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Page | 2

81/21

1.15
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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.
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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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Minutes from a Public Board Meeting
Held on Thursday 30 September 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
Abdul Siddique, Non-Executive Director
Colin Scales, Chief Executive
Tina Wilkins, Non-Executive Director
Paula Woods, Director of People and Organisational Development
Sally Yeoman, Non-Executive Director
In Attendance
Rob Foster, Programme Director of Integration and Collaboration
Jane Kinsella, Clinical Manager for Children’s Specialist Services (for item 60/21 only)
Jan McCartney, Trust Secretary
Lynda Richardson, Board and Committee Administrator
Observers
Rita Chapman, Lead Governor
Diane McCormick, Public Governor, Halton
Mike Baker, Head of Communications
56/21

i) APOLOGIES FOR ABSENCE
Aruna Hodgson, Medical Director
ii) DECLARATIONS OF INTEREST IN ITEMS ON THE AGENDA
Medical Director, Ted Adams declared an interest in relation to item 66/21i in relation to
Warrington Town Deal Health and Wellbeing Hub. He highlighted that those services would
be provided jointly with other partners and reminded the Board of his clinical sessions
undertaken for Warrington and Halton Hospitals NHS Foundation Trust.

57/21

MINUTES OF THE LAST MEETING:
29 July 2021
Page six, paragraph three, second sentence to read: ‘She highlighted that the Committee
had agreed to recommend the removal of a number of indicators from the IQPR at it’s June
meeting.’
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The Programme Director for Collaboration and Integration would be in attendance and not
present.
The remainder of the minutes was approved as an accurate record.
58/21

MATTERS ARISING FROM THE ACTION LOG
The Board noted the updates provided against the actions recorded in the log.
57/20i IQPR
The Board agreed that indicators within the IQPR report to be investigated where targets
were not being achieved would be highlighted via narrative from the responsible Executive
Directors. This would be part of the new style IQPR report which would be presented to the
Board and Committees from September 2021.
Additional activity undertaken during the pandemic would be included within the next
iteration of the report as business as usual. The Board agreed that both actions could be
rated as blue.
37/21 Review of meeting – invitations to partners to attend Board meetings
The Chief Executive reported that discussions had been taking place with partner colleagues
including Primary Care Networks (PCNs) and GP Federations with a view to inviting them to
attend future Board meetings. The Chief Executive referred to a discussion that had taken
place with the Chief Executive of Halton Council and two Councillor Cabinet members who
would be invited to attend a Board meeting in the near future. They had indicated an interest
in joining a future Board meeting and contributing from the Council’s perspective.
Action from Extraordinary Board: Reflection of information within the BAF concerning
auditor recommendations:
The Director of Finance confirmed that the required information concerning the auditor
opinion had been reflected within BAF1. The Trust Secretary confirmed that all other
elements concerning the recommendations had been picked up and therefore this action
was completed. The Board agreed that the action could be rated as blue and removed from
the action log.
The Board agreed that the following items had been completed and could be removed from
the action log:
09/21iii Development of review of policy and procedural documents
32/21i IQPR
45/21 Spotlight on services presentation – Oldham 0-19 volunteer programme
50/21i Committee Chair report from People Committee
50/21ii Just Culture
52/21 Items to be added to the Board Assurance Framework

59/21

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.
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60/21

SPOTLIGHT ON SERVICES – HALTON CHILDREN’S SERVICES
Jane Kinsella, Clinical Manager for Children’s Specialist Services was in attendance to
present an overview of the Halton Healthwatch satisfaction survey report that was conducted
in April 2021 in relation to Halton Children’s Services. She reflected on the issues prevalent
within the service from 2018. As a result of those issues and the concerns raised at that time,
an in-depth quality improvement programme had been taken forwards with 45 actions. The
survey sought recent patient experiences on the changes that had been implemented
concerning paediatric therapies, neuro developmental nursing and the autism MDT pathway.
From 550 parents and carers surveyed the Trust received 55 responses. From this, 64%
rated their overall experience as positive, 65% advised that it was easy to contact the
service, 58% were happy with the length of wait for an appointment or MDT discussion and
63% were happy with the referral process. 98% of responders were happy with the way in
which they were greeted by staff and 32% reported that they were unhappy with the service
website. The Clinical Manager for Children’s Specialist Services reported that Healthwatch
had concluded within their report that they believed the results of their survey to show
children’s services as taking positive steps forwards. She advised that there had been some
improvement recommendations. These included improvements to be made to the children’s
services webpage, improvements to call handling including responding to messages,
improved communication to the MDT process, waiting times, staffing levels and funding and
location. She described the next steps being taken: the shared survey results had been
shared widely with staff and other stakeholders and were available via the Halton
Healthwatch website; the quality improvement action plan would be updated;
communications team support would be sought to further improve the children’s services
web page, funding would be secured for an updated telephone switchboard system with
discussions to take place with commissioners on additional funding. In addition estates
would be secured at Runcorn Shopping City site.
The Chief Executive thanked the Clinical Manager for Children’s Specialist Services for her
presentation and commented that this provided a sense of the remarkable work undertaken
by the Clinical Manager for Children’s Specialist Services and the team since 2018 to
achieve the current position of the services. He acknowledged that there was still work to be
done. The Chief Executive commented that the Board was keen to progress its integration
journey in children’s services more widely that the Trust’s own services and he asked the
Clinical Manager for Children’s Specialist Services for her reflections on how this could be
progressed. He also asked how the Trust could engage more fully with parents going
through the ASD ADHD diagnostic journey with the service. He noted that he still received
complaints from parents related to the outcome of this when this had not met with their
expectations. This was a national issue not just a Bridgewater issue. The Clinical Manager
for Children’s Specialist Services responded that in terms of integration, the right culture was
required internally to build culture externally and she had championed this over the last three
years so that specialist children’s services and the 0-19 children’s services worked in an
integrated way with the same electronic systems in place and a developing positive culture.
She advised that externally there was good evidence of integrated working and the way in
which the services had built multi-disciplinary teams and worked in collaboration with
partners was a tribute to this. She explained that the services had developed relationships
with CAMHS and social care and extended their NDT meetings to a complex needs meeting
including the early years social care team. She noted that autism was a considerable aspect
of the work of the service, however there were also other complex needs that require this
same level of co-ordination and this would be a key part of the continuing quality
improvement journey that would be continued. The Clinical Manager for Children’s Specialist
Services commented that she felt the services had the culture in place to be able to work in a
more integrated way.
Concerning further engagement with parents, she advised that the journey had commenced
around ASD but that there was further work to be undertaken. She added that further
engagement with the patient carers forum would be crucial, discussing their understanding
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around the service and re-iterating information consistently at every contact with parents and
families to ensure that there was clear and uniform communication from the service. In
relation to ADHD, there would need to be the most clinically effective assessment with the
right tools in place. The Clinical Manager for Children’s Specialist Services advised that the
Trust had applied for some funding for a form of testing this year but a decision had not been
made on this and so further funding streams via capital funding were being explored. This
would help to support clinical assessments with the most up to date technology. This was
available in Warrington and the service would like to have this in place within Halton. She
considered that this would prevent some of the complaints that were received by the Trust.
Non-Executive Director, Tina Wilkins referred to the improvements to be made to the
children’s services website. She asked if this issue was highlighted following a general set of
comments or isolated comments and what this related to. The Clinical Manager for
Children’s Specialist Services advised that Healthwatch had offered the Trust some further
feedback on this matter to support further development. She explained that some families
were in fact satisfied with the webpage or were neutral towards it, it was just one particular
area that Healthwatch had chosen to highlight in their report. Non-Executive Director, Linda
Chivers suggested that prior to any work being undertaken to change the webpage, that
parents and families be approached for their views on this as there may then be work
undertaken on the webpage that wasn’t needed. She suggested that it would be beneficial to
understand any issues before trying to address them.
Non-Executive Director, Sally Yeoman referred to the assessment process and asked
whether parents were provided with the space and the opportunity to contribute to the
decision made in addition to professional expertise. She suggested that taking their
perspective into account would be helpful. She also referred to the integration of services
and asked which other services would be connected into the Trust to also support children
and families in Halton. The Clinical Director for Children’s Specialist Services advised that
the Trust signposted to the local offer, such as support from schools and therapists and the
Trust and partners were working together to provide those services across the community.
She felt that there was some further work to be done to explain this to parents to support
their understanding of how the system works together. She added that it was important to
support children and families based on need and not solely diagnosis. She felt that this was
something collectively across the partnership in the borough that could be described in a
more cohesive way.
The Director of People recognised some of the people challenges that had been
experienced previously within the service and referred to the positive culture change that had
been made and that absence management within the service was highly focussed, reflected
within the absence rates which was a significant achievement and demonstrated good
leadership. The Clinical Manager for Children’s Specialist Services advised that she had
undertaken Just Culture training and psychological safety had been discussed by team
leaders to support staff. This work had supported a positive culture of reporting incidents and
raising concerns.
The Board welcomed the presentation and acknowledged the substantial work undertaken
and leadership provided within the service and particularly noted the improvements on
culture. Non-Executive Director, Sally Yeoman asked whether learning from the work
undertaken and how this was lead could be shared mor widely across the Trust. Jane
Kinsella advised that this was already being done on a project by project basis to share
learning with colleagues.
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61/21

BOARD ASSURANCE FRAMEWORK
The Trust Secretary presented the Board Assurance Framework, highlighting that on BAF2
and BAF3 two additional risks had been added 2949 and 2950 following the September
meeting of the Risk Management Council. Those risks would be reviewed at the October
Quality and Safety Committee.
The Trust Secretary advised that there had been a change to the likelihood risk scoring for
BAF8 and this had been increased due to current demand and capacity issues within the IT
team. This was changed by the Finance and Performance Committee, but it was expected
that this could be reduced again in the near future. Non-Executive Director, Tina Wilkins
added that the Committee had also decided upon the change in scoring due to the delay of
the new digital strategy and the final timeline for this was still to be confirmed. The Board
agreed that BAF8 would be updated to reflect delays on the production of the new
draft digital strategy.
Non-Executive Director, Linda Chivers referred to BAF6 and BAF2 and suggested that a
more detailed rationale should be provided for the current scoring. She questioned that as it
appeared that the relevant mitigations were in place, it was not clear why the risk scoring for
both sections remained as significant. It was agreed that the responsible Board
Committees (Quality and Safety and People Committees) would review and amend the
rationales.

62/21

KEY CORPORATE MESSAGES
The Board received a report from the Chief Executive detailing the activity of the NonExecutive and Executive Directors during August and September 2021 as well as links to key
external publications and reports.

63/21

QUALITY - To deliver high quality, safe and effective care which meets both individual
and community needs
(i) IQPR
The Board received the IQPR report for month four which was presented by Executive
Directors. The Board noted that the report was presented in a new format which was
continuing to be developed: The next iteration of the report would include narrative and
escalations from Board Committees concerning any items not on target or not progressing
against indicators.
Non-Executive Director, Linda Chivers questioned if a timeframe had been allocated for the
review of the quality indicators. The Chief Nurse advised that this work was expected to be in
place before the end of the calendar year. Work was ongoing to ensure that the indicators
would be reflective of the services that the Trust delivered. Discussion took place concerning
the work that was being undertaken and it was highlighted that most of the national work
around indicators was acute focussed including areas such as acuity and harms reviews.
The Chair suggested that she could raise this matter with a community organisations Chair
forum that she was a member of. She would discuss this matter in more detail with the Chief
Nurse and Medical Director, Ted Adams outside of the meeting.
(ii) Report from the Quality and Safety Committee held on 12 August 2021
The Board received a report from Non-Executive Director and Committee Chair, Gail Briers
following the Committee meeting held in August 2021.
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In response to a query from the Chief Executive concerning the process of remedial action
on out of date clinical policies, the Chief Nurse confirmed that the Committee had been kept
updated regarding the progress made on approval of those policies and that there was a
trajectory in place which detailed when each of the outstanding policies would be reviewed.
(iii) Covid-19 Update Report
The Chief Operating Officer presented a report to the Board in relation to the current actions
being taken to manage the impact of the Covid-19 pandemic. The Board noted the content of
the report and the work being undertaken to respond to the ongoing pandemic.
64/21

SUSTAINABILITY -– to deliver value for money, ensure that the Trust is financially
sustainable and contributes to system sustainability
(i) Finance Report
The Board received the report and welcomed the position on debt recovery.
The Chief Executive noted that the Trust had a healthy cash balance and asked how the
prioritisation of the use of this cash would be decided. He asked whether this would be
distributed into the system or whether the Trust would be proactive in understanding how this
could be used for transformation for the benefit of the services delivered. It was agreed that
this would be discussed in more detail at the Board meeting in December 2021 and a report
would be provided with the detail behind the cash balance.
(ii) Reports from the Finance and Performance Committee held on 26 August and 23
September 2021
The Board received reports from Non-Executive Director and Committee Chair, Tina Wilkins
which detailed the considerations of the Committee at its August and September meetings.
The Board approved the Committee’s recommendation of a new bi-monthly meeting
frequency from September 2021.

65/21

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 held on 15
September 2021
The Board received a report from the Director of People and Non-Executive Director and
Committee Chair, Abdul Siddique outlining the key considerations of the from the September
meeting of the People Committee.

66/21

INNOVATION AND COLLABORATION – to deliver innovative and integrated care
closer to home which supports and improves health, wellbeing and independent living
(i) Warrington Town Deal Health and Wellbeing Hub
Medical Director, Ted Adams presented a report to the Board concerning the Warrington
New Town Deal. Bridgewater would be a partner in a place-based, health and care system
project across Warrington as part of the national Town Deal initiative. He reported that the
project had secured £3.1m of central Government funding to develop a Health and Wellbeing
Hub in the town centre to support economic regeneration and to address known health
inequalities. A full business case would be taken through the Trust’s and partners individual
governance systems before being submitted to the Town Deal Board and to Warrington
Borough Council Cabinet prior to final delivery to central Government for approval in October
2021. There would be a number of benefits to the Hub which were detailed within the
circulated paper including support for the economic regeneration of the town centre and to
address known health inequalities across Warrington. In addition there would be numerous
6

qualitative and quantitative benefits to the wider system. There would be a level of ongoing
revenue costs that would need to be covered by all system partners in order to sustain the
model going forwards. The Trust would contribute to those annual revenue costs. The
shared revenue risk would be approximately £350k from April 2023 with further explanation
around this within the circulated report.
Medical Director, Ted Adams asked the Board to approve the ongoing engagement of the
Trust with the new town deal Health Hub, to consider the possibility of moving services into
the Health Hub and to be aware of the above financial revenue requirements from April
2023.
Non-Executive Director, Tina Wilkins, welcomed the New Town Deal Hub proposals. She
referred to section three of the report which detailed benefits realisation and asked if this
would be worked up into greater detail? She noted that this would be transformational work
that could support improvements in efficiencies and quality. She also asked how the benefits
from the work would be shared between the partners involved and the Trust, whether this
had been agreed or if it would be clarified in the future? She finally asked how the benefits
would be measured and referring to section six of the report which set out that the financial
risks would be monitored via the Trust’s Finance and Performance Committee, asked if a
dedicated report would be provided to that Committee or whether this would be part of the
standing finance report. The Medical Director explained that the paper presented to the
Board today was a relatively early paper which was being taken through the governance
routes of the four organisations involved. He advised that the Trust must keep itself engaged
and ensure that the benefits for the organisation were clear. The management of the clinical
and financial risks would be taken through a management group that would exist between
the four organisations concerned including the Trust. Medical Director, Ted Adams advised
that there would be a ‘drop and drag’ approach concerning the services that the Trust would
like to include in the Hub, moving existing services and then beginning to work on the
synergies. He explained that currently the work was focussed around the place and the Hub
initially.
Non-Executive Director, Linda Chivers commented that whilst the Hub was an exciting
initiative, this wouldn’t have been delivered in the next six months and asked how the wider
system would link into this initiative. She added that it must be ensured that the Cheshire and
Merseyside system would support this work and ensure that the necessary funding was
allocated to support the work and reduce the risk to partners. Non-Executive Director, Linda
Chivers also referred to increases being experienced to capital costs on developments due
to the current economic climate which were rising due to construction and materials costs.
She noted that this could represent a significant risk unless there was appropriate system
support provided. Medical Director, Ted Adams advised that the commissioners had advised
that there function would simply move to the ICS from discussions. Concerning the capital
costs overrun, he acknowledged that there was a fixed budget for the work to be undertaken
and advised that architects had been engaged to ensure that work was to be undertaken in
line with the budget, with an area for contingency. Medical Director, Ted Adams agreed to
check that the contingency was sufficient enough and provide feedback to the Board.
Non-Executive Director, Gail Briers asked what the Trust’s ability to shape the work with a
focus on public health outcomes and building resilient communities and ill health prevention,
she recognised that this work had huge potential to have an impact in those areas. Medical
Director, Ted Adams advised that there would be a next stage of work where this discussion
could take place on the outcomes and how these would be measured. It would be important
to review our Population Health outcomes as part of this.
Non-Executive Director, Sally Yeoman commented that this presented an opportunity for a
greater exploration on what would keep people well. She suggested that this should be a
conversation with local people on what would keep them well and away from services rather
than a discussion solely around health services co-locating.

7

The Board approved the ongoing engagement with the Hub initiative and welcomed the
opportunity to shape the health, wellbeing and prevention agenda. The Board recognised the
financial risks and mitigations and would receive an update from Medical Director, Ted
Adams concerning the budget and contingency costs for the Hub.
(ii)Community Health Workers Report
Medical Director, Ted Adams presented a report for the Board to note confirming that the
Trust would pilot the employment of a new group of staff working to improve the health of the
community they serve by utilising an evidence based model from Brazil of community health
workers. He considered that this work represented something that wasn’t a standard health
service but would reduce inequalities and increase ill health prevention. The workers would
be appointed to an Agenda for Change band two pay rate and would have basic health
literacy training and be based within the Trust’s footprint. The workers would visit households
in a pre-defined area and open up conversations with residents about their health and health
improvement. In addition they would work closely with the 0-19 service and the local PCNs.
Medical Director, Ted Adams explained that the Trust had successfully obtained a grant from
the Cheshire and Mersey People Board to fund this new service. He advised that at least
four of the Community Health Workers would be based in Birchwood, Warrington which was
agreed following discussions with senior Warrington Council colleagues. It was likely that the
programme would be rolled out across a second area.
Non-Executive Director, Tina Wilkins asked if there would be a risk of the Trust recruiting to
the Community Health Worker roles and training them but then losing them following
completion of their training. She noted that the roles appeared similar to those of a care coordinator role in the PCNs and therefore there could be a potential for staff to be interested in
those roles as well, which would be remunerated at a higher rate. She also asked if the
proposed number of visits to 200 households per one staff member would be achievable as
this would be a substantial workload, recognising that some people may need ongoing
support and would there be a clear referral route to other services. Medical Director, Ted
Adams acknowledged that there could be a risk of losing staff. In terms of referrals, this
could be deferred to managers for advice on supporting individuals or referrals to charities,
this wouldn’t be a referral to other clinical services. He noted that there may be a
requirement to review the number of households if this wasn’t achievable.
Non-Executive Director, Gail Briers asked how the Trust would prepare residents for the
Community Health Workers visiting them. Medical Director, Ted Adams advised that the
workers would become familiar with their roles and the footprint they would be working in and
undertaking training prior to undertaking visits. He envisaged that there would be
communications to be provided to the residents being visits via letter campaigns.
Non-Executive Director, Linda Chivers raised her concerns regarding the initiative being a
universal offer and highlighted that there could be wasted capacity where residents did not
want to engage with the initiative. She recognised that the workload of 200 households
would be substantial. She suggested that the Community Health Workers may experience
challenging behaviour from some residents as well as unrealistic expectations around the
support that they could deliver and that the workers should be trained and equipped for this.
She also referred to potential implications should workers make a high number of referrals to
third sector organisations which may not then have the capacity to provide the support
required or the necessary funding. Therefore this could be an undeliverable offer where the
support was not available. Medical Director, Ted Adams responded that the initiative would
be undertaken as a pilot and the capacity of the third sector organisations would not be an
initial concern. Concerning the number of households that would be visited he noted that this
would include a number of individuals/families who would not engage with the workers. He
acknowledged that the workers would need to be able to deal with challenging behaviour
and expectations and this would be explored with individuals as part of the recruitment
process to ensure that they would be resilient.
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Non-Executive Director, Abdul Siddique shared some learning from a similar programme
with peer navigators and social prescribers in Bolton. He explained that to ensure there was
clarity around referrals with the third sector for that programme, that monthly meetings had
taken place with the peer navigators and social prescribers and with relevant agencies to
understand what referrals were being received to ensure that workers were able to be
updated as to what routes of referrals, capacity and programmes were available within the
third sector. He commented that two way communication around this was important.
The Board welcomed the initiative and would be interested in seeing further information and
evaluation as to the impact of this. The Chair noted that consideration would need to be
given to how this would be reported back to the Board over time.
67/21

OVERARCHING CORPORATE GOVERNANCE ITEMS
(i) Corporate Calendar 2022
The Trust Secretary presented the corporate calendar for 2022 which detailed the proposed
meeting dates for the Board, Board Committees and Board development sessions for
agreement, along with the proposed meeting dates for the Council of Governors. It was
agreed that the proposed date for the April 2022 Audit Committee meeting would be
reviewed recognising that this would take place prior to the Easter weekend when some
attendees may take leave which could affect attendance. The Board development sessions
would also be reviewed to increase the four proposed sessions to take place on a Monday to
six sessions. The remainder would be held on the usual day (Thursday). Once the calendar
had been finalised this would be circulated to Board members and the Council of
Governors.

68/21

REVIEW OF MEETING AND ITEMS TO BE ADDED TO THE BOARD ASSURANCE
FRAMEWORK
It was agreed that there had been a good level of debate at the meeting.
The Board agreed that a comfort break would be added to the agenda going forwards.
The Board Assurance Framework would reflect the delay to the digital strategy under BAF8
and updated rationales within BAF2 and BAF6 post Committee review.

69/21

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

70/21

DATE AND TIME OF NEXT MEETING
Thursday 2 December 2021, 10am, via Microsoft Teams

71/21

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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ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing to timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 30 September
2021 – updated 24 November 2021

Date

Minute
Ref

Issue

Action

Director

27.05.21

37/21

Review of
meeting

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/Rob
Foster

Completion Date
Due
Comments/Further Action
Date/BRAG
Status
GREEN
December
2021

July 2021 – work in progress and
discussions have taken place with
partners.
The PCNs linked to the
Warrington CIC are happy to
attend Board to describe the
collaborative work that is being
undertaken in relation to care
homes and vaccinations.
30.09.21 The Chief Executive
confirmed that two Halton Council
Cabinet members would attend a
Board session before the end of
the calendar year
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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 to timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 30 September
2021 – updated 24 November 2021

Date

Minute
Ref

Issue

Action

Director

24.06.21

Extraordinary
Board

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
Actions now complete.
BLUE

2

ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing to timescale
Completed
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Foundation Trust Board – Public Meeting – 30 September
2021 – updated 24 November 2021

Date

Minute
Ref

Issue

Action

Director

29.07.21

48/21i

IQPR

Narrative/context to be provided for
the report to Board via the Chief
Nurse/Deputy Chief Nurses, Director
of People and Director of Finance.
This would be presented in September
2021 following consideration by the
Finance and Performance Committee
in August.
BAF8 would be updated to reflect
delays on the production of the new
draft digital strategy.
BAF2 and BAF6: More detailed
rationale was to be provided to
explain the current scores. This would
then be reviewed by the responsible
committees.
The Board recognised that the Trust
currently held a healthy cash balance
and a decision was to be taken by the
Board as to where this would best sit
– either internally or to support the
system. A Board discussion would
take place, with background to the
achievement of the cash balance, in
December 2021.

Lynne
Carter/Sarah
Quinn/Paula
Woods/Nick
Gallagher

30.09.21

30.09.21

61/21

64/21i

BAF

Finance Report

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

Jan McCartney

30.09.21 report included on the
agenda.

Action has been completed.
BLUE

Nick Gallagher
GREEN
December
2021

02.12.21 Update provided within
the finance report.

3

ACTION LOG
Key
Red
Amber
Green
Blue

Significantly Delayed and / or of High Risk
Slightly Delayed and / or of Low Risk
Progressing to timescale
Completed

Meeting: Bridgewater Community Healthcare NHS
Foundation Trust Board – Public Meeting – 30 September
2021 – updated 24 November 2021

Date

Minute
Ref

Issue

Action

Director

30.09.21

66/21i

Warrington New
Town Deal

Medical Director to confirm that the
capital budget and contingency
arrangements were adequate for the
Warrington development, recognising
the increase in costs for
contractor/materials

Ted Adams

Corporate
Calendar 2022

Corporate calendar to be amended to
review the date for the April 2022
Audit Committee and move a number
of board time out sessions from a
Thursday to a Monday slot. The
calendar, once finalised, would be
circulated to the Council of
Governors.

Jan McCartney

30.09.21

67/21

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

Update from Ted Adams: The
Trust has received assurance
from WHH, that the contingencies
are well funded and adequate for
the project. There are several
other ways that costs are being
mitigated e.g.. expected VAT
refunds. The project team have
said that in the event that the
contingencies are inadequate, the
cost of the build can be reduced,
although they do not anticipate
needing to do this given the level
of contingency in the budget

BLUE

4
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Exec Summary/Purpose

To note and agree updates to the Board Assurance received
from the committees of the Board.
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Related Trust Objective/
Intentions

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

Which BAF risks are
addressed in this report?

BAF 1 – Corporate Governance
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The Board is asked to note and agree the contents of the
report.
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Title
Author
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Purpose
Audience

Board Assurance Framework
Jan McCartney – Trust Secretary
2 December 2021
To note and agree updates to the Board Assurance Framework
since the previous Board meeting on 30 September 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.

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.

2.0

CHANGES TO THE BAF

2.1

BAF1 – Failure to implement and maintain sound systems of Corporate
Governance
This Audit Committee met on 14 October 2021 and recommended a minor update to
under Assurances to show the Internal Audit plan is agreed for 2021/22.
The committee also reviewed the current risk rating, and no change was
recommended.

2.2

BAF2 – Failure to deliver safe and effective patient care
The Quality & Safety Committee met on 20 October 2021 and reviewed BAF2. The
Committee recommends the following update:
The following item was added
• Quality Spot Check Audit – limited assurance (2021/22)
The following items were removed:
• Health Visitor Records – Significant Assurance (2017/18)
• End of life care – Significant Assurance (2017/18)

2

•

2.3

Out of date policies (in Gaps in control)

BAF3 – Managing demand and capacity
The Quality & Safety Committee met on 20 October 2021 and no updates were
recommended.

2.4

BAF4 – Financial sustainability
This BAF was considered at the Finance & Performance Committee on 25 November
2021 and the following changes are recommended.
Assurances – ISA260 recommendations now completed
Gaps in Control – updated to reflect that for H1 the Trust delivered a break-even
position and that H2 plans have been submitted.
The Committee reviewed the current risk rating and have not recommended any
changes, although it hopes to be able to reduce the current rating in the near future.

2.5

BAF5 – Staff engagement and morale
The People & OD Committee met on 17 November 2021 and reviewed BAF5 the
following changes are recommended:
Principal risks
• Add the mandatory covid vaccination regulations, winter pressures and ‘system’
incentives.
Rationale for current score:
• Review undertaken. Decision is it remains the same as more prevent, detect and
assurances were added.
Prevent Controls:
• First bullet to show the Staff Engagement Strategy is now a Plan
• The second bullet point. ‘Time to Talk’ and ‘CEO Q&A’ Sessions added
• The North West Person-Centred approach to Absence Programme
• The last bullet point to be replaced with the People Hub and POD Groups
Detect Controls:
• Staff Stress Audit Survey
Assurances:
• Stress Audit Survey Results and Action Plan and;
• The Employee Relations Activity Report
The Committee reviewed the current risk rating. They noted that whilst additional
controls have been added to the BAF, other risks have been identified, so on balance
the risk rating should remain the same.

3

2.6

BAF6 – Staffing levels
The Quality & Safety Committee met on 20 October 2021 and no updates were
recommended. After discussion the Committee requested that the People
Committee update the rationale for current score, this was because the gaps in
control were all related to People Committee items. The Chair of the People
Committee who is a member of the Quality & Safety Committee agreed to this action.
The People & OD Committee met on 17 November 2021 and recommended that the
Q&S Committee review the ‘rationale for current score’ at their next meeting. The
Committee felt this description was too simplistic, especially for external scrutiny. The
People Committee have provided updated wording for the Quality and Safety
Committee to consider and approve at the next meeting in December, this will come
to the Board meeting in February 2022.

2.7

BAF7 – Strategy and organisational sustainability
This BAF was considered at the Finance & Performance Committee on 25 November
2021 and the following addition is recommended.
Assurances – Regular business development reports
The Committee reviewed the current risk rating and recommended it remains the
same.

2.8

BAF8 – Digital Services which do not meet demands of the organisation
This BAF was considered at the Finance & Performance Committee on 25 November
2021 and no changes were recommended.

3.0

RECOMMENDATION

3.1

The Board is asked to:

3.2

Note and agree the updates to the Board Assurance Framework.
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Board Assurance Framework (BAF) December 2021 – V1.
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST – BOARD ASSURANCE FRAMEWORK
LAST UPDATED 25 November 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
3 (L) = 12, high

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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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
October 2021
Audit
Committee
Last reviewed:
October 2021
Risk Ratings
Reviewed:
October 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 21/22
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
Chief Nurse /
Deputy CEO /
Last reviewed
October 2021
Quality &
Safety
Committee
Last reviewed:
October 2021
Risk Ratings
Reviewed :
October 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+

2689 – operational leadership –
Warrington
2949 – Derm. – clinical processes
2744 – Derm. – clinical lead
2930 – Derm ‐ cancer waiting
times

Rationale for
current score
Quality & safety
governance
structure in place.
Robust QIA process
for all services
Number of ongoing
high risks

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 bimonthly meetings

Clinical & Internal Audit Programme

IQPR & quality dashboards

Quality Council

Learning from deaths report

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

Increased reporting of incidents, including medication incidents

Equality Impact Assessments

Quality Impact Assessments

End of Life group

Health and Safety group

Silver and Gold command and control
Audits
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 Check – Moderate Assurance (2020/21)
Quality Spot Check – Limited Assurance (2021/22)

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:
October 2021
Quality &
Safety
Committee
Last
reviewed:
October 2021
Risk Ratings
Reviewed:
October 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

2689 – operational leadership –
Warrington
2744 – Derm. – clinical lead
2930 – Derm ‐ cancer waiting
times

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:
Nov 2021
Finance &
Performance
Committee Last
reviewed: Nov
2021
Risk Ratings
Reviewed :
Nov 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 1‐
6)
Risk register references at
15+
No risks at this level

Rationale for
current score
Financial
governance
arrangements in
place
Bi‐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

21 Recommendations from ISA260 now complete
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)
For H1 the Trust delivered a break‐even position. H2 plans have been submitted to both HCP and NHSE/I. H2 plan is for breakeven position leading to overall breakeven position for 21/22
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.
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BAF 5 ‐ Staff
engagement &
morale
Lead Director/
Lead Committee
Director of People
and OD
Last reviewed:
Nov 2021
People Committee
Last
reviewed:
Nov 2021
Risk Ratings
Reviewed :
Nov 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,
mandatory covid
vaccinations, winter
pressures and system
incentives.
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 – Health &
Care Bill: integration and
collaboration
Organisational structures and
service redesigns and
reorganisations

Prevent Controls & Assurances
Prevent Controls
 People Committee Organisational and local Staff engagement plan
 Managers’ Key brief/ communication, Time to Talk and CEO Q&A sessions
 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
 People Hub and POD Groups
 North West Person‐Centred approach to absence management
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

Staff Stress Audit Survey
Assurances
Staff Survey and ‘temperature check’ surveys
DAWN – Disability and wellbeing Network
LGBT+ and Race Inclusion Networks
Stress Audit Survey Results and Action Plan
The Employee Relations Activity Report
Internal Audit MIAA Substantial Assurance
Freedom to Speak Up (2020/21 )
Induction (2020/21)
Attendance management Staff Engagement (2019/20)
Recruitment & Vacancy Management (2017/18)
Consultant Job Planning (2017/18)
Allied Health Professionals Revalidation – (2018/19)

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
October 2021
Quality & Safety
Committee
Last
review:
October
2021
People
Committee:
Nov 2021
Risk Ratings
Reviewed :
Oct 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: Sept 2021
F&P Committee
Last Reviewed
Nov 2021
Risk Ratings
Reviewed :
Nov 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 Health &
Care Bill 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 re‐
launched.

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
Prevent Controls

Trust Board Oversight – engagement and delivery of Health & Care Bill

Regular Exec meetings with commissioners and other key stakeholders

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

Execs carrying out SRO roles for system projects such as integrated community teams

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

Exec involvement in ICS and Provider Collaborative development across the Cheshire & Mersey and GM footprint

CEO involvement with the Out of Hospital Cell

Chair working within wider system

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
like

NED engagement with elected members in train

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









Provide Collaborative MOU signed – BW host Trust
Programme Director – Integration and Collaboration
Host provider collaborative – including employing staff
Emerging integrated governance structures with partners
MOU in place where services are delivered in conjunction with other partners
Chief Executive's monthly reports providing an overview of engagement activity
COO has regular meetings with all key partners and stakeholders
Regular business development reports

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:
Sept 2021
F&P committee
Last reviewed:
Nov 2021
Risk Ratings
Reviewed:
Nov 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 3(L) = 8 high
Target risk rating 4(C) x 2 (L) = 8, medium

Prevent Controls & Assurances
Primary controls
•
Digital Strategy 2018–2021 approved by Board
•
Local services business continuity and resilience plans in place and owned by service managers
•
Cyber Solutions
•
Annual IM&T capital and revenue budgets agreed by F&P Committee
•
Participation in HIS Partnership Board, GM IEG and C&M CIAG CIO strategy groups
•
DIGIT group
•
Microsoft Core Datacentre and W10 licensing
•
Cloud based migration capability training and developing solutions
Assurances
•
The Board receives reports from the F&P Committee which receives regular IT reports
•
Relevant MIAA audit reports.
•
SIRO & Caldicott Guardian
•
Data, Security & Protection (DSP) Toolkit
•
Cyber Essentials – on site assessment
•
BCM and CIRP plans
•
Qlik sense operational with bespoke Covid‐19 infrastructure
•
Data Quality Project
•
Business Continuity Plans activated and in place
Audits – 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 gaps (Pervade)
IT Team capacity and demand
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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
High
Moderate
2
3
4
Minor, short term injury
or illness, requiring non‐
urgent 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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Title

Key Corporate Messages

Sponsoring Director

Colin Scales, Chief Executive

Authors

Jan McCartney, Trust Secretary

Presented by

Colin Scales, Chief Executive

Exec Summary/Purpose To update the Board concerning key matters within
the Trust and the NHS as a whole

Previously considered at N/A
Quality – to deliver high quality, safe and effective care
Related Trust Objective/ which meets both individual and community needs
Intentions
Innovation and collaboration – to deliver innovative
Delete as applicable
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 Responsive
are supported by this Well-led
report?

Which BAF risks are BAF 1 Failure to implement and maintain sound systems
addressed
in
this of Corporate Governance
report?

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

Impact N/A

Explanation
of
any
acronyms in the report
N/A

Next steps

N/A

Recommendations

The Board is asked to note the report.

Title
Author
Date
Purpose
Audience
1.0

Key Corporate Messages
Colin Scales, Chief Executive
2 December 2021
To update the Board about key matters within the Trust and NHS
as a whole.
Board

NON-EXECUTIVE DIRECTOR UPDATES

1.1 The Trust Chair,Karen Bliss, has joined the Chief Executive on a number of
Time to Talk sessions during the months of October and November. The detail
is provided under Section 2.5.
1.2 The Chair also attended the Cheshire and Merseyside System Oversight Board
& the Cheshire and Merseyside Finance Committee and has been invited to sit
on both of these groups to provide non-executive oversight.
1.3 Non-Executive Director, Linda Chivers participated in the October Time to Shine
session, the Good Governance Institute NED Development Session on
Partnership Working – “The Liverpool Experience” and the MIAA Audit Chairs
session looking at how we respond to forthcoming system changes from an Audit
Chairs perspective.
1.4 On behalf of the Trust Chair, Linda also attended a number of Cheshire &
Merseyside meetings and deputised at the Halton Podiatry Time to Talk session
with the Chief Executive.
1.5 Non-Executive Director, Tina Wilkins spent the day with Oldham Right Start and
School Nursing Services, attending Alexandra and Hollinwood Children Centres
with Christine Stankus, Rest of England Public Governor. Tina also attended the
‘Kindness into Action’ session, part of NHS England and NHS Improvement
Civility and Respect Programme.
1.6 Non-Executive Director, Gail Briers joined the Chief Operating Officer on a Time
to Talk session with Oldham Safeguarding team on 19 November.
2.0 EXECUTIVE UPDATES
2.1

The Chief Executive met with Lee Jewitt and Paul Wood from Rugby League
Cares on 12 October. This was to discuss the Trust further enhancing its
Wellbeing Offer working ‘side by side’ with Rugby League Cares. Lee and Paul
will be providing the Trust with some welcomed and valued judgement-free
‘mental fitness’ wellbeing advice, guidance and support.

2.2 The Senior Leadership Team meeting has been revamped and the 26 October
meeting was held in its new format, which covers the following key areas of
business:
• Regional – What’s happening across the patch; How does/will this impact on
the Trust; Updates from Regional meetings.
• Strategic- Update on current position, ie ICS/ICPs; Current issues affecting
the Trust; Our Strategy; Stakeholder mapping/relationships; Update on
Strategic Programmes.
• Spotlight on Selection of Services – Share good news/success stories;
Share issues and explain impact and how it may affect other areas; What
action can be taken; Interlinks with the Strategic Programmes.
• Learning & Development – Invite key speakers; Leadership Journey/Insight;
Team development/Leadership Learning; Information sharing.
It has been agreed that the Chair of this meeting will be undertaken on a
rotational basis by SLT members.
2.3 On Monday, 29 November, the executive team and dental leaders is due to meet
with our dental commissioners in Greater Manchester. The purpose of the
meeting was to provide an update on where the service is on recovery as well as
our progressive plans for this vital service.
A similar session will be arranged with the Cheshire & Merseyside dental
commissioners.
2.4

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 30 September, the following Time to Talk
sessions have taken place in October and November:
•

•
•
•
•

The Chair and Chief Executive met with the Health Visiting and Right Start Team
based at Hollinwood Health Centre and the St Helens Dental Team. The Chief
Executive also held a virtual session on 11 October with the Halton Podiatry Team.
Vice Chair, Linda Chivers accompanied the Chief Executive on this session.
The Director of Finance met virtually with the Neuro Rehab team on 18 November.
On 19 November, the Chief Operating Officer met virtually with the Oldham
Safeguarding team. Non-Executive Director, Gail Briers joined this session.
The Director of People & OD met virtually with the Halton 0-19 Team on 14
October.
The Trust Secretary met the Finance Team for her Time to Talk session.

•

Medical Director, Aruna Hodgson held a virtual session with the Halton Bladder
and Bowel Team on 18 October.

the endorsement of the Buddying Arrangements for Board Members, Non-Executive
Directors will join Directors on their Time to Talk sessions with services as follows:

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
Sally Yeoman

2.5

Seminars/Events

2.6

Board & Council of Governors session – 28 October

The Good Governance Institute facilitated a session with the Board and Council of
Governors. The aim of the session was to look at ways of developing relationships
and how the Board and Governors can work together more effectively. The Board and
the Council have agreed some actions on who to work more effectively together.
2.7

Board Development session - 12 November

Workshop 2 took place, which was facilitated by colleagues from NHS Providers.
The focus of the session were:
•
•
•
•
•
2.8

to recap on Workshop 1 and discuss what changes have occurred, what impact
these have had and what areas needed further focus;
The psychology of persuasion;
Developing trust and healthy conflict at board;
Team effectiveness;
Effective use of board/committee meetings.
Leader in Me

A Leader in Me event took place on Monday, 22 November. The morning session was
led by Professor Michael West CBE who further explored the theme of Compassionate
Leadership.
The afternoon session focused on “Innovation and leading-edge practice within
Bridgewater” which provided attendees with the learning of how these were achieved
and the benefits they have provided to our patients and services.

2.9

How to build an anti-racism organisation – Paul Stephenson Lecture 2021

On the 25th November, the Chief Executive, Director of People & Organisational
Development, Medical Director (AH) and Equality, Diversity & Inclusion Manager
attended a lecture put on by the Trustees of Diversity UK. The lecture was given by
Professor Marcial Wilson, the Dean of Equality & Inclusion at the Open University. She
is one of the few Black women leaders in higher education in the UK. She uses her
platform to raise awareness about inequalities and generates institutional change to
tackle racism. During the lecture she shared her own experiences.
The session was in honour of Paul Stephenson OBE. As a young Social Worker,
Stephenson led a boycott of the Bristol Omnibus Company in 1963 protesting its
refusal to employ Black or Asian Drivers or Conductors. After a 60-day boycott
supported by thousands of Bristolians, the company revoked this policy. He is known
for his civil rights activism and was instrumental in paving the way for the first Race
Relations Act back in 1965.
The lecture was reassuring in that we have a national commitment to anti-racism in
the NHS as an institution, and much of what we are doing nationally, regionally and
locally was exactly what Professor Wilson was advocating. As a Trust, much of what
was advocated, we have in place and are building on and will continue to actively do
so. This relates to our approaches to recruitment, career development, educational
opportunities, and senior and Board level representation.
The North West BAME Assembly have written to NHS Chairs and Chief Executives
with regards to their Anti-Racist Toolkit and support to Trust Boards to tackle
racism. This has been further highlighted to us following Azeem Rafiq’s harrowing
testimony of the racism he experienced in cricket. The Assembly highlighted the fact
that there is ample evidence that the issues in cricket exist in the NHS.
Anti-Racism it a top priority for the Trust and ongoing assurance is provided to the
Trust’s People Committee with scheduled updates to Trust Board. The Staff Survey is
a means of measuring of how we are performing in this area, and we have our WRES
Action Plans that are subject to scrutiny and published nationally.
2.10

Bridgewater Triumphs at Nursing Times Workforce Awards

The Trust was announced as the winner of the ‘Best Recruitment Experience’ category
in the 2021 Nursing Times Workforce Awards. The judges praised Bridgewater for:
“An innovative approach that embraced social media and marketing, engaging with
external partners to bring new recruits into starter jobs into the health service with no
previous NHS experience.”
Read the full article on the Bridgewater website

Bridgewater triumphs at Nursing Times Workforce Awards - Bridgewater Community
Healthcare NHS Foundation Trust
3.0 DIRECTORS’ FEEDBACK FROM TIME TO TALK SESSIONS
During the months of October and November 2021 members of the Executive Team
took part in nine ‘Time to Talk’ visits. Visits teams, face to face or virtually, listening to
staff, their good news stories, ensuring their health and wellbeing needs are being met
and bringing staff up to date with Trust messages.
Feedback from two visits:
“…… Team were positive about the support from Bridgewater and the Health &
Wellbeing offer, including access to initiatives. They felt that communication was
clear. ……. The Team spoke highly of the Comms Team and the support they get from
them to publicise their services…”
“Really good attitude to work, regularly mentioned how well they work together as a
team”
4.0 EXTERNAL PUBLICATIONS AND REPORTS

NHS Providers - Briefing for House of Commons Report Stage, Health and Care Bill
Briefing for House of Commons Report Stage, Health and Care Bill - NHS Providers
5.0 RECOMMENDATIONS
The Board is asked to note the report.

Bridgewater Board
Date

2 December 2021

Board Part

Public

Agenda item

79/21i

Title

Integrated Quality Performance Report – Month 6

Sponsoring Director

Colin Scales, Chief Executive Officer

Authors

Various Authors
Information Team

Presented by

Executive Directors

Purpose

This report summarises the key issues relating to
Bridgewater Performance for Month 6 September 2021

Previously considered at

Finance and Performance Committee – November
2021

Related Trust Objective/
Intentions

Quality – to deliver high quality, safe and effective care
which meets both individual and community needs
Innovation & 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, be financially
viable and commercially successful
People – to be a highly effective organisation with
empowered, highly skilled 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
applicable and describe
how the paper connects
to the risk – by
strengthening the
control or addressing a
gap, or by offering
assurance for example)
Legal implications/
regulatory requirements

N/A

Finance and resources
Impact assessment

N/A

Equality Impact
assessment

N/A

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.

Integrated Quality and Performance Report
Information Team
Bridgewater Community Healthcare NHS Foundation Trust
Reporting Period: September 2021 (Month 6)

1

Within this report
Contents

Introduction

Section 1: Trust Overview

The monthly Integrated Quality and Performance Report (IQPR)
provides an overview of the Trust’s performance against the
balanced scorecard Key Performance Indicators (KPIs)

 Section 2: Operations ‐ Responsive
 Section 3: Safe, High‐Quality Care
 Section 4: People
 Section 5: Finance ‐ Making Good Use of
Resources

KPIs are grouped by Domain and Executive leads are tasked
with ensuring the KPIs are relevant, achievable, measurable,
monitored, and managed.
This month’s report describes activity in September 2021.

2

Within this report

1. KPI Amendments:
KPI

Change

Rationale

2. Recommendations:
The Board 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.

3

1

Trust Overview
Executive Summary
Due to validation and review timescales for Cancer, the RAG
rating on the dashboard for these indicators is based on July’s
validated position.
Responsive (Operations)
Operational indicators have been negatively impacted in month
and there is an increase in the number of red indicators. There
are some operational challenges which are being monitored
closely with Executive level oversight. Some of the indicators
remain out of the control of the Trust i.e., referrals which have
not yet reached pre‐COVID levels.

People
All the people indicators are red in month and the majority have
deteriorated in month. There is some positive improvement in
the PDR compliance.
Making Good Use of Resources (Finance)
There is a positive position reported in relation to finance with
most indicators reporting as green.

Safe, High‐Quality Care (Quality)
There is a deterioration in the quality section of by one indicator
relating to safeguarding children level 2 training. Some of the
indicators in month has improved and others have slightly
deteriorated.

4
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Operations
Executive Summary
Of the 18 Operations indicators which are reported; ten are red
and eight are green for September 2021. This shows an increase
of two red indicators compared to August 2021, but it mirrors
the position in July 2021.
The two new red indicators this month are:



Warrington Dermatology Cancer 31 day wait from
diagnosis to 1st treatment.
Cancellations by patient.

 Halton Maternity Dashboard – deterioration over

the last 3 months
 Warrington Activity Variance – marginal
improvement over the last 3 months
 Halton Activity Variance – marginal deterioration
in the last 3 months
 Data Quality Maturity Index – remained the same
over the last 3 months
As can be seen there is a mix of improvements and
deteriorations in month with the operational
indicators.

The remaining eight indicators which were red in September are
as follows:
 Referrals to Plan – these have decreased over the

last 3 months but not significantly
 Cancellations by service – these have reduced over
the last 3 months
 Percentage of patients waiting under 18 weeks
RTT Non‐Admitted (Incomplete pathway) – a
deteriorating position can be seen in month
 Warrington Audiology – Number of 6‐
week diagnostic breaches overall improvement in
the last 3 months
5
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Operations
Trust Scorecard

6

2

Operations: Exception Reporting
Flagged Indicators
Operations
OP7

Cancellations by service

Points above upper control limit

OP8

Cancellations by Patient

Points above upper control limit

OP11

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

20 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
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Operations: Exception Reporting
OP17

Data Quality Maturity Index (DQMI) MHSDS
quarterly score

Point below lower control limit

OP19

Warrington Activity Variance

Points below lower control limit

OP20

Halton Activity Variance

Points below lower control limit
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Quality
Executive Summary
There are ten Quality Indicators reporting as red in September
2021. This is a reduction of one red indicator from the previous
month.
The indicators which are no longer red in month are:



Safeguarding Children Level 1 Training
Percentage of overall falls that are bed based.







Safeguarding Adults Level 3 Training – improvement in
month
Percentage of risks identified as high – deterioration in
month
Total number of risks identified as high 12 – improved
position in month
Number of Complaints – improved position in month
CQUIN ‐ Data Maturity index (DQMI) MHSDS Quarterly
Source – deterioration in month.

The new red indicator for this month is:


Safeguarding Adults Level 2 Training

The remaining seven red indicators which were red in
September are as follows:





Number of patient safety incidents reported – decrease
of incidents in month
Information Governance Training – deterioration in
month
Safeguarding Children Level 2 Training – deterioration in
month
Safeguarding Children Level 3 Training – deterioration in
month
9
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Quality
Actions:
Indicator

Action

Target date

Responsible Committee

Safeguarding Level 3 – Children’s
and Adults

Staff to be supported to participate
in training.

April 2022

Borough/Directorate Director and
Clinical Managers

Data Maturity Index

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

As soon as capacity permits

Head of Information / Configuration
Team

10
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Quality
Trust Scorecard

11

3

Quality
Trust Scorecard

12
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Quality: Exception Reporting
Flagged Indicators
Quality
QU03

% of incidents High impact Level 3‐5

16 points below the mean

QU13

Information Governance

4 points in the outer sigma

QU15

Safeguarding Children’s Level 2

17 points in a row above the mean

QU17

Safeguarding Adults Level 1

Points above upper control limit

QU18

Safeguarding Adults Level 2

19 points above the mean
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Quality: Exception Reporting
QU22

Percentage of risks identified as High

Points above upper control limit

14
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People
Executive Summary
There are four of the five People indicators are shown as red in
September 2021 IQPR, however all the people indicators are red, and
this will be updated on the October IQPR report.
The five indicators which were red in September are as follows:






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

16

4

People
Flagged Indicators
People
PO01

% Headcount of new starters attending
induction programme

Point above upper control limit

PO02

Staff turnover (rolling)

Points below lower control limit

PO04

Sickness absence rate (Actual)

Points above upper control limit

17
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Finance
Executive Summary
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.

The diagram below is a summary of the Month 5 position:
Indicator
Use of Resources Metric (1: Best…… 4:
Poorest)

Responsible

NG

Month 4
Plan

Month 4
Actual

Month 4
Variance

YTD Plan

YTD Actual

YTD
Variance

Full Year
Plan

Forecast

Measure suspended during Covid finance regime
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Finance
Key
Target

4

3

2

1

Risk
Rating

5

Description

Regulatory Activity

4

Special measures

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

3

Providers receiving mandated
support for significant concerns

the provider is in actual/suspected breach of the licence (or equivalent for NHS trusts)

2

Providers offered targeted
support

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

1

Providers with maximum
autonomy

no potential support needs identified across our five themes – lowest level of
oversight and expectation that provider will support providers in other segments

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 monthly to ensure internal assurance and mitigation if required.
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Finance
Key Headlines
The plan referred to throughout this report is the high‐level Trust plan for months 1 – 6 as advised by the HCP/ICS, which is based on actuals for
Quarter 3 2020‐21.
Summary Performance Month 6 2021‐22

Income

YTD
Month 6 Month 6 Month 6
YTD Plan
Plan
Actual Variance
Actual
(£M)

(£M)

(£M)

(£M)

(£M)

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

(£M)

(£M)

(8.58)

(9.19)

0.61

(51.47)

(52.45)

0.98

(51.47)

(52.45)

Expenditure ‐ Pay

5.65

6.36

(0.71)

33.87

33.11

0.76

33.99

33.11

Expenditure ‐ Agency

0.49

0.35

0.15

2.96

2.82

0.14

2.96

2.82

Expenditure ‐ Non Pay

2.47

3.11

(0.64)

14.79

16.45

(1.66)

14.67

16.45

EBITDA

0.02

0.63

(0.60)

0.15

(0.07)

0.22

0.15

(0.07)

Financing

0.03

0.00

0.03

0.17

0.07

0.10

0.17

0.07

Normalised (Surplus)/Deficit

0.05

0.63

(0.58)

0.32

0.00

0.32

0.32

0.00

Exceptional Costs
Net (Surplus)/Deficit after Exceptional Items

0.00
0.05

0.00
0.63

0.00
(0.58)

0.00
0.32

0.00
0.00

0.00
0.32

0.00
0.32

0.00
0.00

Other Adjustments

0.00

0.00

0.00

0.00

0.00

0.00

(0.32)

0.00

Adjusted Net (Surplus)/Deficit

0.05

0.63

(0.58)

0.32

0.00

0.32

(0.00)

0.00

CIP

0.10

0.12

0.02

0.75

0.75

0.01

0.75

0.75

Capital

0.05

(0.02)

0.07

1.48

0.20

1.28

1.90

0.20

Cash

4.52

21.56

17.04

4.52

21.56

17.04

12.00

17.04

Use of Resources Metric

N/A

N/A

N/A

N/A

N/A

N/A

- Favourable Variance

Adverse Variance
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Finance
Run Rates to Month 6 2021/22

Cumulative Performance against NHSE/I Plan – Breakeven to Month 6


The Trust is reporting a position of breakeven at month 6, in line with the plan.



Planning CIP of 0.28% (£0.14m) and system cost reduction of 1.25% (£0.61m) required totalling £0.75m for H1, achievement of £0.75m year
to date against a plan of £0.75m.
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Finance


FRF suspended until further notice.



Income is £52.45m year to date ‐ £0.98m above the plan.



Expenditure is £52.38m year to date ‐ £0.76m adverse to plan.



Pay underspent by £0.76m year to date against a plan of £33.87m.



Agency spend of £2.82m year to date against a plan of £2.96m.



Non pay expenditure is £16.45m year to date, overspent by £1.66m against a plan of £14.79m.



Capital charges are £0.10m below plan.
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Appendix
Indicator

Detail

Operations
Diagnostic waiting times – 6 weeks

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.

Four-hour A&E Target

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%.

Cancellation by Service

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.

Cancellation by patient

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

Quality and Safety Committee

Report to:

Board of Directors

20th October 2021
Gail Briers

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

15th December 2021
Board of Directors
Yes
Aruna Hodgson, Medical Director

Present
Gail Briers, Non-Executive Director and
Committee Chair
Abdul Siddique, Non-Executive Director
Sally Yeoman, Non-Executive Director
Ted Adams, Medical Director
Lynne Carter, Chief Nurse
In attendance
Sarah Quinn, Chief Operating Officer (to
end of IQPR)
Sharan Arkwright, Deputy Chief Nurse
Jeanette Hogan, Deputy Chief Nurse
Kristine Brayford-West, Director of
Safeguarding
Jan McCartney, Trust Secretary
Lynda Richardson, Board and Committee
Administrator
Michelle Eybers (for her item only)
Rachel Hall (for her item only)
Paula Hassall (for DD item only)
Observers
Christine Stankus, Public Governor, Rest
of England

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

Key Agenda Items:

BAF

Risk Register Summery report

2, 3,
6

RAG Key Points/Assurance Given
Summary: there were 27 risks scoring 12 and above with
no new risks identified. There had been six risks beyond
their review date, no risks had been closed and no risks
that had increased or decreased in scoring. There were
24 risks scoring 12 or above, with a further two risks
scoring 15 and one risk scoring 16.
Themes: 10 related to capacity and demand: nine were
related to staffing and one was related to dental access
to anaesthesia. There were four risks related to covid-19
and two risks in relation to treatment delay or errors
connected to the dental service concerning access to
theatres across both Cheshire and Merseyside and
Greater Manchester sectors

Action/decision
The Committee were assured by the
report but requested that any limited
assurance risk to be highlighted in
future reports. The Committee Chair
observed that the level of detail within
the report was satisfactory which
demonstrated a clear link between
matters raised and discussed at the
Risk Management Council and other
forums in terms of causes for concern.

No movement in the scoring of risks (increasing or
decreasing) in month.
Assurance levels: two risks were limited assurance
(related to Infection, Prevention and Control and
Midwifery Services and the model of transfer), 11 were
moderate and 13 were significant.
Clarification received that there was a separate risk
register/risk log regarding the midwifery transfer
monitored via a task and finish group.

IQPR and Quality Indicators

2,3,6

IQPR

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 by the
IQPR progress report and welcomed the
new format. It was agreed that the
Please complete to highlight the key discussion points of
the meeting using the key to identify the level of
assurance/risk to the Trust

Report presented in a new format highlighted 11 red
rated quality indicators, which will form part of the
ongoing indicator review in two phases:




Review of the current quality indicators and
thresholds will be presented to the Committee in
December 2021.
There will then be a move to more outcomebased indicators following the review of the
existing indicators.

Information governance training compliance levels had
not greatly increased for approximately 12 months with a
95% target. Strategies to address training risks such as
prioritising and targeting subjects discussed.
Triangulation of impact of any actions would need to be
considered i.e., service delivery versus trend in related
incidents. As there have been no breaches the risk was
agreed as predominantly reputational. It was
acknowledged that mandatory training compliance is
monitored at the Peoples Committee and therefore await
their further direction.
The ongoing work between the safeguarding team and
learning and development to ensure safeguarding
training was being accurately recorded was discussed
with options for benchmarking against other trusts
considered, however there is currently a “deep dive”
being undertaken via the Peoples Committee, therefore
again, it was agreed to await outcomes of this review.

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

report provided a moderate level of
assurance, and that the Committee
understood the position regarding the
changes to the quality indicators.

Percentage of risks identified as high: A question was
raised regarding monitoring the length of time a risk of
12 had been present, however it was clarified that the
Risk Management Council had responsibility to ensure
that risks were appropriately discussed and debated.
The Committee agreed that there was an adequate
assurance with process in place with layers of checks
around risk management.
Falls – This indicator was highlighted as one that would
require rebase lining as part of the quality indicator
review.
The Committee were assured that at future meetings a
new template would be used that would be more current
and provide meaningful information which would enable
the indicators to be scrutinised relevant to quality and
safety.
The current report identified a deterioration in the
operational indicators, with two additional indicators
turning red:




Dermatology waiting times. The Committee were
informed of focussed work concerning service
improvement. Waiting times and activity had
increased.
The maternity dashboard was currently red rated,
with sickness absence having had an impact which
was a result of the transition of the service to a new
provider from 1 November 2021.

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

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

Report from Quality Council

2,3,6

Record keeping audit data input update
Poor compliance in a limited number of teams with
monthly record keeping audit submissions in accordance
with policy requirements. Escalated to the Committee for
information of the further work required to improve
compliance, however it was noted that this report was
based on Q1 data and therefore did not pose a
significant risk to the trust at this time although would
require ongoing monitoring via Quality Council.
Annual record keeping audit 2020 – 2021
Clinical audit team activity was stopped during COVID
and recommenced in September 2020. Overall
compliance has improved by 2.4% compared to previous
year. Task and finish group has been established to
review audit tool and electronic data extraction.
Oldham borough report
The service holds 3 risks with a potential impact on
quality all risks sufficiently mitigated without impact on
safety / quality (all risks scored below 6):
 EPR connectivity
 Mandatory training
 “Moved into the area SN assessments”
Further details regarding risk related to school nurse
assessments for children moving into the area (transient
population) at next Quality Council meeting.
Halton borough report

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

The Committee noted that the level of
detail within the report was appropriate
and questions were able to be
answered providing assurance that the
Quality Council was managing areas of
concern across the organisation.

Details of the quality improvement work being
undertaken across Halton and Warrington:
KLOEs monitored within Borough Quality meeting.
Borough operational meetings now in place to lead on
workstreams regarding pressure ulcers and Palliative
End of Life Care.
Harm Free care CAUTI- work plan in place
District Nurse senior standards review – task and finish
group to commence.
Care support planning task and finish group. Risk
assessment piloted, feedback positive from staff and
patients.
Record keeping task and finish- tool being piloted. Roll
out Jan 22.
Serious incident actions plans – backlog from COVID
significant progress made only 3 outstanding action
plans.
Risk regarding insufficient capacity in community
paediatrics was escalated to Q&S Committee, however
assurance provided within the Committee meeting that
the situation was now improved.
Warrington borough report
Paediatric OT
Additional staff have started in the service but no
significant reduction in wait times as staff still being
inducted.
The number of referrals breaching 18 weeks has
decreased from 186 in July to 176 in August, with 99
children waiting more than 12 months. The service will
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

be reviewing their performance data and wait times per
priority, P1, P2 and P3.
Incidents remain consistent, reflecting non-patient harm.
The service are trialling an ‘Impact Assessment’ form to
assess impact of waiting for initial or follow up
appointments for any children waiting over 1 year.
Overall, the findings support the use of video and or
support pack rather than appointment on referral for
priority 3 referrals.
The Committee discussed the rationale by which items
were escalated from Quality Council to Q&S Committee
and were informed that items are identified when
insufficient progress had not been made. The Committee
requested that the paediatric improvement plan should
include a feedback from those accessing and/or waiting
to access the service. The Committee would then
receive a report on this feedback.
Dermatology
The service has been challenged with staff sickness
and impact of COVID isolation requirements, creating
capacity issues and the prioritisation of 2 week wait
referrals and appointments. This has resulted in
increased wait times for routine appointments and
delay in completion of recovery.
There has been an increase in Ulysses reporting
reflecting the delayed histology reported in July and
August. The initial investigation highlighted 5 cases of
serious diagnosis that had not been highlighted to
the service by the WHH Histology department.
STEIS reported on the 25th of August 2021 as a cluster
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

incident, level of any harm not yet established,
aggregated RCA to be commenced. The Chief Nurse is
monitoring the quality improvement plan progress with
the Medical Director.
Neuro Rehab
3 risks all involve wait times, no negative impact.
Waiting times have been impacted by the pandemic
and vacant posts. Received few complaints and
reported incidents relate to patient circumstances.
Completed an impact assessment tool for all new
appointments that have been delayed.
Padgate House
Reopened last week, following COVID outbreak. The
outbreak was contained to the initial infections (4).
Aggregated review of medication errors has been
requested, following issues being highlighted related
to repeated errors. Await final report to be submitted to
SIRP.
Dental
Update provided regarding quality issues related to long
waits and the mitigation that was in place:
All have a General Dental Practitioner as first line of
contact for urgent dental problems
Patients on recall in the CDS. All have all been given
welfare calls and preventive advice
Patients/ Carers/ Parents have been given the option of
a face-to-face assessment if they wish to come in.
All referrals are triaged by a dentist and prioritised in line
with national framework.
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

All patients are offered an Attend Anywhere
appointment/ phone consultation to determine
their level of risk. No complaints relating to long waits.
The service continues to work with secondary care to try
to address issues, no further actions identified by the
Committee.
Medicines Management
Medicines Management Q1 CQPG 2021-22 Report –
presented 23/9/2021 and provides some assurance of
work completed to ensure the agreed Quality Schedule,
some delays with audits due to capacity issues within
the team identified.
Medicines management had received limited assurance
related to the aggregated insulin review. There had been
a lack of progress made and improvements following this
review had not yet been embedded. Resources had
been dedicated to taking this work forwards with a task
and finish group established to lead on the workstream
to ensure that there was the right systems and
processes in place.

Items escalated from the Finance
and Performance Committee

2, 3,
6

IQPR ongoing quality and safety issues from prepandemic
The Chief Nurse informed the Committee that should
any services be in business continuity this would then
trigger a QIA to be undertaken, and any quality and
safety issues would be identified and addressed as part
of this process.

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 was assured that the issues
escalated were already sufficiently
monitored within the existing
governance processes and meetings
within the Trust with further monitoring
by the Q&S Committee.

Quality and safety issues highlighted from the
Performance Council report
The Committee commented that the areas of concern
from Finance and Performance Committee mirrored
areas that the Q&S Committee were already focussed
on and were being reported on via the Quality Council
and the Risk Management Council and therefore
assured that the areas of concern were being managed
by the governance mechanisms supporting this
Committee.

Risks in relation to the maternity
service transfer

2,3,
6

Concerns had been raised at the Council of Governors
meeting related to the transfer of maternity services. The
Committee Chair advised that this item would be taken
as an assurance conversation to ensure that issues
were discussed and any matters would be escalated if
required. Details of the current ongoing actions with the
transfer were identified, with transfer date still set to take
place on 1 November. The Committee was advised that
the Trust had been following TUPE regulations and due
diligence process however there had been significant
challenges in relation to estates, electronic records
access that had now been mitigated. The Committee
acknowledged the significant personal impact on staff,
and also the work of the Trust to support staff.

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

The Committee were assured that risks
were being managed in the best way
possible and the risks and collective
decision making was being taken at the
highest level across the organisations
concerned.

NICE compliance report

Quality Impact Assessment (QIA)
report

2,3

2,3

The report detailed the processes for the review and
management of NICE guidance and research activity in
the Trust for the Committee’s assurance.

The Committee was assured that
sufficient processes were in place within
the Trust to manage the dissemination
and compliance monitoring of NICE
guidance.

A total of 17 services had completed Quality Impact
Assessments (QIAs) between February and September
2021. The outcome for 13 of the services had been that
the risks posed due to changes as a result of the
pandemic had been reduced or were sufficiently
mitigated against for future oversight and monitoring to
be maintained within the usual governance processes
within the Trust. Four services were continuing to be
monitored by the QIA panel:

The Committee was assured of the
processes in place for monitoring of the
quality impact of services as a result of
redeployment or business continuity.

Warrington 0-19 service – risk score 12
Halton 0-19 service – risk score 12 (noted that both
services had experienced staff redeployment for the
child vaccination programme. Mitigations were in place
to support the services)
Warrington Dermatology – risk score 16 (this matter had
also been discussed within the Quality Council report
earlier on the agenda)
Warrington IMC – risk score nine (score to be reviewed
in October)

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

Update report on clinical
policies/guidelines

Approach to oversight and
monitoring of the current actions
from the trust improvement plan

2

1

Report presented concerning the monitoring of corporate
and clinical policies and procedures within the
organisation. The documents were monitored through
the Corporate Clinical Policy Group (CCPG) and
escalated to the Quality Council to ensure effective
corporate governance. It was reported that from 17
September 2021, there were currently 304 procedural
documents identified on the Corporate Document
Review Tracker. There are 32 (10.5%) documents that
were RAG rated as red. Updates related to corporate
and clinical policies and procedures would be reported
via the Quality Council.

The Committee agreed the report
provided considerable assurance on the
process in place. It was agreed that the
Committee would not require a further
report unless there had been any
changes in process around policies.

Report provided for the Committee’s assurance that the
Trust Improvement Plan had been reviewed and
updated prior to the transfer and new process for
monitoring service plans via the Life QI system, which
the Committee had recently received a demonstration of.
There were nine service improvement plans that
continued to be monitored and RAG rated via the quality
improvement programme: community equipment
service, Paediatric Occupational Therapy Improvement
Plan, Padgate House, pressure ulcers, Royal College,
JTAI, Carers Strategy, Well-Led and Dermatology. All
had demonstrated movement throughout their RAG
ratings, with the exception of the carers strategy, which
was on hold pending new staff coming into post.

Committee approved the report.

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

Update on dissemination and
process regarding the quality report

Review of MIAA audits – Quality
spot check

1

2

Report presented to the Committee’s to note how the
Quality Account would normally be produced prepandemic, and to acknowledge that the organisation had
continued to produce the report as part of good practice
despite there being no current requirement to do so
during the pandemic.

The Committee commented that even
though there was no requirement
currently for this to produced, if this was
being undertaken it must be taken
through this Committee as part of the
regular process arrangements whilst in
its draft form.

The report described the findings and recommendations
from the MIAA Quality Spot Check undertaken in July
2021. She stressed that this was a different audit to the
previous audit that had been undertaken.

The Committee acknowledged the
limited assurance opinion assigned by
MIAA but recognised this had moved
the Trust into a position with
comprehensive actions which would
translate into an improvement plan. The
Committee was assured that sufficient
plans were in place to address the
issues and advised that the Committee
would continue to monitor this position
and ensure progress.

The review focused on a sample of patient records to
ensure that regular National Early Warning System
(NEWS2) monitoring occurred, that baseline holistic
assessments had been completed and that appropriate
care planning and risk assessments were in line with
Trust policy.
A limited level of assurance was given following the
review. This had been due to arrangements not yet been
embedded to improve systems which had resulted in a
risk to patient safety, although there had been some
evidence provided that progress had been made and
processes were in place to deliver identified actions
following a previous quality spot check.

Deep dive – Infection, Prevention
and Control (IPC)

2

The report provided evidence and recommendations to
support the Trust in complying with the relevant IPC

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

The Committee recognised that IPC
priorities had shifted during the

legislation requirements. The team were reviewing
evidence and identifying any gaps with complying with
the 10 criteria in the Code of Practice document which
would be formulated into an action plan and monitored
via the IPC group. However, the code of practice was
replaced by the IPC Board Assurance Framework during
the pandemic to support organisations whilst in business
continuity.
The Covid-19 vaccination sites developed in phase one
of the pandemic to support the safe delivery of the
Covid-19 vaccinations. Oversight and monitoring is
undertaken by the Trust Immunisation Group (TIG).
As we move back towards business as usual this has
created challenges in evidencing the monitoring of IPC
standards particularly in those estates that the Trust
doesn’t own across the Trust, therefore a number of
standards have been RAG rated as red, however
progress will be monitored via the IPC group.
It was noted that the Trust was not an outlier in terms of
nosocomial or transmitted infections.
An electronic system to support services in evidencing
compliance with the hygiene code of practice was
currently being sourced. This was being progressed via
DIGIT.

Business cycle/committee work plan

1

The 2021/22 business cycle presented to the
Committee, which would now include progress review of
relevant strategies. The December meeting would

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

pandemic resulting in some gaps in
evidencing compliance as we returned
to monitoring via the IPC code of
practice, however this was caveated
with no significant infections being
reported across the organisation. The
Committee reiterated the importance of
collating the necessary evidence.

consider the dental and medicines management
strategy.
Whilst this Committee had a responsibility to receive
reports concerning Freedom to Speak Up, the route
agreed would be via escalations concerning Freedom to
Speak Up quality issues from the People Committee.
Oversight of serious incidents and quality objectives for
the quality account will also need to be incorporated into
the business cycle.

BAF

1

The Committee considered the following BAF areas
within its remit:
BAF2: Scoring reviewed and debated; however the
Committee agreed the scorings were unchanged for
current and inherent risk. Evidence related to MIAA
audits and Dermatology would be updated.
BAF3: The Committee agreed that the current ratings
were satisfactory and there were no amendments to be
made to the scorings.
BAF6: The Committee recognised that this section also
required a more in-depth rationale around the current
risk score. It was agreed that this would be deferred to
the People Committee.

Risks Escalated.

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

The Committee approved the changes
and updates.

The People Committee would be asked to undertake a deep dive into safeguarding training and to review the safer staffing element (BAF 6) of the Board
Assurance Framework.
The Trust Secretary would share the Quality Impact Assessment report with the Director of Finance and the Finance and Performance Committee Chair.
Finance and Performance Committee would be asked to consider the potential reputational risk to the Trust as it is unlikely to meet performance
requirements of the NHS Digital Data Security and Protection toolkit due to current Information Governance training compliance levels.
There were no items to be shared or escalated to the Board.

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

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

Winter/Seasonal Plan
2021‐2022
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Version 1.7 FINAL
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1.

Aim of the Winter Plan

The aim of this document is to describe the arrangements put in place to ensure that the Trust can
meet the demands on its services over the 2021‐22 winter period.
The plan covers all the expected areas in‐line with NHS guidance and best practice, including escalation
plans and the Trust’s approach to the management of clinical risk.
The Trust’s plan supports the local health and social care system winter resilience plans and links to
the Trust’s overall operational plan and other key plans, such as the workforce strategy, COVID‐19 and
emergency preparedness, resilience and response plans.
There will be a post review of the plan to identify any lessons learnt, so these can be applied to future.
The Trust will also contribute to system‐wide reflection and learning.
2.

Planning Assumptions

The planning assumptions for the trust’s 2021/22 winter plan are that the trust will be able to:








3.

Respond to a major incident during the winter period
Continue our recovery of elective services to pre‐Covid levels
Respond to predicable winter growth in activity and reductions in staff due to absences
Respond in a planned way to a Covid outbreak, together with a bad winter flu season
Identify workload stress and protect staff from burn out
Support our partner organisations in the NHS and Social Care system, to effectively manage
patients with the right clinicians at the right time and place.
Enhance the reputation of Bridgwater Community Healthcare NHSFT

Additional Resources for Winter 2021/22

The Trust has been undertaking a Winter/Covid capacity and demand assessment for our core “priority
1” services e.g., community nursing, UTC, Community Equipment Store as well as our elective recovery
services e.g., MSK/OCATS, Podiatry, Community Paediatrics, Neuro Rehabilitation, Dermatology etc.
This approach uses activity trend data, our “as is” workforce position and generates the anticipated
additional workforce capacity to respond to winter/covid pressures.
This process is now complete. A total of 70.5 additional WTEs have been approved with a combination
of substantive and fixed term/agency posts. Additional resources approved include 14.0 WTEs in
community nursing, 12 WTEs in Community Equipment Store, 5.8 WTEs in the UTC, 2 WTEs in
community paediatrics and 312 community dental sessions. In addition to this initiative, the Trust
proactively manages all vacancies and sickness absence levels. In services where there are
recruitment challenges, particularly in agency and fixed term, we have recruited to substantive
positions. The Trust has also recently recruited 8.5 WTEs to our integrated rapid response and frailty
service (Urgent Care Response ‐ UCR) in Halton and we are near to full recruitment in Warrington’s
RCRS (UCR) team.
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Table 1 – Approved Winter Additional Resources

Bridgewater Winter Planning 2021/22 ‐ Approved Additional Resources
Additional Staff ‐ Priority Winter
WTE /Sessions
Service

Borough

Service

Halton Adults
Halton Adults
Halton Adults
Halton Adults
Halton Adults
Halton Adults
Halton Adults
Halton Adults
Warrington Adults
Warrington Adults
Warrington Adults
Warrington Adults
Warrington Adults
Warrington Adults
Warrington Adults
Halton Children

13.5
3.0
2.8
1.0
2.0
1.0
0.5
1.0
12.0
3.0
4.6
1.0
1.0
1.8
0.5
2.6

Halton Children

District Nursing
UTC
UTC
Bowel and Bladder
Podiatry
Community Matrons
Neuro Rehab
Heat Failure
Community Equipment Store
OCATS
Podiatry
Dermatology
Catheter Care
Falls Team
District Nursing
Community Paeds
Neurodevelopmental Nursing
Team

1.0

1 x B5 Agency

Halton Children

Newborn Screening Programme

0.2

Halton Children
Warrington Children
Warrington Children
Warrington Children
Warrington Children
Warrington Children
Warrington Children
Oldham Children
Dental

0‐19
Community Paediatrics
School Nursing
School Nursing
SLT
Paed Physio
Children's Community Nursing
Right Start and School Nursing
Community Dental

6.6
2.0
1.0
1.0
2.2
1.2
1.0
3.0
312 sessions

0.2 x B3 Agency
1.2 x B5, 0.2 x B6, 2.2 x B4, 3 x B4
(agency/fixed term)
1 x Consultant, 1 x B3 Agency
B6 Specialist practitioner (substantive)
B4 (fixed term)
1 x B7, 1 x B6 and 0.2 x B6 (all agency)
1 x B3 and 0.2 x B6 (fixed term)
B4 (fixed term)
1 x B3, 1 x B4, 1 x B5 (fixed term)
Dentist substantive

Total WTE
Total Sessions

4.

Yes
Yes
Yes
Yes
Yes

Yes

Yes
Yes

Yes

Notes

Approval Phase

5 x B5 (substantive) and 8.5 x B2 (fixed
term)
B7 (substantive)
B2 (substantive)
B6 ‐ Agency
B6 ‐ Agency
B8a or B7 Assoc Matron (substantive)
B6 Physio (substantive)
B7 (substantive)
B3 and B2 ‐ Agency
1.4 x B8a, 1.6 x B6 (substantive/agency)
2.6 x B6, 2 x B3 ‐ Agency
1 x B3 ‐ (substantive)
B5 (substantive)
B6 (Fixed term)
B5 (Fixed term)
1 x Consultant, 1.6 x B3 ‐Agency

Phase 1
Phase 1
Phase 2
Phase 1
Phase 1
Phase 2
Phase 2
Phase 2
Phase 1
Phase 1
Phase 1
Phase 1
Phase 2
Phase 2
Phase 2
Phase 1
Phase 1
Phase 1
Phase 2
Phase 1
Phase 2
Phase 2
Phase 2
Phase 2
Phase 2
Phase 2
Phase 1

70.5
312

Priority Services

The Trust provides the following services, which have been deemed as Priority 1 clinical services to
support system surges throughout the winter period:
Service
Community Nursing Services
Treatment Rooms
Specialist Nursing Services
Urgent Treatment Centre

Halton
√
√
√
√

St Helens

Warrington
√
√
√
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Community Equipment Services
Intermediate Care Services
Enhanced Care Home Support Service
Community Matrons
Halton Integrated Frailty & Care Service (HIFCS)
Rapid Community Response Service (RCRS)
Padgate House
Children’s Community Nursing Services

√
√

√

√
√

√
√
√
√
√
√
√

All Bridgewater Services have Business Continuity Plans that support the Trust’s overall response to
winter pressures.
4.1

Command and Control Structure for Winter and Covid‐19

During times of severe pressure and when responding to significant incidents and emergencies, NHS
organisations need a structure which provides:




Clear leadership
Accountable decision making
Accurate, up to date and far‐reaching communication

Following the declaration of a COVID‐19 global pandemic on 12th March 2020 by the World Health
Organisation (WHO), the Trust implemented a Command‐and‐Control Management structure. The
purpose of this approach was to ensure that a structured and coordinated response to the outbreak
was delivered. The Trust will continue with these arrangements throughout Winter 2021/22.
4.2

Command and Control Arrangements within the Trust

The Trust Command and Control Management structure is divided in to three levels:


Operational – Bronze Command
The ‘Doers’: manage front‐line operations at the scene



Tactical – Silver Command
Determine priorities in obtaining and allocating resources, plan and co‐ordinate overall
response



Strategic – Gold Command
Establish strategic objectives and overall management framework. Ensure long‐term
resourcing/expertise

The meetings that take place because of the implementation of the Command‐and‐Control Structure
will be used to discuss Winter and COVID‐19 related escalations. The meeting frequency can be flexed
to respond to service pressures which will ensure that decisions are made as quickly as possible.
As a result of changes to service delivery, a Quality Impact Assessment may be required to ensure that
the impact of any changes is fully understood, and risks are mitigated.
Full details of the roles of responsibilities of each level of command and the QIA process can be found
in Appendix 1
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4.3

Escalation Status

The status of a service is defined using a Red, Amber, Green (RAG) status. The status of a service is
defined using the following guide:
Escalation
Status
Green

Triggers





Amber






Red






4.4

Service can meet the demands as described in the service specification or
is able to deliver activity agreed at a national or local reduction in activity
Staffing is sufficient to deliver this – may be using additional hours, bank,
agency, or redeployed staff
Capacity is available to accept new referrals
Service is experiencing no challenge in relation to IT, workspace,
equipment, or supplies
Service has reduced activity in‐line with business continuity plans
Staffing is at minimum safe level – additional resources such as additional
hours, bank agency or redeployed staff supporting service delivery
Reduced capacity to manage new referrals – referrals prioritised according
to clinical need
Service is experiencing challenges in relation to IT, workspace, equipment
or supplies which is within tolerated limits
Service can only deliver priority 1 or most urgent activity
Staffing has fallen below minimum acceptable levels – all additional
resources are available to deliver support service delivery
No capacity to manage new referrals
Service is experiencing challenges in relation to IT, workspace, equipment
or supplies which exceeds tolerated limits

Re‐deployment

During the first three waves of Covid the Trust, in line with national and local guidance, paused elective
services and re‐deployed staff into designated Priority one services e.g., community nursing,
community equipment store. The decision to re‐deploy staff in response to a fourth Covid wave and/or
intense and sustained winter pressure will be undertaken via the command‐and‐control structure.
5.

Priority Service Plans

The following section sets out the winter plans for each of the Trust’s priority services
5.1

Community Nursing Services ‐ Warrington

Predicted Increase in Demand:
The service has continued to see an increase in both visit requests and the acuity of caseloads over
the spring and summer.
Historical data shows that, over the winter period, the service is likely to see an increase in high acuity
patients and those requiring palliative care.
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Staffing Levels:
The current established staffing for District Nursing in Warrington to provide the service 24 hours, 7
days a week is 107.5 WTE.
Split as follows: 82% qualified nurses
14% WTE Health care assistants
4% Administration staff
Community Nursing
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
107.5
100.5
7.0
5.6

Capacity Solutions
Sources of Support:
Support and assistance to deliver care will be gained in times of extreme pressure from within the
service. Caseload and prioritisation of visits will be undertaken with all care being delivered to the
patients who require it most. Priority 1 and 2 patients will be seen with no rescheduling of visits.
Cross cover and support will be undertaken with additional support being offered form other
community services to assist with nursing tasks. IV Therapy, Catheter and Macmillan services may in
times of increased demand be expected to assist with tasks they have competence to provide at the
same time of visits thus to reduce demand and footfall within a patient’s home. Double handling of
patients will be minimised between services.
In addition to planned additional capacity in the event of significant service reduction for an undefined
period, use of agency staff (framework and non‐framework when required) will be explored.
In addition to this, the service is supported by the Specialist Nursing teams, who will undertake a
portion of the District Nursing contacts if any “spare” capacity is available.
Other Mitigation:
In times of increased pressure, the Community Matrons have all updated their basic nursing skills and
can support with service delivery, thus minimising the number of patient contacts and supporting
junior staff with senior clinical leadership.
Leadership Resilience:
In the absence of the Clinical Manager, the following staff would take leadership of the service:





District Nursing Coordinator from Orford Jubilee
District Nursing Coordinator from Grappenhall clinic
District Nursing Coordinator from West Team
District Nursing Coordinator from Spencer House
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5.2

Community Nursing Services Halton

Predicted Increase in Demand:
During winter it is likely that the service will see an increase in the referral rate, due to early discharges,
as local acute hospital plan for the increase in hospital admissions ‐ i.e. short stay in hospital and rapid
enhanced discharges for palliative care.
Staffing Levels:
The table below shows current staffing levels, including long term sickness, maternity leave and
vacancies.

Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

District Nursing
77.6
70.4
7.2
6.6

Out of Hours
12.02
6.5
5.52
0.56

Tissue Viability
1.6
1.6
0
0

External Factors:




Oakmeadow Care Home ‐ continued DN support creates pressure on community domiciliary
service
Lilycross Care Home ‐ continued DN support creates pressure on community domiciliary
service

Capacity Solutions



Additional Capacity Approved ‐ The community nursing service received approval for an
additional 13.5 WTEs (5 WTE B5s ‐ permanent and 8.5 WTEs B2 fixed term)



Visits can be allocated and delegated to appropriately skilled nurses at the start of the shift
but, due to extra visits that become necessary, the delegation of visits will be reviewed
throughout the day.



To meet service demand all visits are prioritised according to need and, to mitigate increased
pressure, all planned visits will be reviewed.



Non‐complex care visits will be reorganised to another day, if possible. This approach will only
be taken if the service cannot provide staff to carry out the visit because they are needed to
provide care to patients that cannot be re‐allocated to another day.



The support of patient carers and/or self‐care will be encouraged, where appropriate,
according to trust policy and this will include care homes



To ensure as many staff as possible are available to meet demand, all training will be
prioritised and the necessity to attend meetings will be reviewed. All clinically trained staff
will be made available to carry out clinical roles, for example Team Coordinators will be
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utilised to support care provision where necessary, including carrying out tasks that a less
qualified member of staff would normally be expected to carry out.

5.3



Communication with other boroughs within the trust will also take place, to support each
other when the need arises. This will occur between Clinical Managers.



Pro‐active measures will continue, with daily reviews of the patient caseloads by the team
leader, to ensure unnecessary visits are not carried out and patients are discharged to other
services where appropriate, or care requirements reduced where possible.

Rapid Community Response Service (UCR) ‐ Warrington

Service Pressures
Predicted Increase in Demand:
Indicator: RCRS Response Times – 2 Hours & 48 Hours
Impact: Target compliance is part of the NHS Long Term Plan to help support older people to remain
well at home and avoid hospital admissions.
Actions: Measurement of this target is split into two components; compliance against 2hr and 48hr
response times. Both indicators are currently on or above plan.
Targets increase on a phased trajectory to 85% by Q4 2021/22.

We anticipate that referrals will increase over the winter period compared to 2020 as the service is
more established and response times are high.
Staffing Levels:
The service has been recruiting consistently over the past 12 months since the service was launched
and we are now at 80% staffing levels.
The table below shows current staffing levels, maternity leave and vacancies.

RCRS
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
23.68
18.68
5.0
0
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5.4

Halton Integrated Frailty Service (UCR)

Service Pressures
Predicted Increase in Demand:
For 2021/22 Winter it is predicted that referrals to the team will increase as GP /hospital referrals look
to minimise hospital attendances for known frailty and chronic syndromes that can be better managed
in the community. There will be further referrals where hospital in‐reach and daily system meetings
scope packages of care to minimise an acute admission or early discharge. Early signs show that
referrals could be up by 20% compared to last winter as the service is established and hospital Trust
partners look to avoid admissions/ED in the winter run up.
The table below shows the annual activity profile in 2020/21

2020/21 Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Activity

742

516

449

279

408

384

330

374

344

335

405

601

Staffing Levels:

HIFCS
Establishment WTE
Staff in Post WTE
Vacancies WT

Maternity Leave WTE

No.
14.2 clinical staff
3.01 Admin staff
4.0 clinical
0.9 Admin
Recruitment ongoing for:
2.0 development B6‐7 ongoing.
Consultation ‐ 2.0 B6
6.4 B7 recruited, awaiting start date
2.0 B3 recruited, awaiting start date
Admin ‐
1.0 recruitment ongoing
Consultation ‐ 2.01
0

Capacity Solutions
Current Workload Benchmark:
One staff member can see approximately 4 patients per day (2 new patients and 2 follow up patients).
The availability of staff affects the ability to respond to 2‐hour referrals.
Based on activity at the height of the pandemic for new referrals and follow up patients, the HIFCS
service requires a minimum of 3 ANPs on duty for a caseload of 25 patients, although service referrals
and demand are unpredictable and there is no long‐term pattern to this, at present.
New patient assessments take between 60 – 90 minutes. To prevent a hospital admission in a crisis
this may take longer.
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Sources of Support:
The team has, and continues to undergo, a redesign that will see an overhaul in packages of care and
capacity linking with both hospital Trust partners and social car. Senior nursing posts are currently in
recruitment, and this will continue.
Support in terms of therapy will be via Warrington and Halton NHS FT with backfill from larger therapy
teams where appropriate in the event of the service entering business continuity.
The team has established working arrangements with Neurorehabilitation, SALT, community therapy
services, Parkinsons and community matrons to enable good MDT and timely cross referrals
5.5

Community Intermediate Care ‐ Warrington

Service Pressures
Predicted Increase in Demand:
Demand for intermediate care increases significantly during the winter period as the following graph
shows:

Therapy caseloads are currently monitored regularly by the clinical lead and issues escalated to clinical
manager as required.
Staffing Levels:
The table below shows current staffing levels, including long term sickness, maternity leave and
vacancies. The service is currently at 90% staffing complement.
Community Intermediate Care
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
26.57
23.97
2.6
1.6
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External Factors:
When there are increased pressures on the hospital, packages of care for intermediate care patients
are commissioned via care agencies (rather than waiting for ICAHT (intermediate care at home team)
to have capacity) and additional beds opened in care homes. These increases can impact on staff
caseloads and response times to referrals. The beds are usually a fixed number for a fixed time, known
at the start; however, the number of community patients can change daily. If many additional beds
are commissioned that require extra resources, additional therapy would be required to support these
beds.
There are 16 beds at Lily Cross Care Home designated to support hospital discharge. Therapy support
1wte OT employed by Warrington Borough Council, 0.8wte therapy assistant employed by
Bridgewater, and 1wte agency physio (to be filled)
Other Factors:


Intermediate care redesign on‐going



Rapid Community Response Team are near to full establishment for Winter 21/22



COVID – this is mitigated by the staff being double vaccinated and in the process of receiving
booster vaccinations, although reduction in staffing with any sickness may mean the team
need extra support.

Capacity Solutions
Sources of Support:


Staff rotation within the service will be explored, in the first instance. If there are bed closures
within intermediate care, bed‐based staff will be redeployed



Robust triage system to support clinical prioritisation and allocation to Assistant Practitioners,
and delegation to Therapy Assistants, as appropriate



If there is a shortage of staff in one discipline, a review of responsibilities would be
undertaken, and tasks reassigned to ensure that skill mix is utilised efficiently and effectively.



Utilise any additional therapy capacity in the Rapid Community Response Service to respond
to more urgent cases, where a delay in therapy assessment and intervention could cause harm
to patient and/or carers

Other Mitigation:


Weekly MDT meeting to review service caseload as a whole and identify any delays in
assessment, interventions, or discharge to be escalated as required to appropriate services



Clinical Manager cover – If the Clinical Manager is absent, the clinical leads will support the
service with oversight from another Warrington Borough Clinical Manager.

Discharge to Assess
This is now being implemented for relevant patients who are on Pathway 1 (patients who have
additional rehab or care needs that can safely be met at home).
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5.6

Padgate House – Warrington

Service Pressures
Predicted Increase in Demand:
There is fixed bed capacity – 35 beds‐ at Padgate. The pressure therefore is not about the demand
for beds but on the flow of patients from admission to discharge. This is achieved by multi‐disciplinary
team working across all agencies.
Staffing Levels:


Therapy: Fully staffed. Padgate House flexes between other areas of Intermediate Care
depending on the number of patients, with the ratio 1 therapist to 10 patients and 3 therapy
assistants



Health Care Assistants: 4.28 wte., with 1.88 wte on long term sick. Some cover for HCAs can
be compensated by staff from the Warrington Borough Council



Nurse leadership: there is 1 WTE 8a Intermediate Care Matron/Clinical Lead in Padgate House.

Padgate House
Nursing Staff
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

B6 WTE

B5 WTE

1.8
1.8
0
0

13
9.23
3.77
0

No. of agency B5 on
longer term
commitment
N/a
3
N/a
N/a

Other Factors:


If there is a further outbreak of COVID‐19 in the home, the home would be closed to
admissions

Capacity Solutions
Current Workload Benchmark:


Safe staffing for nurses is calculated on a basis of 1 nurse to 8 patients.
o
o
o
o

Thus, if the home is full (35 beds) staffing would be:
4 on early shift
3 on late shift
2 on night shift

o
o
o
o

When there are only 24‐26 patients the staffing would be:
3 on early shift
2 on late shift
2 on night shift
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The service can be managed in the short term with one less qualified Nurse on each shift during the
day and evening. There are 2 qualified Nurses planned on night shifts, however, in emergency, the
service can be managed safely with one Nurse.
Sources of Support:



Current staff are asked to work extra hours or overtime
Agency

Other Mitigation:

5.7



Beds can be closed, through new admissions not being accepted until bed numbers match
safe staffing to levels. If the unit was unable to provide safe staffing, after having explored all
options with partners to source Nursing staff, the worst case scenario would be to move
patients to another facility and therapy would be provided as in‐reach from the community
team.



Health Care Assistants – these are provided from Bridgewater and Warrington Borough
Council (WBC). WBC has a pool to draw from, but if there was an acute shortage the service
would look to use redeployed staff again. This would be agreed through the Trust Command
and Control structure.
Specialist Nursing Services ‐ Warrington

Service Pressures
The community specialist teams within Warrington are facing the challenge of increased demand and
complexity of patients within the smaller specialist services that have lower resilience within teams.
The specialist services are seeing an increased demand in early hospital discharges to facilitate the
increased bed base within the acute trusts. This is impacting on service demand with the specialist
teams especially stoma care and enhanced care home support team.
Enhanced care home support is seeing a predicted increasing demand on the service month on month
for both reactive and proactive elements of the service. ECHST numbers in 20/21 do not reflect the
predicted demand for the winter pressures that will be seen in this coming winter 21/22. The low
numbers last winter were due to the impact of covid and lock down of care homes during the
pandemic and people managing their own conditions.
Predicted Increase in Demand:
The table below shows the annual activity profile in 2020/21
2020/21
Palliative
Care
Bladder
&
Bowel Adults
Bladder&
Bowel
Paediatric

Stoma Team

Apr

May Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

246

221

236

342

390

429

426

398

384

488

420

417

521

489

498

491

477

418

345

406

324

331

309

393

468

361

373

397

280

347

315

399

374

348

366

394

396

315

353

325

246

252

288

218

223

266

272

323
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ECHST

1206

802

824

961

644

390

331

235

319

304

440

611

Whilst demand is unpredictable the service has experienced an increase in both visit requests and
acuity of caseload

Historical data mirrors that seen in other community services and indicates that, over the period of
December/January the service is predicted to see an increase in high acuity patients, complex patients.
Staffing Levels:

Service

Palliative
Care

Bladder& Bladder & ECHST
Bowel
Bowel
Adult
Paeds

Stoma
Team

Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave
WTE

7.20
5.40
1 .0
1.0 WTE

4.92
4.88
0
0

2
2
0
0

2.9
2.4
0.5
0

15.82
14.66
1.0
0

Capacity Solutions
Sources of Support:


Palliative Care have funding for an additional 0.5 WTE Specialty Doctor to support the existing
consultant in post to provide specialist complex care to patients in Warrington whilst
supporting the palliative care specialist nurses. An administrator for the service has been
appointed and a band 7, 1.0 WTE fixed term post is currently out to advert to cover maternity
leave.
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5.8



The Bladder and Bowel adult team have good, working relationships with the other specialist
nursing teams with the Warrington Borough and will support each other, when necessary. The
Bladder and bowel team work closely with the catheter team.



Bladder & bowel paediatric team are managing the current shortfall in capacity by staff
working additional hours and overtime to manage the demand within the service. This will
continue into the winter period. This is optional and not a mandated requirement. The band
4 role within the service is currently being reviewed and will be utilised creatively to support
the qualified nursing staff.



Stoma team will manage demand within the service with overtime hours where required, a
band 6 agency nurse 1.0 WTE has been requested to support the service at this time to support
the complexity of the patients in the community requiring stoma care, due to the pandemic
the service has seen an increased demand within the service



ECHST team have a band 6 1.0 WTE actively recruited and awaiting HR checks this postholder
will be in post before winter. The postholder will increase capacity within the team for both
triage and the visiting service.
Specialist Nursing Services ‐ Halton

Service Pressures
The smaller specialist nursing teams include Heart Failure, Parkinsons, Wellbeing, Palliative Care,
Bladder and Bowel and Stroke. It is anticipated that for 21/22 winter, acute outpatients will move care
quickly back into the community for follow up to release capacity. The three services where this
impacts most are Bladder and Bowel, Palliative care and Heart Failure. There is evidence to support
that more patients are dying in community settings either at home or nursing home rather than Acute
and Hospice. With regards to Bladder and Bowel, more complex catheter changes are requested
during the winter period as acute services redeploy to wards. This could increase the referral rate for
all these teams as it has done in previous years. All these small teams are vulnerable to capacity
reduction and rely on continual rota management. It is agreed that redeployment to other priority
services would not be beneficial from these teams.
The table below shows the official annual activity profile in 2020/21
2020/21

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Heart
Failure

462

267

288

317

221

297

308

223

275

99

235

290

Parkinsons

28

2

1

0

0

0

0

11

3

17

18

11

Wellbeing

104

1

0

20

65

59

56

78

74

36

66

76

Palliative
Care

967

601

548

566

554

489

400

326

347

341

285

334

Stroke

219

50

62

220

127

121

112

124

74

36

66

76

338

461

350

206

395

423

392

418

855

725

734

Bladder &
945
Bowel

Current Backlog of Patients:
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All specialist teams currently have waits in line with maximum service specs apart from the Stroke
team that have waits over 10 weeks for reviews (follow ups) due to the current vacancy. This team
(currently 1 staff member) is in BCP until additional recruitment to vacancy completed

Staffing Levels: (Qualified)

Service

Heart
Failure

Stroke

MacM

Wellbeing

Parkinson

Bladder &
Bowel

Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity
Leave
WTE

4.2
4
0.8
0.6

1.4
1
0.6
0

4.2
5
0.5
0

3.6
4
0
1

0.6
1
0
0

4.6
5
0
1

Capacity Solutions

Sources of Support:

5.9



The Bladder and Bowel team have good, dependable working relationships with the
Warrington service and have agreed emergency support in relation to certain types of
assessment that can be called upon should this be necessary. Supervision/training for more
complex catheter work has already begun with colleagues in Whiston hospital for Band 6
nurses. This team has also secured a continuation of 0.6WTE B6 Agency to help until March
22 via the Additional Resources initiative



For Palliative Care, the service is exploring addition Specialty Doctor support hours that will
enable further joint visits to overly complex cases in addition to a further B7 whilst the service
carries a long‐term sickness. Sickness in the Admin support will be supported by additional
hours being undertaken by Admin from the Wheelchair and Neuro Teams on an additional
hours basis. The team are also scoping the sharing of Phlebotomy HCA from Heart failure to
release B7 visits



The Heart Failure team has an HCA in post since April which releases capacity where
phlebotomy only is required. The team are also in final stages of a B7 recruitment that should
be in post by Winter. This team has now secured Additional resources B7 to assist in predicted
demand over Winter



The Wellbeing team are covering a shortfall in capacity (Mat leave) via additional hours and
overtime which will continue into Winter period. This is an optional not mandated
requirement
Halton Community Matrons

Service Pressures
Predicted Increase in Demand:

16 | P a g e

The table below shows the annual activity profile in 2020/21. We are planning for a higher level of
demand during the coming winter period and received approval for an additional 1 wte community
matron (substantive) to support the Trust and the System.

2020/21 Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Activity

384

421

300

301

354

458

419

443

631

594

634

783

Community matrons
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
10.2
8.2
2
0

Capacity Solutions:
Current Workload Benchmark:
Currently, individual qualified matrons can see up to 4 patients per day, with a combination of new
and follow‐up patients (5 per day if only follow‐up patients). HCAs see approximately 5 – 6 patients
per day. New patient assessments take between 60 – 90 mins each.
Sources of Support: Along with the 1.0 wte substantive post, approved via the additional resources
process, the service will also look to agency and staff offering overtime. Patients can be referred onto
HIFCS (UCR) team for geriatrician review and therapy support to prevent hospital admissions.
5.10

Halton Treatment Rooms

Service Pressures
Predicted Increase in Demand: ‐ The re‐start of elective activity will have an impact on treatment
room capacity which due to the special nature of this i.e., post Covid, the actual scale of the impact is
unknown.
The table below shows the annual activity profile in 2020/21.

2020/21 Apr

May Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Activity

1055

1226

1313

1624

1744

1540

1332

1235

1195

1368

2471

1213

Staffing Levels:
Treatment Rooms
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
10.49
9.79
0.7
0
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The service is currently at 97% staff in post.
Current Workload Benchmark:
Currently, the maximum number of slots available from the weekly clinic sessions is 52 and the service
requires a minimum 5.8WTE staff on duty per week to deliver these sessions.
Sources of Support:
Agency staff can be requested to meet increased demand and the service already has one well‐
known agency nurse that can support the service. District Nurse support could also be used if their
own service pressures allow.
5.11

Widnes Urgent Care Centre

Service Pressures
Predicted Increase in Demand:
The table below shows the annual activity profile (blue line) and trend (red line) between October
2020 and August 2021.

There has been a 92% increase in monthly activity between October 2020 and August 2021. Between
March and July, the increase has been 51%.

Staffing Levels:
As per UTC service delivery model – the required safe staffing levels are 6+1.
Current Staffing:

UTC
Establishment WTE
Staff in Post WTE

No.
24
21.6
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Vacancies WTE
Maternity Leave WTE

3.8
1.0wte working from home
1.0

Capacity Solutions
Current Workload Benchmark:


123 patients per day appointments + 20% walk in patients ‐ would be able to see 154 patients
in 12 hours (6+1) will cover care navigator and 2 staff to facilitate triage and walk‐in patients



147 patients per day + 20% walk in patient would be able to see 184 patients in 12 hours (6+1).
Will cover care navigator and 2 staff to facilitate triage and walk in patients.



Telephone consultations/video consultations
Use of Accurx to allow remote consultations with patients

Sources of Support:
The service is recruiting an additional 3 x B7 ANPs plus 2.8 wte B2 who we expect to be on‐boarded
by December 2021, funded via the additional resources initiative.

5.12

Community Equipment Stores

Service Pressures
Warrington, Halton and St Helens services are under pressure as the number of requests for
equipment per day is greater than the number of delivery slots currently available without the use of
agency.
Predicted Demand:
Over the last few months, the service has further integrated its geographic teams which will provides
greater resilience over winter and beyond.
There are 6 agency members of staff in decontamination which is keeping on top of the volume of
equipment returned. There is funding for 6 drivers with 4 secured so far. There are agency recruitment
issues including the requirement for a DBS which most agency staff don’t have and higher pay from
logistics companies.
There are 3 more vans on hire to support the extra work. The increase in staff allows a two‐person
and a one‐person delivery van plus a separate two‐person collection van in each area.
Activity Profile
1.10.2020 ‐ 30.9.2021

Total deliveries of any sort

Number of deliveries ‐ urgent
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Warrington

10377

3975

Halton

6452

2904

St Helens

5100

3279

Compared to the previous year, there is a marked increase in the percentage of those referrals which
are urgent, predominantly supporting hospital discharge.
Current capacity and managing winter demand
There is currently sufficient staff to cope with the current workload.
Experience shows that there is usually a surge in late referrals on Fridays. If this pattern continues and
increases over winter, the following contingency arrangements will be put in place:
‐
‐
‐

Saturday working – 08:00 – 14:00 commenced on 6th November 2021
Friday night late working on an ad hoc basis e.g., if the demand exceeds what can be
completed on the Saturday
Ad hoc overtime in the week. This will only be if there is absence in the workforce and urgent
deliveries cannot be completed in the day

NB Sunday working last year was underused and it is not considered necessary. This will be reviewed
on an ongoing basis; staffing seven days a week using volunteers doing overtime is not sustainable so
it is not anticipated that this will be implemented. There will be better adherence to the Working Time
Directive than with previous episodes of overtime and the use of rotas.
Consideration needs to be given on weekdays to traffic. During lock down deliveries between 16:00
and 18:00 were feasible because there was little traffic. There is ‘usual’ traffic now, which is why it is
desirable to complete journeys in the working day with more staff, rather than fewer staff working for
longer as in winter 2020 / 21.
Current Backlog:
Currently, there is no backlog on deliveries for urgent referrals; however, there is a one week
backlog of some routine deliveries, due to awaiting stock delivery, which is impacted by availability
of stock from the supplier.
Ongoing issues:






There are global issues around the movement of shipping containers. This, combined with
Brexit, has brought about a shortage of equipment available for purchasing and long delivery
dates. This is on the Risk Register as a 12
Current and accurate stock levels
Maintenance and servicing of equipment has improved, but volume is an issue
SLA across the boroughs is variable and delivers different items

Minimum staffing levels required:





6 WTE x Band 3 admin staff to cover Warrington, Halton & St Helens
1 WTE x Band 5 admin manager
1 WTE x Band 5 Store Manger
1 WTE x Band 4 store person
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18WTE x Band 3 drivers/store person
6 WTE x Band 2 dedicated to cleaning

Current Staffing:

CES
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
19
18
1
0

Capacity Solutions:






Incrementally increase the service to 6 day working, in‐line with anticipated increased
demand. In winter 2020/21 there was 7 day working but it was found that the Sunday was
very quiet and given that finding staff for the Saturday morning will be a challenge it is not
proposed to offer this. The move to the extra day will be demand‐led rather than by a definite
time and will be under constant review.
The daily delivery window is 6 hours 30 minutes, which leaves 1 hour for loading and return
to the warehouse. This may be increased, again depending on demand and overtime may be
on an ad hoc basis. However, extra capacity after the stores closure time of 16:00 will have
limited benefit this winter compared to last winter because society is open and the rush hour
traffic will limit the number of deliveries that can be made between 16:00 and 18:00
Utilisation of route planning software to ensure the most optimal route for the daily deliveries
has a big impact on efficiency. This wasn’t in place last winter but is in full use now.

It is anticipated that we can meet demand with the extra 6 drivers and 6 cleaners. The weekend work
is still to be secured.
5.13

Community Dental Service

Service Pressures:
Cheshire and Merseyside
Assessment ‐
Not Yet
Completed

Treatment Appt ‐ Not Yet Offered

Treatment
Appt Made

Paediatric GA

65

131

32

Inhalational
sedation (RA)

67

2

117

Special Care*

40

6

22

Anxious Adults

123

1

70

Waitlist

Assessment ‐Completed
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Oral Surgery

683

60

140

Assessment ‐
Not Yet
Completed

Assessment ‐Completed
Treatment Appt ‐ Not Yet Offered

Treatment
Appt Made

Paediatric GA

510

429

43

Inhalational
sedation (RA)

693

193

252

Special Care*

312

73

89

Anxious Adults

N/A

N/A

N/A

Oral Surgery

N/A

N/A

N/A

Greater Manchester

Waitlist

Staffing Levels
Community Dental
Establishment WTE
Staff in Post WTE
Vacancies WTE
Maternity Leave WTE

No.
198.25
181.40
16.85
6.1

External Factors:
External influences that may affect service delivery:









New Greater Manchester specifications operational from the 1st September 2021
Commissioner decisions impacting on patient pathways i.e., changes to referral pathways,
resulting in increasing demand for our services
Referral behaviours of GDPS
Increase in request for domiciliary visits
Advice and guidance from the Chief Dental Officer regarding the service delivery and
responses to COVID19
Availability of PPE
Fluctuating workforce capacity
Access to theatre to undertake Paediatric GA in Royal Bolton Hospital and Tameside General.

Capacity Solutions


Increasing and consolidating GA Paediatric access by:
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o
o

Working in partnership with Royal Bolton Hospital to deliver GA services from their
day case unit as well as additional sessions on a Saturday.
Engaging with NHS Trusts to secure weekend theatre access



Time limited wait list initiatives to reduce waiting times



Ongoing dialogue with the Commissioners regarding referral numbers



Within Greater Manchester, exploring the how we can work collaboratively together.



Additional capacity ‐ 312 sessions agreed in Greater Manchester dental network

5.14

Children’s Community Nursing Services Warrington

The service delivers a range of interventions including:
‐
‐
‐
‐
‐
‐
‐

Paediatric nursing care
End of life care
Nursing care to children with medical needs attending a special school
Phlebotomy service
Tracheostomy care and support
Continuing health care
PART

Predicted Increase in Demand:
The potential increase in Respiratory Syncytial Virus (RSV) in children is being monitored closely but
may well impact significantly on the work of the CCN team. The CCN team support children and their
families to avoid hospital admission wherever possible and to facilitate timely hospital discharge. As
the number of children with RSV potentially increases over winter so does demand on the CCN team.
The demand for phlebotomy often also increases over winter due to an increase in GP surgery
demand. Within the special school environment, additional nursing hours are likely to be required due
to normal winter illnesses in children. The service has also experienced an increase in more intense
packages of support needed by families due to the impact of lockdown and other COVD related
restrictions over the last 18 months.
Staffing Levels:
2wte x band 7 CCN
1wte x band 6 Senior CCN
0.8wte x band 5 CCN
0.4wte x band 4 Nursery Nurse.
0.5wte x Apprentice Health Care Support Worker
0.8wte x band 6 Senior Special School Nurse.
0.8wte x band 5 Special School Nurse
2.0wte x band 2 Phlebotomists.
1.4wte band 4 Nursey Nurses (tracheostomy support)
0.8wte x band 5 CCN supporting PART team
Prioritisation:
The CCN acute caseload and Special School Nursing roles would be prioritised along with support to
the children with a tracheostomy. We would work closely with the PART team / paediatric nursing
team in the hospital to ensure children's nursing needs were met.
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Sources of Support:
Part time staff may work additional hours. Agency has always been difficult to source within this
specialist area but would be explored as an option. There are staff within the Paediatric Continence
Team and the 0‐19 Service who are Registered Sick Children’s nurses and staff within adult community
nursing / IV therapy team who may be able to be utilised if deemed appropriate.
Leadership Resilience:
In the absence of the Team Leader the following staff would take leadership of the service: ‐ Senior
community nurses / senior special school nurse. Support would also be available from the Children’s
specialist services senior leadership team
In the absence of the clinical manager the following staff would take managerial responsibility for the
service; Team Leader within the CCN service. In their absence the team have access to the Clinical
Manager for the 0‐19 service within Warrington and the Clinical Manager for Specialist services in
Halton.
6.

Flu Vaccination, Covid Booster and Covid 12‐15 Vaccination Programme

The vaccination and immunisation programme across Oldham, Warrington and Halton is continuing
at pace and in line with national and local guidance. Both Flu, HPV and Covid 12–15 year‐old
immunisations have commenced and will continue throughout winter.
Current position for Flu and Covid 12‐15 is:
Warrington
Flu:






Target population numbers – 30,596 (estimated) is cohort. Target is 70%
Start dates ‐ 28th September – 19th December (however we are preparing for some second
visits to schools to have to take place in January, due to the large number of children being
off school on first visit)
Numbers vaccinated to date ‐ 2573
Service locations – Schools and community clinics
Staffing – Average of 10 immunisers a day (Mon – Fri) required + 3 support staff. 4
immunisers and 1 support staff required to deliver a Saturday session each month.

Halton
Flu






Target population numbers – 18,035 (estimated) is cohort. Target is 70%
Start dates – 28th September – 19th December (however we are preparing for some second
visits to schools to have to take place in January, due to the large number of children being
off school on first visit)
Numbers vaccinated to date ‐ 2044
Service locations – Schools and community clinics
Staffing – Average of 8 immunisers a day (Mon – Fri) required + 3 support staff. 4
immunisers and 1 support staff required to deliver a Saturday session each month.
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COVID 12‐15 for Warrington & Halton combined






7.

Target population numbers ‐ 15988
Start dates ‐ 22nd September 2021
Numbers vaccinated to date – 3143 (as of COP 13/10/2021). We have offered to 8044.
Service locations ‐ Schools
Staffing – Each session / day average staffing levels ‐ we have 2 Medicine management team
members, 15 immunisers, 7 skill mix staff
Emergency Preparedness, Resilience and Response (EPRR)

This Winter Plan is published on the Hub. It sits alongside several Trust plans and documents:


Cold Weather Plan:
The Trust’s Cold Weather Plan (August 2020), which is linked to the Cold Weather Plan for
England, is available on the winter planning page of the Hub



Major Incident Plan:
Bridgewater’s Major Incident Plan (April 2020) is available on the emergency preparedness
page of the Hub



Business Continuity:
The Trust’s Business Continuity Procedure (June 2020) is available on the business continuity
page of the Hub. All Trust services have their own business continuity and escalation plans in
place which have been reviewed in preparation for winter. These are held within individual
teams and are also available on the Hub.



Outbreaks:
The Pandemic Influenza Plan (February 2020) and Community Outbreak Plan (July 2020) are
published on the Hub



Coronavirus (COVID‐19):
The Trust’s Coronavirus page holds links for staff to all the current plans, guidance and
materials

Severe weather warnings are issued by the Met Office throughout the year, advising of weather events
such as flooding, storms and high winds.
A Met Office Cold weather health watch system also operates in England from the 1 November to 31
March every year, comprising five levels of response based on cold weather thresholds. The thresholds
have been developed to trigger an alert when severe cold weather is likely to significantly affect
people's health. The alerts take account of temperature along with other winter weather threats such
as ice and snow.
The information is available via links on the Hub but the Trust also receives these alerts and warnings
direct and staff are kept informed via the global email system as necessary.
8.

On call arrangements

The Trust operates a well‐tested, two‐tier on call system, which operates 24/7, 365 days a year. The
Trust has a senior manager (1st on call) and an Executive (2nd on call) who, when contacted by the
senior manager on call if escalation is required, will co‐ordinate the organisation’s response to any
major incidents or serious issues.
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The senior manager on call may be contacted on 01925 664000 (North West Boroughs
switchboard). Callers should ask for the Bridgewater senior manager on call.
All staff are aware of how to access the senior manager on call and a copy of the on call rota is available
on the Hub. The contact numbers are held by the relevant NHS England and Improvement (NHSEI)
Area Teams, CCGs, other local NHS organisations and local authorities.
The Trust’s on call information pack has contact details for the NHSEI Tactical (Silver) and Strategic
(Gold) Commander and the CCGs.
9.

System Response

Planning for winter on a whole system basis is led by the Mid Mersey A&E Delivery Board, which
produces the system‐wide Winter Plan. The Trust is represented at this forum by the Chief Operating
Officer. During the winter period, the Delivery Board holds regular meetings with local health and
social care partners to discuss issues relating to system‐wide pressures and escalation.
The Trust’s internal escalation process will be used to support surge and escalation in the wider NHS
health and social care economy and will determine the actions necessary to protect core services and
provide the best possible response, within the available resources, in respect of the services we are
commissioned to provide.

26 | P a g e

Appendix 1

Managing the Response to COVID‐19
August 2021 ‐ Version 4

Managing the Response to COVID‐19
1.1 Command and Control
During times of severe pressure and when responding to significant incidents and
emergencies, NHS organisations need a structure which provides:
 Clear leadership
 Accountable decision making
 Accurate, up to date and far-reaching communication
Following the declaration of a COVID-19 global pandemic on 12th March 2020 by the
World Health Organisation (WHO), the Trust implemented a Command and Control
Management structure. The purpose of this approach was to ensure that a structured
and coordinated response to the outbreak was delivered.

1.2 Command and Control Arrangements within the Trust
The Trust implemented a Command and Control Management structure which is
divided in to three levels:
 Operational – Bronze Command
 Tactical
– Silver Command
 Strategic
– Gold Command
The meetings that take place as a result of the implementation of the Command
and Control Structure should be used ONLY to discuss COVID-19 related
escalations and concerns and not to address issues which relate to business
as usual.

1.3 Framework of Command Management
Gold Command – Strategic
Establish strategic objectives and overall management framework. Ensure long-term
resourcing/expertise

Silver Command – Tactical
Determine priorities in obtaining and allocating resources, plan and co-ordinate
overall response nearby

Bronze Command – Operational
The ‘Doers’: manage front-line operations at the scene

1.4 Bronze Command – Operational Level
The Trust has a Bronze Command for each Borough/Directorate:





Warrington
Halton
Oldham
Dental

The Trust’s Bronze Teams are operational groups and involves people who are actively
involved in the front-line response to COVID-19 such as a Team Leaders or Clinical
Managers.
The Trust Bronze Team is responsible for the actual hands-on delivery of the service
whether in an administrative or clinical role.
The Trusts Bronze (Operational) Commanders are the Borough Director and the Director of
Nursing for each Borough/Directorate, and their roles and responsibilities are to:
 Discuss current issues and risks, including risks and incidents that affect quality
 Propose solutions
 Liaise with and provide regular escalation reports to the Silver (Tactical) Commander
using the Situation Report (SitRep) in Appendix 1.
 Complete Quality Impact Assessments (QIA) as required.
 Chair the twice weekly Bronze Command meetings
Generally, one of the Bronze meetings is dedicated to discussing issues relating to quality
and the other Bronze meeting discusses finance, workforce and performance issues.
Members of the Trust Bronze Teams include:





Borough/Dental Director
Borough Director of Nursing
Clinical Manager/Dental Team Manager
Quality Matron and Named Nurse for the Quality Bronze meeting

Attendance by invite:
 Safeguarding representative
 Infection Prevention and Control representative
 Finance representative
 Information and Performance representative
 Organisational Development representative
 Human Resources representative
 Estates representative
Bronze Command meetings will take place twice weekly on Tuesdays and Thursdays.

1.5 Silver Command ‐ Tactical Level
The Tactical or Trust Silver Commander will oversee but not be directly involved in providing
the operational response to the COVID-19 pandemic, planning and co-ordinating tasks as
required. They will also liaise closely with the Trust Gold Command and provide regular
updates as to the status of the staffing and service pressures in the Trust.
The Silver Commander is responsible for consulting with the Trusts Gold Command Group
to obtain delegated authority to enact decisions recommended by Silver or Gold Command.
SitReps for any escalations to Silver Command are received by 10:00, via FutureNHS, on
Wednesdays and Fridays. SitReps are not required where services have nothing to escalate
to Silver Command.
The Trust Silver Commander will:
Chair the twice a week meeting
Discuss SitReps and proposals
Determine QIAs needed
Agree actions with additional resources as needed
Escalate to the Trust Gold Commander and Gold Command meeting using the Sit
Rep in Appendix 2
 Feedback to Silver Command the decisions made by Gold Command and the actions
required






The Trust Silver Command Team will consist of:















Deputy Chief Nurse
Directors of Operations or Nursing for all Boroughs/Directorates
Clinical Directors (if required)
Head of EPRR
Director for Safeguarding Services/Head of Safeguarding
Infection Prevention and Control Lead
Deputy Director for HR
Associate Director of OD
Deputy Director of Finance
Deputy Director / Head of Estates
Head of Medicines Management
Assistant Director for IT
Deputy Director of Information and Clinical Performance
Head of Risk and Patient Safety

Silver command meetings will take place on Wednesdays and Fridays.

1.6

Gold Command ‐ Strategic Level

The term Strategic or Gold refers to the overall Executive Command of the Trust response
with responsibility for formulating the strategy to respond to COVID-19. The Trust Gold
Command has overall command of the resources of the Trust, delegating tactical decisions
to the Silver Commander.
The Gold Command will:
Discuss SitReps and proposals
Agree actions and any additional resources or communication
Provide a response to escalations from Silver Command
Assume strategic control of the Trust’s overall response
Inform the local Clinical Commissioning Group (CCG) or/and the Specialist
Commissioner of any decisions to stop or change service provision
 Oversee and co-ordinate the Trust’s media response
 Cooperate/consult with the NHS Strategic Commander and/or Tactical Commander
from NHS England, other NHS providers and Responder agencies.







It consists of the following:












Chief Executive Officer
Medical Director
Chief Nurse / Deputy Chief Executive
Director of Finance
Chief Operating Officer
Director of People and Organisation Development
Trust Secretary
Silver Commander
Head of Communications
Head of EPRR
PA/Administrator

The Chair of Gold Command meetings will be the Chief Executive Officer and meetings will
take place on Wednesdays and Fridays.

1.7 Escalation Status
The status of a service is defined using a Red, Amber, Green (RAG) status. The status of a
service is defined using the following guide:
Escalation
Status
Green

Amber

Red

Triggers
 Service is able to meet the demands as described in the
service specification or is able to deliver activity agreed
at a national or local reduction in activity
 Staffing is sufficient to deliver this – may be using
additional hours, bank, agency, or redeployed staff
 Capacity is available to accept new referrals
 Service is experiencing no challenge in relation to IT,
workspace, equipment, or supplies
 Service has reduced activity in-line with business
continuity plans
 Staffing is at minimum safe level – additional resources
such as additional hours, bank agency or redeployed
staff supporting service delivery
 Reduced capacity to manage new referrals – referrals
prioritised according to clinical need
 Service is experiencing challenges in relation to IT,
workspace, equipment or supplies which is within
tolerated limits
 Service can only deliver priority 1 or most urgent activity
 Staffing has fallen below minimum acceptable levels –
all additional resources are available to deliver support
service delivery
 No capacity to manage new referrals
 Service is experiencing challenges in relation to IT,
workspace, equipment or supplies which exceeds
tolerated limits

If a Clinical Manager/Head of Service is unsure which escalation status to rate their service,
they should always rate the higher of the two statuses so this can be reviewed and discussed
at Bronze command.

1.8 Quality Impact Assessment (QIA) Process
As a result of the impact of long-term business continuity or changes to service delivery,
Gold Command may request that services complete a Quality Impact Assessment to ensure
that impact of any changes are fully understood, and risks are mitigated against. In order for
staff to be redeployed from one team to another a QIA will also need to be completed from
the ‘giving’ and ‘receiving’ service. Further details of this can be found in the Quality Impact
Assessment during COVID-19 Policy.

APPENDIX 1
Silver Reporting template to be uploaded to Silver Command FutureNHS workspace (Daily Sit Rep Upload
Space) or emailed to bchft.bridgewatereprr@nhs.net before 10:00 on reporting days.
Borough/Corporate Service
Completed by
Date

Staff Absences
Total:

Covid related:

Covid vaccine related:

Services Reporting as RED
Service

Date Escalation
Commenced

QIA Completed
Y/N

QIA Review
Date

Services Reporting as AMBER
Service

New Escalations
SITUATION
What SITUATION are you escalating?
‐ State which service
‐ Briefly state the problem, how it has arisen
and how it is impacting on service delivery

Date Escalation
Commenced

QIA Completed
Y/N

QIA Review
Date

BACKGROUND
Pertinent background information about the
situation could include the following:
‐ Current demands on the service
‐ Staff sickness
‐ Vacancies
‐ Any quality / patient safety risk

ASSESSMENT
What is your ASSESSMENT of the situation?

RECOMMENDATION
What is your RECOMMENDATION?
‐ Actions being taken
‐ Any support required?

Confirmation of Any Actions Taken Following Gold Feedback
In Progress/
Service

Gold Feedback

Actions Taken
Complete

New De‐escalations
Service

Items of Good News

De‐escalation From – To (e.g., Amber to Green)

APPENDIX 2
Name

Silver Command Situation Report

Date

Time
Services Reporting as RED
Borough

Service

Date Escalation
Commenced

QIA Completed
Y/N

QIA Review
Date

QIA Completed
Y/N

QIA Review
Date

Services Reporting as AMBER
Borough

New Escalations
SITUATION
What SITUATION are you escalating?
‐ State which service
‐ Briefly state the problem, how it has arisen
and how it is impacting on service delivery

BACKGROUND
Pertinent background information about the
situation could include the following:
‐ Current demands on the service
‐ Staff sickness
‐ Vacancies
‐ Any quality / patient safety risk

ASSESSMENT
What is your ASSESSMENT of the situation?

RECOMMENDATION
What is your RECOMMENDATION?
‐ Actions being taken
‐ Any support required?

Service

Date Escalation
Commenced

Confirmation of Any Actions Taken Following Gold Feedback
Service

Gold Feedback

New De‐escalations
Service

Sickness absence
information

Actions Taken

In Progress/
Complete

De‐escalation From – To (e.g., Amber to Green)

Total:
Covid:
Covid Related:

To note

Status:

To note

Padgate House

To note
Lateral Flow Testing

To note
UCC Activity

Items for Escalation

Action

PPE Stock Table
Selected Item

Current
Stock

Average Daily
Usage

Quantity
Issued

Days Stock

To Note
Days Stock If
50% Demand
Increase

Surgical Masks
FFP2 masks
FFP3 (fitted)
FFP3 (others)
Gloves
Aprons
Gowns/Coveralls
Eye protect/visors
Waste bags
Wipes (packs)
Mutual Aid
Requests
Requested

Action

Items for Information
Subject

Document

Action

Subject

Document

Action

Documents for Approval

APPENDIX 3

Gold Command

Silver Command

Bronze
Command
Warrington

Bronze
Command
Halton

Meetings on Wednesday
and Friday

Meetings on Wednesday
and Friday

Bronze
Command
Oldham

Meetings twice a week on Tuesdays and Thursdays
One meeting is to discuss quality and one to discuss finance,
workforce and performance

Bronze
Command
Dental

Bridgewater Board
Date

2 December 2021

Board Part

Public

Agenda item

79/21iv

Title

Emergency Preparedness, Resilience and Response (EPRR)
annual report

Sponsoring Director

Sarah Quinn, Chief Operating Officer

Author

John Morris, Deputy Director Estates/EPRR

Presented by

Sarah Quinn, Chief Operating Officer

Exec Summary/Purpose

To inform the Board of the outcome of the EPRR assurance
process for 2021 - 22

Previously considered at

N/A

Related Trust Objective/
Intentions

Quality - To deliver high quality, safe and effective care which
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1.0

EXECUTIVE SUMMARY

1.1

The NHS Core Standards for Emergency Preparedness, Resilience and Response
(EPRR) are the minimum standards which commissioners and providers of NHS funded
services must meet.

1.2

Stephen Groves, National Head of EPRR, wrote to Accountable Emergency Officers on
22 July 2021 setting out expectations for the 2021-22 EPRR assurance process.

1.3

Local Health Resilience Partnerships (LHRPs) lead the assurance process on behalf of
NHS England and NHS Improvement (NHSE/I).

1.4

Providers of NHS funded care are asked to undertake a self-assessment against the
relevant individual core standards and rate their compliance. These ratings are then
used to inform the organisation’s overall EPRR annual assurance rating which should
be presented at a public Board meeting.

1.5

The Trust is compliant with 33 of the 37 standards and an action plan has been
developed to address areas of non-compliance and this will kept under review until the
actions have been completed.

2.0

PURPOSE OF THE PAPER

2.1

The purpose of the paper is to inform the Board of:
•

the results of the Trust’s 2021-22 self-assessment against the NHS Core
Standards for Emergency Preparedness, Resilience and Response (EPRR) and
the level of compliance achieved.

•

the results of the deep dive into oxygen supply and medical gasses.

•

the EPRR action plan resulting from the self-assessment.

3.0

BACKGROUND AND DESCRIPTION OF THE ISSUE

3.1

Each NHSE/I local area team is responsible for leading and co-ordinating EPRR across
its health system. This includes seeking assurance that NHS funded organisations are
able to respond to and be resilient against emergencies and meet the requirements of
the Civil Contingencies Act 2004 and all NHS England EPRR guidance, including the
NHS Core Standards for EPRR.

3.2

The Trust provides annual EPRR assurance to the Cheshire & Merseyside area team.
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3.3

The Board last received a report on the outcome of the 2019-20 assurance process at
its meeting in October 2019. At that time the trust declared substantial compliance, with
2 of the 54 applicable standards assessed as amber and included in an improvement
plan. The amber standards, which have now been assessed as fully compliant in the
self-assessment document, were:
•
•

Standard 21: Lockdown procedures (Policy adopted)
Standard 27: EPRR exercising and testing programme (Incident management
because of Covid pandemic)

3.4

For 2020-21, the assurance process was paused and instead organisations were asked
to provide assurance with regards to winter planning and learning points because of the
Covid pandemic. This assurance was submitted in October 2020.

3.4

The assurance process for 2021-22, is detailed below:
1. Undertake a self-assessment against the relevant individual EPRR core standards
and rate compliance for each according to the following definitions:
Not compliant with the core standard.
Non-compliant

Partially
compliant
Fully compliant

The organisation’s EPRR work programme shows
compliance will not be reached within the next 12
months.
Not compliant with core standard.
However, the organisation’s EPRR work programme
demonstrates sufficient evidence of progress and an
action plan to achieve full compliance within the next
12 months.
Fully compliant with core standard.

An overall assurance rating and action plan is generated automatically, based on the
percentage of core standards with which the organisation has assessed itself as
being substantially compliant. The thresholds for each rating are shown in the table
below:
Full
Substantial
Partial
Non-compliant

The organisation is 100% compliant with all core
standards they are required to achieve.
The organisation is 89-99% compliant with the core
standards they are required to achieve.
The organisation is 77-88% compliant with the core
standards they are required to achieve.
The organisation is compliant with 76% or fewer of the
core standards they are required to achieve.

2. Complete a statement of compliance identifying the organisation’s overall level of
compliance.
3. Submit a report to the Board detailing the results of the self-assessment, the level of
compliance achieved, the EPRR action plan for the forthcoming period and the
results of the deep dive (reviewing oxygen/medical gas supply and infrastructure)
which does not affect the overall organisational rating.

3|Page

4. The completed EPRR self-assessment tool, action plan and statement of
compliance was submitted to Cheshire and Merseyside LHRP on 30th September
2021.
5. As this was prior to the date of the Board meeting, the Trust’s EPRR Officer, signed
and returned the Statement of Compliance, noting that the Board paper and final
confirmation of the overall assurance rating would follow post approval at the Board
meeting.
6. These returns were reviewed at the time by NHSE/I, cognisant that final Board
approved documents will be re-submitted to NHS Regional Teams and then sent to
the National Team.

4.0

OUTCOME

4.1

The Head of EPRR carried out the self-assessment against the 37 EPRR core
standards relevant to community providers. The deep dive section of the assessment
was completed by the Head of EPPR in conjunction with the Medicines Management
team.

4.2

For 2020-21, 33 of the 37 core standards have been assessed as fully compliant and 4
as partially compliant. The full, completed self-assessment tool is attached.

4.3

The 4 standards assessed as partially compliant this year are shown in the attached
action plan (Appendix B):
•

Core standard 5 relates to EPRR resources.

•

Core standard 21 relates to the duty of maintaining lockdown plans across the Trust
estate

•

Core standard 60 relates to Chemical, Biological, Radiological and Nuclear
equipment (CBRN) and supplies.

•

Core standard 68 relates to CBRN staff training with regards to decontamination
procedures.

4.4

The Trust is therefore showing substantial compliance against the core standards in
the enclosed Statement of Compliance (Appendix A).

4.5

As reported in 3.4 (3) above, the results of the deep dive do not contribute to the overall
compliance rating. Of the 3 applicable deep dive standards, 2 have been assessed as
amber (partially compliant) but have arrangements in place to achieve full compliance
over the next 12 months and are included in the action plan (Appendix C).

5.0

NEXT STEPS

5.1

Following the Board meeting, the approved documents will be resubmitted to the LHRP.
Any areas of concern they may have will be communicated to the Accountable
Emergency Officer (AEO). Following a number of executive portfolio changes it is
considered, based on the accountability requirements, outlined in the core standard
documentation, that the current post of Chief Operating Officer should also be the
designated AEO.
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5.2

The core standards action plan (Appendix B) will be monitored and kept under review
by the Accountable Emergency Officer and Head of EPRR until the actions are
completed.

6.0

RECOMMENDATION

6.1

The Board is asked to receive this report and agree the following documents:

6.2

o

The completed core standards self-assessment tool 2021-22

o

The completed statement of compliance (Appendix A)

o

The 2021-22 action plan (Appendix B and Appendix C)

The Board is asked to confirm that the Chief Operating Officer post is also the
designated AEO
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Appendix A
Cheshire and Merseyside Local Health Resilience Partnership (LHRP)
Emergency Preparedness, Resilience and Response (EPRR) assurance 20212022
STATEMENT OF COMPLIANCE
Bridgewater Community Healthcare NHSFT has undertaken a self-assessment against
required areas of the EPRR Core standards self-assessment tool v1.0
Where areas require further action, Bridgewater Community Healthcare NHSFT will meet with
the LHRP to review the attached core standards, associated improvement plan and to agree a
process ensuring non-compliant standards are regularly monitored until an agreed level of
compliance is reached.

Following self-assessment, the organisation has been assigned as an EPRR assurance
rating of Substantial (from the four options in the table below) against the core
standards.

Number of applicable
standards

Standards rated as
Red

Standards rated as
Amber

Standards rated as
Green

37

0

4

33

Acute providers: 46
Specialist providers: 38
Community providers: 37
Mental health providers:37
CCGs: 29

I confirm that the above level of compliance with the core standards has been agreed
by the organisation’s board / governing body along with the enclosed action plan and
governance deep dive responses.
_______________________________________________________________
Signed by the organisation’s Accountable Emergency Officer
____________________________
_______________________
__
Date of Board/governing
body meeting

__________________________
__
Date presented at Public Board

Date signed
___________________________
_
Date published in organisations
Annual Report
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Self assessment RAG
Red (not compliant) = Not compliant with the core
standard. The organisation’s EPRR work
programme shows compliance will not be reached
within the next 12 months.
Ref

Domain

Standard

Detail

Community
Service
Providers

Evidence - examples listed below

Organisational Evidence

Amber (partially compliant) = Not compliant with
core standard. However, the organisation’s EPRR
work programme demonstrates sufficient evidence
of progress and an action plan to achieve full
compliance within the next 12 months.

Action to be
taken

Lead

Timescale

Green (fully compliant) = Fully compliant with core
standard.
The Board / Governing Body is satisfied that the
organisation has sufficient and appropriate resource,
proportionate to its size, to ensure it can fully discharge its
EPRR duties.
5

21

Governance

Duty to maintain
plans

EPRR Resource

Lockdown

Y

In line with current guidance and legislation, the
organisation has effective arrangements in place to safely
manage site access and egress for patients, staff and
visitors to and from the organisation's facilities. This should
include the restriction of access / egress in an emergency
which may focus on the progressive protection of critical
areas.

Y

The organisation holds appropriate equipment to ensure
safe decontamination of patients and protection of staff.
There is an accurate inventory of equipment required for
decontaminating patients.

60

CBRN

Equipment and
supplies

• Acute providers - see Equipment checklist:
https://www.england.nhs.uk/wpcontent/uploads/2018/07/eprr-decontamination-equipmentcheck-list.xlsx
• Community, Mental Health and Specialist service
providers - see guidance 'Planning for the management of
self-presenting patients in healthcare setting':
https://webarchive.nationalarchives.gov.uk/201611042311
46/https://www.england.nhs.uk/wpcontent/uploads/2015/04/eprr-chemical-incidents.pdf
• Initial Operating Response (IOR) DVD and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/

CBRN

Staff training decontamination

The Incident Response Plan has a section
on EPRR resources available to the Trust,
including a description of the roles and
responsibilities of the AEO and Head of
EPRR.

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Trust occupies many buildings which
are shared with other organisations. The
LSMS has worked with relevant landlords
(eg CHP, NHS Property Services) to
develop lock down plans for key sites.
The Trust's lockdown policy and
managers' guidance was approved in
June 2019 and has been publicised to
staff via Team Brief and the staff bulletin.

• Completed equipment inventories; including completion date

IOR guidance has been provided to
UCC/UTC and they hold supplies of PPE
which could be used for staff and self
presenters if required.

Partially compliant

EPRR lead is new
to the post.
Training needs
analysis to be
completed across
all on call
managers
following recent
appointments.
EPPR lead

21/22

Partially compliant

Lockdowwn policy
to be agreed with
all landlords
across property
portfolio
Estates

21/22

Partially compliant

Community
settings need to
be assessed in
line with national
guidance

Estates

2122

Partially compliant

Community
settings need to
be assessed in
line with national
guidance

Estates

2122

Y

Staff who are most likely to come into contact with a patient
requiring decontamination understand the requirement to
isolate the patient to stop the spread of the contaminant.

68

• EPRR Policy identifies resources required to fulfill EPRR function;
policy has been signed off by the organisation's Board
• Assessment of role / resources
• Role description of EPRR Staff
• Organisation structure chart
• Internal Governance process chart including EPRR group

Y

• Evidence training utilises advice within:
• Primary Care HAZMAT/ CBRN guidance
• Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/
• All service providers - see Guidance for the initial management of self
presenters from incidents involving hazardous materials https://www.england.nhs.uk/publication/eprr-guidance-for-the-initialmanagement-of-self-presenters-from-incidents-involving-hazardousmaterials/
• All service providers - see guidance 'Planning for the management of
self-presenting patients in healthcare setting':
https://webarchive.nationalarchives.gov.uk/20161104231146/https://w
ww.england.nhs.uk/wp-content/uploads/2015/04/eprr-chemicalincidents.pdf
• A range of staff roles are trained in decontamination technique

UCC/UTC staff have received IOR dry
decontamination information/video (there
is also a link on the Trust's intranet) and
the Head of EPRR has given a face to
face briefing.
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Self assessment RAG
Red (not compliant) = Not compliant with the
core standard. The organisation’s work
programme shows compliance will not be
reached within the next 12 months.
Ref

Domain

Standard

Detail

Evidence - examples listed below

Acute Providers

Mental Health
Providers

Community Service
Organisational Evidence
Providers

Amber (partially compliant) = Not compliant
with core standard. However, the organisation’s
work programme demonstrates sufficient
evidence of progress and an action plan to
achieve full compliance within the next 12
months.

Action to be
taken

Lead

Timescale

Green (fully compliant) = Fully compliant with
core standard.
• Committee meets annually as a minimum
• Committee has signed off terms of reference
• Minutes of Committee meetings are maintained
• Actions from the Committee are managed effectively
• Committee reports progress and any issues to the Chief Executive
• Committee develops and maintains organisational policies and procedures
• Committee develops site resilience/contingency plans with related standard
operating procedures (SOPs)
• Committee escalates risk onto the organisational risk register and Board
Assurance Framework where appropriate
• The Committee receives Authorising Engineer's annual report and prepares an
action plan to address issues, there being evidence that this is reported to the
organisation's Board
The organisation has robust and tested Business • The organisation has reviewed and updated the plans and are they available for
Continuity and/or Disaster Recovery plans for
view
medical gases
• The organisation has assessed its maximum anticipated flow rate using the
national toolkit
• The organisation has documented plans ( agreed with suppliers) to achieve
rectification of identified shortfalls in infrastructure capacity requirements.
• The organisation has documented a pipework survey that provides assurance of
oxygen supply capacity in designated wards across the site
• The organisation has clear plans for where oxygen cylinders are used and this
has been discussed and there should be an agreement with the supplier to know
the location and distribution so they can advise on storage and risk, on delivery
times and numbers of cylinders and any escalation procedure in the event of an
emergency (e.g. understand if there is a maximum limit to the number of cylinders
the supplier has available)
• Standard Operating Procedures exist and are available for staff regarding the
use, storage and operation of cylinders that meet safety and security policies
• The organisation has breaching points available to support access for additional
equipment as required
• The organisation has a developed plan for ward level education and training on
good housekeeping practices
• The organisation has available a comprehensive needs assessment to identify
training and education requirements for safe management of medical gases

Partially compliant

The Trust 's
Medical Gasses
Group will
review its TOR
in line with
guidance and
sign off an
action plan to
move from
partial to full
compliance
against the
Estates/Med
HTM.
Management

2122

Partially compliant

The Trust will
work with
landlords to
update business
continuity plans
specific to its
dental service.
The Trust's
dental network
has expanded in Estates/Med
20/21.
Management

2122

The organisation has in place an effective
Medical Gas Committee as described in Health
Technical Memorandum HTM02-01 Part B.

DD1

DD2

Oxygen
Supply

Oxygen
Supply

Medical gasses - governance

Medical gasses - planning

Y

If applicable

If applicable
Medical Gasses group exists,
medical gasses policy is due
for renewal with any
recommendations to be
escalated as appropiate

Y

If applicable

If applicable

The Trust documents findings
through its safe and secure
handling audits referencing
back to its overall Medical
Gases policy.
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Self assessment RAG
Red (not compliant) = Not compliant with the core
standard. The organisation’s EPRR work programme
shows compliance will not be reached within the next
12 months.
Ref

Domain

Standard

Detail

Community
Service
Providers

Evidence - examples listed below

Organisational Evidence

Amber (partially compliant) = Not compliant with core
Action to be taken
standard. However, the organisation’s EPRR work
programme demonstrates sufficient evidence of
progress and an action plan to achieve full
compliance within the next 12 months.

Lead

Timescale

Green (fully compliant) = Fully compliant with core
standard.
• Name and role of appointed individual

The organisation has appointed an Accountable Emergency
Officer (AEO) responsible for Emergency Preparedness
Resilience and Response (EPRR). This individual should be
a board level director, and have the appropriate authority,
resources and budget to direct the EPRR portfolio.
1

Governance

Y

Senior Leadership
A non-executive board member, or suitable alternative,
should be identified to support them in this role.

The organisation has an overarching EPRR policy statement.

Governance

EPRR Policy
Statement

The policy should:
• Have a review schedule and version control
• Use unambiguous terminology
• Identify those responsible for ensuring policies and
arrangements are updated, distributed and regularly tested
• Include references to other sources of information and
supporting documentation.

3

Governance

EPRR board reports

Governance

Y

Y

EPRR Resource

Fully compliant

• Public Board meeting minutes
• Evidence of presenting the results of the annual EPRR assurance
process to the Public Board

The Board / Governing Body is satisfied that the organisation
has sufficient and appropriate resource, proportionate to its
size, to ensure it can fully discharge its EPRR duties.
5

Incident Response Plan (Major Incident
Plan) Policy document, induction training
and intranet pages

Y

The Chief Executive Officer / Clinical Commissioning Group
Accountable Officer ensures that the Accountable
Emergency Officer discharges their responsibilities to
provide EPRR reports to the Board / Governing Body, no
less frequently than annually.
These reports should be taken to a public board, and as a
minimum, include an overview on:
• training and exercises undertaken by the organisation
• summary of any business continuity, critical incidents and
major incidents experienced by the organisation
• lessons identified from incidents and exercises
• the organisation's compliance position in relation to the
latest NHS England EPRR assurance process.

Fully compliant

Evidence of an up to date EPRR policy statement that includes:
• Resourcing commitment
• Access to funds
• Commitment to Emergency Planning, Business Continuity, Training,
Exercising etc.

This should take into account the organisation’s:
• Business objectives and processes
• Key suppliers and contractual arrangements
• Risk assessment(s)
• Functions and / or organisation, structural and staff
changes.
2

Named Executive Director, AEO and non
executive in place

• EPRR Policy identifies resources required to fulfill EPRR function;
policy has been signed off by the organisation's Board
• Assessment of role / resources
• Role description of EPRR Staff
• Organisation structure chart
• Internal Governance process chart including EPRR group

Previous papers presented to
Board/Committee and referenced on the
internet via public minutes
Fully compliant
The Incident Response Plan has a section
on EPRR resources available to the Trust,
including a description of the roles and
responsibilities of the AEO and Head of
EPRR.

Partially compliant

6

7

Governance

Continuous
improvement process

Duty to risk assess Risk assessment

The organisation has clearly defined processes for capturing
learning from incidents and exercises to inform the
development of future EPRR arrangements.

The organisation has a process in place to regularly assess
the risks to the population it serves. This process should
consider community and national risk registers.

• Process explicitly described within the EPRR policy statement
Y

Y

The organisation has a robust method of reporting,
recording, monitoring and escalating EPRR risks.
8

Y

Duty to risk assess Risk Management

• Evidence that EPRR risks are regularly considered and recorded
• Evidence that EPRR risks are represented and recorded on the
organisations corporate risk register

The proces is deecribed in the Incident
Response Plan.
The risks identified by the Trust take
account of the LHRP, Community and
National risk registers and inform the
EPRR work plan.

• EPRR risks are considered in the organisation's risk management
policy
• Reference to EPRR risk management in the organisation's EPRR policy
document

The Trust has a Risk Management
Framework and Risk Assessment
Procedure in place, together with an
organisational risk register where risks are
scored and monitored. This is referenced
in the Incident Response Plan.

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Arrangements are set out in the Trust's
Incident Response Plan. This covers the
Trust's response to a wide range of
incidents and emergencies, including
critical incidents, which are descibed in the
Plan. The plan has been produced and
updated in line with national guidance and
is available on the Trust website and
intranet.

Fully compliant

Fully compliant

Fully compliant
In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to a critical
incident (as defined within the EPRR Framework).

11

Duty to maintain
plans

Critical incident

Y

Fully compliant
In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to a major
incident (as defined within the EPRR Framework).

12

Duty to maintain
plans

Major incident

Y

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Arrangements are set out in the Trust's
Incident Response Plan. This covers the
Trust's response to a wide range of
incidents and emergencies, including major
incidents, which are descibed in the Plan.
The plan has been produced and updated
in line with national guidance and is
available on the Trust website and intranet.
Fully compliant

EPRR lead is new
to the post.
Training needs
analysis to be
completed across
all on call
managers following
recent
appointments.
EPPR lead

21/22

Comments

13

Duty to maintain
plans

In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to the
impacts of heatwave on the population the organisation
serves and its staff.
Y

Heatwave

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Trust's Heatwave Plan was updated in
May 2021 and staff are guided to it via the
intranet, where there are also links to the
national Heatwave Plan for England and
the supporting suite of documents and
action cards.

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Trust's Cold Weather Plan was
updated in September 2020. It is published
on the intranet along with links to the Cold
Weather Plan for England and supporting
information, and links to sources of useful
information.

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Incident Response Plan includes as an
annex the NHS Mass Casualty CONOPS.
This details the responsibility of community
providers to support discharges from acute
settings, survivor/rest centres and the
treatment of P3 casualties in the event of a
mass casualty incident.

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Trust has a fire management plan and
is responsible for carrying out fire risk
assessments at its freehold sites, with fire
management plans completed and
implemented for occupied sites.

Fully compliant

14

Duty to maintain
plans

In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to the
impacts of snow and cold weather (not internal business
continuity) on the population the organisation serves.
Y

Cold weather

Fully compliant

18

20

Duty to maintain
plans

Duty to maintain
plans

Mass Casualty

Shelter and
evacuation

In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to mass
casualties. For an acute receiving hospital this should
incorporate arrangements to free up 10% of their bed base in
6 hours and 20% in 12 hours, along with the requirement to
double Level 3 ITU capacity for 96 hours (for those with level
3 ITU bed).
In line with current guidance and legislation, the organisation
has effective arrangements in place to shelter and/or
evacuate patients, staff and visitors. This should include
arrangements to shelter and/or evacuate, whole buildings or
sites, working in conjunction with other site users where
necessary.

Y

Y

Fully compliant

Fully compliant

21

Duty to maintain
plans

Lockdown

In line with current guidance and legislation, the organisation
has effective arrangements in place to safely manage site
access and egress for patients, staff and visitors to and from
the organisation's facilities. This should include the
restriction of access / egress in an emergency which may
focus on the progressive protection of critical areas.

Y

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Trust occupies many buildings which
are shared with other organisations. The
LSMS has worked with relevant landlords
(eg CHP, NHS Property Services) to
develop lock down plans for key sites. The
Trust's lockdown policy and managers'
guidance was approved in June 2019 and
has been publicised to staff via Team Brief
and the staff bulletin.

Partially compliant
In line with current guidance and legislation, the organisation
has effective arrangements in place to respond and manage
'protected individuals'; Very Important Persons (VIPs), high
profile patients and visitors to the site.
22

Duty to maintain
plans

Y

Protected individuals

Arrangements should be:
• current (although may not have been updated in the last 12 months)
• in line with current national guidance
• in line with risk assessment
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

The Incident Response Plan has a section
on media, including dealing with VIP visits.

• Process explicitly described within the EPRR policy statement
• On call Standards and expectations are set out
• Include 24 hour arrangements for alerting managers and other key
staff.

The Trust has a senior manager (1st on
call) rota and an executive (2nd on call)
rota. The 2nd on call can be activated if
required by the 1st on call and provides
strategic level advice and support and will
also take the lead in the event of a major
incident. This is described in the Incident
Response Plan. On call arrangements
were reviewed in March 2020 to ensure it
continued to be robust when there was
significant change to the location of
services provided by the Trust.

Fully compliant
A resilient and dedicated EPRR on-call mechanism is in
place 24 / 7 to receive notifications relating to business
continuity incidents, critical incidents and major incidents.
This should provide the facility to respond to or escalate
notifications to an executive level.
24

Command and
control

Y

On-call mechanism

Fully compliant
The organisation has Incident Co-ordination Centre (ICC)
arrangements

30

Response

Incident Co-ordination
Centre (ICC)

The Trust has 2 Incident Coordination
Centres (ICCs). Documentation is
included in the Incident Response Plan (eg
action cards, equipment lists) and
instructions for activating them are also in
the information held by on call staff.

Y

Fully compliant
In line with current guidance and legislation, the organisation
has effective arrangements in place to respond to a business
continuity incident (as defined within the EPRR Framework).

32

Response

Management of
business continuity
incidents

• Business Continuity Response plans

The business continuity procedure (last
updated during 2020) is available on the
intranet along with copies of service level
plans. Hard copies are held within teams
for ease of access. The Incident Response
Plan also has a section detailing the
response to business continuity incidents.

• Documented processes for completing, signing off and submitting
SitReps

The completion of situation reports is
included in the action cards in the Incident
Response Plan, along with a sample sitrep
template. Sitreps have been used during
the past 12 months re Covid.

Y

Fully compliant

34

Response

Situation Reports

The organisation has processes in place for receiving,
completing, authorising and submitting situation reports
(SitReps) and briefings during the response to business
continuity incidents, critical incidents and major incidents.

Y

Fully compliant

Lockdowwn policy
to be agreed with
all landlords across
property portfolio
Estates

21/22

The organisation has arrangements to communicate with
partners and stakeholder organisations during and after a
major incident, critical incident or business continuity
incident.

37

Warning and
informing

Communication with
partners and
stakeholders

Y

• Have emergency communications response arrangements in place
• Social Media Policy specifying advice to staff on appropriate use of
personal social media accounts whilst the organisation is in incident
response
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Having a systematic process for tracking information flows and logging
information requests and being able to deal with multiple requests for
information as part of normal business processes
• Being able to demonstrate that publication of plans and assessments is
part of a joined-up communications strategy and part of your
organisation's warning and informing work

The Trust has a Social Media Policy and a
Communications Strategy. The Incident
Response Plan and on call information
packs refer to the need to notify key
organisations in the event of an incident,
eg NHSE/I, CCG(s).

Fully compliant
The organisation has processes for warning and informing
the public (patients, visitors and wider population) and staff
during major incidents, critical incidents or business
continuity incidents.

38

Warning and
informing

Warning and
informing

Y

• Have emergency communications response arrangements in place
• Be able to demonstrate consideration of target audience when
publishing materials (including staff, public and other agencies)
• Communicating with the public to encourage and empower the
community to help themselves in an emergency in a way which
compliments the response of responders
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Setting up protocols with the media for warning and informing

The Incident Response Plan has a section
on communications and media. Preprepared communications to staff are in
place, eg in the event of the UK threat level
increasing to Critical. Regular
communications are sent out to staff, eg to
inform them of action to take during severe
weather. The communications team
ensure that social media is used where
appropriate to inform the public of any
issues affecting Trust services.
Fully compliant
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Warning and
informing

Media strategy

The organisation has a media strategy to enable rapid and
structured communication with the public (patients, visitors
and wider population) and staff. This includes identification of
and access to a media spokespeople able to represent the
organisation to the media at all times.

Y

• Have emergency communications response arrangements in place
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Setting up protocols with the media for warning and informing
• Having an agreed media strategy

The Trust has a Social Media Policy and a
Communications Strategy and there is a
comms and media section in the Incident
Response Plan. Media training has been
provided to key staff who would be
spokespeople in the event of an incident.
Out of hours the executive on call is
responsible for dealing with media
enquiries.
Fully compliant

• Detailed documentation on the process for requesting, receiving and
managing mutual aid requests
• Signed mutual aid agreements where appropriate

The organisation has agreed mutual aid arrangements in
place outlining the process for requesting, coordinating and
maintaining mutual aid resources. These arrangements may
include staff, equipment, services and supplies.
42

Cooperation

Mutual aid
arrangements

These arrangements may be formal and should include the
process for requesting Military Aid to Civil Authorities
(MACA) via NHS England.

Mutual aid in a major incident would be coordinated at LHRP level. Mutual aid
arrangements in place for PPE.

Y

Fully compliant
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Cooperation

Information sharing

The organisation has an agreed protocol(s) for sharing
appropriate information with stakeholders, during major
incidents, critical incidents or business continuity incidents.

Y

• Documented and signed information sharing protocol
• Evidence relevant guidance has been considered, e.g. Freedom of
Information Act 2000, General Data Protection Regulation and the Civil
Contingencies Act 2004 ‘duty to communicate with the public’.

The Trust has a Confidentiality and
Information Sharing Policy and a Data
Protection Policy.
Fully compliant

47

Business Continuity BC policy statement

The organisation has in place a policy which includes a
statement of intent to undertake business continuity. This
includes the commitment to a Business Continutiy
Management System (BCMS) in alignment to the ISO
standard 22301.

Demonstrable a statement of intent outlining that they will undertake BC - Business Continuity Procedure is in place
Policy Statement
(updated 2020), aligned to ISO 22301.
Y

The organisation has established the scope and objectives
of the BCMS in relation to the organisation, specifying the
risk management process and how this will be documented.

BCMS scope and
objectives

48

Business Continuity

50

Data Protection and
Business Continuity
Security Toolkit

51

Business Continuity

Business Continuity
Plans

Y

Organisation's Information Technology department certify
that they are compliant with the Data Protection and Security
Toolkit on an annual basis.
The organisation has established business continuity plans
for the management of incidents. Detailing how it will
respond, recover and manage its services during disruptions
to:
• people
• information and data
• premises
• suppliers and contractors
• IT and infrastructure

Y

Y

Fully compliant
BCMS should detail:
Business Continuity Procedure is in place
• Scope e.g. key products and services within the scope and exclusions (updated 2020), aligned to ISO 22301.
from the scope
• Objectives of the system
• The requirement to undertake BC e.g. Statutory, Regulatory and
contractual duties
• Specific roles within the BCMS including responsibilities, competencies
and authorities.
• The risk management processes for the organisation i.e. how risk will
be assessed and documented (e.g. Risk Register), the acceptable level
of risk and risk review and monitoring process
• Resource requirements
• Communications strategy with all staff to ensure they are aware of their
roles
Fully compliant
• Stakeholders
Statement of compliance
The Trust completes and complies with the
Data Protection and Security Toolkit as
Fully compliant
required.
• Documented evidence that as a minimum the BCP checklist is covered The Business continuity procedure (last
by the various plans of the organisation
updated in 2020) is available on the
intranet. The service level plans cover a
range of possible disruptions which have
been deemed most relevant. All plans
were updated and placed on the intranet.

Fully compliant
The organisation has a process for internal audit, and
outcomes are included in the report to the board.
53

Business Continuity BC audit

Y

• EPRR policy document or stand alone Business continuity policy
• Board papers
• Audit reports

Business Continuity Procedure (updated
2020). Incident Response Plan (updated
2020). The Board is informed of the
outcome of Internal Audit Reports via its
governance arrangements.
Fully compliant

54

There is a process in place to assess the effectivness of the
BCMS continuous
BCMS and take corrective action to ensure continual
Business Continuity
improvement process improvement to the BCMS.

55

Assurance of
commissioned
Business Continuity
providers / suppliers
BCPs

56

CBRN

Telephony advice for
CBRN exposure

The organisation has in place a system to assess the
business continuity plans of commissioned providers or
suppliers; and are assured that these providers business
continuity arrangements work with their own.
Key clinical staff have access to telephone advice for
managing patients involved in CBRN incidents.

Y

Y

Y

• EPRR policy document or stand alone Business continuity policy
• Board papers
• Action plans

Business Continuity Procedure includes a
section on lessons learnt from incidents.
The Procedure is reviewed regularly (most
Fully compliant
recently in April 2019).
• EPRR policy document or stand alone Business continuity policy
Business Continuity Procedure refers to the
• Provider/supplier assurance framework
need for suppliers to have plans in place.
• Provider/supplier business continuity arrangements
Supplies are obtained via approved
procurement arrangements.
Fully compliant
Staff are aware of the number / process to gain access to advice through Plans include relevant contact details for
appropriate planning arrangements
advice, both in and out of hours. This
information is also held by the on call
Fully compliant
managers.

• Completed equipment inventories; including completion date

The organisation holds appropriate equipment to ensure safe
decontamination of patients and protection of staff. There is
an accurate inventory of equipment required for
decontaminating patients.

60

CBRN

Equipment and
supplies

• Acute providers - see Equipment checklist:
https://www.england.nhs.uk/wpcontent/uploads/2018/07/eprr-decontamination-equipmentcheck-list.xlsx
• Community, Mental Health and Specialist service providers see guidance 'Planning for the management of selfpresenting patients in healthcare setting':
https://webarchive.nationalarchives.gov.uk/20161104231146
/https://www.england.nhs.uk/wpcontent/uploads/2015/04/eprr-chemical-incidents.pdf
• Initial Operating Response (IOR) DVD and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/

Y

Staff who are most likely to come into contact with a patient
requiring decontamination understand the requirement to
isolate the patient to stop the spread of the contaminant.

68

69

CBRN

CBRN

Staff training decontamination

FFP3 access

Y

Organisations must ensure staff who may come into contact
with confirmed infectious respiratory viruses have access to,
and are trained to use, FFP3 mask protection (or equivalent)
24/7.

IOR guidance has been provided to
UCC/UTC and they hold supplies of PPE
which could be used for staff and self
presenters if required.

Y

• Evidence training utilises advice within:
• Primary Care HAZMAT/ CBRN guidance
• Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/
• All service providers - see Guidance for the initial management of self
presenters from incidents involving hazardous materials https://www.england.nhs.uk/publication/eprr-guidance-for-the-initialmanagement-of-self-presenters-from-incidents-involving-hazardousmaterials/
• All service providers - see guidance 'Planning for the management of
self-presenting patients in healthcare setting':
https://webarchive.nationalarchives.gov.uk/20161104231146/https://www
.england.nhs.uk/wp-content/uploads/2015/04/eprr-chemical-incidents.pdf
• A range of staff roles are trained in decontamination technique

Partially compliant

Community
settings need to be
assessed in line
with national
guidance
Estates

2122

Partially compliant

Community
settings need to be
assessed in line
with national
guidance
Estates

2122

UCC/UTC staff have received IOR dry
decontamination information/video (there is
also a link on the Trust's intranet) and the
Head of EPRR has given a face to face
briefing.

PPE ordering and delivery schedule in
place and operational. PPE policy
approved via IPC

Fully compliant

Self assessment RAG
Red (not compliant) = Not compliant with the core
standard. The organisation’s work programme
shows compliance will not be reached within the
next 12 months.
Ref

Domain

Standard

Detail

Evidence - examples listed below

Acute Providers

Mental Health
Providers

Community Service
Providers

Organisational Evidence

Amber (partially compliant) = Not compliant with
core standard. However, the organisation’s work
programme demonstrates sufficient evidence of
progress and an action plan to achieve full
compliance within the next 12 months.

Action to be
taken

Lead

Timescale

Green (fully compliant) = Fully compliant with
core standard.
Deep Dive - Oxygen Supply
Domain: Oxygen Suuply
The organisation has in place an effective Medical
Gas Committee as described in Health Technical
Memorandum HTM02-01 Part B.

DD1

Oxygen
Supply

Medical gasses - governance

The organisation has robust and tested Business
Continuity and/or Disaster Recovery plans for
medical gases

DD2

DD3

DD4

Oxygen
Supply

Oxygen
Supply

Oxygen
Supply

Medical gasses - planning

Medical gasses - planning

Medical gasses -workforce

• Committee meets annually as a minimum
• Committee has signed off terms of reference
• Minutes of Committee meetings are maintained
• Actions from the Committee are managed effectively
• Committee reports progress and any issues to the Chief Executive
• Committee develops and maintains organisational policies and procedures
• Committee develops site resilience/contingency plans with related standard
operating procedures (SOPs)
• Committee escalates risk onto the organisational risk register and Board Assurance
Framework where appropriate
• The Committee receives Authorising Engineer's annual report and prepares an
action plan to address issues, there being evidence that this is reported to the
organisation's Board
• The organisation has reviewed and updated the plans and are they available for view
• The organisation has assessed its maximum anticipated flow rate using the national
toolkit
• The organisation has documented plans ( agreed with suppliers) to achieve
rectification of identified shortfalls in infrastructure capacity requirements.
• The organisation has documented a pipework survey that provides assurance of
oxygen supply capacity in designated wards across the site
• The organisation has clear plans for where oxygen cylinders are used and this has
been discussed and there should be an agreement with the supplier to know the
location and distribution so they can advise on storage and risk, on delivery times and
numbers of cylinders and any escalation procedure in the event of an emergency (e.g.
understand if there is a maximum limit to the number of cylinders the supplier has
available)
• Standard Operating Procedures exist and are available for staff regarding the use,
storage and operation of cylinders that meet safety and security policies
• The organisation has breaching points available to support access for additional
equipment as required
• The organisation has a developed plan for ward level education and training on good
housekeeping practices
• The organisation has available a comprehensive needs assessment to identify
training and education requirements for safe management of medical gases

The organisation has used Appendix H to the HTM • The organisation has clear guidance that includes delivery frequency for medical
0201 part A to support the planning, installing,
gases that identifies key requirements for safe and secure deliveries
upgrading of its cryogenic liquid supply system.
• The organisation has policy to support consistent calculation for medical gas
consumption to support supply mechanisms
• The organisation has a policy for the maintenance of pipework and systems that
includes regular checking for leaks and having de-icing regimes
• Organisation has utilised the checklist retrospectively as part of an assurance or
audit process
The organisation has reviewed the skills and
• Job descriptions/person specifications are available to cover each identified role
competencies of identified roles within the HTM and • Rotating of staff to ensure staff leave/ shift patterns are planned around availability of
has assurance of resilience for these functions.
key personnel e.g. ensuring QC (MGPS) availability for commissioning upgrade work.
• Education and training packages are available for all identified roles and attendance
is monitored on compliance to training requirements
• Medical gas training forms part of the induction package for all staff.

Y

Y

Y

If applicable

If applicable

If applicable

Medical Gasses group exists,
medical gasses policy is due for
renewal with any
recommendations to be
escalated as appropiate
Partially compliant

The Trust 's
Medical Gasses
Group will review
its TOR in line
with guidance
and sign off an
action plan to
move from partial
to full compliance Estates/Med
against the HTM. Management

2122

The Trust documents findings
through its safe and secure
handling audits referencing back
to its overall Medical Gases
policy.
Partially compliant

The Trust will
work with
landlords to
update business
continuity plans
specific to its
dental service.
The Trust's
dental network
has expanded in Estates/Med
20/21.
Management

2122

If applicable

If applicable

If applicable

not applicable

Y

If applicable

If applicable
The Trust contracts this service
out to a company
Fully compliant

DD5

DD6

DD7

Oxygen
Supply

Oxygen
Supply

Oxygen
Supply

The organisation has a clear escalation plan and
processes for management of surge in oxygen
demand
Oxygen systems - escalation

Oxygen systems

Oxygen systems

Organisation has an accurate and up to date
technical file on its oxygen supply system with the
relevant instruction for use (IFU)
The organisation has undertaken as risk
assessment in the development of the medical
oxygen installation to produce a safe and practical
design and ensure that a safe supply of oxygen is
available for patient use at all times as described in
Health Technical Memorandum HTM02-01 6.6

• SOPs exist, and have been reviewed and updated, for 'stand up' of weekly/ daily
multi-disciplinary oxygen rounds
• Staff are informed and aware of the requirements for increasing de-icing of
vaporisers
• SOPs are available for the 'good housekeeping' practices identified during the
pandemic surge and include, for example, Medical Director sign off for the use of
HFNO
• Reviewed and updated instructions for use (IFU), where required as part of
Authorising Engineer's annual verification and report

Y

If applicable

If applicable

not applicable
Y

If applicable

If applicable
not applicable

• Organisation has a risk assessment as per section 6.6 of the HTM 02-01
• Organisation has undertaken an annual review of the risk assessment as per section
6.134 of the HTM 02-01 (please indicated in the organisational evidence column the
date of your last review)

Y

If applicable

If applicable

not applicable
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Finance Report – October – Month 7
Nick Gallagher – Executive Director of Finance
2 December 2021
To brief the Board on:
• Financial position as at Month 7
Board

Title
Author
Date
Purpose
Audience

1.0

Executive Summary

1.1

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

2.0

Financial position as at Month 7
CIP plans and delivery
Capital and Cash.

Financial Position as at Month 7
2.1

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

Summary Performance Month 7 2021-22

Month 7 Month 7 Month 7
YTD
YTD Plan
Plan
Actual Variance
Actual

YTD
Variance

(£M)

(£M)

(8.61)

(8.61)

0.00

(60.08)

(61.06)

0.98

Expenditure - Pay

5.37

5.37

0.00

39.25

38.48

0.77

Expenditure - Agency

0.49

0.49

0.00

3.44

3.31

0.14

Expenditure - Non Pay

2.75

2.75

0.00

17.54

19.20

(1.66)

(0.01)

(0.01)

0.00

0.16

(0.07)

0.23

Financing

0.01

0.01

0.00

0.16

0.07

0.10

Normalised (Surplus)/Deficit

0.00

0.00

0.00

0.32

(0.01)

0.32

Exceptional Costs
Net (Surplus)/Deficit after Exceptional Items

0.00
0.00

0.00
0.00

0.00
0.00

(0.32)
0.00

0.01
0.00

(0.33)
(0.00)

Other Adjustments

0.00

0.00

0.00

0.00

0.00

0.00

Adjusted Net (Surplus)/Deficit

0.00

0.00

0.00

0.00

0.00

(0.00)

CIP

0.23

0.23

0.00

0.98

0.98

0.00

Capital

0.05

0.21

(0.16)

1.53

0.41

1.12

Cash

4.52

22.62

18.10

4.52

22.62

18.10

Use of Resources Metric

N/A

N/A

N/A

N/A

Income

EBITDA

- Favourable Variance

(£M)

(£M)

(£M)

(£M)

Adverse Variance

2.2

As no final plan for H2 has been agreed and submitted yet the plan for month 7 is equal
to the actuals for month 7 as advised by the HCP/NHSE/I.

2.3

As there is no formally agreed and approved plan at the time of writing this report, the
Trust is reporting a break-even position. The forecast for H2 and therefore for 2021/22
is break even.

3

2.4

Financial performance in month 7 as compared to quarter 4 2020/21 performance in
the table below. In the absence of an approved plan, the Trust is monitoring financial
performance for month 7 by comparison to 2021/22 expenditure run rates to date.

2.5

All month 7 run rates are consistent with average year to date spend.

3.0

Cost Improvement Programme (CIP)

3.1

National guidance required the Trust to make CIP savings of 0.28% (£0.14m). Savings
identified in 2020/21 H1 met this requirement. The Trust was required to deliver
additional system savings of 1.25% (£0.61m) to support the system financial gap. The
Trust was required to deliver £0.75m of overall savings in months 1 – 6 which were
reported as being achieved.

3.2

For H2 the CIP requirement is currently 2.07% though the HCP is likely to ask all
providers to increase this to 2.5%. The Trust is currently planning for 2.76% (estimated
£1.40m). This equates to a year-to-date target of £0.98m which is reported as
achieved, predominantly due to reduced travel, non-recurrent vacancies and the
unavailability of additional Dental GA sessions included in the plan.

3.3

The table below provides further analysis of CIP achieved to date.
Area

H1 Actual
£m
Dental GA Sessions
0.38
ERF
0.08
Travel
0.14
Vacancies
0.16
Unidentiified
Total

3.4

0.75

M7 Actual
£m
0.05
0.04
0.14

H2 Forecast Recurrent Non Recurrent
£m
✓

✓
✓
✓
✓

1.17
0.23

1.17

The Director of Finance meets with operational assistant directors and senior service
managers on a monthly basis to discuss CIP development, monitoring and reporting.

4

CIP savings already made continue to be identified, along with further saving
opportunities.

4.0

Financial Out turn and Risk Range

4.1

The NHSE/I guidance expects systems to deliver a cumulative breakeven position at
the end of the financial year. NHSE/I organisational funding envelopes have been
locally adjusted by the HCP/ICS and the Trust is in the process of producing
operational plans based on this revised funding.

4.2

The HCP has identified a system funding gap at the time of writing of £50.5m. The
Trust plans are for a H2 (months 7 to 12) breakeven position. At the point of writing
this report, there remains some uncertainty around 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 31st October 2021 is £0.41m against the planned figure
of £1.53m.

5.2

The underspend is primarily due to delivery delays relating to equipment for IT
schemes, a reduction in value of other scheme, and some schemes which are no
longer required. Capital spend is reviewed on a monthly basis by the Capital Council
and performance and variances reported to the Finance and Performance Committee.

5.3

As part of reporting at month 7 organisations were asked by Cheshire and Mersey
HCP to identify slippage to reduce the current over-commitment of capital within the
system. The Trust was able to offer £0.15m and has therefore reduced the forecast
outturn spend to £1.85m.

5.4

In October there was a net cash inflow of £1.06m with a closing cash balance of
£22.62m.

5.5

The Trust cash balance is primarily due to the recovery of long term aged over the past
18 months that had been included in working capital cash loans prior to 2020/21. As
part of the Department of Health loan restructure, these loans were converted to Public
Dividend Capital. The Trust has continued to chase all debts, and a significant
proportion of these debts has now been settled.

5.6

The Trust is in discussions with the national cash management team regarding the
future utilisation of this cash balance.

5.7

Total debt as at 31st October is £13.38m excluding bad debt and credit note provisions,
of which £9.97m relates to invoiced debt. Overall debt continues to decrease and
reduced by £1.77m from September.

5.8

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.

5

Target to
be paid
%

No of
Invoices %

Value of
Invoices %

95
95
95
95
95
95
95
95

93.9
91.8
92.4
98.5
99.3
97.7
97.9
95.9

85.1
87.2
87.0
99.7
99.4
96.4
98.2
93.3

Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Year to date performance

5.9

NHSE/I continues to focus on BPPC performance relating to the value of non-NHS
invoices paid within terms in the coming months. The Trust has improved 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.
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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 November 2021
Tina Wilkins

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

20th January 2022
Board of Directors
Yes

BAF
4

RAG Key Points/Assurance Given

Action/decision

Month 7 finance report received and provided
assurance.
The Committee noted that:

The Committee noted the ongoing
discussions with DHSC regarding the
utilisation of cash.

Performance for month 7 monitored against run rates as
plan not yet confirmed.




Finance

Finance

4

4

forecast for H2 21/22 is breakeven
improvement in BPPC performance
healthy cash position
significant recovery of aged debt

The Committee received the paper requested at last
month’s meeting regarding CIP and waste management
workstreams.

The Committee noted that currently, CIP
based on opportunistic savings,
however a more detailed plan is being
developed around recurrent savings for
future years based on the workstreams
identified in the paper.

H2 Plan update paper received

The Committee noted that the Trust had
submitted an organisational plan aligned
to the system plan. The plan is for
breakeven as at the end of 21/22.

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

The Committee noted that there is a
collective commitment across the
system to breakeven for 21/22.
Finance

Finance

Performance

4

4

4,8

Annual budget setting principles paper received

The Committee noted the paper and the
comprehensive work to be done to
develop the plan which includes finance
and workforce.

Procurement update paper received

The Committee was assured the
proactive workplan in terms of contract
renewals, savings and also review of
waivers.

The Committee was pleased to see the IQPR report
presented in the new format, together with Chair’s report
from Performance Council.

The Committee was assured by the
work being done on trajectories to green
and actions being taken.

Both reports highlight the range of challenges that the
Trust faces as we travel through the year.

Report to come to March meeting
regarding unfunded services.
Report to come to January meeting
services regarding phased development
of Qlik dashboards to allow operational
colleagues to have the right information
readily available.

Digital

8

New Business and Divestment Report – The Committee
received the report which now includes more detailed
financial implications of investments and divestments.

The Committee noted that the UTC
transfer is still in negotiation. Potential
for SLA to provide IT and information
services to Oldham when it transfers.

Digital Strategy – a verbal update was provided.

The Committee noted that the Digital
Strategy is delayed. The Director of
Finance and the Medical Director will
meet to review the progress to date and

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

develop a timeline to finalise the
strategy. This will then be circulated to
members of the Committee by 3rd
December 2021.
Digital

Estates

8

4

The Committee received a verbal update based on the
draft Chair’s report from DIGIT which once finalised will
be circulated to Committee members for assurance.

The Committee noted that Ted Adams
will be the new chair for DIGIT.

Estates update received

The Committee were assured by the
comprehensive update and progress
was taking place in all required areas.

Draft Green plan received

Audit

Risk

BAF

4

4

4,7,8

Lynne Carter will attend the meeting
until a deputy Caldicott Guardian is
appointed.

The Committee were requested to send
comments through to Deputy Director of
Estates.

Audit report – received and noted.

The Committee recognised that only
one action remains outstanding awaiting
confirmation of its cancellation from
MIAA.

Operational risk report - received and noted.

The Committee requested that
assurance levels from Risk Council be
including going forward.

BAF 4 – risk remains the same

Include completed ISA260 as assurance

BAF 7 – risk remains the same

Include reference to New Business and
Divestment Report as assurance. Risk
to show as 4*3 (currently 8).

BAF 8 – risk remains the same
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

No risks of 15 or above for BAF 4,7,8
Committee Terms of Reference

4,7,8

Amendments previously agreed and actioned

Additional amendment regarding health
and safety.
Membership – 3 NEDS and 2 Executive
Directors – to be updated once new
NED appointed to 4 NEDS and 3
Executive Directors

Approved to go to Board
Meeting Review – There was plenty of robust debate and discussion and members felt that the very good quality papers and preparation enhanced the
quality of the meeting. Increased focus on performance which provides more assurance as triangulation takes place. Timings to be reviewed for future
meetings. Committee to be 9.30am -1pm including a break mid way.
Risks Escalated – None
Actions delegated to other Committees – 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

FINANCE AND PERFORMANCE COMMITTEE TERMS OF REFERENCE

1.

NAME

Finance and Performance Committee
2.
PURPOSE
The Board of Directors has established a Finance and Performance committee for the purpose of
a) Providing detailed scrutiny of financial, performance, estates and Digital matters, in order to provide
assurance and raise concerns (if appropriate) to the Board of Directors
b) Making recommendations as appropriate on financial, performance, estates and digital matters to
the Board of Directors
c) Assessing and identifying risks within the portfolio and escalating this as appropriate
The Committee’s objectives are to
a) Advise the Board of Directors on all aspects of finance, performance, estates and Digital matters.
b) Seek assurance in respect of financial business planning
c) Ensure corrective action has been initiated and managed where gaps are identified in relation to risks
within the portfolio of the Committee
d) Scrutinise the Trust’s financial and relevant plans, investment policy and proposed Digital business
decisions and those relating to the Trust’s estate which the policy defines and requires Board
approval

3.
BASIS OF AUTHORITY
The Board of Directors has provided delegated authority to the Finance and Performance Committee to seek
assurance in accordance with this document.
It is authorised to seek the information that it requires from any employee and all employees are directed to
co-operate with any request made by the Committee.
The Committee is authorised by the Trust Board to obtain independent professional advice and to secure the
attendance of people/organisations from outside the Trust.
The Committee shall have a standing agenda item for matters delegated from the Trust Board or its
Committees.

4.
REPORTS TO
Trust Board
5.
MEMBERSHIP
Chair

1

Non-Executive Director

Vice Chair
Management Lead
In addition;
Two Non-Executive Directors *
Chief Operating Officer*

Non-Executive Director
Director of Finance *

(four Non-Executive Directors, two Executive Directors)
In Attendance
Operational leads as requested
Deputy Director of Finance
Financial Controller
Trust Secretary
Observers
Council of Governors’ representatives
Any other person with prior permission of the Chair
Invited as required
The Trust Chair may be invited to attend the Committee
Other staff will be invited as required by the Chair of the Committee, in particular for agenda items in relation
to transformation and improvement, contractual matters, estates or digital.
The Committee is open to all Non-Executive Directors to attend as observers.
The Chief Executive will be invited to attend on a quarterly basis.
Individuals flagged with * are required to send a deputy in the event of non-attendance.

6. CONNECTIVITY
6.1 Sub Committees reporting to this Committee
• Capital Group Sub Committee
• DIGIT
• Estates Sub committee
• Performance Council
• Health & Safety Sub Committee
6.2 There is an operational and governance link between this committee and the Audit Committee,
particularly with reference to internal and external audits of the Trust’s policies and procedures.

7. FREQUENCY OF MEETINGS
7.1
Meetings will take place monthly bi-monthly, with additional meetings at year end and as required.
7.2
No less than 10 6 meetings are to be held within a calendar year.
7.3
Each member is to attend at least 75% of meetings within a calendar year
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8. DUTIES AND RESPONSIBILITIES
Duties and responsibilities of the Committee:
a) to undertake detailed scrutiny of monthly, quarterly and year to date financial and performance
information against the cost improvement programme; and the capital Performance programme and
cashflow
b) to undertake detailed scrutiny of the financial forward projections;
c) to consider proposals for financial plans and estimates;
d) to consider the annual budget for the organisation in order to make a recommendation for approval at
the Trust Board;
e) to undertake capital planning and financial strategy formulation/review
Performance management
f) to receive assurance from the Trust Directors in respect of divisional performance, in relation to the
Performance Management framework, against:
•
•
•
•

annual budgets, capital plans and the cost improvement programme,
innovation and productivity plans,
clinical activity by service
commissioning for quality and innovation plans (CQUIN)

Annual Planning Process
g) consider the draft Annual financial and activity plans which will be aligned to NHS Improvement’s
strategic planning requirements and make recommendations on appropriate KPIs as part of the annual
planning process.
h) recommend the Trust’s Business Plan to the Trust Board.
Contract negotiation and performance
i) to oversee the negotiation of contracts with the organisation’s commissioners;
j) to receive assurance from the Trust Directors’ and Executive Leads in respect of the organisation:
•
•

meeting the contractual requirements and expectations of commissioners;
meeting the legislative / regulatory requirements of regulators and other bodies; in so far as they
relate to the finance portfolio

Risk management and internal control
k) to receive the relevant elements of the Board Assurance Framework and Corporate Risk Register and take
lead responsibility for identified risks in respect of non-clinical and financial matters and standards:
•

to receive reports and assurance from the Trust Directors in respect of risks, considering the
recommendations as appropriate from Executive Directors as to those risks which are significant
and need to be included in the Board’s Assurance Framework and Corporate Risk Register,

•

to receive reports and assurance from Trust Directors in ensuring divisional action plans mitigate
risks and gaps in controls and assurance are implemented,

•

to assess any risks within the finance and performance portfolio brought to the attention of the
Committee and identify those that are significant for escalating as appropriate
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l) to work with the Trust Directors and assess and advise on the financial and operational aspects of the Risk
Management Strategy;
Business cases
m) to in accordance with Standing Financial Instructions consider the recommendations of the Directors’
Team when considering business cases in respect of:
• major service and strategic developments
• replacement and / or new consultant or clinical posts submitted by the Trust Management.
Commercial and Business Development
n) to Consider proposals for Commercial and Business Development activities, including review and approval
of commercial tenders for new business and appraisal of the impact of service exits.
Digital
o) to consider proposals and seek assurance on the delivery of the digital strategy
Estates and Assets
p) to consider proposals for Estates and Assets and seeking assurance on the delivery of the Trust’s Estates
Strategy. To receive assurance that, where appropriate, the Trust is compliant with guidance/legislation in
respect of estate and health and safety matters.
Quality
q). to where a matter relating to finance has a significant quality implication the Committee will refer that
matter to the Quality and Safety Committee

9. Inputs
• Reports and plans as per agreed Committee’s work plan, in particular the monthly finance and operational
report
• IQPR report
• Key policies and documents
• Exception reports from designated sub-groups/committees
• Performance reports from clinical services as required
• Reports / formal correspondence from Regulators and key stakeholders
• Delegated / transferred issues from Board and/or other Board level Committees
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Outputs
• Minutes
• Action log
• Exception reportsCommittee Chair’s report to the Board
• Annual report to the Board Audit Committee on how the Committee has met its Terms of Reference and
delivered on its work plan.
• Report to Council of Governors
• Report to the Audit Committee on progress against Internal Audit recommendations

11 Closed Session

4

11.1

On specific occasions it may be necessary for the Finance and Performance Committee to meet in
closed session. Where this is necessary the Chair will specifically approve that part of the meeting as
closed and attendance at the closed part of the meeting will be restricted to designated members of
staff.

12
12.1

QUORUM
A quorum will consist of at least two Non-executive directors and one Executive director at least 50%
of core membership, consisting of the chair or vice chair and one other NED for a decision-making
meeting. If not quorate the meeting can still take place but may not make decisions.

13
13.1

OTHER MATTERS
Executive members are authorised and requested to appoint deputies to act on their behalf when they
are unable to attend meetings of the committee. Deputies have no voting rights.

13.2

Other Executive Directors and individuals who are deemed appropriate by the Committee shall be
invited to attend meetings or part of meetings as the Chair of the Committee sees fit.

13.3

Other invitees will be at the discretion of the Chair to present on a specific topic, present a paper or for
developmental purposes. (This may be internal or external to the organisation.)

13.4

The Chair of the committee may agree that directors can participate in its meetings by telephone, video
or computer link, participation in a meeting in this manner shall be deemed to constitute presence in
person at the meeting.

Process for monitoring
compliance with terms of
reference

5

See monitoring table below on page 5

Monitoring Compliance with the Terms of Reference for Finance and Performance Committee
Aspect of
compliance or
effectiveness
being
monitored

Monitoring
method

Individual
responsible
for the
monitoring

Frequency
of the
monitoring
activity

Duties of the
Group

Review of
agenda
items
Review of
Board
agenda

Trust
Secretary

Annually

Trust
Secretary

Annual
report

Reporting
arrangements
to the Trust
Board
Membership,
including
nominated
Deputy
Frequency of
attendance by
Members
Reporting
arrangements
into the higher
level
committee
Requirements
for a quorum
Frequency of
meetings

Group /
Committee
which will
receive the
findings /
monitoring
report
Board of
Directors

Group / Committee /
individual responsible for
ensuring that the actions
are completed

Annually

Board of
Directors

Finance and Performance
Committee

Trust
Secretary

Annually

Board of
Directors

Finance and Performance
Committee

Annual
report

Trust
Secretary

Annually

Board of
Directors

Finance and Performance
Committee

Review of
Board
minutes

Trust
Secretary

Annually

Board of
Directors

Finance and Performance
Committee

Review of
minutes

Trust
Secretary

Annually

Board of
Directors

Finance and Performance
Committee

Review of
minutes

Committee
Chair

Annually

Board of
Directors

Finance and Performance
Committee

Finance and Performance
Committee

The monitoring of compliance for the Committee will be undertaken on behalf of the Trust by the
Finance Department

ISSUE DATE

November 2020 November 2021

REVIEW DATE

November 2021 November 2022
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Committee Chair’s Report

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

Audit Committee
14 October 2021
Linda Chivers
Committee Members Present
Linda Chivers, Committee Chair
Gail Briers, Non‐Executive Director
Abdul Siddique, Non‐ Executive
Director
Tina Wilkins, Non‐Executive Director
Sally Yeoman, Non‐ Executive
Director

Key Agenda Items:
e‐ Governance approval of an extension
to one of the IT recommendations
arising from the IT Threat and
Vulnerability Management audit
Update on the changes in Operational
Management Structure

BAF

RAG

Officer in Attendance
Nick Gallagher, Director of Finance
Lynne Carter, Chief Nurse
Sarah Quinn, Chief Operating Officer
Jan McCartney, Trust Secretary
Debbie Weir, Financial Controller
Phillip Leong, Anti‐Fraud Specialist,
MIAA
Lisa Warner, Audit Engagement
Manager, MIAA
Sandra Cudlip, MIAA Engagement
Lead
Lindsey Gaffney, MIAA Healthcare
Quality Auditor
James Boyle, Director, Public Sector
Audit, KPMG
Observers
Rita Chapman, Lead Governor
Bill Harrison, Governor

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

Board of Directors
13 January 2022
Trust Board
Yes
Apologies received from
Rachel Hurst, Deputy
Director of Finance
Ted Adams, Medical
Director (with consent of
the Chair)

Key Points/Assurance Given

Action/decision

Confirmation was received that a quorate decision was made
by e‐governance to extend a deadline following a
recommendation from the F&P Committee

Assurance received

1,8

The Committee received an update on progress with the
proposed changes to operational management structures
which included aspects relating to HR and Finance. The

Assurance received

1

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

Committee were assured that the process followed was
robust and in line with procedures.
A request was made for the Quality and Safety Committee to
consider the professional clinical structure supporting the
new operational management structure.
Terms of Reference
1

Well‐led – Monitoring of Action Plan
1

Q&S Committee to consider how the
professional clinical structures were
impacted by the new operational
management structures

Following the comprehensive review in 2019/20 and there
being no new national guidance or recommendations from
Internal Audit the only minor change to the Terms of
Reference were to make plural the number of Governor
representatives as a second observer has now been
identified. Bill Harrison will now also attend the Committee
with Rita Chapman, Lead Governor

Board are asked to approve the proposed
minor amend to the terms of Reference

The Committee considered the update on delivery of the
action plan. It was noted that the plan continues to require
the inclusion of anticipated outcomes, timescales and
evidence of completion and that whilst the Audit Committee
should monitor the process for completion of actions other
committees would be monitoring discreet actions.

Executive Team to be asked to consider the
format, evidence, timescales and
anticipated outcomes.
Each Committee to be asked to monitor
delivery of actions relating to their sphere
of activity

It was agreed it would be helpful to agree the flow between
the Board, Audit Committee and Board Committees.
Oversight of a Market Testing exercise
for the appointment of Internal Audit
and Anti‐Fraud services

1

In line with the Terms of Reference and duties of the
Committee, the Committee were appraised of the process
undertaken in the last appointment of Internal Audit services.
The Trust is still within the five year span of a current
Cheshire and Mersey MOU and there are no current issues
with the incumbent provider. A summary paper to provide
the context , dates and MOU detail will be provided to ensure
an audit trail is evident

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

Verbal assurance received a formal paper
will be shared electronically.

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

Review of BAF and Corporate Risk
Register

1

The committee considered the systems and processes of Risk
Management and were assured that they were robust and
being applied across the Trust. MIAA gave further assurance
that the Assurance Framework Review – stage 1 indicated
that the Trust Assurance Framework was in line with NHS
requirements, was used by Board and Committees and
received clear engagement and scrutiny.

Assurance received

It was agreed that it would be useful for the Trust Secretary
to provide guidance to each Board committee on their review
of the BAF to ensure a consistent approach.
The Committee also considered BAF 1 in detail and agreed
there would be no recommendation to change the current
risk score from 8 (4x2)
IR35 Review
1

Following an anonymous enquiry as to the tax arrangements
for contractors working within the Trust an internal review
has taken place of the tax status of all agency workers.

Assurance received

The Committee was assured the Trust is not exposed and has
robust procedures in place which tie in with HMRC guidance.
In order to provide further assurance an external review is
being undertaken which will consider whether the Trust is
taking “reasonable care” in terms of current operation of IR35
rules and will make recommendations for process
improvements to ensure a best practice approach.
Registers of Interests
1

The Committee received updates on new declarations of
interest from Board Directors and staff and on the declaration
of Gifts and Hospitality. Subject to the addition of detail on
the Trust’s mitigation for any declared interests and a review
from the Chief Nurse on any potential Code of Conduct
impacts for Clinical roles the registers will be published.

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

Committee Chair’s Report

The Committee were appraised that the Trust is considering
the use of ESR as the collection vehicle for declarations of
interest in the future
Review of Losses, Special Payments and
Waivers

1,4

Review of Financial Policies – Standing
Financial Instructions (SFIs)

1,4

Proposed bad debt write offs totalling £12,885.23 were noted
and assurance received that all possible recovery options had
been exhausted. One special payment of £1,300 was noted
and the committee were assured that due process had been
followed for all 20 waivers which were documented.

Assurance received

A comprehensive review had been undertaken of the Trust’s
SFIs with a number of changes recommended to bring them
into line with current internal and external nomenclature and
role titles.

Assurance received and approval given

The committee agreed that one additional amendment
should be made which was to assign the authority for
entering loss‐making contracts to the Trust Board.
Review of Financial Policies ‐ Scheme of
Reservations and Delegations (SORD)

Mersey Internal Audit Agency Progress
Report

1,4

1, 2,

In line with the review of the SFIs the Committee considered
recommended amendments to the SORD to bring it in line
with current role and meeting names and the governance
structure of the Trust. Further suggestions for revision were
agreed at the meeting and the final document will be
approved via e‐governance given the next meeting of the
Committee is not until January

Assurance received

Whilst there have been some delays in finalising a number of
ongoing reviews, assurance was provided that there would be
no issue in relation to the year end Head of Internal Audit
Opinion.

Assurance received.

The Committee considered the findings of the Quality Spot
Checks Audit which received Limited Assurance and referred
the full report to the Quality and Safety Committee to
oversee delivery against the agreed recommendations.

Quality and Safety Committee to consider
the detailed finding of the Quality Spot
Checks Audit and ensure all agreed
recommendations are implemented

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

In considering the follow up on recommendations the
Committee agreed that in light of the challenges facing the
Trust in identifying an appropriate solution to the secure IT
boundary recommendation, it was noted that the original
recommendation can no longer be completed. It was agreed
to close the recommendation now on condition that the risk
was input to the Trust’s Risk Register and actively managed.
The Committee considered the addition of an audit into the
capturing of Safeguarding Training data given the long‐
standing issues over compliance reporting. It was agreed to
hold this over until the January meeting given work that was
being undertaken on this internally. There are sufficient days
in the contingency to undertake this work should the
Committee feel it is warranted.
MIAA Anti‐Fraud Progress Report
1,4

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

Assurance received.

All key performance indicators are being met.
Annual Review of Effectiveness of Anti‐
Fraud services

1,4

KPMG External Audit Update
1,4

The Committee received the findings of the annual review on
the effectiveness of services provided by MIAA’s Anti‐Fraud
team as required by the Terms of Reference. Overall the
survey indicated high levels of satisfaction from committee
members and participants.

Assurance received

The Committee received a sector update which identified a
number of areas to note. Committee members noted several
of these were being addressed within Board Committees.

Assurance received.

A link was provided to a good practice guide to Climate
Change Risk which the Audit Chair, Executive Director of
Finance and Trust Secretary will consider outside of the
meeting.
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

Annual review of the effectiveness of
External Audit services

1,4

The Committee received the findings of the annual review on
the effectiveness of services provided by KPMG. A number of
areas were scored as high or very high satisfaction with mixed
views expressed in some others. These related to
communications and accessibility and the committee
considered this was reflective of the challenges of remote
working for both a full year and during the year end audit.

Assurance received

Discussions have already taken place on how relationships
and expectations can be improved and it was noted that this
only reflected the views of the Trust and that had a similar
survey been done by KPMG in relation to the Trust similar
views may have been expressed.
Risks Escalated – None from the meeting

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

AUDIT COMMITTEE TERMS OF REFERENCE

1.

NAME

Audit Committee
2.

PURPOSE

The Board of Directors has established an Audit Committee for the purpose of providing the Board of
Directors with a means of independent and objective review of financial and corporate governance,
assurance processes and risk management across the whole of the Trust's activities both generally and in
support of the Annual Governance Statement.
The Board of Directors is responsible for ensuring effective internal control including:
a) Management of the Trust’s activities in accordance with statute and regulations.
b) The establishment and maintenance of a system of internal control to give reasonable assurance
that assets are safeguarded, waste or inefficiency avoided and reliable financial information
produced, and that value for money is continuously sought.
In addition the audit committee shall:
c) Provide assurance of independence for external and internal audit;
d) Ensure that appropriate standards are set and compliance with them is monitored, in non‐financial,
non‐clinical areas that fall within the remit of the Audit Committee; and
e) Monitor corporate governance (e.g. compliance with codes of conduct, standing orders, standing
financial instructions, maintenance of registers of interests).

3.
BASIS OF AUTHORITY
The Board of Directors has provided delegated authority to the Audit Committee to seek assurance in
accordance with these terms of reference.
It is authorised to seek the information that it requires from any employee and all employees are directed
to co‐operate with any request made by the Committee.
The Committee is authorised by the Trust Board to obtain independent professional advice and to secure
the attendance of people/organisations from outside the Trust.
The Committee shall have a standing agenda item for matters delegated from the Trust Board.
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4.
REPORTS TO
Trust Board
5.
MEMBERSHIP
Chair
Non‐Executive Director
Vice Chair
Non‐Executive Director
Members
Remaining Non‐Executive Directors
Management Lead (but not a member of
Director of Finance
the committee)
The Audit Committee members shall be afforded the opportunity to meet at least once per year with no
others present.
In Attendance
Deputy Chief Executive Officer / Chief Nurse
Chief Operating Officer
Medical Director (depending on agenda items)
Deputy Director of Finance
Trust Secretary
Financial Controller
Head of Internal Audit
Anti‐fraud Manager
External Audit representative
Observers
Council of Governors’ Representatives
Any other person with prior permission of the Chair
Invited as required
The Trust Chair may be invited to attend the Committee.
Other staff will be invited as required by the Chair of the committee, in particular to agenda items in relation
to operations, contractual matters, estates or information technology.
The Chief Executive will attend at least once a year to provide assurance on the annual governance
statement, or as required.

6. CONNECTIVITY
6.1 Sub Committees reporting to this Committee
 none

7. FREQUENCY OF MEETINGS
Meetings will take place quarterly.
7.1
No less than 4 meetings are to be held within a calendar year.
7.2
7.3
Each member is to attend at least 75% of meetings within a calendar year
An additional meeting may be held to consider the draft Financial Statements, Annual
7.4
Governance Statement and Annual report if required.
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8. DUTIES AND RESPONSIBILITIES
Duties and responsibilities of the Committee are :
Internal Control and Risk Management
a) To maintain an oversight of the Trust’s general risk management structures, processes and
responsibilities, including the production and issue of any risk and control‐related disclosure
statements, ensuring the provision and maintenance of an effective system of financial and
corporate risk identification and associated controls, reporting and governance.
b) To review the adequacy of the Trust’s arrangements by which Trust staff may, in confidence, raise
concerns about possible improprieties in matters of financial reporting and control and related
matters or any other matters of concern.
c) To review the adequacy by way of the Board Assurance Framework of underlying assurance
processes that indicate the degree of achievement of corporate objectives and the effectiveness of
the management of principal risks.
d) To review the adequacy of policies and procedures for ensuring compliance with relevant
regulatory, legal and conduct requirements.
Internal Audit
e) To review and approve the internal audit strategy and programme, ensuring that it is consistent
with the needs of the organisation.
f) To oversee on an ongoing basis the effective operation of internal audit in respect of adequate
resourcing, its co‐ordination with external audit, meeting mandatory NHS Internal Audit Standards,
providing adequate independence assurances, having appropriate standing within the Trust; and
meeting the internal audit needs of the Trust.
g) To consider the major findings of internal audit investigations and management’s response and their
implications and monitor progress on the implementation of recommendations.
h) To consider the provision of the internal audit service, the cost of the audit and any questions of
resignation and dismissal.
i) To conduct an annual review of the internal audit function.
j) To oversee the conduct of a market testing exercise for the appointment of an internal auditor at
least once every five years.
Anti‐Fraud
k) To review and approve the anti‐fraud annual workplan, ensuring that it is consistent with the needs
of the organisation.
l) To oversee on an ongoing basis the effective operation of the Trust’s anti‐fraud service in respect of
adequate resourcing, its co‐ordination with internal and external audit, meeting NHS Counter Fraud
Authority Standards, having appropriate standing within the Trust; and meeting the anti‐fraud
needs of the Trust.
m) To consider the major findings of anti‐fraud investigations and detection work, management’s
response and their implications and monitor progress on the implementation of any such
recommendations.
n) To consider the provision of the anti‐fraud service, the cost of the service and any questions of
resignation and dismissal.
o) To conduct an annual review of the anti‐fraud Service.
p) To oversee the conduct of a market testing exercise for the appointment of an anti‐fraud service at
least once every five years.
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External Audit
q) To ensure that the Governors’ Auditors Appointment Group are fully involved in the selection
process for the appointment, reappointment or removal of the External Auditors.
r) To provide the Governor’s Auditors Appointment Committee with the necessary information and to
enable them to make a recommendation to the Council of Governors in respect of the appointment,
re‐appointment and removal of an external auditor. To the extent that that recommendation is not
adopted by the Council of Governors, this shall be included in the Annual Report, along with the
reasons that the recommendation was not adopted.
s) To discuss with the external auditor, before the audit commences, the nature and scope of the
audit, and ensure co‐ordination, as appropriate, with other external auditors in the local health
economy. This should include discussion regarding the local evaluation of audit risks and
assessment of the Trust associated impact on the audit fee.
t) To assess the external auditor’s work and fees on an annual basis and based on this assessment,
make a recommendation to the Council of Governors with respect to the re‐appointment or
removal of the auditor. This assessment should include the review and monitoring of the external
auditor's independence and objectivity and effectiveness of the audit process in light of relevant
professional and regulatory standards.
u) To review external audit reports, including the annual audit letter, together with the management
response, and to monitor progress on the implementation of recommendations.
v) To develop and implement a policy on the engagement of the external auditor to supply non‐audit
services.
w) To consider the provision of the external audit service, the cost of the audit and any questions of
resignation and dismissal.
Annual Reporting
x) To review and approve the annual statutory accounts for recommendation to the Board to
determine their completeness, objectivity, integrity and accuracy. This review will cover but is not
limited to:
 the meaning and significance of the figures, notes and significant changes;
 areas where judgment has been exercised;
 adherence to accounting policies and practices;
 explanation of estimates or provisions having material effect;
 the schedule of losses and special payments;
 any unadjusted statements; and
 any reservations and disagreements between the external auditors and management which have
not been satisfactorily resolved.
y) To review and approve the annual report and Annual Governance Statement for recommendation
to the Board, to determine completeness, objectivity, integrity and accuracy.
z) To review all accounting and reporting systems for reporting to the Board of Directors, including in
respect of budgetary control.
Standing Orders, Standing Financial Instructions and Standards of Business Conduct
aa) To review on behalf of the Board of Directors the operation of, and proposed changes to, the
standing orders and standing financial instructions, the constitution, codes of conduct and standards
of Business conduct, including maintenance of registers.
bb) To examine the circumstances of any significant departure from the requirements of any of the
foregoing, whether those departures relate to a failing, an overruling or a suspension.
cc) To review the scheme of delegation.
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Other
dd) To review performance indicators relevant to the remit of the Audit Committee.
ee) To examine any other matter referred to the Audit Committee by the Board of Directors and to
initiate investigation as determined by the Audit Committee.
ff) To develop and use an effective assurance framework to guide the audit committee's work. This will
include utilising and reviewing the work of the internal audit, external audit and other assurance
functions as well as reports and assurances sought from directors and managers and other
investigatory outcomes so as fulfil its functions in connection with these terms of reference.
gg) To review the work of all other Trust committees in connection with the Audit Committee's
assurance function. In particular the respective roles and performance of the Audit Committee and
the Quality and Safety Committee will be regularly reviewed to ensure that the Audit Committee
primarily focuses in on the robustness of sources of assurance whereas the Quality and Safety
Committee focuses in on the adequacy of the resulting assurances offered.
hh) Review the process for any significant transaction.

9. INPUTS
 Reports and plans as per agreed Committees work plan,
 Key policies and documents relevant to clinical quality, safety, effectiveness and patient experience
 Exception reports
 Reports / formal correspondence from Regulators & key stakeholders
 Delegated / transferred issues from Board and/or Board level Committees

10. OUTPUTS
 Minutes
 Action log
 Exception reports to the Board
 Annual report to the Board on how the Committee has met its Terms of Reference and delivered on its work
plan.
 Report to Council of Governors

11. CLOSED SESSION
11.1
On specific occasions it may be necessary for the Audit Committee to meet in closed sessions. Where
this is necessary the Chair will specifically approve that part of the meeting as closed. Attendance at
the closed part of the meeting will be restricted to designated members of staff.

12. QUORUM
12.1
A quorum will consist of at least three Non‐Executive Directors, including the chair or vice chair, for a
decision making meeting. If not quorate the meeting can still take place but may not make decisions.
12.2 Should the meeting not be quorate, if required an additional meeting would be arranged at an earliest
opportunity for decision making purpose.
13. OTHER MATTERS
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13.1

Attendees are authorised to appoint deputies to act on their behalf when they are unable to attend
meetings of the committee. Deputies have no Voting rights.

13.2

Other Executive Directors and individuals who are deemed appropriate by the Committee shall be
invited to attend meetings or part of meetings as the Chair of the Committee sees fit.

13.3

Other invitees will be at the discretion of the Chair to present on a specific topic, present a paper or for
developmental purposes. (This may be internal or external to the organisation)

13.4

The Chair of the committee may agree that directors can participate in its meetings by telephone, video
or computer link, participation in a meeting in this manner shall be deemed to constitute presence in
person at the meeting.

Process for monitoring
compliance with terms of
reference
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See monitoring table below on page 6

Monitoring Compliance with the Terms of Reference for Audit Committee
Aspect of
compliance or
effectiveness
being
monitored

Monitoring
method

Individual
responsible
for the
monitoring

Frequency
of the
monitoring
activity

Group /
Committee
which will
receive the
findings /
monitoring
report
Board of
Directors

Group / Committee /
individual responsible for
ensuring that the actions
are completed

Duties of the
Group

Review of
agenda
items
Review of
Board
agenda

Trust
Secretary

Annually

Trust
Secretary

Annually

Board of
Directors

Audit Committee

Annual
report

Trust
Secretary

Annually

Board of
Directors

Audit Committee

Annual
report

Trust
Secretary

Annually

Board of
Directors

Audit Committee

Audit Committee

Reporting
arrangements
to the Trust
Board
Membership,
including
nominated
Deputy
Frequency of
attendance by
Members
Reporting
arrangements
into the higher
level
committee
Requirements
for a quorum

Review of
Board
minutes

Trust
Secretary

Annually

Board of
Directors

Audit Committee

Review of
minutes

Trust
Secretary

Annually

Board of
Directors

Audit Committee

Frequency of
meetings

Review of
minutes

Trust
Secretary

Annually

Board of
Directors

Audit Committee

The monitoring of compliance for the Committee will be undertaken on behalf of the Trust by the
Trust Secretary
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1.0

EXECUTIVE SUMMARY

1.1

The 2008 Climate Change Act set national targets for the reduction of carbon
emissions in England, against a 1990 baseline. As a response to this, NHSE/I have
recently published a document titled “Delivering a net zero NHS”. This document
identifies a number of mandated actions for NHS organisations.

1.2

The Greenhouse Gas Protocol (GHGP) referenced in the 2008 Act, identified a
number of areas for review (collectively referred to as the NHS Carbon Footprint):

•
•

GHGP scope 1 : Direct emissions from owned or directly controlled sources on site.
GHGP scope 2 : Indirect emissions from the generation of purchased energy, mostly
electricity.
GHGP scope 3 : All other indirect emissions that occur in producing and transporting
goods and services , including the full supply chain.

•

1.3

In addition to the above, the NHS has also committed to work towards reducing
emissions from patient and visitor travel and medicines used within the home. (NHS
Carbon footprint plus).

1.4

To reflect the NHS commitment to a net zero NHS, the NHS constitution will be
updated to include these ambitions with particular reference making it clear that this
is a key responsibility of all staff.

1.5

All NHS organisations are required to have a Board level lead responsible for leading
on net zero and the broader greener NHS agenda.

1.6

This requirement is set within the 21/22 standard NHS contract alongside the
mandated requirement for annual sustainability reporting. All organisations are also
required to produce a Green Plan reflective of the wider national agenda.

2.0 PURPOSE OF THE PAPER
2.0

The NHS has set ambitious targets i.e. by 2040 for the NHS Carbon Footprint, an
ambition for an 80% reduction by 2028 to 2032. By 2045 for the NHS Carbon
footprint plus, an ambition for an 80% reduction by 2036 to 2039.

2.1

The GHGP scopes referenced above when taken into context with the wider NHS
can be expanded as follows:

GHGP scope 1: fossil fuels, NHS facilities, anaesthetics, NHS fleet and leased
vehicles.
GHGP scope 2 : electricity.
GHGP scope 3 : oil, business travel, waste, water, metered dose inhalers, medical
devices, freight transport, manufacturing and construction, staff commuting, ICT.
NHS additional target : Patient and visitor travel.
2.2

It is acknowledged that to achieve these targets then direct interventions will be
required and future strategies, polices and work-streams will need to take into
account decarbonising strategies. Across organisations it is expected that plans are
developed across the following functional areas.

•
•
•
•
•

Estate and facilities
Travel and Transport
Supply chain
Medicines
Research and innovation

2.3

This work will be supported by national initiatives including

•
•
•
•

Sustainable models of care
Workforce, networks and system leadership
Funding and financial mechanisms
Data and monitoring

2.4

Partnership working with strategic ICP partners as well as landlords will be a key
component of the plan specifically as the current Trust footprint remains
predominantly landlord driven.

2.6

It is also planned to establish a Green group, with supporting Task and Finish Groups
to oversee the roll out of this Plan and ultimately provide an assurance report into
Board. This Green group will look to establish a performance dashboard to allow for
baseline setting and subsequent reporting through Performance Council.

3.0 BACKGROUND AND DESCRIPTION OF THE ISSUE
3.1

The 2008 Climate Change Act set national targets for the reduction of carbon
emissions in England, against a 1990 baseline.

3.2

NHSE/I produced the following document “Delivering a net zero NHS” which outlined
the strategic direction that all organisations were mandated to adopt.

3.3

The Trust submits annual an Estate Return Information Collection (ERIC) which
provides a suite of information to allow for quarterly and annual performance
indicators to be reported.

3.4

The Trust is required to approve a Plan which adopts the strategic direction
referenced above and against the identified NHS Carbon Footprint plus targets.

3.5

The Trust can currently demonstrate a wide range of areas that are contributing to
reducing carbon emissions and these will be consolidated into the document.

3.6

A Green group will be established to consolidate and collate, initially, work- streams
currently taking place at a local level. These include new data led managed contracts
with waste providers, cleaning and utility (renewable energy) arrangements, trialling
e-vehicles, procurement of new energy efficient heating systems, provision of energy
from renewable sources, and reviewing decontamination and recycling facilities
across the clinical and estate footprint.

3.7

This Green Group will also review annualised data to calculate the effect on mileage
claims (business and commuting) and reduced patient/visitor travel as a
consequence of technology consultations.

4.0 RATIONALE FOR CHOOSING PREFERRED OPTION/NEXT STEPS
4.1 The targets referenced in this document have been mandated across the NHS.
To achieve these targets all NHS organisations have been tasked in adopting the
principles outlined in the wider “Delivering a net zero NHS “document.

5.0 RECOMMENDATION
5.1 That the Director of Finance (Estates) is the approved SRO
5.2 That the Board approve the Green Action Plan 2022 -2025.
5.3 That the Board endorse the establishment of a Trust Green Steering Group
5.4 The Board is asked to consider the level of assurance offered by the paper and
confirm whether it is :
➢
➢
➢
➢

Fully assured that control continues to be effective
Satisfied that controls are present but gaps need to be addressed
Not assured that the controls are effective
Not assured that the control is in place

Green Action Plan 2022 - 2025

Document Chapters
1.

Introduction

2.

Trust objectives

3.

Primary Areas of Focus

4.

Green Action Plan Interventions

5.

Green Action Plan Governance Framework

6.

Data Measurement and reporting

7.

Appendices
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1. Introduction
Bridgewater Community Healthcare NHS Foundation Trust is a leading provider of community
health services in the north west of England. The Trust is responsible for providing community
and specialised health services to over 800,000 people living in the boroughs of Halton, St
Helens and Warrington and dental services across Greater Manchester, Cheshire and
Merseyside.The Trust needs to be resilient and capable of delivering quality care both for
today and tomorrow. Sustainability is about using our resources sensibly and striking the right
balance between Social, Human, Environmental and Economic considerations.
However, sustainability for the Trust is much broader than this – amongst other things it is
about how we deliver care, how we create a healthier, engaged population and how we ensure
we can afford to continue delivering care in the future. Developing a sustainable holistic NHS
not just for today but the longer objective.
For the Green Action Plan, it’s about taking a holistic view of all activities across the Trust and
considering their environmental, social and economic implications. This Action Plan for the
Trust illustrates how sustainable development concepts and practices can help the Trust save
money and have a continual plan to meet the objective by the NHS for zero carbon emissions
by 2045.
Encouraging and supporting Trust staff within each service, to see the economic case for
operating in a more sustainable way is not always easy, but it is crucial; otherwise, staff will
think that sustainability is just about doing good and not also about doing well. The Plan will
bring together the various efforts around the Trust to create a cohesive approach to carbon
reduction.
Contextually this Plan reflects current International and National Government objectives which
in the UK are enshrined within the 2008 Climate Change Act. The NHS, in response to this,
identified, in the following strategic policy documents “NHS Long Term Plan” and “Delivering a
net zero NHS” its strategic intent to deliver results.
The Greenhouse Gas Protocol (GHGP) referenced in the 2008 Act, identified a number of
areas for review (collectively referred to as the NHS Carbon Footprint):
GHGP scope 1 : Direct emissions from owned or directly controlled sources on site.
GHGP scope 2 : Indirect emissions from the generation of purchased energy, mostly
electricity.
GHGP scope 3 : All other indirect emissions that occur in producing and transporting goods
and services , including the full supply chain.
In addition to the above, the NHS has also committed to work towards reducing emissions
from patient and visitor travel and medicines used within the home. (NHS Carbon footprint
plus).
To reflect the NHS commitment to a net zero NHS, the NHS constitution will also be updated
to include these ambitions with particular reference making it clear that this is a key
responsibility of all staff.
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The NHS has set ambitious targets i.e. by 2040 for the NHS Carbon Footprint, an ambition for
an 80% reduction by 2028 to 2032. By 2045 for the NHS Carbon footprint plus, an ambition for
an 80% reduction by 2036 to 2039.
The GHGP scopes referenced above when taken into context with the wider NHS can be
expanded as follows:
GHGP scope 1: fossil fuels, NHS facilities, anaesthetics, NHS fleet and leased vehicles.
GHGP scope 2 : electricity.
GHGP scope 3 : oil, business travel, waste, water, metered dose inhalers, medical devices,
freight transport, manufacturing and construction, staff commuting, ICT.
NHS additional target : Patient and visitor travel.
It is acknowledged that to achieve these targets then direct interventions will be required and
future strategies, polices and work-streams will need to take into account decarbonising
strategies. Across organisations it is expected that plans are developed across the following
functional areas.
Estate and facilities
Travel and Transport
Supply chain
Medicines
Research and innovation
This work will be supported by national and local initiatives including
Sustainable models of care
Workforce, networks and system leadership
Funding and financial mechanisms
Data and monitoring
Partnership working with strategic ICP partners as well as landlords will be a key component
of the Plan specifically as the current Trust footprint remains predominantly landlord driven.
The drive with partners will focus on future place opportunities, working in collaboration,
ensuring optimum estate utilisation including New Town deals, health hubs and any future
grant opportunities working with the third sector, co-location of staff and services to reduce
travel and journey frequency, one stop hubs for the public, all as part of the journey to
sustainability. This may also lead to further opportunities to promote the wider health and well
being agenda incorporating green space benefits and domestic lifestyle changes.
It is planned to establish a Green steering group, with supporting Task and Finish Groups to
oversee the roll out of this Plan and ultimately provide an assurance report into Board. This
Green steering group will also look to establish a carbon performance dashboard to allow for
baseline setting and subsequent reporting through Performance Council.
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2. Trust Objectives
The Trust’s Green Action Plan provides a number of Trust Sustainability Objectives (TSO)
which will provide the framework and direction of travel for the Green Groups to implement
through their associated work-stream and action plans. These TSO’s and the monitoring and
data reporting via Committee will also provide the Trust will appropriate assurance over the
timeline period.
The table below presents the proposed Green Steering Group structure.

Executive
Board

Finance &
Performance
Committee

Quality
Committee

Green
Steering
Group

Comms

HR / OD

Medicines
Management

Estates

Landlords
/Place
Partners

Finance and
Procurement

Sustainable
Models of
Care
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3.Primary areas of focus
The main drivers for change referenced in national publications are embedded within the
TSO’s. As overarching principles this Green Action Plan will focus on the following areas:
Green Groups
1. Executive Board

Trust Sustainability Objective
The Trust’s corporate approach will promote issues of
sustainability across all Trust Strategic objectives.

2. Asset Management The Trust will monitor/calculate CO2e emissions associated with
and Utilities
utility consumption across the estate portfolio recognizing the
requirement to work with landlords in terms of data sharing. The
Trust will continue to implement strategies to reduce CO2e
emissions associated with utility consumption.
3. Travel & Logistics The Trust will recognize within its policies and procedures that
single occupancy vehicle travel has a detrimental effect on the
health of individuals and on the local environment and will
endeavour to reduce car travel associated with Trust activity.
4. Adaptation

The Trust will work to protect its sites from current and future
anticipatedimpacts of climate change.

5. Capital Projects

The Trust will incorporate sustainable design into the
construction/refurbishment of buildings and associated building
infrastructure. The Trust will promote the use of local businesses
where this is possible.

6. Green Space &
Biodiversity

The Trust will aim to maintain the current level of green space in
and around sites and protect and promote biodiversity where
practicable.

7. Sustainable Care
Models

The Trust will, where practicable, incorporate sustainability
decisions into thedesign of the clinical care models it provides.

8. Our People

The Trust will promote and provide a healthy and active work
environment and will communicate the need to instill sustainability
across the Trust to all colleagues and impress upon them their
own personal contribution in achievingsustainability in practice.

9. Sustainable Useof The Trust will establish procedures designed to mitigate the
Resources
excessive use ofresources and production of waste across all
services delivered.
10. Carbon/GHGs

The Trust will monitor/calculate its emissions of CO2e and report
these findings to the Performance Council on a regular basis. The
Trust will instigate strategies to reduce CO2e emissions in line
with the Government’s Climate Change Act 2008targets.
5|Page

3. Green Action Plan Interventions

The Trust’s approach over time will be to embed TSO’s into business as usual across all workstreams. To start this process, it is planned to establish an overall Green Group which will be
supported by a number of specific project groups tasked with delivering the Green Action Plan
Interventions. Over time these will deliver sustainable actions that will become the business norm
acknowledging the initial emphasis will be to action the specific interventions listed in the following
tables.
1. Executive Board

Board Sustainability
Objective

Green Action Plan Intervention

Provide strong leadership
regardingsustainability
initiatives.

Identify, appoint and support an executive Trust Board
member to be the Senior Responsible Officer in respect of the
Green Action Plan deliverables.
Establish a Board approved Green Group
Develop a clear communication policy designed to support
the promotion of sustainable development to staff, patients
and localstakeholders.
Consider future policy and legislative developments so that it
is better prepared to promote sustainability
Incorporate sustainabilityand social value considerations into
business cases.
Receive quarterly updates from the Green Board
Receive an annual Progress Report of the Green Action plan.

Adapt procurement
decisions to give more
weight to sustainability
criteria and social value.

Update Trust Procurement Strategy to consider the wider
sustainability agenda in accordance with the Green Action
Plan objectives.

Engage with local
Integrate environmentaland social criteria into community
stakeholders and the
engagement activities.
community to identify
opportunities to improvethe
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social sustainability of
service users

Engage with local stakeholders and the community topromote
the Trust’s sustainable development objectives.

Integrate whole-lifecosting
into decisions concerning
capital planning and estate
development/refurbishment
and procurement.

Revise Trust business case templates and assessment tools
to ensure that whole life costs are included. This will place an
increasing emphasis on operational and end of lifecosts as
well as up front capital costs.

Recognise and showcase
sustainable colleague
behaviours and actions
through staff awards.

Introduce a sustainability category at the staff awards to
encourage and recognise sustainable staff behaviors.

Influence suppliers to
The Trust procures large quantities of goods and services
improve theirsustainability. from multiple suppliers/contractors. The Trust will include
sustainability requirements in itstenders/contracts to influence
sustainability across its supply chain.
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2. Asset Management and Utilities

Sustainability Objective

Green Action Plan Intervention

Invest in technologywhich
will make the assessment
and reporting of energy
usage more accurate.

Estates will develop a sustainable building action plan and
communicatethis plan upon completion.

Support individuals and
groups to enact
sustainability.

Estates will work with staff, patients and onsite contactors to
reduce utility consumption.

Comms will support staff to help conserve resources and
utilities throughregular campaigns and/or training.
Incorporate sustainability Estates and Procurement will purchase renewable energy
criteria and socialvalue into and will work with landlords across the estate to adopt this
procurement.
objective across the whole of the estate.
Update The Board on the Estates will produce an annual dataset advising on utility
Trust’s energy usage in
consumption and performance.
order to meet the
mandatory requirementsof
the Climate Change Act
2008.
Invest in technologywhichwill Estates will, via its procurement specification, establish
make the assessment and consolidated reporting arrangements across its freehold sites
reporting of energy usage .
more accurate.

3. Travel & Logistics

Sustainability Objective

Green Action Plan Intervention

Record and monitorstaff
and business travel.

HR/ OD will determine and benchmark the carbon footprint
created by all business travel.
Estates will assess the air quality impactof travel
associated with business travel.
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Promote sustainabletravel. Comms will develop a travel plan detailing a ‘travel hierarchy’,
promoting active travel and public transport.
The Board will formally identify and support a sustainable
transport lead.
Recognize within its policy HR/OD will promote and support cycle, run and walk to work
that car travel has a
schemes.
detrimental effect on health,
as well as contributing to
climate change andwill
endeavor to reduce car
travelassociated with Trust
activity.
Encourage activetransport. Estates will look to install more secure bikelocking facilities
and changing facilities.
Finance will collect data on staff travelincluding mileages
and/or cost data for different modes of transport.
Support individuals and
groups to enact
sustainability.

HR/OD will promote and cultivate individual and teams to
enact sustainability via the Culture and Leadership forum
Finance will review its lease car policy and salary
sacrifice schemes so that staff are informed about low
carbon transport options for consideration.

Utilise position to leverage Estates will set targets for reducing GHGs and air pollution
suppliers to improve their caused by the delivery of goods to site and review internal
sustainability.
transport arrangements as appropriate.
Estates will include KPIs relating to CO2e, NOx and PM
associated with the delivery of goods to site.
Aim to decarbonize the
vehicle fleet.

Estates will look to lease electric vehicles for its in-house
fleet.
Estates will add more EV charging points across its sites.

Aim to reduce single
Sustainable Models of Care will utilise digital functionality to
occupancy car journeys to replace meetings.
and from sites
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4. Adaptation

Trust Sustainability
Objective
Recognise the potential
impact that climate
change could have on
the provision of the
Trust’s services.

Green Action Plan Intervention
The Board to approve an AdaptationPlan linked to the
Green Action Plan.

Estates will complete a Climate Change Risk Assessment
(CCRA), focusing on local impacts. The CCRA will consult
with representatives of multiple departments across the
Trust.
Estates will carry out a Flood RiskAssessment across the
sites.
Estates will monitor over- heating events, likely to become
more common with climate change.
Support individuals and
groups to enact
sustainability.

The Board will formally identify andsupport an
Adaptation lead.
HR/OD will provide training to staff for issues related to
Adaptation.

Utilise position to leverage Procurement will work with our major suppliers to develop
suppliers to improve their contingencies to ensure supply chain is not compromised
sustainability.
by extreme weather events.

Recognise the potential
impact that climate
change could have on
the provision of the
Trust’s services.

Estates will ensure that the Corporate Risk Register is
updated to include sudden demand onservices, extreme
weather events and environmental impacts

Estates will ensure that its BusinessContinuity Plans are
updated and include Cold Weather Plan and Flood
Management Plan.
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5. Capital Projects

Trust Sustainability
Objective
Support individuals and
groups to enact
sustainability.

Green Action Plan Intervention

Incorporate sustainability
into design ofbuildings/
refurbishments.

Estates/ Finance will design flexibility into buildings to
enable evolution throughtheir life cycle.

The Board will formally identify and support a lead for
sustainable capital and refurbishment projects.

Estates will design refurbishment with climate change in
mind to ensure that buildingsare suitable for the long term.
This will include a review of heating, ventilation, lighting
systems.
Estates will utilise environmental standards in future
building refurbishments.
Engage with Local
Stakeholders/Local
Community.

Estates/ Comms will consult local stakeholdersin the design
process for refurbishments.
Estates will share successful sustainable capital projects
with otherhealthcare organisations.

Improve the energy
efficiency of buildings on
site.

Estates will review its estate to assess heating systems,
insulation and window upgrades and energy use and will
undertake a lighting audit to assess the timing of an LED
Replacement Programme.

Estates will identify and vacate buildings which are no
longer fit forpurpose. These tend to be older, energy
inefficient buildings.

Support the localeconomy. Where possible Estates will utilise local contractors to
perform refurbishments, thus limitingcarbon emissions from
travel and providing investment in the local economy.
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6. Green Space & Biodiversity

Trust Sustainability
Objective
Safeguard greenspaces
across its sites.

Green Action Plan Intervention
Estates will, as a minimum, maintain the current grounds
and garden meterage

Consider the impactof the Estates will assess the impact of itsservices on biodiversity
Trust’s activities on
and develop mitigation strategies.
biodiversity.

7. Sustainable Care Models

Green Plan Intervention

Green Action Plan Intervention

Incorporate
sustainability into its
clinicalservices.

Meds Mgt will review prescribing and use of medicines to
ensure medicine optimization, reduced waste and
potential alternatives. Working across the system the
Trust will review inhaler and medical gases infrastructure
across the community sector.
Estates will look to implement the waste hierarchy
across all clinical services thereby looking to improve
and increase re-use and recycling and reduce plastic
usage across medical equipment.
Sustainable Models of Care will incorporate sustainability
into care models with a view to reducing waste, toxic and
hazardous substances.

Engage with local
stakeholders/local
community to reduce the
impacts on todays and
future generations.

Sustainable Models of Care/patient engagement will
engage with staff and patients to design care models to
ensure that they are realistic, appropriate and aligned to
expectationsof patients and their families.

Begin to implement
sustainability into medical
servicedesign, where
appropriate.

Sustainable Models of Care will promote the ‘self-care’
agenda, leading to fewer follow-up consultations between
patients and clinicians, where appropriate.
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Develop and implement
digital strategies.

Sustainable Models of Care/patient engagement will
continue to develop the‘Attend Anywhere functionality’,
reducing the need for patients to travel to site, instead
receiving care closer to home.
HR/Sustainable Models of Care will update and implement
a flexible working policy including the option to work from
home.

Engage in ‘preventative’
healthcare by participating
in initiatives outsidethe
Trust.

Sustainable Models of Care/patient engagement will
ensure appropriate signposting is in place, aiming to improve
the health and well-being of the community and subsequently
reducing patient numbers.

Consider the impactof the Sustainable Models of Care will assess the impact of its
Trust’s activities on
services on biodiversity and develop mitigation strategies.
biodiversity.
Estates will assess its green spaces in line with the DDA.

Procurement will only procure timber and paper products
with environmental accreditations, e.g.FSC.
Engage with local
stakeholders and the
community.

Estates/Patient engagement will work with local partnersand
communities to improve biodiversity on our estate.
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8. Our People

Trust Sustainability
Green Action Plan Intervention
Objective
Encourage more staff to
HR/Comms will increase communicationsrelating to
engage with sustainability. sustainability issues.
HR/OD will implement a sustainabilitycategory at staff
awards to encourage and recognise sustainable staff
behaviours.
HR/OD will seek to increase the number of Green Champions
and provide them with senior level supportand training.

Promote health and
wellbeing amongst its
workforce.

HR/OD will encourage staff to be active by encouraging
active transport

HR/OD will promote Mindfulness sessions amongst staff
and increaseattendance year on year.

HR/OD will promote the use of the gyms, including Yoga
andPilates classes and increase attendance year on year.

Encourage more staff to
HR/OD will, through the Culture and Leadership
engage with sustainability. Programme, develop an action plan topromote and support
healthy choices inall parts of the workplace, including off
site.
Procurement will take a responsible approach to selecting
suppliers andrequest to access their procedures onequality
and diversity.

Promote health and
wellbeing amongst its
workforce.

HR/OD will develop strategies/plans that will have a positive
impact on health, wellbeing and sustainable development to
all staff andthird-party personnel working on our sites or on
our behalf.
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HR/OD will enhance and evidence staff wellbeing and
accommodate their specific needs, through offering support
schemes. In turn, this will also have a positive impact on staff
turnover.
HR will work with key partners toimprove employment
opportunities in our organisation.

Estates will develop a clear process to manage our duty of
care to all contractors and third-party personnel working on
our sites or on our behalf.
HR will engage with local employers and develop schemes
that will advanceskills and help unemployed people intowork.

HR will offer opportunities tobuild skills and experience.

HR/Comms will share our ideas and learning and work in
partnership with local organisations, trade unions and staff
to develop our working practices.

9. Sustainable use of Resources

Trust Sustainability
Objective
Adapt procurement
decisions to give more
weight to sustainability
criteria.

Green Action Plan Intervention
Estates will work with onsite contractors to ensure they
use best practice and reduce the use of harmful
chemicals.

HR / Finance will actively promote sustainable products
within the organisation and local area, offering staff
discounts on sustainable products.The Trust will
encourage staff to take these practices home with them.
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Estates will ensure that all legal requirements are met
through recordingthe use of hazardous chemicals in a
COSHH register with an annual assurance report.
Providing an annual assurance report to Health and
Safety Committee.
Endeavour to improve the
segregation of waste
streams.

Estates will train all relevant staff inminimising the use of
chemicals.

Meds Mgt will develop a stock management system and
reorganise product lines to reduce waste in all areas of
the organisation. For example, ensuring pharmaceuticals
are disposedof appropriately and over-prescribing is
avoided through e.g. social prescribing.
Adopt and implement the
GS1 Standard.

Estates will follow Department of Health Guidance to
begin implementingthe GS1 Standard.

Adapt procurement
decisions to give more
weight to sustainability
criteria.

Procurement will incorporate sustainabilitycriteria into
procurement decisions, e.g.Green/Eco labels, energy
performance criteria, etc.

Endeavour to reduce
Procurement will investigate the
unnecessary/excessive
advantages/disadvantages of reusablesurgical
resource consumption and equipment (as opposed to single-use items).
waste.
Procurement will encourage suppliers to reduce waste
production. Many products are supplied to the Trust
withexcessive packaging.

Endeavor to improve the
segregation of waste
streams.

Estates will provide the necessary training and
encouragement to increase the correct use of different
waste streams.
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10.

Carbon/GHG’s

Measure and report
CO2e emissions.

Estates will measure its carbon impact, incorporating
energy, water, waste and anesthetic gases and
business travel emissions on an annualbasis and
regularly monitor performance. These findings will be
reported annually to the Board.

Estates will assess how all transport and travel
Seek to reduce CO2e
emissions resulting from its contributes towards CO2e emissions.
activities.
The green board will set a local carbon reduction
target aligned to the ClimateChange Act 2008 - 28% by
2025 and 80% by 2050.
HR / Finance will require senior level approval in
order to sanction highcarbon business travel.

Estates will include KPIs relating to CO2e and NOx into
key contracts in Estates and Facilities Dashboard.

Engage with local
stakeholders and the
community.

Comms will communicate to staff, patients, visitors,
suppliers and the localpopulation the value we place on
being a low carbon organisation.
HR / Comms will encourage staff and patients to
consider and reduce the CO2e impact of high emitting
activities, e.g. car travel, energy use, etc.

Estates will engage with other similarlocal organisations
to share best practice.
Aim to reduce CO2e
Estates will continue to improve andoptimise heating
and ventilation systems across its estate portfolio.
emissions resulting from
site activities in line with
Climate Change Act 2008.

Capitalise upon available
technologies to reduce
CO2e emissions.

Sustainable Models of Care / HR will promote the use of
virtual meeting technologies to reduce the requirement for
staff travel.
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HR/OD will implement a Workingfrom Home policy to
reduce unnecessary travel.
Estates / finance will review potential investment in
renewable energy technology, such as solar panels, solar
thermal and CHP units.
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5. Green Action Plan Governance Framework
With reference to the “Delivering a Net Zero NHS: Memorandum of Understanding for regional
leadership and delivery” document published in 21/22, this Green Action Plan will be this
organisation’s contribution, alongside all other ICS NHS organisations plans to the overall
C&M ICS Green Plan.
The NorthWest Greener NHS Team will be led by Senior Responsible Officer’s (SRO’s)
namely the Regional Chief People Officer and the Regional Director of Public Health. At a
strategic level these SRO’s will be responsible for ensuring that each organisation within the
ICS has
•

A Board approved Green Plan that aligns to the ambition set out in national strategic
documents

•

Have a Board level representative with net zero in their work portfolio

•

That each organisation responds to national data collections.

•

Provides quarterly updates to the Regional Greener NHS Delivery team and the NHSE/I
Public Board

•

Implement the Estate and Facilities Net Zero Delivery Plan including ensuring all
electricity is purchased from renewable sources by April 2022

•

Support the implementation of net zero strategies including procurement and supply
chain and COVID recovery.

Internally the Green Steering Group (see chapter 3) will report directly to the SRO but will
submit papers as appropriate to councils, committees and the Board.
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6. Data measurement and reporting framework

The primary national objective is to achieve a net zero NHS by 2040. Bridgewater’s
contribution to this objective needs to start within the lifespan of this document and the TSO’s
provide a framework for this journey to start.
To understand achievement, it is also paramount that the organisation understands its current
position, and this in itself will necessitate a separate, though integrated, work programme.
From an estates perspective (reference to the document “Estates Net Zero Carbon Delivery
Plan published by NHSE) 60% of all NHS emissions are directly attributable to the Estate
infrastructure of the NHS. Bridgewater occupies in excess of 80 sites and the ability to
instigate Green Action Plan interventions across this estate will be key. The majority of these
premises are leased and partnership working with landlords will be essential in order to
achieve these TSO’s. Whilst NHS Property Services and Community Health Partnerships are
within the NHS family and have the same goals and aspirations to achieve net zero,
integrating private landlords to these ambitions will be a key challenge.
In terms of estate data measurement, it is planned to ascertain a carbon footprint baseline for
each property although it is acknowledged that the most accessible data will relate to the
Trusts freehold and single tenancy properties. For multi tenanted properties the Trust will seek
partnership working arrangements with the landlord and other tenants, to seek the best
approach to establish a baseline position.
Establishing this baseline will then able the Green Steering Group to review the TSO’s, and
subsequent action plans to allow performance measurement to be reported.
Similar data baseline exercises will be completed across the Trust e.g. business mileage
claims, recycling statistics in order to determine the organisations starting point for carbon
footprint measurement.
It is planned to develop a suite of dashboards, working with suppliers, landlords, system
interfaces to provide data to provide information and assurance in line with the overall
governance framework. It is planned to make this data available to the wider organisation via
Qlik, and regular communication bulletins
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Committee Chair’s Report

Name of Committee/Group:
Date of Meeting:

People Committee
17 November 2021

Chair:

Abdul Siddique, Non-Executive Director

Members present/attendees:

Members
Abdul Hafeez Siddique, Non-Executive Director, (Chair)
Linda Chivers, Non-Executive Director
Tina Wilkins, Non-Executive Director
Paula Woods, Director of People & Organisational
Development
Dr Ted Adams, Medical Director
Jan McCartney, Trust Secretary

In attendance
Christine Whittaker, Associate Director of Organisational
Development
Mike Baker, Assistant Director of Communications
Ruth Besford, Equality and Inclusion Manager
Sam Yates, Director of Nursing, Halton
Paula Halsall, Lead Infection Prevention and Control Nurse
Tania Strong, Interim Head of Human Resources

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

Board of Directors
19th January 2022
Board of Directors
Yes
Lynne Carter, Deputy CEO/Chief Nurse
Jo Waldron, Deputy Director of People
Jeanette Hogan, Deputy Chief Nurse
Kathryn Sharkey, Workforce Information Manager
Sally Yeoman, Non-Executive Director
Denise Bradley, Unison Bridgewater Branch Secretary &
Staff Side Chair
Note: A number of papers written by those attending
the Nursing Times Workforce Awards Ceremony were
covered by those present.

Observing
John Hyland, Governor
Jilly Wallace, AHP Lead
Key Agenda Items:

BAF

5 and
BOARD ASSURANCE FRAMEWORK &
6
RISK REGISTER

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:

1

Committee Chair’s Report

Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

• A review of BAF 5 was undertaken. Consider whether new
mandate for covid vaccination for staff will impact
negatively on staff morale which may impact on BAF score.
• Mandatory covid vaccination to be added.
• Staff recruitment and retention due to other Trust’s
incentives.
• System pressures impacting on staff levels and morale.
• Staff Engagement strategy is now a Plan.
• Add Time to Talk and CEO engagement sessions into
controls.
• A Person-Centred approach to management of absence.
• Also add the establishment of the People PODs into detect
controls with the stress survey audit.
• Add staff stress survey action plan to assurances.
BAF 6 – Staffing Levels:

RISK REPORT UPDATES
• HR
• OD/EPD
• COMMS

IQPR – PEOPLE INDICATORS
(Review of the IQPR as presented to the
F&P Committee, with an additional ‘as

5 and
6

• A discussion took place regarding the last People
Committee discussion about rationale for BAF 6. Q&S
raised concerns about absence and PPDR rates. Risk ratings
for BAF 6 were asked to be reviewed. Some feedback from
the BAF 5 review will be suggested for those areas the Q&S
Committee cover as per BAF 6.

It was agreed that proposed amendments to
the narrative in BAF 6 would be suggested to
the Quality & Safety Committee. The Chair
and Director of People & OD would address
this action.

The Risk Reports for HR, OD/EPD and Communications were
tabled for information and assurance purposes. The detail and
discussions relating to the risks as presented, are addressed in
more detail at the Trust’s Risk Management Council.

The Committee were assured on the
progress and governance around the
management of risks through Risk Council.
Updates will be provided at future meetings.

The 5 IQPR ‘people indicators’ were presented to the
Committee. The committee accepted that the report was a
work in progress and was supplemented by verbal
information.

The Committee noted and were assured of
the progress with the 5 people indicators.
Further Updates will be provided at future
meetings and the report format will evolve.
2
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Key Agenda Items:

BAF

is’ position from HR & OD reporting
regimes at the time of the People
Committee meeting)

RAG

Key Points/Assurance Given

Action/decision

All People indicators were reporting at red. A discussion took
place about the 100% target for Corporate Induction which is
considerably higher than any other target and will always be
red because 100% of staff are not able to attend the Corporate
Induction session, either because they are part-time and do
not work on the corporate induction day or, in -very limited
circumstances, the person is required to start earlier that the
Corporate Induction date.

Greater detail of numbers attending
induction/ returned statements of
completion to be included in IQPR report
going forward.

The Associate Director of OD was asked to
bring a paper proposing a change in the
Corporate Induction target to the next
A discussion took place about PPDR compliance and the failure
People Committee meeting.
to achieve the 85% target by the 30th September 2021. The
Committee was reminded that the focus was on meaningful
conversations about wellbeing, objectives and development.
Communications were ongoing with reminders to log PPDR
meetings on ESR once done.
It was noted that the rolling and actual sickness absence rates
were increasing and this was usually the case at this time of
year.
The IQPR requires amendment of the turnover metric from a
green rag to red rag and several pieces of work are in train to
address turnover issues.

DIRECTOR’S UPDATE REPORT

5 and
6

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 areas covered
were:
•

The Committee acknowledged the detail
provided, noted the report and its contents.
Further updates on the People Hub, PODs
and workstreams will be provided in future
meetings as they progress.

The report on the Future of HR & OD in the NHS will be
launched on 22nd November 2021. 34 actions are
expected with national actions being non-negotiable.
The Director of People & OD will highlight in
It’s a a10-year strategy for the profession. The C&M
her Director Report where it links to the
plan is to work on the actions as a system. The review
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

•

•

•

•
•
•
•

Action/decision

of the Bridgewater People Strategy will consider these Trust’s Well Led Action Plan as reviewed by
actions, as presented.
the Committee.
Mandating Covid-19 and Flu Vaccinations as a
condition of deployment in health and social care
sectors. Discussions will take place with our nonvaccinated staff on a 1-1 basis. Progress on this will be
taken back to EMT. There is currently no mandate for
flu vaccinations.
GMB - Trade Union and Labour Relations
(Consolidation) Act 1992 Section 226A Industrial
Action Ballot – NHS Pay Award 2021/2022 England.
The Trust has received notification that the RCN and
Unison are also balloting members online regarding
industrial action but we will have time to plan any
potential actions when the outcome is known. This
may impact on BAF 5&6. There should be at least 6
months’ notice of any action.
Workforce Disability Equality Scheme (WDES)
Innovation Fund 2021/22: Trust bid was submitted,
and the outcome is awaited. The bid focuses on
support for staff who are disabled or become disabled
during their employment.
Nursing Times National Workforce Awards: Finalists –
Update on the status of awards was provided.
Anti-bullying Week 2021: 15-19th November. The
plans for the week were outlined.
Consultation on NHS Pension Scheme member
contribution rates have been communicated to staff.
The NHS People Plan: Review of the Trust’s Workforce
Strategy (to be renamed People Strategy). The People
Strategy was tabled to highlight the progress with the
review that needs to consider the 10-year HR & OD
Strategy when launched.
4
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given
•
•

•

•

•
•

•

•

•

•

Action/decision

The NHS People Plan: A toolkit to promote cultures of
civility and respect was referred to.
Reciprocal Mentoring for Inclusion Programme:
Onboarding is still awaited due to resources within the
Leadership Academy.
NW Wellbeing Pledges: To shift the focus from
sickness absence (the 5%) to holistic wellbeing for
everyone (the 95%). The pledges were outlined, and a
paper will go to Board, followed by the development
of an enabling action plan with region.
Northwest Regional Health and Wellbeing Update was
provided, and a copy of the new regional Health &
Wellbeing Newsletter was appended.
Northwest Talent Strategy – Talent Surgeries are now
accessible, and dates have gone out to staff.
Cheshire & Merseyside HEE: Notification of Workforce
Transformation and Re-design Tools has been received
which the Recruitment & Retention POD will consider.
Retention Support: The NHSE/I Pension Response
Project – Staff Pension Seminars (Flexible Retirement
and Pensions Tax) are available and have been
communicated.
Health Education England Funding (HEE): Funding for
Allied Health Professionals’ Workforce Development
has been received and Jilly Wallis has been appointed
to the lead role, internally. Jilly was present to observe
the Committee in operation.
Rugby League Cares: “Side by Side” – Mental Fitness
Programme is ongoing with more services being
scheduled into the programme of work.
NHS Staff Survey 2021. A position on the latest
response rate was provided which was 47% against
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

•

•

•

•

•

PEOPLE STRATEGY & PEOPLE PLAN

5 and
6

Action/decision

last year’s target of 50%. Survey closes at the end of
the month.
Leader in Me Event – 22nd November 2021 was
featured in the report, highlighting the content of the
session.
An update was provided on our “Just and Learning
Culture” and the next steps in getting the Steering
Group off the ground at the end of November.
Recognition: Bridgewater scores highly in national
results for staff Covid-19 vaccine rollout was
highlighted – 93.5%.
Transfer of Services (TUPE) was referred:
o Halton Midwifery Services transferred on the
due date
o Oldham Children’s Services is ongoing with
support for staff in the usual way
The Trust’s Well-Led Action Plan was referred to and
how the agendas will tie in and be highlighted to the
Committee.

The Director of People & Organisational Development
informed the Committee that a review of the original
Workforce Strategy was required to ensure it remained fit for
purpose following the issue of the NHS People Plan and
Promises, along with the launch of the revised Quality & Place
Strategy in September 2021. The review can be finalised when
the national Strategy for HR & OD is launched as expected w/c
22nd November.

The Committee noted the approach taken.
The agenda of People Committee will be
reviewed once the new Strategy and any
associated plans are approved to ensure
good governance of the People
workstreams is maintained.

The transition from the Covid Hubs to the
People Hub was noted.
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Key Agenda Items:
PEOPLE OPERATIONAL DELIVERY PLAN
REPORT (POD Groups)

BAF

RAG

Key Points/Assurance Given

Action/decision

The Committee received this report for information and The Committee noted the content of the
assurance. The paper focused on the progress of the four report and agreed that it provided a good
People Operational Delivery Groups (PODs) that have been overview of the work in progress.
established to deliver on the NHS People Plan and People
Promises, along with other People agendas. The four PODs are:
1. Recruitment and Retention
2. Health and Wellbeing
3. Education and Professional Development and;
4. Culture and Leadership
The Health and Wellbeing POD will focus on the following
workstreams from the People Plan, whilst continuing to
support areas of work in the other PODs:
•

Health and Wellbeing

The Recruitment and Retention POD will focus on the
following workstreams from the People Plan, whilst continuing
to support areas of work in the other PODs
•
•
•
•

Recruitment
Retaining Staff
Recruitment & Deployment across Systems
Flexible Working

The Education and Professional Development POD will focus
on the following workstreams from the People Plan, whilst
continuing to support areas of work in the other PODs
•
•

Growing the Workforce
New Ways of Delivering Care
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

The Culture and Leadership POD will focus on the following
workstreams from the People Plan, whilst continuing to
support areas of work in the other PODs.
•
•

Equality and Diversity
Culture and Leadership

It was noted that the Culture & Leadership Pod is new, and the
first meeting is scheduled for 23rd November 2021.
A summary of the work being undertaken in each of the PODs
was presented.
5 and
REVIEW OF STAFF SICKNESS AGAINST
6
TRUST TARGET

This report was provided for information and assurance
purposes.
Over the rolling 12-month period, rolling sickness absence
rates have fluctuated between 5.27% and 5.92%. Rolling
absence % rate has shown an increase from April 2021. Actual
sickness absence % rate has fluctuated month on month.

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

As of July 2021, national sickness absence reporting guidance
changed to include COVID-19 as sickness absence rather than
Medical Suspension.
All cases were being managed with HR Manager input. Formal
meetings were taking place in line with the monthly
requirements, taking into consideration medical specialist
appointments and most recent Occupational Health reports.
Support is offered for returns to work at the earliest date for
staff. This included potential short-term reductions in hours,
stress risk assessments and suggested adjustments from
Occupational Health.
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Key Agenda Items:

BAF

STRESS AUDIT REPORT

5 and
FLU CAMPAIGN & COVID VACCINATION
6
PROGRAMME

FACILITIES TIME OFF ANNUAL REPORT

5 and
6

RAG

Key Points/Assurance Given

Action/decision

This report was provided for information and assurance
purposes. The paper was requested to update the People
Committee on stress risk assessments, noting 60% of staff
surveyed had not had one. The paper provided detail of the
processes in place to link in with managers and staff to ensure
stress risk assessment were being conducted and that where
they were not undertake, the reason(s) are documented.

The Committee noted the content of the
report and supported the approach outlined
in the paper.
The Committee were assured on the
approaches put in place and the review
mechanisms to highlight issues going
forwards.

This report was provided for assurance purposes on the The Committee noted the content of the
operational delivery and current status of this season’s annual report and confirmed assurance.
flu and COVID-19 booster vaccination programme. The paper
detailed the background to the vaccination programme, the
challenges the Immunisation team had faced, updates on the
number of staff who had received Covid-19 and flu
vaccinations, data collection and analysis methodologies and
communication and wellbeing plans. The People Committee
was asked to acknowledge this report for assurance on the
delivery and achievements of the Trust vaccination
programme.

This report was provided for information and assurance
purposes.

The Committee requested that comparison
data from previous activity be reviewed as
several staff had indicated that they were
The paper detailed the statutory submission for the period
not active. The Interim Head of HR agreed to
April 2020 to March 2021 as per the Trade Union (Facility Time
provide this information to the next
Publication Requirements) Regulations 2017, which took
meeting.
effect from 1 April 2017. All public sector organisations are
normally required to report their facility time data by 31st July
each year. All public sector data will be published on the gov.uk
site following the quality assurance of returns, so this can be
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

benchmarked. The Trust is required to publish this information
within its annual report and on the Trust website.
The Committee was asked to note the statutory submission
and endorse the plan to continue to collect data on a rolling
basis for 2021/2022 in readiness for the 2022 statutory
submission.

EMPLOYEE RELATIONS REPORT
INCLUDING FREEDOM TO SPEAK UP
REPORT

5 and
6

The report was provided for information and as further
assurance on the management of employee relations cases. 25
cases had been opened in 12 months with 11 live employee
cases. The Committee were asked to note the progress with
the management of various employee relations cases.

The report was noted by the Committee and
confirmed assurance on the process.
The downward and positive trend with
disciplinary matters was noted.

Additional information was provided in relation to our
Freedom to Speak Up agenda, in line with a request at a
previous meeting.
5 and
SYSTEM STAFFING IMPLEMENTATION
6
UPDATE

The paper was provided for assurance purposes. Significant
progress has been made and all service rosters are now built
into the system. All Warrington and Halton services are now
live on the system and were paid through payroll in October
2021.

The report was noted, and the Committee
were assured on the progress and requested
a further update with respect to EMIS at the
next meeting.

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 District Nurses. In Halton the
commercial Software providers 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
10
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

commenced with Allocate to process map how the District
Nursing Team use EMIS.
HR POLICIES AND PROCEDURES

5

5 and
PAYROLL PROVIDER PERFORMANCE
6
REVIEW (ANNUAL UPDATE)

This paper was provided for information and assurance. The The report was accepted.
progress with the review and approval of HR Policies and
Procedures was provided. Changes to the Grievance and
Employee Code of Conduct approved by JNCC Policy were
noted. The Travel Expenses policy has been given an extension
to the review date to allow further consultation to take place.

This paper was provided for information. The Trust has a
contract for payroll services from St Helens & Knowsley
Hospitals (STHK). The Trust changed its payroll provider with
effect from October 2018.
Each year an audit of the services provided to us by STHK is
carried out by Mersey Internal Audit (MIAA). This year’s
recommendations have been completed. We received
‘moderate’ assurance on the audit with 5 recommendations to
action. The recommendations were based on the ESR forms,
repayment plans and salary over payments. The opinion of
moderate assurance was due to Managers not completing
forms in a timely manner which then results in overpayments
and underpayments of salaries to staff, resulting in arrears and
out of payroll schedule payments. Following the transfer of
services out of the Trust, there has been a reduction in
headcount. There are Key Performance Indicators within our
contractual arrangements with STHK that are reported on
monthly. There is an ‘Assurance Schedule’, details of
supplementary
payrolls,
overpayments,
advances,
unapproved SVLS, BACS Stops, pension activity, compliments
and complaints. Where there are reasons that relate to
activity, they are provided by way of the coded tables.

The Committee were assured that regular
contract management meetings and service
provision reviews of the Payroll Service are
undertaken regularly which include full
consideration of the KPI data/activity.

There was an ask to consider a contract
clause for reimbursement of overpayments
that were as a consequence of the payroll
provider, if this was not a feature of the
current contract terms.
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Key Agenda Items:

ORGANISATIONAL
UPDATES:

BAF

DEVELOPMENT

5 and
6

5 and
PDR AND STATUTORY & MANDATORY
6
TRAINING COMPLIANCE

5 and
DEEP DIVE: SAFEGUARDING TRAINING
6
COMPLIANCE

RAG

Key Points/Assurance Given

Action/decision

Three reports, referred to below, were presented for
information and assurance purposes – PPDR & Mandatory and
Statutory Training Compliance, including a Deep Dive into
Safeguarding Training Compliance, Talent Management &
Succession Planning, and the Staff Engagement and
Recognition Update.

The paper was provided for information and assurance. The The Committee noted the reports and the
Committee received the usual update on the Mandatory actions identified.
Training figures in addition to PPDR & Corporate Induction
compliance as per the ‘as is’ position as presented in the IQPR
item earlier.

This deep dive into Safeguarding training compliance levels The Committee noted the content of the
was instigated at the request of the Chair of People Committee deep dive and requested several actions:
following discussions at Quality & Safety Committee (Q&S) in
• Consideration be given to increasing
October 2021. During the meeting issues around the accuracy
the frequency of data cleanses in
of Safeguarding data were again raised as a concern,
the system from every 2 weeks to
contributing to the difficulties in improving compliance levels
every week.
because there were discrepancies between the data provided
• The action plan be amended to
from the Oracle Learning Management (OLM) and that held by
include the impact of actions on
the Safeguarding team, which indicated a higher level of
compliance levels, and to include
compliance.
KPI’s and timeframes by way of
It was agreed that the deep dive would be carried out as a joint
dates.
piece of work between the Education & Professional
• Update on progress to be provided
Development Team and the Safeguarding team to ensure a
at next People Committee meeting.
comprehensive review of all issues relating to safeguarding
training compliance. The Task & Finish Group worked
12
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Key Agenda Items:

BAF

RAG

Key Points/Assurance Given

Action/decision

collaboratively to carry out the deep dive into the core issues
and challenges that have contributed to this situation. The
report identified the issues, and outlined the steps that will be,
and have already been, put in place to address them. It also
outlined future management and improvement plans to
ensure training requirements are assigned, completed, and
recorded efficiently moving forward.
5 and
TALENT MANAGEMENT & SUCCESSION
6
PLANNING

STAFF ENGAGEMENT & RECOGNITION
UPDATE

REVIEW OF SLA PERFORMANCE FOR
TRANSACTIONAL TRAINING SERVICES

5

5

5 and
MIAA INTERNAL AUDIT UPDATE –
6
WITHIN REMIT OF THE PEOPLE
COMMITTEE

The paper was provided for information and assurance. The The content of the Talent Management &
current status of Talent Management & Succession Planning Succession Planning Report was noted.
within the Trust was provided. An action and progress table
within the report provided a comprehensive overview of
workstreams. The report highlighted the Trust’s engagement
in the ‘Scope for Growth’ programme which has been delayed
due to national roll-out delays. Training is now expected to
start in January 2022.

The paper was provided for information and assurance about The Committee noted the work outlined in
the activities in place within the Trust to support engagement the report.
with staff and to ensure that staff are recognised and rewarded
for the work that they do.

The paper was provided as information and assurance to the
People Committee on the arrangements in place to monitor
the Service Level Agreement with Warrington & Halton NHS
Teaching Trust (WHH).

The committee noted the processes in place
and requested that a dashboard be
developed to provide KPI’s with RAG ratings
to monitor on-going delivery.

No audits to update on at this Committee.
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Committee Chair’s Report

Key Agenda Items:

BAF

5 and
ANY ITEMS FOR ESCALATION TO
6
BOARD OR SHARING WITH OTHER
COMMITTEES

REVIEW OF MEETNG ANY ITEMS TO BE
ADDED TO THE BOARD ASSURANCE
FRAMEWORK OR WELL-LED ACTION
PLAN

RAG

Key Points/Assurance Given

Action/decision

None

Suggestions for BAF 6 to be prepared for the
Trust Secretary to share/take to Q&S. This
followed a review of BAF 5 and were links to
BAF 6 were identified for further
consideration.

Yet again, a very good meeting with members sharing
knowledge and opportunities for contribution and positive
consideration of staff wellbeing.
Detailed reports outline the vast amount of work being done.
Evidence provided in papers of person-centred approaches to
wellbeing was noted.

Risks Escalated
•

None
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Sponsoring Director
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Exec Summary/Purpose

To inform the Board about the North West Wellbeing Pledges
initiative and our commitment to shifting the focus from
sickness absence to holistic wellbeing for everyone.

Previously considered at

The People Committee – 17th November 2021

Related Trust Objective/
Intentions

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.

Safe
Which CQC domains are Effective
supported by this report?
Caring
Responsive
Delete as applicable
Well-led
Which BAF risks are BAF 3 – Managing demand and capacity
addressed in this report?
BAF 5 – Staff engagement and morale
BAF 6 - Staffing levels

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

N/A

Explanation of any
acronyms in the report

BHW - Britain’s Healthiest Workplace
MSK - Musculoskeletal
NHS - National Health Service
PODs - People Operational Delivery groups
HR - Human Resources
OD – Organisational Development
NW – North West

Next steps

To partake in the regional meetings (to be confirmed) with
regards to the next steps to establish the enabling
workstreams and Task & Finish Groups. These are key to
understanding the scope of work to be done to inform our
local action plans, without duplicating any collaborative work
at regional levels.

Recommendations

The Board is asked to support the adoption of the North West
Wellbeing Pledges and monitor that their adoption contributes
to ongoing improvements in wellbeing for all our people by
having a person-centred approach to staff health and
wellbeing.

Title
Author
Date
Purpose

Audience

Board
North West Wellbeing Pledges
Christine Whittaker - Associate Director Organisational Development
22nd November 2021
To inform the Board about the North West Wellbeing Pledges initiative
and our commitment to shifting the focus from sickness absence to
holistic wellbeing for everyone
Board

1.0

EXECUTIVE SUMMARY

1.1

The North West Wellbeing Pledges is an initiative introduced by NHS Employers to
encourage organisations to focus actions to support the 95% of staff who are in work
rather than concentrate organisational activities on the 5% of staff who are not in
work. This paper details the actions required by the Trust Board to enable that shift
in focus.

1.2

NHS Employers have developed this initiative in association with HR Directors,
RAND EUROPE and the Social Partnership Forum.

1.3

A North West Workshop was held on the 21st September 2021 to launch this initiative
and highlight the pledges to be committed to. The session was attended by the
Trust’s Chair, Chief Executive, Director of People & Organisational Development and
a Staff-side Representative.

1.4

Our Chair, Karen Bliss, has committed the Trust to implementing and supporting the
three pledges which are detailed below:
1. Preparing our Board for the Change
2. Evidencing that wellbeing is a priority with our Board
3. Committing to the three North West themes of enabling work
A copy of our signed Pledge Card is at appendix 1.

1.5

We do have some person-centred approaches to wellbeing and we have started to
work more closely with our Staff-side colleagues on this agenda as part of our Just
Culture journey. There is evidence that wellbeing is a top priority for the Trust Board
and this will be further developed and evidence by way of this programme and the
planned enabling work to support its delivery across the region.

1.6

Our Rugby League colleagues, as per our “Side by Side” programme, have recently
agreed to support some 121 person-centred interventions with staff.

2.0

BACKGROUND

2.1

The average productivity loss in the Britain’s Healthiest Workplace (BHW) surveys
has worsened from 7.8% in 2014 to 14.6% (33 days) in 2019. BHW data across
workplaces in the UK shows that presenteeism in 2019 was 13.4% of working days
lost compared to 1.2% in terms of sickness absence.

2.2

The most significant drivers of presenteeism are poor mental health, MSK and
associated conditions such as lack of sleep and poor financial wellbeing. Most of

these have deteriorated substantially in NHS staff during the pandemic and stress
remains the highest reason for absence.
2.3

There is a recognition that a sole focus on sickness absence is missing a real
opportunity to improve health and wellbeing and productivity for the staff who remain
in work – this is now commonly referred to as ‘presenteeism’.

3.0

THE LINK BETWEEN PSYCHO-SOCIAL FACTORS, MENTAL HEALTH AND
PRODUCTIVITY

3.1

Evidence presented at the launch of the Pledges in September 2021 suggests that
when employees feel like they belong at work and that their line manager cares
about their wellbeing, the impact on their average days’ productivity per employee
increases by +13 days and +3 days respectively. Conversely, there is a significant
loss of productivity days (shown in brackets) when staff experience bullying (-11), a
lack of respect (-9), have unrealistic time pressures (-9), experience strained
relationships at work (-4), have no control over what they do at work (-4) and feel
discriminated against (-4).

3.2

Compassionate leadership is more important now than it has ever been. Michael
West placed an emphasis on this at the Trust’s Leader in Me Conference on the 22nd
November 2021.

4.0

PREPARATION FOR CHANGE

4.1

The Board has a key role to play in ensuring that there is a significant policy shift
from a focus on sickness absence to holistic wellbeing and from rigid attendance
management (and triggers) to a more person-centred and flexible approach. This
requires the Board, particularly the Executive Directors, to show by their actions that
decisions are moving towards more individualised and person-centred wellbeing
approaches in line with the principles of our Just and Learning Culture journey.

5.0

EVIDENCING THAT WELLBEING IS A PRIORITY AT OUR BOARD

5.1

As part of the adoption of the health and wellbeing pledges, the Board must continue
to prioritise the importance of the wellbeing of our people and how we are meeting
their needs and allowing their voices to be heard.

5.2

It will be expected that Trust Boards will be able to evidence how a wellbeing lens is
being applied to all decisions; truly making our person-centred values real and
tangible. There is also a requirement to fully understand that actions and behaviours
can detrimentally impact on staff wellbeing. Our Just Culture and Civility and
Respect Programmes will support holistic person-centred wellbeing.

5.3

The People Committee receive an Absence Trends Report at each of their meetings,
along with updates on the Trust’s five People Indicators which include rolling and
actual sickness absence rates. At the last Committee meeting, the transition from
our Covid Hubs to a People Hub with PODs (People Operational Delivery Groups)
was presented. This included an overview of the work being delivered via our Health
& Wellbeing POD. This goes beyond the managing and handling of sickness
absence and considers how we ensure that staff are more engaged and healthy. We
have a number of health and wellbeing awareness events, support for returning to

work after illness, stress management information and an Employee Assistance
Programme (counselling and advice services).
6.0

COMMITTING TO THE THREE NORTH WEST THEMES OF ENABLING WORK

6.1

The three themes of enabling work that we are focussing on as a region are as
follows and have clear links to the NHS People Plan and People Promises, both of
which focus on wellbeing:
1. Holistic well-being services that support all our colleagues
2. A new person-centred Wellbeing and Attendance Management
Policy/Framework
3. Leadership development that supports managers in our new approach

6.2

The People Committee receive reports that detail a number of initiatives that are
already in place, delivered via our People Operational Delivery groups (PODs) which
will contribute to the achievement of the three pledges.

6.3

Regional meetings will inform further actions to be delivered via the Health &
Wellbeing POD. There will be clear links to our Culture & Leadership POD too.

7.0

TIMESCALES AND NEXT STEPS

7.1

Trusts were asked to consider the following timescales and next steps:
•
•
•

By the end of November – Pledges and reflections to be discussed at
Board
By the end of December – agree the enabling actions at Board
Monitor progress at Board and Committees on at least a quarterly basis

The timetable, unfortunately did not reconcile with our People Committee and Board
meeting schedules. We therefore formally endorsed the pledges as an Executive
Management Team and a paper was presented to the People Committee on the 17th
November 2021.
7.2

We have recently been advised that the initiative will be delivered by way of regional
Task & Finish Groups. A meeting is to be scheduled in December to enable us to
develop an internal enabling action plan that does not duplicate work at a regional
level. A progress update will be provided to the January People Committee.

7.3

The NHS Staff Survey provides us with feedback on staff safety, health and
wellbeing. The results will indicate how we are doing in this area and if there are any
areas that require further focus. Last year saw an improved position within this
theme.

8.0

SUPPORT AVAILABLE

8.1

Bridgewater is not alone in making this shift in how we manage staff absenteeism
and presenteeism. The North West HR Directors, Staff-side and health and wellbeing
experts will help us through the journey.

8.2

The following is a list of enabling workstreams which will be made available to assist
with the process:

•
•

Sharing systems and processes to help organisations gain a better
understanding of wellbeing
Developing evidence-based North West Frameworks that take forward the
three regional enabling programmes of work:
1. Development of a service framework to deliver holistic high quality
wellbeing services for all our colleagues
2. Development of a North West Wellbeing and Attendance
Management Policy Framework that supports flexibility and considers
individual circumstances
3. Development of a wellbeing leadership development framework that
enables line managers to lead with confidence

•

The development of robust evaluation arrangements, working with an
independent research partner (RAND EUROPE).

9.0

RECOMMENDATIONS

9.1

The Board is asked to support the adoption of the North West Wellbeing Pledges and
monitor that their adoption contributes to ongoing improvements in wellbeing for all
our people by having a person-centred approach to staff health and wellbeing.

APPENDICES
Appendix 1

Signed Pledge Card

§
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Karen Bliss – Trust Chair
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Exec Summary/Purpose

NHS foundation trusts are required to self-certify whether or
not they have complied with the conditions of the NHS
provider licence (which itself includes requirements to comply
with the National Health Service Act 2006, the Health and
Social Care Act 2008, the Health Act 2009, and the Health
and Social Care Act 2012, and have regard to the NHS
Constitution), have the required resources available if
providing commissioner requested services, and have
complied with governance requirements.
Providers need to self-certify the following after the financial
year end
•
•
•

The provider has taken all precautions necessary to
comply with the licence, NHS Acts and NHS
Constitution (Condition G6(3))
The provider has complied with required governance
arrangements (Condition FT4(8))
If providing commissioner requested services, the
provider has a reasonable expectation that required
resources will be available to deliver the designated
service (Condition CoS7(3)

In order to do this, the Trust has elected to use the self
certification templates (attached) as provided by NHS
Improvement. Condition CoS7 does not apply as this Trust
does not provide any designated Commissioner Requested
Services.
Boards must sign off on self-certification.

Previously considered at

N/A

Related Trust Objective/
Intentions

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

Which CQC domains are
supported by this report?

Responsive
Well-led

Which BAF risks are
addressed in this report?

BAF 1 - Failure to implement and maintain sound systems of
Corporate Governance

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

N/A

N/A

Explanation of any
acronyms in the report

N/A

Next steps

N/A

Recommendations

The Board is asked to approve the certificates as attached.

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

Self-Certification Template - Conditions G6 and CoS7
Bridgewater Community Healthcare NHS Foundation Trust

Insert name of organisation

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:
Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
These self-certifications are set out in this template.
How to use this template
1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

Worksheet "G6 & CoS7"

Financial Year to which self-certification relates

2020 - 21

Please complete the
explanatory information in cell

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider
licence
The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another
option). Explanatory information should be provided where required.

1&2

General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)

1

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee
are satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the
NHS Acts and have had regard to the NHS Constitution.

3

Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will
have the Required Resources available to it after taking account distributions which might reasonably be
expected to be declared or paid for the period of 12 months referred to in this certificate.

Confirmed

OK

EITHER:
Confirmed

Please fill details in cell E22

OR

3b

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is
explained below, that the Licensee will have the Required Resources available to it after taking into account in
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid
for the period of 12 months referred to in this certificate. However, they would like to draw attention to the
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services.

Please Respond

OR

3c

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to
it for the period of 12 months referred to in this certificate.
Statement of main factors taken into account in making the above declaration
In making the above declaration, the main factors which have been taken into account by the Board of
Directors are as follows:
Clean unmodified Audit Opinion and clean VFM opinion 2020/21
Board committees
Trust continuous improvement plan in place
Internal audit plan agreed for 21/22
participating in Moving to Good programme / Leader in Me
CQC Well led programme
Governance Structure
Declarations of Interests

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Karen Bliss
Capacity Chair
Date

Signature

Name Colin Scales
Capacity Chief Executive Officer
Date

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

Please Respond

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

Self-Certification Template - Condition FT4
Bridgewater Community Healthcare NHS Foundation Trust

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:
Corporate Governance Statement - in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)
Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)
These self-certifications are set out in this template.

How to use this template
1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

Insert name of
organisation

Worksheet "FT4 declaration"

Please Respond

Financial Year to which self-certification relates

Corporate Governance Statement (FTs and NHS trusts)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement

Response

Risks and Mitigating actions

1

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate Confirmed
governance which reasonably would be regarded as appropriate for a supplier of health care services to the
NHS.

No material risks identified.
Assurance include the Annual Report (declaration of compliance with the Code of Governance) and systems
and controls assurances are obtained via the Audit Committee as described in the Annual Governance
Statement (AGS) 2020/21.
#REF!
The Head of Internal Audit Opinion for 2020/21 stated an overall opinion of 'Substantial Assurance, can be given
that there is an adequate system of internal control....'
Effectiveness review of Board Committees are also undertaken.

2

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

No material risks identified
Key documents are highlighted/circulated to the Board through the Trust Secretary.
Legislative and regulatory changes are diseeminated through membership of the NW FT Company Secretary
Network and NHS Providers Complany Secretary Network.
The Board reviews/discusses key guidance at Board meetings and/or Board Development sessions.

3

4

Confirmed

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

Confirmed

The Board is satisfied that the Licensee has established and effectively implements systems and/or
processes:

Confirmed

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board
and statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

5

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include
but not be restricted to systems and/or processes to ensure:

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the
Board, reporting to the Board and within the rest of the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the conditions of its NHS provider licence.

#REF!

No material risks identified
There are a range of systems/and or processes in place which evidence the Trust's ongpoing compliance with
the requirement. These include: Trust Board Meetings, presentation of the Integrated Quality Performance
Report to each Board meeting which covers Quality, Finance,Performance and People presented to the Board.
The Trust's Board Assurance Framework is reviewed at each Board and Committee of the Board. The External
and Internal Audit Annnual opinion and Audit Annual Plan are approved by the Audit Committee.

#REF!

Confirmed

No material risks identified
Non-Executive and Executive Directors during 2020 - 21all received a robust performance and appraisal review.
This included the Board members who have clinical, medical, financial, operational, and HR expertise. The
Board includes clinical non-executive directors, a Medical Director and Chief Nurse who are accountable for
assurance of and delivery of the quality agenda. Quality metrics are scrutinised at the Health and Safety
Committee and assurance provided to the Board via the Chair's report. The Quality dashboard is reviewed at a
number of levels before being presented for assurance to the sub-committee of the Board.
Robust arrangements are in place for staff, patients and members of the public to raise concerns in relation to
the quality of care including Freedom to Speak up Guardian, PALS and Complaints. There are Friends and
Family Test systems in place and the Trust has an active Council of Governors with a keen focus on quality of #REF!
care.
There is clear accountability for quality of care throughout the Trust allowing for appropriate escalation to the
Board. Indpendant external Well led review conducted. Ongoing Board development facilitated by GGI and
NHS Providers.

Confirmed

The Board is satisfied. During 2020-21 the Board of Non-Executive and Executive Directors were sufficient in
number and appropritely qualified. The Executive Directors are all substantive appointments and have a range #REF!
of skills, knowledge and experience. Non-Executive Directors and the Chair also have a variety of skills,
knowledge and experience and are from a range of backgrounds, including operational, financial and clinical

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the
quality of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality
of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted
to systems and/or processes for escalating and resolving quality issues including escalating them to the
Board where appropriate.

6

No material risks identified
Committees are established with clear lines of reporting. Board approved Terms of Reference are in place
clearly describing the Committee responsibilities, memberships and reporting arrangements. Along with the
Committee Cycles of Business, the Terms of reference are updated annually to reflect the changing needs of
the organisation.
There are a wide rannge of additional controls in place including an approved Scheme of Delegation, Standing
Financial Instructions, Board member appraisal process and agreed Executive portfolios.

#REF!

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Karen Bliss - Chair

Signature

Name Colin Scales - CEO

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.
A

Please Respond

Worksheet "Training of governors"

Financial Year to which self-certification relates

2020/21

Please Respond

Certification on training of governors (FTs only)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements. Explanatory information should be provided where required.

Training of Governors
1

The Board is satisfied that during the financial year most recently ended the Licensee has provided the necessary training to its
Governors, as required in s151(5) of the Health and Social Care Act, to ensure they are equipped with the skills and knowledge
they need to undertake their role.

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Karen Bliss
Capacity Chair
Date

Signature

Name Colin Scales
Capacity Chief Executive Officer
Date

Confirmed

OK

Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act
A
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1. Introduction
1.

This document provides guidance on the annual self-certification that NHS
trusts and foundation trusts (‘NHS providers’) must complete under the NHS
provider licence.

2.

The annual self-certification provides assurance that NHS providers are
compliant with the conditions of their NHS provider licence. Compliance with
the licence is routinely monitored through the Single Oversight Framework
but, on an annual basis, the licence requires NHS providers to self-certify as
to whether they have:
a.

effective systems to ensure compliance with the conditions of the NHS
provider licence, NHS legislation and the duty to have regard to the NHS
Constitution (condition G6);

b.

complied with governance arrangements (condition FT4); and

c.

for NHS foundation trusts only, the required resources available if
providing commissioner requested services (CRS) (condition CoS7).

3.

Although NHS trusts do not need to hold a provider licence, directions from
the Secretary of State require NHS Improvement to ensure that NHS trusts
comply with conditions equivalent to those in the licence as it deems
appropriate.

4.

NHS trusts are therefore legally subject to the equivalent of certain provider
licence conditions (including conditions G6 and FT4) and must self-certify
under these licence conditions. The CoS conditions do not apply to NHS
trusts, so they are not required to self-certify under the CoS7 condition.

5.

A template is provided to assist with recording of the self-certifications. Should
you be audited by NHS Improvement this can be a useful tool to quickly
illustrate compliance with some of the process. It is not mandatory to complete
and is provided for record keeping purposes only. Please do not return to NHS
Improvement unless specifically requested to do so.
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2. What is required?
6.

NHS providers need to self-certify the following conditions after the financial
year end:

NHS provider licence conditions
Condition G6(3)

The provider has taken all
precautions to comply with the
licence, NHS acts and NHS
Constitution.

By 31 May

Condition G6(4)

Publication of condition G6(3) selfcertification.

By 30 June

Condition FT4(8)

The provider has complied with
required governance arrangements.

By 30 June

Condition CoS7(3)

The provider has a reasonable
expectation that required resources
will be available to deliver the
designated services for the 12
months from the date of the
statement. This only applies to
foundation trusts that are providers
of CRS.

By 31 May

7.

It is up to the provider how they undertake their self-certification process.
However, any process should ensure that the provider’s board understands
clearly whether or not the provider can confirm compliance.

8.

Detailed guidance on the requirements of each of these conditions can be
found in Section 4 of this document. In Section 6, you will find links to
resources including self-certification and templates that boards may use to
record their self-certification if they find them helpful.
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3. NHS provider licence
conditions
Condition G6
9.

Condition G6(2) requires NHS providers to have processes and systems that:
a. identify risks to compliance with the licence, NHS acts and the NHS
Constitution
b. guard against those risks occurring.

10. Providers must complete a self-certification after reviewing whether their
processes and systems were implemented in the previous financial year and
were effective (condition G6(3)).
11. Providers must publish their self-certification by 30 June (condition G6(4)).

Guidance on using the template
•
•

Providers should choose ‘confirmed’ or ‘not confirmed’ as appropriate.
Providers choosing ‘not confirmed’ should explain why in the free text box
provided.

Condition FT4
12. Condition FT4 is about systems and processes for good governance. NHS
providers must make a corporate governance statement under condition
FT4(8) as to current and future compliance with condition FT4.
13. Before making the statement, providers should review whether their
governance systems and processes enable them to achieve compliance with
condition FT4. There is no set approach, but we expect any compliant
approach to involve a review of the effectiveness of board and committee
structures, reporting lines and performance and risk management systems.
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14. NHS providers can find further information on governance by referring to:
a. the well-led framework for governance reviews (last updated June 2017)
b. the NHS foundation trust code of governance (July 2014)
c.

Single Oversight Framework (last updated November 2017)

d. contacting their NHS Improvement regional regulation lead.

Guidance on using the template
•

Providers should select ‘confirmed’ or ‘not confirmed’ for each certification
as appropriate and set out relevant risks and mitigating actions in each
case.

•

Providers choosing ‘not confirmed’ for any certification should explain why
in the free text box provided.

Condition CoS7 (only NHS foundation trusts that have
CRS designated services)
15. Only NHS foundation trusts designated as providing CRS must self-certify
under condition CoS7(3).

What is commissioner requested service designation?
16. A CRS designation is not simply a standard contract with a commissioner to
provide services. CRS are services commissioners consider should continue
to be provided locally even if the provider is at risk of failing financially and, as
such, are subject to closer regulation by NHS Improvement. Providers can be
designated as providing CRS because:

•
•
•

there is no alternative provider close enough
removing the services would increase health inequalities
removing the services would make other related services unviable.

17. For more detailed guidance, refer to the designation framework: defining CRS
and location specific services (28 March 2013).
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How do I know if my foundation trust is a CRS provider
18. NHS foundation trusts authorised before 1 April 2016 will have been
specifically notified by their commissioner if they have been designated a CRS
provider. They do not need to complete the CoS7 certification if they have not
been notified.
19. Foundation trusts authorised on or after 1 April 2016 are automatically CRS
designated for all services for 12 months from the date of authorisation.
During this period, they must complete the CoS7 certification. After 12
months, unless they receive a specific designation from a commissioner, they
are not designated a CRS provider and the CoS7 certification is not required.

Guidance on using the template
•

The template requires CRS-designated NHS foundation trusts to select
‘confirmed’ for one of three statements about the availability of resources
required to provide commissioner designated services:
a. the required resources will be available for 12 months from the date of
the statement;
b. the required resources will be available over the next 12 months, but
specific factors may cast may doubt on this; or
c.

the required resources will not be available over the next 12 months.

•

Required resources include: management resources, financial resources
and facilities, personnel, physical and relevant asset guidance.

•

Only one statement should be confirmed (and providers do not need to
state the other two are not confirmed). Providers should explain the
reasons for the chosen statement in the free text box provided (condition
CoS7(4)).
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4. Other self-certifications
Training of governors (NHS foundation trusts only)
20. NHS foundations trusts must review whether their governors have received
enough training and guidance to carry out their roles. It is up to providers how
they do this (but see Monitor’s guide for governors for guidance).

Guidance on using the template
•

Providers should choose ‘confirmed’ or ‘not confirmed’ as appropriate for
the certification.

•

Providers choosing ‘not confirmed’ should explain why in the free text box
provided.

5. Useful resources
21. This guidance is necessarily high level and should be read alongside:
a. the templates
b. NHS provider licence (last updated February 2013)
c.

the designation framework: defining CRS and location specific services (last
updated March 2013)

d. the well-led framework for governance reviews (last updated June 2017)
e. the NHS foundation trust code of governance (July 2014)
f.

Single Oversight Framework (last updated November 2017).

22. If you have any questions not addressed in this guidance or any of the additional
documents referred to, please contact your regional lead.
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6. Deadlines
Boards must sign off on self-certification not later
than:
•
•
•

Condition G6: 31 May – must be published no later than by 30 June.
Condition CoS7: 31 May
Condition FT4: 30 June.

7. Audit
23. Please do not return the completed self-certifications or templates to NHS
Improvement unless requested to do so.
24. NHS Improvement will retain the option each year of contacting a select
number of NHS trusts and foundation trusts to ask for evidence that they have
self-certified, either by providing the completed or relevant board minutes and
papers recording sign-off.
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