additional staff who
could be redeployed to support services which experience operational or clinical
capacity challenges.
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4.0

STAFF FLU VACCINATION

4.1

The staff flu vaccination campaign is ongoing and has achieved the highest level of
uptake ever recorded by the Trust,

4.2

As at 19th January 2021, the total staff uptake was 80%, and 77% of front-line staff.

5.0

STAFF COVID_19 VACCINATION

5.1

The Trust has implemented a staff Covid-19 vaccination centre that operates from
the ground floor of Spencer House in Warrington.

5.2

The centre went live on Saturday 9th January 2021 and, as at 19th January 2021,
1289 vaccinations have been administered to the Trust’s staff.

5.3

The total uptake for Bridgewater staff vaccinated at the Trusts centre and Warrington
Hospital is 73%.

6.0

MEETINGS

6.1

A review of meetings both internally and externally has been completed and a
number of meetings have temporarily been placed on hold or are operating at a
reduced frequency or shortened duration. This will be reviewed in four weeks’ time.

6.2

The meeting schedules have been reviewed by each individual executive director
and mitigations have been put in place to ensure that key work streams and actions
are continued.

6.3

As a result of escalating pressures, the gold command meeting has increased to
daily from 18th January. The silver and the bronze command meetings continue to
take place three times a week and there is now a daily operations and nursing call
chaired by the Chief Operating Officer to discuss any issues or concerns and to
review information which needs to be escalated to gold command on the days which
silver and bronze do not meet.

7.0

MID MERSEY PRESSURES

7.1

Increasing pressures have been seen across the Mid Mersey system in both acute
trusts; STHK and WHHFT. This has resulted in additional demands on our
community services which support the discharge such as district nursing, palliative
care, intravenous (IV) therapy and intermediate care services.

7.2

The Chief Nurse / Deputy Chief Executive has been identified as the lead for
supporting discharge at STHK and the Chief Operating Officer is supporting WHHFT.

7.3

Support has been requested by both acute providers to resource a therapy service
for Lilly Cross which is currently a residential care facility which can take admissions
of both COVID positive and negative patients. The Trust has offered two
physiotherapists and two occupational therapists on a full time basis to deliver this
service.
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7.4

Plans have been developed by the Borough Directors and the Directors of Nursing
and these will be presented by the Chief Nurse/Deputy Chief Executive at the formal
Executive Management Team meeting on 26th January which describe what the next
steps would be should the situation escalate any further and additional support is
required to maintain services which support discharge if this is affected by increasing
staff sickness or demand. The plans also potentially consider how support would be
provided to system partners such as social care.

8.0

RECOMMENDATIONS

8.1

The Board is asked to note the content of the report and the work that is currently
being undertaken to respond to the COVID -19 pandemic and to consider any
changes required to BAF 9 in relation to risk rating, gaps in control and assurances.
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To outline the process of Board Assurance and Governance the
Trust has followed during the period of dealing with Covid-19
pandemic
Board

1.0

EXECUTIVE SUMMARY

1.1

During 2020 the Covid pandemic has dominated much of the business of the Trust.
It has been necessary to review and amend the Trust’s governance arrangements to
meet the needs of the pandemic and to support the staff during this challenging
period.

1.2

This report outlines the changes made to ensure resources maintained focus on
necessary and clinical operational matters while maintaining the robustness of
decision-making, whilst practising good governance. It also describes the support
provided from the Trust’s internal auditors MIAA.

1.3

Finally, the report proposes further amends to the current governance arrangements
to support staff during this current wave of the pandemic.

2.0

PURPOSE OF THE PAPER

2.1

To describe the governance arrangements during the Covid pandemic so the Board
may take assurance in relation to the governance of the Trust. It also outlines a
proposal to further amend the Board and Committee governance arrangements for
the period until April 2021.

3.0

GOVERNANCE ARRANGEMENTS FROM MARCH 2020

3.1

From March 2020 the Board and its Committees only dealt with business critical
items. Business-as-usual or non-urgent items were deferred to a future date. A
record of deferred items was kept and regularly reviewed by the Board and
Committee Chairs with the annual business cycles being reviewed and amended on
a regular basis.

3.2

During this period, all Board and Committee meetings have been held using digital
technology. This has been successful and allowed continued attendance of all
members, attendees and observers.

3.3

A Covid-19 Assurance Committee was established. This was a temporary
Committee which reported directly to the Board. It was chaired by the Trust Chair
and met monthly using a virtual platform, the whole Board were members of this
Committee. The Committee focused on patient safety, workforce safety and
wellbeing, risk, communications and a review of major operational decisions taken
specifically relating to the pandemic work. The efficacy of this meeting was reviewed
during the Board meeting on 27 August 2020 and a decision was noted that the
Covid-19 Assurance Committee would be stood down and each Committee of the
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Board would take ownership of the relevant Covid aspects of its portfolio, with
ultimate ownership being held by the Board.
3.4

A new BAF risk was established which focuses on the risk to the Trust’s objectives
due to the Covid-19 pandemic. This BAF is examined and updated by each of the
Committees with ownership held by the Board

3.5

The Risk Management Council continues to meet on a monthly basis and includes
focus on Covid-19 related risks alongside patient safety and clinical activities.

3.6

A Command and Control structure has been established to directly manage
operational aspects of the pandemic. The Trust bronze team is an operational group
and includes staff who are actively involved in the front line response to COVID-19
such as a Borough Directors and Clinical Managers. The Tactical or Trust silver
commander oversees, but is not directly involved in providing the operational
response to the COVID-19 pandemic, focusing on determining priorities in allocating
resources, obtaining further resources as required, and planning and co-ordinating
when tasks will be undertaken. They also liaise closely with the Trust gold command
and provide regular updates as to the status of the staffing and service pressures in
the Trust. The term strategic or gold is the overall executive command of the Trust’s
activities. The Trust gold command has overall command of the resources of the
Trust delegating tactical decisions to the silver commander. These meetings were
being held three times a week, however at the height of the pandemic they were held
on a daily basis and have recently, on 18 January 2021, started to meet five days a
week.

3.7

Non-Executive Directors have received a weekly update of activity and sent any
relevant documents that are received from DHSC / NHSE/I and or NHS Providers.

3.8

MIAA, the Trust’s internal auditors have also provided support and advice to the
organisation during this period, which has been much appreciated by the Trust. This
has included the publication of briefing notes and toolkits to enable the Audit
Committee to gain assurance on governance arrangements during the pandemic.
These included:
3.8.1
3.8.2
3.8.3
3.8.4
3.8.5
3.8.6
3.8.7

Financial Governance
Procurement Briefing
People Briefing
Gifts and Hospitality
Governances Considerations for FTs
Assurance and Risk Management briefing
Data Protection checklist

4.0

PROPOSED GOVERNANCE ARRANGEMENTS

4.1

The Trust is currently working hard to continue to deliver services through this current
wave of the pandemic alongside the roll-out and delivery of a vaccination
programme. This has now impacted capacity of Executive officers and their teams to
produce reports for Committees and the Board. With this is mind the following
proposal to the Audit Committee was recommended. All other temporary
governance arrangements described above will remain the same.

Governance and assurance during Covid-19

4.2

The recommendation is to stand down the Committees of the Board for the rest of
the financial year, with the exception of the Audit Committee. The Audit Committee
will remain to continue to oversee systems, processes and governance of the Trust
to provide assurance to the Board. All business-critical matters and high level risks
will be taken to an extended closed session of the Board in January and March, with
a report received from each executive director. This report will address the current
situation in each of their portfolios, current risks, impact of Covid and matters for
escalation. If required an additional session could be held in February. This
approach will allow executive directors and their teams the capacity to focus on the
current demands facing the Trust. The Public Board will remain in place with a
reduced business-critical agenda and the Council of Governors meetings will take the
form of a Chair’s Briefings and as such executives will not be required to attend.

4.3

On the 11 January 2021 Bill McCarthy, Executive Regional Director (North West)
wrote to the Chairs of all Trusts. Within the letter the 5 NHS (North West) priorities
for the next 7 weeks were outlined and Chairs were asked to support the executive
teams and staff at this hugely challenging time by ‘enabling them to focus on these
important priorities by minimising unrelated activity (for example… keeping Board
meetings and committees to the minimum needed to give effective assurance on
these priorities’
The recommendations in 4.2 support this request.

4.4

The recommendation was discussed at the Audit Committee on 14 January 2021.
Whilst broadly supportive of the recommendations the Committee recommended
these additional safeguards:
1.

2.
3.
4.

5.0

Chairs of Committees work closely with the relevant Executive leads to
ensure all current risks and issues continue to be addressed. The work
relating to Committees should remain despite the committee itself being stood
down.
The Risk Management Council would continue to closely monitor risks which
would usually be escalated to relevant Committees.
Quality Impact Assessments to still be undertaken.
The BAF is kept up-to-date and closely monitored by the Board.

RECOMMENDATION

The Board is asked to note the arrangements put in place during the period of the pandemic
and agree the recommendations put forward in paragraph 4.2 and the suggestions made by
the Audit Committee in paragraph 4.4.
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1.0

EXECUTIVE SUMMARY

1.1

The Trust provides a range of services that are guided by statutory duty
and legislative requirements. These services are delivered within a
framework of policy, procedure and practice to ensure compliance with
these requirements.

1.2

The purpose of this report is to approve the attached policy which has been
developed to provide a controlled environment in which to manage policies,
guidelines, procedures and clinical pathways.

1.3

The Version Control Sheet on page 3 and the Consultation section on page
37 of the attached document outlines the comprehensive process involved
in developing the policy. This policy will apply to all corporate policies,
procedures and documents and ensures the documents are all consulted
upon, approved at an appropriate level, implemented, audited and regularly
reviewed.

1.4

The following Appendices have not been attached, to keep papers to a
minimum but are available on request to the Trust Secretary and once
approved will be available to all staff on the intranet, they are listed below:

Appendix A

Document Approval and Ratification Procedure and Guidance

Appendix B

Creation of Procedural Documents Flowchart

Appendix C

Consultation Matrix

Appendix D

Exception Form

Appendix E

Archive Request Form

Appendix F

Appendix Archive Request Form

Appendix G

Policy Template

Appendix H

Appendix Template

Appendix
Appendix IH
Appendix J

Clinical
Procedure/Guideline/Clinical
Pathway Template
Appendix
Template
Clinical Care Plan Example and Screen Shot

Appendix K

Harvard Referencing Style Sheet

Appendix L

Finding Information for Developing Policies, Procedures, Guidelines
and Pathways

Appendix M Adopted Policy/Procedure Template
Appendix N

2.0
2.1

Local Non-Clinical Standard Operating Procedure

RECOMMENDATION
The Board is asked to approve this policy.
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Flowchart 1

New Document Approval Process
(with the exception of Human Resources – see flowchart 3)

Lead author to check if similar national
document can be adopted by the Trust.
Policy Officer to invite
author to attend next
available CCPG meeting.

Lead author to contact Policy Officer to list
before Corporate Clinical Policy Group
(CCPG) to discuss document proposal &
literature/evidence requirements to support
the document.

Document approved by CCPG?

Proposal approved by CCPG?
Yes
Yes

No

No
Is the document a
Policy?

Lead author to request
literature search from
Library Services and to
consider if EqiA is required
by liaising with Equality &
Inclusion Manager

Proposal
withdrawn
.

Policy Officer to
email lead
author with
amendments
required.

Lead author to write & send 1st draft to:




Policy Officer (for scrutinising)
Education & Professional Development
Library Services

Lead author to
amend document
and resubmit to
Policy Officer.

Lead author to send 2nd draft to subject
matter experts/specialists for comments
(appendix C) – lead author to set 2
week minimum timescale for responses.
Lead author to review comments
received following consultation and
make relevant changes.
Lead author to submit final draft to
Lead Executive Director for sign-off
by Recommending
Committee/Group

Lead author to submit
signed-off version to
Policy Officer for listing
before next available
CCPG meeting for
approval.

Signed off?
No
Issue Date:

No

Yes

Policy Officer to
submit to Ratifying
Committee for
ratification.

Policy Officer to
allocate
document
number and
upload onto the
Hub

Policy Officer to notify
Communications
Team for publication in
the Trust Team Brief
and lead author for
onward dissemination.

Policy Officer to
update Document
Management
Database.

Yes
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Flowchart 2

Full Review Approval Process
(with the exception of Human Resources – see flowchart 3)

Lead author to start the full review
process six months prior to the
date of full review. This includes
requesting a literature
search/reference review from
Library Services.

Policy Officer to invite
author to attend the next
available CCPG meeting.

Lead author to:
Document approved by CCPG?

 Review/update content using up
to date template (available on the
Hub)
 Consider if EqIA is required
 Consider any additional training
resources
 Finalise reference list and update
draft template.

Lead author to send updated draft
to Policy Officer to scrutinise and
check correct template used.

Lead author to send updated draft
to subject matter
experts/specialists for comments
(appendix C) – lead author to set
two week minimum timescale for
responses.

Yes
No
Is the document a
Policy?
Policy Officer to
email lead author
with amendments
required.

Lead author to
amend document
and resubmit to
Policy Officer.

Signed off?
No
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to the Lead Executive Director
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Team for publication in
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agreed submission
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Flowchart 3

Human Resources Policy Development, Review and Approval process
New Policy

Reviewed Policy

Lead author to:
Advise Human Resources (HR) Project Officer of
proposal and request date for Human Resources
Project Group (HRPG)
Request literature search from Library Services

HR Project Officer to: send policy for review to
lead author six months before due date and then
a further reminder at three months before due
date

Lead author to start the review six months prior to
the date of full review:
Lead author to create first draft, including
Equality Impact Assessment (EqIA) and send
to:
Equality & Inclusion Manager (for Equality
Impact Assessment advice)
Library Services (for reference check)
Educational & Professional Development (if
additional training resources identified)
Any amendments should then be made and sent to
the HR Project Officer

Lead author to review content, including EqIA and
transfer to correct template if required.
Lead author to then send to:
Equality & Inclusion Manager (for Equality Impact
Assessment advice)
Library Services (for literature search and
reference check)
Education & Professional Development (if
additional training resources identified)
Any amendments should then be made and sent to
the HR Project Officer

Lead author to send updated draft policy to HR Project Officer:

-

HR Project Officer to save documents in HRPG folder
HR manager to pick up from folder and to send to lead managers for consultation process, giving a minimum of two
weeks deadline for comments to be returned
Comments to be collated by HR Manager and submitted to HRPG
List of those consulted who responded should be added to the consultation section
Any comments should be reviewed and relevant amendments made to draft policy

Lead author to attend HRPG meeting

Draft policy reviewed and lead author to make agreed amendments and forward to
HR Project Officer.

Policy sent to Corporate Partnership Forum for approval

Draft policy not approved
(consultation until issues resolved).

Draft policy approved

People Committee
Assurance provided to Board through Chair’s Log for approved policies.

HR Project Officer to assign policy number, update HR Policy file and email approved policy for Hub upload.
HR Business Partner to produce communications for Team Brief and the Bridgewater Bulletin.
Equality & Inclusion Manager to sign off and file the EqIA.
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1

Introduction
Bridgewater Community Healthcare NHS Foundation Trust (hereafter the Trust),
provides a range of services that are guided by statutory duty and legislative
requirements. These services are delivered within a framework of policy, procedure
and practice to ensure compliance with these requirements.
Corporate documents, their consistency, appropriateness and implementation,
are essential tools in the delivery of safe care and safe practice. Corporate
documents form an integral part of the Trust’s governance and risk management
processes. It is vital that all such documents are consulted upon, approved at an
appropriate level, implemented, audited and regularly reviewed.
There may be instances where an individual, group or committee may identify a need
for a policy, guideline, procedure or clinical pathway to be formulated in response to
a particular set of circumstances. The process detailed within this document and the
Document Approval Ratification Procedure and Guidance (appendix A) describes the
actions required in order for a new/fully reviewed document to be recognised and
used by the Trust; this includes the temporary approval process of non-Human
Resources (HR) COVID-19 related documents during the COVID-19 pandemic
through the Trust Bronze, Silver and Gold Command Structures.
In 2019, the Trust established a Workforce & Organisational Development Committee
(now the People Committee). It was agreed with staff-side colleagues that Human
Resources (HR) policies and procedural documents would be routed through the
Committee and the Corporate Partnership Forum (now the Joint Negotiation and
Consultation Committee). The Trust has a HR Policy Group which is comprised of staff
side and non- staff side members. This group ensures the appropriate consultation with
regard to the production of new policies/procedures and the review of existing HR
policies/procedures within the Trust. HR policy reports are provided to the People
Committee for assurance purposes. Therefore, the approving, monitoring, archiving
and intranet management of HR policies and procedures will be undertaken directly by
HR – see flowchart 3. All other policies, procedures, guidelines and clinical pathways
will be subject to the approval process detailed in flowchart 1 (new documents) and
flowchart 2 (documents requiring full review).
All Trust staff have a responsibility to ensure they are aware of Trust documents
which are relevant to their area of work and that they act in accordance with these
at all times.
All Trust staff are deemed to know Trust policy and for performance management and
disciplinary purposes, any declaration of ignorance will not be considered as
mitigation. All Trust and local documents will contain an application section describing
to whom they apply and, where applicable, the requirements for compliance.
1.1

Objective

The purpose of this document is therefore to:
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Provide guidance to staff on how to write and format policies, guidelines,
procedures and clinical pathways, and to clarify the steps that must be
taken to secure approval of them



Ensure all documents are available as needed, are kept up-to-date and are
duly approved/ratified



Ensure that obsolete documents are clearly identified and archived in a way
that prevents their unintended use.

1.2

Scope

This policy applies to all Trust staff who develop policies, guidelines, procedures and
clinical pathways produced for use within the Trust. It also applies wherever the Trust
carries out its responsibilities and to all staff employed by the Trust.

2

Definitions
The definitions applicable to this policy are as follows:
Trust Wide

Policies that are developed for use within the whole of the
Trust unless there is rationale to support why it should be
borough/service specific, for example, the Planned Home Birth
Policy for Midwifery is a Halton Borough specific policy.
Procedures, guidelines and clinical pathways should be
developed as Trust wide documents. However, in certain
circumstances, they may be developed as borough/service
specific documents.
Rationale must be provided to CCPG on why a document is to
be borough specific rather than Trust wide.

Policy

A policy is an overarching statement of what is required by an
organisation; it describes the scope of the statement and
associated responsibilities.
It is a formal document which must be followed by relevant
staff, as non-compliance with Trust policies may leave the
organisation and staff open to unacceptable risk. The
consequences of not following a Trust policy may lead the
individual staff member to potential disciplinary action.
Trust policies support staff and are used to enhance safety, as
part of the Trust’s framework on quality, risk and performance
management.
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Procedure

A standardised method of performing an action or task to
accomplish an objective, which tends to refer to required
method rather than the result.
Clinical procedures must give step by step instructions in an
action/rationale format.
Characteristics: sets out ‘how’ to implement a required
standard of working, breaks processes into detailed actions, is
written from staff/user perspective.

Guideline

Systematically developed statements which assist staff and
patients to decide on appropriate treatments for specific
conditions. Regardless of the strength of the evidence, it
remains the responsibility of the clinician to interpret the
application of guidance to local circumstances and the needs
and wishes of the individual patient, i.e. exceptions to the
clinical standards. However, the rationale for any deviation
from the agreed guideline must be annotated within the patient
health record.

Clinical Pathway

A map of the process involved in managing a common clinical
condition or situation. It should detail what to do, when to do it,
by whom, the action to be undertaken and where the task
should be performed. It should also challenge the effectiveness
of the conventional scheme of care and thereby improve the
quality of the care given (Wigfield, 1996).

Local Non-Clinical
Standard Operating
Procedure
(LNCSOP)

A template for local service specific non-clinical processes.

Clinical Care Plan

A carefully prepared outline of nursing care showing all of the
patient's needs and the ways of meeting them; a dynamic
document initiated at admission and subject to continuous
reassessment and change by the nursing staff caring for the
patient; typically includes nursing diagnoses, nursing
interventions and outcomes – see Creation and Completion of
Adult Community Nursing Care Records Guideline.

Flowchart

A visual representation of the sequence of steps and
decisions needed to perform a process. Each step in the
sequence is noted within a diagram shape.

They are relevant to a limited and well defined group of staff
within a specified service and are not uploaded onto the Hub.

Steps are linked by connecting lines and directional arrows.
This allows anyone to view the flowchart and logically follow
the process from beginning to end.
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Document Review
Tracker

Non-HR documents are managed by the Policy Officer using
the document review tracker database. HR documents are
administered by the HR Project Officer.
The document review tracker is are used to track all approved
policies, guidelines, procedures, clinical pathways to ensure
the Trust has a governance framework for monitoring
compliance with this policy.
The document review tracker will be RAG rated using the
following criteria:
Red – one month left to review date or past the review date
Amber – six months prior to review date
Green – approval to 2.5 years.

Subject Matter
Experts/Specialists

Key individuals/groups involved in the development of the
document to ensure it is fit for purpose:
For corporate documents, this would be individuals/groups such
as: Policy Officer, HR, Information Security Manager, Health
and Safety Advisor, Information Governance, Anti-Fraud
Specialist
For clinical documents, this would be individuals/groups such
as: Head of Risk Management and Patient Safety, Clinical
Managers, Non-Medical Prescribing Lead, Infection
Prevention and Control, Head of Safeguarding.

Recommending
Committee/Group

Sign-off of Trust policies, guidelines, procedures and clinical
pathways, following consultation by subject matter
experts/specialists, are through a Recommending
Committee/Group to ensure documents have been reviewed by
specialist experts and are fit for purpose:
For corporate documents, this would be the relevant Corporate
Steering Group such as the Digital, Information Governance
and Information Technology (DIGIT), HR Policy Review Group
(HRPRG)
For clinical documents this would be Medicines Management,
Safeguarding Team Assurance Group and the relevant
borough Quality Safety Sub Group (QSSG)/Governance
Forums.
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Approving Group

Formal approval of non-HR Trust policies, guidelines,
procedures and clinical pathways are through the Corporate
and Clinical Policy Group (CCPG) to ensure documents meet
the required standards and are made available for staff to
access. CCPG do not review or approve LNCSOP’s.
HR documents are approved by the Corporate Partnership
Forum (CPF). HR policies which are relevant to Medical and
Dental Staff are approved by the Local Negotiating Committee
(LNC).

Signed-off

Non-HR policies, procedures, guidelines and clinical
pathways must be submitted to the Lead Executive
Director and signed-off as fit for purpose by the
Recommending Committee/Group.
HR documents are agreed at the HRPRG and are forwarded
to CPF or LNC for approval.

Virtual Review

Documents reviewed using email.

Approval

For a non-HR policy, procedure, guideline or clinical
pathway to be recognised by the Trust it must be reviewed
and approved by CCPG or by CPF or LNC for HR
documents.

Ratified

For non-HR policy to be recognised by the Trust they must
be given formal consent by a Ratifying Committee (Trust
Board) to make it officially valid.
The People Committee will provide assurance to the Trust
Board for HR policies.

Major Amendments

Changes which impact on the practice being used or staff
responsibilities.

Minor Amendments

Changes which do not impact on the practice/staff
responsibilities. They normally relate to changes to staff titles,
committee names.

Full Review

Documents previously approved/ratified that require reviewing
by Subject Matter Experts/Specialists and sign-off by the
Recommending Committee/Group to ensure the document is
still up to date and fit for purpose.

Bronze Command
Group

Implements policy.

Silver Command

Instructs BRONZE commanders to implement policy.
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Gold Command

Agrees the policy and sets parameters around its
implementation.

Fraud-Proofing

Fraud-proofing is the process of minimising the opportunity for
fraud to occur, through the identification of potential risks or
loopholes in policies and procedures, and the implementation
of measures to increase their resistance to fraudulent
activities.
Fraud-proofing involves recommending, advising, developing
and influencing changes to the Trust’s policies and procedures
to create an environment where fraud is reduced to an
absolute minimum.
A commitment to fraud-proofing avoids the potential for a
policy or procedure to be misinterpreted or for fraudsters to
use lack of clarity as a defence. It is also an opportunity to
deter fraud as well as abuse that falls short of actual fraud.

3

Commissioning for
Quality and
Innovation (CQUIN)

A framework within the NHS that supports improvements in the
quality of services and the creation of new, improved patterns
of care. It covers a wide range of areas, intending to drive
transformational change within the NHS

Key Performance
Indicators (KPIs)

Are used to measure how the NHS screening programmes are
performing and aim to give a high-level overview of
programme quality.

OFFICALSENSITIVE:
Personal

Information marked with this classification will be sensitive
information relating to an identifiable individual (or group),
where inappropriate access could have damaging
consequences.

OFFICALSENSITIVE:
Commercial

Information marked with this classification will be commercial
or market sensitive information that could have damaging
consequences (for individuals or the Trust) including
reputational damage if it were lost, stolen, or inappropriately
published.

Abbreviations
The abbreviations applicable to this policy are as follows:
KPIs

Key Performance Indicators

CQUIN

Commissioning for Quality and Innovation

CCPG

Corporate and Clinical Policy Group

HR

Human Resources
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HRPRG Human Resources Policy Review Group

4

EqIA

Equality Impact Assessment

IT

Information Technology

QSSG

Quality Safety Sub Group

DIGIT

Digital, Information Governance and Information Technology

AFS

Anti-Fraud Specialist

CPF

Corporate Partnership Forum

LNC

Local Negotiating Committee

PID

Personally Identifiable Information

Other Relevant Procedural Documents
This policy should be read in conjunction with the following documents:
Health Records Policy
Corporate Records (including Document Management) Policy
Library Collection Development Policy
Equality Impact Assessment Policy
Disciplinary Policy and Procedure
Risk Assessment and Risk Register Process Guideline
Library Resources - Royal Marsden Manual Online
Creation and Completion of Adult Community Nursing Care Records Guideline
Anti-Fraud, Bribery and Corruption Policy
Records Management: Archiving, Retention and Disposal Policy
Retention Schedule

5

Roles and Responsibilities
5.1

Chief Executive

The Chief Executive has overall accountability for the strategic and operational
management of the Trust, including ensuring that the Trust’s policies comply with all
legal, statutory and good practice guidance requirements.
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5.2

Trust Board

The Trust Board is responsible for the ratification of policies to make them officially
valid for use by the Trust.
5.3

Trust Secretary

The Trust Secretary is responsible for:


Presenting policies submitted by the Deputy Chief Nurse to the Board for
ratification



Informing the Deputy Chief Nurse when policies have been ratified and can
be uploaded onto the Trust intranet (the Hub).

5.4

Chief Nurse

The Chief Nurse has the delegated responsibility for ensuring the Trust’s procedural
documents are:


Developed and managed in accordance with this policy



Are presented to Trust Board for ratification.

5.5

Deputy Chief Nurse

The Deputy Chief Nurse has the responsibility for:


Ensuring a Governance framework is in place so that Trust procedural
documents are developed, managed and reviewed in accordance with this
policy



Reporting RAG rated red policies, procedures, guidelines and clinical
pathways to the Quality and Safety Committee and Quality Council



Submitting policies approved by CCPG to the Trust Secretary for presenting
to the next available Trust Board meeting for ratification



Informing the Policy Officer of policies ratified by the Trust Board within two
days of ratification.

5.6

Borough Directors

Borough Directors are responsible and accountable for:


Ensuring the identification, review, endorsement, implementation and monitoring
of the relevant policy, guideline, procedure and clinical pathway document



Following the progression of the policy, guideline, procedure or clinical
pathway document through the various stages of approval via their relevant
Recommending Committee/Group.
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5.7

Lead Executive Director

The Lead Executive Director is responsible for:


Assigning the review and responsibilities of the relevant policy, guideline,
procedure and clinical pathway document to a lead author via the
Manager/Team Leader



Providing final draft documents to the relevant Recommending
Committee/Group for sign-off and informing lead authors once documents have
been signed-off by the relevant Recommending Committee/Group.

5.8

Recommending Committees/Groups

The chairs of Recommending Committees/Groups are responsible for:


Ensuring all required policies, guidelines, procedures and clinical pathways,
within their specialism, are in place and are fit for purpose



Ensuring the development, implementation, monitoring and review of
documents are overseen, and that they are conversant with the Policy and
Procedure for the Development and Review of Policy and Procedural
Documents



Ensuring minutes are taken and reflect the consultation and the sign-off
process. They will also ensure all documents are fully compliant with this
policy and that all documents have had full and appropriate consultation with
all relevant stakeholders.

Recommending Committees/Groups are therefore responsible for:


Scrutinising documents submitted by the Lead Executive Director and
providing feedback and sign-off



Reviewing the document review tracker



Escalating any documents that are not on track to the lead author



Signing-off escalation forms submitted by the lead author via the Lead
Executive Director.

5.9

Corporate Clinical Policy Group

CCPG has delegated authority from the Quality and Safety Committee for approving
all new policies, guidelines, procedure and clinical pathways, with the exception of
HR who have their own approval and monitoring process.
CCPG will consist of one panel who will meet monthly to review and approve both
corporate and clinical documents. The members of each group will reflect the
expertise required to act as a critical friend to ensure the documents are clear,
provides clarity and can be effectively operationalised.
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CCPG is responsible for:


Ensuring all documents are fully compliant with this policy; members of the
group will participate as part of the consultation process



Ensuring all documents have had full and appropriate consultation with all
relevant stakeholders



Ensuring all documents follow this policy. CCPG, therefore, reserve the right to
withhold approval and make recommendations for change to content



Providing the Quality Safety Committee with an exception paper of documents
that have been approved and are awaiting ratification by the Trust Board and
documents that have passed their review date.

5.10 Corporate Partnership Forum
The CPF is responsible for


Approving HR policies and procedures.

5.11

People Committee

The People Committee is responsible for:


Providing assurance to the Trust Board through the chair’s log for approved HR
policies.

5.12 Subject Matter Experts/Specialists
Subject Matter Experts/Specialists are responsible for:


Reviewing and providing comments on documents submitted to them as part
of the consultation process within the requested timescale (appendix C).

5.13 Anti-Fraud Specialist
The AFS is responsible for:


Fraud-proofing the Trust’s policies and procedures.

5.14 Equality and Inclusion Manager
The Equality and Inclusion Manager is responsible for:


Providing advice and support to lead authors on the completion of Equality
Impact Assessment forms.

5.15 Library Services
Library Services are responsible for:
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Conducting a literature search within three months of receiving a completed
literature search request form



Checking and updating references/links if requested by the lead author.

5.16

Configuration Teams

The Configuration Teams relevant to the electronic patient record system are
responsible for:


Ensuring all new and amended records are maintained on the electronic
patient record system as requested by the Lead Author.

5.17

Policy Officer

The Policy Officer is a subject matter expert responsible for managing the quality,
control and lifecycle process of all non-HR Trust policies, guidelines, guidelines and
clinical pathways.
The Policy Officer is therefore responsible for:


Reviewing, updating and developing the Policy and Procedure for the
Development and Review of Policy and Procedural Documents and
appendices, in consultation with the Deputy Chief Nurse



Ensuring all non-HR documents comply with this policy



Providing governance sign-off to comply with the temporary approval process
of non-Human Resources (HR) COVID-19 related documents during the
COVID-19 pandemic



Ensuring the CCPG non-HR document review tracker database is kept up to
date



Ensuring Non-HR documents are scrutinised to check compliance with this
policy



Submitting final drafts to CCPG for approval



Submitting non-HR policies approved by CCPG to the Trust Board for
ratification via the Deputy Chief Nurse



Ensuring policies are published on the intranet within two days of the policy
being ratified



Ensuring guidelines, procedures and clinical pathways approved via CCPG are
published on the intranet within two days of receiving final chair approval



Assigning a unique number to documents approved via CCGP in
accordance with the agreed numbering convention



Submitting amended documents to CCPG for review and approval
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Managing and updating the intranet policy library to ensure only the latest
versions of documents approved via CCPG are held on the Hub



Archiving superseded documents as per the Records Management: Archiving,
Retention and Disposal Policy



Entering exception forms (appendix D) submitted by lead authors onto the
document database and informing the author of the next available CCPG meeting



Retrieving archived documents as requested



Processing completed archive request forms (appendix E or F for appendices)
and removing identified documents from the intranet



Notifying the Communication Team of new/updated documents once they
have been uploaded onto intranet.

5.18

Managers/Team Leaders

Managers/Team Leaders are responsible and accountable for:


Ensuring practice is underpinned by a policy, guideline, procedure or clinical
pathway



Ensuring policies, guidelines, procedures and clinical pathways are
implemented within their area of responsibility



Ensuring policies, guidelines, procedures and clinical pathways are
reviewed and do not exceed their expiry dates



Ensuring lead authors are supported in the development and reviewing of
policies, procedures, guidelines and clinical pathways



Overseeing the work of the lead author



Escalating overdue documents to the Lead Executive Director for onward
reporting to the relevant Recommending Committee/Group



Submitting exception forms to the Lead Executive Director for sign-off by the
relevant Recommending Committee/Group



Ensuring staff are aware of the location of policies, guidelines, procedures
and clinical pathways on the Trust the Hub and that this information is
given to all new staff on induction



Ensuring staff are kept up to date with new policies, guidelines, procedures
and clinical pathways and any updates to these documents



Informing the Policy Officer of the change of lead author in order that the
Document Review Tracker can be updated
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Reviewing and approving Local Non-Clinical Standard Operating Procedures
(LNCSOP’s) within their service



Ensuring LNCSOP’s are available to relevant members of staff on the
service shared computer drive



Ensuring they have processes in place to review and update LNCSOP’s.

5.19

Lead Authors of non-HR Policies, Guidelines, Procedures and Clinical
Pathways

Lead authors of non-HR documents are responsible for ensuring:


They check if there is a similar policy, guideline, procedure or clinical
pathway available nationally that can be adopted by the Trust before they
develop a new document – further information can be found in the following:


Approval Process for all New Documents (flowchart 1)



Document Approval and Ratification Procedure and Guidance



Creation of Procedural Documents Flowchart (appendix B)



Library Resources - Royal Marsden Manual Online



Creation Completion of Adult Community Nursing Care Records Guideline



All new and reviewed documents are compliant with this policy and with all
relevant best practice, national guidance and legislation



The full review process is started six months prior to a documents date of full
review



All new document proposals are presented to the approving group prior to
writing them



They complete and submit a literature search request form to Library
Services if they require a literature search prior to writing a new document



The likely impact in respect of equality and diversity is considered



Education and Professional Development are consulted if there are any
additional training requirements or implications



Consideration is given whether their document needs to be fraud-proofed by
the AFS



References are in Harvard format within the document – see appendix K



Relevant Subject Matter Experts/Specialists are consulted and any comments
made are considered/addressed prior to submitting to the Lead Executive
Director (appendix C)
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A copy of the draft document is submitted the Policy Officer prior to sending out
for consultation



The final draft document is submitted to the Lead Executive Director for signoff by the Recommending Group/Committee prior to submitting to the Policy
Officer



The final version is submitted to the Policy Officer by the submission deadline
date; this is four weeks prior to the CCPG meeting date



Associated clinical care plans attached to policies, procedures, guidelines and
care pathways are reviewed with the overarching document



The Configuration Team are consulted when existing clinical care plans are
amended or if a new one is developed



A frequency of review is agreed taking into account the likelihood of changes to
national guidance, legislation etc.



OFFICIALSENSITIVE: COMMERCIAL is included on the front cover of any
procedural document that can, potentially, be shared on the internet



OFFICIALSENSITIVE: PERSONAL (once populated) is included on any
document/template that potentially includes Personally Identifiable Information
(PID), such as patient and staff information.



An exception form (Appendix D) is completed and submitted to the Lead
Executive Director for sign-off by the Recommending Committee/Group prior
to sending to the Policy Officer



They submit a completed an archive request form (appendix E or F for
appendices) to the Policy Officer for documents no longer required on the Hub



Encouraging Learners in Practice to attend CCPG meetings to act as a critical
friend to ensure documents are clear and fit for purpose.

5.20

Human Resources Business Partner

The HR Business Partner is responsible for:


Chairing the HRPRG



Forwarding the policies to the CPF for approval



Preparing a report for the People Committee



Preparing Communications for the bulletin and Team Brief.

5.21

Human Resources Manager

The HR Manager is responsible for:
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Collating comments following consultation and submitting to HRPRG



Acts as vice-chair of HRPRG.

5.22

Human Resources Project Officer

The HR Project Officer is responsible for ensuring:


Submitting draft documents to lead managers for consultation



The HR document database is kept up to date



HR documents are submitted to Communications for publishing on the Hub
within two days of being approved or ratified



A unique number is assigned to all HR documents



Approved documents are disseminated and the lead author is notified of
once HR documents they have been uploaded onto the Hub



Only the latest versions of HR documents are held on the Hub



Amended HR documents are submitted to the recommending
group/committee for approval



Superseded HR documents are archived



Archived HR documents are retrieved as requested.

5.23

HR Lead Authors of Policies and Procedures

HR Lead Authors of policies and procedures will ensure:


They check if there is a similar policy, guideline or procedure available
nationally that can be adopted by the Trust before they develop a new
document



All new and reviewed documents are compliant with this policy and with all
relevant best practice, national guidance and legislation



The full review process is started six months prior to a documents full review date



They complete and submit a literature search request form to Library Services if
they require a literature search prior to writing a new document



The likely impact in respect of equality and diversity is considered



References are in Harvard format within the document



Education and Professional Development are consulted if there are any
additional training requirements or implications
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Consideration is given whether their document needs to be fraud-proofed by
the Anti-Fraud Specialist (AFS)



Relevant Subject Matter Experts/Specialists are consulted and any comments
made are considered/addressed (appendix C)



OFFICIALSENSITIVE: COMMERCIAL is included on the front cover of any
procedural document that can, potentially, be shared on the internet



OFFICIALSENSITIVE: PERSONAL (once populated) is included on any
document/template that potentially includes PID, such as patient and staff
information.

5.24

Communications Team

The Communications Team are responsible for:


Publishing document updates in the latest Trust Team Brief and bulletin following
notification from the lead author, Policy Officer or HR Business Partner



Publishing procedural documents on the internet as requested by the Lead
Author.

5.25

Staff

Any member of staff requested to develop a policy, procedure, guideline or clinical
pathway must do so in accordance with the contents of this policy.
All staff have a duty to:

6



Read and work within agreed policies, procedures, guidelines and clinical
pathways



Ensure they keep themselves up to date with all procedural documentation



Be aware of the location of procedural documents and how to access them on
the Trust intranet site (the Hub).



Bring to the attention of the document author any part of a document that is
identified to be no longer relevant or requires revision; staff should not wait
until the identified review date of the document to notify of any suggested
amendment.

Equipment


Approval and Ratification of Policy and Procedural Documents Procedure



Exception Form



Policy Template



Appendix Template
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Clinical Procedure/Guideline/Clinical Pathway Template



Clinical Care Plans



Adopted Policy/Procedure Template



Local Non-Clinical Standard Operating Procedure



Archive Request Form



Appendix Archive Request Form



Literature Search Request Form



Harvard Referencing Style Sheet

Style and Format of Documents
All Trust documents should be written in a style which is concise and clear using
unambiguous terms and language. All Trust templates are available on the Hub.
The Trust policy template (appendix G) must be used for all policies.
Policies that contain a procedure should include the procedure section as an appendix
at the back of the policy. Appendix H must be used if the procedure is required
separately and accessible via an electronic link on the Hub.
The Clinical Procedure/Guideline/Clinical Pathway Template (appendix I) must be
used for all clinical evidence based documents. The action/rationale table must be
used for all clinical procedures.
Existing policies, guidelines, procedures or clinical pathways must be updated by the
author using the most up to date Trust template as part of their next full review.
Authors must submit the full document for approval by CCPG and not part of the
document, such as a referral form.
Clinical care plans (appendix J) must be part of an approved overarching document.
7.1

Style

For those involved in the preparation of policy, procedure and guideline
documents the following formatting guidance must be followed:
Paper Size
Body Text Font
Headings
Sub-Headings
Use of Bold
Use of Italics
Use of Underlines
Use of Bullets
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Arial 12
Arial 14, lower case, bold
Arial 12, lower case, bold
Headings only
None
None, unless to emphasise text
Corporate style only, i.e. 
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Use of Numbering
Block Capitalisation
Justification
Line Spacing
Logo
Left
Right
Top
Bottom
Printing
Footers
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Headings only
None, unless acronyms
Unjustified
Single
Title page only
1“
1”
1”
1”
Portrait
Arial 9 pt – to include Issue date, page X of Y, document
name and version number

Content of Documents
The following section describes the structure which policies, guidelines, procedures
and clinical pathways documents must follow.
8.1

Front Page

The front page will contain the following information:


Bridgewater Community Healthcare NHS Foundation Trust Logo



OFFICIALSENSITIVE: COMMERCIAL is included on the front cover of any
procedural document that can, potentially, be shared on the internet



Title of Document



Document Number



Target Audience



Lead Executive Director



Recommending Group/Committee



Approving Committee(s)



Ratifying Committee (policies only)



Date First Approved (procedures, guidelines, clinical care plans)/Ratified
(policies only)



Last Full Review Date



Next Full Review Date



Lead Author(s)



Policy Author (job title, not the authors name)
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Version Number



Applicable Statutory, Legal or National Best Practice requirements



Trust strapline ‘Quality First and Foremost’



Document categorisation to include the document owner and retention period –
refer to the Retention Schedule



Standard statements as identified on the front page of this policy regarding
equality, printing of hard copies and review dates.

8.2

Version Control Sheet

A version control sheet must be included after the front page. This will identify the
staff that have been involved with the development or review of the document
and should include a brief history of any changes made.
8.3

EqIA

New documents - the Equality and Inclusion Manager will identify and advise
CCPG and the lead author if an EqIA is required during the proposal stage.
Full review documents - the Equality and Inclusion Manager will identify and advise
CCPG and the lead author if an EqIA is required during the CCPG meeting.
Advice and support in completing the Equality Impact Assessment can be sought
from the Equality and Inclusion Manager.
8.4

Education & Professional Development

The author must answer the Education & Professional Development screening
question within the document prior to submitting the final version to the Policy
Officer. This is to ensure any training requirements are discussed, identified and
resources planned and allocated to meet the needs of the service.
8.5

Flowchart

To facilitate effective implementation, document authors should, wherever possible,
consider the inclusion of a flowchart after the version control sheet to make it easier for
staff to understand what they are required to do.
8.6

Introduction or Policy Statement

This section will provide an overview of the document and will include the following
subsections:
Objective – a statement as to why (rationale) the document is necessary; it will
include reference to any relevant legislation, statutory requirements, relevant
national guidelines or other recommendations or pertinent issues
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Scope – definition of for whom and where the policy will apply. If a service develops
a procedural document, e.g. Podiatry in Warrington, it should apply across the whole
of the Trust. If this document is only for a specific borough, the service must provide
rationale to CCPG of why it cannot be a Trust wide document.
8.7

Definitions

All procedural documents should contain a definition of the key terms used to assist
with the understanding and interpretation of the document.
8.8

List of Abbreviations

All procedural documents should contain a list of abbreviations to assist with the
understanding and interpretation of the document. This includes any abbreviations
used in accompanying appendices.
8.9

Other Relevant Procedural Documents

This section should provide a cross-reference to any other related Trust procedural
documents.
A hyperlink must be added to any external document(s) or internal document(s) that is
not listed on the policies and documents pages of the Hub; this is to enable staff to
access the relevant document easily.
8.10

Roles and Responsibilities

This section will identify the key roles and their specific responsibilities in relation to
the policy, guideline, procedure or clinical pathway.
8.11

Equipment List

This section will identify any equipment required in relation to the policy, guideline,
procedure or clinical pathway.
8.12

Main Body of the Document

This section articulates the detail of the policy, guideline, procedure and clinical
pathway. They should be written in a style which is concise and clear using
unambiguous terms and language. Clinical procedures must include an
action/rationale table.
8.13

Consultation Process – New and Full Review

The lead author must involve relevant subject matter experts/specialists in the
development and full review of the document to ensure it is fit for purpose – see
appendix C for examples of who should be consulted depending upon the category
of the document.
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The lead author must cascade the draft document to subject matter
experts/specialists for comments. A minimum timescale of two weeks should be
given by the lead author. The lead author should escalate to their Lead Executive
Director if comments have not been received from key subject matter
experts/specialists within the required timescale.
Lead authors are required to give consideration to whether their document needs to be
fraud-proofed by the AFS.
Following consultation, the lead author must update/amend the consultation box
with the names/designation of those who have provided comments to demonstrate
they have made a valid contribution. Individuals who no longer work for the Trust
should be removed.
The lead author must submit the final draft of the document to the Lead Executive
Director for sign-off by the Recommending Committee/Group – see flowcharts 1 and
2, flowchart 3 for HR documents.
8.14

Dissemination and Implementation

The lead author must detail the arrangements for the dissemination and
implementation of the policy, procedure, guideline or clinical pathway, including any
training requirements arising from the document.
The lead author is responsible for raising awareness regarding the policy, procedure,
guideline or clinical pathway once it has been approved.
Dissemination – this section should detail who (by job title) is responsible for
disseminating the document to relevant staff and how this will be done e.g. via team
meeting, the Hub, bulletin.
Implementation – this section should be planned as part of the development of the
document and include discussion at team meetings or other gatherings of staff, or
briefing sessions specially arranged for the purpose. This section should also take
into account new starters.
All policies, guidelines, procedures and clinical pathways could, potentially, have
learning and development requirements for all/some staff groups. It is therefore
essential that these requirements are clearly identified in each policy, guideline,
procedure or clinical pathway in order that staff/managers may identify learning and
development needs.
8.15

Process for Monitoring Compliance and Effectiveness

For authors of policies, guidelines, procedures and clinical pathways this section
should describe a process for auditing or checking the effectiveness of the
document.
The lead author must complete the monitoring box to demonstrate how the
document will be monitored for compliance and effectiveness.
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As a minimum, this section should set out:


Monitoring arrangements for compliance and effectiveness i.e. audit, review,
staff and patient surveys, incident reporting analysis/trend analysis,
complaints management/trend analysis



Responsibility for conducting the monitoring/audit



Methodology to be used for monitoring/audit



Frequency of monitoring/audit, i.e. quarterly, on a rolling basis, etc.



Process for reviewing results and ensuring improvements in performance occur.

8.16

Clinical Audit Tool

Clinical audit is an effective way to establish if healthcare is being provided in line with
standards. It lets care providers and patients know where a service is doing well and
where there could be improvements.
Clinical audit tools are used to enable services to understand:


Where they are now



Planning



Putting guidance into practice



Conducting improvement initiatives.

The lead author must therefore complete and include a clinical audit tool (table or
appendix) for all clinical policies, guidelines, procedure and clinical pathways; this is
to identify quality improvements where it will be most helpful to improve outcomes
for patients.
The following link can be used to access example templates:
https://www.nice.org.uk/about/what-we-do/into-practice/audit-and-serviceimprovement
8.17

Standards/Key Performance Indicators

This section should describe any relevant standards or Key Performance Indicators
(KPIs) or CQUINS.
For example:


Flu vaccinations have a 90% CQUIN compliance.



Information Governance training has a 95% CQUIN compliance.
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8.18

References

All references must be cited in full using Harvard as the agreed Trust format
(appendix K and L).
8.18.1 New documents
A literature search request form must be completed for all new documents. The
completed form must be submitted to the Library Service once the draft proposal
has been approved by CCPG. A minimum of three months’ notice is required prior
to the document being presented at meetings to enable Library Services to gather
information and respond to the request.
The literature search request form can be accessed by clicking on the following link:
http://nww.bridgewater.nhs.uk/teams/Library%20Service/LibraryServ/Pages/Literature-search-service.aspx
8.18.2 Full review
The Library Service will conduct a reference review for documents undergoing full
review if they are requested to do so. The Library Service will require a minimum of
three months’ notice to complete reference checks in order to meet the agreed
submission deadline.
8.19 Appendices
All relevant appendices should be referred to within the body of the document and
labelled as they appear, e.g. appendix a, appendix b etc.
Appendices should be included at the end of the document if they are not required
separately on the Hub. Appendices required separately and accessible via
electronic link on the Hub must be submitted separately to the policy, guideline,
procedure or clinical pathway using appendix H. This will enable staff to access the
most up to date appendices and avoid duplicate copies being made available on
different pages of the Hub.
All appendices must have the Trust logo, strapline, date approved and version
number on the front cover; all pages must be numbered – see appendix H.
Appendices that potentially include PID, such as patient and staff information, must
have OFFICIALSENSITIVE:PERSONAL (once populated) included on first page.
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Adoption of External Documents for use within the Trust
The policy/procedure to be adopted must be signed-off by the Recommending
Committee/Group and then submitted to the Policy Officer for formal
adoption/approval by CCPG and ratification by the Trust Board (policies only) prior
to it being used within the Trust – see appendix A.
The adopted policy/procedure template must be used for externally developed
documents (see appendix M).
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HR documents will follow the HR approval process (flowchart 3).
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Numbering Convention
The Policy Officer will allocate a unique number for all other policies, guidelines,
procedures and clinical pathways and enter onto the database.
HR will allocate HR document numbers and enter onto an HR database.
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Changes to Procedural Documents
Changes to procedural documents prior to full review will be processed depending on
the type of change identified – see table below:
Type

Examples

Major Change

Changes which impact on the practice being used or staff
responsibilities (i.e. new responsibilities, changes for forms).

Minor Change

These are changes which do not impact on the practice/staff
responsibilities. They normally relate to changes to staff titles,
committee names.

No Longer
Required

Documents no longer required by the Trust.

The Configurations Team must be consulted when amendments are made to
existing clinical care plans following approval by CCPG; this is to ensure the most
current version is made available.
The management and archiving of HR documents will be processed directly by HR.
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Reminder, Review and Submission Criteria
The following criteria will be used to remind lead authors of procedural documents of
when their policies, guidelines, procedures and clinical pathways are due for review:
Red
Amber
Green
12.1

one month left to review date or past the review date
six months prior to review date
approval to 2.5 years.
Non-HR Documents

The Policy Officer will notify the lead author of the deadline date for submitting the final
version and confirm the date of the CCPG meeting.
The lead author must ensure their document has undergone consultation and sign-off
prior to submitting to the Policy Officer – see appendix A and C.
Providing the lead author is given sufficient notice and is in agreement, the Policy
Officer may ask the author to submit their document earlier than the review date.
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The Policy Officer will endeavour to accommodate requests to submit documents
earlier than their review date providing the meeting is not already oversubscribed, in
this instance, the document will be listed in the month of review.
12.2

HR Documents

The HR Project Officer will notify lead authors of HR documents requiring full review
using the criteria within section 12.
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Exception Reporting
All policies, guidelines, procedures and clinical pathways should be reviewed,
updated and signed-off by the relevant Recommending Committee/Group before
their review date.
If there are exceptional circumstances why a document has not been submitted to
the Policy Officer by the submission deadline (four weeks before the CCPG
meeting), the lead author must complete an exception form (appendix D) and
submit to the Lead Executive Director for agreement and sign-off by the
Recommending Committee/Group.
The lead author must submit a copy of the signed-off exception form to the Policy
Officer once a new timescale has been agreed and signed-off by the
Recommending Committee/Group; this must include the new agreed timescale for
submission to CCPG so that the Document Review Tracker can be updated.
The exception form should be completed and submitted before the documents
review date. Exception reporting of HR documents will be managed by HR.

14

Local Non-Clinical Standard Operating Procedures
Local Non-Clinical Standard Operating Procedures (LNCSOP’s) (appendix N) relate
to a specific service and are relevant to a limited and well defined group of staff.
They are approved locally within the relevant borough or service management
structure, e.g. a LNCSOP that just relates to finance staff could be approved by an
appropriate finance senior manager.
The approving and managing of LNCSOP’s are the responsibility of the approving
manager. The LNCSOP template should be used by the lead author (appendix M).
Once approved by the manager, the LNCSOP must be saved onto a shared
computer drive so that all relevant staff have access to it.
LNCSOP’s are not uploaded onto the intranet. Approving managers must ensure
they are reviewed and updated accordingly so there are no out of date LNCSOP’s
held on the local shared computer drive.
14.1

LNCSOP Exception

The Procedure/Guideline/Clinical Pathway template (appendix I) must be used if a
non-clinical document is required for use by more than one service and/or is required
on the Hub. These documents will follow the approval process in flowchart 1 and
appendix A). HR documents will follow the HR approval process in flowchart 3.
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15

Classification of NHS Information
Government Security Classifications (updated May 2018) have been implemented to
assist in deciding how to share and protect information. As a public body, the Trust
must follow the classification laid down by the Government.
15.1

OFFICIAL information

A limited subset of OFFICIAL information could have more damaging
consequences if it were accessed by individuals by accident or on purpose,
lost, stolen or published in the media. This subset of information should,
therefore, have additional measures applied in the form of OFFICIALSENSITIVE.
The OFFICIAL-SENSITIVE marking is also necessary for person-identifiable
information and commercially sensitive information and is applicable to paper
and electronic documents/records.
Trust procedural documentation that may be shared must be marked as
OFFICIAL-SENSITIVE: Commercial. Any documentation that may, potentially,
include PID, must be marked as OFFICAL-SENSTIVE: Personal.
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Document Control including Archiving Arrangements
16.1 Database of Documents
The Policy Officer is responsible for maintaining the CCPG document database and
for ensuring documents are uploaded onto the intranet. A separate database is
maintained by HR for all HR documents.
Approved policies, guidelines, procedures and clinical pathways will be made
available on the Hub. Approved documents will be published on the Hub as a PDF
file to ensure there are no unauthorised amendments to approved documents.
16.2

Retention Period

Where records contain PID or corporate sensitive information, it is a legal
requirement that such data is stored securely. As the Trust embraces the move
towards Office 365, all procedural documents must be defined and a retention
period attached.
The retention period for all Trust procedural documents is the lifetime of the Trust or
on review at 20 years – refer to the Records Management: Archiving, Retention and
Disposal Policy.
16.3

Archiving Arrangements

Previous versions of documents will be held in an archive and kept according to the
timescales set out in the Trust's Health Records Policy, Corporate Records
Management Policy and the Records Management Code of Practice for Health and
Social Care (2016).
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A completed Archive Request Form (appendix E) must be submitted to the Policy
Officer before a policy, procedure, guideline or pathway can be removed from the
intranet and archived. This does not apply to HR documents who have their own
archiving processes.
A completed Appendix Archive Request Form (appendix F) must be submitted to the
Policy Officer before an appendix can be removed from the intranet and archived.
This does not apply to HR documents who have their own archiving processes.
16.4

Process for Retrieving Archived Documents

Archived PDF procedural documents will be made available by the Policy Officer on
receipt a request via email. HR are responsible for retrieving archived HR documents.
16.5

Printing of Hard Copies

Staff must be directed to use the Hub to access all policies, guidelines, procedures or
clinical pathways to ensure only the latest approved version is used. However, it is
recognised that there will be valid operational or training reasons for managers and
staff to have hard copies of policies, guidelines, procedures or clinical pathways as
working documents.
If a service deems that staff must have access to hard copies in order to safely
deliver services, the manager must complete a risk assessment which articulates
how they will ensure staff have access to the latest version – see the Risk
Assessment and Risk Register Process Guideline.
Any printed copy of a policy, guideline, procedure or clinical pathway is only valid on
the day printed.
Services must not keep hard copies of CCPG approved policies, guidelines,
procedures or clinical pathways on their local computer drive.
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Consultation
Key individuals/groups involved in the development of the policy to ensure it is fit
for purpose once approved:
Name

Designation

Paula Woods

Director of People and Organisational
Development

Jan McCartney

Trust Secretary

Hitesh Chandarana

Head of Service Experience

Rachel Hall

Head of Clinical Audit & Research

Jim Eatwell

Safeguarding Adults Lead / Named Nurse

Issue Date:

Page 37 of 40

Document Name:

Version No:

Name

Designation

Sandra Cunliffe

HR Business Partner

Kristine Brayford-West

Director for Safeguarding Services

Jackie McKay

Senior Information Governance Officer

Sarah Wilson

Head of Safeguarding

Michaler Kan

Fire, Safety & Health Officer

Ruth Besford

Equality & Inclusion Manager

Adam Britton

eCommunications Manager (Website / The
Hub / Social Media / Staff App)

Karen Griffiths

Dermatology Manager

Philip Leong

Anti-Fraud Specialist

Wendy Gardener

0-19 Practice Development Lead

Lesley Waters

HR Project Officer

Razia Nazir

Deputy Library Services Manager

Halton Bronze Group
Corporate Clinical Policy Group
Trust Board
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Dissemination and Implementation
18.1

Dissemination

The Policy Officer will disseminate this policy to the Borough Directors, Assistant
Directors and to HR for disseminating to relevant staff.
This policy will be published on the Hub and circulated to all members of CCPG by
the Policy Officer. Awareness of the policy will be raised via the Team Brief and
published in the bulletin.
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18.2

Implementation

Managers are responsible for raising awareness of this policy as part of team
meetings.
All staff who have been requested to develop a policy, procedure, guideline or clinical
pathway must do so in accordance with the contents of this policy.
Advice and support with developing a new policy, procedure, guideline or
pathway can be sought from the Policy Officer and the HR Project Officer for HR
documents.
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Process for Monitoring Compliance and Effectiveness
Process for reviewing
compliance and
effectiveness i.e. audit,
review, survey, incident
reporting

20

Responsible

Frequency
of
monitoring

Assurance
Group

Audit, Document Review
Tracker and Action Notes

Deputy Chief
Nurse & Policy
Officer

Annually

CCPG

Audit, Document Review
Tracker and Action Notes

HR Business
Partner and HR
Project Officer

Annually

HRPRG

Clinical Audit Tool
Not applicable to this policy.
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Standards/Key Performance Indicators (KPI’s)
There are no KPI’s or National Guidance/Standards.
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