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Part 1- Statement on Quality by Chief Executive

The year 2020/21 was one of significant and unprecedented challer &
for the NHS and one which forced all of us to do things in new and =

different ways. 4

2 K RARY QG OKIFIy3IS K2sSOSNI gl &4 o rUlﬂ'Y)\avéy
high-quality patient care and the protection of our staff and patients.

Our Quality Report for the year highlights how we responded to the many challenges posed
by the pandemic.

Protecting ou frontline has been at the forefront of our approach throughout. Ensuring our
staff had access to the equipment they needed to protect themselves and their patients has
been of paramount importance.

As an organisation we have delivered more than 4 miiiems of personal protective
equipment during the past 12 montlgsincluding masks, gloves, gowns, visors and scrubs.

Ly fAYS 6AGK (GKS D2 @uididéens piustiimosieo@ krdining dRA & 0 | y C
to a virtual platform which gave our clinicis easy access to the correct and safe

procedures they needed to follow when treating patients whilst adhering to Government

guidance on the safe and proper use of personal protective equipment.

Stringent infection prevention and control measures wereadticed at our health centres

as were social distancing measures to manage the safe flow of patients through our services
and advice regarding the need to adhere to all Government restrictions was clearly and
prominently displayed.

Our Internet site contaied up to date information and advice and regular messages via
Facebook and Twitter were sent out to support people in adhering to the latest Government
guidance.

As a Trust we providstibcontractl56 health services in the boroughs of Halton,
Warrington arl Oldham and specialist community dental services across Cheshire &
Merseyside and Greater Manchester.

Our continued drive and focus on qualage O LJG dzZNBR Ay 2dzNJ GAAA2Y AV
C2NBY24ailé

Sharing lessons learned during this period has beenimigipporting our commitment to
supporting a culture of continuous improvements. As things moved at speed, we were
required to change our approaches on a number of occasions.

Whilst the Care Quality CommissiQitQC stopped its programme of regulatory
inspections during the pandemic, NHS staff continued to meet with them virtually.
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To support organisations in their work they produced an emergency support framework. |
am delighted to report that from the evidence we submitted the CQC were assured we were
meeting all requirements for our registration and there were no regulatory enforcements or
requirement notices issued.

Whilst our frontline community teams continued to deliver care to their patients in their
homes, many supporting by their colleagues wiere redeployed, a number of our
services shifted their work eline.

Remote consultations, videos supporting rehabilitation and support packages were
developed and accessed by many hundreds of our patients and their families/carers. Whilst
our commitmentto the provision ofaceto-facecare remains undiminished, it was

important we continued to provide the support many in our communities depend upon.

We were hugely reassured when these individuals were asked about their experience of
remote consultationgnany were extremely positive and said they were grateful to be seen
during the pandemic in the safety and comfort of their own homes.

Our Board has continued throughout this period to receive regular reports from all parts of
the organisation and assurant®at the systems/ processes and procedures that underpin
our work are robust and fit for purpose.

Our patient story at our virtual Board meetinggmainsa regular feature. The stories are a
compelling way of illustrating to our Executive amah-executive Directors about our
patients experiences of using our services.

Sharing the learning from these experiences has been key and every week our quality teams
meet to monitor any issues/concerns and highlight areas of good practice.

Trainingthroughout this period has been key as we have adapted to the new ways of
working. Our colleagues in Medicines Management have provided virtual training session to
services on handling and record keeping of controlled drugs and the use of patient group
directives.

These two things alone have allowed our clinicians to safely and appropriately administer
drugs inLJI O A Koies.200r work in supporting patients at the end of life has been greatly
enhanced by these measures.

| have been overwhelmed and humblbyg the response of our staff throughout this time.
Never more so in their support of the Oxford Astra/Zeneca vaccine trial. A significant
number also participated in a Public Health England study seeking to identify asymptomatic
healthcare workers. Thisial has now become part of the mainstream Ceifitesting
programme.
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Last but not least | pay tribute to the many members of staff who supported the staff
vaccination programme at the start of 2020.

A total of 295%accinaton doses have been deliveredainst this lifethreatening virus

which was an 89.5% uptake from our stafisk tribute to the hard work dedication and
commitment of staff across the organisation that we were able to safely deliver this hugely
ambitious and lifesaving programme o#ork.

The vaccine provides us all with protection against a virus that has had a significant impact
upon all our work in the past 12 months and will continue to do so for many years to come. |
am reassured as | hope you will be, that despite the manyeriges faced, our

commitment to quality remains undiminished as does our continued focus on the safe and
effective delivery of patient care in the communities we serve.

Chief Executive

Colin Scales
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Part 2- Priorities for Improvement and Statements of Assurance from the
Board

Priorities for Improvement in 2Q1/22

Patients are at the heart of everything we do at Bridgewater Commuregithcare NHS
FoundationTrust,and this is detailed in our Quality and Place Straté€yyr priorities for

2021/22 relate to those local areas where we provide services, in line witliPtheeelement

of our strategyand areas where we wish twontinue ourQuality improvement work.The

Trust wishes to further its work arounchproving patient outcomes biynproving medication
incidents around the prescribing and administration of insulmprove the reporting of
catheterassociated UTI (CAUTI) in the community and developnamunity accreditation
scheme

Quialty priorities for the year 20222 include:

As part of our Quality and Place strategy our approach to quahtyerpinsour qualty
improvement plan and for 20222 the Trust wants to furthermprove anddevelop:

Reducing harnto our patientsby improvinginsulin medicine management. The Trust has
already undertakemman aggregated review during Q4 of 2021 and the results and
recommendations will be monitored during 2022 in order to demonstrate an
improvement inmsulin incidents.

Develop a process for increasing the number of repodatheter associatet Tl (CAUTI) in

the community As part of theHealth and Social Care Act 2008 Code of Practice on the
prevention and control of infections and related guidantes important to eassure prompt
identification of people who have or are at risk of developing an infection so that they
receive timely and appropriate treatmefriom their General Practitioner. As someaafr
patientsin the community have an indwelling catheter, this can potentially increase the risk
of developing an infection.

Begin to scope thealelopmenta community accreditation schenme map and cover the
breadth of,the Care Quality Commissioris { /) &saessment framework and also
benchmarkagainst other community providers who are also members of an accreditation
scheme.

Our quality plan on a page covers areas such as patient safety, céffeciveness and
patient experience. One of the strategic ambitions is to deliver high quality, safe and effective
care which meets both the individual and community needs.

8| Page
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST



In the table below the implications on workforce and finance are displayed.

Reducing harm to
our patients by
improving insulin
medicine
management

I tFAYa

Develop a process fq
increasing the
number of reported
catheter associated
UTI (CAUTI) in the
community

¢CNI AYAYS

{GFFTF 02404
GNF Ay Ay 3

Begin to scope the
development a
community
accreditation scheme

9y Al 3ASYSyi
adl¥¥F

% A U K| Costs forjoining an

accreditation scheme

Review of progresagainst the 2@0/ 21 Priorities for Improvement

A wSR

dzOA y 3

LIN

During 2@0/21the Harm Free Care: Pressure Ulcer Gr
continues to lead on work to reduce pressure ul
incidence and improve safetglinical effectiveness an
experience for patients who may be at risk of / hg
pressure ulcers. The progress with tipeessure ulcer
improvement plan continuesand has most notably
achieved a 76% reduction itE3S reportablepressure
ulcer incidents, (target 20% reduction) by the end
Quarter 4 2020/21 compared to Quarter 1.

During the COVID pandemic there were many
extraneous factors that impacted on the health and
wellbeing of the population within our boroughs. The
Trust was in businesontinuity to manage COVID
relatedactivity and there wergeductions in staffiue to
shielding or having to isolate as per government
guidelines andhere wasanincreasein the acuity and
dependencyof our patients however,these appeared td
have no spcific adverse impact on patient care or
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outcomes. Th@ressure ulcetmprovement plan is
monitored externally by Commissionerstheir Clinical
Qualityand Performance Group (CQPG) meetings ang
hasalsobeenshared bythe Commissioners with NHSE

A Driving up quality using

quality improvement
methodology to enable
greater learning  anc

engagement to underpir
our previous work or
Sepsis and NEWS 2 r
out. This will also impac
on the work around Gran
Negative infections wher
most cases occur in th
community amongst olde
people who form the
largest users of adul
services.

Within 220/21 the trust hasestablished a
Sepsis/INEWS2 advocate netwofkere has been
significant progress with this piece of work including tk
following.

Ourteans haveevidenced through a re audit
improvements ircompliance against the standards set
out within the Electronic Staff Record (Community
Nursing Care Group) Standard Operating Procedure.
Compliance across all standards was 100%. This pro
assurance that th Holistic assessments are being
completed within the serviceCompletion of the new
Holistic Assessment Standard Operating Proceduree
procedure has now been completed

Plans to complete the ESR NEWS2 training complian
reporting process was restardeduring the business
recovery periodTheTrust have now purchasedllicense
to enable the NEWS2 training to be hostedaum
HectronicSaff Record (ESRYndalign the correct
competencies on ESR to allow future reporting of
training compliance

Developing &Bridgewater
engagement strategy a
active engagement an
participation further
supports ourplacebased
services and patien
satisfaction as well &
increasing participation i
service redesign.

During 2020/2Jan engagement strategy was develope|
and supported by aimplementation plan which is
monitored by the Trusts engagement group. This groy
includes stakeholders, statind public governors. The
implementation plan will deliver the strategy ovetvao-
yearperiod. The strategy covers:

1 acting on patient feedback

1 shared decision making

1 developing different methods of gaining patien

feedback
1 To review Duty of Candour

10| Page

BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST



1 To gain feedback on complaint handling and th
patient experience

1 To develop a mechanism for sharing lessons
learned fromcomplaints.

1 To enhance the digital offer for patient feedbac

1 To be inclusive to all services including learnin
disabilities

1 Develop service users to participate in
recruitment processes fataff.

The priorities will be monitored through the Tr@&governance infrastructure. Information is
gathered by triangulating data and quality reports which are discussed, challenged and
monitored at monthly Quality and Safetysubgroups the Directorate team meetings,
Operational Performance meetings, and finally scrutinised at the Quality and Sadanhcil

and assurance given to the Quality & Safégmmittee that reports to the Board.

To give asurance tathe Trust Board the Committemonitors performance on a bmonthly

basis by receiving regular reports on all quality and operational issues. This enables the Trust
to demonstrate its commitment to encouraging a culture of continuous improvement and
accountability to patients, the community, éhcommissioners of its services and other key
stakeholders.

Statements of Assurance from the Board

During 2020/21 the Bridgewater Community Healthcare NHS Foundation Trust provided
and/or subcontracted 124 relevant health services.

Bridgewater Commuty Healthcare NHS Foundation Trust has reviewed all the data
available to them on the quality of care in 100% of these relevant health services.

The income generated by the relevant health services reviewed in 2020/21 represents 95%
of the total income generated from the provision of relevant health services by the
Bridgewater Community Healthcare NHS Foundation Trust for 2020/21.
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Clinical Audit

Participation in Clinical Audits

During 2020/21 four national clinical audits covered relevant health services that Bridgewater
Community Healthcare NHS Foundation Trust provides.

During that period Bridgewater Community Healthcare NHS Foundation Trust participated in
100% of the nationleclinical audits which it was eligible to participate in.

The national clinical audits and that Bridgewater Community Healthcare NHS Foundation
Trust was eligible to participate in during 2020/21 are as follows:

U National Diabetes AuditAdults (foot cae)

U Falls and Fragility Programme (FFFARtional Audit of Inpatient Care

U UK Parkinson's Audit

U Learning Disability Mortality Review Programme (LeDeR)

The national clinical audits that Bridgewater Community Healthcare NHS Foundation Trust
participated n, and for which data collection was completed during 2020/21, are listed below
alongside the number of cases submitted to each audit or enquiry as a percentage of the
number of registered cases required by the terms of that audit or enquiry.

National Diabetes Audi#Adults (foot care) 100%

Falls and Fragility Programme (FFFARtional | n/a - there were no patients that met
Audit of Inpatient Care the audit criteria in the time period of
the audit. However,we did participate
in the facilities audit during this year.

UK Parkinson's Audit n/a - UK Parkinson's have postponed
the next round of the audit to 2022
and dedicated this year to supporting
services in quality improvement. We
will submit quality improvement plan
in 2021/22 deadline set by UK
tFNJAyazyQa Aa on

Learning Disability Mortality Review Programi n/a
(LeDeR)
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The reports of one national clinical audit were reviewed by the provider in 2020/21 and
Bridgewater Community Healthcare NHS Foundation Trust intends to take the following
actions to improve the quality of healthcare provided.

Although we did not have patients that met the criteria for the audit, the
recommendations within the report were useful for us to use as learning and develoy
action plan if deemed approgaie.

The main action we addressed was to develop an updated falls protocol/assessmen

The reports of 6 local clinical audits were reviewed by the provider in 2020/21 and
Bridgewater Community Healthcare NHS Foundation Trust intends t@taikes to improve

the quality of healthcare providegplease see Clinical Effectiveness section of this report for
further detail.

Participation in Clinical Research

The number of Trust staff and patients receiving relevant health services provided or
subcontracted by Bridgewater Community Healthcare NHS Foundation Trust in 2020/21 that
were recruited during that period to participate in research approved by a research ethics
committee was 463.

Goals agreed with CommissionertJse of the CQUIN Payment Framework

A proportion of Bridgewater Community Healthcare NHS Foundation Trust income in 2020/21
was not conditional on achieving quality improvement and innovation goals agreed between
Bridgewaer Community Healthcare NHS Foundation Trust and any person or body they
entered into a contract, agreement or arrangement with for the provision of relevant health
services, through the Commissioning for Quality and Innovation payment framework. The
CQUINorogram was suspended for 2020/21 due to the pandemic

For further details regarding the agreed goals for 2020/21 please see the CQUIN section and
for the following 12-month period the information is available electronically at:
www.bridgewater.nhs.uk/aboutus/foi/cquin/

Bridgewater is currently reporting a monetary total income of £451k however no quality
improvement schemes were implemented as part of the programme due to the pandemic,
the income has been recognised as funding was received automatically.
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http://www.bridgewater.nhs.uk/aboutus/foi/cquin/

The monetary total for the associated payment in 2019/20 was £517k.

Care Quality Commission (CQC)

Bridgewater Community Healthcare NHS Foundation Trust is required to register with the
CareQuality Commission (CQC) and its current registration status is full and unconditional
registration.

The Trust has undergone a comprehensive Wedl Inspection in September 2018. The
report was published on the 17 December 2018 and demonstrates a significant
improvement since the 2016 inspection with several service lines and domains this year
FOKAS@GAY 3 |y AYLINRIZS Ri 2NIGIKASY I S2AHE KAORAY AR €3 GSy
f SOSt > GKS @ KBS NE Nfza WSNRIAINGER NIYALINE S YSyY 0 @

A ¥ s A @~

{

A 9A3IKG O2NB aASNBAOSI2ARS AYaLJSOuSRZ &AE N
Ah¥ nn R2YFAya YSI adzaNBR I-ONEaa 0KS aSNIIAOS

on Fta 3I22R YR FTAOS +a NBI[dzZANBa AYLNROBSYS
A aARSGAFSNES 9YyR 2F [AFS YR /2YYdzyAdGe 5Syi

322 RO

AV Rdz G /2YYdzyAide |yR {SEdz tf | SNIfGGAKY FdS NIDA OS

A hoSNIdING RE a-SNNIANEEA8 R | &
The quality concerns from the CQC were:
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A Regllation 17 HSCA (RA) Regulations 201@ood Governancec in relation to
information management and triangulation

A Regulation 9 HSCA (RA) Regulati2$4 - Personcentred carec in relation to
OKAf RNByQa OFNB IyR NBIFGYSyi

A Regulation 16 HSCA (RA) RegulatR#ist- Receiving and action on complairgsn
NEBfFGA2y (2 OKAftRNByQa aSNBAOSaA

The areas of concern have naill been addressed by working through angorehensive
improvement plan

During the Pandemic the CQC stopped all of the regulatory inspections but continued to meet
with the Trust by holding regularelationship meetings with the Chief Nurse and Chief
Operating Officer and Deputies. Throughoutstipieriod the CQC produced and Emergency
Support Framework (ESF) for all providers of healthcare that covered the following domains:

Safe care and treatment

Staffing arrangements

Protection from abuse

Assurance processes, monitoring and rmeknagement

= =4 =4 A

The CQC also produced an ESF for Infection, Prevention and Cootagririo be assured
that providers were managing the COMID riskgo both patients and staff.

At the CQC relationship meetings the Trust had to provide evidencéhtbatvere meeting

all of the domains during the pandemithe CQC feedback was that they were assured that
the Trust was meeting all the requirements of our registration and there were no regulatory
enforcements or requirement notices issued to the Trust.

NHS Number and General Medical Practice Code Validity

Bridgewater Community Healthcare NHS Foundation Trust submitted records during 2020/21
to the Secondary Uses Service for inclusion in the Hospital Episode Statistics which are
included in the latespublished data.

¢KS LISNOSyGFr3asS 2F NBO2NRA Ay (GKS Llzf AaKSR
number was:

A 99.8% for outpatient care; and
A 99.4% for Walk in Centres and Urgent Care Centres
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The percentage of records in the published dat&k A OK Ay Of dzZRSR (G KS LI G A
Medical Practice Code was:

A 98.3% for outpatient care; and
A 98.9% for Walk in Centres and Urgent Care Centres

Information governance 20/21

The General Data Protection Regulation (GDPR), which since the Brexit transition is known

as the UK GDPR and the Data protection Act (DPA) 2018, both introduced in May 2018, are

now fully embeddednto the Trust. The regulation and the act ensure thatavasider data

protection and privacy issues upfront in everything we do. It ensures that we comply with
theUKD5t wQa | yR 5t! Qa Fdzy RFYSyidlf LINAYOALX Sa |
focus on our accountability.

Bridgewater underwent an onsite audité G KS LYy F2NXI 0A2Y [/ 2YYA&aA
February 20206 KS L/ h A& (0KS ! YQa AYRSLISYRSy(d NBIdzL |
in the public interest, promoting openness by public bodies and data privacy for indi‘liduals

The audit achievedchigh assurance for Data Breach Reporting and Governance and
Accountability. Despite the high assurance the Trust is always keen to improve, an action plan

has been put in place where the ICO made recommendations.

UK GDPR requires organisations to reé@my serious data breaches within 72 hours to the
(ICO). The trust has not had any serious data breaches in 20/21.

bl { S5A3IAGFEQE 6bl {50 YIFIYyRIFIG2NE 5FaGlF tNRGSOI
assessment tool and provides an overall measurthefdata quality systems, data security
standards and processes within the Trust. The CGMDpandemic has meant extending

deadlines for submission of the DSPT.

The Trust 20/21 submission has been delayed until June 2021 (it is normally submitted at
end of March). The Trust failed to meet one of the requirements and will show on the NHSD
Website that the Trust did not fully meet the standards. This was for Assertion Gé&tl

least 95% of all staff complete their annual Data Security Awarenassng between 1st

April 2020 and March 2021dhe Trust achieved a compliance rate of 93%, which is an
increase of 2% on the previous year and has submitted an improvement plan to NHSD. The
2% increase is an excellent achievement, within the currénason.

The DSPT is a sasessment tool and because of this, there is a mandated requirement to

dzy RSNH2 | NAI2NRdza AYGSNYIf | dzRJasbessedscéddst A RI U
This would usually have been undertaken late 202&xly 2021 but because the DSPT
submission has been delayed until June 2021, Mersey Internal Audit Agency (MIAA)
conducted an interim audit and completed a progress report in March 2021; the interim

report identified some gaps in evidence, which will ber@ssed prior to the DSPT submission

in June 2021. However, until the full audit is undertaken in May/June the Trust will not know
GKS 2dzi02YS 2F GKS | dzRAGO® LY HAaMdKkHAHAN (KS
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Clinical Coding Error Rate Validity

Bridgewater Community Healthcare NHS Foundation Trust was not subject to the Payment
by Results clinical coding audit during 2020/21 by NHS Improvement.

Statement on Relevance of Data Quality and ydArtions to Improve your Data Quality
Validity

Bridgewater Community Healthcare NHS Foundation Trust will be taking the following action
to improve data quality.

The Trust recognises the need to ensure that all Trust and clinical decisions are based on
sound data and has a number of controls in place to support the process of ensuring high
quality data.

The Trust uses MIAA to audit performance and performance management processes. The
overall objective of the audits is to provide assurance that the Trastan effective process
controlled system for performance reporting and ensure that mitigating plans are in place to
achieve maximum performance and support patient quality.

The Trust has continued to be proactive in improving data quality by providing:

A system training (and refresher training available on request) sessions for
assistance with system use for da&ording.

A activity and data quality are standing items on clinical team meetgendas.

A seltserve data quality reports using Qlik Semssb-basedplatform.

Number of Deaths

During 1%t April 2020 to 3% March 2021,1569, of Trust patients died. This comprised the
following number of deaths which occurred in each quarter of that reporting period:
500in the firstquarter.

266in the secondjuarter.

398in the thirdquarter.

405in the fourth quarter.

By 3F March 2021, 7%ase record reviews/investigations have been carried out in relation
to 15690f the deaths included in item 27.1. The number of deaths in each quarter fichwh
a case record review or an investigation was carried out was:

16in the firstquarter.

25in the secondyjuarter.

22in the thirdquarter.

24in the fourth quarter.
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1 (percentage 0.06%) @6690f the patient deaths during the reporting period are judige
be more likely than not to have been due to problems in the care provided to the patient.

These numbers have been estimated using the Case record reviews, which is based on the
Structured Judgement Reviews (SJRs) for improvement by Royal ColRigeswians V1.3
June 2018.

The benefits of utilising this type of methodology are that it provides a structured and
replicable process to reviewing deaths across the Trust. This method examines not only
intervention but also looks at the holistic carevigg a rich data set of information.

27.4There was no specific learning reported, as there were no deaths during this reporting
period judged to be more likely than not to have been due to problems in the care provided
to the patient. However, some tmees have been identified as learning areas for the Trust,
including communication with partner agencies and documentation/record keeping.

There were no case record reviews or investigations completed afféMatch 2020,
which related to deaths which tik place before the start of this reporting period.

Reporting against Core Indicators

In accordance with NHS England requirements Bridgewater Community Healthcare NHS
Foundation Trust is able to provide data related to the following éodécators using data
made available by the Health and Social Care Information Centre (HSCIC).

If a friend or relativel 67% 72.1% | 68.2% | 78.2% | 79.7% | 86.8% | 58.3%
needed treatment |
would be happy
with the standard of
care provided by
the organisation
(Q21d NHS Staff
Survey)

% of staff that 45% 54.8% 51.6% 60.2% 69.7% 76.2% 59.4%
would recommend
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the Trust as a place
to work.

(Q21c NHS Staff
Survey)

Bridgewater Community Healthcare NHS Foundation Trust considers that this data is as
described for the following reasons:

T

There has been continuous change in the health economy that has impacted on
staff. It is recognised that continuous financial challenge and chaagnational,
regional and local levels can affect staff morale and their perceptions of the
organisation and the NHS as a whole. Work has beegoamy during 2020 to try to
improve this. 2020 is showingn increase of 8.6% with regards to our staff
reconmending the Trust as a place of work. Furthermore, there has been a 10%
increase in staff recommending the Trust as a place to receive treatment. Whilst both
these responses have shown an increase the Trust remains below the national average
of response ates for Community Trusts.

Bridgewater Community Healthcare NHS Foundation Trust intends to take the following
actions to improve these scores, and so the quality of its services by:

T

PGAEAAGAY T 2dzNJ {GFFF 9y 3t 3SY SSiaf EngaedmantIi 2 v &
Lead to further understand and address the reasons why staff would not recommend

the Trust as a place to receive treatment or work.

Continuing to develop, implement and support various staff engagement initiatives

These include, but would not be limited to: updating the intranet gite¢ KS . NA R3S ¢
G¢CKS 1dz0ésx a& . NARISGIFGSNI ' LI oF@dFAfl ot S
wellbeing newsletter and Twitter messages, and our now well established staff health

and wellbeing month, monthly Executive Time to Talk sessions, Chief Executives Blog,
Team Brief, Trust Bulletin, Celebrating Our Staff, Annual Staff Awards. Running
frequent Saff Engagement Survey to ensure we remainto dateon how staff feel

about working within the organisation.

Producing bmonthly updates on Staff Engagement for the People Committee.

The introduction of the new NHS People Pulse survey will be introchsiedg staff if

they would recommend Bridgewater to their family and friends as a place of work and
receive treatment. The survey is anonymous and enables staff to add their
feedback/comments when responding. We will review these comments and further
expliNE (0KSaS gAGK &adGFTFF QAL 2dzNJ Saidl of A&aKS
Engagement Group, People Committee, Health & Wellbeing Hub etc. The People Pulse
survey is un quarterly (excluding quarter 3 where this is replaced with the NHS Staff
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Survey) byan external provider and results for Trusts are published nationally. This
provides Bridgewater with 3 temperature checks per year to monitor progress and
consider staff feedback.

The
number
and, where
available,
rate of
patient
safety
incidents
reported
within the
Trust
during
2020/21,
and the
number
and
percentage
of such
patient
safety
incidents
that
resulted in
severe
harm or
death

The 3,999 3,986 4,676 4,811 6,505 5,402 4,887
number incidents | incidents | incidents | incidents | incidents [incidents |incidents
and, where| reported | reported | reported |reported | were were were
available, | of which | of which | of which [ of which | reported. [reported. [reported,
rate of 1321 1,293 1,217 1,176 2,819
patient (33%) (32%) (26%) (24%) (43%) 2,661 2,062
safety were were were were were incidents  |incidents
incidents | submitted | submitted | submitted | submitted | reported [(49%) were |(45%)
reported | to the to the to the to NRLS a{ to NRLS [reported to were
within the | NRLS as [ NRLS as | NRLS as | patient (as of NRLS (as ofreported
trust patient patient patient safety 07/04/19) [02/04/2020)to the
during safety safety safety incidents NRLS.
2019/20 incidents | incidents | incidents | (as of

(as of (as of 03/04/18).

6/4/16) 31/03/17)
The There There There There There There were [There
number were 24 | were 20 |were 16 |were 28 [ were 215 |incidents |were 2
and incidents | incidents | incidents | incidents | incidents [reported |patient
percentage| resulting | resulting | resulting | resulting | that that resultedsafety
of such in severe | in severe | in severe | in severe |resulted [nsevere |ncidents
patient harmor |harmor |harmor |harm or in severe harm / reported
safety death, 11 | death, death, 12 | death, 19 [ harm/ |death, that
incidents | of which | three of | of which [ of which | death. 853 of which [esulted
that met the | which met met the of which |met the in severe
resulted in | criteria met the | criteria criteria for | met the [criteria for ajnarm to
severe for a criteria for patient criteria  |patient patients.
harm or patient for a patient safety for a safety
death safety patient safety incident. | patient [incident.

incident | safety incident. safety
incident. incident.

Bridgewater Community Healthcare NHS Foundation Teossiders that this data is as
described for the following reasons, compared to 2019£20:

During 2020/21, 4,887 incidents were reportadd 2,062 4% of these had been submitted
to the National Reporting and Learning Servid®[S) as PatieBafety Incidents.

BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST
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There were 2 Patient Safety Incidents that were reported as resulting in severe harm or death.
These incidents related to harm caused by a patient fall and a delay in treatment being
provided to a patient, both cases were investigated &S NA 2 dzda AY OA RSy G a Ay f
arrangements for maaging serious incidents.

¢tKA&a A& I avyrftf NBRdAzZOGA2Y FNRY (GKS LINBOJA2dz
incidents that resulted in Major / Catastrophic harm. This was due to the cedirahanced

incident management processes which ensured that only incidents caused by the Trust were
classed as having Major / Catastrophic outcomes.

Compared ta2019/2020the volume of reported Patient Safety Incidents has decreased by
599 (11%). Factotkat affected the numbers of incidents being reported were that Health &
Justice Services were transferred to Greater Manchester Mental Health (GMMH) Trust and
services in St Helens were transferred to St Helens and Knowsley Hospitals NHS Trust.

The Trst continuedo encourage staff to report incidents in order to prevent recurrence of
incidents where possible and to promote opportunities to support staff learning and support
service improvement. The Trust has introduced a virtual training packagedmegahe

Reporting and Management of Incidents, which is designed to ensure that staff are aware of
GKS ¢NMzAGQa LINRPOSaasSa F2NJ wSLERNIAyYy3a FyR al yl
hold weekly Patient Safety & Serious Incident Review Paneishvelne also used as an
opportunity for interested staff to observe the processes of managing incidents.

The Trust considers that this data is as described for the following reasons, compared to
2019/2020:-

1 The volume of Patient Safety Incidents hasrdased, this has a correlation with the
GNI YyaFSNI 2F (GKS ¢NHz2adQa aSNBAOSA Ay | SIf
AYOARSyGa Sljdz SR (2 wmmrE:> (GKA& g6l a tSa
was attached to these services.

1 Although theoverall number of Patient Safety Incidents decreased, the ratio of No
Harm incidents (Near Miss, Insignificant outcomes) was 75% of the total number of
patient safety incidents reported. During the period 2019/2020, 60% of the reported
patient safety inaents resulted in near miss, insignificant outcomes. Due to the
higher proportion of incidents reported that did not cause any harm, this indicates
GKFG G0KS ¢NXzZdQa AYOARSY(d NBLRNIAY3I OdzZ (d

CI

QX

i The number of Serious Incidents froi1®/20 was 91. The top three cause groups
were pressure ulcers, slips, trips, and falls & medication errors.
i The Trust is providing virtual training regarding the reporting and management of

AYOARSYyGaz GKAA LINRPOSaa ¢ MdéntRegdadingtukwedzS o 2
by ensuring that there is increased knowledge of the processes for reporting and
management of incidents.
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The Bridgewater Community Healthcare NHS Foundation Trust has taken the following
actions to improve this data and indicagyrand so the quality of its services, by:

1 Continuing to hold weekly Borough / Service specific Patient Safety meetings, which
maintain anoverviewof all reported incidents in the Borough / Service. These review
meetings ensure that all incidents are reported and managed correctly depending on
the nature and severity of the incident and are chaired by the Director of Nursing
Services (or equivalenfyr the Borough / Service.

1 l'a LI NI 2F (GKS ¢NHzdQa O2YYIYR FyR O2yidN
reports were prepared fosilver and golccommand, regarding reported incidents,
risks, and Patient Experience.

1 Il G@ANIdzE £ ¢ G NIASLARYLIS RLINBYFNIAY GaNBER dBS R NB 3
FYR alylFr3SYSyid 2F LYOARSyla¢téod ¢KAaA A& RSa
arrangements for the reporting and management of all incidents. This virtual offer was
implemented in response to the Cadvi9 pandemic.

1 Maintaining support for incident investigators and managers, through regular peer
review. Review of investigations at the Patient Safety and Serious incident Review
Panel(s).

1 Ensuring that risk management processes are embedded, iopgeetional Boroughs

/ Services. This is achieved by ensuring that there is regular challenge of risks to allow
the Trust to be assured that risks are identified and are being managed to a
satisfactory standard.

1 Ensuring the routine scrutiny of incidents a daily, weekly, and monthly basis by the
Risk Team and Patient Safety Panels and ensuring the active involvement of senior
clinicians to increase data quality and accuracy.

1 Maintaining the production of daily, weekly, and monthly automated aggregate
reports regarding incidents to assist monitoring by managers and the Trust.
1 To ensure the robust management of all serious incidents, the Trust has maintained

NBE3IdzZ F NJ O2y dal Ol sAGK GKS €SIR // DX gKAOK
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Part Three

THANK YOU [/ R\ # TeamBridgewater




Part 3 ¢ Quality of Care in @Q20/21

Trust Quality Measures

In 2019/20 Bridgewater agreed the followiqguality Measures. They were chosen to reflect
patient safety, patient experience and clinical effectiveness, and to measure the quality of care
provided by a broad range of our services. Providing data on the same set of indicators over a
number of years émonstrates where the care we have provided has either improved or
declined.

The data for the Patient Safety Indicators are taken from the Ulysses Risk Management system.
This system provides a mechanism for staff to report incidents into the incident geament
system, using an online form; this allows incidents to be recorded and managed in a safe and
secure way.

Number of The
pressure 871 of overall
ulcers which (1 562 722 of 750 683 of | 41.26%| 39% 42% 38% | number
developed pressure incidents 760 of
whilst ulcer reported | incidents reported
patients . reported incidents
were under incidents increase
our care that were d due to
reported the
Pressure
ulcer
work
during
2020/
2021.
No. of The
serious 91 62 137 162 106 45 80 increase
untoward | the
incidents number
(SUls) of
serious
incidents
reported
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was
related
to

pressure
ulcer
incidents

Proportion
of incidents
with
outcome of
ab2z2 ||

53%

42%

51%

49%

53%

40%

45% | patient

Reported

safety
incidents
g A0K
I I NJIY ¢
(near
miss,
insignific
ant)
outcome
S
increase
d to 53%
of the
incidents
reported

CDI reported
as lapse in
care and
apportioned
to the Trust

For
further
informati
on

please
see HCAI
section.

MRSA
reported as
lapse in care
and
apportioned
to the Trust

For
further
informati
on
please
see HCAI
section.
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Total
number of
patient falls
(In Patient
facilitiesc
Padgate
House)

Percentage
of patient
facing staff
that have
been
vaccinated
against flu

128 falls &
Padgate
House.
Trust total
was 193.

93

100 falls
in total
for the
year
Trust
figure
229

1.8%

5%

6%

There

5% has been

an
increase
of 35
falls for
the year.

7%

70%

58.5%
60.1%
49.6%
55.8%
63.2%
59.8%

80.2%

49.3%

80.6%

65%
53%
49%
47%
36%
70%

86.5%

74.2%

78.5%

59%
51%
52%
47%
45%
52%

49%
50%
41%
38%
52%
46%

47%
53%

Borough
specific
informati
on was

60% | not
48%
45%

available
this year
and
Wigan
services
are no
longer
part of
Bridgewa
ter. 70%
of all
clinical
staff
working
for the
Trust
were
vaccinat
ed
against
flu this
year,
compare
d to 58%
last year.
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Percentage
of school age
children
immunised

Please

see
appendix
C

NB¢ This
indicator
has been
changed
as
Bridgewa
ter no
longer
delivers
the
preschoo
I
immunis
ation
program
me

Staff who
would
recommend
our services
to friends
and family

77%

79%

3.51

3.61

3.63

3.55 | minimu

The

m score
is 1 and
the
maximu
m score
is 5.

In
2018/19,
the
result
format in
relation
to the
Friends
and
Family
Test
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internall

y
changed.

The
results
for the
two
guestion
s are no
longer
combine
d

End of lifeg
Percentage
of patients
being cared
for in their
Preferred
Place of Care
(PPC)

During the
pandemic
this audit
was
suspendel
for
2020/21.

85%

N/A

64%

N/A

17%

89%

83%

N/A

98%

80%

98%

N/A

97%

78%

93%

97%

89%

82%

97%

87%

95%

Warringt
on have
demonst
rated an
increase
from
previous
years.

Wigan
services
transferr
ed to
alternati
ve
provider.

Halton
have
demonst
rated a
decrease
from
previous
years.

N/A for
St Heleng
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From
2018/19,
figures
from the
EOL
audit

were
used for
this
indicator
. The
guestion
in the
EOL
audit
asks
agl a
consider
ed or
evidence
din the
advance
d care
plan or
patient
NB O2 I
(as
opposed
G2 &
being
cared for
in
preferre
d place
2T Ol

Percentage
of patients
indicating
they had a
good overall
experience

99%

99%

99%

99%

99%

99%

For
further
informati
on
please
refer to
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patient
survey
and
Friends
and
Family
Test
results
sections
of this
account

No. of
complaints 92 104 92 94 88 91

Patient Experience

The Trust recognises that eliciting, measuring and acting upon patient feedback is a key driver
of quality and service improvementDuring this year the Trust set up the Bridgewater
Engagement Group (BEG), chaired by the Chief Nurse, which provides aridbe Trust wide,
strategic issues for patients and carers, ensuring their views are instrumental in influencing
service provision. The Trust has also approved an Engagement Strategy which is also monitored
by BEG.

The Trust uses a range of methods ¢els patient feedback including the use of patient stories,
Friends and Family Test and patient surveys using Patient Reported Experience Measures
(PREMS) and Patient Partners, as a way of involving the people who actually use the services.
All feedback iglosely monitored by the BEG with any lessons learned identified and cascaded
across the organisation.

Seeking patient feedback has been more important than ever due to the effects of the
pandemic. With the national lockdowns, servidisruption and the requirement to stay at
home, it is vital that we not only provide every opportunity for patients and carers to give
feedback but actively seek their views on the services they receive.

Complaints
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We welcome complaints as they are a nairto our services which shine a light to show where
improvements need to be made. We aim to learn from all complaints as part of improving our
LI GASYyG&aQ SBORYNE Fuhgidh@hss cénhnued throughout the pandemic
although, as expected, theumber of complaints received was greatly reduced.

During 2020/21 we received 29 complaints compared to 92 during the previouslyezse are
summarised on a Borough/Service basis below

Corporate 0 0 1 0 1
Dental 0 1 0 1 2
Halton 3 3 3 3 12
Oldham 0 1 1 0 2
St Helens 0 0 0 0 0
Warrington 1 7 0 4 12
Grand Total 4 12 5 8 29

The complaints were divided across a range of issttes themes are summarised in the table
below:

A02 Aids/appliances, Equipment, Premises (Inc Access) 1
A03 Appointment Delay/cancellatio@(tpatient9 1
AO07 Attitudeof Staff 6
A08 All Aspectsf Clinical Treatment 16
A09 Communication/information To Patieni&/(itten) 1
A12 Patients Priva@gnd Dignity 2
A17 Personal Records (Including Medarador Complaint) 1
A18 Failura@o Follow Agreed Procedures 1
Grand Total 29

Every complaint received is investigated to understand fully what has happened and to seek
out the lessons that can be learnedll lessons learned are discussed with the service leads
and cascaded via the Quality Newsletter.

An example of a lesson learned from a complaint:
1 Community Dental Service
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An urgent referral was received folyaung child with dental pain. However the referral
was not triaged in a timely way. As a result of the complaint a dedicated clinician is in
place each day to triage urgent referral to ensure that patients, such as this child, are
not left in pain any loger than absolutely necessary

Friends and Family Test Results

Bridgewater has developed a Talk to Us form to seek patient feedback. This includes the Friends
and Family Test (FFT) as well as a number of questions which aim to ascertain how people feel
about accessing Bridgewater services.

Although the FFT was suspid by NHS England in April 2020 due to the onset of the Covid 19
pandemic, the Trust continued to collect patient feedback.

The FFT is based on a simple questiomn @S NI f £ = K2g 61 & @2 dz2NJ SELISN
answers on a scale of very good &y poor.

A total of 887 people responded to the friends and family question and 97.4% indicated that
their overall experience of Bridgewater servigegspositive.

Halton 98.7% 1.1% 254
Oldham 89.5% 1.1% 98
St Helens 100% 0.0% 21
Warrington 98.3% 1.2% 346
Dental Services 96.1% 3.9% 51
Maternity Services Antenatal 100% 0.0% 90

Postnatal 100% 0.0% 27
Bridgewater Total 97.4% 1.2% 887

Patient ReportedExperience Measures (PREMS)

The Bridgewater Talk to Us form also asks further questions about patients and carers
experiences of Bridgewater services. The questions are based on how patients feel about the
care they receive at the key touch points withetlservices. A total of 898 responses were
received during the year and 99% indicated overall positive experience with their care and
treatment.

Overall Satisfaction re Care/treatment received

Patients are asked to rate their overall satisfaction with the service. The graph below shows
the results of patients who said the care/treatment they received was great or good.
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Careltreatment received
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The patient experience responses from the other key touch pointpegented in the table

below.

How do you feel about the length of time you waited to be seen?

| 98% | 93% | 100% | 96% | 94% | 97%
How do you feel about the way staff greeted you?

| 99% | 97% | 100% | 100% | 100% | 99%
How do you feel about the way staff listened to you?

| 99% | 98% | 100% | 99% | 100% | 99%

How do you feel about the information you were given (verbal or
written)?

| 99% | 97% | 100% | 99% | 100% | 99%

How do you feel about the privacy, dignity and respect shownytou?

| 99% | 100% | 100% | 100% | 100% | 99%
How do you feel about your involvement with your care?

| 99% | 97% | 100% | 99% | 100% | 99%
How do you feel about the overall experience of the care or treatment
received?

99% 95% 100% | 99% 100% 99%
Number of
responses 375 99 21 351 52 898
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Telephone Interviews

5dzNAYy 3 GKA& LISNA2RZ |4 Y2NB
l Y@ KSNBQ Of AyaAOaszx adal ¥7 S
form onthe Bridgewater website to provide feedback.

JZ)\C)S
y 02 dz

& m<
(j))

N

As the initial feedback uptake was low, a number of telephone interviews were carried out with
patients, across a number of services, who had used remote consultations. People were asked
about their experience®f remote consultations and the majority of responses were very
positive as people were grateful to be seen during the pandemic in the safety and comfort of
their own homes. This is something which will need to inform how the services will operate in
the future offering patient choice.

Patient Stories

A patient story is presented to the Board each morithis is a compelling way of illustrating
iKS LI GdASydQa SELISNASYOS IFyR SylofSa GKS . 2
people feel about usingur services.

Lessons learnt from each story are identified and action plans developed which are monitored
monthly to ensure that quality and service experience issues are being acted on and lessons
learnt across the whole Trust.

Due to the pandemic oglone story was presented to Trust Board in October 2020, details are
below:

Adult Speech & Language Therapy Service, Halton

¢KA& LI GASYd aid2NB A& Fo2dzi | RIFIdAKISNDa SEI
her find her voice.

The patient waseferred to Speech Therapy by her GP at the end of 2019 due to deterioration

Ay O02YYdzyAOF A2y FyR FT2N) SEOSaaAr@dsS &bt Adr Az
something she had to insist on doctors providing.

¢KS LI GASy(Qa astid ReBrinry RPOR2GaBdiadloc@rySiT identified that she had
problems swallowing and was assessed for this. The patient later had a communication
aaSaaySyid IyR ¢l a 3IABSY I ROAOS 2y | 1 S&NR
O2YYdzy A OF (A yLIQISA SWLECS a1y R S a | RGAASR G2 208
She was also referred for a Video fluoroscopy (video swallout this was cancelled due to

Covid.

¢CKS LI GASYydiQa RIdAKGISNI FANBRG aLkri1sS G2 GKS
assessment being cancelled. The Therapist liaised with the GP and phone reviews and advice

A

GSNBE IAPSY 20SN) GKS F2ft26Ay3 O02dzLX S 2F Y2y
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home. The patient was then referred to the ACE centre for a spedatisemunication aid
assessment and over summer received a communication aid. The patient is currently being
supported with her communication aid and building confidence with this. She is also being
given ongoing swallowing advice.

¢ KS LJ 0 A S yex@ainedRHatdit@K didSnhtl have much hope when they were first
NEFSNNBR RdzS G2 aKIFI@Ay3a 4SSy Yeé Ydzy 0SS RA
LINEFTSaaAr2ylfaéd 0STF2NBd | 26SOSNE &a4KS SELJX | A
Ly
I.

3
y &
their expectatiy & ' yR GKIF G daeé& Ydzy KFra | @2A0So |
O2YYdzyAOFGS F2NJ 8SINARZ y2¢ aKSUYa 3ILooAy3 &
GadzY YR L 6SNB Ay lo0oaz2ftdziS GSINA 2F 20SNBKS
in front of the ACE team and the Therapist. It really was a special occasion; one we never even
0K2dZaAKG gl a 'y 2LGA2Yy (2 dza oé
Moreover, the patient also received medical investigations for another potentidhy
threateningillness following a referral from the SLT Service.
¢CKS LI GASY(diQa RIFdzZZKGSNI aleéea 2F (GKS ¢KSNI LKA
which is far too modest, she goes above and beyond. Her warmth, empathy, patience, effort,
commitment to compléng tasks and getting outcomes, is commendable.

Other stories shared within the Trust include:
Health Visiting Service, Oldham

| feel the service tanyself,and my daughter has been outstanding during the times we live in
GAOUK [/ hxL5 w™d®Pespedidly adic®ané sugpdd dialntldy mental health and
mobility issues, she is always helpful with advice and coping strategies and offers advice in
techniques to help me support and care for my new baby daughter and older siblings. It is
working with @re professionals that | have been made to feel equal and my thoughts wishes
and feelings to not be judged around my complex long standing mental health issues. As stated
above | would hope it is recognised by the appropriate management this lady isief tr
importance to your team of health visitors and the work of [Name] is second to none.

New-born Hearing Screening Service, St Helens

| would like to applaud the exceptional service | received this week from two audiologists at the
Primary Car&esource Centre hearing test for my son.

| have never been received with such warmth, patience and professionalism by a healthcare
professional as | did by the two audiologists on duty on the day of his appointment. | will never
forget how the twoaudiologists went above and beyond to provide exceptional health care
service to my little boy, making us feel welcome and reassured, even during these worrisome
times. | don't have the words to express how grateful | am for their empathy and the attention
they gave to my son when providing his care. They are a true credit to the NHS trust, and should
be recognised for their service, their kindness and their professionalism. A big thank you to two
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wonderful women and a big thank you to Bridgewater too! Axceptionally positive
experience.

GP Extended Hours, Warrington

| wanted to make contact and share with you my gratitude and thanks for such a positive
experience in visiting your clinic recently as a patient.

| had a telephone consultation with the Doctdrwas very impressed at how supportive and
caring he was to both me and my family. He was very thorough in his examination over the
phone and made me feel very relaxed. The Doctor could have then passed my issues over to
my own GP practice but as he himkenthe time to conduct a detailedxamination,he then

felt that it would be better for him to see me in person rather than transfer me back to my own
practice as | would then have the continuity rather than trying to explain all over again the
symptons that | had been experiencing. On the date as agreed, the Doctor made contact with
me by phone to ensure that | could visit the clinic safely. Once we met again, he was extremely
supportive, very caring and considerate and made me feel very valued.

His exkamination was again very thorough and was not rushed which enabled me the time to try
and explain properly my symptoms. The Doctor has now further referred me for further ENT
examinations and fully explained the whole process ameline of expectations | was very
impressed with the whole experience and in my 51 years have never met a GP as kind, caring,
considerate and polite as this Doctor. He very much deserves recognition for the service he
offers and his representations of GP's and the NHS owtiade.

Community Dental Service, Bury

I know healthcare isn't easy at the moment, so just wanted to pass on a quick thanks to all of
you at Bury; from the staff at the front desk who make aoenfortable,so | don't run away, to

the nurses, and in partidar, [Name]. | have spent about a decade indoors because of mental
health issues and medical problems, a lot of which was caused by podamagk. I'm just as
amazed as anyone that, not only do | actually attend my appointméntsl, alsoenjoy them!

My quality of life is improving and I'm a lot happier since you all helped me, and | never really
thought that was going to happen. A long way to go, but you have all given me a light at the
end of the tunnel, so to speak! So, a big thank you to you all!

Patient Partners

We understand that patients and carers are often best placed to gauge how services are
performing. Patient Partners is an approach that aims to actively encourage patients, their
families and carers to work irollaboration with services to identify areas for improvement in
guality of care and service delivery.

A network of clinical staff meets regularly to discuss and share good practice in involving
patients and carers in service improvement activitiese nework aims to ensure all services
continually listen to the unique insight of patients and carers in order to inform service
development and to improve patient care and service quality.
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Voice of the Child

The voice of the child is a phrase used to desctite real involvement of children and young
people. Bridgewater has a Voice of the Child Forum which aims to raise the profile of the child's
voice across the trust at both a service and an individual level.

Patient Advice and Liaison Service

We recanise that when people have issues or concerns withseuviceswe should aim to
resolve these as soon as possible. Bridgewater provides a single free phone number for people
to contact for advice and information or to help resolve their issues and concerns.

During 2020/21 we receiveab7 contacts across Bridgewatavhich is a decrease compared to

the number of contacts received the previous year. This was mainly due to the COVID Pandemic
and services being suspended during the first lockdown. However, the number of contacts
received indicates that patients and casewere still able to contact the Trust with issues or
concerns as staff worked remotely via telephone and video consultations.

These are summarised below.

Qtr. 1 42 0 28 80 91 6 247
Qtr. 2 53 1 27 83 70 13 247
Qtr. 3 52 4 20 76 76 19 247
Qtr. 4 45 2 26 90 35 28 226
Total 192 7 101 329 272 66 967

Around 53% of the contacts were requests for advice and information, including signposting to
other organisations.

Around 40% of the contacts resulted in the department liaising between the enquirer and the
service to resolve issues and concelisamples of the issues raised include clinical treatment,
communication, appointment delay/cancellation and staff attitudes.

Of the 967 contacts 66 were classed as informal concerns but just 1 of these went on to become
a formal complaint. This highlights the Bridgewater approach to resolving concerns and
complaints at the earliest opportunity.
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Patient Safety

Falls

The recommended benchmark for recording falls is per 1,000 bed days. Not all Trusts report
falls consistently, so the National Patient Safety Agency does not recommend comparing Trusts'
recorded falls rate. All falls are reviewed by the physiotherapistcdi lead on an individual
basis. There is a monthly falls meeting where all falls are reviewed to look for patterns or trends
and to ensure that all preventative measures are in situ. This meeting is-aisdiplinary
involving social care and health nses, carers and therapists. The team also take part in the
National Falls Audit on a yearly basis.

2014/15 =193 71
2015/16 = 245 106
(NB- this figure was
AYyO2NNB O
accountg previously
stated as 215)

2016/17 = 225 96
2017/18 = 185 80
2018/19 = 229 100
2019/2020 158
2020/2021 =120 109

During the 3 quarter of 2020 the covid 19 pandemic commenced globally. Padgate House
closed during two covid 19 outbreaks hence there were reduced patient admissions during April
2020 Quarter 2 and December 202@uarter 4 As a result of the pandemic there was an
increase in bed days lost at Padgate House. There was a significant increase in the number of
falls in April 2020 (18) compared to 2019 (4) and April 2021 (5). This is possibly due to an
increase in the frailty/caid related illness of the patients, patients isolating, an increase in the
dependency of the patients and an increase in staff covid related absence/ illness, resulting in
increased use of agency staff at the outbreak of covid 19.

During the second outbiek there was also an increase in falls. In December 2020 despite the
unit having a reduced number of patients, 13 falls were reported. At full occupancy in December
2019 there were 12 reported falls. Padgate House during December 2020 had the lowest
patient numbers, approximately 50% bed occupancy. The increase in the number of falls again
was likely due to an increase in the frailty/covid related illness of the patients, including long
covid, patients isolating, and an increase in the dependency of thergatand regular booking

of agency staff.
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Due to thebuilding desigrof Padgate House and the number of staff available at any one time,
it could take several minutes for a member of staff to reach a person at risk of falls who has
sounded a call bell otriggered a falls clip alert. This may explain the reason why patients
attempt to mobilise unsupervised against advice and why the majority of falls are unwitnessed.

As an overall comment, it needs to be noted that a significant number of patientsaného
admitted to Padgate House have complex physical and cognitive deficits which massively
impact their functional performance and makihem a high risk of falls. Whilst acknowledging

the number of patients who are at risk of falling in a rehabilitationt is increased, the aim is

to ensure that such risks are minimised, with appropriate proactive prevention measures
implemented.

Pressure Ulcers

In 2020/21, overall, there was an increase in the total number of pressure ulcers that developed
within Bridgewater. There waan increase from 461 incidents in 2019/20 to 5@@idents in
2020/21. This is an increase of 109 pressure ulcers which equatas24% increaseThis
increase is still 14% below the total numbers reported for previous year (2018/19) which was
690.

There was an increase in the proportion of more severe ulcers (Category 4) whilst under the
care of the Trust. There was an increa$d 2 (40%) category 4 during 2020/21 in comparison

to the previous year. There was also an increase in deep tissue injuries by 102 (90%). Review of
this significant increase identified that this was potentially in relation to better reporting.
ProcessesNJ Y2YAG2NAYy3 YR YIFIylF3aSYSyld 2F 5¢LQa ¢
been increased monitoring through the Patient Safety Groups and Serious Incident Review
Panel. This process ensures that more robust with tracking of these ulcers and to eredure th
the outcome is accurately monitored. All DTIs remain on the Patient Safety Group agenda as an
audit trail until the final category is known or they resol¥éere was also an increase in the
numbers of category 2 ulcers reported during 2020/21 whicheiased by 64 (15%). There was
decrease noted in category 3 ulcers by 6 (28%) and a decrease of 1 (4%) unstageable ulcer from
the previous year 2019/20.

TheTNHza G NB O23yAaSR (GKS AYyONBIlasSz 2F GKS Y2NB
the CCGhad also highlighted to the trust that the number of pressure ulcers (PUs) that had
been reported resulted in the Trust being an outlier within the Cheshire and Mersey region. As

a result of the increase the Trust completed an aggregated review of a% &fportable
pressure ulcers reported within the first 6 months of 2020. The aggregated review provided an
analysis of themes and lessons learnt of StEIS reportable incidents between 1st January 2020
30th June 2020. The review did not identify c@aeching themes or trends that could be
considered as the direct causal factor to the pressure ulcer incidents, although there was an
undeniable correlation to the pandemic. During the COVID pandemic there were many
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extraneous factors that impacted on the heakimd wellbeing of the population within our
boroughs. The Trust was in business continuity to manage COVID related reductions in staff and
increases in acuity and demand of our patients however these appeared to have no specific
adverse impact on patientce or outcomes. The Trust aggregated review identified that it was
difficult to identify a causative factor for the increase in pressure ulcer reporting. However
there have been areas of improvement identified that the Trust are addressing via a Trust
pressure ulcer improvement plan. The recommendations following the review included:

1 This report is shared with the Trust, Borough Council, Clinical Commissioner Group (CCG)
Care Home Support Working Group to develop an action plan to improve the care to
high-risk patients.

T wSOASs 2F w/! Ay@SaGA3ar A2y GNIXAYyAy3d O2ya
LYOARSYUO wS&aLRyaS CNIYSE2N]l HAnuHnéE bl {9 3
recognised tools.

1 Enhance ways of learning through the incident invesitgaprocess- Patient Safety
Group Meetings / Serious Incident Review Panel to monitor investigations for use of a
wider range of tools and strengths of actions to support investigations.

1 Embedding of work around sethre and enlist the assistance ofetiFamily Nurse
Partnership Teams who have this as a focus of their roles and have undergone bespoke
GNFAYAYy3a Ay GKA& FASER® ¢KAa gAff AyOf dzR:
professional curiosity to support patient in making wiser chei about care and
recording the voice of the adult within records.

1 Undertake a correlation exercise between moisture lesions and secondary pressure
damage to reduce likelihood of skin deteriorating and breach of skin.

1 Wider System learning how we can wrk better with partners to mitigate risks and
improve outcomes for patients.

1 Complete internal review/deep dive of DTIs to understand reasons for increase levels
being reported and consider whether there is any correlation with EOL patients.

1 Awarenessaising around patient Capacity, safeguarding and when to escalate concerns
re family / carers to safeguarding.

The pressure ulcer improvement plan is monitored at monthly harm free care meetings
supported by an operational pressure ulcer development grdine Trust continues to actively
encourage reporting of atlategories of pressure ulcers in line with national requirements.

The Trust has continued to review all reported pressure ulcer incidents as part of our
commitment to maintaining patient safety thugh reducing harm and learning from incidents,
identifying themes and trends and improving the quality of care. This will enable us to ensure
that the right wound care product is being used as well as pressure relieving equipment. The
review process endbés us to identify ways in which we can improve practice to reduce the risk
of harm to patients. As part of this review a pressure RCA template has been developed to
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ensure that investigations focus on key areas that are likely to contribute to presstee ul
development.

Total Pressure Ulcers Developed in
Bridgewater Per Quarter
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Over the last year the Trust hasntinued to hold weekly Patient Safety Meetings which provide

an opportunity to review moderate and sevepeessure ulcersi.e., those categorised
ascategory 3, 4 or Unstageable. The category d anstageable pressure ulcers developed
RdAZNAY 3 GKS ¢NHzAGQa OFNB O2yiAydzSa (G2 0SS NBLE
(CCGs) via a national reporting system. The weekly Patient Safety Meeting has provided a
learning opportunity which captes areas of good practice and/or areas for improvements.

These meetings are chaired by the Directors for Nursing for émmough andinclude
representation from the clinical teams involved and tissue viability specialist nurses. They carry

out an initialreview of Trust acquired or deteriorated pressure ulcers and establish the required
scope of the investigation.
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Medication Safety

The Trust continues to promote the reporting of medication incidents and to encourage staff
to reflect and identify lessons learnt.

¢tKS NRfS 2F (GKS ¢NMz2AdQa aSRAOFIGAZ2Y {FFSihe I
incidents to ensure the safe usé imedicines in all servicebledication incidents continue to

0S NBLR2NISR 2y (KS ¢NHzZZAGQAd AYOARSYU NBLRZ2NIAY
Medication Safety Officer who then contacts the incident reporter or Clinical Manager to
managemmediate actions required and put a plan in place to managédahgerterm actions.

LY HAHANKHAHME GUKS aSRAOAYSa alyl3SYSyild oAY2Y
features on the appropriate use of controlled drugs and their prescription irements,

lessons learnt and good practice involving medicines, national patient safety alerts and non
medical prescribing updates.

On a quarterly basis, a medicatiamcident report and controlled drugs accountable officer
report is submitted to the Quday Council and shared with the Clinical Commissioning Group
Medicines Management Leads. Controlled drug incidents are also reported to the local
intelligence teams and information shared at tNerthwestintelligence network meetings.

In 2020/21, 455 meidation related incidents (10% of the total incidents reported over this
period) were reported by Trust staff including 102 involving controlled drugs.

58% of these medication related incidents were classifiethid-party incidentsi.e., those

which Bidgewater staff identify and originate from other healthcare providerg.,hospitals,
community pharmacies, GPs, care agencies or individuals. Links continue to be developed
0SG6SSYy (KS ¢NHzZAGQa YSRAOAYSa YIyl3asSySyid &S
groups and other relevant local agencies to report relevhimtl-party incidents for appropriate
investigation and to facilitate lessons learnt being put into practice and shared across the health
economy.

Near miss review and reporting continued during 2020/21 with a total of 43 near misses
reported.

The Trust hasontinued with its excellent record for medicatioglated never events with none
being reported.
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Throughout 2020/21, the Medicines Management team has worked with many services in the
Trust and there are clear improvements in the support available faff &nd medicines
management standards. A number of guidelines and procedures related to medicines have
been reviewed and approved for use. Due to the pandemic and pressures on services, the safe
and secure handling of medicines audit programme for soméaes was paused but this roll

out has now been restarted and continues to provide assurance on the safe management of
medicines across the Trust, with outcomes being cascaded to all services that handle medicines
to share learning.

The Medicines Manageamt team has provided virtual training sessions to specific services on
the handlingandrecorl SSLIAY 3 2F O2y iNRff SR RNIzZZ&AZ YSRA(
training) and the use of Patient Group Directions to supply and administer medicines.

During the pandemic, a vaccination site was set up at Spencer House to support the national
Coronavirus vaccination programme. A Trust policy on the safe handling and management of
the COVID vaccine was developed which identified the responsibilities dratithing and use

of the vaccine, and which enabled a safe and successhaubdf COVID vaccine administration

to front-line staff. Continued collaboration on a national level and with the local health
economy helped ensure the continued access to rmeés for patients during the pandemic.

Medication safety remains high on the Medicines Management agenda to support the delivery
of quality services across the Trust.

Non-Medical Prescribing

Bridgewater has 318 NeaMledical Prescribers (NMPs) comprising of 78
independent/supplementary presitrers and 240 community practitioner nurse prescribers on

its NMP register. New NMPs meet with the NMP Lead for an NMP Induction to go through the
NMP policy, procedures, prescription security, formulary compliance and continued
professional development um first allocation of prescription forms. The register is
maintained,and prescribers authorised with NHS Business Services Authority and prescription
forms ordered via the secure stationers Xerox and issued for NMPs alongside other medical
services using them such as child development and specialist services. Prescribing rights for
smartcards SystmOne/EMIS access is authorised by the Medicines Manageraen
Medicines Healthcare Regulatory Agency (MHRA) alerts and other relevant information are
circulated to all prescribers.

The NonMedical Prescribing Lead provides regular NMP update meetings to discuss safe and
appropriate prescribing. Prescribirdata is reviewed quarterly for compliance against local
formularies (Pan Mersey and Greater Manchester), and Trust formulariesofAformulary
prescribing isighlighted,and individuals asked to provide a rationale. Repeat infringements
will trigger escalation to clinical managers. All NMPs have been contacted to submit their

43| Page
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST



current Approval to Practice form to enable prescribing to be reviewed against their defined
scope of practice. Prescribing compliance reports are shared with CCG Heads of édedicin
Management.

In 20202021 the NMP Lead provided support to an NMP Returning to Practice after an
extended period of leave using the Royal Pharmaceutical Society Competency Framework to
identify any gaps in learning and document actions taken to addhéssSimilar support was

also given to NMP new starters and the NMP Lead continues to support with prescribing reviews
for individual prescribers.

In 2020/2021, 23 clinical staff enrolled and successfully completed ansalical prescribing
course at dNorthwestuniversity.

Safeguarding

.NAR3ISHFGSNDRE al FS3dza NRAYy3a &aSNWBAOS A& FdzyRI )
human rights of adults, young people and children are enabled for them to live a life free from
harm, abuse andneglect. It is an integral part of providing higbality health care.
Safeguarding is the responsibility of all staff within our organisation.

The Senior Safeguarding Team provide assurance that Bridgewater are fulfilling their
safeguarding statutory olgations by meeting CQC standards for safeguarding, efficient
response to regulatory inspections, compliance with the NHS England Safeguarding Audit Tool
and Section 11 (Children Act 2004), and the Care Act (2014).

The safeguarding service provides a allink across the organisation, ensuring our services

are responsive to those who are at risk or who have been harmed. Our Safeguarding Team are
embedded in both clinical and muligency decision making, working closely with frontline
health practitiones and their managers and partner agencies; including Local Authorities, the
Police and local place based Strategic Partnerships.

Bridgewater provides safeguarding leadership at all levels of our organisation and across all
. 2NRdzZ3 KA d . NRA R 3&8igthelERadiivie Sdfeljuarifg Léadzil is supported by
the Director for Safeguarding Services. The Head of Safeguarding supports the Director and line
manages the Safeguarding Adult Lead and the three Named Nurses for Safeguarding Children,
who each lie manages a team of Safeguarding Specialist Nurses. Oldham is supported by
administrative staff and Halton + Warrington have Looked after Children/Children in Care
(LAC/CIC) and Administration teams. There is a Named Midwife and Safeguarding Midwife in
Halon.

During the year, the focus of Safeguarding Services encompassed our response to COVID 19. In
line with the Prioritisation Plan for Community Health Services, which was published on
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19.03.20. All areas of service delivery were reviewed, core funciimmified, and Business
Continuity Plans (BCP) were developed; this required a new Safeguarding BCP being created.
Although throughout the year, the fundamental work of the Safeguarding Teams remained as
WodzaAySaa Fa dzadz f Qb (adiSy add2CICITEafs wek @ble.td wok (1 K
more flexibly including from home where possible and maintained effective communication

and links across the wider Bridgewater teams in each Borough.

Despite the challenges and anxieties that the pandemic has brotightSafeguarding Teams

have effectively utilised virtual forums to ensure that they have remained accessible, both
professionally and emotionally for front line staff and each other during this time.

A safeguarding COVID sitrep was introduced by NH&SBlay 2020. The sitrep combined
YSIFadz2NBa 2F &l ¥S3dzr NRAYy3 | OGABAGEY Ay Of dzRAY 3
Domestic Abuse, Adult Safeguarding Contacts and highlighting safeguarding themes and trends.
Between May and August, the Btg Safeguarding Teams provided data and narrative to inform
0KSaS adoYAaarzyas gKAOK gSNB (GKS NBALRYaAoA
Safeguarding Adults COVID Assurance meetings were established by Halton and Warrington
CCG and included partners from Social Care thrdPolice. The Safeguarding Adults Lead
provided consistent input into these meeting, which took place virtually, initially on a weekly

basis and then reducing to fortnightly from June.

There was an increase in pressures and workload duringahdemic.

1 The number of domestic abuse notifications received into Halton and Warrington
Safeguarding Children Teams from the Police increased.

9 .NAR3ISGFIGSNRA ! RdzZA & {FFS3dz2k NRAYy3I | OGADAGeE
Warrington throughout the year.

T ¢KS ydzYoSNI 2F AAIAYATFTAOFY (G &l FS3IdagamdyRapdA Ay OJ
Reviews, were representative of the safeguarding challenges that our Practitioners faced
daily.

{1 Staff absence/sickness; not Covid related.

¢ KS ¢ NYzA G Qa NRM#y135 WAlaRS3deTtTnoT Wal AyiuSylyoS 2
Arrangements during the Covidp LI YRSYAOQ 41 &4 ONBFGSR I yR NE
the introduction of aCommandand-Controlstructure and there was Senior Safeguarding Team
represenation at silver and bronze¥ SSi Ay 3ad ¢KS W/ 2@0AR | &adzNT y
Safeguarding Assurance reports in April and June.

The Safeguarding Team were accessible to all Bridgewater staff throughout the year and
provided a range of functions including
1 A programme of mandatory Level 3 Safeguarding Adults and Level 3 Safeguarding Children
training.
1 Safeguarding supervision in a range of formats including reactive, planriedripartite
and group.
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1 Advice and support in relation to all aspects of safeguarding as&exual and Criminal
Exploitation, County Lines, Modern Slavery, Radicalisation, Domestic Abuse, Sexual,
Emotional and Physical abuse, Female Genital Mutilation, Forced Marriage, Ha@saar B
Violence, Hate Crime, Contextual, and Adults at Risk.

1 Support to Clinical Teams around engagement in raglancy reflection and learning
through their involvement in Child Safeguarding Practice Reviews, Safeguarding Adult
Reviews, Domestic Homicide\Rews, Practice Learning Reviews, Local Single and Multi
Agency Learning Reviews, Strategy meetings and Conferences.

 {dzLILI2 NI G2 F€f adFFF NBIFINRAYI OKAfR RSI (K:

1 A comprehensive range of 27 safeguarding related guidelindg;igm and procedures
which are regularly reviewed and updated to reflect changes in statutory, local, and national
policies, legislation and best practice guidance.

71 Contribution from the Senior Safeguarding Team with the consultation process with Trust
wide policies

T [ SFRSNAKALI F'yR FOUGABS Ay@2t dSYSyid Ay GKS ¢
such as JTAI (Joint Targeted Area Inspection) and ILAC (Inspection of Local Authority
Children Services).

1 There is a dedicated safeguarding section oe thub which provides detail of the
Safeguarding Teams, with information and guidance relating to a variety of safeguarding
issues.

Saffing

There have been several absences due to vacancies and sickness in the Safeguarding Teams.
The vacancies have been supported by the Head of Safeguarding and by part time safeguarding
and CIC staff increasing their hours to support the affected Boroughs.

The Named Nurse for Safeguarding Children in Oldham was on long term sick leave during Q4.
She subsequently resigned to take up a role in Safeguarding Adults in another Trust. An
WSELINB&aaAz2ya 2F AYGISNBaldQ 2LILI2 NI dzbiadActing I & 2
Named Nurse to provide leadership whilst the recruitment process began.

Warrington Safeguarding Children Team reported on Amber in Q4 due to a combination of
increased demand and reduced capacity due to sickness (Risk 2857). This risk gedschini

securing Safeguarding Nurse bank hours.

Safeguarding Supervision

Ly fAYS 6A0K . NAR3ISgFGSNDaA {FFS3dzZ NRAYy 3 { dzLJe
LIN OGAGA2YSNEB SAGKAY OKAf RNBY QA aSdued dead 2y
format of supervision is tailored to the professional need and may be offered either 1:1 or
group. Compliance is monitored and reviewed quarterly at STAG (Safeguarding Trust Assurance
Group).

Increased activity and reduced capacity due to stslsnimpacted on Warrington Safeguarding

Team capacity during Q4. The Safeguarding Team worked withiBe@am Leaders to target
safeguarding supervision for staff most in need. All staff have continued to have access to the
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Team for reactive safeguardj supervision, which was available daily. In Q1 2021/2022, a
retired FNP Supervisor, will be joining the Safeguarding Team on a temporary part time basis,
to support the delivery of safeguarding supervision.

There is no statutory responsibility in rétan to safeguarding adult supervision. With the
introduction of the Care Act 2014, it is best practice for practitioners who are working in
complex situations with adults at risk, to access safeguarding supervision. Therefdrec ad
and reactive supervisn was offered to the District Nurse @aodinators, and Teams where
required, from the Safeguarding Adult Team during the year.

Safeguarding Training

As part of the Safeguarding Teams Covid BCRcalto-facelevel 3 training was suspended
RdzZNAY3I vm FYR vHI K2gS@SN) NB3dzf I NJ &I FS3dzt NR7
19 bulletin and telephone consultation guidance posters were developed to support
safeguarding conversations.

From Q3, Level 3 Safeayding Adult and Safeguarding Children training was delivered by means
of a blended approach: part face to face via Microsoft Teams and geareing. This transition

of change of delivery was received positively by staff and was accepted by the Designa
bdzNBESa +d GKS //DQaad

All training compliance was monitored monthly, Training Recovery Plans updated and discussed
at STAG. There is a safeguarding training risk regarding the accuracy of data received (Risk
2830), as there has been several tlages throughout the year in receiving data for the
safeguarding training compliance. The

Head of Safeguarding and Safeguarding Adult Lead reviewed all individual staffs training needs
across Bridgewater and shared this with the WHH to enable Bulk upiaad@M resulting in
capturing accurate compliance data. The Training Recovery Plans were in place in each Borough.

There was a reduction in compliance for Level 3 Safeguarding Adults in Q4 as was anticipated
within our Q3 Training Recovery Plan. Theéswlue to a review of the safeguarding training
competencies recorded in the Electronic Staff Record, to ensure alignment with the
SELSOGFGA2ya &aSG 2dzi 6AGKAY GKS ¢NHzaGQa { | F¢
the Safeguarding Adults Leaddtie Workforce Team at WHH and has resulted in an increased
cohort of staff being identified as requiring this training, such as Midwives and Health Visitors.

The requirement for competency at this level is identified in the ESR. There is a programme of
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twice monthly sessions for the virtual face to face element of this training and an expectation
that there will be a steady increase in compliance over forthcoming quarters.

Safeguarding risks and Incidents

The Senior Safeguarding Nursing Team haght of all incidents and are core members of
patient Safety meetings and the Trusts SIRP (Serious Incident Review Panel), wheue 72
reviews and RCAs are reviewed and approved. The Safeguarding Adult Lead is also a member
of the HarmFree Care Group.

Safeguarding risks are monitored at the weekly Named Professional meetings, the monthly Risk
Management Council and at STAG meetings.

At the end of the financial year there were 11 safeguarding risks.
March 2021
Moderate Riskligh Risk  High 12 &Extreme
4 5 6 8 9 10 12 15 16 20 25
0 0 2 0 5 0 3 1 0 0 0
2 5 4
This is an increase in risks since March 2020 as the table below shows. However, following the
NEPGASSG G . NAR3ISHIGSNRE wa/ Ay al NOfrowdeaHms
limited, reasonable or significant assurance to the Council.
March 2020
Moderate RisKigh Risk ~ High 12 & Extreme
4 5 6 8 9 10 12 15 16 20 25
0 0 1 1 4 0 2 0 0 0 0
0 3 2

There have been a number of safeguarding incidents across the Trust, vavieHdd to 72
K2dzNB NBOASsAE YR adzZ GA ! 3SyOe wlLAR wS@OASsa
YR F2NBINRSR F2NJAYF2N¥IGA2Y (2 WD2f RQO®
ACTION PLANS

There are safeguarding related actions plans in place across the Trust as a result of learning
from safeguarding audits, incidents and reviews. These are regularly reviewed and updated to
provide assurance both internally and to our Commissioners or Kéglstlders.

Action plans are monitored through various forums; Named Professional meetings, Borough
Quality meetings, STAG and the CCG Clinical Quality and Performance Group (CQPG).

w I FfEaG2yQa We!l L ! QlidAz2y tflFy | YR asp&tSf Taust! | O
Improvement Plan.
W Borough specific Training Recovery Plans are updated and submitted quarterly to

I FfGd2y>Y ht RKIEY FYR 2FNNAy3G2y // DQad
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Assurance

Safeguarding Strateg(20192022)
This sets out our commitment as anganisation in

() Promoting and prioritising the safety of children and adults at risk.

() Ensuring that everyone understands their roles and responsibilities in respect of
safeguarding.

() Providing a transparent culture of learning ashelvelopment.

() Make Safeguarding Personal.

STAG (Safeguarding Trust Assurance Group)

The group oversees the implementation of assurance processes for safeguarding children and

I Rdzf Ga 4G NRA&A1TZ FONR&Aa (KS ¢ Nygandistitieuadar. | AY A &
w {SOGA2Y Mm 2F GKS / KAftRNByQa ! O o6Hnnno

() The Care Act (2014)

W Regulation 13 (CQC)

The group provides a forum for safeguarding leads and all members to work together to receive
assurance, address and discuss safeguarding isstlga tie community setting and delivers
assurance to the Quality Council, the Quality & Safety Committee (Q+SC), and to the relevant
Commissioners, where appropriate.

The group reviewed its terms of reference in October; this is an annual review.

During Q1 and Q2, STAG was paused due to the pandemic, however the weekly Named
Professional meetings continued virtually to ensure there was a consistent approach to
safeguarding across the organisation and progression of a shared work plan.

The introduction 6 a Senior Safeguarding Nursing Team 6 weekly meeting commenced in Q3,
chaired by the Director for Safeguarding Services. Although this is not a fitegisionrmaking
group, this provides a supportive, clinically and professionally focused forum foreoiorS
Safeguarding Nurses.

The Trust is fully engaged in supporting local accountability and assurance structures;
Safeguarding assurance is provided to our CCG Commissioners through detailed and
comprehensive quarterly submissions of evidence, to supp@tquality schedule as well as

annual completion of safeguarding audit tools which evidence our compliance with the NHS
Accountability and Assurance Framework, and Section 11 of the Children Act 2004.
{FFS3dzr NRAY3 ! dzZRAG ¢22fa SHNR KRR 23R RA T A
Director or Head of Safeguarding are present, alongside the Named Professionals. Any gaps or
areas for development are incorporated into an action plan with updated versions shared with
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our CCG Commissioners arguarterly basis alongside quarterly reports and other evidence
required as part of Quality schedule.

Written feedback is received from the Commissioners following our detailed submission with a
rag rating to identify where assurance has been given anergrmore detail may be required.
These are then discussed with Commissioners at the CQPG meetings.

Quarterly reports were submitted to provide assurance to the Quality Council and the annual
reports were submitted to Q+SC for approval prior to submisgidhe Commissioners.

SafeguardingAdult Board SafeguardingChildren Partnership

The Trust provides services across a number of Boroughs and each Borough has multi agency
Safeguarding Partnership and Safeguarding Adults Board #8AByements in place, which as

a relevant partner Bridgewater contributes to. As we have no adult services in Oldham, we are

not members of their SAB.

The Executive Lead and Director for Safeguarding are members of the Executive Health Group
forwarringto/) b | Ff G2y FyR GKS 5ANBOG2NI F2NJ { I FS3dz
Safeguarding Children Partnership. Each Partnership has a range of subgroups which
appropriate members of our Safeguarding Teams actively contribute to on behalf of the Trust.

In the early stages of the Pandemic many safeguarding related meetings paused and those that
continued changed in format to become virtual. As the year progressed meetings have either
re started or continued to be held virtually.

The SAB and stdroup activitywere also suspended during Q1 and Q2, with only the Halton
Safeguarding Adults Review Group (SAR) meeting virtually in June. SAR activity in Warrington
was paused during the pandemic but during Q4 restarted.

The TrustpartE LI 6 SR Ay (62 W[ SINYAy3a /ANDESEQ Ay vVvH
adzLILR2 NI AY3 fSENYyAy3a 2y (KS (KSYSa 2F Wt NRPFSa
and learning from the Safeguarding Partnership has not yet been produced.

Channel Panel and Prevent

The PREVENT duty came into force as part of the Caamaism and Security Act 2015 and

the Channel programme provides tailored support for a person vulnerable to being drawn into
terrorism. The multagency Channel Panel chairbg the Local Authority meet to discuss
referrals received and decide on what tailored package of support can be offered to the
individual.

The Director for Safeguarding has an active role in representing Bridgewater at the monthly
Channel Panel meetings@ldham. In Halton and Warrington Health representation at Channel
Panel comes from the Designated Nurse who liaise with the Borough based Safeguarding Teams
to gather and disseminate relevant information.

50| Page
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST



A PREVENT dataset is collated and submitted gusatteNHS England via the UNIFY 2 system.
¢CKAAd RSY2yadNradSa . NAR3IASgFIGSNRa OGAGAGE |y
report is also submitted directly to Warrington CCG at their request.

MARAC (Multi Agency Risk Assessment Conference)

MARAGSs a meeting where information is shared on the highest risk domestic abuse cases
between local police, probation, health, local authority, housing practitioners, Independent
Domestic Violence Advisors and other specialists from the statutory and vojuseators.

The Safeguarding Team represent the Trust at MARAC meetings in Halton, Oldham and
Warrington. The Safeguarding Specialist Nurses with the support of safeguarding
administrators collate relevant health information for sharing at MARAC and disatm
feedback and actions where appropriate to front line practitioners working \wityh-risk
victims and their families.

Audit Activity

¢KS { I ¥S3dzZa NRAYy3 ¢SI YQ& | dzR-adencyfudityctivityy Of dzR S a
Audit findings are presented at the STAG for approval and assurance and shared and discussed
at the relevant Borough Quality meetings.

l dzZRAG | OGA@AGE 61+ a adzALISYRSR RdZNAY3I vwm | YyR v
activity restarted in Q3 éwever due to the continued pressure on Teams as a result of COVID

this was limited to audit activity required to inform our understanding of the impact of COVID

in service delivery or audits required in response to safeguarding related incidents anéfor op
safeguarding related actions. The following audits waympleted.

W Mental Capacity Act raudit (Halton and Warrington).

W5Sft AOSNE 2F bS¢ . ANUK xAaAd RdzZNAy3a [/ hzL5
Carer/dependents audit (Halton and Warrington)

Review Health AssessmgiRHA) Audit (Warrington)

€ € €

The Trust has also contributed to multi agency audit activity across each Borough.

Learning from safeguarding audits is shared during trainiiigminute briefings and
safeguarding supervision and used to identify and addresasaior quality improvements.

Child Deaths

9 OK &aFR OKAfR RSIGOK Aa NBLER2NISR 2y ! feaasSa
contribution to the Child Death Review process, which includes the CDOP (Child Death Overview
Panel). This process systematically reviews all deaths with thefaim
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Identifying any modifiable contributory factors

Providing ongoing support to the family

Learn lessons in order to reduce the risk of future child deaths and promote safety and
wellbeing of other children.

€ € € €

Number of childdeaths.
2019/2020 2020/2021

Halton4 13

Oldham 35 14

Warrington 15 13

There was a noticeable decrease in Oldham and a significant increase in the number of child
deaths in Halton over the last year.

Most of the child deaths did not have any safeguarding concerns at the time of their death.
Many children died because of life limiting conditions or extreme prematurity. In one Borough
there was one non accidental Injury of an infant which was subject afranal investigation,

one teenager who tragically took their own life and one child death where the cause of death
was not known at the time of writing this report.

MASH (MULTI AGENCY SAFEGUARDING HUB)

MASH Teams are designed to facilitate multi agenforination sharing and decision making,

by bringing together representatives from Health, the Local Authority, and the Police.

¢CKS ¢NHz2Z(GQa {I FS3dzr NRAYy3I ¢SItYa Ay hfRKIFY I yF
Nurse who is commissioned to provideethealth functions in the Boroughs MASH.

Throughout the pandemic there has been an increase in safeguarding activity through the
MASH. Healtls pivotal in the screening process to ensure all relevant information was shared

to secure the best outcomes fahildren and families.

¢CKNRdzZAK2dzi vnX 2FNNAYy3Id2yQa ARSNI { | FS3dzl NR
function whilst the MASH Nurse has been on long term sick leave.

Over the last two years, the workload associated with the MASH role in Oldhacoht@sued

to grow and the demand continues to exceed the commissioned resource. The commissioned
resource requires significant support both from the wider Safeguarding Children Team and the
0-19 Service to manage the workload. Meetings with Commissiottezd,ocal Authority and

CCG are being planned in Q1 2020/2021 to address this issue.

Children in Care (CIC) /boked After Children (LAC) &ams

¢CKS ¢NHzAGQa O2NIIRNIGS {FFS3Adza NRAYy3I ¢SIFY I NB
care for CIC/LAC in Warrington and Halton.

During 2020/21 there have been significant delays with the Initial Health Assessments (IHA)
being completed in HaltoriThis is due in part to the impact of the pandemic (Risk 2829). The
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IHA Pathway was not working effectively, resulting in statutory timescales for the completion

2F LI! Qa y2G 0SAy3a YSid ¢KA&a ¢l a FRRNBaaSR |
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of delays in the receipt of paperwork and consent with the Divisional Manager for CP and CIN
from Halton Borough Council.

The Team, along with their safeguardingic@ I 3dzSa> ¢St O2YSR | @A&A
Executive and Trust Chair in Q3. It enabled the opportunity to demonstrate the good work the
teams do in protecting vulnerable children and to share the challenges faced. The Chief
Executive was keentoheNJ FNBRY GKS ¢SIFY NBIFNRAYy3I gKIFG 4l
the delivery of CIC services in Halton, and to see more support invested in the Team. Planning
commenced during the quarter to address this.

Liberty Protection Safeguards(LPS)

The Mentd Capacity (Amendment) Act 2019 has significant implications for the Trust. Most
notably in terms of the LPS which extend the scope of protection afforded under the current
Deprivation of Liberty Safeguards 16¢17-yearoldsand to people living in theiown homes

and supported living.

The Safeguarding Adult Lead, Director of Safeguarding and Head of Safeguarding were actively
engaged in the LPS Local Implementation Networks in both Halton and Warrington prior to the
onset of the pandemic however, the woof these networks was paused to allow focus on Covid
related work streams and whilst we await publication of the Code of Practice. The
implementation of LPS is currently expected in April 2022.

SafeguardingAdult Activity

During the pandemic, contactsto the Adult Safeguarding Team have increased significantly.
This continues an upward trajectory in relation to adult safeguarding contacts which has been
evident in the Trust over the past 18 months. In addition to the increase in numbers there is an
increase in the complexity of the contacts many of which have required ongoing support and
supervision from the Adult Safeguarding Team.

The further increased activity has reflected an increased awareness and confidence regarding
safeguarding issues within adult services and this has had a positive impact on the quality of
patient care.

As a result of the increased activity, there haveemesignificant capacity issues during the
pandemic, however all essential work relating to reporting and safeguarding advice has been
completed.
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A second 0.8VTEBand 7 Specialist Nurse commenced in post in May. This post complemented
the existing 0.8 WH Band 7, who commenced in Q4 2019/2020 following additional funding
into and reconfiguration of the Team.

The two Specialist Nurses have adopted a Borehmged approach with support and
safeguarding supervision that enhances the offer to frontline Teahime Borough alignment
enables the Nurses to work in a more integrated way with frontline Practitioners, building a
aKFNBR dzy RSNEGFYRAY3I 2F SIOK 20KSND&a NRfSax
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the Deputy Chief Nurse with attendance by the Safeguarding Adult Lead and dedicated
specialist support of one day a week to the groups work plan from one of our Specialist
Safeguarding Nurse.

During Q4 good pradae, lessons learned and actions for Bridgewater Teams highlighted
through a safeguarding presence at Patient Safety and SIRP included:

1 Identification that there was a lack of clarity around the handover of care between Teams
when a patient changes Gfading to Clinical Teams developing an SOP to formalise the
process.

1 The need for carers to communicate with the Community Matron for LearDisgbility
whenthere is a change of condition of the patient a link émiine learning event on the
subject of W5 SGSNRA2NI GA2Y Ay LI GASYG S6AGK | £ S NJ
Home Leader

1 Importance of multidisciplinary team meetings and escalation of concerns

1 Use of risk assessment and contracts of care to support defensible deciaking when
an adult with capacity is taking risks

The Safeguarding Adult Team has continued its involvement in the Trust Patient Safety
meetings to provide specialist safeguarding knowledge and advice where the identified issues
are complex and multifaceted. Attendem at this group contributes to the development of
effective multidisciplinary relationships to improve outcomes for vulnerable adults. By
providing a retrospective contribution to the clinical overview from a nursing perspective, the
Safeguarding Adultebm have supported Teams in determining whether care providers acted
reasonably to prevent harm occurring to the individuals using their service. This attendance,
analysis and contribution support the monitoring of services to ensure quality and adult
safeguarding issues are identified.

Wider Engagementand Social Media
The Safeguarding Team have an active presence on Twitter and use this as a means of
promoting wider awareness of safeguarding related issues. The Safeguarding twitter account

54| Page
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST



@BWSafeguarding has provided an opportunity to engage both internally and digerna
safeguarding adult and children.

GOOD NEWS during the year:

w ¢KS S5ANBOG2NI F2NJ { I FS3dzZr NRAY3 gl a RSt AIKI
bdzNESQ o6& (KS vdz2SSyQa bdzZNBEAY3I LyalAddziSs Ay
patient care and continually improving practice. This was a great accolade for both herself and
Bridgewater.

W The Head of Safeguarding received her successful results for the completion of the Mary
Seacole Programme, which is a nationally recognised Leadersiymafmme.

() The Head of Safeguarding and Safeguarding Adult Lead were recognised at the Trust
Annual Celebration Day, for their leadership of Adult and Children Safeguarding Services across
Bridgewater particularly during the pandemic.

W In Q4 a thankfuldster carer sent a basket of afternoon tea and a thank you card for one

of our CIC Nurses in Warrington, to thank her for her amazing support and effort, in referring a
young person for assessment for his complex needs.

Vision For 2021/2022

 Asouratteny A& y2¢ F20dzAAy3I 2y (GKS NBAG2NF GA2)
Trust will maintain the focus on safeguarding as a key thread and ensure that our staff are
equipped with the knowledge anskills andhave access to safeguarding supervision and
the support that they need to be responsive to safeguarding needs.

1 Play an active role in the Trust preparation for transition into the emerging Cheshire and
Merseyside Integrated Care System (ICS) and Intedj@see Partnership (ICP)

1 Prepare the organisation for the introduction of LPS

9 /7€t2as8S Y2yAdG2NAy3 2F 1 Ifad2yQa LI! LI GKgle&e G
Borough receive a timely assessment of their health needs when they enter care.

7 Induction of the new Named Nurse in Oldham

1 Continue to work with Commissioners to secure adequate resourcing of the health function
to reflect the whole health economy within Oldham MASH

Infection Prevention and ContrdlIPC)

Quality

There have been nbethicillin Resistant Staphylococcus Aureus (MRSAYlibacteraemia,
Clostridium Difficile Toxin (CDT), or cases reported in this period.

The IPC Group meetings have recommenced monthly to support operational discussions and
monitor actions required taneet the Health and Social Care Act Code of Practice (CoP) and
COVIBLY9 BAF.
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The priority in this quarter is to review the Assurance Framework and develop the Annual Work
Plan for 2021 2022 in line with the CoP and the Ca9IBAF. These will be mammgd through

the IPC Group. The CoP Assurance Framework is now availdbk Tnusts repositorgalled

Life QI

The Antimicrobial Steering Group (AMS) graupnitors the use of antimicrobials through
providing evidence of audits in line with the Antimabial Steering Group (AMS) Strategy for
the Trust. The Group repato the IPC Group as evidence for CoP Criterion 3.

The Grarmegative bloodstream infection (GNBSI) meetiogstinue,and IPCteam are active
attendees within this national directiveénplementing local strategies such as the Nutrition and
Hydration to reduce Catheter Associated Urinary Tract Infection (CAUTI). The updated Catheter
passport has been ratifieand in use by the Trust

IPC Advocates have berlentified and thesekey stdf will help support the communication of

IPC information and carry out the appropriate assurarafdsand hygiene, PPE, cleanliness of

the environment, cleanliness of equipmen

Training

Aseptic NoATouch Technique (ANTT) and Hand Hygiene lightbox trainingphtisuedacross

the organisation. Thiss monitored and recorded through thdéducational Professional
Development Bpartment.(EPD)

Level 2 training now includes Couid as per tb Board Assurance Famework (BAF)
requirements. ThelPC Team have developed a single point lesson on CIOMUD information

for staff.

COVIBEL9 swabbing training continues where requested across the Trust and training figures

aremonitored through the IPGroup in the TrustsIPC repors.
External meetings

ThelPCTeamattend the regionaNorthwestIPC meetings and cas@&idformationthrough the
2 NH | y A §okeiinAn2eysQuatures.

Patient Safety / Incident Reporting
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During the year 2020 / 2021 the Trust continued to use the Wvabed Ulysses Safeguard Risk
Management System for reporting and management of all actual incidents and near misses,
which did / could, have resulted in harm to patients, staff or any othesqe(s).

There was a decrease in the total numbers of incidents reported in the Trust during the period
2020/21, when a total of 4,887 incidents were reported, compared to 2019 / 2020 when a total

of 5,402 incidents were reported in the Trust. The main reason lir teduction was the

OGN yaFSNI 2F GKS 1 SIHfGK 3 WdzadAOS &ASNBAOSa |
other providers.

Weekly Borough / Service specific Patient Safety meetings continue to be held in the Trust,
which are led by the respege Directors of Nursing Services or equivalent (for Oldham and
Dental services). The purpose of these meetings is to review all reported patient safety incidents
to ensure that they are being managed correctly and to identify serious incidents. These
meetings are open to any staff who wish to attend to observe the process of how the Trust
managests incidents. It has been noted that staff who attend these meetings have reported a
positive insight into the management and investigation of incidents.

Incidents are also reviewed at the monthly Borough Quality Meeting(s) where support is
provided to managers to ensure that all possible action is being taken to manage incidents and
risks.

The quarterly trend for incidents that were reported during the periddApril 2020 to 31
March 2021, compared to the previous year was as follews:
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m 01/04/2019 to 31/03/2020 = 01/04/2020 to 31/03/2021

The numbers of incidents reported from the Boroughs where the Trust provides services were
as follows=
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Bolton 113 132 130

Cheshire 77 40 29 8 0
Corporate 13 22 41 45 42
Dental 137 156 216 241 158
Halton 1,020 1,074 1,287 1,496 1,701
Health & Justice 0 271 776 945

Oldham 146 151 500 500 500
St Helens 806 181 144 141 51
Trafford 16 11 17

Warrington 1,114 1,975 2,435

Wigan

* |t should be noted that these incidents were recorded on the Bridgewater Risk Management
System during the transition to alternatiygoviders.

All newly reported incidents are reviewed by the relevant senior clinical staff responsible for
the service area(s) involved in incidents. This is necessary to embed the accountability for risk
management and prevention of incidents around theist, this also ensures that there is robust
checking and challenge to all incidents, thus assuring the Trust about the accuracy of reporting
and management of incidents.

At each of the weekly Patient Safety Meetings this revieuwsed toidentify any ncidents that
meet the criteria of a Serious Incident, to ensure that all incidents are being managed correctly
and to ensure that all opportunities for learning are maximised.

The Risk Management Team carry out daily checks regarding the quality dathen all
reported incidents. These daily checks are also used to identify possible serious incidents for
escalation.

Pressure ulcers continue to be the most common type of incident reported in the Trust. A
G LINB & & dzZNB  dzf OS NJ K dzRRrisBe thahall keylsiefsin tHe nanhgerdhBfO S & a
pressure ulcers are followed and is embedded into operational practice.

During 2020/ 2021, it was noted that there had bedrigherthan-expectedhumber of serious
incidents regarding pressure ulcer idents. This resulted in the preparation of an Aggregated
Review of Pressure Ulcer Incidents & the development of a Pressure Ulcer Improvement Plan,
GKAOK Aa 20SNESSY o0& (GKS ¢NHz2ZdQa | I Ny CNBS /
against ths plan is also monitored by the CCG.
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Major / Catastrophic Incidents

During the period 2020/2021 there were a total of 4,887 incidents reported in the Trust. Of the
4 incidents that were reported as resulting in major / catastrophic outcomes:

1 2 relatedto disruption in service delivery due to IT connectivity problems.

1 2 patient safety incidents 1 incident related to harm sustained during fall, the other
incident related to a delay in providing treatment, and referral for hospital care. Both
incidentswere investigated as Serious Incidents, in line with the NHS England Serious
Incident Framework.

¢CKS ¢NHzZGQa LYOARSY(G wSLRNIAY3I aeadSY LINRJAF
year a total of 113 deaths were reported, all of which were$e#iSR | a LJ NIi 2 F
Incident Management arrangements, and when neces3&our reviews were carried out

regarding unexpected deaths to identify all possible learning opportunities from these deaths.
There was no evidence identified that indicatiét any of the deaths were caused by lapses

in care provided by the Trust.

Deaths which were not a direct result of an incident under the care of the Trust, will continue
to be reviewed at the Patient Safety Panels and Serious Incident Review Pamelute that
all learning opportunities are identified and when possible implemented.

Trust staff reported 4,887 incidents during 2020/21, 3,353 (74%) of which were categorised [1]
Insignificant or [0] near misses effecting patient safety.

All patient séety incidents are submitted to the National Reporting and Learning Service (NRLS),
FTNRY 6KAOK GKS /v/ yIGA2ylLftte Y2yAd2NR Fff ¢
represents the number of patient safety incidents reported to the NRL&/BYdf actual impact
on the safety of patients.

Patient Safety Incidents by Actual Impact

Minor
Moderate
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1,217 1,176 2,819 2,661 | 2,062

The totalnumber of reported incidents for the period ®®pril 2020 to 31 March 2021 was

4,887.

The overall numbers of reported incidents that were classed as patient safety incidents has
decreased to 2,021. The main factor that had caused this was the transfer of Health & Justice
Services and services located in the St Helens borough to alterpativielers.

All incidents were routinelynvestigated,and, in some cases, serious incidents may have been
escalated into a full root cause analysis based on the use of a consistent national methodology.

The following work streams started / continued rthg 2020 / 2021 to improve our
management of incidents:

A

During 2020 / 2021 due to the Covid 19 pandemic, the Trust operated with a
commandand-control structure in place to ensure continuity of service delivery. This
provided operational services withvehicle to escalate and review issues that could
have compromised the quality of services delivered during the period.

¢KS . 2NRdzZZKQA v ddrdugs have blegh Remddeélldnio & Bdrodzh
Quality Meeting, which meets every month to analyse asdalate significant
incidents, complaints, or risks that required support from the Borough / Service
Management team meetings and to direct service change in response.

The Weekly Patient Safety meetings have continued to provide challenge, review and
monitoring of all reported incidents during the preceding week.

The automated daily incident report summary has continued to be generated by the
CNHzAGQa wAaal YIyFr3aSyYSyd aeadaSy G2 SyadzaNB
incidents during the prceding24-hour period.

Automated monthly incident reports continued to be issued to senior managers at the
beginning of each month, to ensure that they were sighted on all incidents within their
areas of responsibility.

A root cause analysis templatesbeen developed specifically for the investigation of
LINS & adzNB dzf OSNBE GKIFd RS@OSt2LISR dzy RSNJ G KS

A case note review process remains in place to inform the management of pressure
ulcer incidents and determine if further investigation was reqdi
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A The Serious Incident Review Panel (SIRP) continued to meet on a weekly basis to
maintain an overview of all serious incidents. The panel is chaired by the Deputy Chief
Nurse.

Al £ANIdzZf ¢NFAYAYy3I LI O1F3IS NBIFI RBYyYiaéddksS
has been developed and introduced to the Trust.

LYy 2NRSNJ G2 ydzNIHdzNBE GKS ¢NHzA G Q& | LILINRF OK (2
continued to be utilised as a vehicle to deliver key lessons to be learnt in the Trust. There is a
aKFNBR f SI NJAY Jintradet3Inbichasyised tidst detdildnd |éssbas learned

from individual incidents.

Never Events

Never Events are serious, largely preventable patient safety incidents that may result in death
or permanent harm, that should not occur if the available preventative measures have been
implemented. The Department of Health reviewed the list of never evenEebruary 2018, an
amended list of 18 never evenigere implemented. If never events occur in the Trust, we are
required to report these directly to the Care Quality Commission and our commissioners as
Serious Incidents and investigate the incidentesbablish root causes and formulate actions

to prevent a reoccurrence of the incident(s). There were 0 never events reported during the
period OF' April 2020 to 31 March 2021.

Central Alerting System

Using patient safety incident data from acrosgEnd, the NHS develops national initiatives

and training programmes to reduce incidents and encourage safer practice. Alerts are released
GKNRdzZAK | aAy3aftsS a/SyaNrf 1 fSNIAy3I {eadsSyé
required to indicate theicompliance with these patient safety alerts. All of these alerts have
NBIjdzZANBR (GFNBSGO RFEGSA F2NJI O2YLX SiA2Yy | yR Ydza
website within 48 hours of receipt.

During the period 0% April 2020 to 3% March 2021, the Trust received 8 National Patient
Safety Alerts, 2 of these alerts were relevant to the Trust. The Risk Management Department
cascaded the alerts to each Borough / Service in order that they could be actioned and
confirmation provided thagll required action had been taken in the service areas of the Trust.

Safer Caseloads in District Nursing

Prior to the pandemic methods used to triangulate staffing capacity against demand and clinical
dependency within District Nursing Services wadartaken via a monthly manual audit using
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the Safer Nursing Care Tool (SNCT) providing a retrospective analysis as to whether there were
adequate numbers of staff to manage the dependency of the patients receiving care at that
particular time. The use ohe SNCT was put on hold due to the pandemic and to enable
resources to be used to support in developing and implementing electronic workforce and
caseload monitoring systems.

During the pandemic assurance to the Trust Board as to the systems in plaoaitomstaffing
capacity and demand has been provided via @@mmandand-Control business continuity
arrangements within the Trust. This included

1 Command and control business continuity systemsbronze, silver and golaheetings,
with sit reps produced by clinical services within boroughs / directorates with oversight
of the Directors of Operations and Nursing provided a method of escalation.

1 An Integrated Quality and Performance Report (IQPR)

1 Quality Impact AssessmenQIA) process.Panels were initially commenced in June
2020 to oversee the impact of redeployment of staffing in response to the pandemic in
line with national guidance. The QIA panels were recommenced in February 2021 in line
with the QIA policy.

The Trushas commenced the implementation efectronicrostering(or e-rostering) which is
anelectronicway of efficiently managing when staff are needed to work. The sysiesbles
managers to quickly build theiosters, defining the number of employees (liyllsmix) needed

to meet the demands of theervice Significant progress has been made andetVices rosters
are now built into onto Health Roster. Additional work is being undertaken to develop
electronic caseload scheduling systems which will furteehance the oversight and
monitoring of nursing caseloads.

#SpeakUp@

As a result of the public inquiry into Mid Staffordshire NHS Foundation Trust, which exposed
unacceptable levels of patient care and a staff culture that deterred staff from raising concerns,

the Freedom to Speak Up (FTSU) review was commissioned by dretaBe of State and

chaired by Sir Robert Francis QC.

One of the principles that came out of that review focussed upon the fact that raising concerns
should be part of a routine business process for any-ledINHS organisation.

In response to this, NH8ganisations were mandated to develop and embed the role of the
FTSU Guardian.

¢KS /FNB vdzr t AGe /2YYA&aaAirzy o/v/0O FaasSaasSa |
under key line of enquiry (KLOE) 3 as part of the-ledlidomain of inspection

Guidance which aligns to this has been published jointly by NHSI and the National Guardian
Office (NGO); Guidance for Board on FTSU in NHS Trusts and NHS Foundation Trusts (May 2018).

Freedom to Speak Ug Raising Concerns
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