BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST
PUBLIC BOARD MEETING
Thursday 29 July 2021, 10am
Virtual meeting

AGENDA
Item

Time

Item Title

41/21

10.00

APOLOGIES FOR ABSENCE - Nick Gallagher

Information

DECLARATION OF INTEREST IN ITEMS ON THE
AGENDA

Assurance

MINUTES OF THE LAST MEETING:

Assurance/
Approval

42/21

10.00

BAF
Reference

Action

(i) BOARD MEETING HELD ON 27 MAY 2021
(ii) EXTRAORDINARY MEETING HELD ON 24 JUNE
2021

43/21

10.05

MATTERS ARISING FROM THE ACTION LOG

44/21

10.15

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

45/21

10.15

SPOTLIGHT ON SERVICES PRESENTATION - Oldham
0-19 Volunteer programme

Action/
Assurance

Information
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46/21

10.35

BOARD ASSURANCE FRAMEWORK - presented by
Executive Leads and Board Committee Chairs:

ALL

Assurance/
Approval

BAF1

Information

All

Assurance

BAF2,3

Assurance

BAF2, 3, 6

Assurance

BAF4

Assurance

BAF4, 8

Assurance

BAF1, 4

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 Digital Services which do not meet the demands of
the organisation

47/21

10.55

KEY CORPORATE MESSAGES

48/21

11.05

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

IQPR – presented by Executive Leads

(ii) Review of Children’s Services (verbal report) –
presented by the Deputy Chief Nurse
(iii) Report from the Quality and Safety Committee held
on 17 June 2021 - presented by the Committee
Chair

49/21

11.40

SUSTAINABILITY – to deliver value for money, ensure
that the Trust is financially sustainable and
contributes to system sustainability.
(i) Finance report – presented by the Deputy Director
of Finance
(ii) Reports from the Finance and Performance
Committee held on 24 June and 22 July 2021
presented by the Committee Chair
(iii) Report from the Audit Committee held on 8 June
2021, 24 June 2021 and 8 July 2021 - presented
by the Committee Chair
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50/21

12.10

PEOPLE – to be a highly effective organisation with
empowered, highly skilled and competent staff and;
EQUALITY, DIVERSITY AND INCLUSION – to actively
promote equality, diversity and inclusion by creating
the conditions that enable compassion and inclusivity
to thrive.
(i) Report from the People and Organisational
Development Committee held on 21 July 2021 –
presented by the Committee Chair
(ii) Update report on the Trust’s Just Culture Journey –
presented by the Director of People and
Organisational Development

51/21

12.35

BAF5, 6

Assurance

BAF1, 2, 5,
7

Assurance

BAF7

Approval

BAF7

Approval

ALL

Information

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

Quality and Place Strategy Update – presented by
the Programme Director of Collaboration and
Integration

(ii) Mental Health, Learning Disability and Community
Provider Collaborative Memorandum of
Understanding - presented by the Programme
Director of Collaboration and Integration

52/21

1.00

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

53/21

1.05

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

Information

54/21

1.10

DATE AND TIME OF NEXT MEETING
Thursday 30 September 2021, 10am, arrangements to
be confirmed

Information

55/21

1.10

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 27 May 2021, 10am
Meeting held virtually via Microsoft Teams

Present
Karen Bliss, Chair
Ted Adams, Medical Director
Gail Briers, Non-Executive Director
Lynne Carter, Chief Nurse and Deputy Chief Executive
Linda Chivers, Non-Executive Director
Nick Gallagher, Director of Finance
Sarah Quinn, Chief Operating Officer
Colin Scales, Chief Executive
Abdul Siddique, Non-Executive Director
Tina Wilkins, Non-Executive Director
Paula Woods, Director of People and Organisational Development
Sally Yeoman, Non-Executive Director
In Attendance
Jan McCartney, Trust Secretary
Rebecca Jones, Team Leader, Driving Assessment Team (for item 29/21 only)
Cath Jones, Director for Adult Services and Care, Warrington Borough Council (for item
35/21 only)
Caroline Williams, Associate Director for Integrated Care for Warrington Borough Council
and Warrington and Halton Hospitals NHS Foundation Trust (for item 35/21 only)
Lynda Richardson, Board and Committee Administrator
Observers
Rita Chapman, Lead Governor
Diane McCormick, Public Governor, Halton
Jilly Conway, for NHS Providers
Tom White, Bridgewater Community Healthcare NHS Foundation Trust
Agenda items taken out of sequence: Item 35/21 taken after item 29/21.
25/21

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

26/21

MINUTES OF THE LAST MEETING HELD ON 1 APRIL 2021
Page four, paragraph four, first sentence to read: ‘The Chief Executive introduced the report
which set out the findings from the externally led Trust well led review.’
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The minutes were otherwise approved as an accurate record.
27/21

MATTERS ARISING FROM THE ACTION LOG
The Board noted the updates provided against the actions recorded in the log.
89/20i IQPR – the Chief Operating Officer reported that discussion had taken place on the
performance management framework at the Finance and Performance Committee held on
20 May. Some amendments had been requested and the revised document would be taken
through the performance council at its next meeting. The document had also been taken to
the executive management team for comments and updates. The framework would then be
presented back to the Finance and Performance Committee in June 2021 for further
discussion. The Board agreed that this action was progressing and therefore could be
removed from the action log.
20/21iii Well Led governance review – concerning the positive note to be included on the
Trust’s website to set out improvements made since the CQC’s 2018 inspection, the Trust
Secretary advised that this matter was being progressed with a view to a statement being
uploaded to the website as soon as possible.
It was agreed that those items rated as blue had been completed and could be removed.

28/21

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 of business to
be taken.

29/21

SPOTLIGHT ON SERVICES – DRIVING ASSESSMENT TEAM
Rebecca Jones, Team Leader was in attendance to provide a spotlight on services
presentation to the Board concerning the Driving Assessment Team. The service was only
one of four NHS operated driving assessment services in the UK. Whilst this was based in
Haydock it had outreaches in Preston, Liverpool and Blackpool and was supported by the
Department of Transport and Driving Mobility. The service had been suspended three times
during the pandemic to date with changes made to the service to work safely, recognising
that staff spent time in vehicles with clients with no options to social distance. Staff had been
redeployed to a variety of services during the times the service had been suspended
including the community equipment store, PPE deliveries, Padgate House frailty team and
the vaccination service. The feedback from this had been positive, giving staff the
opportunity to work in and experience other areas and meet other staff across the Trust.
Rebecca Jones set out that there had been a number of challenges for the service:
cancelled appointments and waiting lists during service suspension, covid-19 restrictions and
tiers affecting the service across the North West and keeping up to date with changing
working practices as a result of the pandemic. The service had now cleared its waiting list
and was now able to book appointments. There had been a number of developments and
opportunities over the last 12 months which included a new outreach service in
Blackpool/Preston, an improved efficient assessment process and training staff to update
their skills.
The Chair thanked Rebecca Jones for her presentation. The Chief Nurse outlined that this
service was fundamental to support people to retain their independence and to live well. She
referred to the feedback that had been received from staff who had been redeployed, with
the staff commenting that they felt more a part of the Trust and commented that this should
be retained and continued going forwards. She also questioned whether groups of staff
undertaking rotation would help to maintain a sense of belonging and increase morale for
staff. The Chief Executive endorsed the Chief Nurse’s comments and highlighted the impact
that the service had to support people and to enable them to have a sense of normality and
independence. He reflected upon the work that had been undertaken developing the
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services with non-NHS funding with a genuine Cheshire and Merseyside reach which was to
the team’s credit.
Discussion took place concerning Occupational Therapists (OTs) which was considered to
be a niche area and whether there was the potential to explore an initiative/engagement with
the wider OT community within the Trust to attract staff to the driving assessment service
and also on a wider scale in place across the ICS with OT being delivered within the local
authority and neighbouring trusts. This would help with sharing of information and staff
keeping up to date with other services and could also provide some service resilience.
The Chief Nurse suggested that placements could be offered within the driving assessment
centre noting that she had been asked to widen out placements. This could also be a shared
placement across other areas. The Director of People advised that her directorate was
engaged with this work and could provide support with recruitment challenges. Following
discussion it was agreed that an OT network would be established across the Trust
and potentially wider in place as well as offering student placements for OTs within
the driving assessment service. The Chief Nurse and the Director of People would
liaise with Rebecca Jones to progress this.
The Board thanked Rebecca Jones for her presentation.
30/21

BOARD ASSURANCE FRAMEWORK (BAF) and STRATEGIC OBJECTIVES
The Board received the Board Assurance Framework which had been reviewed by each
Committee with the changes made highlighted by each Committee Chair and outlined within
the covering report.
Non-Executive Director, Linda Chivers highlighted some additional aspects discussed at the
April Audit Committee in terms of BAF1: gaps had been identified related to performance
oversight which were being addressed. It was suggested that this be included on the
framework as a gap noting that this would be mitigated by the development of the IQPR and
the performance council report. A further gap was identified in terms of system wide
developments in response to the White Paper as these were still developing, although the
risk score would be low currently. Both of those gaps should be addressed over the coming
months.

31/21

KEY CORPORATE MESSAGES
The Chief Executive took the report as read. He highlighted that the Chair and himself had
met with the Chair and Chief Executive of Cheshire and Wirral Partnership on 19 April to
discuss provider collaboratives. He commented that there would be opportunities for
progressing bi-lateral relationships within the context of collaborative working. He advised
that the Trust had commenced conversations with one partner with a good opportunity for
connections.
The Chief Executive reported that Rob Foster had been appointed as the Programme
Director for Integration and Collaboration, commencing in post on 21 April 2021. He would
be progressing work on the implementation of ICPs, the providers collaborative and
implementation of the Dental Strategy. Kate Abendstern also joined the Trust on 10 May as
the Provider Collaborative Programme Lead and would be supporting the provider
collaborative on an interim basis, assigned to Bridgewater with its intention to host the
provider collaborative.
The Chief Executive reflected upon the internal strategy sessions that had taken place with
the executive management team and staff from across boroughs and services which
provided the opportunity for colleagues to hear a bespoke account concerning the
implications of the Government White Paper for them, to help shape their thinking and being
proactive in terms of the opportunities that this provided. The Chair welcomed this work and
recognised its importance. Non-Executive Director, Sally Yeoman welcomed the Trust being
in the centre of this work, taking this forward in place and beyond in terms of system
leadership.
3

32/21

QUALITY - To deliver high quality, safe and effective care which meets both individual
and community needs
(i) IQPR
The Chief Nurse introduced the report reflecting on the work that had been undertaken on
the IQPR further development over a number of months. She explained that a key supporting
element and improvement had been the establishment of the performance council which fed
through to Board Committees. This forum reviewed triangulation of information with
boroughs and directorates. This included not only activity but the quality indicators that were
in place and workforce issues around services. She explained that this was further
complicated by the recovery process and waiting lists.
The Chief Nurse advised that a group was to be established to review quality indicators and
ensure that those indicators were relevant/specific to Trust services in addition to those that
the Trust was mandated to report upon.
The Chief Operating Officer commented that there had been a much greater hold on data in
month at the Finance and Performance Committee on waiting lists and the current position
which had significantly contributed to the performance aspects of that Committee agenda.
Work was continuing to develop information flows into the IQPR to demonstrate areas both
of concern and progress.
The Chief Operating Officer provided an overview of the current position on operational KPIs
within the report. She noted that there were seven reporting as red, however there were
actions underway against each of those. She reported that referrals to plan were increasing
to pre-pandemic levels, cancellations by sickness was in relation to some short term staffing
issues being experienced in teams mainly due to stress and exhaustion. She reported
progress in terms of patients waiting over 18 weeks a number of the services were now
reporting within the RTT. The Warrington Audiology service had seen a number of diagnostic
breaches with additional staff reviewing how to reduce this back to within target. The Chief
Operating Officer advised that activity levels were increasing and would be tracked via the
recovery cell and also the performance council. She referred to the waiting list data and was
confident that this was articulating an accurate position with the data being validated at
service level. This was broken down by the number of patients waiting by weeks. The areas
of concern included Paediatric OT services with an extensive improvement plan underway.
This had been discussed across a number of Board Committees and other forums.
Warrington Dermatology was being reviewed with a service improvement plan underway
including how to recruit to the service and provide this in a different way. Work was also
continuing on the General Anaesthesia waiting lists in Greater Manchester.
The Chief Nurse presented the quality indicators advising that a number remained red
including around percentages of incidents and training. Whilst the number of low level
incidents was high, she advised that this was a positive as it demonstrated that staff were
reporting them regularly. There had been training undertaken to improve reporting and this
had increased staff confidence in reporting. There was a significant amount of training taking
place currently and this was being supported by e-rostering, which helped staff to identify
time for training during the working day. She noted that safeguarding adults training was
improving in terms of accuracy. She referred to high risk areas which the Board would be
familiar with, which primarily referred to covid-19 and post covid-19. It was anticipated that as
the Trust moved further through recovery these risks would reduce.
Non-Executive Director, Gail Briers recognised the work to develop the IQPR, but noted that
the report presented was identical to the report provided to the Finance and Performance
Committee. She considered that the narrative provided verbally by the Chief Operating
Officer and the Chief Nurse should be included within the report. She asked when the report
would evolve into a bespoke report for the Board with triangulated information and areas set
out for escalation to the Board and the actions being taken. This would assure the Board that
the necessary processes were in place. The Chief Nurse and Chief Operating Officer both
4

agreed that the narrative was required to explain what elements had been triangulated and
where and the key information for Board’s consideration should be drawn out, with each
version of the report for Board Committees and Board being bespoke. The Chief Operating
Officer confirmed this would be taking place alongside the performance framework journey.
A potential reporting template was being explored along with an approach that had been
shared from another Trust.
Non-Executive Director, Linda Chivers commented upon the value of the IQPR for the
Finance and Performance Committee at the last meeting in May 2021 along with the report
from the performance council, which provided a good level of information/data and
understanding of key issues. She referred to the dental data within the report and
commented that she had found this data unclear due to a number of unexplained
abbreviations. She asked that it be ensured that information provided was meaningful. The
Chief Operating Officer advised that this information would be provided in a simpler and
clearer form going forwards with a new reporting template being taken forward by dental
services.
The Director of People and Organisational Development reported that four out of five people
indicators were rated as red due to all of these elements being affected by the pandemic.
The report set out the actions being taken to improve the position on these areas including
induction, PDR compliance and absence rates. She advised that induction rates were
improving, with induction having been delivered virtually since April 2021. This was expected
to support compliance with the target of 100%. The Trust had achieved 91% prior to the
changes being introduced therefore there was a high level of confidence in this being
achieved. The turnover rate had reduced over the previous five months, however the number
remained above the Trust’s target of 8%. Work was continuing on recruitment and retention
which was being reported via the People Committee. Any trends in the reduction would be
identified. The Director of People also reported that sickness rates were also reducing, with
rolling absence rates reducing month on month to 5.27% against the Trust target of 4.8%.
She highlighted that the actual monthly absence rates had increased not decreased as
stated on page 48 of the report. Absences continued to be actively monitored and managed
with detailed reports provided to the People Committee. The Director of People advised that
PDR rates had fallen as a consequence of the PDR process being paused due to the
pandemic however regular one to one meetings and wellbeing calls had been taking place.
Where there was time available in some services to undertake a PDR this was taking place.
The current rate had dropped to 25.77%. The process would resume in June 2021, with an
expectation to meet targets by quarter four and this would be monitored via ESR. This had
been reflected within BAF5 which had also been updated from a staff engagement and
morale perspective recognising that staff were fatigued and needed to be able take leave
and respite recognising the continuing pressures.
The Director of Finance provided the key headlines related to finance aspects of the report.
He reported that a good level of grip and control remained in place with triangulations as part
of monthly finance reviews and the performance council. The pandemic finance regime was
continuing for H1 with a break even scenario. As part of the current finance regime there was
an element of Elective Recovery funding based on activity and the Trust returning to 85%
achievement levels for 2019/20. The Trust would be measured on performance against
some of those measures and there could be potential funding availability on top of that
already built into plans. Arrangements would be in place to ensure ability to monitor against
those measures.
The Chief Executive acknowledged the comments and challenges made on the report. He
advised that there was a refocus on the Trust’s approach to data led performance
management approach which was being shaped and discussed by the executive
management team. He explained that the IQPR for this month had not yet caught up with
this work. He invited Non-Executive Directors to offer some feedback and insight into
the emerging revision of the processes and content of material being provided to the
Finance and Performance Committee and then to the Board to ensure that this would
meet with their expectations.
5

(ii) Update on the Royal College of Paediatrics and Child Health Action Plan
The Chief Nurse presented Royal College of Paediatrics and Child Health (RCPCH) action
plan following the invited review undertaken by the (RCPCH) into Bridgewater Community
Paediatrics services in 2019. She advised that following the report, a detailed action plan
was developed which had been progressed over the previous two years. Of the 38
recommendations met, 26 had been fully met with the further 12 either outside of the control
of the Trust or required a larger system piece of work. The Quality and Safety Committee
had considered this in April 2021 and supported a recommendation that the report would
now be closed and any remaining actions for the Trust would be added to the Trust’s
improvement plan or shared with partners where appropriate.
Non-Executive Director, Tina Wilkins asked how this would be communicated back to the
staff involved in the initial work and how the changes would be taken forwards. The Chief
Operating Officer advised that feedback would be provided to the staff group concerned with
recognition of their achievements and work; she noted that this had been considerably
challenging and intensive. She explained that there would be communications to publish
information internally and externally and the position would be noted at the next CQPG
meeting with commissioners.
Non-Executive Director, Gail Briers clarified that whilst the Quality and Safety Committee had
agreed the recommendation to close the action plan, amber rated areas still remained on the
plan however those would be taken forwards via the Trust Improvement Plan.
The Chief Nurse agreed that an acknowledgement of staff work and achievements would be
important recognising their work over this time. She noted that evidence would be provided
against each action on the plan prior to any action being closed. Monitoring and embedding
of actions would be evidenced via regular audits.
The Board accepted the report and noted the closure of the action plan and that the
outstanding items would now be included as part of the Trust Improvement Plan.
(iii) Report from the Quality and Safety Committee held on 15 April 2021
The Board received a report setting out the key considerations of the Committee from its
April meeting from Non-Executive Director and Committee Chair, Gail Briers. The report also
included the Committee annual report, work plan and current terms of reference.
33/21

SUSTAINABILITY -– to deliver value for money, ensure that the Trust is financially
sustainable and contributes to system sustainability
(i) Finance Report – month one
The Board received a report from the Director of Finance setting out the financial position as
at month one of 2021/22.
(ii) Reports from the Finance and Performance Committee held on 22 April and 20 May
2021
The Board received a report from Non-Executive Director and Committee Chair, Tina Wilkins
setting out the key considerations from the Committee’s meetings held in April and May
2021. The report also included the Committee’s annual report with its current terms of
reference and work plan.
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(iii) Report from the Audit Committee held on 8 April 2021
Non-Executive Director and Committee Chair, Linda Chivers took the report and the
appendices as read. This included the Annual Audit Committee Work Plan 2021/22,
Audit Committee Annual Report and Annual Reports from each of the Trust Board
Committees, the draft Head of Internal Audit Opinion for 2021/21, Draft Internal Audit Plan
for 2021/22 and the draft Anti-Fraud Work Plan for 2021/22. She confirmed that the final
declarations of interest policy would be presented to a future board with some further
amendments yet to be made.
She clarified that Medical Director, Ted Adams was noted as not present as he did not attend
the Committee meetings as a matter of routine, but only should there be an item that
required a clinical view/input.
Non-Executive Director, Linda Chivers asked the Board to consider a recommendation made
in relation to the assurance framework stage three briefing that the gaps section on the
Board Assurance Framework would be expanded to explain at a high level what the
mitigations were. She added that the Audit Committee did not wish to make this onerous but
considered that the suggestion would not add greatly to the document. The Trust Secretary
advised that the gaps in control included mitigating actions and should there be any gaps
she would expect those items to be included on Board Committee agendas. The Board
agreed this approach.
The Board received the report noting the substantial assurance opinion on key financial
controls and the draft Head of Internal Audit Opinion. The Board thanked all of the teams
involved in this work over the period.
34/21

PEOPLE – to be a highly effective organisation with empowered, highly skilled and
competent staff and;
EQUALITY, DIVERSITY AND INCLUSION – to actively promote equality, diversity and
inclusion by creating the conditions that enable compassion and inclusivity to thrive.
(i) Report from the People and Organisational Development Committee
The Board received a report setting out the key considerations from the Committee meeting
in May from Non-Executive Director and Committee Chair, Abdul Siddique. The report
included the Committee annual report, work plan and current terms of reference.
The Board also finally approved the equality annual report 2021 and Equality, Diversity and
Inclusion Strategy.
(ii) Reciprocal Mentoring Programme
The Board received a report from the Director of People and Organisational Development
which confirmed that the Trust had been successful in securing a place on the NHS
Leadership Academy’s Reciprocal Mentoring for Inclusion Programme (RMfIP). The Trust
had been notified of this development in December 2020 and would be one of only four
Trusts in the North West to be successful in applying for a place on this national programme.
Overall, there were 41 organisations involved in the programme at various stages of
onboarding. The NHS Leadership Academy uses Reciprocal Mentoring as a tool for
supporting greater systemic change that actively reduces inequity. The aim was to develop
the organisations ability to make significant improvements in equity leading to greater equity
of outcomes within Bridgewater and across the system. The learning would be shared.
An overview of the NHS Leadership Academy’s Reciprocal Mentoring for Inclusion
Programme was included within the report.
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35/21

INNOVATION AND COLLABORATION – to deliver innovative and integrated care
closer to home which supports and improves health, wellbeing and independent living
Working together in Place in Warrington
A presentation was delivered by the Chief Operating Officer and Cath Jones, Director for
Adult Services and Care at Warrington Borough Council with Caroline Williams, Associate
Director for Integrated Care for Warrington Borough Council and Warrington and Halton
Hospitals NHS Foundation Trust.
Cath Jones explained over the last 18 months to two years, work had been undertaken on
the development and review of intermediate tier services i.e. bed based services at Padgate
House and Brampton Lodge as well as community based intermediate tier services
supporting patients at home which were based at Irwell Road. Cath Jones advised that
through the Better Care Fund, a consultant had been brought in to support work to review
those services recognising the ambition for the services to be ‘flagship’ services of
excellence, setting the tone for integrated working across the Warrington system. Cath Jones
reported that the work had now been completed and taken through necessary governance
processes with a set of clear recommendations and next steps which would help to achieve
this ambition, an update would be provided on this to the Board today. She added that this
work was timely recognising the current developments taking place on the national agenda
with the Integration and Innovation White Paper, building on the NHS Long Term Plan with
each area implementing its own Integrated Care System (ICS) with the duty for organisations
within those systems to collaborate across the NHS, Local Authorities alongside key public
health and prevention measures.
Cath Jones reflected that within Warrington there had been a considerable acceleration in
partnership and integrated working between organisations over the previous 18 months. This
had become a necessity in view of the pandemic and the challenges that this presented. This
had delivered some real benefits which it would be important to retain going forwards. Cath
Jones explained that one of these benefits had been the development of the Integrated
Commissioning and Transformation Board including public health, local authorities,
commissioners, cabinet members and voluntary sector representation. This was the vehicle
for decision making around joint funding. This would now expand membership to include
providers which would prevent a commissioner/provider split and reduce bureaucracy. Cath
Jones provided an overview of the work streams from the Transformation Board that had
been delivering over the last 18 months including intermediate tier work and the operating
model. This included review of delivery of the bed base, development of the intermediate
care at home service and discharge to assess and the development of the rapid community
response service. This also included a work stream in relation to frailty linking into the
development of integrated community teams and organisations working more closely across
the place based footprint with the focus upon how to support people to continue to live
independently at home. This also included a living well work stream which supported this, but
also reviewed data on inequalities, public health, prevention and early intervention to help
people stay independently at home. Cath Jones also reported on the Warrington Town Deal
which would form a cornerstone of delivery, with the creation of a health and social care hub
in Warrington Town Centre.
Cath Jones provided an overview of current governance arrangements and structures. She
advised that the Health and Well Being Board would be revising its terms of reference to
incorporate providers to report into it. A series of facilitated sessions would be taking place
over the coming months to explore how this could be achieved.
Cath Jones advised that the basis of the presentation was to discuss with the Board where
the intermediate tier services should sit within the framework of the current position as
described above. From the recommendations, she explained that one recommendation from
the review of services described the need for further collaboration between the Trust and the
Local Authorities service areas. There had been a commitment to shared decision making
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with strong joint working relationships and a vision to achieve shared governance between
both organisations to make decisions operationally to enable moving forward at pace.
Caroline Williams set out the detail of the recommendations to ensure closer integrated
working. She described a proposal to bring together shared sub groups and operational
delivery groups under one portfolio delivery group to be led by the Chief Operating Officer
and herself. This would reduce the number of meetings to be attended and streamline
bureaucracy and decision making. This would also provide a line of sight between the
services and the supporting and enabling work streams, with both organisations able to
ensure synergy on working collaboratively on those projects.
Caroline Williams explained that the strategic recommendations also invited both
organisations to define their relationship and agree their governance arrangements together
as partners but also with commissioners to be clear internally and externally how
organisations were governed to ensure joint strategic oversight of the intermediate care offer
and to jointly assure commissioners around joint delivery. From a management perspective,
both organisations were invited to review their structures and management functions with the
proposal to design, agree and mobilise an integrated management structure for integrated
care services. This would include a ‘one registered manager’ model going forwards ensuring
that the care provided to patients was overseen by that registered manager.
Operational recommendations included an invitation to reflect upon existing feedback to
simplify the current eligibility criteria for intermediate care services, with one criteria to be
established. This would also include the model shifting to have ‘discharge to assess’ at its
core, focussing on assessments where possible at home. IT alignment would also be key
across systems.
Caroline Williams also highlighted the cultural aspects of this work, with the aim of staff
across both organisations working as one team delivering outcomes for patients.
The Chief Operating Officer emphasised the importance of working together and noted that
there was a commitment across both organisations that this was the right direction of travel,
ensuring the culture was right between the two maximising differences to yield the benefits.
Consistent messages would be important across both organisations, with strong leadership
and supporting communications for staff and stakeholders concerning working together.
Sessions would be arranged to staff to be briefed on the messages described today and the
working relationship on intermediate care. Cath Jones advised that leadership and
management training had been commissioned focussed on outcomes and approaches for
managers to equip them for their challenging roles and this would be open to both
organisations and would be a symbol of commitment from Warrington Council to work
towards a shared vision and culture. This was welcomed by the Board. The Chair welcomed
the progress that had been made over the previous 18 months.
Non-Executive Director, Tina Wilkins referred to benefits that were not set out within the
presentation she referred to one slide that noted 50 additional people would be supported
per day via the service with a 10% efficiency via planning. She asked whether this took into
account efficiencies from preventing patients being admitted to hospital or being discharged
more quickly. Caroline Williams confirmed that this would be related to both of those
elements. She explained that currently the intermediate care service was a ‘hospital and out’
service however the aspiration was to reverse this with a graduated offer for integrated care
that would step up as an alternative to hospital admission. It would therefore be important to
grow the range of services on offer in the intermediate tier. Caroline Williams advised that
there had been a rapid response growth, providing a response within two hours, to intervene
for those in crisis at an early point, enabling them to remain at home.
Non-Executive Director, Tina Wilkins asked what the ambition of this work would be going
forwards, recognising that the service could grow and be cost effective and support people,
preventing admissions. Cath Jones responded that this would be for people to be able to
stay at home with discharge to assess guidance; as soon as a patient was medically fit they
could be discharged with care provided elsewhere, either at home or within a community bed
based area. However this would require investment and community services would require
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as much funding as possible. She advised that there would be funding via the better care
fund and the next steps would be to discuss the sustainability of the funding model and how
this could be significantly grown, as the service needed to be double the size that it was.
Caroline Williams added that the ambition would be focussed around people receiving the
right care in the right place, with significant numbers of patients being admitted to hospital
who would benefit from receiving care in a different environment. If these patients were able
to be cared for outside of hospital, this would also result in more capacity for patients who
required acute care. The Chief Operating Officer advised that work would be undertaken to
support PCNs and GPs to recognise the services available in the community and taking
them on the same journey, with the view to preventing patients being sent to hospital first.
Non-Executive Director, Gail Briers welcomed the work and particularly referenced the new
definition of eligibility criteria for the service, commenting that this would be immensely
helpful for the staff to have one central definition. She referred to PCNs, GPs and mental
health services and asked what the ambitions would be around their involvement. The Chief
Operating Officer advised that work was continuing with PCNs alongside reaching out to
other providers for support and engagement including mental health providers and linking
organisations together. Caroline Williams advised that mental health services would be
included in services to ensure that their expertise was included.
Medical Director, Ted Adams referred to clinical accountability and suggested that
professional accountability would be more appropriate to ensure that language used was
precise. He referred to the ambitions on engagement with GPs and medical staff and
suggested that there were two points to this: engagement that demonstrated the services
and including medical input into the service. He advised that he was currently working upon
how medical input was improved into existing services. He also suggested that following the
idea of an accountable line manager and a clinical manager would be a better arrangement.
The Chief Nurse referred to statutory responsibilities for clinical professionals and considered
that the professional accountability and responsibility required further work to level up clinical
standards to ensure that the best service was delivered. She noted that in terms of capacity
integrated teams would have wider roles/responsibilities across other areas such as district
nursing and advised that capacity must be constantly considered to ensure a balance and
have the right staff to deliver care at the right time for the success of the service for patients.
The Director of Finance highlighted the importance of communications around the work.
The Chief Executive commented that work was being progressed concerning policy and
legislation however this work demonstrated how organisations could work together with
shared leadership. He noted that this presented a real opportunity to continue more work in
this way and whilst there would be challenges for decision making, governance entities and
partners, the work must be progressed as far as possible, recognising and preventing
governance and bureaucracy constraints, with a leadership and decision making framework.
The Chief Executive added that this work would characterise future delivery in place. He
advised that communications messages would be disseminated to staff over the course of
the summer and joint presentations between Bridgewater and Warrington Council would be
taking place for staff in Warrington to demonstrate the commitment to this and to reduce
bureaucracy. He advised that the Board would receive further updates on this work in due
course.
36/21

OVERARCHING CORPORATE GOVERNANCE ITEMS
(i) Well Led Review Action Plan
The Board considered the action plan. It was agreed that the following be actioned:
The formatting of the plan would be reviewed and must include the target dates. There
was a need to ensure a refresh of the accountability framework that would support
staff understanding of where decisions were made and routed. This should include
collaborative work with partners. Delegated authority must also be considered as part
of this. An update would be presented back to the next Board meeting.
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(ii) Application of the Trust Seal
The Board received the report for note which set out that from 1 September 2020 to 30 April
2021 that there had been 10 applications of the Trust Seal.
37/21

REVIEW OF MEETING AND ITEMS TO BE ADDED TO THE BOARD ASSURANCE
FRAMEWORK
The Board agreed that there had been a good standard of reporting and the presentations
concerning the Driving Assessment Centre and working together in place. It was suggested
that the Board invited partners to meetings going forwards to bring updates on
collaborative work including PCNs, this would also provide additional assurance to
the Board in this respect.
It was agreed that there were no further updates to be made to the Board Assurance
Framework following the meeting.

38/21

OPPORTUNITY FOR QUESTIONS TO THE BOARD FROM STAFF, MEDIA OR
MEMBERS OF THE PUBLIC AT THE DISCRETION OF THE TRUST CHAIR
There were no questions raised.

39/21

DATE AND TIME OF NEXT MEETING
Thursday 29 July 2021, 10am, via Microsoft Teams

40/21

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 of an Extraordinary board meeting - Thursday 24 June 2021,
9.30am
Virtual meeting via Microsoft Teams

Present
Linda Chivers, Non-Executive Director (Chairing)
Colin Scales, Chief Executive
Lynne Carter, Chief Nurse
Nick Gallagher, Director of Finance
Gail Briers, Non-Executive Director
Sally Yeoman, Non-Executive Director
Paula Woods, Director of People and Organisational Development
Abdul Siddique, Non-Executive Director
Tina Wilkins, Non-Executive Director
Rob Foster, Programme Director, Collaboration and Integration
In attendance
Lynda Richardson, Board and Committee Administrator
41/21 APOLOGIES FOR ABSENCE
Ted Adams, Medical Director
Sarah Quinn, Chief Operating Officer
Jan McCartney, Trust Secretary
Aruna Hodgson, Medical Director
Karen Bliss, Trust Chair
42/21DECLARATION OF INTEREST IN ITEMS ON THE AGENDA
There were no declarations of interest raised.
43/21 (i) ANNUAL REPORT
The Director of Finance took the annual report as read, noting that all Board members would
have had sight of previous versions of the report.
Non-Executive Director, Linda Chivers informed the Board that the report had been reviewed
earlier today by the Audit Committee and that KPMG had reviewed the report and
governance statement as mandated, to ensure that those documents met the requirements
for all NHS providers; KPMG had confirmed that both did so. The Board approved the
annual report. Non-Executive Director, Linda Chivers commented that the work undertaken
over the significantly challenging year was a credit to the Trust and the difference that the
Trust made in improving people’s lives. She thanked all the staff across the Trust, and those
staff who had worked to put the report together.
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Non-Executive Director, Gail Briers commented that she considered the report to be positive
and that this represented the significant work undertaken which would be recognisable even
without the Trust’s branding.
(ii) 2020/21 FINANCIAL STATEMENTS
The Director of Finance introduced the annual accounts, reporting that the adjusted financial
position had resulted in a £2.2m deficit that was favourable to plan and that this represented
a good achievement recognising the level of uncertainty in the NHS concerning expenditure.
The position also reflected the transfer for existing capital loans into PDC. The Director of
Finance reported that the Trust held a healthy cash balance due to the financial regime and
the significant work during the pandemic in recovering aged debts. In addition work was
continuing along with a work stream to review creditors and aged creditors.
The Director of Finance referred to provisions, explaining that the Trust did not have many
historically and that for the current year this had related to re-categorisation: this related to
MARS which would be completed within the next month and historic HMRC investigations
which were expected to conclude within the current financial year depending on the position
with the pandemic. There were also elements concerning the GP Out of Hours Service
liabilities that could arise in the current financial year. The Director of Finance advised that
the detail within the report included operating income and expenditure and noted that some
elements would appear differently due to covid-19 expenditure as some lines had increased
with additional expenditure. Non-Executive Director, Linda Chivers advised that the Audit
Committee had received a comprehensive report from KMPG on external audit and would be
providing an unqualified and unmodified opinion on the accounts with a clean value for
money opinion. She commented that this was a good position for the Trust and it should be
congratulated on achieving this, responding and delivering during the pandemic. She noted
that some recommendations had come forwards from the auditors which were not materially
significant: this comprised of 21 recommendations, 19 of which related to systems and
processes and formalising some ways of working and reflecting the changes in operating
due to the pandemic. It was noted that all of the recommendations had been accepted by the
executive management team and some had been already implemented as they had been
recognised by the Trust itself prior to the recommendations being made. There were two
particular recommendations related to risk scoring which would be brought to a
future Board meeting, as the Board would be required to have ownership of those
areas. In addition there had been positives in terms of the auditors findings and the ISA260.
The Director of Finance confirmed that the recommendations would be taken to the Finance
and Performance Committee for assurance and that monitoring would take place via the
Executive Management Team with an action plan in place to ensure progression of the
recommendations. The Director of Finance informed the Board that there were two
unadjusted recommendations highlighted at the Audit Committee; one in relation to a small,
non-material adjustment; the other below the materiality limit with management taking a
decision that this was a prudent accrual. This was also agreed by the Audit Committee. The
Board accepted the financial accounts for 2020/21.
LETTER OF REPRESENTATION
The Director of Finance explained that the circulated letter was in the standard format and
was produced for the Trust by the auditors. The letter stated that the Trust had the relevant
controls in place, however he highlighted one amendment reflecting the management
decision to not consolidate the charitable funds into the financial position. The Director of
Finance advised that this was not required and was managed elsewhere on the Trust’s
behalf, with the funds value of only a few thousand pounds. Non-Executive Director, Linda
Chivers commented that the letter was a standard letter required for every organisation that
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was audited. She highlighted that Bridgewater was one of only a small number of Trusts to
have received a standard letter, with a large number of organisations receiving clauses
inserted in their letters due to their pandemic response. She noted that this was a good
achievement for the Trust demonstrating that there were no causes of concern for the
auditors and confirmed that the Audit Committee was comfortable to recommend the letter to
the Board. The Board approved the content of the letter of representation and agreed that
the extra clause would be added concerning the charitable funds position. The letter would
subsequently be signed by the Chief Executive.
44/21 REVIEW OF MEETING
It was agreed that all had been able to contribute to and inform decision making.
It was agreed that the final signed off audit opinions would be included within the
Board Assurance Framework as evidence related to well led. The achievement on the
financial position being better than plan would also be included within BAF4. The
Chief Executive indicated that the management of the 21 auditor recommendations
should be referenced within BAF1 to complement the work being undertaken on the
well led action plan. He commented that this would provide additional assurance and
this would be presented back to the next meeting of the Audit Committee and the
Board. The Director of Finance highlighted a specific recommendation concerning the
ISA260, which was specifically focussed around the Board Assurance Framework. The
Director of Finance advised that he would inform the Trust Secretary of this so that
this could be progressed in advance of the July Board meeting.
45/21DATE AND TIME OF NEXT MEETING
Thursday 29 July 2021, 10am via Microsoft Teams
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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 – 27 May 2021
and 24 June 2021

Date

Minute
Ref

Issue

Action

Director

300720

57/20i

IQPR

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

Sarah Quinn

Additional activity undertaken during
Covid-19 to be included within the next
iteration of the report – this will become
business as usual.

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

The reported indicators are still
being reviewed. Discussions
have taken place with the
corporate teams and the
information team and this will
be progressed ready to agree
the new indicators at the July
Board but there will be a delay
in reporting these until the
infrastructure is in place.
July 2021: Working groups are
reviewing these, also need to
include new metrics from the
updated Single Oversight
Framework. Work has been
impacted by capacity and day
to day operational management
challenges due to COVID-19
and therefore this action has
been delayed.
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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 – 27 May 2021
and 24 June 2021

Date

Minute
Ref

Issue

Action

Director

011020
26.11.20

73/20i
89/20i

IQPR

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

Sarah Quinn

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

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

011020

75/20ii

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.

27.05.21 Framework to be
discussed at the next
performance council and will
then be reviewed by the EMT
and Finance and Performance
Committee.
July 2021 – The framework has
been taken through the above
meetings and has been
presented to the Finance and
Performance Committee in July
2021.

Jan McCartney
BLUE

Approach is being taken
forward through Committees
during June/July and August
2021.
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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 – 27 May 2021
and 24 June 2021

Date

Minute
Ref

Issue

Action

Director

28.01.21

08/21

Digital strategy

Draft strategy to set out the vision,
aspiration and way of working which
must be clinically led and supported by
technology, including vignettes to be
provided by the end of April. This will be
taken to the Board in May 2021.
Engagement with staff, patients and
stakeholders to take place to ensure
maximum benefit of the strategy.
Consideration to be given to external
expertise support and must be linked in
to NHSX, C&M digital strategy and
cognisant of any potentially available
funding. Must also take account of those
without digital access to
smartphones/internet etc.
Lynne Carter to amend the flowchart
within the document setting out the route
through which policies were taken
through to Committees and formal
ratification by the Board and what was
ratified at which forum. This will be
recirculated to the Board.

Nick Gallagher

28.01.21

09/21iii

Development of
Review of Policy
and procedural
documents

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

Lynne Carter
GREEN

27.05.21 Item presented to the
closed Board meeting for
discussion.

27.05.21 Flowchart has been
circulated via e-governance. The
flowchart is undergoing further
revisions and will be re-circulated
for further review and approval via
e-governance.
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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

Date

Minute
Ref

Issue

01.04.21

20/21iii

Well-led
Governance
Review

27.05.21

29/21

Spotlight on
Services –
Driving
Assessment
Centre

Action

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 27 May 2021
and 24 June 2021

Director

Completion Date
Due
Comments/Further Action
Date/BRAG
Status

Jan McCartney

Following acknowledgement of the
positive review, It was suggested that a
positive note be included on the Trust’s
website to set out improvements made
since the CQC’s 2018 inspection.
Suggested an OT network be established Lynne Carter
and Paula
across the Trust and potentially wider in
Woods
place as well as offering student
placements for OTs within the service.

BLUE

BLUE

29.07.21 Statement now included
on the Trust website.

July 2021 – A Cheshire &
Merseyside AHP Working Group
has been established. We have
leads attending.
We are looking at rotational posts
with the Acutes and are also
actively engaged in
apprenticeship schemes for OTs
and Physios, including Student
Placements.
The People Committee are being
kept updated on progress with our
recruitment and retention
strategies.
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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 – 27 May 2021
and 24 June 2021

Date

Minute
Ref

Issue

Action

Director

27.05.21

32/21i

IQPR

Recognising the refocussing of a data led
performance management approach,
NEDs were invited to provide feedback
on IQPR development and whether this
was meeting expectations. This would be
taken forward and also discussed at the
next NED meeting
Formatting of the plan to be reviewed
and to include the target dates. There
was a need to ensure a refresh of the
accountability framework that will support
staff understand where decisions are
made and routed. This should include
collaborative work with partners. An
update would be presented back to the
next Board. Delegated authority must be
considered as part of this.
Suggested that the Board invites
partners to meetings going forwards to
bring updates on collaborative work
including PCNs, this would also provide
additional assurance to the Board in this
respect.

Sarah
Quinn/NonExecutive
Directors

27.05.21

27.05.21

36/21i

37/21

Well led review
action plan
update

Review of
meeting

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

Jan McCartney

Sarah
Quinn/Rob
Foster

Sarah Quinn to link in with NonExecutive Directors.

BLUE

29.07.21 Item now being taken
forwards by the Audit Committee.

GREEN
September
2021

July 2021 – work is progressing
and discussions have taken place
with partners. Scheduled to be
shared at September meeting.

5

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 – 27 May 2021
and 24 June 2021

Date

Minute
Ref

Issue

Action

Director

24.06.21

44/21

Review of
meeting and
items to be
added to the
Board
Assurance
Framework

Final signed off audit opinions would
be included within the Board
Assurance Framework as evidence
related to well led. The achievement
on the financial position being better
than plan would also be included
within BAF4. The 21 auditor
recommendations would be
referenced within BAF1 to
complement the work being
undertaken on the well led action
plan. The Director of Finance
highlighted a specific
recommendation concerning the
ISA260, which was specifically
focussed around the Board
Assurance Framework. The Trust
Secretary would be informed of this
so that this could be progressed in
advance of the July Board meeting.
There were also two particular
recommendations related to risk
scoring which would be brought to a
future Board meeting, as the Board
would be required to have ownership
of those areas.

Jan
McCartney/Nick
Gallagher

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

Board Assurance Framework

Sponsoring Director

Colin Scales – Chief Executive Officer

Authors

Jan McCartney – Trust Secretary

Presented by

Committee Chairs and Lead Executive Directors

Exec Summary/Purpose

To note and agree updates to the Board Assurance received
from the committees of the Board and to agree how the
ISA260 recommendations are to be addressed.

Previously considered at

N/A

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

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

Board
Board Assurance Framework
Jan McCartney – Trust Secretary
29 July 2021
To note and agree updates to the Board Assurance Framework
since the previous Board meeting on 27 May 2021
Trust Board

1.0

EXECUTIVE SUMMARY

1.1

The purpose of the report is to present the recommended updates from the
Committees of the Board to update the Board Assurance Framework and to ask the
Board to consider the recommendations from External Auditors on the ISA260

1.2

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.

1.3

The Board Assurance Framework is received at the Board, all 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.

1.4

Section 2 details the recommended changes made by the Committees since the last
Board. This paper asks the Board to agree these updates.

1.5

Section 3 asks the Board to consider and action the recommendations from the
ISA260.

2.0

CHANGES TO THE BAF

2.1

BAF1 – Failure to implement and maintain sound systems of Corporate
Governance
This Audit Committee met on 8 June, 24 June and 8 July 2021 and the following
updates are recommended.
Rational for Current Score
Heads of Internal Audit, substantial assurance updated for 2020/21
Assurance
Added Clean Unmodified Audit Opinion and clean VFM opinion 2020/21
MIAA Risk Management Audit – substantial assurance
MIAA DPST Audit – substantial / moderate assurance
Review of risk score
The current risk rating was reviewed and there is no recommendation for change.
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2.2

BAF2 – Failure to deliver safe and effective patient care
The Quality & Safety Committee met on 17 June 2021 and reviewed BAF2. The
Committee recommends the following update:
Gaps in Control
Dental Services was updated to state that no high risk children were on the waiting
list.

2.3

BAF3 – Managing demand and capacity
The Quality & Safety Committee met on 17 June 2021 and no updates were
recommended.

2.4

BAF4 – Financial sustainability
This BAF was considered at the Finance & Performance Committee on 24 June
2021, and the following changes are recommended.
Assurances
Board review of external audit plan and annual accounts.
Added Clean Unmodified Audit Opinion and clean VFM opinion 2020/21
Gaps in controls and assurance
This section was updated to include the 21 recommendations from KPMG

2.5

BAF5 – Staff engagement and morale
The People & OC Committee met on 21 June 2021 and reviewed BAF5 and no
changes were recommended.

2.6

BAF6 – Staffing levels
The Quality & Safety Committee met on 17 June 2021 and reviewed BAF6 in detail.
The Committee recommends the following updates:
Detect Controls
Add Silver and Gold command and control regime.
Risk Rating
The Committee considered the inherent, current and target risk ratings, and no
changes were recommended.
The BAF was also considered at the People Committee on 19 June 2021 and the
following updates were recommended.
Detect Controls
Add ‘bronze’ to command and control sentence
Add ‘ops and nursing meetings’
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BAF7 – Strategy and organisational sustainability

2.7

This BAF was will be reviewed in August 2021. Therefore there are no changes from
when the BAF was last presented at Board.
BAF8 – Digital Services which do not meet demands of the organisation

2.8

This BAF was considered at the Finance & Performance Committee on 24 June the
following amend was recommended;
Gaps in controls and assurance
IT System Gap (Pervade)
3.0

ISA260 RECOMMENDATIONS

3.1

One of the 21 recommendations from the ISA260 performance improvement
opportunities relates to the BAF. The recommendation is in two parts and is as
follows:

3.2

Board Assurance Framework
Through our review of the BAF we identified some improvements that could be made to
enhance reporting:
-

(i) The Trust outlines its current and target risk rating for each objective. Where the current
risk rating is higher than the target risk rating we recommend that the Trust outlines a clear
rationale of what is preventing them from achieving the target risk rating. This would enable
readers of the BAF to see how the target risk rating could be achieved through specific
actions.

-

(ii) Our review identified that for some objectives the Trust outlines current gaps in controls
and assurance despite the stated current risk rating being the target risk rating. We
recommend that if there are true gaps in controls and assurance the current risk rating should
not be at the target risk rating.

3.3

The first part of the recommendation asks the committees to clearly identify the
rationale for not being at the target risk rating. To achieve this, it is recommended
that ‘rationale for current score’ is updated to ‘actions required to achieve target risk
rating’ and that area used to list the actions required to do this. It is recommended
that this part of the recommendation is accepted and the above is actioned.

3.4

The second part of the action advises that if there are any gaps in control the current
risk rating should not at target. Whilst this may often be the case, it is
recommended that, overall, a more pragmatic approach is taken. Committees should
continue to consider the current risk rating alongside the gaps in control, that there
may occasions that the committee is comfortable recommending the objective is at
target despite gaps being present. This rationale would be submitted to Board for its
approval.
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4.0

RECOMMENDATION

4.1 The Board is asked to:
4.1.1

Note and agree the updates to the Board Assurance Framework,

4.1.2

To agree the first part of the recommendation made by KMPG and
action the recommendation as at para 3.2, and

4.1.3

Note the second part of the recommendation and take this into
consideration when agreeing current risk ratings.
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Board Assurance Framework (BAF) July 2021 v0.2
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST – BOARD ASSURANCE FRAMEWORK
LAST UPDATED 22 July 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

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

BAF 1

BAF 2

BAF 3

BAF 4

BAF 5

BAF 6

BAF 7

BAF 8

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

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

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
2 (L) = 8, medium

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

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

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

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

5(C)

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

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

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

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

4(C)
Target risk rating 5
(C) x 2 (L) = 10, high
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Board Assurance Framework (BAF) July 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
July 2021
Audit
Committee
Last reviewed:
July 2021
Risk Ratings
Reviewed:
July 2021

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 caused by the
pandemic;
CQC, Requires Improvement
for ‘Well Led’
Risk register references at
15+

Rationale for
current score
Governance
structure approved
by Board and
audited by internal
auditors.
Substantial
Assurance - Heads
of Audit opinion
2020/21

RISK RATING

RISK APPETITE – CAUTIOUS

Inherent risk rating 4(C) x 4 (L) = 16, significant
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
Trust Board
Governance structure approved by the Board, SFIs and Scheme of Reservation and Delegation
Operational management structure (currently under review) and policies and procedures are in place
Board Assurance Framework
Detect Controls
The committees receive by exception reports from operational leads these are reported to the Board
Staff engagement
Performance Council established
Senior Leadership Team meeting monthly
Risk Management Council
Assurances
Clean Unmodified Audit Opinion & clean VFM opinion 2020/21
Board, committees (Quality & Safety, Finance & Performance, and People)
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
External independent Well Led review
Daily automated data reporting
Governance Structure
Declarations of Interests Register
Audit Committee Effectiveness Review (2020/21)
Effectiveness Review of External Audit and Anti-Fraud (2020/21)
Board Assurance Framework Review – (2020/21)
Risk Management Audit – substantial assurance (2021/21)
DSPT Audit – substantial / moderate assurance (2021/21)

Gaps in controls and assurance: (and mitigating actions)
CQC rating ‘requires improvement’ within Well Led Domain – External well led review complete. Audit Committee monitoring recommendations
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BAF 2 - Failure to
deliver safe &
effective patient
care.
Lead Director/
Lead Committee
Deputy CEO /
Chief Nurse
Last reviewed
June 2021
Quality &
Safety
Committee
Last reviewed:
June 2021
Risk Ratings
Reviewed :
June 2021

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
the effects of the
pandemic and its
recovery, 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+
1107 – childrens OT – waiting
lists
2689 – operational leadership –
warrington

Rationale for
current score
Quality & safety
governance
structure in place.
Robust QIA process
for all services

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 (temp stood down)

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 and Safety group

Silver and Gold command and control
Audits
Health Visitor Records Quality – Significant Assurance (2017/18)
End of Life Care – Significant Assurance (2017/18)
Safeguarding Substantial Assurance (2018/19)
Medicines Management Substantial Assurance (2018/19)
Risk Management Substantial Assurance (2020/21)
Trust Improvement Plan – Significant Assurance (2019/20)
Quality Spot Checks – Moderate Assurance (2020/21)

Gaps in controls and assurance: (and mitigating actions)
Q&S Committee noted the number of high risks and accepted that recovery is likely to be a lengthy process, thus accepting overall the risk of 5 x 3 =15 significant
Capacity / demand risks - to be addressed as part of the People plan
Dental Services – paediatric exodontia (no high risk children on waiting list)
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BAF 3 –
Managing
demand &
capacity
Lead Director/
Lead Committee
Chief Operating
Officer
Last
reviewed:
June 2021
Quality &
Safety
Committee
Last
reviewed:
June 2021
Risk Ratings
Reviewed:
June 2021

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;
or due to the recovery process
following the pandemic
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.
Risk register ref 15+

Rationale for
current score
Quality & Safety
Committee (temp
stood down)
Risk Management
Council meets
monthly
Daily joint
operations and
nursing meetings
Waiting lists
increase due to
Covid & pausing
services. Managed
risk with approval
from the Board.
Quality and safety
under constant
review to ensure no
patient harm

1107 – Children’s OT – waiting
lists

RISK RATING

RISK APPETITE – CAUTIOUS

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

Prevent Controls & Assurances
Prevent controls











Quality & Safety Committee (temp stood down)
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 (temp stood down)
Daily Operations and Nursing meetings
Detect Controls
QSSG & FWP meetings to gain overview of risks in relation to capacity at local level
Weekly Operational Management Team meetings
Temporary Command and Control meetings (Bronze)
Contract meetings with commissioners & 1:1 meetings with commissioners
Twice weekly system pressure calls
Fortnightly meetings with 0-19s commissioners (Warrington & Halton)
CEO chairs OOH cell meetings and COO in attendance
Workforce Strategy in place
Audits monitored at each relevant Board Committee, exception reports to Audit Committee
Absence Management Audit – Significant Assurance (2019/20)
Silver and Gold command and control
Negative assurance
Staff attendance at specific training is limited (end of life, pressure ulcers, adult safeguarding and risk management)
PDR rates are below target

Gaps in controls and assurance: (and mitigating actions)
Service offer reduced for several services – increased & managed waiting lists
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BAF 4 Financial
sustainability
Lead Director/
Lead Committee
Director of
Finance
Last reviewed:
June 2021
Finance &
Performance
Committee Last
reviewed: June
2021
Risk Ratings
Reviewed :
April 2021

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
recurrent deficit and the
effectiveness of plans to
reduce it;
It may result in loss of public
and stakeholder confidence
with the potential for
regulatory action.
For 2021/22 all NHS
organisations will be operating
in revised finance regimes with
funding mechanisms currently
only agreed for H1 (months 16)
Risk register references at
15+
No risks at this level

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

RISK RATING

RISK APPETITE – OPEN

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

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

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 financial performance

Audit committee receives reports from internal audit reports and annual external audit

Exec team and Committees receive Audit Recommendations tracker

HCP/ICS control and reporting

NHSE&I monthly returns
Assurances
Monthly Finance Report including

Financial position / Forecast Position

Cash & Capital Reports

Working Capital

CIP

Covid reimbursement
Internal audit reports including

CIP – moderate assurance (2019/20)

Key Financial Systems (2020/21)

Key Financial Controls audit – substantial assurance (2020/21)
External audit

Audit review findings – Clean Unmodified Audit (2020/21)

Board review of external audit plan and annual accounts

Gaps in controls and assurance: (and mitigating actions)
H1 initial funding envelopes received – H1 internal plans produces and submitted to HCP/ICS. Awaiting approval of plans and revised financial envelope. Arrangements for H2 as yet unknown. Guidance
for H2 expected in H1
The Trust is setting budgets in line with recurrent expenditure to ensure budget monitoring control and reporting is in place. All Grip and control measures remain in place.
21 Recommendations from KPMG – actions to be monitored by F&P Committee
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BAF 5 - Staff
engagement &
morale
Lead Director/
Lead Committee
Director of People
and OD
Last reviewed:
July 2021
People Committee
Last
reviewed:
July 2021
Risk Ratings
Reviewed :
July 2021

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

RISK RATING

RISK APPETITE – OPEN

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 1 (L) = 4, very low

Rationale for current score
Principal risk
Staff engagement & morale
If the Trust loses the
engagement of a substantial
sector or sectors of its
workforce.
Caused by uncertainty of
internal and/or external
factors, influences and
conditions i.e. pandemic.
Impact on leadership and
management practices;
It may result in low staff
morale, leading to poor
outcomes and experience for
large numbers of patients;
less effective teamwork;
reduced compliance with
policies and standards; high
levels of staff absence; and
high staff turnover rates.
Risk register references at
15+
No risks at this level

People Committee ensure
governance and holds to account.
Current risk rating reflects the
Board acknowledges that,
despite the controls and
assurances in place, staff are
currently fatigued;
Restoration and recovery
programmes / post covid effects
Patient experience adversely
affected (links to Q&S
Committee)
Uncertainty / Impact of national
change programmes – White
Paper: integration and
collaboration
Organisational structures and
service redesigns and
reorganisations

Prevent Controls & Assurances
Prevent Controls
 People Committee Organisational and local Staff engagement strategy.
 Managers’ Key brief/ communication and feedback system.
 Local Negotiating Committee, Joint Negotiation &Consultative Committee.
 Occupational Health Service & Staff Health & Wellbeing Officer/Board Health & Wellbeing Guardian
 Talent Management process and Succession Planning Tool.
 Staff Engagement Steering Group and SE & Wellbeing Champions
 Workforce Strategy & Workforce Delivery Plan
 Revised Exit interview questionnaire / In house Resilience Training Programme
 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

E-rostering project plan and implementation pdr reporting
Assurances
Staff Survey and ‘temperature check’ surveys
DAWN – Disability and wellbeing Network
LGBT+ and Race Inclusion Networks
Internal Audit MIAA Substantial Assurance
Freedom to Speak Up (2020/21 )
Attendance management Staff Engagement (2019/20)
Recruitment & Vacancy Management (2017/18)
Allied Health Professionals Revalidation – (2018/19)

Induction (2020/21)
Consultant Job Planning (2017/18)

Gaps in controls and assurance: (and mitigating actions)
Engagement with staff groups including BAME and LGBT+ staff (remain until all established Networks are considered to be embedded)
PDR Compliance (to remain until processes embedded) – resumption of PDR process due July/August to ensure full compliance as reported to May Committee
Mandatory Training – to be monitored at People Committee, risk tolerated
Staff morale and resilience – ongoing monitoring, communication, engagement and health and wellbeing services and programmes
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BAF 6 –
Staffing
levels
Lead Director/
Lead Committee
Chief Operating
Officer
Last Review April
2021
Quality & Safety
Committee
Last
review:
June 2021
People
Committee:
July 2021
Risk Ratings
Reviewed :
June 2021

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+
No risks at this level

Rationale for
current score
Robust operational
management
structures in place.

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
 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
 Winter plans and staff redeployment plans in place
Detect Controls
 Agency staff reporting / Staff sickness reporting
 Turnover rate reporting
 Premium Pay and Spend reporting
 Bronze, Silver and Gold command and control
 Ops and nursing meetings
Assurances

Quality & Safety Committee

Integrated Performance Report includes workforce metrics including training levels (temp stood down)

Vacancy approval process reviews use of agency staff – regular review of staffing levels

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

17 third year students starting

Funding for Healthcare Support Workers approved, recruitment underway
Audits – Substantial Assurance
Recruitment & Vacancy Management (2017/18)
Induction audit (2020/21)
Consultant Job planning (2017/18)
Attendance Management (2019/20)

Gaps in controls and assurance: (and mitigating actions)
Sickness Absence
Exit interviews – in relation to staff retention
BAME increasing representation across senior posts impact of Covid – capacity and demand
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BAF 7 –
Strategy &
Organisational
sustainability
Lead Director/
Lead Committee
Chief Executive /
Chair: May 2021
F&P Committee
Last Reviewed
June 2021
Risk Ratings
Reviewed :
May 2021

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 and recent
white paper then the
organisation may fail to deliver
the best outcomes for patients
and their families.
The Trust may also lose its
identity as a key system
partner or lose influence within
the ICS or provider
collaborative 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

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

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 – engagement and delivery of white paper

Regular Exec meetings with commissioners and other key stakeholderspartnership.

Membership of health and wellbeing boards, including a proposal for NED membership

Exec involvement with borough based integrated care partnerships visions; ‘Warrington Together’ and ‘One
Halton’
The Trust is committed to working with its st

Execs carrying out SRO roles for system projects such as integrated community
teams
and opportunity
across current and future se

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

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
The
is&committed
to footprint
working with its st

Exec involvement in ICS and Provider Collaborative development across
theTrust
Cheshire
Mersey and GM
and opportunity across current and future se

CEO involvement with the Out of Hospital Cell

Chair working within wider system
partnership.

COO 1:1s with commissioners

Exec attendance at Collaborative Commissioning Forum (CCF)

Developing our community dental services offer with a strategic plan of what we want the dental network to look
The Trust is committed to working with its st
like
and opportunity across current and future se

NED engagement with elected members in train
partnership.

Initial meeting of Chairs in Provider Collaborative, led by the Trust
Assurances







Programme Director – Integration and Collaboration
The Trust is committed to working with its st
Host provider collaborative – including employing staff
and opportunity across current and future se
Emerging integrated governance structures with partners
partnership.
MOU in place where services are delivered in conjunction with other partners
Chief Executive's monthly reports providing an overview of engagement activity
COO has regular meetings with all key partners and stakeholders

Gaps in controls and assurance: (and mitigating actions)
The Impact of services being transferred out of the organisation – (full impact is assessed for each service, with Executive oversight)
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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:
July 2021
F&P committee
Last reviewed:
July 2021
Risk Ratings
Reviewed :
May 2021

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
No risks at this level

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 2(L) = 8 medium
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 – Substantial Assurance:
IT Threats & Vulnerability (2020/21)
IT Critical Application (2018/19)
 IT User Access Privilege Management (2018/19)
IT Third Party Contracts (2017/18)
Aimes Data Centre relocation (2018/19)
SystmOne Access (2018/19)
DSP Toolkit (2019/20)
Information Commissioners Officer Audit (2019/20)

Gaps in controls and assurance: (and mitigating actions)
Data Quality Project (the project continues as capital bid finance has been secured to support the project)
Digital Strategy (undergoing a full re-fresh)
IT system gapes (Pervade)
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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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To update the Board about key matters within the Trust and NHS as a
whole.
Board

1.0

NON-EXECUTIVE DIRECTOR UPDATES

1.1

The Trust Chair chaired a session of one of the GGI ICS series of breakfast seminars
on 9 June. On 7 July, Karen participated in one of the stakeholder panels for the
appointment of the Cheshire & Merseyside ICS Chair. Karen attended the Community
Network session on 8 July, which was hosted by NHS Providers. On 14 July, Karen
attended the NHS Providers North West Regional meeting and the Cheshire &
Merseyside Partnership Assembly.

1.2

Non-Executive Director, Linda Chivers attended the Good Governance Institute NED
sessions on Measuring What We Value – the role of outcome reporting at Board level,
Push Back or Push On, ICS session Systems, Skills and People.
Linda also attended the following sessions:
 Oldham Team meeting monthly Q&A session
 Cheshire and Merseyside Chairs and Non-Executive Assembly
 Trust-wide Steve Head session on Health and Wellbeing
 Rest of England Governors meeting
 Halton0-19 Time to Talk session
 NHS Providers – Delivering for Providers: Collaborating to deliver effective
recovery

1.3

Non-Executive Director, Sally Yeoman held an induction session with Rob Foster and
has also been involved in preparations for the Chair’s appraisal. Sally has attended
two Halton & Warrington Governor meetings.

1.4

Non-Executive Director, Gail Briers is the lead for infection prevention and control and
had an informative introductory meeting with the Trust’s lead nurse for this work. Gail
also met with the recently appointed Warrington Borough Director which she found
helpful and informative.

1.5

Non-Executive Director, Tina Wilkins met with the team leader for the Community
Midwifery Team twice to review the return for the Ockenden review in my role of NED
Maternity Champion. Tina also attended the NHS Providers NEDs Network and the
Cheshire & Merseyside Health and Care Partnership NHS Trusts Chairs & NonExecutive Director Meeting.
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2.0

EXECUTIVE UPDATES

2.1

The Chief Executive accompanied Graham Urwin, Regional Director of Performance
& Improvement, NHSE/I – North West, on his visit to the Widnes Urgent Treatment
Centre on Wednesday, 9 June. Positive feedback was received with regards to the
services being provided at the facility.

2.2

The Chief Executive met with Dr Heather Stewart, Principal Lecturer Allied health
Professionals at Uclan, and a number of course leaders to discuss how the Trust’s
level of knowledge and expertise could add value to the programmes in which they
offer. Further work is to be done to take this forward.

2.3

A Cheshire & Merseyside People’s Summit was held 16 – 18 June. The Chief
Executive attended a couple of webinars in relation to ‘Developing a Collaborative
IAPT Workforce Plan’ and ‘Cheshire & Merseyside – the best place to learn’.

2.4

On 7 July, the Chief Executive participated in one of the stakeholder panels for the
Cheshire & Merseyside ICS Chair appointment.

2.5 Executive and Senior Team Engagement
A monthly programme of ‘Time to Talk’ sessions has been set up to allow the Executive
Team to update staff on Trust news, ask questions about the teams and service and to take
an interest in staff health and wellbeing. It also provides an opportunity for staff to share
good news stories and to ask any questions of the executive team.
Since the last Board meeting held on 27 May, the following Time to Talk sessions have
taken place:








The Chair and Chief Executive held virtual sessions with the Halton Specialist Children’s
services team on the 19 July and the Trust’s IT Team on 21 July.
The Director of Finance met virtually with the Dental Teams from Central Road Leigh
and Bolton on 22 June. On 8 July he also met with the Warrington IV Therapy Team.
The Chief Operating Officer held a follow-up session with the Warrington Speech &
Language Team on 2 June. On 14 June Sarah held virtual meeting with the team at the
Children’s Centre at Stanley Road and the Dental team at the Fountains Health Centre
on 19 July.
The Trust Secretary visited the team at Padgate House on 18 June and the staff from
the Warrington Audiology service on 13 July.
Medical Director, Aruna Hodgson held a virtual meeting with the Infection Control Team
on 28 June.
Medical Director, Ted Adams, had a face-to-face meeting with the North West Driving
Assessment Team on 15 July.

2.6 Executive/Non-Executive Buddying System
Following the endorsement of the Buddying Arrangements for Board Members report which
was presented at the May Board meeting, regular meetings will be set up between the
relevant Director and Non-Executive Director as follows:
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Director
Colin Scales
Lynne Carter
Sarah Quinn
Paula Woods
Nick Gallagher
Ted Adams
Aruna Hodgson

Non-Executive Director
Karen Bliss
Tina Wilkins
Gail Briers
Linda Chivers
Abdul Siddique
Sally Yeoman
TBA (vacancy to be recruited)

Arrangements are in place for the Non-Executive Director’s to join the Director’s on their
monthly Time to Talk sessions with frontline staff.
2.7 Seminars / Events


A Board Development session with NHS Providers was held on 10 June 2021. This
was the first session in a Board Programme being delivered by NHS Providers



Board members attended the NHS Cyber Security Training on 1 July.



As part of Health and Wellbeing Month in July, two half-day sessions were held for all
staff, hosted by inspirational speaker Steve Head, on 2 and 5 July. Steve talked about
the importance of looking to the future post Covid-19 and the importance of good
health and wellbeing.

3.0

DIRECTORS’ FEEDBACK FROM TIME TO TALK SESSIONS

During the months of June and July 2021, 11 Time to Talk sessions took place across the
Trust enabling members of the Executive Team to meet staff, listen to their achievements,
successes, questions, concerns, support staff health and wellbeing and bring staff up to date
with Trust news.
Three Time to Talk feedback responses were received. Across all feedback there is a
strong positive message of teamwork, enthusiasm, and commitment. Staff raised the need
for breakout areas, IT issues and the ability to provide hearing aids to patients.
4.0

EXTERNAL PUBLICATIONS AND REPORTS

HFMA - Summary of Integrated care systems: design framework
Summary of Integrated care systems: design framework (hfma.org.uk)
The NHS System Oversight Framework for 2021/22 replaces the NHS Oversight Framework
for 2019/20, which brought together arrangements for provider and CCG oversight in a
single document.
NHS Providers’ ; Briefing on Health and Care Bill
On the day briefing: Health and Care Bill - NHS Providers
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NHS Confederation Briefings
The NHS Confederation has released their briefing on ICS Design Framework (here:
https://www.nhsconfed.org/publications/ics-design-framework) and a briefing on the Health
and Care Bill (here: https://www.nhsconfed.org/publications/health-and-care-bill)

5.0

RECOMMENDATIONS

The Board is asked to note the report.
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Purpose

This report summarises the key issues relating to
Bridgewater Performance for Month 2 May 2021

Previously considered at

Finance and Performance Committee – June 2021

Related Trust Objective/
Intentions

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.

Patient Safety and
Quality

The IQPR has several indicators which are related to
patient safety and quality and a commentary in relation to
performance against these indicators is included in the
report.

Care Quality
Commission Outcomes
support by this paper

Safe, Caring, Responsive, Effective and Well Led

How does the paper
address strategic risks
identified in the BAF?

BAF 1 - Failure to implement and maintain sound systems
of Corporate Governance.
BAF 2 – Failure to deliver safe & effective patient care
BAF 3 – Managing demand & capacity
BAF 4 – Financial sustainability
BAF 5 – Staff engagement & morale
BAF 6 – Staffing levels
BAF 7 – Organisational sustainability

(please delete as
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strengthening the control
or addressing a gap, or
by offering assurance for
example)
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N/A

Finance and resources
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N/A

Equality Impact
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Next steps

Recommendations

To continue to monitor indicators in line with the recovery
and restoration of services. To ensure that targeted
actions are progressed to enable as many of the indicator
as possible to be green.
The Board is asked to:


Accept this paper as assurance that indicators of
performance in relation to operations, quality,
people and finance are being reviewed and
appropriate actions taken to rectify any indicators
which are reported as red.
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Title
Author
Date
Purpose
Audience
1.0

Board
Integrated Quality Performance Report
Various Authors
July 2021
Provide assurance
Public Board

BACKGROUND/CONTEXT

The RAG rating for all 70 indicators from May 2020 to May 2021 is set out in
Appendix 1. The Integrated Performance Dashboard (Appendix 2) has been
produced to provide the Finance and Performance Committee assurance in relation
to the delivery of all KPIs across the following areas:
 Quality
 Operations
 People

2.0

KEY ELEMENTS

In month, there has been some movement in the number of indicators reporting as
red and green. There are:
 Red – 23 in May, which is an increase from 21 in April.
 Green - 47 in May, which is a decrease from 49 in April.
This is due to two operational indicators moving from green to red.
Due to validation and review timescales for Cancer, the RAG rating on the dashboard
for these indicators is based on March’s (month 12) validated position.
Statistical Process Control (SPC) Charts and narrative have been added to the IQPR
dashboard.
Operations KPIs
Of the 19 operations indicators, 11 are red in May 2021 which is an increase of two
from April 2021.
One indicator is no longer red is:
 Warrington Dermatology Cancer 31 day wait from diagnosis to 1st treatment.
But there are three new indicators which are new red in May 2021. They are:
 Warrington Dermatology Cancer 62 day for 1st Treatment (urgent GP
Referral)
 Data Quality Maturity Index (DQMI) MHSDS quarterly score
 Halton Maternity Dashboard – Based on the number of red rated areas.
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In relation to the red dermatology indicator the service are working through a service
improvement plan and a number of the policies and procedures are being reviewed
including where histology results are collected in the department and so this should
enable a quicker response to results and a reduction in relation to the risk of
breaches.
The data quality maturity index is more challenging to address as it requires some
configuration changes in templates and the config team are under pressure due to an
increase in sickness/absence so this work has been delayed.
The indicator on the maternity dashboard which is read relates to sickness in the
service which is currently difficult to manage as staff have been informed that the
service will be split between the two acute providers which has caused much distress
in the team and this has significantly impacted on staff stress and anxiety.
The remaining seven indicators which were red in May are as follows:
 Referrals to Plan.
 Cancellations by service.
 Percentage of patients waiting under 18 weeks RTT Non-Admitted
(Incomplete pathway)
 Warrington Out of Hours Standards.
 Warrington Audiology – Number of 6-week diagnostic breaches.
 Warrington Activity Variance.
 Halton Activity Variance.
As discussed previously referrals to plan are increasing consistently and will soon
reach pre-COVID levels and there are some services which are exceeding pre
COVID referral numbers and these are being monitored closely on a weekly basis to
see if this trend continues.
Cancellation by service has been reviewed and this was identified as being
attributable to the Halton District Nursing Service which showed a 31% cancellation
rate. On further review of the cancellations, it has been identified that this is when
appointments are changed to other nurses in the team or when appointments are
cancelled because the patients needs change and the frequency of visits required
decrease.
The percentage number of patients waiting above 18 weeks is being closely
monitored at a service level, Borough level and a Trust level and there has been
some pleasing progress in relation to this indicator in terms of the percentage of
patients being seen within the 18 week RTT.
As discussed previously, there is a recommendation to Boards that the Warrington
out of hours standard is removed from the IQPR due to no longer providing this
service.
The number of breaches in audiology is reducing and staff are working additional
hours and there is a locum in the service supporting to address the service
pressures.
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Activity variance reporting as red in both Halton and Warrington is not unexpected
and staff are reviewing the operational ability to return to pre-COVID activity levels
and ensuring the use of video and telephone consultation are utilised where
appropriate. The activity levels will continue to be closely monitored.
Quality KPIs
There are eight Quality indicators red in May 2021, this has remained static from
April 2021.
The eight indicators which were red in May are as follows:









Number of patient safety incidents reported
Percentage of Incidents Low impact Level 1-2
Information Governance Training
Safeguarding Children Level 3 Training
Safeguarding Adults Level 3 Training
Percentage of risks identified as high
Total number of risks identified as high 12
Number of Complaints

There are no significant changes in relation to the position in relation to the red
indicators and a number of them are currently being reviewed by a task and finish
group as the parameters for the indicator need amending due to changes in service
delivery in the Trust.
The training indicators in relation to Safeguarding and Information Governance are
being closely monitored and staff are being supported to undertake training.
People KPIs
There are four People indicators red in May 2021; this is has remained static from
April 2021.
The four indicators which were red in May are as follows:





Percentage Headcount of new starters attending induction programme.
Percentage Overall organisation sickness rate (rolling)
Sickness absence rate (actual)
Percentage of staff with current PDR

There is a slight increase in the actual sickness absence from 5.54% to 6.21% and
the rolling rate has increased marginally to at 5.32%. HR Business Partners are
working closely with managers to monitor and review absence. There is a very small
increase in compliance with the corporate induction training which is positive. PDR
compliance has fallen slightly but agreement has been given to restart the PDR
process with a target completion date being set for the end of quarter 2 and so it is
anticipated that this will rise. Rolling turnover has increased marginally from 10.50%
to 10.98% in month and sits above the Trusts target of 8%.
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3.0

KPI AMENDMENTS RECOMMENDED

No amendments have been made to the Corporate Dashboard Key Performance
Indicators and there are no further recommendations.
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4.0

ACTIONS REQUIRED/RESPONSIBLE OFFICER

Date
March 2021

Indicator
% of patients waiting under
18 weeks

March 2021

Information Governance

March 2021

Safeguarding Level 3 –
Children’s and Adults

Action
Wait times to be closely
monitored and resource needed
to reduce waiting times sourced.
Essential training figures
compliance to be reported in
IQPR.
Staff to be supported to
participate in training.

March 2021

% Headcount of new
starters attending induction
programme
% of staff with a current
PDR

Ensure staff do not start in post
prior to completing the induction
sessions.
Paper to People Committee in
May

April 2021

Cancellations by Patient

To be discussed with operational
teams to explore in more detail

Chief Operating Officer

April 2021

Data Maturity Index

Explore the use of a drop-down
box to support recording
compliance

Head of Information /
Configuration Team

March 2021

Responsible Officer
Chief Operating Officer

Head of Information and
Training Department
Borough/Directorate
Director and Clinical
Managers
Borough/Directorate
Director and Clinical
Managers
Associate Director –
Organisational
Development

Progress
Continue to monitor –
positive improvement
seen in month
Not yet completed
In progress –
continue to monitor
In Progress – small
improvement in
month
Action completed –
support to
reintroduce PDRs
received
Data reviewed some
services impacting
this more than others
– to be monitored
over the next few
months
Delayed due to
competing pressures
on corporate team to
support the delivery
of this action
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5.0

RECOMMENDATION

The Finance & Performance committee are asked to:


Accept this paper as assurance that indicators of performance in relation to
operations, quality, people and finance are being reviewed and appropriate
actions taken to rectify any indicators which are reported as red.
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APPENDIX 1
Appendix 1 – KPI RAG Rating May 2020 to May 2021

↓
↑
→

Decrease in activity in
month
Increase in activity in
month
Static activity in month

▼
▲
►

Decrease in
performance in month
Increase in
performance in month
Static performance in
month
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↓
↑
→

Decrease in activity in
month
Increase in activity in
month
Static activity in month

▼
▲
►

Decrease in
performance in month
Increase in
performance in month
Static performance in
month
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↓
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Decrease in activity in
month
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month
Static activity in month

▼
▲
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performance in month
Increase in
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↓
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Decrease in activity in
month
Increase in activity in
month
Static activity in month

▼
▲
►

Decrease in
performance in month
Increase in
performance in month
Static performance in
month
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STATISTICAL CONTROL PROCESS CHART FLAGS
Variation Key

Special cause of
concerning nature or
higher pressure due to
(H)igher or (L)ower values

Code

Special cause of improving
nature or lower pressure
due to (H)igher or (L)ower
values

KPI Name

Flag

Description

Operations
OP5

Warrington Dermatology Cancer 62 day
for 1st Treatment (urgent GP Referral)

Points below lower control limit

OP6

Referrals to Plan

Points below lower control limit

OP7

Cancellations by service

Points above upper control limit
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Code

KPI Name

Flag

Description

OP8

Cancellations by Patient

Points above upper control limit

OP11

A&E: Total time in A&E (% of pts who
have waited <= 4hrs)

16 points in a row in the outer sigma

OP12

Total time in A&E - 95th Percentile

Points below lower control limit

OP13

A&E Time to treatment decision (median)
<=60 mins

Points below lower control limit

OP16

Warrington Audiology - Number of 6
weeks diagnostic breaches

Points above upper control limit

OP17

Data Quality Maturity Index (DQMI)
MHSDS quarterly score

Points below lower control limit

OP19

Warrington Activity Variance

Points below lower control limit

14

Code

KPI Name

Flag

Description

OP20

Halton Activity Variance

Points below lower control limit

QU03

% of incidents High impact Level 3-5

5 in a row in the outer sigma

QU10

Total Number of Medication Errors

13 in a row below the mean line

QU14

Safeguarding Children’s Level 1

Points above upper control limit

QU15

Safeguarding Children’s Level 2

11 points in a row above the mean

QU17

Safeguarding Adults Level 1

Points above upper control limit

Quality
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Code

KPI Name

Flag

Description

Q18

Safeguarding Adults Level 2

Point above upper control limit

QU22

Percentage of risks identified as High

Points above upper control limit

QU26

Total Number of falls

12 points in a row in the outer sigma

PO02

Staff turnover (rolling)

Points below lower control limit

PO05

% of staff with a current PDR

Points below lower control limit

People
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APPENDIX 2

Integrated Dashboard – May 2021
Key Points and Actions
April

Operations
53%

47%

May
Red

42%

Red
58%

Green

April

Quality

May

17%

17%
Red

Red

Green
83%

Green
83%

April

People

Green

20%

May
Red

20%
Red

Green
80%

Green
80%

The number of operational KPI’s which have been
reported as red in May has increased by two indicators
and overall, 58% of indicators are now reporting red.
The indicators which are reported as red are all being
monitored, and it is largely due to the impact of COVID
pandemic. It is anticipated that as the service recovery
plans are fully implemented, and referrals reach pre
COVID levels that several of the indicators will turn
green and there are supporting actions being
undertaken to accelerate this where possible.
83% of the quality indicators remain reporting as green,
a few indicators reporting as red are due to the impact
of the COVID pandemic. There are several indicators
which require an adjustment of target levels and this is
currently being picked up as part of a refresh of the IQPR
indicators.
Four of the five people indicators are reporting as red;
this is largely due to the impact of the COVID-19
pandemic. All indicators are being monitored closely and
it is expected that compliance with PDRs will increase to
green over the next few months.
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Key:
Single Oversight Framework
Care Quality Commission

SOF
CQC
C

Trust Strategy

S

Operations – Trust Position
Trust Performance

Locally Agreed
KPIs – Trust
Target.
Red: Less than
100%
Green: 100%

Bridgewater are in
the process of
returning to
business-as-usual
contract reporting
to commissioners.
Following
agreement of
2021/22 service
specific Key
Performance
Indicators, the
trust will be able
to resume KPI
achievement
reporting.

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

No data recorded

No action required
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Trust Performance

Warrington
Dermatology
Cancer 2 week
referrals (urgent
GP)
Red: <93%
Green: =>93%

Warrington
Dermatology
Cancer 31 day 2nd
treatment
comprising
surgery.
Red: <94%
Green: =>94%

Warrington
Dermatology
Cancer 31 day
wait from
diagnosis to 1st
treatment.
Red: <96%
Green: =>96%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

Activity around the cancer 2week referrals continue to be
delivered and is reported at
above target.

No further action currently
required. The service is
monitoring this closely.

Bridgewater has consistently
performed at 100%
compliance since April 2020.

This indicator has returned to
the target range.

No further action currently
required.

This indicator is being closely
monitored at a service and
borough level.
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

Warrington
Dermatology
Cancer 62 day for
1st Treatment
(urgent GP
Referral)
Red: <85%
Green: =>85%

The deterioration in
compliance has decreased
from April and is currently
below the 85% target in May.
The compliance rate is now
83.33%

This is being monitored by the
service. There are some patients
via choice which have delayed
their treatment and there are
delays in receiving and
processing histology results. At a
service level plans have been
implemented to ensure histology
reports are processed as soon as
possible.

Referrals to plan
Target is 95%
Red: >5% of target
Green: within 5%
of target.

From April to May there has
been a slight increase in the
referral to plan.

No further action currently
required referrals are increasing
as anticipated.

Due to COVID-19, services
were put into business
continuity as per the NHS
England and NHS
Improvement Guidance
around prioritisation of
community services. As a
result of this, cancellations
saw a huge increase in the
early part of last year, spiking
at 29.14% during April-2020

This is due to the changes in
caseload and frequency of
appointment in the District
Nursing Service in Halton. No
other services identifying
outlying trends.

OF

CQC
C

"Cancellations by
Service – Trust
Target.
Red: Above 5%
Green: Below 5%
"
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

and improving until June.
During the last financial year
this figure has remained
relatively static and now sits in
its current position of 11.45%.

"Cancellations by
Patient – Trust
Target.
Red: Above 5%
Green: Below 5%
"

% of patients
waiting under 18
weeks RTT NonAdmitted
(Incomplete
pathway)
Red: <92%
Green: =>92%

OF

CQC
C

Cancellations by patient
spiked in March-20 of last year
at 7.35%, due to patients not
wanting to attend
appointments when the
COVID-19 pandemic was
announced. This has since
fallen, however there was an
increase in September to
4.10% but has since reduced
to levels of around 3.00%.
However, in April and May-21
there has been a significant
increase to its current position
of 5.33%
The RTT incomplete pathway
compliance deteriorated
between March 2020 (99.46%)
to 57.5% in March 2021. This
was due to some services
inability to deliver services
with the 18-week RTT as a
result of the COVID-19
pandemic. However, in May

In Warrington this relates to
podiatry, phlebotomy and district
nursing treatment rooms and in
Halton this relates to diagnostic
audiology and wheelchair
services. Cancellation data will
continue to be reviewed and
monitored.

Positive improvement in position.
As per last month – all actions
are still in place to address 18week RTT breaches.
Additional resource has been
brought in to support services
where possible. Activity and
waiting times are being
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

2021 there has been signs of
recovery as the current
Bridgewater position is 72.87%
compliance. Out of seven RTT
services, two are noncompliant. In May 2021, the
compliance rates are as
follows: Community
Paediatrics (Halton) 100%,
breaches were zero,
Diagnostic Audiology (Halton)
100% breaches were zero,
Dermatology Service
(Warrington) 54.82%,
breaches were 253, Paediatric
Community Medical Service
(Warrington) 79.02%,
breaches were 64, Audiology
Consultants (Warrington)
99.25%, breaches were 1,
Diagnostic Audiology (St
Helens) 100%, breaches were
zero, Diagnostic Audiology
(Knowsley) 100%, breaches
were zero. In May 2021
Bridgewater had a total of
1172 waiters on the RTT
incomplete pathway, of which
318 had waited over 18
weeks.

monitored at the Borough /
Directorate Finance, Workforce
and Performance meetings and
at the Performance Council and
the Recovery Cell. Plans are in
place to address the extended
wait times and to reduce these
back to within the RTTs.
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Trust Performance

Warrington OOH
standards –
compliant
Red: Noncompliant
Green: Fully
Compliant

Four Hour
Standard –
National Target
Red: Less than
95%
Green: 95% or
above
"

Total time in A&E
– National Target.
95% of patients
will have their
treatment
complete within 4
hours.
Red: Above 4
Hours
Green: Less than 4
hours
"

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

No data available

Recommend that this indicator is
removed from the IQPR as
service is no longer provided.
Waiting for approval at Board

CQC
C

OF

Widnes UTC has been
consistently achieving over
99% compliance over the last
fourteen months.

CQC
C

Total time in A&E has fallen
dramatically from March 2020
due to a reduction in
attendances to the UTC. This is
partially driven by a change in
process whereby patients are
given an allotted appointment
time to attend the UTC rather
than walk in. The ability to
walk in also remains. However
there has been, overall, a
month on month increase in
attendees from 1588 in April
2020 to 5122 in May 2021.

No further action currently
required.

No further action currently
required.
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Trust Performance

Time to Treatment
Decision –
National Target.
Red: Above 60
minutes.
Green: Less than
or equal to 60
minutes.
"

CQC
C

Unplanned reattendance rate –
National Target.
Red: Above 5%
Green: Equal to or
below 5%.

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

Time to treatment decision
has risen from 5 minutes in
April 2020 to a peak of 15
minutes in September, which
then significantly declined to
4:42 minutes in November.
There was then a second spike
in treatment decision times in
January, but this has now
fallen to its current position in
May 2021 of 04:14 minutes.

No further action currently
required.

Unplanned re-attendances
have remained at 0% in May
2021.

No further action currently
required.

Left without being seen rates
have fallen to 0.00% in May
2021

No further action currently
required.

CQC
C

Left without being
seen – National
Target.
Red: Above 5%
Green: Equal to or
below 5%.
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Trust Performance
OF
Warrington
Audiology Number of 6
weeks diagnostic
breaches.
Red: >0
Green: =0

OF
Data Quality
Maturity Index
(DQMI) MHSDS
quarterly score
Red: <95%
Green: =>95%

CQC
C

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

There was a dramatic increase
in the number of 6-week
breaches in Warrington
Audiology, peaking at 151
breaches in June. This is due to
the COVID response as
Audiology services were
mandated to reduce the
majority of patient activity.
The number of breaches has
significantly declined from its
peak in June but during the
winter second wave, the
number of breaches steadily
increased peaking again in
February to 103 breaches. The
current position in May has
now fallen to 47 breaches.

The service has staff working
additional hours and locum staff
in order to reduce the number of
breaches. Progress with waiting
times is being monitored at the
recovery cell and at Performance
Council.

Performance has been
consistently achieving over the
threshold of 95% compliance.
However there has been a
statistically significant fall in
compliance to 94.97%. Noncompliance is driven solely by
ethnicity data completed
items at 54.34%.

Discussions are taking place of
how clinicians will be supported
to enter ethnicity into patient
records. Config team to look at
whether a drop-down box can be
added to the templates. Work is
in progress.
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Trust Performance

Halton Maternity
Dashboard – Trust
Target
Red: 1 or more red
indicators.
Green: No red
indicators

Warrington
Activity Variance
Target: 3%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

One red indicators reported
for May. Midwife sickness
breaching the 4.9% red target
this month and is currently
10.95%.

This situation is being closely
monitored especially in light of
the transfer of the service to new
providers. Sickness / absence is
discussed on a daily basis on the
Ops and Nursing call and via the
Command and Control structure.

The Warrington activity
variance dropped sharply due
to the closure of services in
response to COVID 19. There
was a steady increase
between April and August
2020 as the activity variance
started move towards control
limits. However, from August
2020 to March 2021 this
improvement plateaued off.
This month, Warrington
activity variance now sits at 24.92% against target.

Activity is monitored at the
Borough Finance, Workforce and
Performance Committee and at
the Performance Council and
recovery cell. Variance in the
activity target will be closely
monitored by the Borough
management team.
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Trust Performance

Halton Activity
Variance
Target: 3%

St Helens Activity
Variance
Target: 3%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

The Halton activity variance
dropped sharply due to the
closure of services in response
to COVID 19, there was a
steady increase between April20 and August-20 as the
activity variance started move
towards control limits.
However, from August to
March this improvement
plateaued off. Halton activity
variance finishes the last
financial year at -21.74%
under target. This month,
Halton activity variance now
sits at -17.02% against target.

Activity is monitored at the
Borough Finance, Workforce and
Performance Committee and at
the Performance Council and
recovery cell. Variance in the
activity target will be closely
monitored by the Borough
management team.

N/A

Suggest that this indicator is
removed from the IQPR as the
majority of St Helens services
have transferred outside of the
Trust and dental is not calculated
as part of this activity.
Awaiting approval of removal at
Board.
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Key:
Single Oversight Framework
Care Quality Commission

SOF
CQC
C

Trust Strategy

S

Quality – Trust Position
Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

No Never Events during May
2021, this indicator remains
within control limits.

No further action is required.

The numbers of patient safety
incidents reported during May,
showed a small increase
compared to April 2021.

The Trust will continue to
promote a positive incident
reporting culture, through the
work of the weekly Patient Safety
meetings.

In May 2021, there was a
further decrease in the
number of incidents classed as
impact level 3-5. This was in
line with the slight decrease in
reporting of patient safety
incidents, during April 2021.

Harm levels for incidents are
regularly challenged as part of
the management of patient
safety incidents, to ensure that
they reflect the actual harm
caused by the Trust.

OF
Number of Never
Events
Red: >0
Green: =0

S

CQC
C

Number of patient
safety incidents
reported.
Target: 170 - 312

CQC
C
S

CQC
C

% of incidents
High impact Level
3-5
Target: 12.8%

S
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

There was a decrease in the
numbers of incidents classed
as impact level 1-2 during May
2021, however this remains
within control limits.

The harm arising from incidents is
monitored at the weekly Patient
Safety & Serious Incident Review
Panel meetings and may be
challenged to ensure consistency.
The Trust is continuing to
encourage staff to report more
incidents.

1 new SI was reported in May
2021, which related to
Category 3 pressure ulcer.

The investigation and
management of serious incidents
is overseen by the weekly Patient
Safety & Serious Incident Review
Panel meetings.

During May 2021, the new SI’s
was entered onto the StEIS
portal within 48 hours of being
identified as an SI.

The Trust’s performance is
positive and has shown very little
variation for some time. This is a
result of robust processes for the
management of Serious Incidents.

CQC
C

% Of Incidents
Low impact Level
1-2
Target 68.97%

S

S

Number of Serious
Incidents
Reported
Target: 9

Number of Serious
Incidents
Reported Compliance with
reporting time
frames for StEIS
within 48 hours
Target: 100%

CQC
C

CQC
C
S
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Trust Performance

RCA investigations
compliance
submitted within
60 day time frame
Red: <97.5%
Green: >97.5%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

During May 2021, all
investigation reports were
submitted within the agreed
timeframe.

Compliance with submission
target dates is monitored weekly
at the Serious Incident Review
Panel (SIRP), where the Trust’s
Serious Incident Tracker is
reviewed. If the Trust cannot
complete a satisfactory
investigation in the 60 day time
scale, it is possible to request
extensions of submission dates
from the CCG.

This indicator remained 100%
compliant during May 2021.

The Serious Incident Review
Panel (SIRP) reviews Duty of
Candour compliance every week,
to identify possible non
compliances and support
corrective action(s). The data
used for this indicator is based on
the compliancy status of incidents
on the 3rd day of each month.

This indicator remains fully
compliant.

Further work is required to
ensure that the indicators used
regarding CAS alerts adequately
reflect the compliance with the
key elements of the process
during each month.

CQC
C

CQC
C

DOC (Duty of
Candour) - 10-day
compliance
Red: <100%
Green: =100%

S

CQC
C

CAS Alert
Compliance
Red: <100%
Green: =100%

OF
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

Small decrease in the number
of incidents reported however
remains within target range.

The Medication Safety Officer will
continue to encourage and
support staff to report more
incidents.

Small decrease in the number
of medication errors which
caused harm.

This is monitored via the
Medication Safety Officer and
learning is shared with staff via
Newsletters, presentations, and
meetings.

There was an increase in
incident reporting this month.
Staff are being encouraged to
report incidents and further
work is being undertaken
around compliance with
policies and procedures.

Incident reporting will continue
to be monitored by the Trust

CQC
C

Total Number of
Medication Errors
Target: 62

S

CQC
C
S

Medication Errors
That Caused Harm
Target: 12

CQC
C

Medical Device
Incidence
Target: 14

S
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

There is a decrease in
compliance with Information
Governance training
compliance and it does not
meet the 95% target.

On risk register and monitored
through DIGIT. Staff and
Managers are responsible for
ensuring mandatory training is up
to date. IG Team are sending
targeted emails to Clinical
Managers. Action plan has been
submitted to NHS Digital

Compliance target achieved

No further action currently
required.

Compliance target achieved

No further action currently
required.

CQC
C

Information
Governance
Red: <95%
Green: =>95%

CQC
C

Safeguarding
Children’s Level 1
Red: <95%
Green: =>95%

Safeguarding
Children’s Level 2
Red: <90%
Green: =>90%

S

S

CQC
C
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Trust Performance

Safeguarding
Children’s Level 3
Red: <90%
Green: =>90%

CQC
C
S

Trend

What are the reasons for the
variation?

Following completion of
data quality work by the
head of safeguarding
further increases in training
compliance are dependent
on staff members who are
not already compliant
accessing training dates.

How are we going to improve the
position (short & long term)?

There is a regular programme
of safeguarding children level
3 training with each borough
team delivering at least one
session per month. Dates are
advertised via the HUB.
To continue to improve the
position, Borough Directors,
Clinical Managers and Team
Leaders to review their teams
training compliance and
manage compliance in line
with the Trust’s Mandatory
Training Policy.

CQC
C

Safeguarding
Adults Level 1
Red: <90%
Green: =>90%

Compliance target achieved
S

No further action currently
required.
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

CQC
C

Compliance target achieved

Safeguarding
Adults Level 2
Red: <90%
Green: =>90%

No further action currently
required.

S

CQC
C
S

Safeguarding
Adults Level 3
Red: <90%
Green: =>90%

Training is being offered by a
blended approach, part face to
face via ‘Microsoft Teams’ and
part e-learning. There have
been twice monthly ‘Teams’
sessions for staff to access,
however the uptake of this is
disappointing an average of 56 attendees per session for 30
places.
A reduction in compliance in
Month 12 was anticipated
within our Training Recovery
Plan, following a review of the
safeguarding training
competencies recorded in the
ESR to ensure alignment with
the Trust’s Safeguarding TNAwhich has resulted in an

A monthly training programme
will continue with no cap on
number of attendees.
The Safeguarding Adult Lead has
prepared a guide for staff to
assist them in accessing this
training.
In June 2021 all staff who were
showing as requiring this training
(M12 data) were contacted by
email to remind them they
needed to book on.
The support of the Borough
Directors, Clinical Managers and
Team Leaders in releasing staff is
essential to improving
compliance, the expectation is
that there will be a steady

34
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Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

increased cohort of staff being
identified as requiring this
training, such as Health
Visitors and Midwives.
Month 1 and 2 have
demonstrated a slight
improvement.
With other demands on the
Safeguarding Specialist Nurses,
providing twice monthly
sessions is not sustainable,
particularly due to the low
number of attendees. Sessions
were reduced to monthly from
June. However, there is no cap
on attendance and 16 staff
booked onto the June session

increase in compliance over the
forthcoming quarters.

CQC
C

Total Number of
risks
Red: >843
Green: <843

There was a very minor
reduction in the total number
of risks, recorded for May
2021.

The monthly Risk Management
Council meetings provide
assurance to the Trust that risks
are being identified and managed
appropriately in the organisation.
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Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

The numbers of “high” risks
remains within limits. The
numbers of these risks are an
indication of improved risk
management processes.

Risks continue to be monitored
and challenged at the monthly
Risk Management Council
meetings. Where necessary risks
may be escalated to the relevant
subcommittee(s) of the Trust
Board.

CQC
C

Total Number of
risks identified as
High.
Red: >148
Green: <148

CQC
C

Percentage of risks
identified as High.
No target

Total Number of
risks identified as
High 12.
Red: >74
Green: <74

CQC
C

There was an increase in the %
of risks identified as “high”;
this is a result of the risk
review processes, which
resulted in higher scoring risks,
being down re scored as
“High” risks.

There has been a gradual
reduction in the number of
risks identified as “high 12”;
this is a result of the risk
review processes, which
ensure that the grading of the
risk is appropriate. This is
reflected in the number of
risks recorded as “high” risks.

Risks will continue to be
monitored at the Risk
Management Council and where
necessary escalated to the
Quality and Safety Committee.

Risks will continue to be
monitored at the Risk
Management Council. The Board
sub committees also monitor
risks, depending on their
relevance to the remit of the
committee(s).
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Trend

What are the reasons for the
variation?

CQC
C

Percentage of risks
identified as High
12.
Target: 15.17%

Total Number of
risks identified as
Extreme.
Red: >30
Green: =<30

There has been minimal
variation in the % of high 12
risks; however, this remains
within control limits.

Continue to monitor at Risk
Management Council, ensuring
that the relevant board
subcommittee(s) are sighted on
increases in the number(s) and
natures of risks.

CQC
C

There was a small reduction in
the number of risks graded as
Extreme. However, the
numbers of extreme risks
remain within control limits.

The challenge to risk grading at
the Risk Management Council will
ensure that grading of risks
remains realistic.

The increase in the percentage
of risks identified as “extreme”
is line with the increase in the
number of risks that were
identified as “extreme”.

The reduced numbers of risks at
this level are an indicator of
improved risk management
processes and the level of risk
oversight provided by the Risk
Management Council.

CQC
C

Percentage of risks
identified as
Extreme.
Target: 13%

How are we going to improve the
position (short & long term)?
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Total Number of
falls
No target

Total Number of
falls identified as
Catastrophic.
Red: >0
Green: =0

Falls per 1,000 bed
days - bed based.
Red: >8
Green: =<8

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

In May 2021, there was an
increase in the number of falls
reported. The number of falls
was within the control limits.

The risk of patient falls will be
monitored to ensure that all
preventative measures are in
place.

No falls which caused
catastrophic outcomes were
reported in May 2021.

All falls are monitored as part of
patient safety management
processes, to ensure that learning
is identified and implemented to
minimise future risk.

The number of falls per 1,000
bed days increased during May
2021 and remained above the
lower control limits. This
increase correlates with the
overall increase in the
numbers of falls.

Falls are reviewed as incidents
and the reasons for the individual
fall are discussed at the weekly
patient safety meeting.
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Percentage of
overall falls that
are bed based.
Target: 88.28%

Total Number of
Community Falls
Target: 11

Percentage of
overall falls that
are community
falls.
Target: 55.01%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

There was an increase in the
percentage of overall falls that
were bed based in May 2021.
This relates to the numbers of
falls reported from Padgate
House.

Falls will continue to be
monitored as a key safety
indicator, to ensure that all
possible action is taken to
prevent incidents.

There was an increase in the
numbers of “Community” falls
during May 2021, the total
remains within range and is
below the mean value.

These incidents will continue to
be monitored and reviewed via
the weekly Patient Safety Groups.

The decrease in the
percentage of falls classed as
“Community” falls was not
significant and indicates that
the total for May 2021,
remained within target range.

All falls will continue to be
monitored, by the weekly Patient
Safety Panel meetings.
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Total Number of
Category 2
Pressure Ulcers
acquired in
Bridgewater.
Target: 44

Total Number of
Category 3
Pressure Ulcers
acquired in
Bridgewater.
Target: 3

Total Number of
Category 4
Pressure Ulcers
acquired in
Bridgewater.
Target: 2

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

In May 2021, the number of
Category 2 pressure ulcers
remained within the target
range.

The numbers and trends of
reported pressure ulcers are
monitored via the weekly patient
safety meetings. The Trust also
has a Pressure Improvement Plan
that is monitored as part of the
Harm Free Care Group and
reported to the CCG.

There were 0 category 3
pressure ulcers reported in
May 2021.

These incidents will continue to
be monitored via the weekly
patient safety meetings.

There was 1 category 4
pressure ulcer reported during
May 2021.

These incidents will continue to
be monitored by weekly Patient
Safety meetings. Delivery of the
actions from the Trust’s Pressure
Ulcer Improvement Plan, will be
monitored by the Harm Free Care
(Pressure Ulcers) Group and
reported to the CCG & NHSE/I.

CQC
C

CQC
C

CQC
C
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Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

There was a decrease in the
reporting of unstageable
pressure ulcers in May 2021,
which was not statistically
significant.

These incidents will continue to
be monitored weekly at the
Patient Safety Panels.

No outbreaks reported

No further action currently
required.

No outbreaks reported

No further action currently
required

CQC
C

Total Number of
Unstageable
Pressure Ulcers
acquired in
Bridgewater.
Target: 3

S

MRSA - Total
Number of
outbreaks
(Community)
Red: >0
Green: =0

S

C.Diff - Total
Number of
outbreaks
(Community)
Red: >0
Green: =0
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Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

No outbreaks reported

No further action currently
required

S

Bacteraemia Total Number of
outbreaks
Red: >0
Green: =0

CQC
C

% of patients free
from harm (Safety
Thermometer)
Red: <95%
Green: =>95%

S

No data

CQC
C

VTE - Bed Based % of patients risk
assessed.
Red: <100%
Green: =100%

S

100% of patients risk assessed

No action required
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OF

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

CQC
C

Friends and Family
Test
Red: <95%
Green: =>95%

No data

OF
Number of
Complaints
Target: 14

Trend

S

CQC
C

Five complaints were received
but there are specific trends
identified. The actual number
of complaints is less than the
target but outside of the
statistical range and is
therefore reporting as red. The
target number reported
included Health and Justice
complaints and now that this
service is no longer provided
the indicator requires further
review and a reduced number
of complaints as the target.

Target to be adjusted to reflect
the services provided.
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Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

CQC
C

Patient Experience
- Overall
Satisfaction
Red: <95%
Green: =>95%

No data

CQC
C

Patient Experience
- Dignity and
Respect
Red: <95%
Green: =>95%

No data

CQC
C

Patient Experience
- Information /
Communication
Red: <95%
Green: =>95%

No data

44

Trust Performance

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

CQC
C

Patient Experience
- Access/Waiting
Time
Red: <95%
Green: =>95%

No data

S

FFT (Staff)
Red: <95%
Green: =>95%

CQUIN - % of
patients screened
for both alcohol
and tobacco use.
Red: <80%
Green: =>80%

CQC
C

No data

No data
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CQUIN - % of
identified smokers
given brief advice.
Red: <90%
Green: =>90%

CQUIN - % of
patients identified
as drinking above
low risk levels,
given brief advice.
Red: <90%
Green: =>90%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

No data

No data
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Key:
Single Oversight Framework
Care Quality Commission

SOF
CQC
C

Trust Strategy

S

People – Trust Position
Trust Performance

% Headcount of
new starters
attending
induction
programme
Red: <100%
Green: =100%

Staff turnover
(rolling)
Red: >8%
Green: =<8%

Trend

What are the reasons for the
variation?

Corporate Induction
compliance increased very
slightly from 91.35% in month
1 to 91.97% in month 2
against a target of 100%. Work
continues to ensure all staff
including bank staff are
compliant. A cleanse of the
data has impacted this month,
along with the introduction of
a 12 month reporting period.

Rolling Turnover has increased
slightly from 10.50% to
10.98%. Rates have showed
positive trends from August
2020 to March 2021, then
slightly increased from April
2021. The rates are above the
Trust Target of 8%.

How are we going to improve the
position (short & long term)?
With effect from April, all staff
now commence their
employment with BW at
Corporate Induction unless they
are part-time when an Induction
Pack will be sent with the return
of a signed statement of
completion recorded on ESR to
indicate compliance. The data
cleanse carried out should result
in an improved position going
forwards.
MIAA audit of Corporate
Induction received Substantial
Assurance. All actions have been
completed.
We have identified areas where
staff turnover is high, and plans
are in place to support retention.
Work is ongoing via the
Workforce Pod to support
services with workforce planning
and identify potential options to
reduce turnover. This will be
monitored to see if this increases
as services return to delivering
routine activity. There are an
increasing number of job
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Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?
opportunities and different
approaches to recruiting / filling
vacancies.

% Overall
Organisation
Sickness rate
(rolling)
Red: >4.80%
Green: =<4.80%

Sickness has increased from
5.27% in April to 5.32% (May).
Over the past 5 months the
Trust’s sickness absence %
rate has been showing positive
trends and has slightly
decreased month on month.
Stress, Anxiety and Depression
remain the top reason(s) for
absence.

Clinical and Corporate Managers
continue to have dedicated HR
resource aligned to them to
support them in managing and
handling sickness absence. We
are continuing our work with our
new Occupational Health
Provider to provide ongoing and
proactive health and wellbeing
support to staff. Top reasons for
absence are continuously
monitored and reviewed,
enabling us to focus on initiatives
to support those absences. Stress
Risk Assessments, Resilience
Training, REACT Training and
Leadership Circles sessions are
being carried out across the
Trust.
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Sickness absence
rate (Actual)
Red: >4.80%
Green: =<4.80%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

Sickness has increased from
5.54% in April to 6.21% in
May. In February 2021
Sickness Absence was at the
lowest rate of 4.88% against
the Trust’s target of 4.80%.
However, the rate has
increased month on month.
Stress, Anxiety and Depression
remain the top reason(s) for
absence.

Clinical and Corporate Managers
continue to have dedicated HR
resource aligned to them to
support them in managing and
handling sickness absence. We
are continuing our work with our
new Occupational Health
Provider to provide ongoing and
proactive health and wellbeing
support to staff. Top reasons for
absence are continuously
monitored and reviewed,
enabling us to focus on initiatives
to support those absences. Stress
Risk Assessments, Resilience
Training, REACT Training and
Leadership Circles sessions are
being carried out across the
Trust.
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% of staff with a
current PDR
Red: <90%
Green: =90%

Trend

What are the reasons for the
variation?

How are we going to improve the
position (short & long term)?

PDR compliance rates
decreased from 25.77 % in
Month 1 to 25.57 % in Month
2 against a target of 85%.

The requirement to complete
PDR’s was reinstated at May’s
People Committee with a target
to achieve compliance by end of
Qtr.2.
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Finance – Trust Position
Finance and Use of Resources Metrics
The financial sustainability risk rating will be calculated using the following financial
metrics:
 scoring 1 (best) to 4 against each metric
 averaging scores across all the metrics to derive a use of resources score.
Scores of 4 or 3 in the financial and use of resources theme will identify a potential
support need under this theme, as will scoring a 4 (i.e., significant
underperformance) against any of the individual metrics. Providers in financial
special measures will score a 4 on this theme.

Target

3

2

1

Risk
Rating

4

Key
Description

Regulatory Activity

4

Special measures

3

Providers receiving mandated
support for significant concerns
Providers offered targeted
support
Providers with maximum
autonomy

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

2
1

potential support needed in one or more of the five themes, but not in breach of
licence (or equivalent for NHS trusts) and/or formal action is not needed
no potential support needs identified across our five themes – lowest level of
oversight and expectation that provider will support providers in other segments
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NHSI Compliance/NHSI Risk Assessment Framework
NHSI expects NHS foundation trusts to establish and effectively implement systems and processes to ensure that they can meet national standards
for access to health care services. NHSI incorporates performance against a number of these standards in their assessment of the overall
governance of Bridgewater as a Foundation Trust.

NHSI assess Bridgewater’s ability to meet certain requirements across the five themes of the Single Oversight Framework (SOF) using key national
access standards, including those in the NHS Constitution and the metrics listed on the SOF. The Single Oversight Framework covers objectives for
acute services, mental health, community and ambulance activities.
Bridgewater submits data on a monthly and quarterly basis against the SOF objectives; the information is collected and contained within the
Integrated Performance Report on a monthly basis to ensure internal assurance and mitigation if required.
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Month 2 Position

Summary Performance Month 1 2021-22

Month 2 Month 2 Month 2
YTD
YTD Plan
Plan
Actual Variance
Actual
(£M)

(£M)

(£M)

(£M)

(8.58)

(9.17)

0.59

(17.16)

(17.47)

0.32

(51.47)

(52.73)

Expenditure - Pay

5.65

5.62

0.02

11.29

10.93

0.36

33.87

34.22

Expenditure - Agency

0.49

0.53

(0.04)

0.99

0.99

(0.00)

2.96

3.36

Expenditure - Non Pay

2.47

2.59

(0.12)

4.93

5.43

(0.50)

14.79

14.99

EBITDA

0.02

(0.42)

0.45

0.05

(0.12)

0.17

0.15

(0.17)

Financing

0.03

0.01

0.02

0.06

0.02

0.04

0.17

0.17

Normalised (Surplus)/Deficit

0.05

(0.41)

0.47

0.11

(0.10)

0.21

0.32

0.00

Exceptional Costs
Net (Surplus)/Deficit after Exceptional Items

0.00
0.05

0.00
(0.41)

0.00
0.47

0.00
0.11

0.00
(0.10)

0.00
0.21

0.00
0.32

(0.06)
(0.06)

Other Adjustments

(0.05)

0.00

(0.05)

(0.11)

0.00

(0.11)

(0.32)

0.00

Adjusted Net (Surplus)/Deficit

(0.00)

(0.41)

0.41

(0.00)

(0.10)

0.10

(0.00)

0.00

CIP

0.10

0.20

0.10

0.20

0.20

0.00

0.75

0.75

Capital

0.11

0.09

0.02

0.22

0.10

0.13

1.90

1.90

Cash

4.52

16.09

11.58

4.52

16.09

11.58

12.00

12.00

Use of Resources Metric

N/A

N/A

N/A

N/A

N/A

N/A

Income (see analysis below)

- Favourable Variance

(£M)

(£M)

(£M)

Forecast
YTD
Half Year
Outturn
Variance
Plan
M6
(£M)

Adverse Variance
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Key Headlines
Run Rates to Month 2 2021/22

Cumulative Performance against NHSE/I Plan – Breakeven to Month 6
 Surplus for the month of £0.40m against a planned breakeven position.
 Planning CIP of 0.28% (£0.14m) and system cost reduction of 1.25% (£0.61m) required totalling £0.75m for H1, achievement of £0.2m
reported.
 FRF suspended until further notice.
 Income is £17.47m year to date - £0.32m above the plan.
 Expenditure is £17.35m year to date - £0.14m adverse to plan.
 Pay underspent by £0.36m against a plan of £11.29m.
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Agency spend of £0.99m against a plan of £0.99m.
Non pay expenditure is overspent by £0.50m against a plan at £4.93m.
Capital charges are £0.04m below plan
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APPENDIX 3
Trust IQPR Indicator Overview
Indicator
Operations
Diagnostic waiting times – 6 weeks

Four-hour A&E Target

Cancellation by Service

Cancellation by patient

Detail
All diagnostic tests need to be carried out within 6 weeks of the
request for the test being made. The national target is 99% or over
within 6 weeks.
All patients who attend a Walk in Centre or Urgent Care Centre
(A&E Type 4) should wait no more 4 hours from arrival to
treatment/transfer/discharge. The national target is 95%.
The Trust aspires to ensure that no patient will have their
appointment cancelled. In exceptional circumstances, however the
service may need to cancel patient appointments. In these
instances, patients/carers will be contacted and offered an
alternative appointment at their convenience acknowledging the
maximum access times target.
A patient cancellation or rescheduling request occurs when the
patient contacts the service to cancel their appointment. Short
notice cancellations i.e.: within 3 hours of appointment time should
also be recorded as cancellation.
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Committee Chair’s Report

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

Quality and Safety Committee
17th June 2021
Gail Briers
Gail Briers, Non‐Executive Director and
Committee Chair
Lynne Carter, Chief Nurse/Deputy Chief
Executive
Ted Adams, Acting Medical Director
Sarah Quinn, Chief Operating Officer
Sally Yeoman, Non‐Executive Director
Abdul Siddique, Non‐Executive Director
Sharan Arkwright, Deputy Chief Nurse
Kristine Brayford West, Director of
Safeguarding Services
Jan McCartney, Trust Secretary Mark
Charman, Assistant Director of
Transformation Jane Kinsella, Clinical
Manager for Specialist Children’s Services,
Halton (for item 28/21iii only) Joy Barton,
Clinical Manager, Community Equipment
Stores (for item 27/21 only)
Angela Smith, Community Equipment Stores
(for item 27/21 only)

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

Board of Directors
12th August 2021
Board of Directors
Yes
Aruna Hodgson, Medical Director
Jeanette Hogan, Deputy Chief Nurse
Susan Burton, Director of Nursing, Warrington
Diane McCormick, Public Governor observer

Minute Taker: Lynda Richardson, Board and
Committee Administrator
Observers
Christine Stankus Governor

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

Key Agenda Items:
BAF Review

Risk Register Summery Report

BAF
2, 3,
6, 9

2,3,6

RAG

Key Points/Assurance Given

Action/decision

It was agreed that the framework reflected the deep dive
undertaken from the last Committee meeting concerning
BAF2, 3 and 6, with further updates made following the May
2021 Board meeting. BAF 9 was now subsumed within the
remainder of the framework as business as usual.

The Committee agreed that it would be
pertinent to include the framework on
future agendas at the end of the meeting.

Summary report presented that reflects discussions and
actions arising from the Risk Management Council meeting
held on the 26th May 2021:

The Committee assured that the risks
scoring 12+ in relation to Quality & Safety
are being managed effectively.







IQPR

2,3,6

The number of risks scoring 12 or above at that time
were 32.
Risk 1138 related to community paediatrics had seen
some progress, with a presentation taking place at
the QIA panel on 16 June 2021.
The assurance levels against risks at the last meeting
was noted and there had been 10 areas of significant
assurance and two with limited assurance.
It was noted that the report was a positive report and
demonstrated that concerns recorded on the risk
register were regularly reviewed e.g. paediatrics and
dermatology waits and that there were active
management plans in place.

The IQPR was reviewed and noted that a number of
indicators were continuing to positively progress:




It was acknowledged that the Trust was continuing on
an improvement journey with the IQPR with the
October 2021 timeline.
Discussion took place on dermatology waiting times
with the committee being assured that there were
management plans in place.

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 welcomed the work being
undertaken on the development of the
IQPR.

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

Key Agenda Items:

BAF

RAG

Key Points/Assurance Given


Exception report from Quality Council

Deep Dive ‐Community Equipment
Stores

2,3

2,3

Joy Barton and Angela Smith from the Community Equipment
Store were in attendance to provide a deep dive presentation
to the Committee. Highlights included:





2,3

A working group has been established to develop and
refresh the quality indicators that would add value to
the services and Trust Board.

Summary report following the Quality Council meeting from
the 24thMay 2021 of highlighted items of note from the
agenda and no items for escalation to the Q&S committee
identified.






Update report – Paediatric Exodontia

Action/decision

Progress with their improvement plan.
The referral process & service delivery.
Demand and capacity issues during the pandemic.
Redeployment of staff into the department during
the pandemic.
Staff health and well‐being.
Five risks on the risk register ranging from scores 5‐9.
One risk scored 15 related to ‘same day delivery’ has
now been reduced to a 12.

The report detailed the clinical status and risks for children
waiting for GA treatment at Bridgewater. The report
requested an option appraisal for discussion by the
committee.




Option 1 maintain the status quo and that GDPs
would have primary responsibility for the ongoing
care of children.
Option 2 face to face reviews with community dental
services

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 received the report for
assurance and agreed with the proposed
business cycle for the Quality Council.

The Committee welcomed the presentation
and recognised the challenges for the
service and the stress experienced by the
staff due to the ongoing pressures.
The Committee acknowledged the
improvement plan and the improvements
made so far and the ongoing work.
The Committee agreed that it would
highlight the issues of staff stress and low
morale with the People Committee for its
information and oversight.
The Committee commented that the report
provided assurance that there were no
high‐risk patients on the waiting lists.
The Committee expressed that it was not
the role of the Committee to approve the
options, but that it would support option
one

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

Key Agenda Items:

Paediatric OT Service Update

BAF

2,3

RAG

Key Points/Assurance Given

Action/decision

Paediatric OT service had experienced service challenges over
a period of time exacerbated by the pandemic. The update
included:

Future updates would be via the Quality
Council Report.







Healthwatch Satisfaction Survey for
Halton Children’s Specialist Services

2

The service was utilising clinical prioritisation, risk
stratification and longest waiting times to guide the
allocation of appointments.
Service delivery was monitored and reviewed across
several forum, Operations and Nursing, Quality, Risk
Management and Performance Councils and the QIA
panel.
Interventions were positively impacting on the
service and there were now several new staff to
commence in post from the present time until
September 2021.

The report was an update on the most recent Healthwatch
satisfaction survey. This followed the original Healthwatch
Survey undertaken in 2018.
The recommendations from the Woodview action plan had
been successfully implemented over 18 months but there had
been delays due to the pandemic. The report detailed some
of the feedback and views on the recent changes from
parents.

Healthwatch Halton – Maternity
Matters Report

2

The report was for information only with the
recommendations included for the Committee to note. The
Trust is only a part of woman’s midwifery experience
alongside other partners such as Acute Trusts, and therefore

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 welcomed the report and
the excellent work and improvements that
had been made, recognising that a
considerable amount of work had been
progressed during the pandemic.

The report was provided for information
only.

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

Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

the recommendations were not all specific to Bridgewater’s
maternity service.
Ockenden Maternity Review

2

This report had already been received at the January 2021
Trust Board meeting. The report highlighted updates from the
LMS meeting on the 10th June 2021.
Ockenden evidence is to be uploaded to the portal by the 30th
June 2021. The Trust will await feedback from the evidence
review from the national team.

Learning from Deaths Annual Report

2

The report sets out that the Trust has reviewed the Learning
from Deaths policy to take into account the National Quality
Board’s “Guidance on Learning from Deaths” (published in
March 2017) and the Guidance for NHS Trust on working with
bereaved families and carers (published July 2018).

Committee agreed that this should be
recorded as an action on the action log, but
that the timescale would be open ended
until further information was known.

The Committee noted the paper for
information.

The report highlighted the process on how learning from
deaths data would be captured and shared across the
organisation.
Incident & Serious Incidents
Compliance Report Q4 20/21

Life QI Report

2

2

An overview of the Q4 incidents and serious incidents were
presented and views sought from the Committee re the new
format.

The report providing an overview and update on the
implementation of the Life QI system. The Trust had invested
in Life QI as the platform for monitoring and managing
programmes and projects.
The governance process was outlined of how projects will be
managed and supported using the Life QI platform.

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 felt that the report was
helpful with the summary of the lessons
learned included. The new format was also
accepted.

The Committee requested a demonstration
of the Life QI platform at a future meeting.

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

Key Agenda Items:
Review of MIAA Audits

Committee Governance Items

BAF
2

1

Monitoring strategic deliverables and
the delivery of Trust Strategies

RAG

Key Points/Assurance Given

Action/decision

CAS Alerts: The audit had concluded that there could only be
“limited” assurance regarding the Trust’s arrangements for
managing CAS alerts. It has made recommendations to
strengthen the Trust’s processes all of which were now being
addressed as part of an improvement plan.
Quality Spot Check Follow Up: The audit was assigned with a
level of Moderate Assurance. The audit reported significant
progress since the previous Quality Spot Check Review in
2019/20 with a commitment to improvement at all levels in
the Trust. MIAA had been asked to undertake a further follow
up spot check to demonstrate that the evidence was in place
or if any further requirements needed to be fulfilled. The
Terms of Reference for this work have been agreed and are to
reference the impact and benefits to patients.
The report set out an approach to monitor quality and safety
strategies on a regular basis via the Committee’s work plan.
Assurance would be included within the Chair’s report to
Board to give assurance on active monitoring and delivery.
The Committee were asked to agree that each strategy would
be monitored via a regular update on delivery.

The Committee suggested that as there
were six meetings of the Committee per
year with five strategies related to Quality
and Safety; those strategies could be
included on each agenda as a standing
item.
The Trust Secretary would liaise with the
executive directors to agree the order in
which the strategies would be taken.
The Committee reviewed and approved the
work plan, subject to the inclusion of the
monitoring of strategies.

Review of the Meeting

1

The Committee agreed that this had been a good meeting
with the right level of discussion. The Committee agreed that
the Trust was becoming more confident in discussing

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

Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

challenges and making improvements.
Risks Escalated – No items for escalation to Board.
Items for escalating to other Committees ‐ People Committee: staff stress levels, resilience and morale and pressures for information as highlighted via the
presentation concerning the Community Equipment Store.

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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Trust is financially sustainable and contributes to system
sustainability.

Which CQC domains are
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Which BAF risks are
addressed in this report?
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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
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Bridgewater Board
Finance Report – June – Month 3
Nick Gallagher – Executive Director of Finance
29 July 2021
To brief the Board on:

2

 Financial position as at Month 3
Board

Audience

1.0

Executive Summary

1.1

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




Financial position as at Month 3
CIP plans and delivery
Capital and Cash.

2.0

Financial Position as at Month 3

2.1

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

Summary Performance Month 3 2021-22

Month 3 Month 3 Month 3
YTD
YTD Plan
Plan
Actual Variance
Actual
(£M)

(£M)

(£M)

(£M)

Income

(8.58)

(9.53)

0.95

(25.73)

(27.00)

1.27

(51.47)

(54.15)

Expenditure - Pay

5.65

5.58

0.07

16.94

16.51

0.43

33.87

33.12

Expenditure - Agency

0.49

0.44

0.05

1.48

1.43

0.05

2.96

2.96

Expenditure - Non Pay

2.47

3.29

(0.83)

7.40

8.73

(1.33)

14.79

17.25

EBITDA

0.02

(0.22)

0.24

0.07

(0.34)

0.41

0.15

(0.82)

Financing

0.03

0.02

0.01

0.08

0.04

0.05

0.17

0.07

Normalised (Surplus)/Deficit

0.05

(0.20)

0.25

0.16

(0.30)

0.46

0.32

(0.75)

Exceptional Costs
Net (Surplus)/Deficit after Exceptional Items
Other Adjustments

0.00
0.05
(0.05)

0.00
(0.20)
0.00

0.00
0.25
(0.05)

0.00
0.16
(0.16)

0.00
(0.30)
0.00

0.00
0.46
(0.16)

0.00
0.32
(0.32)

0.00
(0.75)
0.00

Adjusted Net (Surplus)/Deficit

(0.00)

(0.20)

0.20

(0.00)

(0.30)

0.30

(0.00)

(0.75)

CIP

0.10

0.10

0.00

0.20

0.31

0.10

0.75

0.75

Capital

0.67

0.08

0.59

0.89

0.18

0.71

1.90

1.90

Cash

4.52

17.37

12.85

4.52

17.37

12.85

12.00

12.00

Use of Resources Metric

N/A

N/A

N/A

N/A

N/A

N/A

- Favourable Variance

(£M)

(£M)

(£M)

Forecast
YTD
Half Year
Outturn
Variance
Plan
M6
(£M)

Adverse Variance

2.2

The Trust has now had confirmation of the months 1 to 6 (H1) organisational
planning figures from the HCP/ICS which are included in the table above. The
expectation is that organisations will deliver break even by month 6.

2.3

Financial performance in month 3 is compared to quarter 4 2020/21 performance in
the table below.

3

2.4

As at month 3, the Trust was reporting a surplus of £0.3m against a planned break
even position. This is largely as a result of the lack of availability of dental GA
sessions, costs for which had been included in the plan.

2.5

The slight increase in run rates reflected in June are due to the NHSEI requested
inclusion of the expected impact of the Elective Recovery Funding (ERF).

2.6

The extraordinary movements reflected in March figures in the graph are primarily
due to central NHSEI adjustments to reflect centrally purchased personal protection
equipment (PPE)

3.0

Cost Improvement Programme (CIP)

3.1

The planning guidance requires all organisations to plan for 0.28% CIP in H1.
Savings identified in 2020-21 are expected to meet this requirement. The Trust is
required to deliver additional system savings of 1.25% (£0.61m) to support the
system financial gap. The plan therefore includes a requirement to deliver £0.75m of
overall savings in months 1 – 6. The Trust is reporting an achievement of £0.31m to
month 3, in line with the plan, predominantly due to reduced travel, non-recurrent
vacancies and the unavailability of additional Dental GA sessions included in the
plan.

4.0 Financial Out turn and Risk Range

4.1

The NHSE/I guidance expects systems to deliver a cumulative breakeven position as
at month 6. NHSE/I organisational funding envelopes have been locally adjusted by
the STP/ICS and the Trust has produced operational plans based on this revised
funding. The Cheshire & Merseyside STP/ICS has identified a system funding gap
and all organisations have been set contribution targets to mitigate this gap. The
Trust plans are for a H1 (months 1 to 6) breakeven position and include this
contribution. At the point of writing this report, there remains some uncertainty around

4

the system income to be generated from the Elective Recovery Funding (ERF), but
based on current forecasts and plans, the system is planning a breakeven position.
5.0

Capital, Loans, Cash and Better Payment Practice Code

5.1

Total capital expenditure as at 30th June 2021 is £0.18m against the planned figure of
£0.89m. The underspend is due to delivery delays relating to equipment for IT
schemes. Capital spend is reviewed on a monthly basis by the Capital Committee
and performance and variances reported to the Finance and Performance
Committee.

5.2

In June there was a net cash inflow of £1.3m with a closing cash balance of
£17.37m.

5.3

Total debt as at 30th June is £16.50m excluding bad debt and credit note provisions,
of which £13.31m relates to invoiced debt. Overall debt has increased slightly from
May. Following the completion of the year end audit, focus will continue on further
reductions to all aged debt.

5.4

The table shows the percentage (number and value) of invoices paid within BPPC
terms. Additionally, a creditor review has commenced with the aim of improving
performance further.
Target to No of Value of
be paid Invoices Invoices
%
%
%

Apr-21
May-21
Jun-21
Year to date performance

95
95
95
95

95.7
91.8
92.4
93.5

76.3
87.2
87.0
83.2

5.5

NHSE/I will be focussing on BPPC performance relating to the value of non-NHS
invoices paid within terms in the coming months. The Trust has continued its focus
on improving approval and payment times.

6.0

Use of Resources Rating (UOR) - Finance

6.1

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

7.0

Recommendations

7.1

The Board is asked to:
 Note the contents of this report.

5

Committee Chair’s Report

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

Key Agenda Items:
Finance

Finance and Performance Committee

Report to:

Board of Directors

25th June 2021
Tina Wilkins
Present:
Tina Wilkins, Non-Executive Director and
Committee Chair
Linda Chivers, Non-Executive Director
Gail Briers, Non-Executive Director
Nick Gallagher, Director of Finance
In attendance:
Rachel Hurst, Deputy Director of Finance
Eugene Lavan, Deputy Director of
Strategy, Planning and Partnerships
Dave Smith, Assistant Director of IT
Gareth Pugh, Assistant Director of
Finance
Lesley Austin, Deputy Director of
Information and Clinical Performance
John Morris, Deputy Director of
Transformation/Estates
Observers:
Rita Chapman, Lead Governor
Peter Hollett, Public Governor, Halton

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

July 2021
Board of Directors
Yes

BAF
4

RAG Key Points/Assurance Given

Action/decision

Month 2 finance report received and provided
assurance. CIP currently achieved through largely non
recurrent means. Once H2 arrangements are confirmed
CIP requirements will be confirmed.
Financial planning paper received and noted. Within
context of information, plan prepared and submitted. H2

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

Committee assured by the work that the
Trust is carrying out.

Committee assured that forward
planning is in progress and will be
consolidated once H2 arrangements are

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

Performance

4,8

arrangements still not confirmed.

confirmed.

Grip and Control checklist received and noted.
Committee acknowledged that it is a standard template
and mitigations to be sought where specified action
cannot be taken.

Committee assured and noted
improvements.

IQPR report received together with Chair’s report from
Performance Council. Noted the movement in indicators
reporting as Red and Green. Warrington Dermatology 31
days and cancellations by patients noted. 7 indicators
reporting as red on quality. 4 people KPIs reporting as
red. Noted the focus on data driven performance
analysis facilitated through usage of Qlik.

Committee assured with information
received. Changes agreed - amended
KPIs - GPOOH standard - removed, St
Helen’s variance target removed, IG
standard increased to 95%
achievement. Report requested from
Performance Council on status of reds
and a comparison to pre covid to
determine whether red as a result of
covid or other issues.
Update on Qlik usage to be provided
through DIGIT and reported back to the
Committee.

Performance Council TOR received and approved.

Updated Performance Framework received and
discussed.

Information

8

Data Warehouse Information update report received and
provided which sets out the services where data is due
to be integrated.

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

Committee suggested small changes to
the Framework. Acknowledged work to
develop Framework and on a journey
over the next few months to further
develop it.
The Committee asked for clarification on
the priorities and timelines for these
services to be integrated into the
warehouse.

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

Workplan for the information team for the next nine
months noted.
Audit

Risk
BAF
Governance

Meeting Review

4

Audit report – received and noted.

4

Operational risk report received and noted – green.

4
7

Director of Finance to provide a report
to next Committee on the
recommendations from the ISA260.

No changes proposed to the BAF.

BAF 4 to be reviewed following receipt
of ISA26 action plan.

Committee received report on Committees monitoring
delivery of strategy

Following discussion, the Committee
requested that clarification was sought
and a revised report to be presented to
all Committees.

Feedback under the committee review was that the
balance between the finance and performance elements
has improved significantly. Papers are clear significantly
supporting assurance.

Risks Escalated – None

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

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

Key Agenda Items:
Finance

Finance and Performance Committee

Report to:

Board of Directors

29th July 2021
Tina Wilkins

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

26th August 2021
Board of Directors
Yes
Apologies from Lynne Carter, Chief Nurse and
Dave Smith, Assistant Director of IT

Tina Wilkins, Committee Chair
Linda Chivers, Non-Executive Director
Gail Briers, Non-Executive Director
Nick Gallagher, Director of Finance
Rachel Hurst, Deputy Director of Finance
Sarah Quinn, Chief Operating Officer
Gareth Pugh, Assistant Director of
Finance
Debbie Weir, Financial Controller
John Morris, Deputy Director of
Transformation/Estates
Jan McCartney, Trust Secretary
Paul Mendeika, Public Governor,
Warrington (observer)
BAF
4

RAG Key Points/Assurance Given

Action/decision

Month 3 finance report received and provided
assurance. Surplus noted and assurance provided
around the forecast outturn for H1 21/22. Non pay noted
as over plan – ERF spend linked to associated income.

Committee assured by the work that the
Trust is carrying out. H2 baselines will
involve a review of run rates to ensure
budgets aligned.

Committee were assured that a pro active review
process exists with regard to the capital programme
ensuring spend occurs.

Committee requested a more detailed
breakdown of 21/22 savings highlighting
recurrent/non recurrent split.

Committee noted that external review of BPPC was
taking place by the centre and the Committee were
assured that actions continued to take place to improve

Committee assured that forward
planning is in progress and will be
consolidated once H2 arrangements are

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 performance.

confirmed.

Financial planning paper received and noted. H2
arrangements still not confirmed. Once H2 arrangements
are confirmed CIP requirements will be confirmed.
Performance

4,8

IQPR report received together with Chair’s report from
Performance Council. There was an increase from 21 to
23 Red indicators and a reduction of 47 to 49 Green
indicators. Committee had a robust discussion regarding
areas of concern.

Committee assured through IQPR that
the COO had a good in depth
understanding of the issues and was
taking practical actions to resolve them.

The Chair’s report for Performance
Council would be tailored to the
Committee requirements to provide
assurance.
Updated Performance Framework received and
approved.

Digital

8

Committee approved the Framework.
Acknowledged work to develop
Framework and on a journey over the
next few months to further develop it.

New Business and Divestment Report

Committee supported the bid for
Lancashire urgent care and special care
dental services.

Digital Strategy - The Director of Finance informed the
Committee that delays in the production of the digital
strategy were as a consequence of the ongoing
demands. The Director of Finance proposed that the
Programme Director for Collaboration and Integration
would lead on the production and work in collaboration
with the Medical Director (CIO) and Finance Director.

The Committee recognised the current
pressures and supported the proposal.

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 asked for an update to
be shared via e governance and review
progress at the next meeting.

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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Estates

Audit

4

4

A comprehensive update was provided to the Committee
on the estates workplan that highlighted current and
future activities across the extensive portfolio. The
Committee noted the reliance between IPC and estates.

The Committee noted that the two key
areas were the development of the
green plan and the overall Estates
strategy.

Audit report – received and noted.

The Committee recognised that the
ISA260 performance improvement
opportunities would be monitored
through EMT and then reported to F&P
for assurance. The Committee
recognised that a significant number of
these had already been actioned and
were now in place.
The Committee asked the Audit
Committee Chair to monitor the Pervade
extension.

Risk

BAF

Governance
Meeting Review

4

8

7

Operational risk report received and noted – green.

The Committee requested that the
scope of the paper be updated to
ensure that the paper covers the risks
associated with this Committee.

BAF

Review the risk associated with the
decision to cease using Pervade and
procurement of alternative solution. If
this risk is over 12 add to BAF 8 as a
potential gap in control.

Committee received an updated report on monitoring
delivery of strategy

The Committee approved the paper.

Feedback under the committee review was that the
balance between the finance and performance elements
has improved significantly. Good levels of debate and
challenge.

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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Risks Escalated – None
Actions delegated to other Committees - The Committee asked the Audit Committee Chair to monitor the Pervade extension.

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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Name of
Audit Committee
Committee
8 June 2021, 24 June 2021 and 8 July 2021
Date of
Meeting:
Chair:
Linda Chivers
Members
present/
attendees:

Committee Members Present
Linda Chivers, Committee Chair
Gail Briers, Non‐Executive Director
Abdul Siddique, Non‐Executive
Director (24 June 2021 only)
Tina Wilkins, Non‐Executive Director
Sally Yeoman, Non‐Executive Director

Key Agenda Items:
Meetings held on 8 June and 24 June

Overview of the changes in operational
management structure

BAF
1

1

Officers In Attendance
Nick Gallagher, Director of Finance
Colin Scales, Accountable Officer (8 June, 24 June)
Rachel Hurst, Deputy Director of Finance
Sarah Quinn, Chief Operating Officer (8 July only)
Lynne Carter, Deputy Chief Executive and Chief Nurse
Debbie Weir, Financial Controller (8 June and 8 July)
Gareth Pugh, Assistant Director Finance (24 June)
Jan McCartney, Trust Secretary (8 July only)
Phillip Leong, Anti‐Fraud Specialist, MIAA (8 July)
Lisa Warner, Audit Engagement Manager, MIAA (8 June, 8
July)
Sandra Cudlip, MIAA Engagement Lead (8 July)
James Boyle, KPMG Director
Emma Morgan, KPMG Senior Manager (8 June)
Observers
Rita Chapman, Lead Governor

RAG

Report to:

Board of Directors

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

14 October 2021 next full Committee
meeting
Trust Board
Yes – all meetings
Apologies received from
Abdul Siddique (24 June)
Ted Adams, Medical Director (with consent of
Chair)
Sarah Quinn (8 and 24 June)
Jan McCartney (8 June and 24 June)
Debbie Weir (24 June)
Sandra Cudlipp, MIAA (8 June)
Emma Morgan, KPMG (24 June and 8 July)

Key Points/Assurance Given

Action/decision

These additional meetings were convened to consider the
draft Final Accounts, the External Audit reports and Opinions
and the draft Annual Report and Annual Governance
Statement prior to final sign off by the Trust Board

All matters were recommended to the Trust
Board for approval

The Committee received a report on the proposed changes to
the operational management structure, the rationale and the
current consultation.

The Committee will receive a further
update in October 2021 which will include
HR and Finance implications.

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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Well Review Action Plan ‐ Monitoring

Review of BAF and Corporate Risk
Register

1

1

The Committee received a paper outlining the working draft
of the Well Led Review Action Plan. It was noted that by the
October meeting the Action Plan would include details of the
desired outcomes from each action, further timelines for
delivery. It was noted that certain specific actions would feed
into Board Committees
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.

The Committee received assurance on the
Risk Management systems and processes
and recommend the Current Risk Score for
BAF 1 remains unchanged.

In relation to BAF 1 the Committee noted the need to update
the Head of Internal Audit Opinion to reflect that for 2020/21
The Committee took the view that until the Well Led Review
Action Plan was more fully detailed and delivering the
Current Risk Score of 4(C) x 2(L) of 8 should remain.
The committee received a report which outlines the risk
management arrangements in relation to the Corporate Risks
for the Trust.
Review of Registers of Interests

Review of Losses, Special Payments,
Waivers

1

1,4

The Committee noted that the Management of Conflicts of
Interest Policy had been approved by the Policy Group Chair
and had been launched at Team Brief week commencing 5
July.
The Committee considered updates to the Registers of
Interest in the period since April for the Register of Director’s
Interests, Register of Interests for staff and the Register of
gifts and Hospitality. These were accepted.

Assurance can be provided to the Trust
Board that the Registers of Interest are
being updated in line with the policy and
new entries published.

Proposed Bad Debt write offs totalling £7,184.57 were noted
and the committee were assured that the correct process had

Assurance received

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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been followed for the 8 Waivers which were documented.

Mersey Internal Audit Agency progress
report

1,2,
8

The Committee noted the final Internal Audit Plan for
2021/22 which had been approved by the Trust Board.
The Committee noted the findings for the two Reviews
outstanding from 20201/21. The Assurance rating on the Risk
Management Review was Substantial Assurance and the
rating for the Data Security and Protection Toolkit (DSPT)
Review was Substantial Assurance for the Self‐Assessment
component and Moderate Assurance for the sample of 13
assertions reviewed.

Assurance taken on Internal Audit Review
findings. The Trust Board are asked to note
the Assurance ratings on the Risk
Management and DSPT Reviews

All Key Performance Indicators are being met.
Mersey Internal Audit Anti‐Fraud
progress report

1,4

The Committee received a report giving an update on
pertinent Ant‐Fraud initiatives and work undertaken within
the Trust.

Assurance received

The Committee were advised that the Counter Fraud
Functional Standards return had been submitted within the
deadline.
All Key Performance Indicators are being met.
The Committee considered proposals for amendments to the
Anti‐Fraud, Bribery and Corruption Policy which were
approved. The Policy will be submitted to the Chair of the
Corporate Clinical Policy group for final approval. The
amendments will support compliance against the outstanding
points on the Counter Fraud Functional Standards elements 2
and 4.

External Audit update

1,4

KPMG confirmed that the Final Accounts had been submitted
to the deadline as set by NHSE/I.

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

Assurance received

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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It was noted that due to the additional work required during
the audit period, some nationally mandated, that there would
be an additional cost to the audit. The proposed increase will
be considered by the Director of Finance and agreed with the
Audit Chair under Chair’s action. This would then be shared
with the Council of Governors who are responsible for the
appointment of the External Auditors and agreement of their
fee.

Once agreed the increase in Audit Fee will
be shared with the Council of Governors.

Risks Escalated – none

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

Name of Committee/Group:
Date of Meeting:

People Committee
21 July 2021

Chair:

Abdul Siddique, Non‐Executive Director

Members present/attendees:

Members
Abdul Hafeez Siddique, Non‐Executive Director, (Chair)
Sally Yeoman, Non‐Executive Director
Linda Chivers, Non‐Executive Director
Tina Wilkins, Non‐Executive Director
Paula Woods, Director of People & Organisational
Development
Dr Ted Adams, Medical Director (joined late due to another
meeting)

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

Board of Directors
15 September 2021
Board of Directors
Yes
Lynne Carter, Deputy CEO/Chief Nurse,
Tania Strong, Interim Head of Human Resources,
Janette Grey, Partner Governor, observer

In attendance
Jo Waldron, Deputy Director of People
Chris Whittaker, Associate Director of Organisational
Development
Mike Baker, Assistant Director of Communications
Jeanette Hogan, Deputy Chief Nurse
Kathryn Sharkey, Workforce Information Manager
Ruth Besford, Equality and Inclusion Manager
Jan McCartney, Trust Secretary
Denise Bradley, Unison Bridgewater Branch Secretary &
Staff Side Chair (joined late due to technical issues)
Rita Chapman, Lead Governor, observer

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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Key Agenda Items:
BOARD ASSURANCE FRAMEWORK &
RISK REGISTER

BAF
5
and
6

RAG

Key Points/Assurance Given

Action/decision

The Committee reviewed the following areas of the BAF:

The Committee were assured on the
progress and governance around the
monitoring of the BAF.

BAF 5 – Staff Engagement & Morale:
 A review of BAF 5 was undertaken. It was highlighted that
risk 2908 had now reduced to 12 as a result of the
significant work undertaken to address the challenges in
the Community Paediatric service. Vacancies have been
recruited to and Staff are now in post, stress levels have
reduced and staff who were absent are back at work.
BAF 6 – Staffing Levels:
 It was noted for ‘detect controls’ that there was a Bronze
Command meeting as well as Silver and Gold. There is
also an Ops and Nursing meeting each morning to address
any immediate issues. In assurances, the Health Care
Support Worker vacancies had now been recruited to.
Staff have been successfully onboarded and are on a 12‐
month apprenticeship programme.

RISK REPORT UPDATES
 HR
 OD/EPD

5
and
6

The Risk Reports for HR and OD/EPD and Communications
were tabled for information and assurance purposes. The
detail and discussions relating to the risks as presented, is
addressed at the Risk Management Council.
Discussions took place in relation to the Safeguarding Training
risk. This had recently been reviewed in conjunction with the
Safeguarding Team.

The Committee were assured on the
progress and governance around the
management of risks through Risk Council.
Updates will be provided at future
meetings. No further action required.

Discussions took place in relation to the re‐start of face to
face training. The Associate Director of OD assured that there
had been lots of changes to the way training has been
delivered since the pandemic and lots of training can
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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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

successfully be delivered virtually, without compromising on
quality. Gold Command recently considered this and agreed
that virtual training should continue where possible.
Consideration is underway to assess where there is
potentially a reduction in quality of training when delivered
virtually and balancing that with the COVID risk – for example
Manual Handling training.
IQPR – PEOPLE INDICATORS

DIRECTOR’S UPDATE REPORT

5
and
6

The Committee had agreed that the IQPR People Indicators
would be reviewed each meeting from here on in. The
Director of People & OD confirmed the data was month 1 and
month 2 data would go to the F&P Committee the next day.
She therefore had a discussion with the Chair of the F&P
Committee, Tina Wilkins, to consider reporting regimes and
the latest data sets. It was agreed that the latest indicators
would be tabled with a covering report that enabled the
People Indicators to be updated on as per the latest position
at the time the reports for People Committee are submitted.
It was noted that the RAG ratings didn’t reflect the current
position against target and it was agreed that the
Performance & Information Team would be contacted to gain
further insight into their RAG rating system.

The Committee noted and were assured of
the suggestions.

The Director’s Update Report was presented to the
Committee for information and assurance purposes. The
national, regional and local activity was noted. In particular:
The Future of HR & OD in the NHS – Independent Review,
NHS Pay Review Body, NHS People Plan – Trust Progress,
Reciprocal Mentoring for Inclusion Programme – noting a
recent update (see below), Flexible Working: Update to

The Committee noted the report and its
contents. Further updates on the
workstreams will be provided in future
meetings as they progress.

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 will review the indicators in
detail which will inform F&P whose role it is
to consider the indicators in line with the
whole IQPR as presented to them.
The Director of People & OD will to link in
with the Performance Team on the RAG
ratings.

The Committee asked for best endeavours
to secure a date with the Board and
Merseycare to have their briefing session

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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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

Agenda for Change Terms & Conditions of Service ‐ effective
change 13 September 2021, NHS Jobs: Our lead in piloting an
updated system, North West People Programme / HRD Work
Streams, HEE: Continuous Professional Development (CPD)
Funding 2021/22, 6 High Impact Areas/Actions for Equality:
Overhaul of recruitment and promotion practices in the NHS,
Rugby League Cares – Recruitment and Retention Pilot
Scheme (12 months from August 2021), Cheshire &
Merseyside Health & Care Partnership ‐ 3 Day People
Summit: Bridgewater Staff Engagement Session, Cheshire &
Merseyside Health & Care Partnership: Social Value Award
and Anchor Institutions, Understanding Career Progression
Barriers Through Lived Experience: Listening Groups, Staff
Health & Wellbeing Month – July 2021, “Just Culture”: Our
Just and Learning Culture Journey Update, Bridgewater
“Thank You” Awards: 29th September, Agile and Flexible
Working Arrangements: Restoration and Recovery,
Mandating Vaccinations: Consultation, Transfer of Services:
Oldham Children’s Services and Halton Midwifery Services,
Community Health Workers: 12 month pilot scheme,
Recruitment – Hard to Fill Posts: Occupational Therapy and
Physiotherapy and Community Paediatric Services Update.

on Just Culture.

Reciprocal Mentoring – An update was sent to the
Programme Board to advise that since the time of writing the
report, there was an unfortunate delay in commencing the
programme until September. This is due to a lack of faculty
support available currently via the Leadership Academy. The
Academy have assured us that they are committed to starting
the programme with us in September.
A discussion took place in relation to Hybrid and Flexible
Working arrangements. This is high profile in terms of the
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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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

requirements of the People Plan and being an Employer of
Choice. Furthermore, the Trust and its staff had recognised
some of the benefits of these arrangements during the
pandemic. Discussions took place around cost analysis, access
to IT, impact on Health and Wellbeing, GDPR – reassuringly,
all of which have been considered and addressed by the Task
& Finish Group.
Just Culture ‐ It was noted that a paper is being prepared for
tabling at the next Board meeting.
Rugby League Cares – the Committee were updated on an
exciting opportunity for us to engage with this local charity to
support our Recruitment and Retention agendas. It’s an
opportunity for us to be supported with our recruitment and
retention strategies by the RL Community. A further update
will be provided in September as the programme setting
meeting was taking place after the Committee.
Non‐Executive Director Sally Yeoman was thanked her
chairing of this Committee following the retirement of
Dorothy Whitaker and handover to the current Committee
Chair.

COVID‐19 ACTION PLAN (AS PER THE
TRANSITION OF THE 3 WORKFORCE
HUBS TO THE PEOPLE HUB)

5
and
6

The Covid‐19 Action Plan was presented for information and
assurance for the period May and June. The Hub Dashboard
contained supporting activity.
It was noted that there will be a transition of this work into
the PODs (People Operational Delivery) Groups.
The Committee noted that the new OH Provider is not
currently providing COVID related reports and there was an
agreement that this would be further explored with the new

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 were assured on the
ongoing progress.
The Director of People & OD agreed to
explore the possibility of the new OH
Provider (PAM) providing COVID related
reports.

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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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

provider.
A discussion took place around how we can continue to
support staff, post pandemic. Notwithstanding the significant
Health and Wellbeing offer available to staff, the Associate
Director of OD outlined the real need for Leadership around
this. Jeanette Hogan, Deputy Chief Nurse discussed how
meetings such as Quality and Safety Committee and
Performance Council are focussed on how managers can
support staff to ‘be kind to themselves’ and take time out.
Jeanette updated the Committee on an away day that had
taken place that week with the SALT Team in Warrington
which was very well received and engaging.

REVIEW OF STAFF SICKNESS AGAINST
TRUST TARGET

5
and
6

The report was provided for information and assurance
purposes. It was noted that the paper usefully included the
additional information requested at the last Committee in
relation to highlighting the time periods where the Country
was in lockdown.

The Committee noted the content of the
report and were assured that the
appropriate scrutiny was being applied.

It was noted that we were over the Trust’s absence target by
just over 1% which was felt to be positive in light of the
pandemic pressures.
Jan McCartney pointed out that sickness absence levels,
through the command structure, are reported to board on a
weekly basis.

STRESS AUDIT REPORT – REDACTED
RESULTS

5
and
6

The Stress Audit report and findings were presented to the
Committee for information and assurance. Focus for action
from the Audit is on Risk Assessments and encouraging
engagement and uptake on the various interventions

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 were assured on the
content of the report and the specific focus
on stress.

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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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

available to staff. The HR team are targeting support to line
managers in relation to uptake in Risk Assessments but it was
accepted that often staff don’t feel ready to take part.
The Committee asked whether there were any particular
staffing groups for which the uptake was lacking. It was
agreed that this would be looked into and updated on at the
next Committee.

EQUALITY, DIVERSITY AND INCLUSION
WRES and WDES REPORTS

5
and
6

The reports were provided for information, assurance and
approval and escalation to Board overall. It was noted that
upon the development of the PODs in‐line with the People
Plan delivery ‐ to support the embedding and collaboration of
ED&I with other areas of work, the intention is that the ED&I
work will be incorporated into the PODs.
It was noted that 8 Board members were identified in the
report as ‘unknown’ in terms of disability and that Board
members should lead my example and provide this
information where possible. There was a discussion around
whether this was intentional or that the ‘ask’ had been lost in
historic processes. It was agreed that all board members
would be given the opportunity to respond to this specifically.

It was agreed that Jo Waldron would look
into whether the lack of uptake in risk
assessments was in certain staffing
groups/areas.

Further updates on the progression to the
PODs will be provided at future meetings.
Kathryn Sharkey and Jan McCartney would
liaise in order to gather the Disability data
for Board members.
Onward referral of the reports to Trust
Board for overall approval/sign off, as
endorsed. WRES and WDES Reports are
attached as noted below.

Discrimination was discussed and it was confirmed that there
would be focused work around this as per Just Culture, Civility
& Respect and the Trust’s Anti‐Bullying & Harassment Group
(BABAH). In line with annual reporting requirements, the
Committee were asked to approve onward referral of the
reports to Trust Board for overall approval/sign off, as
endorsed.

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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Key Agenda Items:
SAFER STAFFING REPORT (INCLUDING
E‐ROSTERING PROJECT UPDATE)

BAF
5
and
6

RAG

Key Points/Assurance Given

Action/decision

The report was provided for information and assurance
purposes. All Warrington and Halton Adult services will be
using the live E‐roster system and are linked to be paid
through payroll in August 2021. ESR Go and payroll interfaces
are also now live. Bank and agency modules will be rolled out
in September 2021 in line with all services being live through
payroll.

The report was noted. Safer Staffing is a
standing item on the Committee agenda to
enable further updates on progress.

As there are different electronic record systems in Halton and
Warrington the implementation of scheduling systems has
differed; Scheduling of rosters on SystmOne (Autoplanner) is
now live in Warrington.
In Halton Allocate and EMIS are working together for a
solution on interface of systems with Bridgewater as a
test pilot for the interface and therefore progress with E‐
Community is currently on hold. Meetings have
commenced with Allocate to process map how the
District Nursing Team use EMIS.
EMPLOYEE RELATIONS REPORT
INCLUDING FREEDOM TO SPEAK UP
REPORT (AND A LESSONS LEARNED
REVIEW)

5

The report was provided as further assurance on the
management of employee relations cases and the Committee
were asked to note the progress with the management of
various employee relations cases. This has been supported
by the assignment of additional resource which has resulted
in the majority of suspension investigations now having
concluded, with consideration as to next steps as per policy.

The report was noted and the Committee
were assured on progress of cases. This is a
standing item on the agenda to ensure
ongoing monitoring.

It was noted that a recent Employment Tribunal was
withdrawn and assurance was provided to the Committee in
relation to there being no financial settlement whatsoever
involved; however the matter was wrapped up into a
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
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

settlement agreement to mitigate any further claims.
Additional information was provided in relation to our
Freedom to Speak Up agenda, namely the publishing of the
Freedom to Speak Up index in May – which will duly be
reported to Board and the instigation of a Freedom to Speak
Up Survey which was recommended following an MIAA Audit
in 2020. Information from these data sources will be
triangulated in order to develop an action plan around raising
awareness.
A Lessons Learned document/action plan was presented in
relation to a particularly complex TUPE transfer of staff from
the Trust to a private provider. The Committee welcomed
the openness and transparency in sharing the report.

HR POLICIES AND PROCEDURES

5

The progress with the review and approval of HR Policies and
Procedures was provided for information and assurance
purposes. The Committee welcomed the addition of summary
changes in the covering report, as per the request at the
meeting in May 21.

The report was accepted. The approval of
Policies will now be taken through the
appropriate policy groups as per the
reinstatement of corporate meetings.

The following policies were noted by the Committee for
logging in the Chair’s report to Board
‐
‐
‐
‐

ORGANISATIONAL DEVELOPMENT
UPDATES:

5
and

Work Experience Placement Policy
Flexible Working Policy
Fit and Proper Persons Test Policy
Conduct, Capability, Ill Health, Appeals Policy for
Medical and Dental Staff

Three reports were presented for information and assurance
purposes – PPDR & Mandatory and Statutory Training

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
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Key Agenda Items:

BAF
6

PDR AND STATUTORY & MANDATORY
TRAINING COMPLIANCE

5
and
6

TALENT MANAGEMENT & SUCCESSION
PLANNING

5
and
6

STAFF ENGAGEMENT & RECOGNITION
ANNUAL REPORT WITH UPDATES

5

RAG

Key Points/Assurance Given

Action/decision

Compliance, Talent Management & Succession Planning, and
Staff Engagement & Recognition.

The Committee noted the improvements in the Mandatory
Training figures. Concerns with regards to PPDR uptake were
discussed. The Associate Director of OD informed the
Committee that there is an expectation that PPDR compliance
will be at 85% by the end of September 21. It was discussed
how there would be a requirement for a robust cascade
process to line managers ensuring they prioritise booking
PPDR’s into the diary with regular and Trust wide
communications. Deputy Chief Nurse provided assurance
that PPDR and Mandatory Training is monitored in detail at
Risk Council and Quality Council.

The Committee noted the reports.

The current status of Talent Management & Succession
Planning within the Trust was provided. An action and
progress table within the report provided a comprehensive
overview of work that had been paused to support the
pandemic. Work has now started to progress well post
pandemic.

The content of the Talent Management &
Succession Planning Report was noted.

The update on Staff Engagement report is presented to
provide information and assurance to the Committee on the
ongoing staff engagement plans for the Trust. It was noted
that the Staff Engagement Steering Group was re‐started. It
was noted that the first Quarterly People Pulse Survey is
currently out for completion – so far uptake has been positive
in the first 2 weeks.

The content of the Staff Engagement report
was 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

The Chair and Director of People & OD
agreed to meet monthly to ensure progress
against PPDR rates, noting that the next
Committee meeting is in September 21.

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

Key Agenda Items:
MIAA INTERNAL AUDIT UPDATE –
WITHIN REMIT OF THE PEOPLE
COMMITTEE

ANY ITEMS FOR ESCALATION TO
BOARD OR SHARING WITH OTHER
COMMITTEES

REVIEW OF MEETNG ANY ITEMS TO BE
ADDED TO THE BOARD ASSURANCE
FRAMEWORK

BAF
5
and
6

5
and
6

RAG

Key Points/Assurance Given

Action/decision

The content of the audit report was noted. It was confirmed
that the recommendations from the Induction audit have
now been implemented.

The report was noted and the Committee
assured on the Trust Induction Process.

Agreed items for escalation were as follows – to Trust Board:

Items for escalation noted by Committee
Chair and Trust Secretary ‐ WRES and WDES
Reports attached.



Inclusion of EDI reports for approval – WRES and
WDES

Very good meeting, wide range of interesting topics and work
being done with plenty of chance for contribution and good
discussions.
Welcomed the openness to the papers today, particularly the
Lessons Learned approach.
Papers very well formatted and presented. Really liked the
approach taken.

Risks Escalated


None

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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Audience
1.0

EXECUTIVE SUMMARY

1.1

These papers provide for information, approval, and escalation via Chair’s report the
mandatory Workforce Disability Equality Standard (WDES) and Workforce Race
Equality Standard (WRES) data submissions and narrative reports for 2021.

1.2

The WDES and WRES are mandated for submission online to NHS England by 31st
August annually. Due to the requirement for minuted Board approval the papers need
to be submitted to July Board, in order to meet the deadline date at the end of
August.

1.3

The narrative reports and action plans are mandated for publishing on Trust
webpages by 30th September 2021.

2.0

SUBMISSION & NARRATIVE REPORT

2.1

Both the WDES and WRES have two elements that need to be completed annually:



Submission of data via a secure portal by 31st August
Publication of a narrative report detailing results, analysis and action
plans by 30th September

2.2

For both the WDES and WRES it is important that Board have seen and agreed the
information. This allows us to demonstrate leadership commitment and due regard to
race and disability equality and may form part of any well led inspection.

2.3

Data for both are taken from ESR and NHS Jobs at 31st March 2021 and from the
NHS Staff Survey 2020.

2.4

This year both reports link to two action plans just created. This is as per the national
ask of all Trusts to produce, implement, and submit action plans that:



2.5

Implement and embed six priority action areas for equality – focusing
on recruitment and career progression
Reduce or eliminate the career progression disparity ratio for Black,
Asian, or minority ethnic staff for WRES: A Model Employer

Our six priority areas action plan is our overarching plan, with WRES: A Model
Employer linking to it, as the focus for both is the same. The action plan is mapped to
our overarching People Plan action plan, and will largely replace the existing Six
Point Plan for Equality (only the patient/community element is missing in the new
plans).

People Committee

2.6

Data analysis for the action plans has informed and supported the WRES and WDES
narrative reports. The same applies for the regulated reports. As well as looking at
disparity, under-representation, and the possible drivers for these, we have also
looked wider for the Staff Survey results, and have engaged with our networks to
understand better their experiences across the indicators and metrics reported.

3.0

RECOMMENDATIONS

3.1

This Committee is asked to:
 Note the contents of the appendices to this paper
 Approve to allow progression for Board sign off by way of Committee
Chair’s report

4.0

APPENDICES

Appendix 1: WDES 2021 Report
Appendix 2: WRES 2021 Report
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NHS Workforce Disability Equality Standard
For 31 March 2021

Contents
Page
Number
Introduction

2

Executive Summary

3

Our Results - 31 March 2021

5

Metric 1: Staff Pay

7

Metric 2: Recruitment

11

Metric 3: Capability

13

Metric 9b: Staff Engagement

13

Metric 10: Board

14

NHS Staff Survey 2020 Results


Metric 4a: Bullying & Harassment

15



Metric 4b: Bullying & Harassment Reporting

20



Metric 5: Equal Opportunities

22



Metric 6: Feeling Valued

24



Metric 7: Presenteeism

27



Metric 8: Reasonable Adjustments

29



Metric 9a: Staff Engagement

30

Our Action Plan

32

Contact Details

32

1|Page

Introduction
Welcome to our NHS Workforce Disability Equality Standard Report 2021.
The last year has been challenging for the NHS and for many in our workforce and communities.
The Covid 19 pandemic has affected us all, but for some, including those with disabilities the
impact has been disproportionate, and the effects may be felt for a long time to come.
As a community and specialist dental provider it has been a very different year. Our corporate
services functions transitioned to agile and home working arrangements, many services were
stepped down, resulting in a change to the way they delivered care to their patients. Some staff
continued with ‘business as usual’ arrangements, but with higher volumes of patients through
discharge to home and increased need from those recovering from Covid. Other staff were
redeployed to support both these high priority services and the swabbing and vaccination teams.
Others provided care to Covid positive patients alongside colleagues in social care.
As a Trust we have endeavoured to support all our staff and have put in place extra measures
such as risk assessments to ensure we mitigate risks from the virus as much as we can. We have
carried out home based working risk assessments to ensure staff have the necessary equipment,
including reasonable adjustments, to enable them to work safely and in a way that supports their
health and wellbeing and meets individual needs. And we have established our (Dis)Ability and
Wellbeing Network (DAWN) and also consulted disabled staff via online surveys to get feedback
on what is working, what isn’t, and what is satisfactory but could be improved.
We have engaged with our DAWN on the results published in this report and we thank them for
the time they have taken to review the data and to feedback both their comments and their own
experiences to enhance our understanding of workplace disability equality and inclusion.
Throughout this document we will use the abbreviations WDES for the Workforce Disability
Equality Standard, ESR for Electronic Staff Record, EDI for Equality, Diversity and Inclusion, and
AfC for Agenda for Change.
Should you have any queries or questions or if you would like to request the contents of this report
in another language or format, please contact our Equality & Inclusion Manager in the first
instance, details below.
Paula Woods (Director of People and Organisational Development) paula.woods1@nhs.net
Ruth Besford (Equality & Inclusion Manager) ruth.besford@nhs.net
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Executive Summary
The Standard was mandated in 2018 as a result of extensive research into the experiences of staff
with disabilities in the NHS. Research that showed consistent inequality and poor experience
when compared to non-disabled colleagues.
As we look back at our third year of results for the WDES we can see areas of progress and
equally areas where we are not progressing as we would like to.
Metrics 1 and 2 analyse career progression and recruitment and for these results we rely on the
data provided in our Electronic Staff Record System (ESR). As with many NHS Trusts we have
limitations with this data, both in the numbers of self-reported disability and also in the numbers of
unknown records.
Many of our staff will become disabled during their working lives, often when they have worked for
the Trust for a number of years; disability on ESR is a self-reported field and as such relies on staff
accessing and updating, often something that isn’t at the top of a priority list. For other staff there
can be issues in relation to this ‘disclosure’, such as a concern that a disability reported on ESR
could lead to discrimination or bias from others. The Trust has undertaken work to both increase
self-reporting and to also engage with staff and put in place supportive measures that will develop
a culture of safety and inclusion that encourages self-reporting, and we will continue with this as
we know how important this piece of work is to bettering our understanding of disability equality
and inclusion.
Metrics 4 to 9a are taken from the NHS Staff Survey 2020. The definition of disability within the
staff survey differs from that of the legal definition, providing a wider definition that includes ill
health and long-term conditions that would maybe not meet the ‘substantial and long term’ test.
This, along with the anonymity given by the Survey, means that our percentage of disabled staff in
Survey respondents is much higher than that on ESR – 20.7% in the Survey compared to 2.72%
in ESR, or 159 compared to 47 in ESR.
Due to low numbers for some metrics, we have throughout this report either kept confidential the
real figures where they are below ten by using a *, or we have clustered staff together into bigger
groups, particularly in relation to pay bands, so that analysis can be shown while maintaining
protection of personal and sensitive data.
The results in full can be found in Table 1 on pages 5 and 6, and with additional narrative
regarding analysis and results on pages 7 onwards, but to summarise our findings in 2021:


Metric 1: Pay Progression. Analysis shows no change in relation to career progression.
Disabled staff in the main are working in bands 5 – 6 with very small numbers above this
and no known disabled staff in Very Senior Manager roles. Overall figures have dropped as
a result in the reduction of the workforce as services have transferred with place-based
commissioning.



Metric 2: Recruitment. This metric has seen a deterioration, with the likelihood figure for
disabled applicants worsening when compared to success for non-disabled applicants.
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Metric 3: Capability. There have been no formal capability procedures this year in relation to
performance management.



Metric 4a – 4b: Bullying, Harassment and Abuse. Some improvement in relation to these
behaviours from patients/public, managers, and colleagues, but not yet a consistent and
sustained improvement to bring experiences in line with non-disabled staff.



Metric 5: Equal Opportunities. Slow, but consistent improvement, work still needed to level
up experience with non-disabled staff.



Metric 6: Presenteeism. Our best reported figure in three years and a big improvement for
disabled staff bringing them in line with non-disabled staff who felt pressured by managers
to attend work while unwell.



Metric 7: Feeling Valued. 8.1% improvement for disabled staff in 2020, but still reporting
lower than non-disabled staff, and the Trust has work to do to match the best performing
community provider.



Metric 8: Reasonable Adjustments. Figure remains the same as 2019 with ¾ of responses
agreeing that adequate adjustments had been made for them in work. A specific question
for staff with disabilities so no comparator to other Trust staff, but 12.2% below the best
performing Trust results.



Metric 9a: Staff Engagement. A steadily improving result, though it remains below the figure
for non-disabled staff.



Metric 9b: Staff Engagement. A positive result due to the establishment of our staff network,
the executive support for this agenda, and the engagement and actions that are developing
as a result.



Metric 10: Board. No change over three years. The Trust Board, including Executives and
Non-Executives has no known disabled representation.

As can be seen we have made progress in some areas, others we remain challenged on; but as a
Trust, from Board down we are committed to disability diversity, equality, and inclusion.
We have taken a number of steps in recent years to improve disability equality for staff, these are
referenced throughout this document but include actions such as development of an Employee
Adjustment Passport, and centralisation of the staff reasonable adjustment budget. We have also
undertaken data analysis and engagement with staff to better inform our understanding. This has
allowed us to develop an action plan for equality that addresses the issues raised by staff,
highlighted by the results in this report, and aligned to the NHS People Plan and People Promise.
Information on our action plan can be found on page **.
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Our Results – 31 March 2021
We have provided in Table1 a summary of our results against the ten metrics of the WDES.
Table 1: Showing WDES Results for 2021
Metric
1.

Percentage of staff in each AfC Band 1-9 or Medical and Dental pay grades, compared with the
percentage of staff in the workforce overall. Disaggregated by non-clinical staff, clinical staff, and
medical and dental staff


Means that numbers are below 10 and therefore remain confidential in line with information governance and
data protection requirements
Non-clinical

Clinical

Disabled

NonDisabled

N/S

Disabled

NonDisabled

N/S

AfC1 - 4

0.40

13.35

2.95

0.23

12.54

5.66

AfC5 - 7

0.17

4.22

1.45

1.50

37.80

8.03

AfC8a – 8b

0.06

0.87

0.40

0.23

1.85

1.56

AfC8c - VSM

0.06

0.66

0.75

0

0.40

0.17

Medical and Dental Grades:
Consultants
Non-Consultant Career Grade
Trainee Grades

0

0.29

0.16

0.06

3.06

1.16

0

0

0

2.

Relative likelihood of being appointed from
shortlisting across all posts

1.50 times more likely to be appointed if you are NonDisabled

3.

Relative likelihood of entering capability processes

0.0 - no formal capability procedures in this period

4.

A) Percentage of staff experiencing bullying,
harassment, and abuse from
patients/relatives/public in last 12 months

27.4% Disabled

Percentage of staff experiencing bullying,
harassment, and abuse from managers in last 12
months

14.4% Disabled

Percentage of staff experiencing bullying,
harassment, and abuse from staff in last 12 months

17.4% Disabled

B) Percentage staff reporting bullying, harassment,
and abuse in last 12 months

60.3% Disabled

16.6% Non-Disabled

7.2% Non-Disabled

11.6% Non-Disabled

48.3% Non-Disabled
Continued….
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Metric
5.

6.

7.

Percentage believing the Trust provides equal
opportunities for career progression and promotion

88.0% Disabled

Percentage feeling pressure by manager to attend
work even when feeling unwell

19.6% Disabled

Feeling valued by the Trust

41.0% Disabled

92.8% Non-Disabled

19.5% Non-Disabled

49.1% Non-Disabled
8.

Satisfaction that reasonable adjustments made to
support them in their work

75.8% Disabled

9.

A) Staff engagement score (Disabled staff only)

6.8 Disabled
7.2 Non-Disabled
7.2 Overall Trust Result

B) Have you taken action to facilitate the voices of
Disabled staff
10. Percentage difference between Board membership
and overall workforce
Disaggregated by voting and non-voting members

Yes

Disabled -3%
Non-Disabled -4%
Not Stated 6%

Trust Overall Workforce:
Disabled 2.72%
Non-Disabled 75.03%
Unknown 22.25%
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Metric 1: Staff Pay
This metric looks at pay, what percentage (%) of Disabled staff are in each of the pay bands
1 to 9, in medical and dental posts, and very senior manager posts (including executive and
non-executive board members).
These figures are compared with the overall workforce.

We have provided details below on the pay banding breakdowns of our non-clinical, clinical, and
medical and dental workforces, giving information where we can about staff with disabilities.
It has not been possible to provide the same level of detail as that submitted to the NHS England
team as a great deal of data has the potential to be personally identifiable, particularly when higher
pay bands are analysed with their correspondingly low overall workforce.
Where we can we have aggregated information into larger clusters to allow reporting, and this has
been managed in a way that should allow some understanding of issues such as career
progression and representation at higher pay bands.
Non-Clinical Staff:
Our overall percentage and numerical totals for non-clinical staff can be seen in table 2, below.
As can be seen we have very low numbers of staff within this group who have a stated disability
on ESR, and a high number of unknown records. As referenced in the Executive Summary this is
an issue across the Trust, and across the NHS, and is something we have and continue to take
action to improve.
Table 2: Showing Percentages and Totals of Disabled, Non‐Disabled, and 'Unknown' Staff in Non‐Clinical Roles as at 31 March
2021

Total Non-clinical Workforce = 438

%
Total

Disabled

Non-Disabled

Unknown

2.74

75.34

21.92

12

330

96

The figure to follow, figure 1, shows our non-clinical staff across the Agenda for Change and Very
Senior Manager (VSM) pay bands.
As the number of non-clinical staff with a disability stated on staff records is so small, (just 12 in
total), we have had to further merge clusters to create just two, one for staff in pay bands 1 – 7
and the other for staff in pay band 8a and above. This still holds the risk of being personally
identifiable, but the staff pool in question should be large enough that this would be difficult to
ascertain.
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Figure 1: Showing Non‐Clinical Staff Pay Band Clusters by Disability Status on Staff Records as at 31st March 2021

Clinical Staff:
Table 3 shows the percentage and numerical totals for staff in clinical roles, excluding those in the
medical and dental staff group.
As can be seen percentage totals are broadly similar to those staff in non-clinical roles, and the
numbers of staff with a disability are about 3 times as many as that group, similar to the increased
size of this workforce. Once again there are a large number of unknown records.
Table 3: Showing Percentages and Totals of Disabled, Non‐Disabled, and 'Unknown' Staff in Clinical Roles as at 31 March 2021

Total Clinical Workforce = 1201

%
Total

Disabled

Non-Disabled

Unknown

2.83

75.33

21.83

34

905

262

Figure 2 looks at disabled clinical staff in Agenda for Change and Very Senior Manager pay
bands, again the clusters have been merged as numbers are very low, 34 in total this time with
these staff mainly being in bands 1 – 7.
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Figure 2: Showing Clinical Staff Pay Band Clusters by Disability Status on Staff Records as at 31st March 2021

Career Progression:
We had hoped as part of our analysis to determine representation of staff with disabilities at higher
pay bands, but the limitations at present of our data mean that no statistical significance can be
seen in the figures we found. There does appear to be over-representation of disabled staff at pay
bands 5 and 6, both groups have higher than the overall workforce percentage of staff with
disabilities, but whether this is due to better self-reporting, manager ESR updates, new recruitment
into these entry level roles, we simply don’t know, and until such time as we have more disability
data we can’t accurately assess disability representation.
Medical and Dental Staff:
Medical and dental staff are reported separately to clinical staff in the WDES. Table 4 shows the
details of staff in this group, in this instance the numbers of staff with disabilities have been kept
confidential as they are below 10 in total.
Table 4: Showing Percentages and Totals of Disabled, Non‐Disabled, and 'Unknown' Staff in Clinical Roles as at 31 March 2021

Total Medical and Dental Workforce = 91

%
Total

Disabled

Non-Disabled

Unknown

1.09

69.57

29.35

*

64

27
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Year on Year Progress:
The table to follow shows the numbers of Disabled non-clinical and clinical staff since 2019 when
WDES reporting began. Medical and dental staffing has not been shown as figures for disabled
staff over the three years have remained below 10.
Table 5: Showing Disabled Non‐Clinical and Clinical Staff by Pay Band 2019 to 2021

Disabled Non-Clinical Staff

Disabled Clinical Staff

2019

2020

2021

2019

2020

2021

All AfC Pay Bands

29

14

12

71

43

34

Very Senior Manager

0

0

0

0

0

0

2019

2020

2021

Percentage Disabled
Staff Overall

3.42

2.78

2.72

Overall Workforce Total

3,016

2,048

1,730

It can be seen that the numbers of Disabled staff have fallen year on year, however this would be
expected as the Trust’s overall workforce has also decreased every year, for this reason we have
also included the overall workforce total and percentage Disabled staff. As can be seen our
percentage of Disabled staff has also fallen in this time, this is a trend that we have and continue
to take steps to reverse.
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Metric 2: Recruitment
This metric looks at recruitment, to see how more likely non-disabled applicants are to be
successful and to be appointed when compared to Disabled applicants.
(A likelihood figure above one would show that non-disabled applicants are more likely to
be appointed than Disabled applicants).

Our likelihood figure for this year is 1.5. This means that non-disabled candidates are 1.5 times
more likely to be recruited than disabled candidates.
The table below shows our likelihood figure for this metric since 2019 and as can be seen we have
not made any positive, sustained progress in these results in the last three years. Disabled
applicants that meet the person specification for the role applied for are guaranteed an interview.
Table 6: Showing Recruitment Likelihood Result and Totals Recruited 2019 ‐ 2021

Recruitment 2019 - 2021
2019

2020

2021

1.45

1.39

1.5

Total Disabled Staff Recruited

13

4

9

Total Non-Disabled Staff
Recruited

352

210

255

-

40

90

Likelihood

Total Not Stated Staff
Recruited

The figure below, figure 3, shows the journey from application to appointment, as can be seen the
percentage of candidates with a disability increases at shortlisting, potentially reflective of our two
ticks commitment, before falling below the applicants percentage at appointment.
In summer 2021 we have developed and published an action plan that sets out our commitment
and plan to review and update the recruitment pathway from start to end to ensure fairness,
effective training, challenge, and accountability. See more on page **.
It can also be seen in figure 3 how the percentage of unknown disability records increases at
appointment, from 1.5% of all candidates in application and shortlisting to 25.42% of all appointed.
This is born out too in actual figures, 28 at shortlisting unknown disability up to 90 at appointment.
Understanding and addressing the why of this is important to us in the next year as part of our
action planning and staff engagement work. It should be noted here that just one candidate chose
‘prefer not to declare’ which shows a proactive wish to not state, rather than the potential omission
through almost inactivity for the others.
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Figure 3: Showing the Recruitment Pathway from Application To Appointment for Disabled, Non‐Disabled, And 'Unknown'
Candidates April 2020 ‐ March 2021

Our review of recruitment by staff group showed that our highest recruitment was in Nursing and
Midwifery, nearly 30% of all recruitment. This was followed by admin/clerical posts and additional
clinical posts, both just over 20% each. It was in admin/clerical that the highest number of
candidates with a disability were recruited followed by Nursing and Midwifery and Allied Health
Professionals.
Our final figure looks at recruitment by Agenda for Change and Very Senior Manager pay bands,
and no candidate who stated they had a disability was recruited above band 6.
Figure 4: Showing Appointments by Agenda for Change and Very Senior Manager Pay Bands April 2020 ‐ March 2021
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Metric 3: Capability
This metric looks at formal capability processes in the Trust, at how more likely Disabled
staff are to be involved in formal processes when compared with non-disabled staff.
(A likelihood figure above one would show that Disabled staff are more likely to be in
formal capability processes than non-disabled staff).

There have been no formal capability procedures during the period 1 April 2019 to 31 March 2021,
as such we have no likelihood result to return.

Metric 9b: Staff Engagement
a) Has your Trust taken action to facilitate the voices of Disabled staff in your organisation
to be heard? (Yes) or (No)

Yes.
We established our (Dis)Ability and Wellbeing Network (DAWN) in summer 2020.
The Network meets monthly via Teams and the EDI lead for the Trust also works closely with
Network members who wish to discuss issues or ideas outside of the Network meetings.
The first meeting of the Network looked at certain questions around staff experience before and
during Covid, asking what the Trust could be better, and what members would like to see the Trust
acting on. In addition, a Survey Monkey ran for a month asking the same questions. The
responses were themed and shared with Board, they covered the following:


Trust support



Manager support and understanding



Bullying, harassment, and discrimination



Reasonable adjustments



Inconsistency between employers



HR processes and impact on mental and physical health



Awareness and training



Accountability



Career progression



Disability representation and role models
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These themes have formed the basis for ongoing discussion with the Network members, and
members have supported the development of the equality action plan for the Trust.
The Network has executive sponsorship through the Director of Finance who has already
supported members to achieve one objective – the centralisation of reasonable adjustments for
staff budget.
Other actions completed include representation on the Occupational Health procurement working
group – a key area as a number of members and survey respondents have commented on the
inaccessibility of the previous provider for staff with disabilities.
Further work is looking at the development of a reasonable adjustments policy and process,
establishment of a peer support network, and support for the bullying and harassment and zero
tolerance work streams. In addition, a Network member is part of the project board for our
reciprocal mentoring programme due to start in autumn 2021.
Next steps in 2020 are to formalise the Network through agreed terms of reference and a work
plan and objectives for the next three years. One key action the members have identified is
working towards our application for Disability Confident Leader.
It is hoped that later in the year Network members may feel encouraged and supported enough to
step forward and assume Network leadership roles, but for now the Trust’s EDI lead provides
Chair and administration support.
The Network members have supported analysis and review of the WDES 2021 data and have
provided comment and feedback that have been considered and have informed the development
of our action plan.
Metric 10: Board
This metric looks at our Board of Directors, and what the difference is, in percentage,
compared with the workforce.

The following table shows both the numbers of staff at Board level and the percentage difference
between our Board membership and our overall workforce.
A minus figure shows under-representation compared to workforce and a positive figure overrepresentation.
Table 7: Showing Board Disability Representation Compared to Overall Workforce Representation

Board
Difference (Total
Board % – Overall
Workforce %)

Disabled

Non-Disabled

Unknown

0

6

8

-3.0%

-4.0%

-6.0%
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NHS Staff Survey 2020 Results
Metric 4a: Bullying, Harassment and Abuse – Patients, Relatives, and the Public
This metric compares the percentage of Disabled staff compared to non-disabled staff
experiencing harassment, bullying or abuse from:
1. Patients/their relatives/members of the public
2. Managers
3. Other colleagues
(NHS Staff Survey 2020)

The figure below is taken from the NHS Staff Survey results website and shows each of these
three metrics comparing staff group and also Bridgewater against its comparator group of
community providers. The results for all three years of the WDES are shown allowing us to start to
look at overall trends for these metrics.
Figure 5: Showing Harassment, Bullying and Abuse Results 2018 ‐ 2020
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It can be seen that for harassment, bullying and abuse from patients/public and colleagues there
are slow but continued improvements, from managers however for both groups there was a
deterioration in 2019. The next figures break these down a little further by individual metric and
compares them to the Trust’s overall result.
1.

Patients/service users, their relatives, or other members of the public:

The figure to follow shows the Trust results for the last three years for this metric.
Figure 6: Showing Bullying, Harassment and Abuse of Disabled Staff by Patients, Families, and the Public



Our results in the figure above show the responses of disabled and non-disabled staff
groups, along with the overall Trust score for this metric and the score for the best
community provider – our comparator group.



Overall, our result (that is all staff responses and not disaggregated in any way) is
improving annually with a 7.4% improvement over three years.



As can be seen results for staff with disabilities and long-term conditions are consistently
worse than the overall Trust result, jumping from a 5% difference in 2018 and 2019 to
nearly 10% difference in 2020.



Non-disabled staff have consistently reported better against the overall Trust figure.



In both Disabled and non-disabled staff the figures are improving, but the gap is widening
between the two groups.



157 staff with long term conditions responded to this question in 2020, this equates to 21%
of all survey respondents a slightly lower response rate than that of 2019 (22%).
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2.

Managers:

The figure to follow details the results for the last three years for this metric.
Figure 7: Showing Bullying, Harassment and Abuse of Disabled Staff by Managers



Trust results for all staff (not disaggregated) are shown above along with the results of the
best community provider and the disaggregated results for disabled and non-disabled staff.



Trust results overall showed a spike in 2019 and have remained above the figures for the
best community provider Trust. Results for non-disabled staff are below Trust overall
figures.



As can been seen results for staff with disabilities and long-term conditions remained
around 4% above the overall Trust result in 2018 and 2019, however in 2020 this difference
has risen to 6%.



Both groups have improved this year, however the gap has widened between the two.



153 staff with long term conditions responded to this question this year, this was 20% of all
survey respondents, a lower figure than the 22.5% who reported in 2019.
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3.

Other colleagues:

The figure to follow looks at the results for the last three years for this metric focused on bullying,
harassment, and abuse from other staff.
Figure 8: Showing Bullying, Harassment and Abuse of Disabled Staff by Colleagues



As can be seen the overall Trust result for this metric has improved, though we have work
to do to match the best overall community provider’s results.



Results for non-disabled staff are consistently lower than the overall figure, though this
group’s results did deteriorate slightly in 2020.



Staff with disabilities or long-term conditions consistently score worse results; with the
improvements in this metric for staff with disabilities the gap is slowly narrowing.



155 staff with long term conditions responded to this question this year, 21% of all
respondents.



For the three questions that make this WDES metric and also the reporting metric to follow
there are a number of actions taking place to understand and address these issues:
o (Dis)Ability and Wellbeing Network (DAWN) engagement
o Bridgewater Anti-Bullying and Harassment Working Group
o Zero Tolerance Working Group
o Violence Prevention and Reduction Standard Working Group – tying into the above
two
o Just and Learning Culture – including Civility and Respect
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The 2020 NHS Staff Survey also asked specific questions regarding Covid 19 including working
area and shielding through the pandemic.
While we can’t break these metrics down by protected characteristic group, we can see the
following yes and no responses by staff based on bullying and harassment metric and working
area during the pandemic:
Table 7: Showing the Results for Bullying and Harassment of Staff Based on Area of Work during Pandemic

Covid Ward

Redeployed

100

660

170

585

450

300

85

660

Yes %

No %

Yes %

No %

Yes %

No %

Yes %

No %

Patients/Public

25.7

17.5

16.8

19.3

17.0

21.9

25.3

17.5

Manager

11.3

8.2

10.1

8.1

8.9

8.7

10.3

8.4

Staff

16.2

12.0

12.3

12.8

13.6

11.6

12.8

12.4

Numbers of staff
(approx.)
Harassment, Bullying
and Abuse from….

Working From
Home

Shielding

When compared with the figures reported for the Trust overall on the previous pages it is apparent
that for most groups of staff stating they had been subjected to these behaviours there was an
increased incidence, in some cases small and in some larger, through the pandemic.
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Metric 4b: Bullying, Harassment and Abuse – Reporting
This metric compares the percentage of Disabled staff compared to non-disabled staff
saying that the last time they experienced harassment, bullying or abuse at work, they or a
colleague reported it.
(NHS Staff Survey 2020)

The figure below looks at the Trust’s results for the last three years comparing staff with and
without long term conditions within Bridgewater.
Figure 9: Showing Harassment, Bullying and Abuse Reporting Results 2018 ‐ 2020



The full question for this metric is ‘the last time you experienced harassment, bullying or
abuse at work, did you or a colleague report it’. It is unclear in the staff survey results
whether reporting of an incident was done by the individual concerned or a colleague
supporting them as both responses are merged to give an overall result.
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The next figure shows Trust results by staff group and also compares the results for Disabled and
non-disabled staff against overall Trust results and the results of the best community provider.
Figure 10: Showing Reporting of Bullying, Harassment and Abuse of Staff



As can be seen Trust overall, (all staff), results have remained fairly static over the three
years of WDES reporting, and we remain below the best community provider results by
several percentage points.



Staff with long term conditions have seen a significant upward change in this metric.



63 staff with long term conditions responded to this question. This was 30% of all
respondents, this metric traditionally having a lower response rate as it relates to yes
responses to the previous three questions looking at these incidents. This equates to a
year-on-year increase in the percentage of staff with disabilities or long-term conditions
responding to the question.
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Metric 5: Equal Opportunities
This metric looks at the percentage of staff believing that the trust provides equal
opportunities for career progression or promotion.
(NHS Staff Survey 2020)

The figures to follow look at responses to the Survey question on whether staff felt the Trust
provided equality of opportunity for career progression and promotion. The first looks at the three
years WDES data for Bridgewater staff in disabled and non-disabled groups alongside the
average for these groups in community provider trusts.
Figure 11: Showing Equal Opportunities Results for 2018 ‐ 2020



What can be seen in the above is that staff with disabilities or long-term conditions report
lower experiences of equal opportunities in Bridgewater mirroring the pattern seen in other
community providers. For both there has been very little change over three years.
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Our second figure for this metric shows us more detailed Trust results, showing the results for
disabled and non-disabled staff alongside the overall Trust score and the score for the best
performing community provider.
Figure 12: Showing Equality of Opportunity Reporting for Disabled and Non‐Disabled staff



It can be seen in the figure above that overall all staff results for this metric have improved
this year – 2020 is the highest figure for five years. While we are pleased to see the
improvements in this metric overall we recognise that there is work to do to close the gap
between staff groups and to continue to improve overall.



There has been an improvement in this score for staff with disabilities over each of the
three years of the WDES. Results for non-disabled staff have been less consistent but have
matched the inconsistent overall result for the last three years.



In total 100 staff with disabilities or long-term conditions responded, 20.5% of all
respondents and our biggest percentage response rate from this group of staff in the three
years of the WDES.



Our engagement with DAWN is developing our understanding of the experiences of staff
with disabilities and long-term conditions; and members support will be invaluable in 202122 as we develop our action plan in relation to increasing diverse representation and
improving career progression and career options for staff from all protected characteristic
groups as per the NHS People Plan.
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Metric 6: Presenteeism
This metric looks at the percentage of Disabled staff compared to non-disabled staff saying
that they have felt pressure from their manager to come to work, despite not feeling well
enough to perform their duties
(NHS Staff Survey 2020)

Our first figure for this metric shows the results for our disabled and non-disabled staff alongside
the average figures for these groups in community provider Trusts.
Figure 13: Showing the Results for Pressure from Manager to Attend Work While Unwell 2018 ‐ 2020



It can be seen that other than a peak in 2019 we generally score better than our comparator
Trusts for staff with disabilities or long-term conditions facing manager pressure to attend
work when unwell.



In 2020 just 0.1% separates the score between the two groups.
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The next figure to follow shows the results for Disabled and non-disabled staff, and for Trust
overall score and the best community Trust score.
Figure 14: Showing Staff Reporting Pressure to be in Work When Feeling Unwell Comparing Disabled and Non‐Disabled Staff



It can be seen that the overall Trust figure for all staff is slowly improving, while the result
for the best community Trust is going the other way albeit very slowly.



Staff with disabilities and long-term conditions have reported a significantly improved figure
in 2020 bringing them in line with non-disabled staff, however we need to continue to work
to bring the results for both groups down and to improve the overall Trust result.



97 staff with disabilities responded, 28% of all respondents to this question.



The 2020 Staff Survey Covid 19 breakdown shows us the following in relation to pressure
from managers to attend:
o Covid wards/areas – 30.8 % of relevant staff responded yes, 17.4% no
o Redeployed staff – 25.3% of relevant staff said yes, 18.0% no
o Working from home – 16.2% said yes, 24.0% no
o Shielded staff – 15.7% yes, 19.9% no



These figures while not good for staff responding ‘yes’ are maybe not surprising given the
pressures the NHS has been under and the impact that staff absence, requirements to
shield and/or isolate has had on service delivery. It could be assumed that the improved
figure for disabled staff in 2020, as seen in the figure above, is due to these staff shielding
and working from home and therefore both feeling better able to manage their health and
wellbeing on a day to day basis, and facing less pressure to attend frontline services. These
25 | P a g e

however are just suppositions, the 2021 survey results will tell us more about trends in this
metric.
There is another element to presenteeism, and that is the pressure we put ourselves under to be
in work when unwell.
Looking at the Survey question ‘in the last three months have you come to work despite not feeling
well enough to perform your duties’ we can see the following results for Disabled and non-disabled
staff:
Figure 15: Showing Staff Attending Work despite Feeling Unwell



As can be seen staff with disabilities or long-term conditions consistently state they have
attended work despite feeling unwell or not well enough to undertake their duties. We are
engaging with the (Dis)Ability and Wellbeing Network on understanding the reasons why
this may be.



Further work is planned for 2021 – 2022 looking at reasonable adjustments and other ways
we can support our staff with disabilities and long-term conditions to feel safe, supported
and valued, and enabled to manage their own health and wellbeing to their satisfaction.
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Metric 7: Feeling Valued
This metric looks at the percentage of Disabled staff compared to non-disabled staff saying
that they are satisfied with the extent to which their organisation values their work
(NHS Staff Survey 2020)

Our next figure looks at how staff feel they are valued for their input, looking at the differences for
disabled and non-disabled staff, and also the average for these groups in community providers.
Figure 16: Showing the Results for Feeling Valued 2018 ‐ 2020



These results tell us that both groups of staff are seeing a steady, but slow, improvement,
for both however we are below the average for community Trusts, there is more therefore
still to be done.
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The image to follow shows the results for Disabled and non-disabled staff for the question ‘the
extent to which the Trust values my work’ along with the overall Trust results and those for the
best community Trust in this year’s survey.
Figure 17: Showing Extent to Which Disabled and Non‐Disabled Staff Feel Valued by the Organisation



As can be seen Disabled staff are less likely to report feeling valued by the Trust for the role
they undertake, but this is improving.



156 staff with disabilities or long-term conditions responded, 20.5% of the total responses to
this question, this is around the same percentage as in other years.



Non-disabled staff have seen a steady improvement over the three years of reporting for
the WDES.



What needs to be noted however is that both of these groups score under 50%, that is less
than half of respondents feeling valued by the organisation. The best community provider
scores generally around 58 – 60%, still less than 2/3 of staff, but a 10% improvement that
we will strive to make.
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Metric 8: Reasonable Adjustments
This metric asked the percentage of Disabled staff saying that their employer has made
adequate adjustment(s) to enable them to carry out their work. (Note: Only includes
responses from staff who stated that they had a long-term condition or disability in the Survey
questions.)

(NHS Staff Survey 2020)

The Duty to Make Reasonable Adjustments is set out in Section 20 of the Equality Act 2010. It
requires us to anticipate and make adjustments that will eliminate or reduce disadvantage faced
by people with disabilities arising from provision/criteria/practices of the Trust, barriers in the
physical environment, or the need for provision of an auxiliary aid or information and
communications in an accessible format.
The following image shows the results for this metric. Only those staff who stated they have a
disability are questioned.
Figure 18: Results for Reasonable Adjustments 2018 ‐ 2020



As can be seen we saw an improvement in 2019 but the figure has remained the same in
2020. We remain significantly below the best community provider result.



95 members of staff with disabilities or long-term conditions responded, this is 5 less than
the previous year and significantly less than in 2018, but 2018/19 year saw a large number
of staff transfer out of the Trust for the Wigan integrated care system.



With DAWN we have centralised the reasonable adjustments budget from 2021 and are
developing a policy and process behind this budget to ensure provision of adjustments are
understood, easy to access, and regularly reviewed for effectiveness.



Our Employee Adjustment Passport was launched in 2020, during the pandemic.
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Metric 9a: Staff Engagement
The staff engagement score for Disabled staff, compared to non-disabled staff and the
overall engagement score for the organisation.
(NHS Staff Survey 2019)

Our final figures look at the staff engagement theme, this is made up of several questions that look
at for example staff enthusiasm for work, ability to innovate and improve, patient priority, and
recommendation as a place for work or treatment.
Figure 19: Showing Results for Staff Engagement 2018 ‐ 2020



It can be seen that staff with disabilities or long-term conditions score lower in this theme
than non-disabled staff, and that both are below the average for community providers but
improving.
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The last image looks at staff engagement generally in the Trust, how engaged Disabled staff feel
compared to non-disabled staff and the overall Trust score and best community Trust score.
Figure 20: Showing Staff Engagement. Comparing Disabled and Non‐Disabled Staff to the Overall Trust Score



As can be seen in 2020 there have been improvements for all Trust engagement results in
this figure – staff with disabilities has improved by 0.2, non-disabled staff by 0.1 and the
overall result by 0.2.



We remain below the community best which has stayed the same at 7.5 for the last three
years of reporting.



158 staff with disabilities or long-term conditions responded to the questions within this
theme, this is 21% of all respondents but is below the 23% who responded in 2019.

31 | P a g e

Action Plan
During spring 2021 we have been working to produce and publish an action plan for equality for all
protected groups. This uses engagement and feedback from the staff networks alongside analysis
for WDES, WRES: A Model Employer, disparity ratio analysis, and review of NHS Staff Survey
results to create an overarching plan.
The plan outlines the following action sets:


Culture



Modernising Recruitment



Identifying and Developing Talent



Developing EDI Awareness and Skills

This plan can be viewed on the Trust webpage https://bridgewater.nhs.uk/aboutus/equalitydiversity/equalityact2010/
Thank you for taking the time to read our 2021 WDES report.

Contact Details
Paula Woods (Director of People and Organisational Development) paula.woods1@nhs.net
Ruth Besford (Equality & Inclusion Manager) ruth.besford@nhs.net
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Introduction
Welcome to our NHS Workforce Race Equality Standard Report 2021.
The last year has been challenging for the NHS and for many in our workforce and communities.
The Covid 19 pandemic has affected us all, but for some, including those from Black, Asian, or
minority ethnic heritages the impact has been disproportionate, and the effects may be felt for a
long time to come.
As a community and specialist dental provider it has been a very different year. Our corporate
services functions transitioned to agile and home working arrangements, many services were
stepped down, resulting in a change to the way they delivered care to their patients. Some staff
continued with ‘business as usual’ arrangements, but with higher volumes of patients through
discharge to home and increased need from those recovering from Covid. Other staff were
redeployed to support both these high priority services and the swabbing and vaccination teams.
Others provided care to Covid positive patients alongside colleagues in social care.
As a Trust we have endeavoured to support all our staff and have put in place extra measures
such as risk assessments to ensure we mitigate risk from the virus as much as we can. This has
included personal messages from our Chief Executive to all Black, Asian, or minority ethnic staff,
and establishment of a risk assessment quality panel to review all assessments related to these or
other high-risk staff.
We have carried out home based working risk assessments to ensure staff have the equipment,
including reasonable adjustments, to enable them to work safely and in a way that supports their
health and wellbeing and meets individual needs.
And we have established our Race Inclusion Network and consulted Black, Asian, or minority
ethnic staff via online surveys to get feedback on what is working, what isn’t, and what is ok but
could be improved.
We have engaged with our Network on the results published in this report and we thank them for
the time they have taken to review the data and to feedback both their comments and their own
experiences to enhance our understanding of workplace race equality and inclusion.
Throughout this document we will use the abbreviations WRES for the Workforce Race Equality
Standard, ESR for Electronic Staff Record, EDI for Equality, Diversity and Inclusion, and AfC for
Agenda For Change.
Should you have any queries or questions or if you would like to request the contents of this report
in another language or format, please contact our Equality & Inclusion Manager in the first
instance, details below.
Paula Woods (Director of People and Organisational Development) paula.woods1@nhs.net
Ruth Besford (Equality & Inclusion Manager) ruth.besford@nhs.net
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Executive Summary
The Standard was mandated in 2015 following extensive research into the experiences of staff
from Black, Asian, or minority ethnic heritages in the NHS, research that showed consistent
inequality and poor experience when compared to white colleagues.
As we look back at our seventh year of results for the WRES we can see areas of progress and
equally areas where we are not progressing as we would like to.
Indicators 1 to 4 analyse career progression, recruitment, disciplinary, and training and
development, and for these results we rely on the data provided in our Electronic Staff Record
(ESR). Our data in this is improving, less than 5% of staff records have no ethnicity data against
them meaning that we can analyse with a fairly high level of accuracy for this report.
Indicators 5 to 8 are taken from the NHS Staff Survey 2020. The Trust in 2020 achieved its highest
ever response rate, with 769 staff, 50% of the workforce, completing the online survey. Of these
33 were from Black, Asian, or minority ethnic staff, this is about a third of known minority ethnic
staff, so a lower percentage than the overall responses but more than responded in 2019 and
enough to give us some detail about experience for those staff in these specific indicators.
Due to low numbers for some indicators, we have throughout this report kept confidential real
figures where they are below ten by using a *, or we have clustered staff together into bigger
groups so that analysis can be shown while maintaining protection of personal and sensitive data.
We have also tried to provide visual representation that can demonstrate without being
identifiable. And as a Board the agreement was made to be open and honest, so Very Senior
Manager figures are included even when below 10.
The results in full can be found in Table 1 on pages 5 and 6, and with additional narrative
regarding analysis and results on pages 7 onwards, but to summarise our findings in 2021:


Indicator 1: Pay Progression. While we have seen an increase in the overall percentage of
Black, Asian, or minority ethnic staff this is not consistent across all pay bands and staff
groups. Medical and Dental staff in particular are over-representative, and whilst higher pay
bands in clinical and non-clinical staff groups may be representative of the overall workforce
figure for minority ethnic staff there is not diversity within that representation, with some
minority ethnic groups represented more than others.



Indicator 2: Recruitment. An improvement in 2021, with Black, Asian, or minority ethnic
applicants more likely to be appointed than white applicants. A result of 0.61 likelihood.



Indicator 3: Disciplinary. In 2021 there were no Black, Asian, or minority ethnic staff in new
formal disciplinary cases, as a result we have a zero likelihood figure to submit.



Indicator 4: Non-Mandatory Training and Development.



Indicator 5: Bullying, Harassment and Abuse from Patients/Public. A deterioration this year
and a widening of the gap between white and Black, Asian, or minority ethnic staff.
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Indictor 6: Bullying, Harassment and Abuse from Staff. An improvement this year and our
best result to date, but work needed on consistent improvement.



Indicator 7: Equal Opportunities. An improvement this year, but not yet a return to the levels
in 2016 and 2017.



Indicator 8: Discrimination. An improvement after 2019 sharp deterioration, but work
needed to close the gap with white staff and reduce this figure altogether.



Indicator 9: Board. The Board is representative of overall workforce figures for ethnicity.
Due to the small numbers the Board isn’t, and maybe can’t be, representative of the
diversity of ethnic groups in our workforce, but the commitment in relation to race equality is
strong, with allies in the Medical Director (Chair of the Race Inclusion Network), the Chief
Executive, Chair, and Lead Governor (as invited members of the Network) and the Director
of People and Organisational Development (as Executive with overall responsibility for dayto-day equality in relation to workforce).

As can be seen we have made progress in some areas, others we remain challenged on; but as a
Trust, from Board down we are committed to race equality, diversity, and inclusion.
Our work to improve race equality and inclusion is referenced throughout this report, and we have
undertaken data analysis and engagement with staff to better inform our understanding. This has
allowed us to develop an action plan for equality that addresses the issues raised by staff,
highlighted by the results in this report, and aligned to the NHS People Plan and People Promise.
Information on our action plan can be found on page 31.
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Our Results – 31 March 2021
We have provided in the table to follow a summary of our results against the nine indicators of the
WRES. The pages to follow provide further detail and a brief analysis, including looking at results
since 2015 against each indicator.
Table 1: Summary WRES Results 2021

Indicator
1.

Percentage of staff in each AfC Band 1-9 or Medical and Dental pay grades, compared with the
percentage of staff in the workforce overall.
Disaggregated by non-clinical staff, clinical staff, and medical and dental staff
Non-clinical

Clinical

White

BAME

N/S

White

BAME

N/S

0.35

0.06

0

0

0

0

AfC1

0

0

0

0

0

0

AfC2

6.01

0.17

0.12

1.50

0.06

0.06

AfC3

7.46

0.17

0.58

6.36

0.23

0.23

AfC4

2.20

0

0

8.73

0.46

0.81

AfC5

2.49

0.23

0.12

14.51

1.04

0.23

AfC6

1.73

0.06

0.12

19.65

0.87

0.87

AfC7

0.87

0.17

0.06

9.71

0.17

0.29

AfC8a

0.69

0

0.12

3.29

0.06

0.06

AfC8b

0.46

0.06

0

0.23

0

0

AfC8c

0.64

0

0.06

0.23

0.06

0

AfC8d

0.12

00

0

0

0

0.12

AfC9

0

0

0

0

0

0

VSM

0.17

0

0.06

0.06

0.06

0

Under Band 1

Medical and Dental Grades:
Consultants
(of which VSM)
Non-Consultant Career Grade

0.17

0.23

0.17

0

0

0.06

2.83

1.21

0.12
Continued….
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Indicator
2.

Relative likelihood of being appointed from
shortlisting across all posts

0.61 times more likely to be appointed if you are White

3.

Relative likelihood of entering formal disciplinary
processes

0.00 – no Black, Asian, or minority ethnic staff in new
formal disciplinary processes

4.

Relative likelihood of accessing non-mandatory
training/CPD

1.09 times more likely to access non-mandatory
training if you are White

5.

Percentage of staff experiencing bullying,
harassment, and abuse from
patients/relatives/public in last 12 months

BAME 30.3%

Percentage of staff experiencing bullying,
harassment, and abuse from staff in last 12 months

BAME 15.6%

Percentage believing the Trust provides equal
opportunities for career progression and promotion

BAME 84.6%

In the last 12 months personally experiencing
discrimination from manager/team leader/other
colleagues

BAME 12.1%

Percentage difference between Board membership
and overall workforce

White -19.0%

6.

7.

8.

9.

Disaggregated by voting and non-voting members

White 18.2%

White 17.8%

White 91.7%

White 4.4%

BAME 8.9%
Not Stated10.1%

Overall Workforce
White

1,565 (90.46%)

Black, Asian, and Minority Ethnic

93 (5.38%)

Unknown/Not Stated

72 (4.16%)
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Indicator 1: Staff Pay
This indicator looks at pay, what percentage (%) of White staff and Black, Asian, or minority
ethnic staff are in each of the pay bands 1 to 9, in medical and dental posts, and very senior
manager posts (including executive and non-executive board members).
These figures are compared with the overall workforce.

As at 31st March 2021 we employed 1,730 staff; this excluded bank, agency and other staff such
as those on career breaks to allow for consistency of reporting across the years.
Our ethnicity breakdown for our full workforce is as follows:


90.46% White (including White British, White Irish, White European, White Other)



5.38% Black, Asian, or minority ethnic (all stated ethnicities except White group)



4.16% Unknown (includes not stated, prefer not to say, and not disclosed)

Our workforce overall is representative of some boroughs where we provide services (Halton and
Warrington), but not others (Oldham and several of the Greater Manchester Dental areas).
Table 2: Showing Overall Workforce By Ethnicity Since 2015

Overall
Workforce

White

Black, Asian, or
Minority Ethnic

Unknown

2015

3,325

95.6%

2.4%

1.9%

2016

3,250

93.4%

2.7%

4.1%

2017

3,305

90.8%

2.6%

6.7%

2018

3,005

90.6%

2.8%

6.6%

2019

3,016

89.9%

2.9%

7.1%

2020

2,048

89.2%

5.7%

5.0%

2021

1,730

90.5%

5.4%

4.1%

As can be seen in Table 2 the percentage of Black, Asian, or minority ethnic staffing has grown
over the last seven years, which is an improvement on the low percentage figure in 2015. Caution
should be used when considering this data however as our overall workforce has reduced
significantly as services have transferred, particularly in relation to place based commissioning
and care in Wigan and St Helens; this has meant that we aren’t looking at consistent data year on
year.
It is encouraging to also see the decline in the number of ‘unknown’ records.
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Non-Clinical Staff:
As can be seen in the table on page 3 we have small percentages of Black, Asian, or minority
ethnic staff in non-clinical roles across the Trust.
Following on from Table 2 it is important that we look at how our staff groups reflect overall
workforce ethnicity, Figure 1, to follow, shows the percentage ethnicity breakdown in non-clinical
staffing. As can be seen Black, Asian, or minority ethnic staff are under-represented in non-clinical
roles, and in fact the actual figures in each pay band, particularly above Band 6 are too low to
report for data protection reasons.
Figure 1: Percentage Ethnicity Breakdown for Non‐Clinical Staffing

The figure below shows the breakdown by ethnicity of staff based on the clusters identified in
WRES: A Model Employer (see Page **). This clustered data allows us to look at small ethnicity
figures while minimising the risk of data becoming person identifiable. As can be seen the
numbers of Black, Asian, or minority ethnic staff reduces as you move up the pay scale to cluster
3.
Figure 2: Showing Non‐Clinical Staff Ethnicity by Pay Band Cluster
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Clinical Staff:
Our clinical workforce (excluding our medical and dental staffing) is 2.5 times larger than our nonclinical workforce, and Black, Asian, or minority ethnic staff numbers are three times higher.
However as for the non-clinical workforce, these staff are under-represented when compared with
the overall workforce total of 5.4%, see Figure 3.
Figure 3: Percentage Ethnicity Breakdown for Clinical Staffing

As with non-clinical staff we see the numbers of Black, Asian, or minority ethnic staff drop as we
move up the pay bands, and for the same reason we have again clustered by pay band, as can be
seen in Figure 4.
Figure 4: Showing Staff Ethnicity By Pay Band Cluster

We have two Board members from Black, Asian, or minority ethnic backgrounds, one non-clinical
and one clinical.
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Medical and Dental Staff:
As for much of the NHS medical and dental staffing has a much higher percentage of Black,
Asian, or minority ethnic staff and Bridgewater reflects this, as can be seen in Figure 5.
There are differing reasons for this, not least that the NHS has since its formation had a gap in the
availability of UK born/trained staff to undertake these roles, and the contribution of our overseas
born and trained workforce nationally and locally cannot be overstated.
Within our medical and dental workforce, the vast majority of staff are within the non-consultant
career grade group, with less than ten staff in consultant roles.
Figure 5: Percentage Ethnicity Breakdown for Medical and Dental Staffing

We have one Board member in the medical and dental workforce, they are included within the
‘unknown’ figure.
Black, Asian, or Minority Ethnicity Groups:
While the WRES submission looks at Black, Asian, or minority ethnic staff as a whole group we
wanted to look at how representative our ‘BAME’ staffing was. This followed conversations with
the Race Inclusion Network about the importance of seeing ‘someone like’ me at higher bands and
in different roles; role models for different communities starting at a young age rather than an
ethnic minority or BAME whole that doesn’t exist and/or feel inclusive.
Figure 6 to follow shows the percentage of different ethnic minority groups as a percentage of a
whole BAME total. As can be seen there is significant under-representation in many ethnicities,
and this equates in real numbers to just one or two staff from some identities/heritages.
When the figures are broken down further again into non-clinical and clinical staffing groups there
are large gaps in representation for different ethnicities at higher bands, so while we may be able
to be assured that our overall percentage figure is getting there, the picture for different groups is
very different. For data protection reasons we are unable to show this information within the report
as the data can be personally attributable to individual staff members.
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Figure 6: Black, Asian, or Minority Ethnic Staff Groups as % Of Total ‘BAME’ Workforce

WRES: A Model Employer:
In early summer 2021 we have been analysing our workforce data and creating an action plan that
covers two ‘asks’ from NHS England/Improvement.
The first ask was to produce an action plan that detailed how we would implement actions against
six priority themes to improve race and other equality.
The second ask was to produce an action plan that would reduce the disparity ratio in career
progression across the Agenda for Change and Very Senior Manager pay bands for Black, Asian,
or minority ethnic staff when compared to white staff.
We undertook a lot of analysis of the data contained in and to inform this annual WRES Report
and produced an overarching action plan and a WRES: A Model Employer plan that was mapped
to this.
The WRES: A Model Employer plan can be viewed here:
https://bridgewater.nhs.uk/aboutus/equalitydiversity/equalityact2010/
WRES: A Model Employer provides our drivers and actions, that is the factors that we think, from
our analysis, contribute to the career progression disparity, and the actions that we think will
reduce this. This includes looking at under-representation in staff groups and at pay bands. Also,
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within the report is embedded the larger overall action plan for improving equality across the six
priority themes.
We engage regularly with our Race Inclusion Network, and feedback and experiences shared by
the members have informed our analysis and action plan development and will be a key part of
monitoring and evaluation as we implement our plans.
Trust Analysis – Disparity Ratio
Note: The disparity ratio is the comparison between the progression ratios for white and BME staff.
Progression ratios are the probability of white staff versus BME staff being promoted through the
lower (band 5 and below), middle (band 6 & 7) and higher bands (8a and above).
Position as at 31 March 2020 (WRES 2020 Submission)
Lower Middle Lower
to
to
to
Middle Upper Upper

Trust Name
BRIDGEWATER COMMUNITY HEALTHCARE NHS
FOUNDATION TRUST

1.13

2.08

2.35

The 2020 data above shows that white staff at grades 6 & 7 (middle) are 2.08 times more likely to
progress to 8a and above through the organisation compared to Black, Asian or minority ethnic
staff; and white staff are 2.35 times more likely to progress through the organisation from the
lowest to the highest bands compared to Black, Asian and minority ethnic staff.
Position as at 31 March 2021 (WRES 2021 Submission)
Trust Name
BRIDGEWATER COMMUNITY HEALTHCARE NHS
FOUNDATION TRUST

Lower Middle Lower
to
to
to
Middle Upper Upper
1.32

1.35

1.78

The 2021 data shows that white staff at grades 6 & 7 (middle) are 1.35 times more likely to
progress to band 8a and above compared to Black, Asian or minority ethnic staff; and white staff
are 1.78 times more likely to progress from lower to upper bands compared to Black, Asian or
minority ethnic staff.
This data has excluded medical and dental staff in line with the national ask. Medical and dental
staff will be considered nationally as part of the Medical WRES.
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Year on Year Progress:
The tables to follow shows the numbers of Black, Asian, or minority ethnic non-clinical and clinical
staff since 2015 when WRES reporting began.
Table 3: Black, Asian, or Minority Ethnic Non‐Clinical Staff by Pay Band 2015 to 2021

Black, Asian, Or Minority Ethnic Non-Clinical Staff
2015

2016

2017

2018

2019

2020

2021

All AfC Pay Bands

18

18

16

20

19

15

15

Very Senior
Manager

0

0

0

0

0

0

*

Where figures are below 10 an * is used to protect personal identities

Table 4: Black, Asian, or Minority Ethnic Clinical Staff By Pay Band 2015 ‐ 2021

Black, Asian, Or Minority Ethnic Clinical Staff
2015

2016

2017

2018

2019

2020

2021

All AfC Pay Bands

42

39

44

31

52

49

51

Very Senior
Manager

0

0

0

0

0

*

*

Where figures are below 10 an * is used to protect personal identities

The figures in the tables are interesting as whilst the Trust has reduced significantly in overall
workforce since 2015, as explained earlier, the numbers of Black, Asian, or minority ethnic staff
has stayed broadly the same. This explains the improved overall percentage figure if not
necessarily the why this should be the case – staff role, borough, recruitment. Our work on the
action plans may allow us to understand this data better.
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Indicator 2: Recruitment
This indicator looks at recruitment, to see how more likely White applicants are to be
successful and to be appointed when compared to Black, Asian, or minority ethnic staff.
(A likelihood figure above one would show that White applicants are more likely to be
appointed than Black, Asian, or minority ethnic applicants).
Our likelihood figure for this year is 0.61. This means that white candidates are 0.61 times more
likely to be recruited than Black, Asian, or minority ethnic staff. This is an improvement on our
2020 figure of 1.39 and shows that Black, Asian, or minority ethnic candidates are more likely to
be appointed from shortlisting than white candidates – a figure below 1 is positive for minority
ethnic staff. Table 5 details Trust results since 2015:
Table 5: Showing Recruitment Likelihood Figures and Numbers of Black, Asian, or Minority Ethnic, and White Staff Recruited
2015 ‐ 2021

Recruitment 2015 - 2021
2015

2016

2017

2018

2019

2020

2021

1.85

1.72

1.30

1.24

1.28

1.39

0.61

Total Black, Asian,
or minority ethnic
Staff Recruited

12

24

31

24

23

13

36

Total White Staff
Recruited

241

532

498

418

395

224

310

Total Not Stated
Staff Recruited

3

160

120

30

10

17

8

Likelihood

The table above shows that ethnic diversity in recruitment overall has improved considerably with
a greater number of Black, Asian, or minority ethnic staff being successfully appointed than at any
time previously in WRES reporting.
Part of this success lies in the recruitment of a cohort of apprentices into Health Care Support
Worker roles in 2020/21. In this process the Trust took a different approach to previous, traditional,
recruitment, and as such was able to attract and appoint a much more diverse group than
happens generally. We are reviewing this project in summer 2020 to look at lessons learned, what
went well, what didn’t, and how we could use this approach again to recruit, particularly to harder
to fill roles.
While the results this year are positive, we again we need to show caution. When we look at the
likelihood for Black, Asian, or minority ethnic applicants moving from application to shortlisting the
figure is 2.21, this means that white applicants are 2.21 times more likely to be shortlisted.
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In addition, analysis shows us that not all ethnic minority groups faired as well through recruitment
with some groups more successful than others.
There are likely different factors to explain these differences, for example we are not currently a
sponsor Trust for overseas recruitment so a number of applicants will not be shortlisted as legally
we can’t employ them. But this is an area to keep reviewing and evaluating in the future.
Figure 7: Black, Asian, or Minority Ethnic Recruitment Journey 2020 ‐ 2021

Analysis of recruitment in Agenda for Change roles shows that roles at band 5 are our biggest
recruitment area and for both white and Black, Asian, or minority ethnic staff this was the biggest
pool recruited.
However above band 7 there was no successful appointment of Black, Asian, or minority ethnic
staff, either internal or external, except at Very Senior Manager level in the recruitment of new
Non-Executive Directors.
This has been identified as a driver in WRES: A Model Employer and actions determined to
understand and address this disparity.
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Figure 8: Recruitment In Agenda for Change and Very Senior Manager Roles 2020 ‐ 2021

Finally, we analysed our recruitment based on staff group and determined that in most groups
Black, Asian, or minority ethnic appointments were above the overall workforce percentage of
5.38%. Only in Allied Health Professionals (a very small recruitment pool in 2020 – 2021) and
Additional Clinical Services were the figures below this overall.
Due to the Covid pandemic we didn’t recruit any students during the year, so this figure is nil for
all.

Indicator 3: Disciplinary
This indicator looks at disciplinary processes in the Trust, at how more likely BME staff are
to be involved in formal disciplinary processes when compared with White staff.
(A likelihood figure above one would show that BME staff are more likely to be in formal
disciplinary processes than White staff).

Our result for this year is 0.0. There have been no Black, Asian, or minority ethnic staff enter new
formal disciplinary processes during the reporting period, and only 10 staff overall.
Table 6: Showing Likelihood of Black, Asian, or Minority Ethnic Staff Entering Formal Disciplinary Processes

Black, Asian, Or Minority Ethnic Staff Formal Disciplinary 2015 - 2021

Likelihood

2015

2016

2017

2018

2019

2020

2021

6.46

4.93

3.83

1.99

2.72

2.40

0.00
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Indicator 4: Non-Mandatory Training and Development
This indicator looks at non-mandatory training and development opportunities, and how

more likely White staff are to take part in these opportunities compared to BME staff.
(A likelihood figure above one would show that White staff are more likely to take part in
these opportunities than BME staff).

In 2021, 1311 staff in total undertook non-mandatory training and development opportunities.
These equated to 6,328 individual accesses to more than 230 different options including
verification of death, management of pressure ulcers, rainbow badges, clinical supervision
training, Mary Seacole, vaccines, and various public health related courses.
Within both white and Black, Asian, or minority ethnic staff groups there were variations in the
numbers of opportunities accessed, with some staff accessing 1 or 2 courses during the year and
others over 10. Covid related courses were well attended by staff who upskilled or re-trained to
support services and the national swabbing and vaccination programmes; but other courses that
had significant attendance focused on mental capacity, deprivation of liberty, and preventing
radicalisation.
Many programmes, for example those provided through the Leadership Academy or NHS England
were suspended. We have for example committed to supporting interested staff to apply for and
complete the WRES Experts programme and we are awaiting reopening of the applications.
As a Trust we applied in 2020 to join the NHS Leadership Academy Reciprocal Mentoring
Programme and are waiting to launch in autumn 2021. Our project board for the Programme has
representation from the Race Inclusion Network, and many members of the network are interested
in taking part in this 18-month programme.
Our result for this indicator in 2021 has deteriorated slightly, however we have had some
challenges over the years in data reporting for this particular indicator so are now hopeful that
moving forward and following 2020 and 2021 that we have a consistent and accurate way of
downloading data to report.
Table7: Showing Likelihood Of Black, Asian, Or Minority Ethnic Staff Accessing Non‐Mandatory Training and Development
2015 ‐ 2021

Black, Asian, or Minority Ethnic Staff Undertaking Non-Mandatory Training and
Development 2015 - 2021

Likelihood

2015

2016

2017

2018

2019

2020

2021

0.0

0.55

0.90

1.10

1.74

0.60

1.09

No data
available
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Indicator 9: Board
This indicator looks at our Board of Directors, and what the difference is, in percentage,
compared with the workforce
The following table shows both the numbers of staff at Board level and the percentage difference
between our Board membership and our overall workforce. A minus figure shows underrepresentation compared to workforce and a positive figure over-representation.
When viewing the figures, we need to recognise that our Board, which includes both Executive
and Non-Executive members is small, and therefore while the percentage of Black, Asian, or
minority ethnic staff appears over-representative we need to recognise this isn’t of all identities.
Table 8: Showing Board Ethnicity Representation Compared to Overall Workforce Representation

Board
Difference (Total Board % –
Overall Workforce %)

White

Black, Asian, or
Minority Ethnic

Unknown

10

2

2

-19.0%

8.9%

10.1%

The Board is committed to race equality and equality for all protected and vulnerable groups. In
2020 the Board refreshed the Strategic Objectives of the Trust to include the addition of a specific
equality objective:
Equality, Diversity, and Inclusion – to actively promote equality, diversity, and inclusion
by creating the conditions that enable compassion and inclusivity to thrive.
In addition, the Board produced and published internally and, on the public, facing website an antiracism statement setting out commitments to race equality and the elimination of racism and
discrimination:
Bridgewater is committed to improving race equality for our staff and our communities, and
to being actively anti-racist.
We are committed to improving awareness and understanding, from an individual to a
Trust level, of the ways in which many of us have benefitted from privilege and systemic
racial discrimination throughout our lives.
We will as a Trust demonstrate honesty and transparency; we will admit where we have
gaps in knowledge, understanding, data, representation; we will be open and honest about
where we believe we can do better; and we will actively facilitate and listen to the voices of
our diverse workforce and communities, recognising that Black, Asian and minority ethnic
groups are not a collective whole any more than ‘White British’ is a group with identical
views, needs, aspirations and inequalities.
We will work in true partnership with our staff networks and with our wider communities to
develop and deliver real and sustainable plans that address racism, discrimination, and
inequality.
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NHS Staff Survey 2020 Results
Indicator 5: Bullying, Harassment and Abuse – Patients, Relatives, and the Public
This indicator looks at the percentage of staff who have experienced harassment, bullying
or abuse from patients, relatives, or other members of the public in the last year.
(NHS Staff Survey 2020)

The figure below shows Trust results for the years 2017 – 2020 against other community providers
for Black, Asian, or minority ethnic and White staff:
Figure 9: Indicator 5 Community Trust Benchmarking 2017 ‐ 2020

As can be seen the Trust has:


A consistently higher figure for Black, Asian, or minority ethnic staff than comparator Trusts.



A widening gap between the experiences of White and Black, Asian, or minority ethnic staff
that isn’t reflected in the Community Trust average.
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A figure above 25% for Black, Asian, or minority ethnic staff since 2017 – a quarter of
respondents.

The figure below looks at the trend for Bridgewater in this indicator from 2015 (when figures were
too low to report so show as zero), to 2020:
Figure 10: Bullying, Harassment and Abuse from Patients/Relatives/Public from 2015 ‐ 2020



Overall, the Trust’s result in this indicator was 18.8%, the best community Trust’s result is
17.0%.



There were 33 responses from Black, Asian, or minority ethnic staff to this question an
increase of 8 from 2019.



As can be seen Black, Asian, or minority ethnic staff have since 2017 reported a higher rate
of bullying, abuse and harassment from patients, relatives, and the public. There was a big
rise in 2018 to 37.5% and again in 2020 we have seen an increase, back up to 30.3%.



The figure for White staff, which includes staff from Europe and the rest of the World has
seen a fairly steady decline.



Trust reports of these incidents do not reflect the data in the staff survey and an important
piece of work in 2021 is improvements in internal reporting through the Violence Prevention
and Reduction Standard, and Zero Tolerance working groups.



Our conversations with the Race Inclusion Network have also highlighted this issue and our
action plan for equality references the work we have identified in partnership as necessary
to start to address these behaviours. This includes training for staff and managers, zero
tolerance resources, and a review of Trust policy.
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Indicator 6: Bullying, Harassment and Abuse – Other Staff
This indicator looks at what percentage of staff have experienced harassment, bullying or
abuse from other staff in the last year.
(NHS Staff Survey 2020)

The figure below shows Trust results for the years 2017 – 2020 against other community providers
for Black, Asian, or minority ethnic and White staff:
Figure 11: Indicator 6 Community Trust Benchmarking 2017 ‐ 2020

As can be seen:


The Trust has a significantly lower result for Black, Asian, or minority ethnic staff compared
to other community Trusts, 7.3% below the average result.



White staff reports are slightly higher than the average.
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While the gap between White and Black, Asian, or minority ethnic staff experience is narrow
it has widened in 2020 with Black, Asian, or minority ethnic staff reports falling faster than
White staff.

The figure below looks at the trend for Bridgewater since 2015 for this indicator, (please note in
2015 as for above numbers responding were too low for reporting so a zero figure was returned).
Figure 12: Bullying, Harassment and Abuse from Staff from 2015 ‐ 2020



Overall, the Trust’s result in this indicator was 12.4%, with the best community Trust’s result
being 9.8%, so we still have work to do.



There were 32 Black, Asian, or minority ethnic staff respondents to this indicator an
increase of 7 from 2019.



Results for White and Black, Asian, or minority ethnic staff have always been fairly similar
but for both we have yet to see a sustained improvement.



As for the previous indicator reporting internally does not reflect that seen in the Staff
Survey, the Bridgewater Anti-Bullying and Harassment working group have an action plan
for 2021 on how to encourage and improve reporting internally so that these issues can be
understood and addressed.

Not reported in the WRES is bullying and harassment from managers. Bridgewater’s result was
8.4% overall, with the best community provider scoring 6.3%. In this indicator 9.7% of Black,
Asian, or minority ethnic staff reported experiencing bullying, harassment or abuse from a
manager compared to 8.3% of White staff. A better result than the above but reflective of
conversations with the staff network and an area for us to address in 2021.
The NHS Staff Survey creates themes from the individual indicators, one of these looks at bullying
and harassment generally. Please see further narrative on this theme on the following page
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NHS Staff Survey Bullying & Harassment Theme:
This indicator brings together results for bullying, harassment and abuse from patients/public,
managers, and staff.
The figure to follow looks at the bullying, harassment, and abuse theme overall, rather than by
ethnicity, for the Trust since 2015:
Figure 13: Bullying and Harassment Overall 2015 ‐ 2020



As can be seen the Trust has slowly improved to now score higher than the average for its
comparator group. 2020 shows the best result so far, bringing us closer to the figure for the
best community Trust, but we know this theme still needs improvement, to achieve a figure
above 9.5 would be our hope.



This result looks at bullying and harassment overall rather than by specific protected
characteristic group, we must not forget the impact that these behaviours have on certain
groups when compared to those who don’t share a protected characteristic – comparing
White and Black, Asian, or minority ethnic staff, disabled and non-disabled staff, LGBT+
staff and straight staff.



We have also looked at the bullying and harassment theme by directorate and have
identified areas where figures are lower – Corporate Estates, Dental, and Halton Adult’s
and Children’s. Oldham has seen an improvement this year moving from a low score to a
one that is higher than the Trust’s overall result.

As referenced for indicators 5 and 6 we have a number of working groups who, working together,
are looking at addressing bullying, harassment, abuse and violence from patients/families, staff,
and managers. These groups are reviewing current policy and practice and through engagement
with staff and representation from our staff networks are leading improvements that should see us
progress in this area in the future.
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Indicator 7: Equal Opportunities
This indicator looks at the percentage of staff who believe the Trust provides equal
opportunities for career progression or promotion.
(NHS Staff Survey 2020)

The figure below shows Trust results for the years 2017 – 2020 against other community providers
comparing results for Black, Asian, or minority ethnic and White staff:
Figure 14: Indicator 7 Community Trust Benchmarking 2017 ‐ 2020

It can be seen in the figure above that this is an indicator where historically we have done well.
2018 and 2019 saw a significant deterioration in the result for Black, Asian, or minority ethnic staff,
this followed three years where Black, Asian, or minority ethnic staff reported higher than White
staff and always above 90%.
As an organisation we are above the average for our comparator group, but information from our
conversations with the Race Inclusion Network tells us that we have work to do to improve equality
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of opportunity in career progression for our Black, Asian, or minority ethnic staff and this is
reflected in our equality action plan.
The figure to follow shows our results for this indicator for staff from 2015, (when figures were too
low to report so are recorded as zero) to 2020:
Figure 15: Equal Opportunities Results 2015 ‐ 2020



Up to 2017 Black, Asian, or minority ethnic staff consistently reported a higher satisfaction
rate than White staff, but this has decreased with a 15.1 point decrease between 2018 and
2019 and a 14.0 point increase to 2020. White staff meanwhile have remained rather more
consistent in reported experience.



It should be noted that the number of Black, Asian, or minority ethnic staff responding to
this question is always significantly lower than the overall number completing the survey, 13
in 2020 compared to 33 for the other questions. Assumptions could be made on why this
should be, but it is more effective and useful to listen to the voices of our Black, Asian, or
minority ethnic staff through the Race Inclusion Network and other engagement methods
and we will be doing this throughout 2021.

Overall, our result for this indicator is 92.5% with the best Trust in our comparator group scoring
93.3%. However, equality of opportunity is about creating equity between people from a protected
characteristic group and people outside of this group and as the indicator above shows, and this is
reflected in the Workforce Disability Equality Standard, staff from protected groups are not
reporting as highly as their comparator staff.
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Indicator 8: Discrimination
This indicator looks at what percentage of staff have personally experienced discrimination

at work from their manager or team leader, or from another member of staff.
(NHS Staff Survey 2020)

The figure below shows Trust results for the years 2017 – 2020 against other community providers
for Black, Asian, or minority ethnic and White staff:
Figure 16: Indicator 8 Community Trust Benchmarking 2017 ‐ 2020

As can be seen in the above the experience of discrimination from other staff is significantly higher
for our Black, Asian, or minority ethnic staff, and while we are below the average for other
community providers this is still too high a figure at a 7.7% difference to White staff.
The number of Black, Asian, or minority ethnic staff responding to this question was 33, an
increase of 8 from 2019.
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Feedback from our Race Inclusion Network members tells us that this is an issue in the workplace
and one we are looking to work together to understand and address.
The figure to follow shows our results for this indicator from 2015 to 2020, as for the other
indicators results in 2015 have been recorded as zero to reflect low number of respondents rather
than low results.
Figure 17: Discrimination Figures from 2015 to 2020



As can be seen we are not, as yet, seeing a consistent improvement in this indicator with us
never returning to the 2016 figure of 6%.



There were 33 responses from Black, Asian, or minority ethnic staff to this Survey question.

Discrimination and harassment are both illegal acts under the Equality Act 2010 and the Human
Rights Act 1998. Any staff member reporting these behaviours, including as a witness, is also
protected in legislation from any treatment that victimises them as a result of this reporting.
Our conversations with members of the Race Inclusion Network, and also with team leaders and
members of staff from within the Trust, have identified that we need to address these issues
across the whole of Bridgewater. We have the policy and process to support staff, but we need to
get better at acting when we hear of these issues and then communicating widely so that staff can
feel safe and protected and that there is a worth in speaking up. Our action plans for equality and
for the NHS People Plan address these priority areas.
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Action Plan
As detailed on pages 11 - 12 we have been working to produce and publish an action plan for
equality for all protected groups.
This uses engagement and feedback from the staff networks alongside analysis for WRES: A
Model Employer, disparity ratio analysis, and review of NHS Staff Survey results to create an
overarching plan.
The plan outlines the following action sets:


Culture



Modernising Recruitment



Identifying and Developing Talent



Developing EDI Awareness and Skills

This plan can be viewed on the Trust webpage https://bridgewater.nhs.uk/aboutus/equalitydiversity/equalityact2010/
Thank you for taking the time to read our 2020 WRES report. Should you have any queries or
questions or if you would like to request the contents of this report in another language or format,
please contact our Equality & Inclusion Manager in the first instance, details below.

Contact Details
Paula Woods (Director of People and Organisational Development) paula.woods1@nhs.net
Ruth Besford (Equality & Inclusion Manager) ruth.besford@nhs.net
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1.0

EXECUTIVE SUMMARY

1.1

Our Just Culture programme continues to progress with a series of developments
which will further reinforce the firm foundation already established within the Trust.
The Just Culture training programme delivered by Northumbria University in
partnership with Merseycare has now been secured and scheduled for late August.
The Programme underpins the Trust’s commitment to its workforce. In recognition of
the challenges of culture, progress monitoring will be underpinned by a range of
methodologies and a baseline position is currently being outlined.

1.2

The People Committee have been kept updated on our Just and Learning Culture
Journey. Although work has continued to be done behind the scenes, our formal
launch was paused as a consequence of the pandemic.

1.3

The introduction and implementation of a Just Culture within our Trust is underpinned
by a whole system approach which engages and involves our workforce, improving
patient care, safety and the working lives of our staff. The overall aim is to revert to
formal policies and procedures as a last resort. How we treat our staff will support a
culture of fairness, openness and learning by making staff feel confident to speak up
when things go wrong, rather than fearing blame or being subject to suspensions,
restricted practise, investigations and hearings.

1.4

Just culture is a concept related to systems thinking which emphasises that mistakes
are generally a product of faulty organisational cultures, rather than solely brought
about by the person or persons directly involved. This allows for individual
accountability and promotes a learning organisation culture.

1.5

Our project plan has been summarised on a page at appendix 1.

2.0

PRINCIPLES

2.1

The challenge of culture change is recognised and it is important that we
acknowledge that the Trust begins the process from an already favourable position in
terms of its current employee relations climate and sound partnership working
arrangements with recognised trade unions. There has been considerable progress
made in terms of organisational development, human resources management and
patient safety. A range of training programmes such as ‘Speed of Trust’ and
‘Compassionate Leadership’ training will remain pivotal to the development of our
Just Culture and it is important that we highlight the significant reduction in
disciplinary processes and suspensions over the last 3 years. In that respect, there is
a standing agenda item for an Employee Relations Report on the Trust’s People
Committee.

2.2

Promotion of these initiatives and successes are essential in communications and
engagement with our workforce to reaffirm that the process of Just Culture is set
within a wide framework and context and is not just another initiative which replaces
those which preceded it. The increased accessibility to mediation resources and the
introduction of the Reciprocal Mentoring for Inclusion Programme will be integral to
the implementation of our Just Culture.

2.3

Measurement of our progress is essential and we are outlining a framework which
will demonstrate our success and identify areas for improvement. We have
established information sources such as HR metrics, the staff survey results and
equality and diversity data which will be utilised in addition to structured feedback
from the whole workforce.

2.4

Staff-side Representatives have gathered information from previous disciplinary and
grievance processes which will contribute significantly to our Just Culture journey.
The Project Lead is attending borough and clinical network meetings to raise
awareness of our journey and most importantly, to hear the perspectives of the
workforce both during and after the meetings. This quantitative and qualitative
information will form the baseline from which we can monitor our progress and inform
ongoing direction with deployment of established systems of staff engagement within
the Trust.

2.5

The importance of a Just Culture is recognised nationally and this has been
discussed at the Cheshire & Merseyside Social Partnership Forum (SPF) and also
the North West SPF. Trade Unions and Management across the North West have
recently agreed guiding principles as suggested good practice. The principles to
inform local approaches are at appendix 2. These have been to the Trust’s JNCC
and People Committee meetings (July) and will be considered favourably in line with
our policy reviews.

3.0

THE CIVILITY AND RESPECT TOOLKIT

3.1

The Civility and Respect Toolkit was launched in January 2021 by NHSEI to support
NHS organisations in developing a culture of civility and respect. The Toolkit is in the
initial stages of development, recognising the already established programmes and
initiatives within the Trust and the underpinning principles within our Respect Charter.
The Framework will promote those values and behaviours which characterise civility
and respect and will aim to increase the visibility of the Trust values across the
organisation whilst recognising the successes of Trust initiatives and networks in
relation to bullying and harassment and Freedom to Speak Up. As stated earlier,
such programmes of work and initiatives are reported to the Trust’s People
Committee.

3.2

A Just Culture is characterised by those fundamental positive behaviours which focus
on civility and respect and there is a plethora of information and resources available
to support the integration of these values into organisations. Merseycare highlight
that an emphasis on civility and respect would have supported their initial focus as a
means of preparing the foundations for a Just Culture had it been available to them
at the time. They have made what resources they have available to us.

4.0

HUMAN RESOURCES POLICIES AND PROCEDURES

4.1

Human Resources policies and guidance will require a review in the context of our
Just Culture and early attention to this process will offer assurance of the Trust’s
commitment to this agenda. The Project Lead has initiated this process to consider
how we incorporate the principles of Just Culture into our disciplinary and grievance
policies. A review of the policies will be undertaken within the Trust’s corporate
governance frameworks. Training for managers in relation to the associated
procedures and processes will promote understanding and adherence to any change
in policy.

5.0

TRAINING – ROLL OUT PROGRAMME

5.1

The Just Culture Training devised by Northumbria University in partnership with
Merseycare is scheduled for late August. There is an expectation that senior
managers and senior clinicians as well as HR staff attend the training to facilitate
their engagement with the process particularly in the context of disciplinary
procedures. Staff-side Representatives and OD colleagues will be essential to the
programme, reflecting our whole system approach to the assimilation of a Just
Culture. A delegate list is currently being finalised.

5.2

There is an appreciation amongst all parties that the coming weeks and months may
present ongoing organisational challenges which will be assessed accordingly. The
programme schedule runs from the end of August to the end of October. Timings and
delivery could be subject to change due to the pandemic.

5.3

Amanda Oates, Executive Director of People in Merseycare will hopefully secure a
date to talk to Trust Board about their journey and experiences at Merseycare and
respond to any questions. She envisages the session will take no more than an hour.
Dates are actively being sought.

6.0

RECOMMENDATIONS

6.1

It is recommended that:





7.0

the Board accept the contents of the report
the Board continues to support and promote the attendance of senior
management and clinicians on the Just Culture training programme
the Board acknowledges the requirement for a review and revision of
appropriate Human Resources Policies and Procedures
the Board endorses the establishment of a People Operational Delivery
Group (POD) to support the formal implementation of our Just Culture. PODs
report to the Trust’s People Hub with updates and assurances to the People
Committee

APPENDICES

Appendix 1
Appendix 2

Our Just Culture Project Plan on a Page
North West Just Culture Guiding Principles – suggested good practice

Implementing our Just Culture Project Plan ‐ Ros Connolly – Project Lead

A Whole Systems
Incremental Approach

Evidence

Values and
Ambitions

Vision

The Introduction and Implementation of a Just Culture within our Trust underpinned by a whole system
approach which engages and involves our workforce, improving patient care and safety and working lives
•
•
•
•
•
•
•
•

Our Bridgewater PEOPLE Values
Partnership and collaboration
Equality and Diversity
Premium value of the workforce
Kindness, compassion and empathy,
civility and gratitude
Priority of Patient safety
Openness and Learning
Responsibility and Accountability

‘Sidney Dekker – ‘Just Culture’ (2012)
Suzette Woodward ‘Implementing Patient Safety’ (2020)

Baseline
o Key Stakeholders – all of us
o Our People Plan – Actions for
Change
o Priority of workforce wellbeing
o Priority of High Quality Care and
Patient Safety
o Learning organisation
o Staff Surveys
o Workforce Data
Framework for Best Practice

Mobilisation and
Transition

Implementing a Just
Culture

o Human Resources Policy
and Protocol
o Management of Patient
Safety Incidents
o Building on our successes,
training programmes and
management of PSI
o Stakeholder Engagement

• Improved Patient Care and Safety
• Improved Working Lives

A fair experience for all: Closing the ethnicity gap in rates of
disciplinary actions across the NHS Workforce’ (July 2019) NHS

NHS Patient Safety Strategy; Safer culture, safer systems,
safer patients (July 2019) NHS

WE ARE THE NHS: ‘People Plan for 2020/21 – action for us all’
‘Maintaining High Professional Standards in the Modern NHS’
(MHPS ‐ NHS Employers)

The Patient Safety Incident Response Framework, 2020
(NHSE NHSI)

Getting there

Where do we want to be?
o
o
o
o
o
o
o
o
o
o

o Fewer suspensions and
disciplinary processes
o Fewer grievances
o Improved Working lives
o Improved patient safety
through learning
o Ongoing reciprocal feedback

Resource Requirement
o Executive and Senior
Management Commitment
o OD expertise
o Communication Expertise
o Training Capacity
o Metrics ‐ workforce and patient
safety data
o Policy Committee support

Focus Groups
Training Plan
Communications Plan
Board Session
Policy Review and Development
Baseline metrics
Staff engagement
Whole systems approach
Implementation Plan
Workstreams

Embedding into the Whole System
o
o
o
o
o

Reflected in Supervision and PDR
Monitoring systems
Induction process
Digital Training Package
SOME QUICK WINS !!!

Current Position
 Focus Groups
 Briefings to Managers, Staff
and Staff‐side Colleagues
 Communications – Bulletins
and Team Brief focus in July
 Training Plan for August
2021 roll out
…the programme is continuous
Success measures
‘
o Improved
patient/service user
experience
o Safer patient care –
incident reviews
o Improved staff
satisfaction – survey
o Reduced turnover
o Reduced sickness
o Fewer HR processes

Just and Learning Culture in North West – Guiding Principles – June 2021
Background
Discussions in the North West SPF consistently show a strong desire to develop and sustain a restorative just and
learning culture for people working in the NHS across the region.
Principles
Informed by the above, employers and trade unions working in partnership through the NW SPF have agreed the
following-guiding principles, as suggested good practice across the region:
•
•
•
•
•

•
•
•
•

•

•

Everyone should be encouraged to live the values of compassion and kindness with colleagues, every day
Colleagues should be able to work in an environment where they feel supported and empowered to learn
when things don’t go as expected, through restorative practice
Colleagues should be encouraged to speak the truth about something which didn’t go to plan, without fear
of punitive individual repercussions
In the case of an adverse event, employers should not instinctively ask ‘who’ was to blame but ‘what’ led the
event to occur
Formal disciplinary processes and suspensions should be avoided wherever possible, in favour of explorative
conversations, to include discussions about all personal responsibility processes, which are informal and fair,
adhering to just and learning principles
It is never too late to reconsider the correct approach to an employment relations issue, and consider
alternative resolution outside of formal disciplinary and grievance processes
When there is a need for formal processes, they should be undertaken compassionately, begin with an
investigation of the facts around what went wrong and be undertaken in a timely manner
Just and learning culture should not be mistaken for an uncritical culture where ‘anything goes’ – which can
be as harmful and inexcusable as a ‘blame culture’
Whilst the concept of just and learning culture pre-dates the pandemic, COVID-19 has only further
emphasised the importance of treating people as human beings, and a just culture naturally aligns with this
mindset
In addition to creating the culture we aspire to for the good of our colleagues; employers should recognise
the potential to save time and money that can be reinvested, as a result of reduced disciplinaries,
suspensions and workforce turnover (based on Mersey Care data)
Wherever possible, the natural links and alignment should be drawn between the development of just and
learning restorative culture locally, and the national expectations around culture as directed by NHS Chief
People Officer.

Whilst the NW SPF is hopeful all employers will consider embedding a local policy reflective of the above, the
principles also outline a broader attitude/mindset, constructive for all to reflect on in their day to day work at a
time when the NHS is at its most challenged.

Signed by the Joint Chairs of the North West SPF:
Mike Gibney, The Walton Centre
James Bull, UNISON

Bridgewater Board
Date

29 July 2021

Board Part

2021
Public

Agenda item

51/21i

Title

Quality & Place strategy refresh

Sponsoring Director

Colin Scales, Chief Executive

Authors

Presented by

Rob Foster, Programme Director of Collaboration and
Integration

Exec Summary/Purpose

To provide an update on progress to date and to set out next
steps and key actions.

Previously considered at

Board

Related Trust Objective/
Intentions

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.

Which CQC domains are
supported by this report?

Safe
Effective
Caring
Responsive
Well-led

Which BAF risks are
addressed in this report?

Delete as applicable

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

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 demand and capacity
BAF 4 – Financial sustainability
BAF 5 – Staff engagement and morale
BAF 6 - Staffing levels
BAF 7 - Strategy and Organisational sustainability
BAF 8 - IM&T systems which do not meet the
requirements of the organisation
BAF 9 - Risk to Trust’s objectives due to COVID-19
pandemic
N/A

N/A
Equality Impact
assessment
Explanation of any
acronyms in the report

N/A

Continued delivery of the
Next steps

Recommendations

The Board are asked to note the contents of the report and
approve the refreshed Quality & Place Strategy.

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

X

Title
Author
Date
Purpose
Audience

1.0
1.1
1.2

1.3

1.4

2.0
2.1

2.2

2.3
2.4

2.5

2.6

Bridgewater Board
Quality & Place strategy update
Rob Foster
29th July 2021
To update the Board on the refreshed Quality & Place Strategy
Board

Summary
The Bridgewater Quality & Place strategy was written in 2018, setting out strategic
plans for the next five years.
However, since 2018, there have been some significant challenges and changes.
The impact of the global pandemic, within the Trust itself and in the wider NHS, with
the governance’s White Paper Integration and Innovation: working together to
improve health and social care for all will all drive changes and opportunities across
the health & social care landscape.
It has therefore been timely to revisit and refresh the Quality & Place strategy, to
incorporate these changes, to ensure that we set out clearly what our aspirations
are, and how we will achieve them.
The updated document sets out our vision for the next three years and the plans
that we have to deliver high quality, place-focused care for the populations that we
serve.
Changing landscape
Our work and the dedication of our staff during the pandemic demonstrated the
pivotal role that community services have in the systems and areas where we
deliver care, and emphasised the importance of our connections into primary,
secondary and social care
During the pandemic, all providers of care have worked closely to keep patients
safe and to meet the unprecedented levels of demand that were placed on the
system. Organisational barriers were put aside, and the needs of patients and
communities were put first. Organisations worked together to provide support and
mutual aid.
This integrated approach is at the core of the Integrated Care System (ICS)
agenda, as detailed in the White Paper in February 2021.
The central aim of ICSs is to integrate care across different organisations and
settings, joining up hospital and community-based services, physical and mental
health, and health and social care.
The ways of working described by the White Paper are not new for Bridgewater.
We have strong relationships with local partner organisations and are already have
examples of working in an integrated way, delivering benefits to local people.
The White provides the opportunity to further enhance this approach and to develop
even stronger relationships with local Primary Care Networks, Local Authorities and
other partners.

3.0
3.1

3.2

3.3

4.0
4.1
4.2
4.3

4.4
4.5

4.6

4.7

5.0

5.1

Strategic objectives
Given the work already being delivered by the Trust, the Strategic Objectives
remain the same in the updated Strategy. Namely:
3.1.1 Quality – To deliver high quality, safe and effective care which meets both
individual and community needs
3.1.2 Innovation & Collaboration – To deliver innovative and integrated care closer
to home which supports and improves health, wellbeing and independent
living
3.1.3 Sustainability – To deliver value for money, ensure that the Trust is
financially sustainable and contributes to system sustainability
3.1.4 People – To be a highly effective organisation with empowered, highly
skilled and competent staff
3.1.5 Equality, diversity and inclusion – To actively equality, diversity and inclusion
by creating the conditions that enable compassion and inclusivity to thrive
Each Strategic Objective describes its respective strategy, explains how
Bridgewater are currently delivering against it and also sets out the plans for how
we will deliver this in the future.
These individual strategies and plans are already embedded into the committee and
governance framework of the organisation, to ensure oversight, scrutiny and
assurance of their delivery.
Public engagement
Engaging with the public on the changing landscape is vitally important.
The benefits of engagement include improved outcomes, better decision-making
and a greater sense of ownership.
Within the new system architecture being developed as part of the ICS and local
Integrated Care Partnerships in place, it is mandated that the local public and
patient voice is represented.
It is equally important for Bridgewater to continue to engage with its members and
the public we serve, to update them on the refreshed Quality & Place Strategy.
Critical in the development of the original Strategy in 2018 was a series of ‘Big
Conversations’, which provided the opportunity to list to staff, local people and
partners about what they wanted from local NHS Community Services moving
forward.
To support our continued engagement, to inform local people about the refreshed
Quality & Place strategy, and to talk about the ICS agenda, both as an individual
organisation but more importantly, in collaboration with our partners as place-based
approached are developed, we will continue to shape our approach and plans with
the Bridgewater Council of Governors and members.
Time has been allocated in the forthcoming Council of Governors meeting,
scheduled for July 2021, to discuss this matter further.
Recommendations
The Board are asked to note the contents of the report and approve the refreshed
Quality & Place Strategy.

Quality
and Place

Delivering high Quality care in the
Place where you live
Our Refreshed Strategy
2020-23
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Introduction and context
Our Quality and Place strategy was written in 2018 and set out our strategic plans for
2018 - 2023. It was developed using the six principles for engaging people and
communities published by “National Voices”, the coalition of charities that advocates for
citizens taking ownership of their own health and care. We gathered over 500 responses
from our staff, communities and partners and these shaped and informed our strategic
direction. Key themes that people told us about were:
•

Better engagement

•

Prevention of ill-health

•

Use of technology

•

Coordinating care with other partners

These themes continue to form key strands of our strategic vision. However, since 2018,
there have been some significant changes in the landscape, both within the Trust and in
the wider NHS, with the governance’s White Paper Integration and Innovation: working
together to improve health and social care for all set to drive significant changes and
opportunities across the health & social care landscape from April 2022. It is therefore
timely to revisit and refresh our strategy to ensure that we set out clearly what our
aspirations are, and how we will achieve them.
This document sets out our vision for the next three years and the plans that we have to
deliver high quality, place-focused care for the populations that we serve.
The priorities and commitments outlined in this strategy refresh follow on from those
published in 2018 and continue to be steeped in the ambition of delivering high quality
healthcare, investing in our staff and developing system-wide relationships to ensure
sustainability across our health and care systems whilst maximising the opportunities
presented by the White Paper for both our patients and staff.
They also expand on where we are heading as a key partner in place based integrated
care partnerships (ICPs) and lay out the expectations and priorities placed upon us. We
are committed to being an effective system-wide partner focused on redesigning care,
improving population health through shared leadership and action to deliver health and
care that resonates and connects with local people.
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Our aspiration is to be a key partner in a joined up health and care
system that supports people and families to live healthy lives,
accessing health and wellbeing services when and where they
need them.
OUR MISSION
To improve local health and wellbeing in the communities we serve.
We will do this by working closely with local people and partners
VALUES
At Bridgewater, our PEOPLE values shape how we deliver our NHS services in your
local community.
We are:
Person centred: We believe in putting people in control, coordinating and delivering
services to achieve the best health and care outcomes
Encouraging innovation: We want to encourage and embrace new ideas to learn and
deliver creative and pioneering improvements in community care
Open and honest: We aim to behave in a way that develops relationships based on
mutual trust and respect
Professional: We recognise and value the contribution of our staff and seek to ensure
they have the skills to deliver outstanding care
Locally led: We strive to continually develop our knowledge of the communities we
serve and work in partnership to respond to local need
Efficient: We look to use resources wisely to ensure our services provide value for
money and we are a sustainable organisation in the future.

Foreword from the Chief Executive and the Chair
2020 and 2021 will be a period the NHS will not forget. The COVID-19 pandemic has
been the most significant challenge in the 72 year history of the NHS and it has already
changed the way in which some NHS services are provided. During the years ahead the
NHS will continue to evolve as it recovers from the pandemic and looks to build back
better.
The pandemic has shone a strong light on the health inequalities that exist in our
populations. People facing the greatest levels of deprivation are at higher risk of
exposure to the virus, and suffered poorer outcomes as a consequence of pre-existing
poor health Black Asian and minority ethnic communities were particularly affected. As a
community trust we need to be prepared to respond to this with our partners and support
the place-based systems where we work to ensure that all our communities are
supported to live healthy lives with fair and appropriate access to services.
During the pandemic, all providers of care have had to work much more closely to keep
patients safe and to meet the unprecedented levels of demand that was placed on the
system. Organisational barriers were put aside, and the needs of patients and
communities were put first. Organisations worked together to provide support and
mutual aid. There were many examples of true system working which translated into
improved outcomes for patients and this is something we need to continue over the
years ahead to meet the growing challenges that we will face.
Our work during the pandemic demonstrated the pivotal role that community services
have in the systems and areas where we deliver care, and emphasised the importance
of our connections into primary, secondary and social care. We are working hard to
develop our relationships with our primary care network colleagues and we have
continued to work in an integrated way with our local acute trusts. We now deliver some
services in partnership with our local authorities and we hope to strengthen all of these
relationships in the years ahead to enable us to deliver joined up care which meets the
needs and expectations of our patients and communities.
Our commitment and focus has not changed in this strategy refresh and we remain
committed to Quality and Place and we are able to recognise our strategic objectives
with greater clarity as a result of the input we have had to delivering care in a pandemic.

Colin Scales
Chief Executive

Karen Bliss
Chair
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QUALITY AND PLACE – Delivering high Quality care in the Place where you
live
We have called our strategy ‘Quality and Place’ to emphasise our two strategic priorities:
Driving up Quality by implementing our quality improvement methodology – Quality First
and Foremost.
Focusing on Place and using local insights to work with partners across the system to
tackle shared local health and efficiency challenges.
We want to ensure that our patients, their families, communities and our stakeholders
receive the right care, in the right place and at the right time and that we support our
staff to facilitate this.
WHY QUALITY?
Quality first and foremost has always been at the heart of all the work we do as a
community services provider and is our strapline. Our ambition has grown in relation to
not only delivering quality services as a standalone provider but also in relation to
delivering integrated services with partners. Our commitment to Quality Improvement
within the services we provide is a key area of focus for all our staff and we aspire
together to attain recognition as an outstanding provider.
WHY PLACE?
Never before has place been such a focus in relation to the services we deliver. Our
understanding of population health and health inequalities is a key area of focus for the
Trust and we are working with people in our communities, staff, and partners to ensure
the services we deliver reflect the needs of the local populations. As a Trust who
delivers care across more than one Health Care Partnership and across a considerable
geography the services we provide and the way in which these are delivered in each
area is different and reflects the needs of the local population.
The opportunities presented by the White Paper will support providers and partners to
work even more collaboratively in place, to deliver the best services and outcomes for
local people.

Bridgewater at a Glance
We are a highly experienced NHS Foundation
Trust providing out of hospital care.
Our mission is to improve local health and
wellbeing in the communities we serve and we
are working with our commissioners and
partners to bring more care closer to home
We provide high-quality community services in:


Warrington



Halton



Oldham



St. Helens

The majority of our services are delivered in people’s homes or at locations close to where
they live, such as clinics, health centres, GP practices, community centres and schools.
We aim to bring more care closer to home – this means providing a wider range of services in
community settings to keep people healthier for longer and developing more specialist services
to support people to live independently at home.
We have an extensive Dental network which provides special care dentistry, paediatric
dentistry under general anaesthetic and inhalation sedation and minor oral surgery* and
anxious adult’s service*.
Dental services are provided in all of the above areas plus:
 Bolton
 Bury
 Heywood
 Middleton
 Oldham
 Rochdale
 Tameside
 Trafford
 Glossop
 Stockport
 Western Cheshire
* Cheshire and Merseyside only
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Context - Health priorities in our boroughs
Halton
The health of people in Halton is generally worse than the England average. Halton is in the top
20% of the most deprived districts/unitary authorities in England and about 19.6% (4,850) children
live in low income families. Life expectancy for both men and women is lower than the England
average.
Health inequalities
Life expectancy is 10.8 years lower for men and 8.8 years lower for women in the most deprived
areas of Halton than in the least deprived areas.
Child health
In Year 6, 25.0% (398) of children are classified as obese, worse than the average for England.
The rate for alcohol-specific hospital admissions among those under 18 is 59*, worse than the
average for England. This represents 17 admissions per year. Levels of teenage pregnancy,
breastfeeding and smoking in pregnancy are worse than the England average.
Adult health
The rate for alcohol-related harm hospital admissions is 863*, worse than the average for England.
This represents 1,076 admissions per year. The rate for self-harm hospital admissions is 350*,
worse than the average for England. This represents 440 admissions per year. Estimated levels of
excess weight in adults (aged 18+), smoking prevalence in adults (aged 18+) and smoking
prevalence (in routine and manual occupations) are worse than the England average. The rates of
new sexually transmitted infections, killed and seriously injured on roads and new cases of
tuberculosis are better than the England average. The rates of statutory homelessness, violent
crime (hospital admissions for violence), under 75 mortality rate from cardiovascular diseases and
under 75 mortality rate from cancer are worse than the England average.
* Rate per 100,000 population
PHE health Profile 2019 Published 03/03/2020
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Oldham
The health of people in Oldham is generally worse than the England average. Oldham is in the top
20% of the most deprived districts/unitary authorities in England and about 22% (11,755) children
live in low income families. Life expectancy for both men and women is lower than the England
average.
Health inequalities
Life expectancy is 12.0 years lower for men and 10.3 years lower for women in the most deprived
areas of Oldham than in the least deprived areas.
Child health
In Year 6, 23.0% (710) of children are classified as obese, worse than the average for England.
The rate for alcohol-specific hospital admissions among those under 18 is 34*. This represents 20
admissions per year. Levels of teenage pregnancy, GCSE attainment (average attainment 8
score), breastfeeding and smoking in pregnancy are worse than the England average.
Adult health
The rate for alcohol-related harm hospital admissions is 737*, worse than the average for England.
This represents 1,580 admissions per year. The rate for self-harm hospital admissions is 202*.
This represents 475 admissions per year. Estimated levels of excess weight in adults (aged 18+),
smoking prevalence in adults (aged 18+), smoking prevalence (in routine and manual
occupations) and physically active adults (aged 19+) are worse than the England average. The
rates of new sexually transmitted infections and killed and seriously injured on roads are better
than the England average. The rate of new cases of tuberculosis is worse than the England
average. The rates of statutory homelessness, violent crime (hospital admissions for violence),
under 75 mortality rate from cardiovascular diseases, under 75 mortality rate from cancer and
employment (aged 16-64) are worse than the England average.
* Rate per 100,000 population
PHE health Profile 2019 Published 03/03/2020
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Warrington
The health of people in Warrington is varied compared with the England average. About 11.5%
(4,370) children live in low income families. Life expectancy for women is lower than the England
average.
Health inequalities
Life expectancy is 9.6 years lower for men and 7.4 years lower for women in the most deprived
areas of Warrington than in the least deprived areas.
Child health
In Year 6, 19.0% (470) of children are classified as obese. The rate for alcohol-specific hospital
admissions among those under 18 is 49*, worse than the average for England. This represents 22
admissions per year. Levels of breastfeeding are worse than the England average. Levels of
GCSE attainment (average attainment 8 score) and smoking in pregnancy are better than the
England average.
Adult health
The rate for alcohol-related harm hospital admissions is 733*, worse than the average for England.
This represents 1,504 admissions per year. The rate for self-harm hospital admissions is 303*,
worse than the average for England. This represents 620 admissions per year. Estimated levels of
smoking prevalence in adults (aged 18+) are better than the England average. Estimated levels of
excess weight in adults (aged 18+) and physically active adults (aged 19+) are worse than the
England average. The rates of new sexually transmitted infections, killed and seriously injured on
roads and new cases of tuberculosis are better than the England average. The rate of hip
fractures in older people (aged 65+) is worse than the England average. The rate of statutory
homelessness is better than the England average. The rate of violent crime (hospital admissions
for violence) is worse than the England average.
* Rate per 100,000 population

Life Expectancy Summary

Average Life expectancy Men

Women

in years
Halton Aver

77.1

81.1

Oldham

77.4

81.2

Warrington

79.2

82.7

Regional

78.3

81.9

England

79.6

83.2
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Some of our challenges and opportunities
Place-based systems of care
 Development of ICPs between providers
 Working in partnership to provide health and social care.
 Ensuring the new Integrated Care Systems (ICS) enable ICPs to provide truly integrated
services and care
Population growth & needs
• An increasingly diverse population often living in areas of high deprivation and with existing
inequalities
Quality
•Moving to a good and outstanding rating with the Care Quality Commission.
Technology
• The need to better use technology and digital solutions in care and management.
Financial constraints
• Facing significant financial challenge.
• Reducing costs alone will not close the funding gap.
• Sustainability as a stand-alone organisation and our contribution to system wide sustainability
Engagement
• The need to develop good relationships with people in all communities.

Bringing the NHS Long Term Plan and White Paper to
Life
As a key provider and partner in the emerging ICS and ICPs in our boroughs, it is crucial that
the links between community services and the rest of the health and care system, including
primary care and social care are strengthened. The commitment in the Long Term Plan and
White Paper is to fully develop integrated community-based health care, confirming the shift
towards place based systems with a focus on population health.
As a community provider across a number of health and care systems, it is widely accepted
that the NHS needs to move away from treating episodic illnesses to increased prevention
with a strong emphasis on health and wellbeing in place, as a way of coping with increases in
demand caused by the changing disease burden and ageing population.
We want to use our strengths as a highly experienced provider of community services to
capitalise on the opportunities for transformational change in our health economy. Through
our collective place based approach to service delivery, we aim to provide ‘right care, in the
right place, at the right time’ with our partners, to significantly reduce the need for acute
health interventions and periods of hospital care.

The Systems in which we deliver care
Our principal relationships reflect the Long Term Plan and White Paper with a focus on
primary and social care to develop integrated care further. The PCNs and Local Authorities
in our communities are essential partners in this work.
Equally our relationships with other providers are key to enable us to effectively meet the
needs of the people in those communities we serve. We work closely with Warrington and
Halton Hospitals NHS Foundation Trust in both a strategic and operational capacity to
support the delivery of joined up care.
As a Trust with a large geographical footprint it is important we also work closely with acute
hospitals and other healthcare providers in the other localities we operate within.
We provide core community services across two Health and Care Partnerships, and within
three local authority boundaries. In each place, there are programmes of work at the
system or place level that are focusing on addressing health inequalities across the
population and joining up health and care systems to provide the right care at the right time
at the right place. Our Quality and Place Strategy strongly supports these approaches.
Warrington Together means health and social
care services working together, with local
residents, to create a healthier, happier

Warrington.
Partners will build on strong foundations to make better use of precious resources. Services
will be brought together at convenient locations borough-wide, where residents can access
the ongoing support they need to manage their own health and wellbeing. Those who need
help the most can rely on the most support.
The vision of Warrington Together is: “Together, we will enable the people of Warrington to
enjoy happier and healthier lives by transforming the way we use our collective resources.”

One Halton is a method of working that involves joining up all the
services that deliver care and wellbeing to the people of Halton
ensuring that they have the right support, at the right time, in the right
away to provide the best possible outcomes.
By joining resources and working together across the Halton Borough,
One Halton aims to simplify the current system that people often find complex and difficult to
navigate, especially if care and treatment is being delivered by more than one organisation

Oldham Cares brings together services and
systems that help care for our local communities.
This joined up way of working will mean a better
experience for patients and, in the longer term, real
improvements to their health and wellbeing.
Oldham Cares aims to see the greatest and fastest possible improvement to the health and
wellbeing of our communities by 2020, and the plan to achieve this includes:


Supporting people to be more in control of their lives;



Having a health and social care system that is geared towards wellbeing and the
prevention of ill health;



Access to health services at home and in the community;



Social care that works with health and voluntary services to support people to look
after themselves and each other.

As its name suggests, the Cheshire and Merseyside Partnership is not an organisation in itself
but a group of organisations, including NHS providers and commissioners, Local Authorities,
GPs, the community and voluntary sector, who are responsible for providing health and care
services in Cheshire and Merseyside. Through the Partnership we plan how to best deliver
health and care services that meet the needs of local people, are high quality, and are
affordable.

The big plan is about improving the health and wellbeing of the 2.8 million
people living in Greater Manchester, as much and as quickly possible, by:
 Helping people to better manage their own health
 Providing more joined-up care near where people live
 Working together, across hospitals and practices, to share skills and specialist
treatment
 Doing things more efficiently and to the same high standards across all boroughs

We will work with all partners across our geographical footprint to ensure that the
emergence of the new ICSs and ICPs continue to build on the work already delivered, on
the partnership we have established and the collective ambitions we share to provide the
best possible care and services. As an organisation, we will be agile to reflect the needs of
each footprint to ensure we are adding maximum value.

Our response: Quality and Place
Bridgewater operates in a diverse and challenging environment supporting a range of
communities and their differing needs and is working closely with partners in to develop
sustainable services. Whilst there is an expected level of variation between approaches, the
focus continues to be on:
1. Empowering and educating people to make informed decisions about their health and
to manage and take responsibility for their care.
2. Developing services that place the person at the centre of the care process.
3. Developing integrated services that deliver the right care, first time.
The challenge for the future in every health economy in which we operate is to reduce the
costs of care. This has particular focus on preventing unnecessary hospital admissions and
encouraging preventative strategies, reducing duplication and fragmentation and joining up
health and social care.
Our assessment indicates that there are a set of key themes for the Trust to focus upon and
progress:
Drivers

1

System Based
Approach

 Collaboration to deliver the best outcome for
patients and communities in an
organisationally agnostic way.
 Ongoing need to reduced unwarranted
variation in the boroughs we operate

2

Quality

 Systems are shifting to focus on quality
improvement driven by national policy
 Increased importance of patient choice and
feedback

3

Trust Brand &
Reputation

 Stakeholder and partner knowledge as ICPs
develop

Our intent is to be an outstanding provider of community services where we are:
 Trusted: staff want to work with us and people trust us to give the best care
 Connected: staff are empowered to provide the best possible care and people are
encouraged to take control of their wellbeing
 Respected: relationships are developed and nurtured so that we are the partner of
choice
 Inspired: creativity and learning are embraced so we are always fit for the future.
In pursuit of that vision we have identified five strategic objectives:
Strategic objective

What this means

People

Delivering high quality, safe and effective care which
meets both individual and community needs.
Delivering innovative and integrated care closer to
home which supports and improves health, wellbeing
and independent living.
Delivering value for money, ensure that the Trust is
financially sustainable and contributes to system
sustainability.
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.

Quality
Innovation and
collaboration
Sustainability
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Our focus on place
Organising our services by place - with better internal integration
It is a time of change for our Trust and the whole of the NHS as we look to become part of
an ICPs in each of the boroughs where we serve. The challenge for Bridgewater is to
prepare ourselves now by organising ourselves in place and developing borough structures,
delivery and partnerships. Delivering integrated community services through place-based
systems of care as part of an ICP presents a real opportunity to demonstrate significant
strategic, clinical and operational experience and commitment to joining up health and social
care delivery within our boroughs.
Bridgewater will be involved in more than one system of care which will pose an additional
challenge of managing capacity and effectiveness across systems. Therefore, it is important
to work together with partners to find sensible and pragmatic ways of achieving this. To
tackle these growing challenges requires a fundamental shift across the system to one of
integration at every level, focused in the community on promoting self-care and prevention.
It will demand a new way of commissioning as well as strong relationships and collaboration
amongst clinicians along with accelerated system frameworks such as shared care records,
access to data and joined up risk stratification processes.
In addition, a new way of commissioning between our Local Authorities and Clinical
Commissioning Groups will be formed, with shared health outcomes, budgets and longer
term contracts to encourage all agencies to work better together as a system. New
commissioning outcomes must focus on what is important to people and genuinely develop
meaningful people based outcomes.
Key priorities:
 We will keep a real focus and importance on people and place and what needs to
be devised locally with insight and knowledge from those who know what will
work across boroughs. Given that we are working to a broad framework in
relation to place-based systems of care, it is imperative to remember that
populations are about place.
 We will localise delivery and structures across our workforce and centralise
where necessary.
 We will support positive risk taking and permission based working, with our staff
liberated to demonstrate innovation and creativity on a daily basis sharing our
learning.
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Transforming Out of Hospital Care
Community services play a large role across our boroughs meaning we are well placed to
move more care from hospitals closer to people’s homes, and to changing the focus on
reactive care to prevention through earlier intervention.
The case for transforming out of hospital care is clear, as the NHS can no longer afford the
rising costs of the existing models of care. Without a fundamental change to current
systems there will be insufficient resources to meet future demand as the health needs of
people in our boroughs continue to grow and more people are living longer. We believe
that coordinating care and improving the community services we deliver is the best way to
transform the health system, so that it moves away from one dependent on hospital
services, and reduces the number of unnecessary admissions. A core part of the vision
described in the Long Term Plan and White Paper involves acute hospitals, primary,
community and social care becoming more closely integrated in the face of rising demand
and shrinking resources. It also seeks to ensure better prevention and care closer to home
with care delivered as a result of better conversations with people.
Bridgewater has an important role to play in integrating service delivery and will work to
make the ICS and ICP opportunities a reality as an active partner in the development and
delivery of these local plans. For example, there continues to be a high proportion of
people being admitted to hospital where their stay, following routine diagnostic tests, does
not result in any further health intervention. These people need to be supported to remain
at home, avoiding unplanned attendance and admissions to hospital. In addition,
Ambulatory Care Sensitive Conditions such as chronic obstructive pulmonary disease
(COPD), cellulitis, urinary tract infections (UTIs) and influenza/pneumonia are those
conditions where effective joined up community care and case management can help
prevent the need for hospital admission. This presents a real opportunity to target a joint
response in people’s homes and communities as evidence shows that over 50% of the
required reduction in emergency admissions could be managed through more streamlined
and integrated pathways of care.
Uncoordinated healthcare services fail people in many ways. They lack ownership and
understanding for the whole person, are condition specific and contain fragmented
processes including poor communication between providers and people resulting in disjointed services.
In future community services will be closely connected to all parts of the health and social
care system and no longer delivered in silos. Bridgewater will become part of an ICPs and
will be involved at an earlier stage in the treatment and care of local people. Partners must
work better together to provide support at home and earlier treatment in the community
which can prevent people needing emergency care in hospital. Recognising the need for
the whole system to come together, sign up and share the outcomes of delivering out of
hospital care, we see ourselves as a key partner in developing this across our boroughs.
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To support this priority:
 We will encourage our staff to be positive, courageous and accountable in the way
they deliver their services to local people.
 We will drive continuous improvement and innovation creating joined-up services
that offer an alternative to hospital stay to deliver better health outcomes and value
for money.
 We will work in partnership to develop integrated services wrapped around PCNs
and reduce the complexity of services to ensure we meet the needs of people in
our boroughs.
 We will play a lead role in redesigning pathways of care working in partnership to
develop multidisciplinary teams to proactively manage high risk patients.
 We will support the prevention plans and priorities of our boroughs and contribute
to self-care/management approaches and a reduction to health inequalities by
keeping people healthier for longer. We want to focus on the individual boroughs
that we serve. We will be leaders in the development of ICPs where partners work
together to deliver health and social care.
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Our focus on quality
Implementing Quality First and Foremost
We will continue to adopt out our quality improvement methodology ‘Quality First and
Foremost’ throughout the Trust. This enables us to ensure that there is a consistent
approach to service improvement.
Our quality improvement methodology is supported by a set of supportive tools to enable
services to review their service and to identify an improvement plan. Plans are cyclical and
continually reflected upon from a service and a Trust perspective. Themes and trends will
are identified by the Quality Council and are detailed on the Trusts Continuous Improvement
Plan.
Plans will be shared with commissioners, patients, partners, our community and the Care
Quality Commission as part of our open and honest approach to the delivery of services.
We also will continue with our quality journey in delivering our 10 quality commitments which
we previously identified:
1. We will promote a culture where improving the population’s health is a core component of
the practice of all clinical and care staff
2. We will increase the visibility of clinical and care staffs' leadership and input in prevention
3. We will work with individuals, families and communities to equip them to make informed
choices and manage their own health
4. We will be centred on individuals experiencing high-value care
5. We will work in partnership with individuals, their families, carers and others important to
them.
6. We will actively respond to what matters most to our staff and colleagues
7. We will lead and drive research to evidence the impact of what we do
8. We will have the right education, training and development to enhance our skills,
knowledge and understanding
9. We will have the right staff in the right places at the right time
10. We will champion the use of technology and informatics to improve practice, address
unwarranted variations and enhance outcomes.
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STRATEGIC OBJECTIVE - QUALITY
WHAT WE WANT TO ACHIEVE
To deliver high quality, safe and effective care which meets both individual and community
needs
OUR STRATEGY
Over the next 3 years we will work to:
1. Embed our Quality Improvement Methodology called Quality First and Foremost.
2. Continue to drive forward our work around patient safety.
3. Launch our Bridgewater Engagement Strategy and focus on using feedback to drive
forward changes to our services.
4. Reflect on our approach to clinical effectiveness and develop quality indicators to ensure
that we achieve the best outcomes for our patients.
HOW WE ARE DOING THIS NOW
Improving the quality of services we provide has always been a focus for the Trust and we
are already working to achieve our strategic objective by:
1. Holding weekly patient safety meetings and sharing learning
2. Providing incident and risk reports to teams so they can use their data for quality
improvement work
3. Holding bi-weekly Time to Shine meetings to celebrate successes and ensure roll out
of best practice
4. Launched a refreshed public and patient engagement group focusing on partnerships
and greater involvement in service redesign and delivery
5. Regular review of the Trusts Continuous Improvement Plan with monitoring and audit
of actions.
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HOW WE WILL DO THIS IN THE FUTURE
We will
 Provide further training for Quality First and Foremost methodology to all our staff
including a Trust wide repository of improvements for learning and sharing
 Produce a set of key tools to support the delivery of our Quality First and Foremost
programme with quality indicators for measurement of improvement
 Work with our partners including local authorities and Primary Care Networks on joint
policies and services where appropriate to improve consistent high quality standards
of care.
 Embed processes to facilitate evidence based approach to clinical delivery
 Ensure effective and efficient use of resources that will improve outcomes by
standardising practice and reducing any unwarranted variations in care.
 Promote a culture where patients are encouraged to share any questions and
concerns
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STRATEGIC OBJECTIVE - INNOVATION AND
COLLABORATION
WHAT WE WANT TO ACHIEVE
To deliver innovative and integrated care closer to home which supports and improves
health, wellbeing and independent living.
OUR STRATEGY
Over the next 3 years we will work to:
1.
2.
3.
4.
5.
6.

Progress our work around adult integrated community teams.
Develop our relationships with our partners to deliver integrated care systems.
Deliver our digital strategy and maximise our use of technology.
Explore further opportunities to undertake community research.
Develop our Children’s Strategy in partnership with other providers.
Develop the Community & Mental Health Provider Collaborative to ensure it delivers
benefit to the services we provide in each place

HOW WE ARE DOING THIS NOW
Our work with partners such as the local authorities through programmes such as One
Halton and Warrington Together has enabled the delivery of more integrated services. We
have also been able to considerably increase our use of digital platforms and exploit
technology to join up care. We are:
1.
2.
3.
4.
5.

Leading the ICT work stream for the Warrington system.
Meeting regularly with our partners to explore options to joint work projects.
Using video consultations to deliver care.
Ensuring that prevention and health promotion are embedded into our collaborations
Developing our relationships with the PCNs in new ways of delivering care across the
system
6. Developing our partnerships with other providers of children’s services to ensure that
children thrive and are able to fully contribute to their local community as adults
7. At the forefront of the development of the Community & Mental Health Provider
Collaborative, with provider partners from across Cheshire & Merseyside
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HOW WE WILL DO THIS IN THE FUTURE
We will
 Look to employ staff jointly or on behalf of PCNs to enable better system working
 Consider joint roles with other providers particularly in order to reduce duplication and
improve collaboration
 Have a set of integrated community teams delivering joined up preventative and
rehabilitative care maximising peoples independence and contributing to improved health
outcomes
 Consider what other services can be delivered in partnership with other providers
including children’s services.
 Maximise the use of new technologies, including telehealth, to support local communities
with health, wellbeing and inclusion
 Engage in existing National Institute for Health Research (NIHR) research groups, using
our links to promote research in community settings.
 Enhance our staff’s innovation, research and development skills
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STRATEGIC OBJECTIVE - SUSTAINABILITY
WHAT WE WANT TO ACHIEVE
To deliver value for money, ensure that the Trust is financially sustainable and contributes to
system sustainability
OUR STRATEGY
Over the next 3 years we will work to:
1. Deliver financial sustainability.
2. Explore opportunities to generate income.
3. To work with system partners to maximise resources across the system to avoid any
unnecessary costs.
4. Use performance data to drive quality, productivity, efficiency and improvement.
HOW WE ARE DOING THIS NOW
Some of our current work in these areas includes:
1.
2.
3.
4.
5.
6.
7.

Regular meetings with system partners to review current financial positions.
Consideration of opportunities to develop service delivery.
Increased use of data via data warehouse Qliksense.
Delivery of financial targets on a monthly, quarterly and yearly basis.
Monthly scrutiny of financial performance.
Consistent approach to monitoring and review of Grip and Control.
Robust planning process integrating finance and operations to anticipate changes to
service delivery and opportunities to deliver new services.
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HOW WE WILL DO THIS IN THE FUTURE
We will:
 Ensure clinical quality drives all sustainability decisions.
 Continue to develop the use of our business intelligence systems to support informed
decision making.
 Continue to assess and improve the clinical and financial sustainability of our services.
 Consider opportunities to deliver additional services.
 Review opportunities to increase the dental network.
 Explore opportunities to work together with system partners to share resources.
 Maximise the use of our estates.
 Engage and develop system working at a local and health care partnership level to make
sensible decisions which lead to improved outcomes for patients.
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STRATEGIC OBJECTIVE - PEOPLE
WHAT WE WANT TO ACHIEVE
To be a highly effective organisation with empowered, highly skilled and competent staff
OUR STRATEGY
Over the next 3 years we will work to:
1. Implement and deliver on the actions required of the ‘We are the NHS: People Plan –
action for us all”.
2. Deliver the “NHS Our People Promise” – a promise we must all make to each other to
improve the experience of working in the NHS for everyone, making the NHS the best
place to work and an employer of choice.
3. We will create a progressive, collaborative, safe and healthy working environment that
is conducive and beneficial to both staff and patient experience.
4. We will attract and recruit the best staff who aspire to work within an innovative
community healthcare integrated organisation and our recruitment will select those
who align to our inclusive culture, values and our future plans for community services.
5. Create an environment in which our staff can see (and are rewarded for) an alignment
between their overall contribution and the quality of patient care delivered.
6. To develop a culture of continuous quality improvement to support patient safety and
the quality of care delivered.
7. Enable the delivery of high quality and safe healthcare as we strive to be rated as
‘outstanding’ and aim to improve the health of our local communities.
8. Engage in the integration of health and social care, working in multi-disciplinary teams
to support the ‘system’ and the communities we serve.
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HOW WE ARE DOING THIS NOW
Some of our current work in these areas includes:
1. An action plan with programmes of work that underpin the NHS People Plan and
Promise to be delivered through the Trust’s PEOPLE Hub:
o

Health and wellbeing

o

Flexible working

o

Equality and diversity

o

Culture and leadership

o

New ways of delivering care

o

Growing the workforce

o

Recruitment

o

Retaining staff

o

Recruitment and deployment across systems

There are specific commitments and pledges to support the above:
o
o
o

o

Looking after our people – with quality health and wellbeing support for
everyone
Belonging in the NHS – with a particular focus on tackling the discrimination
that some staff face
New ways of working and delivering care – making effective use of the full
range of our people’s skills and experience, including the rolling out of an eroster system
Growing for the future – how we recruit and keep our people, and welcome
back colleagues who want to return

2. A suite of Key Performance Indicators (KPI), metrics and measures to enable us to
monitor and evaluate our progress, including the NHS Staff Survey
3. Communication, Engagement and OD Plans and Frameworks
4. A review and refresh of the Trust’s Workforce Strategy to be renamed People
Strategy in line with the NHS People Plan
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HOW WE WILL DO THIS IN THE FUTURE
We will
 Deliver our People Strategy via a People Hub underpinned by People Operational
Delivery Plans (the POD).
 Maximise our workforce intelligence to fully understand our workforce profile to inform
workforce planning utilising Population Centric Workforce Planning approaches.
 Promote ‘Grow your Own’ initiatives with the local community to understand the
potential future workforce and create job pipelines with colleges, local businesses and
our strategic partners within each borough.
 Maximise utilisation of the apprenticeship levy to support the development of our
workforce.
 Realise the added value to our workforce of our volunteers, third sector organisations
and the armed forces.
 Create opportunities for working together with our community and other health and
social care providers.
 Create a culture where we are supportive of innovative roles – new ideas and
innovative ways of working, upskilling and transforming services.
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STRATEGIC OBJECTIVE - EQUALITY, DIVERSITY AND
INCLUSION
WHAT WE WANT TO ACHIEVE
To actively promote equality, diversity and inclusion by creating the conditions that enable
compassion and inclusivity to thrive.
OUR STRATEGY
Over the next 3 years we will work to:
1. Ensure our services, both patient facing and corporate, are supported and developed
to consciously and without prompting consider the needs of diverse staff, patients and
their families/carers in everything they do – “Everyone’s Every Day”.
2. Actively listen to and involve diverse voices in design/decision making.
3. Identify and plug gaps in knowledge or evidence.
4. Ensure, through appropriate training and development that our leaders are visible,
openly committed to the EDI agenda, and actively engaging and listening to staff,
patients and communities.
5. Embed annual EDI objectives for all staff, and to give staff the tools and support to
achieve these
6. Take positive steps to improve representation of diverse groups in our workforce and
will ensure barriers to progression for these groups are identified and removed.
7. Continually monitor progress using the drivers detailed above and the national
benchmarking available and will strive to improve in all of these.
HOW WE ARE DOING THIS NOW
Some of our current work in these areas includes:





Ongoing compliance with the mandatory national and local drivers for EDI
Establishment of staff networks for BAME, Disabled and LGBT+ staff
Development of Staff Race Equality Champions
Zero Tolerance Working Group and support for Bridgewater Anti-Bullying and
Harassment campaign working group (BABAH)
 Embedding of consideration of EDI in work of Health Hub
 Rainbow Badges project implementation and delivery
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HOW WE WILL DO THIS IN THE FUTURE
We will
 Deliver our annual Six Point Action Plan for Equality, mapped to the drivers for EDI
and focused on six areas:
o
o
o
o
o
o

Data
Leadership and accountability
Creating an inclusive culture
Talent management and career progression
Supporting staff
Supporting communities

 Continue to engage and deliver change in partnership with our diverse staff groups
through our Race Inclusion Network, (Dis)Ability and Wellbeing Network, and LGBT+
Network
 Develop and deliver other staff voice pathways, particularly those for carers and
women who are peri or post-menopausal
 Support the delivery of the Patient and Public Engagement Strategies
 Support wider Trust strategies and plans by ensuring EDI is considered as a central
point in all development and decision making
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Enabling Strategies
This Quality and Place strategy cannot be viewed in isolation from the enabling strategies.
These strategies define how the strategic objectives are delivered.
Linked to Strategic Objective 1 – Quality
 Dental Strategy - How we will develop our dental network – utilising the transfer of our
Oldham, Rochdale and Bury dental services to enable us to strengthen our Greater
Manchester offer and becoming a key player in this area and throughout the North
West
 Children’s Strategy - How we will aspire to shape the way in which children's services
are delivered in the future – developing our relationships with our CCG and Local
Authority colleagues to achieve an integrated approach to the delivery of care to our
children and families
 Clinical strategy – defining how we will support and develop our clinical staff
 Bridgewater Engagement Strategy- Our desire to improve engagement with people in
our communities, our staff and our partners
Linked to Strategic Objective 2 – Innovation and Collaboration
 Digital Strategy - How we will leverage existing and new technologies to deliver
better health for the people who live in the areas where we deliver care.
Linked to Strategic Objective 3 – Sustainability
 Finance Strategy – Trust plans to finance its overall operations to meet current and
future objectives.
 Performance Strategy – how performance is measured, managed and reviewed in
the Trust.
Linked to Strategic Objective 4 - People
 People Strategy – how we develop and support our workforce so that they are
equipped with the right knowledge and skills to continuously improving quality of
care for our patients and service users.
Linked to Strategic Objective 5 – Equality, Diversity and Inclusion
 Equality, Diversity & Inclusion Strategy – How through our vision, aim and
objectives for EDI we will deliver actions to embed diversity and inclusion in
workforce and service delivery and support real improvements in inequality across
our boroughs.
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Our work to date in delivering…….
Quality
Children’s Specialist Services, Halton
Over the last 12 months there has been an extensive piece of quality improvement work
focused on our Children’s specialist community services. Concerns were identified following
a Trust CQC inspection and a service review carried out by Halton CCG.
The Trust responded promptly and devised an extensive action plan to address all of the
concerns identified. Under new leadership the service was supported to make changes to
how care was delivered and to improve the communications between the service, parents,
families and commissioners.
This has resulted in a significant increase in the quality of the service provided and the
service has received a considerable increase in positive feedback.
Just wanted to say a big massive thank you to everybody involved in my son's diagnosis.
Especially XX has made me feel so much better through the whole long process. She was
brilliant through it all always friendly and professional always replied to my emails and
messaged me back also help me process the diagnosis and explained and helped me
understand the diagnosis. Thank you so much to everybody YY’s loving mother
“Often people only write with a complaint nowadays, but I would like to applaud the
exceptional service I received this week from two audiologists. I have never been received
with such warmth, patience and professionalism by a healthcare professional as I did by the
two audiologists on duty on the day. ……I don’t have the words to express how grateful I
am for their empathy and the attention they gave to [my baby] when providing his care.
They are a true credit to the NHS trust, and should be recognised for their service, their
kindness and their professionalism. Please see that they are acknowledged. A big thank
you to two wonderful women and a big thank you to Bridgewater too! An exceptionally
positive experience”.

Our work to date in delivering…….
Place
Rapid Community Response Service, Warrington
During the initial phase of the COVID-19 pandemic we were asked by our system
partners to support the mobilisation of a Rapid Community Response Service which
had received accelerator monies from the NHS England and NHS Improvement
Ageing Well programme and the Warrington System’s Better Care Fund.
The system had identified the need for a community based 2 hour and 2 day
response for people who live in the Warrington system with the aim of preventing
hospital admissions by providing health and social care interventions.
The service was established under the leadership of Warrington Borough Council
and social care staff from the Council and healthcare staff from Bridgewater
deployed into the team to enable the service to be set up.
The service has now been established and is supporting the system’s response to
winter and additional staff have been recruited in order to enable the service to have
sufficient capacity to deliver the required activity.
This service fits well into the other place based services such as PCNs, home
assessment service, integrated community teams and intermediate care and a
pathway for the patient
journey for the Warrington
system has been mapped
out.
Our response as a
community services
provider was place
focused and our approach
meant that we always put
the person who was using our service first rather than the organisational identity of
staff.
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Monitoring
Measuring the success of our strategy
Quality and Place sets out what we want, and need, to achieve over the next three years at
Bridgewater.
Having described and set a clear vision and strategic direction, our Board and Council of
Governors must ensure that these are delivered.
Performance monitoring and progress updates will be reported through our existing
committee structure and reviewed and discussed at Board. Decisions will be made on the
Trusts progress against the Strategy and any remedial actions needed.
Quality and Place has been developed in partnership with our staff, partners and people
who use our services in the local community. A key part of our success will be to share our
progress with these groups on an on-going basis.
We are committed to continue working with our communities moving forward, sharing and
shaping the strategy and our progress on our journey to 2023. Our vision of being a
sustainable and outstanding organisation will only be achieved in this way.

,.•,:bj

Bridgewater
Community Healthcare
NHS Foundation Trust
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To present the Mental Health, Learning Disability and Community
Provider Collaborative Memorandum of Understanding, seeking Board
approval.

Audience
1.0

Summary

1.1

As referenced in the Integration & Collaboration Board paper, Bridgewater is a
member of the emerging Mental Health, Learning Disability and Community Provider
Collaborative (MHLDC PC). The other members are:

Alder Hey Children’s NHS FT

Cheshire & Wirral Partnership NHS FT

Mersey Care NHS FT

St Helens & Knowsley Teaching Hospitals NHS Trust

Wirral Community Health and Care NHS FT

1.2

The MHLDC PC have invested in the appointment of a Programme Lead to support
the creation and implementation of the Memorandum of Understanding (MoU),
governance arrangements and to launch key work programmes

1.3

The MoU has been developed and the Board are asked to review and approve the
Memorandum of Understanding (MoU) for the MHLDC PC

1.4

The MoU sets out the scope, purpose, objectives and principles for the MHLDC PC,
along with governance arrangements, data sharing, resourcing and membership.

2.0

Recommendations

2.1

The Board are asked to review the MHLDC PC MoU and to advise whether they are
happy to sign this agreement.

2.2

All partners signing the MoU will support the MHLDC PC progress with the
governance arrangements, which will enable the collaborative to develop the work
programmes and associated benefits.

Commencement Date:__________________ 2021

MEMORANDUM OF UNDERSTANDING
For a PROVIDER COLLABORATIVE of NHS Mental Health, Learning
Disabilities and Community Services Provider Organisations across Cheshire
and Merseyside
Between:
(1) ALDER HEY CHILDREN’S NHS FOUNDATION TRUST
(2) BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST
(3) CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST
(4) MERSEY CARE NHS FOUNDATION TRUST
(5) ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST
(6) WIRRAL COMMUNITY HEALTH AND CARE NHS FOUNDATION TRUST

No

Comment / Distribution

Shared with members (either individually or collectively) of the Cheshire &
Drafts
Merseyside Community Providers CEO Meetings for their comment and
0-0 to 0-4
deliberations.
1.1

For consideration by the Boards of prospective member organisations.
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Date
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This Memorandum of Understanding (the “MoU”) is made between
(1)

ALDER HEY CHILDREN’S NHS FOUNDATION TRUST of Eaton Road, Liverpool,
L12 2AP (“Alder Hey Children’s”); and

(2)

BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST of
Europa Point, Europa Boulevard, Warrington, Cheshire, WA5 7TY (“Bridgewater”);
and

(3)

CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST of
Redesmere, Countess of Chester Health Park, Liverpool Road, Chester, CH2 1BQ
(“CWP”); and

(4)

MERSEY CARE NHS FOUNDATION TRUST of V7 Building, Kings Business Park,
Prescot, Liverpool, L34 1PJ (“Mersey Care”); and

(5)

ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST of Whiston
Hospital, Warrington Road, Prescot, Liverpool, L35 5DR (“STHK”); and

(6)

WIRRAL COMMUNITY HEALTH AND CARE NHS FOUNDATION TRUST of St
Catherine’s Health Centre, Derby Road, Birkenhead, Wirral, CH42 0LQ (“Wirral
Community”).

together referred to in this MoU as the “Parties” and “Party” shall be construed accordingly.
Nominated representatives from the above NHS PROVIDER ORGANISATIONS - the main
NHS Provider Organisations responsible for the provision of MENTAL HEALTH, LEARNING
DISABILITIES and COMMUNITY services to the people CHESHIRE & MERSEYSIDE - will
be delegated members of the CHESHIRE AND MERSEYSIDE NHS PROVIDER
ORGANISATIONS MENTAL HEALTH, LEARNING DISABILITIES AND COMMUNITY
SERVICES COLLABORATIVE (“C&M MHLDC Provider Collaborative” or “MHLDC
Provider Collaborative”)

Cheshire and Merseyside MHLDC Provider Collaborative
Memorandum of Understanding (Version 1.1)
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BACKGROUND
(A)

In February 2020 the Secretary of State for Health and Social Care launched the
White Paper Integration and innovation: working together to improve health
and social care for all – Department of Health and Social Care’s legislative
proposals for a Health and Care Bill which outlined a number of changes,
including establishing INTEGRATED CARE SYSTEMS (“ICS”) through improved
system working.

(B)

Building upon the work initiated by the work of the CHESHIRE AND MERSEYSIDE
HEALTH AND CARE PARTNERSHIP (“C&MHCP”) and the CHESHIRE AND
MERSEYSIDE PROVIDER COLLABORATIVE (“Provider Collaborative”), as we
move towards the creation of a local statutory ICS NHS BODY and ICS HEALTH &
CARE PARTNERSHIP envisaged by the White Paper, the Parties have come
together as the MHLDC Provider Collaborative to (i) provide a joint voice to assist in
the development of these new bodies and (ii) work more closely together in tackling
variation and innovating the services they provide.

(C)

The MHLDC Provider Collaborative provides a focus for NHS providers collectively
to ensure consistency of service standards and equity of outcomes across Cheshire
and Merseyside and to optimise the delivery and sustainability of those services that
benefit from delivery at scale (horizontal integration). Parties are also committed to
acting as full partners in the emerging Place Based Collaboratives, to deliver
vertically integrated health and social care to local populations. The form of the
MHLDC Provider Collaborative and Place Based Collaboratives will evolve as their
functions develop, and in line with NHS England / Improvement (NHSEI) guidance
and the delegation of responsibilities from the ICS as appropriate. This MoU will be
amended to reflect the changes necessary to progress towards full MHLDC Provider
Collaborative maturity.

Cheshire and Merseyside MHLDC Provider Collaborative
Memorandum of Understanding (Version 1.1)
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1.

PURPOSE AND EFFECT

1.1.

The Parties have agreed to work together on behalf of their service users and the
populations they serve to deliver the best possible experience and outcomes within
available resources as part of the continuing development of ICS. The Parties wish
to record the basis on which they will work with each other to this end in this MoU
and intend to act in accordance with its terms.

1.2.

This MoU sets out:
1.2.1.

the Scope, Purpose and Objectives for the MHLDC Provider Collaborative
(section 4);

1.2.2.

the Principles for working together (section 5);

1.2.3.

the governance structures the Parties will put in place (section 7); and

1.2.4.

the respective roles and responsibilities of the Parties.

1.3.

The Parties agree that, notwithstanding the good faith consideration that each Party
has afforded the terms set out in this MoU and save as provided in paragraph 1.4
below, this MoU shall not be legally binding. The Parties enter into this MoU
intending to honour all their obligations.

1.4.

The paragraphs of this MoU relating to:
1.4.1.

Data Sharing and Confidentiality (paragraphs 8.1 to 8.8),

1.4.2.

Legal Status (paragraphs 14.1 to 14.2),

1.4.3.

Force Majeure (paragraph 17.1),

1.4.4.

Partnership (paragraph 18.1), and

1.4.5.

Governing Law and Jurisdiction (paragraph 19.1)

shall come into force from the date hereof and shall give rise to legally binding
commitments between the Parties.

2.

ACTIONS TAKEN PRIOR TO AND POST THE COMMENCEMENT DATE

2.1.

Each of the Parties acknowledges and confirms that as at the date of this MoU it has
obtained all necessary authorisations to enter into this MoU and made any
necessary amendments to its own internal governance, standing orders and
schemes of delegation.

3.

DURATION

3.1.

This MoU shall commence on the COMMENCEMENT DATE and will continue
unless and until terminated in accordance with its terms.

Cheshire and Merseyside MHLDC Provider Collaborative
Memorandum of Understanding (Version 1.1)
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4.

SCOPE, PURPOSE AND OBJECTIVES

4.1.

Scope – the development of the MHLDC Provider Collaborative provides an
opportunity for the Parties to fully contribute to the development of the ICS across
Cheshire and Merseyside whilst also ensuring that NHS-provided mental health,
learning disabilities and community services, which have often suffered from a lack
of longer term strategy, scale and stability – particularly when compared with the
development of the NHS-provided acute services – have the ability collectively to
expound the case for and benefits of NHS-provided mental health, learning
disabilities and community services.

4.2.

Purpose – in particular the MHLDC Provider Collaborative will facilitate a forum
through which the NHS Provider Organisations responsible for the provision of the
majority of NHS mental health, learning disabilities and community services to the
people of Cheshire and Merseyside can contribute to the development and delivery
of the local ICS by working together to:

4.3.

4.2.1.

help plan services, balancing the needs of PLACE against the provisions
and sustainability of high quality mental health, learning disabilities and
community services;

4.2.2.

explore and ensure opportunities for the best use of resources supporting
the delivery of mental health, learning disabilities and community services
(narrowing the performance curve);

4.2.3.

tackle variation through transparent data, peer review and support
arrangements;

4.2.4.

equalise access (tackling inequality across Cheshire and Merseyside) and
equalise pressures on individual organisations

4.2.5.

maximise the expertise, knowledge and learning opportunities between and
across the Parties, to help improve mental health, learning disabilities and
community services culture and service provisions locally;

4.2.6.

provide opportunities for innovation at scale: shifting the performance curve
while guarding against any inequality impact;

4.2.7.

work collaboratively to meet workforce challenges.

Objectives - the main objectives for the MHLDC Provider Collaborative shall
include:
4.3.1.

enabling people to take more responsibility for their own health and wellbeing;

4.3.2.

better understanding the clinical needs of our population through the use of
a population health management approach and thereby to maximise the
opportunity to prevent, and to intervene early to reduce the need for more
intensive ongoing care;

4.3.3.

reducing health inequalities across the area;

Cheshire and Merseyside MHLDC Provider Collaborative
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4.3.4.

reducing service variation and supporting a standardised approach where
appropriate whilst recognising the importance of person centred care;

4.3.5.

developing new ways of working that will ensure patients receive
consistently high standards of care;

4.3.6.

delivering services care closer to home, wherever appropriate;

4.3.7.

evolving clinical pathways to be better integrated across providers to
improve patient experience;

4.3.8.

aligning our strategic direction and whenever possible supporting and
developing a shared Quality Strategy and systems and take a single,
system wide approach to the delivery and monitoring of quality whilst not
taking away from place-based care which is locally needs led;

4.3.9.

delivering peer support and clinical governance support to our staff across
the MHLDC Provider Collaborative;

4.3.10. improving recruitment and retention of staff across the MHLDC Provider
Collaborative;
4.3.11. offering rotational opportunities across the MHLDC Provider Collaborative to
staff from the separate organisations to enable career development;
4.3.12. improving staff and workplace wellbeing, and build a sustainable and highly
skilled health and care workforce in Cheshire & Merseyside;
4.3.13. whilst working collaboratively across Cheshire and Merseyside, we will also
work within our places to improve outcomes with our populations and other
parties.
4.4.

Out of Scope – day to day operational issues are not the focus of the MHLDC
Provider Collaborative and these will be handled by each Party in liaison with their
respective regulator. Examples of operational issues out of scope include but are not
limited to information relating to:
4.4.1.

contracts with commissioners;

4.4.2.

terms and conditions of employment;

4.4.3.

the costs or inputs of providing a service; and

4.4.4.

future strategy, plans or pricing for service provision.

5.

PRINCIPLES

5.1.

All Parties agree to the following principles in relation to working together through
the MHLDC Provider Collaborative, in order to:
5.1.1.

act collaboratively and in the best interest of the collective membership of
the MHLDC Provider Collaborative recognising that the success of the

Cheshire and Merseyside MHLDC Provider Collaborative
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MHLDC Provider Collaborative will maximise benefits for the public, people
who access services and each of the members;
5.1.2.

act in the best interests of people who access services and an engaged
public;

5.1.3.

demonstrably improve the quality and clinical outcomes of the learning
disability, mental health and community services which the Parties provide
to their patients;

5.1.4.

work as a partnership of equals;

5.1.5.

adopt an open and constructive relationship with each other in relation to the
MHLDC Provider Collaborative;

5.1.6.

at all times, act in good faith towards one another

5.1.7.

be cognisant of the sustainability of the system and the development of the
local ICS;

5.1.8.

learn lessons and

5.1.9.

manage all information supplied by other parties in a confidential manner.

6.

PROBLEM RESOLUTION AND ESCALATION

6.1.

The Parties agree to adopt a systematic approach to problem resolution which
recognises the Principles set out in section 5.

6.2.

If a problem, issue, concern or complaint comes to the attention of a Party in relation
any matter within the scope of this MoU, such Party shall notify the other and the
Parties each acknowledge and confirm that they shall then seek to resolve the issue
by a process of discussion.

6.3.

Save as otherwise specifically provided for in this MoU, any dispute arising between
the Parties out of or in connection with this MoU will be resolved thorough
discussion and / or correspondence between the Chief Executives of the Parties.

7.

GOVERNANCE ARRANGEMENTS

7.1.

MHLDC Provider Collaborative Forum
7.1.1.

The Parties agree to establish the MHLDC PROVIDER COLLABORATIVE
FORUM (“Forum’’). For the avoidance of doubt the Forum shall not be a
committee of any Party.

7.1.2.

The Forum is the group responsible for leading the Parties to:
a) provide a joint voice representing mental health, learning disabilities and
community services NHS provider organisations to assist in the
development of the local ICS arrangements;

Cheshire and Merseyside MHLDC Provider Collaborative
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b) work more closely together in tackling unnecessary variation and
innovating the mental health, learning disabilities and community
services provided by the Parties; and
c) to review the Objectives for the MHLDC Provider Collaborative;
d) other responsibilities as defined in its terms of reference set out in Part 1
of Schedule 2 (MHLDC Provider Collaborative Forum – Terms of
Reference).
7.2.

MHLDC Provider Collaborative Management Group
7.2.1.

The Parties agree to establish the MHLDC PROVIDER COLLABORATIVE
MANAGEMENT GROUP (“Management Group”) which will be responsible
for coordinating the work of the MHLDC Provider Collaborative and
developing recommendations for consideration of the Forum. For the
avoidance of doubt the Management Group shall not be a committee of any
Party.

7.2.2.

The terms of reference for the Management Group shall be as set out in
Part 2 of Schedule 2 (MHLDC Provider Collaborative Management Group–
Terms of Reference).

7.3.

The Parties will communicate with each other clearly, directly and in a timely manner
to ensure that the members of the Forum and the Management Group are able to
make effective and timely decisions in relation to the Purpose, Scope and Objectives
of the MHLDC Provider Collaborative.

7.4.

The Parties will ensure appropriate attendance from their respective organisations at
all meetings of the Forum and the Management Group and that their representatives
act in accordance with the Principles.

8.

DATA SHARING AND CONFIDENTIALITY

8.1.

For the purposes of any applicable data protection legislation the Parties shall be the
data controller of any Personal Data (as defined in the UK General Data Protection
Regulation (UK GDPR)) created in connection with the conduct or performance of
the principles of this MoU.

8.2.

Where appropriate the Parties agree to use all reasonable efforts to assist each
other to comply with their respective responsibilities under any applicable data
protection legislation. For the avoidance of doubt, this may include providing other
Parties with reasonable assistance in complying with subject access requests and
consulting with other Parties, as appropriate, prior to the disclosure of any Personal
Data (as defined in the UK GDPR) created in connection with the conduct or
performance of this MoU in relation to such requests.

8.3.

All Parties will adhere to all applicable statutory requirements regarding data
protection and confidentiality. The Parties agree to co-operate with one another with
its respective statutory obligations under the Freedom of Information Act 2000 and
Environmental Information Regulations 2004.

Cheshire and Merseyside MHLDC Provider Collaborative
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8.4.

The Parties, shall not, (save as permitted by this paragraph) either during or after
the period of this Agreement divulge or permit to divulge to any person (including the
parties to this MoU) any information acquired by connection with this MoU or in
connection with this MoU which concerns:
8.4.1.

any matter of commercial interest contained or referred to in this MoU;

8.4.2.

all Parties’ manner of operations, staff or procedures;

8.4.3.

the identity or address or medical condition or treatment of services received
by any client or patient of any of the Parties;

8.4.4.

unless previously authorised by the parties concerned in writing provided
that these obligations will not extend to any information which is or shall
become public information available otherwise than by reason of a breach
by the Parties of the provisions of this clause

8.5.

For the avoidance of doubt, nothing in this MoU shall be construed as preventing
any rights or obligations that the Parties may have under the Public Interest
Disclosure Act (1998) and / or any obligations that the Parties have or may have to
raise concerns about any malpractice with regulatory or other appropriate statutory
bodies pursuant to his professional and ethical obligations including those
obligations set out in the guidance issued by regulatory or other appropriate
statutory bodies from time to time.

8.6.

The Parties acknowledge and agree that each may be required to disclose
Confidential Information to others. For the purpose of this MoU Confidential
Information means the provisions of this MoU and all information provided in
connection with this MoU which is secret or otherwise not publicly available (in both
cases in its entirely or in part) including commercial, financial, marketing or technical
information, know-know, trade secrets or business methods, in all cases whether
disclosed orally or in writing before or after the date of this MoU. The Parties
undertake for themselves and their respective Boards and employees:
8.6.1.

the disclosing Party shall confirm whether information is to be regarded as
confidential prior to its disclosure by clearly marking all such documents with
‘Confidential’;

8.6.2.

all Parties shall use no lesser security measures and degree of care in
relation to any Confidential Information received from the other Party than it
applies to its own Confidential Information;

8.6.3.

the Parties shall not disclose any Confidential Information of the other
Parties to any third party without the prior written consent of the other
Parties;

8.6.4.

on the termination of this MoU, each Party shall return any documents or
other material in its possession that contains confidential information of the
other Parties; and

Cheshire and Merseyside MHLDC Provider Collaborative
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8.6.5.

8.7.

all Parties agree that there may be a need for external contractors to
request and access information for the sole purposes of advancing the work
of the MHLDC Provider Collaborative which will be made explicit prior to
access being given to parties.

The Parties that are subject to this MoU agree to provide in a timely manner and
without restriction all information requested and required by the relevant designated
Business Intelligence project team (either internal team or external contractor) to
carry out the work including but not limited to relevant detailed financial, activity,
workforce and estates related information pertaining to the proposed changes;
8.7.1.

all Parties agree that publicly available information may be shared fully with
all other Parties that are subject to this agreement;

8.7.2.

non-publicly available information provided to the designated team or
contractor as part of this project including (but not limited to) relevant
financial, activity, workforce and estates related information will be held
securely by the contractor and not shared with the other providers,
commissioners connected to this project without the express permission of
the relevant originating organisation; and

8.7.3.

no information will be shared with parties outside of the membership of the
MHLDC Provider Collaborative.

8.8.

Paragraph 8.5 shall not apply to any information which is already in the public
domain (other than by a breach of this Agreement), or where disclosure is required
by law or in relation to any information which is lawfully requested by government,
Monitor or NHS England.

9.

RESOURCING

9.1.

All Parties agree that the success of the MHLDC Provider Collaborative relies on
effective resources being made to support the Scope and Purpose

9.2.

The MHLDC Provider Collaborative shall apply for funding through the Cheshire and
Merseyside Health and Care Partnership (C&MHCP), NHS England / Improvement’s
Regional Team and other external sources for resources to support the operation
and delivery of the Objectives for the MHLDC Provider Collaborative.

9.3.

The Forum shall collectively agree the budget and prioritisation of resources in line
with the Scope, Purpose, Objectives and Principles outlined in the MoU, based upon
recommendations prepared by the Management Group.

9.4.

Should bidding for funding be unsuccessful or should the Parties wish to consider
developments not funded, each Party will be asked to consider what resources it
can make (including in kind) to support the operation and delivery of the Objectives
for the MHLDC Provider Collaborative, based upon an equitable split based on the
size and capacity of the organisation. If resources do have to be made available
through each Party, a schedule will be prepared (Schedule 3) recording these
arrangements for attachment to this MoU.
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9.5.

Where resources are managed jointly on behalf of the Parties these shall be
managed on behalf of the Parties by the HOST ORGANISATION.

10.

APPLYING FOR MEMBERSHIP

10.1.

Any NHS Provider Organisation responsible for the provision of mental health and
community services for the people of Cheshire and Merseyside (the “APPLICANT”)
may apply for membership of the MHLDC Provider Collaborative in writing (including
email) to the Chair of the Forum, who shall in turn pass this to the Chair of the
Management Forum and the Host Organisation’s Trust Secretary.

10.2.

Applications will be considered in the first instance by the Management Group which
shall take account:
10.2.1. the Applicants commitment to the Scope, Purpose, Objectives and
Principles as set out in this MoU;
10.2.2. the scale of the provision of mental health, learning disabilities and
community services to the people of Cheshire and Merseyside by the
Applicant; and
10.2.3. any other factors the Management Group determine may be relevant.

10.3.

The Management Group shall submit a recommendation to the Forum as to whether
or not the Applicant should be invited to join the MHLDC Provider Collaborative,
outlining the reasons for its recommendation, including what, if any, other factors it
determined were relevant.

10.4.

Following consideration of the Management Group’s recommendation, the Forum
shall determine whether or not to extend an invitation to the Applicant, and the Chair
of the Forum will write to the Applicant to inform them of the Forum’s decision. If the
Forum agrees to extend an invitation, then all Parties understand this MoU will be
updated to reflect the Applicant joining the MHLDC Provider Collaborative.

10.5.

The decision of the Forum shall be final in all matters relating to an organisation
applying to become a member of the MHLDC Provider Collaborative.

11.

TERM AND REVIEW

11.1.

This MoU commences on the date it is entered into and will continue unless
terminated in accordance with paragraph 12.1.

11.2.

The MoU shall be reviewed by the Parties at least annually after the commencement
date.

12.

NOTICE AND TERMINATION

12.1.

All Parties reserve the right to withdraw from the MoU at any point without penalty,
by informing the other Parties of their intention to do so in writing with a minimum of
three months notice
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12.2.

Reasons for termination may include, but are not restricted to, where it is felt there is
a detriment to the performance of any Parties because of this MoU.

13.

SEVERABILITY

13.1.

If any provision of this MoU is or becomes illegal, void or invalid, that shall not affect
the legality and validity of the other provisions.

14.

LEGAL STATUS

14.1.

With the exception of the Parties’ duties of data protection and confidentiality set out
above at paragraphs 8.1 to 8.3 (inclusive), the Parties acknowledge that this MoU is
a non-binding agreement between the Parties. It has no legal standing and no party
will seek redress through any legal process. It is expected, however, that for the
duration of the MoU all parties will adhere to the terms of the MoU as outlined.

14.2.

Despite the general lack of legal obligation (with exceptions set out above) imposed
by this MoU, the Parties have each given proper consideration to the terms set out
in this MoU and agree to act in good faith and in accordance with its terms. The
legally binding obligations of this MoU will cease to have effect upon termination of
this MoU.

15.

VARIATION TO THE MEMORANDUM OF UNDERSTANDING

15.1.

Should it become necessary, this MoU may be varied in writing subject to mutual
MoU by all parties.

15.2.

Where mutual agreement cannot be gained then the relevant notices outlined above
may be invoked in order to terminate the MoU.

16.

ACCRUED RIGHTS AND REMEDIES

16.1.

Neither the expiration nor the termination of the MoU shall prejudice or affect any
right of action or remedy which shall have accrued or shall thereafter accrue to any
party to this MoU.

17.

FORCE MAJEURE

17.1.

No party to the MoU shall be liable to the other party for any failure to perform its
obligations under the MoU where such performance is rendered impossible by
circumstances beyond its control, but nothing in this condition shall limit the
obligations of all parties to use their best endeavours to fulfil their obligations under
the MoU.

18.

PARTNERSHIP

18.1.

Nothing in this MoU shall create, imply or evidence any partnership or joint venture
between the parties or the relationship between them or principal and agent.

Cheshire and Merseyside MHLDC Provider Collaborative
Memorandum of Understanding (Version 1.1)

Page 13 of 28

19.

GOVERNING LAW AND JURISDICTION

19.1.

This MoU shall be governed by and construed in accordance with English law and
each Party agrees to submit to the exclusive jurisdiction of the courts of England and
Wales.

19.2.

The following Parties have agreed to this MoU, which has been signed on behalf of
each Party by the following authorised officer:
Signed by:

Name
Role
Dated:

On behalf of: Alder Hey Children’s NHS Foundation Trust
Signed by:

Name
Role
Dated:

On behalf of: Bridgewater Community Healthcare NHS Foundation Trust
Signed by:

Name
Role
Dated:

On behalf of: Cheshire and Wirral Partnership NHS Foundation Trust
Signed by:

Name
Role
Dated:

On behalf of: Mersey Care NHS Foundation Trust
Signed by:

Name
Role
Dated:

On behalf of: St Helens and Knowsley Teaching Hospitals NHS Trust
Signed by:

Name
Role
Dated:

On behalf of: Wirral Community Health and Care NHS Foundation Trust
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SCHEDULE 1
DEFINITIONS AND INTERPRETATION
The following words and phrases have the following meanings in this MoU:
Applicant

refers to any NHS Provider Organisation seeking to become a
Party to the MHLDC Provider Collaborative

Approved Purpose

the delivery and management as defined in paragraph 4.2 under
this MoU

Cheshire and Merseyside

the geographical area encompassing the following local
authorities:
(i)
within the county of Cheshire
•
Cheshire East Council
•
Cheshire West and Chester Council
•
Halton Borough Council
•
Warrington Borough Council
(ii)
within the county of Merseyside
•
Knowsley Metropolitan Borough Council
•
Liverpool City Council
•
Sefton Metropolitan Borough Council
•
St Helens Metropolitan Borough Council
•
Wirral Metropolitan Borough Council

Cheshire and Merseyside
Health and Care Partnership or
C&MHCP

is the local Sustainability and Transformation Partnership
representative body for Cheshire and Merseyside, envisaged
as a building bloc for the development of Integrated Care
Systems

Cheshire and Merseyside NHS
Provider Organisations Mental
Health and Community
Services Collaborative or
Cheshire and Merseyside
Provider Collaborative or C&M
MHLDC Provider Collaborative
or MHLDC Provider
Collaborative

the name of the representative body referred to in this
document.

Commencement Date

to be confirmed

Community Service(s)

a NHS-funded service that provides a range of mental health,
learning disabilities and physical health services in a community
rather than a hospital setting in order to keep people well and /
or treating and managing acute illness or long-term conditions
and / or supporting people to live independently for adults,
children or young people

See also Provider Collaborative Forum and Provider
Collaborative Management Group
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Competition Sensitive
Information

Confidential Information which is owned, produced and marked
as Competition Sensitive Information by one of the Parties and
which that Party properly considers is of such a nature that it
cannot be exchanged with the other Party without a breach or
potential breach of competition law. Competition Sensitive
Information may include, by way of illustration, trade secrets,
confidential financial information and confidential commercial
information, including without limitation, information relating to
the terms of actual or proposed contracts or sub-contract
arrangements (including bids received under competitive
tendering), future pricing, business strategy and costs data, as
may be utilised, produced or recorded by any Party, the
publication of which an organisation in the same business would
reasonably be able to expect to protect by virtue of business
confidentiality provisions

Confidential Information

all information which is secret or otherwise not publicly available
(in both cases in its entirety or in part) including commercial,
financial, marketing or technical information, know-how, trade
secrets or business methods, in all cases whether disclosed
orally or in writing before or after the date of this MoU, including
Competition Sensitive Information

Data Protection Legislation

(i)
(ii)

(iii)
(iv)

the UK General Data Protection Regulation 2018 (UK
GDPR);
the Law Enforcement Directive (Directive (EU)
2016/680) and any applicable national Laws
implementing them as amended from time to time;
the Data Protection Act 2018; and
all applicable Law about privacy, confidentiality or the
processing of personal data including but not limited to
the Human Rights Act 1998, the Health and Social Care
(Safety and Quality) Act 2015, the common law duty of
confidentiality

Dispute

any dispute arising between the Parties in connection with this
document or their respective rights and obligations under it

Dispute Resolution Procedure

any dispute shall be addressed between the Chief Executives of
the Parties to this MoU in a manner to be agreed by the Chief
Executives

Guidance

any applicable health or social care guidance, guidelines,
direction or determination, framework, code of practice,
standard or requirement to which the Parties have a duty to
have regard (and whether specifically mentioned in this MoU or
not), to the extent that the same are published and publicly
available or the existence or contents of them have been
notified to the Parties by a relevant regulatory body
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Host Organisation

the Party to this document which agrees to manage any joint
resources and / or host any seconded staff and / or provides
administrative resources to support the operation of the MHLDC
Provider Collaborative and its governance arrangements

ICS Health and Care
Partnership

the statutory body envisaged by Government to represent the
NHS, local government and partners in respect of the
development and oversight of local Integrated Care Systems

ICS NHS Body

the statutory body envisaged by Government comprising of
strategic planning function and representatives from NHS
Bodies that will be responsible for the day to day running of local
Integrated Care Systems

Information Governance
Breach

an information governance serious incident requiring
investigation, as defined in the IG Guidance for Serious
Incidents

Integrated Care or
Integrated Care Systems or
ICS

as is referenced in Integration and Innovation: working together
to improved health and social care for all. The Department of
Health and Social Care’s legislative proposal for a Health and
Care Bill (Department of Health and Social Care, 11 February
2021)

Intellectual Property

patents, rights to inventions, copyright and related rights, trade
marks, business names and domain names, goodwill, rights in
designs, rights in computer software, database rights, rights to
use, and protect the confidentiality of, Confidential Information
and all other intellectual property rights, in each case whether
registered or unregistered and including all applications and
rights to apply for and be granted, renewals or extensions of,
and rights to claim priority from, such rights and all similar or
equivalent rights or forms of protection which subsist or will
subsist now or in the future in any part of the world

Law

•

any applicable statute or proclamation or any delegated
or subordinate legislation or regulation;
•
any applicable judgment of a relevant court of law which is
a binding precedent in England;
•
Guidance;
•
National Standards (as defined in the NHS Standard
Contract); and
•
any applicable code
and “Laws” shall be construed accordingly

Mental Health Service(s)

a NHS-funded service that provides specialist community or
inpatient mental health and / or learning disabilities and / or
autistic spectrum disorder services for adults, children or young
people
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MoU or Memorandum of
Understanding

this document incorporating the Schedules

NHS England / Improvement
or NHSEI

The main regulator body for NHS providers and NHS
commissioners

NHS Provider Organisation(s)

either NHS Trusts or NHS Foundation Trusts who provide
mental health, learning disabilities or community services to the
populations of Cheshire and Merseyside

NHS Standard Contract

the NHS Standard Contract as published by NHS England from
time to time

Operational Days

a day other than a Saturday, Sunday or bank holiday in England

Party or Parties

the NHS Provider Organisations who are the signatories to
this Memorandum of Understanding

Provider Collaborative Forum
or Forum

the group established by the Parties pursuant to paragraph 7.1

Provider Collaborative
Management Group or
Management Group

the group established by the Parties pursuant to paragraph 7.2

Services

the services provided, or to be provided, by a Party pursuant to
its respective Services Contract

Services Contract

a contract entered into by one of the Parties for the provision of
Services, and references to a Services Contract include all or
any one of those contracts as the context requires

Term

the Term of this Agreement pursuant to paragraph 11.1
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SCHEDULE 2 (PART 1)
CHESHIRE & MERSEYSIDE PROVIDER COLLABORATIVE FORUM
Terms of Reference
1.

PURPOSE

1.1.

The purpose of the MHLDC Provider Collaborative Forum (the “Forum”) is to lead
the Parties to
1.1.1.

provide a joint voice representing mental health, learning disabilities and
community services NHS provider organisations to assist in the
development of the local ICS arrangements;

1.1.2.

work more closely together in tackling variation and innovating the mental
health, learning disabilities and community services provided by the Parties

in accordance with the Principles set out in the Memorandum of Understanding (the
“MoU”). The Forum will hold to account the MHLDC Provider Collaborative
Management Group.
2.

STATUS AND AUTHORITY

2.1.

The Forum is established by the Chief Executives of the Parties, each of which
remains a sovereign organisation, to provide a governance framework for the further
development of joint working between them in line with the Principles.

2.2.

The Forum is not a separate legal entity, and as such is unable to take decisions
separately from the Parties, or bind any one of them; nor can one Party ‘overrule’
the other on any matter. As a result, the Forum will operate as a place for discussion
of issues with the aim of reaching consensus between the Parties in line with the
Principles.

2.3.

The Forum will function through engagement and discussion between its members
so that each Party makes a decision in respect of, and expresses its views about,
each matter considered by the Forum. The decisions of the Forum will, therefore, be
the decisions of the individual Party, the mechanism for which shall be authority
delegated by the individual Parties to their representatives on the Forum.

2.4.

The Parties will delegate to their representative(s) on the Forum such authority as is
agreed to be necessary in order for it to function effectively in discharging its
responsibilities in these terms of reference. The Parties will ensure that each of their
representatives has equivalent delegated authority, which is in writing, agreed
between the Parties and recognised to the extent necessary in their respective
Schemes of Delegation (or similar) or through the approval or their respective
Boards of Directors (where applicable) . The Parties will ensure that their Forum
members understand the status of the Forum and the limits of the authority
delegated to them.
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3.

ACCOUNTABILITY

3.1.

The Forum is accountable to each of the Chief Executives of the Parties, who shall
be responsible for informing their Boards on the work of the MHLDC Provider
Collaborative.

4.

RESPONSIBILITIES

4.1.

The Forum is responsible for leading the Parties joint working in accordance with the
Scope, Purpose and Objectives, in line with the terms of the MoU.

4.2.

The members of the Forum will for example:
4.2.1.

contribute to the development of the ICS across Cheshire and Merseyside
whilst collectively explaining the case for and benefits of NHS-provided
mental health, learning disabilities and community services;

4.2.2.

help plan services, balancing the needs of PLACE against the provisions
and sustainability of high quality mental health, learning disabilities and
community services;

4.2.3.

explore and ensure opportunities for the best use of resources supporting
the delivery of mental health, learning disabilities and community services
(narrowing the performance curve);

4.2.4.

tackle variation through transparent data, peer review and support
arrangements;

4.2.5.

equalise access (tackling inequality across Cheshire and Merseyside) and
equalise pressures on individual organisations

4.2.6.

maximise the expertise, knowledge and learning opportunities between and
across the Parties, to help improve mental health, learning disabilities and
community services culture and service provisions locally;

4.2.7.

provide opportunities for innovation at scale: shifting the performance curve
while guarding against any inequality impact;

4.2.8.

take account of any recommendation from the Management Group when
considering applications to join the MHLDC Provider Collaborative; and

4.2.9.

review the MoU – particularly the MHLDC Provider Collaborative’s Scope,
Purpose and Objectives – on an annual basis.

4.3.

The Forum members will make decisions together at Forum meetings in respect of
the Scope and Purpose of the MHLDC Provider Collaborative, including in relation to
recommendations from the MHLDC Provider Collaborative Management Group.

4.4.

When making decisions together at Forum meetings, the members will act in line
with the Principles and their respective obligations under the MoU
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5.

MEMBERSHIP

5.1.

The Forum will include the following members:
5.1.1.

the Chief Executives (or their representative) from the following:
a) Alder Hey Children’s NHS Foundation Trust (specifically in respect of the
Child and Adolescent Mental Health Services (CAMHS) they provide),
b) Bridgewater Community Healthcare NHS Foundation Trust,
c) Cheshire And Wirral Partnership NHS Foundation Trust,
d) Mersey Care NHS Foundation Trust,
e) St Helens and Knowsley Teaching Hospitals NHS Trust (specifically in
respect of the community services they provide); and
f) Wirral Community Health and Care NHS Foundation Trust.

5.1.2.

the Managing Director of the MHLDC Provider Collaborative (as Chair of the
MHLDC Provider Collaborative Management Group)

5.2.

It is important that members commit to attending Forum meetings. Where a member
cannot attend a meeting, the member can nominate a named representative to
attend. Deputies must be able to contribute and make decisions on behalf of the
organisation they are representing.

6.

IN ATTENDANCE

6.1.

The following non-voting members will attend Forum meetings:
6.1.1.

a Trust Secretary from one of the Parties;

6.1.2.

a Minute Secretary from the HOST ORGANISATION.

6.2.

The Forum may invite others to attend meetings of the Forum as observers. Such
observers will not participate in decisions

7.

QUORUM

7.1.

The Forum will be quorate if four of the Parties’ representatives are present, one of
whom shall be the Chair or the Deputy Chair. A member shall be deemed present if
they are physically at the meeting or joining the meeting by telephone or videoconference.

8.

CHAIR AND DEPUTY CHAIR

8.1.

The Chair and Deputy Chair shall be selected by the Forum’s members.
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9.

DECISION MAKING

9.1.

The Forum will aim to achieve consensus wherever possible.

9.2.

Each member of the Forum will be representing their organisation and presently will
only make decisions at the Forum in respect of their own organisation in accordance
with any delegated authority.

9.3.

In the event a vote is required, each Party shall have one vote and decisions will
require at least five members to support a proposal.

10.

CONDUCT OF BUSINESS

10.1.

Meetings of the Forum will be held monthly or such other frequency as may be
agreed between the Parties.

10.2.

Meetings may be held in person, by telephone or video conference. Members of the
Forum may participate (and count towards quorum) in a face-to-face meeting or via
telephone or video-conference.

10.3.

Any member may call extraordinary meetings of the Forum at their discretion subject
to providing at least five working days’ notice to Forum members (via the Chair and
the Trust Secretary).

10.4.

Circulation of the meeting agenda and papers via email will take place at least five
working days prior to the meeting.

10.5.

In the event members wish to add an item to the agenda they must notify the Chair
and / or Trust Secretary who will confirm this with the other members accordingly.

10.6.

The Forum will have administrative support from the Host Organisation to:
10.6.1. take minutes of the meetings and keep a record of matters arising and
issues to be carried forward; and
10.6.2. maintain a register of interests of Forum members.

10.7.

The minutes of Forum meetings will be sent to representative members within 14
days of each meeting. It will be the members’ responsibility to disseminate minutes
and notes from the Forum inside their respective organisations.

11.

CONFLICTS OF INTEREST

11.1.

The members of the Forum must refrain from actions that are likely to create any
actual or perceived conflicts of interests.

11.2.

Forum members must disclose all potential and actual conflicts of interest and
ensure that such conflicts are managed in adherence with their organisation’s
conflict of interest policies and statutory duties.

11.3.

If there is any conflict between these terms of reference and the MoU, the latter will
prevail.
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12.

ADMINISTRATIVE ARRANGEMENTS

12.1.

The Trust Secretary will ensure:
12.1.1. that the Forum receives sufficient resources to undertake its duties;
12.1.2. correct minutes of meetings are taken and once agreed by the Chair that
they are distributed to the members;
12.1.3. an action list is produced following each meeting and any outstanding action
is carried forward on the action list until complete;
12.1.4. conflicts of interest are recorded along with the arrangements for managing
those conflicts;
12.1.5. appropriate support to the Chair and Forum members to enable them to fulfil
their role;
12.1.6. that advice is provided to the Forum on pertinent areas;
12.1.7. the agenda is agreed with the Chair prior to sending papers to members no
later than five working days before the meeting (taking into account any
annual cycle of business;
12.1.8. the papers of the Forum are filed in accordance with the host trust’s policies
and procedures.

12.2.

The Trust Secretary (or their nominee) will collate the Forum’s annual report and
agree the ways of working to enable the Forum to meet the range of responsibilities
set out in these terms of reference.

13.

REVIEW

13.1.

These terms of reference will be reviewed on an annual basis, in line with the review
of the MoU.
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SCHEDULE 2 (PART 2)
CHESHIRE & MERSEYSIDE PROVIDER COLLABORATIVE
MANAGEMENT GROUP
Terms of Reference
1.

PURPOSE

1.1.

The purpose of the MHLDC Provider Collaborative Management Group (the
“Management Group”) is to:
1.1.1.

assist in coordinating the work of all Parties in achieving the Scope and
Purpose of the MHLDC Provider Collaborative;

1.1.2.

developing proposals and, where necessary, recommendations for
consideration by the MHLDC Provider Collaborative Forum (the “Forum”) as
to how to take forward the work of the MHLDC Provider Collaborative;

in accordance with the Principles set out in the Memorandum of Understanding (the
“MoU”). The Management Group will report to the Forum.

2.

STATUS AND AUTHORITY

2.1.

The Management Group is established by the Forum which represents the Parties to
the MoU, each of which remains a sovereign organisation, as part of the governance
framework for the further development of joint working between them in line with the
Principles.

2.2.

The Management Group is not a separate legal entity, and as such is unable to take
decisions separately from the Parties, or bind any one of them; nor can one Party
‘overrule’ the other on any matter in the Management Group.

2.3.

As a result, the Management Group will operate as a place for discussion of issues
with the aim of reaching consensus between the Parties around the development of
the work for the designated areas of opportunity and for flowing matters to the
Forum where required for determination or review.

2.4.

The Management Group will function through engagement and discussion between
its members so that each of the Parties makes a recommendation in respect of, and
expresses its views about, each matter considered by the Management Group. The
recommendations of the Management Group will, therefore, be the
recommendations of the individual Parties, with these recommendations to be
presented to the Forum for its consideration. .

2.5.

As has been stated in Part 1 of Schedule 2 (i.e., the status and authority section for
the Terms of Reference of the Forum), representative(s) of MHLDC Provider
Collaborative have delegated authority, which is in writing, agreed between the
Parties and recognised to the extent necessary in their respective Schemes of
Delegation (or similar) or through the approval or their respective Boards of
Directors, through which they have authority as individual parties to make decisions
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3.

ACCOUNTABILITY

3.1.

The Management Group is accountable to the Forum. Any changes to the
Management Group’s terms of references must be considered and approved by the
Forum.

4.

RESPONSIBILITIES

4.1.

The Management Group is responsible for assisting the Forum by
4.1.1.

programme managing the delivery of the MHLDC Provider Collaborative’s
Objectives through working with all Parties to mobilise staff and resources;

4.1.2.

overseeing the day to day delivery of these programmes to ensure the
delivery of these Objectives, included the establishment of working groups
across the Parties, for example:

4.1.3.

a)

business intelligence,

b)

research and development,

c)

digital innovation, and

d)

population health management;

assisting with the communication of the MHLDC Provider Collaborative’s
Scope, Purpose and Objectives with:
a)

the Parties and their teams,

b)

the Cheshire and Merseyside Health and Care Partnership,

c)

other providers across Cheshire and Merseyside, and

d)

other stakeholder involved in the development of the local ICS;

4.1.4.

developing proposals and recommendations, as appropriate, for the
consideration of the Forum, including in respect of the MHLDC Provider
Collaborative’s Scope, Purpose and Objectives as part of the Forum’s
annual review of the MoU;

4.1.5.

consider and make recommendations to the Forum in respect of any
applications from NHS Provider Organisations to join the MHLDC Provider
Collaborative.

4.2.

The Management Group members will make decisions together at Management
Group meetings in respect of the day-to-day delivery of the MHLDC Provider
Collaborative’s Scope, Purpose and Objectives, including making recommendations
to the Forum.

4.3.

When making decisions together at Management Group meetings, the Management
Group members will act in line with the Principles and their respective obligations
under the MoU.
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5.

MEMBERSHIP

5.1.

The Management Group will include the following members:
5.1.1.

The Management Director of the MHLDC Provider Collaborative (as chair of
the Management Group);

5.1.2.

the representatives of the following Parties nominated by the Parties’ Chief
Executives:
a) Alder Hey Children’s NHS Foundation Trust (specifically in respect of the
Child and Adolescent Mental Health Services (CAMHS) they provide),
b) Bridgewater Community Healthcare NHS Foundation Trust,
c) Cheshire And Wirral Partnership NHS Foundation Trust,
d) Mersey Care NHS Foundation Trust,
e) St Helens and Knowsley Teaching Hospitals NHS Trust (specifically in
respect of the community services they provide); and
f) Wirral Community Health and Care NHS Foundation Trust.

5.1.3.

the Chairs of any working groups establishing to support the work of the
Management Group.

5.2.

It is important that members commit to attending Management Group meetings.
Where a member cannot attend a meeting, the member can nominate a named
representative to attend. Deputies must be able to contribute and make decisions on
behalf of the organisation they are representing.

6.

IN ATTENDANCE

6.1.

The following non-voting members will attend Management Group meetings:
6.1.1.

a Trust Secretary from one of the Parties;

6.1.2.

a Minute Secretary from the Host Organisation.

6.2.

The Management Group may invite others to attend meetings of the Management
Group as observers. Such observers will not participate in decisions

7.

QUORUM

7.1.

The Management Group will be quorate if four of the Parties’ representatives are
present, together with the Management Director (or their nominated representative).
A member shall be deemed present if they are physically at the meeting or joining
the meeting by telephone or video-conference.
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8.

CHAIR AND DEPUTY CHAIR

8.1.

The Chair shall be the Management Director of the MHLDC Provider Collaborative.
The Deputy Chair shall be a person nominated by the Managing Director.

9.

DECISION MAKING

9.1.

The Management Group will aim to achieve consensus wherever possible.

9.2.

Each member of the Management Group will be representing their organisation and
presently will only make decisions at the Management Group in respect of their own
organisation in accordance with any delegated authority.

9.3.

In the event a vote is required, each Party shall have one vote and decisions will
require at least five members to support a proposal.

10.

CONDUCT OF BUSINESS

10.1.

Meetings of the Management Group will be held monthly or such other frequency as
may be agreed between the Parties.

10.2.

Meetings may be held in person, by telephone or video conference. Members of the
Management Group may participate (and count towards quorum) in a face-to-face
meeting or via telephone or video-conference.

10.3.

Any member may call extraordinary meetings of the Forum at their discretion subject
to providing at least five working days’ notice to Forum members (via the Managing
Director and the Trust Secretary).

10.4.

Circulation of the meeting agenda and papers via email will take place at least five
working days prior to the meeting.

10.5.

In the event members wish to add an item to the agenda they must notify the Chair
and / or the Trust Secretary who will confirm this with the other members
accordingly.

10.6.

The Management Group will have administrative support from the host Trust to:
10.6.1. take minutes of the meetings and keep a record of matters arising and
issues to be carried forward; and
10.6.2. maintain a register of interests of Management Group members.

10.7.

The minutes of Management Group meetings will be sent to representative
members within 14 days of each meeting. It will be the members’ responsibility to
disseminate minutes and notes from the Forum inside their respective organisations.
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11.

CONFLICTS OF INTEREST

11.1.

The members of the Management Group must refrain from actions that are likely to
create any actual or perceived conflicts of interests.

11.2.

Management Group members must disclose all potential and actual conflicts of
interest and ensure that such conflicts are managed in adherence with their
organisation’s conflict of interest policies and statutory duties.

11.3.

If there is any conflict between these terms of reference and the MoU, the latter will
prevail.

12.

ADMINISTRATIVE ARRANGEMENTS

12.1.

The Trust Secretary will ensure:
12.1.1. that the Management Group receives sufficient resources to undertake its
duties;
12.1.2. correct minutes of meetings are taken and once agreed by the Chair that
they are distributed to the members;
12.1.3. an action list is produced following each meeting and any outstanding action
is carried forward on the action list until complete;
12.1.4. conflicts of interest are recorded along with the arrangements for managing
those conflicts;
12.1.5. appropriate support to the Chair and Management Group members to
enable them to fulfil their role;
12.1.6. that advice is provided to the Forum on pertinent areas;
12.1.7. the agenda is agreed with the Chair prior to sending papers to members no
later than five working days before the meeting (taking into account any
annual cycle of business;
12.1.8. the papers of the Management Group are filed in accordance with the host
trust’s policies and procedures.

12.2.

The Trust Secretary (or their nominee) will collate the Management Group’s annual
report and agree the ways of working to enable the Management Group to meet the
range of responsibilities set out in these terms of reference.

13.

REVIEW

13.1.

These terms of reference will be reviewed on an annual basis, in line with the review
of the MoU.
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