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ACTION PLAN - Current / Outstanding Actions
Meeting: Trust Board 30'" July 2014

Meeting Minute . Responsibility & Status
Action
date Reference Target Dates

26-02-2014 | TB/14/034 The Director of Nursing and Organisational | Director of Nursing | Quality Dashboard update and included | Action complete
Development to present to the April 2014 | and Organisational | under agenda item TB/14/118
Board meeting the Governance Dashboard | Development:
Report (see TB/14/33)

Current Action Plan —Trust Board lofl
Warrington and Halton Hospitals NHS Foundation Trust
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Paper Title: Quiality Dashboard (2014/2015) July 2014
Date of Meeting 30 July 2014
Director Responsible Karen Dawber (Director of Nursing and Organisational
Development)
Author(s) Ros Harvey (Corporate Nursing Programmes Manager)

Hannah Gray (Clinical Effectiveness Manager)

Purpose To monitor performance against the KPIs within
the Trust’s Improving Quality: Patient Safety,
Experience and Clinical Effectiveness Strategy

Paper previously Committee Date
considered

(state Board and/or

Committee and dates)

Relates to which Trust objectives
appropriate

e Ensure all our patients are safe in our care V
¢ To be the employer of choice for healthcare we deliver \
e To give our patients the best possible experience V
e To provide sustainable local healthcare services \

Key points arising from the Report/Paper (please include up to eight bullet points and reference page/paragraph as
appropriate).
Page/Paragraph
Reference

o This dashboard has been reviewed to ensure that the Board is in receipt of data
relevant to current quality measures. Please see page 2 for the rationale relating
to these changes.

o Please note that VTE and Dementia are extracted on the 23 July 2014 and are
therefore provisional until final submission to UNIFY on the 28" July 2014.

Recommendation(s) (include what you require the Board to do; approve/note/ratify etc.)

The Board is asked to:

o Note and approve the revised measures based on the rationale provided on page 2.

o Note progress and compliance against the revised key performance indicators

o Agree if the financial values associated with the Quality Contract and CQUIN measures should
be included in this report

o Approve actions planned to mitigate areas of exception
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Quality Dashboard 2014/2015 revision

The KPIs in the Quality Dashboard have been reviewed in line with the revised requirements for
2014/2015 from the:-

e CQUINs — National (Local CQUINs will be monitored by the CQUIN monitoring group and

reported by exception if required).

e Quality Contract

e Quality Account - Improvement Priorities

e Quality Account — Quality Indicators

e Sign up to Safety — national patient safety topics

e Openand Honest

This is part of a wider review of Quality KPIs to align reporting with the restructuring of committees
to improve the management of quality initiatives under safety; effectiveness and experience.

There are a number of measures which meet the inclusion criteria but do not lend themselves to
guantitative reporting for example the local CQUINs require implementation of a system or process
and establishing a baseline in quarters one and two. Other qualitative measures which cannot be
translated for monitoring within the quality dashboard include:-

e In patient survey — improvement in worst performing

e Complaints — lessons learnt

e Patient experience dashboard - creation of a dashboard
e Medicines management - creation of a dashboard

e Dementia — carers’ audit

e Friends and family — day case and outpatients

There are also a number of measures which meet the inclusion criteria, but further work is required
to develop the KPI criteria or data flow, these include:-
e Discharge and transfer (CQUIN) / Discharge and handover (National Patient Safety Priority).
e Missed and delayed diagnoses (National Patient Safety Priority).
e Deteriorating patients (adults and children) (National Patient Safety Priority).

We have included KPIs which do not meet the above inclusion criteria but are thought to be of
sufficient interest to the Trust Board namely:-

e Never events

e Prevention of future deaths reports

e MSSA

The following KPIs no longer meet the inclusion criteria so they have been removed from
dashboard:-
e Clinical nursing indicators — replaced with new care indicator system
e (Critical Care best practice bundles, blood stream infections and ventilator associated
pneumonia

o Emergency readmissions within 30 days of discharge (elective)



1. Key Performance Indicators

Threshold IC A M J Q1 J A S Q2 O N D Q3 F M Q4 YTD

Safety
Mortality
HSMR <=100=G, As Q|
ted = A, ’
(to end March 2014) i o P, 98
expected = R QcC
SHMI <=100=G, As Q|
d=A, !
(to end Feb 2014) s than IP, 105
expected = R QcC
TOtal,deaths n Not set 98 88 76 262 262
hospital
Regulation 28 -
Prevention of future Not set 0 0 0 0 0

deaths report
Incidents resulting
in Major or TBC QC 0 1 0 1 1
Catastrophic harm
Incidents of major
or catastrophic
harm under
investigation

N/A 3 1 3 7 7

Falls

All falls Not set 70 65 65 200 200
Moderate, major
and catastrophic <=13 per year IP 0 0 2 2
harm

Moderate, major
and catastrophic
harm (awaiting
approval)

Major and
catastrophic harm <=2 per year Qc 0 0 0 0 0

N/A 0 0 1 1 1




Threshold IC A M J Q1 S Q2 O N D Q3 M Q4 YTD
Pressure Ulcers
Grade 3 and 4
Hospital Acquired <=6 per year IP 0
(Avoidable)
Grade 3and 4
Hospital Acquired <=10 Qc 0 0 0 0 0
(Unavoidable)
Grade3and 4
Hospital Acquired N/A 0 0 0 0 0
(Under review)
Grad(? 2 Hospital <=101 per year IP 3 7 4 14 14
Acquired
Grade 2 Hospital
Acquired (under N/A 0 3 1 4 4
review)
% RCA / mini
investigation 100% IP 100 100 100 100 100
completed
% of patients with a
pressure ulcer <23.99%
(Communlty or (median YTD) C 3.99 3.73 3.73%
hospital acquired)
(ST)
Health Care Acquired Infections

= green, 1- P

MRSA 5=(e)1mgbee: >’5 red o 0 - 0 1 1
Clostridium difficile  <=26 peryear | QC,IP : El - i
MSSA Not set 1 0 1 2 2
tanstere L B Rttt
Never Events 0 per year 0 0 0 0 0
Medicines Safety
Thermometer % TBC IP PILOT = PILOT @ PILOT
harm free (ST)




Threshold

IC

M

Ql

S

Q2 O N

D

Q3

M Q4 YTD

VTE

% of patients risk
assessed

% of eligible
patients having
prophylaxis (ST)
Number of patients
who developed a
VTE

>=95%

100%

Baseline TBC

Qc

Qc

Qc

95.55

95.92

10

95.47*

100

% free from harm
(ST)

OH

97.3%

99.2%

97.8%

Catheter Acquired Urinary Tract Infections

CA — UTIl: Number of
catheterised
patients who
developed a UTI (ST)
CA - UTIl % of
catheterised
patients who
developed a UTI (ST)

<=3 per month

<=0.6% each
month

Dementia

0.38

0.39

Dementia Assessment
% (Part 1)
Dementia Assessment
% (Part 2)
Dementia Assessment
% (Part 3)

>=90%

>=90%

>=90%

94.55

100

100

95.69

100

100

95.43*

100*

100*

Care Indicators

Falls - risk
assessment %
compliance
Waterlow - risk
assessment %
compliance

>=95%

>=95%

100

98

95

95

96.6

96.6




Threshold  IC A M J Q1 J A S Q2 O N D Q3 J F M Q4 YTD
Effectiveness

MUST - risk
assessment >=95% IP
measures
Advancing Quality % compliance
Acute MI (2013/14) >=91.46% P, C 97.84 97.97 97.33 97.33
Hip and Knee 0

=92. IP, C b . b 6
(2013/14) >=92.23% 96.23 96.52 96.71 96.71
Heart failure o

=86. IP, C . . . .
(2013/14) >=86.85% 87.35 87.50 87.29 87.29
Pneumonia (2013/14) >=75.23% P, C 72.95 7225 72.53 72.53
Stroke (2013/14) >=6257% | IP,C | 55.48 5582 5516 | | 55.16
COPD (from April o
2014) >=50% IP, C

Patient Reported Outcome Measures (PROMS)

Hip replacement 0.43
April — Dec 2013 ) IP,QC

. (England average)
(Average health gain)

Knee replacement

0.33

April — Dec 2013 IP,QC 0.34
. (England average)
(Average health gain)
Groin surger
in surgery 0.085 0.09
April - Dec 2013 IP,QC

X (England average)
(Average health gain)

Patient Experience

Staff friends and
family question

(Extremely likely and likely TBC C 66.8
responses from F&F
quarterly staff survey)
Always events
1&2
(1& TBC IP

implementation, Q3
data collection)

Mixed sex
occurrences




Threshold IC A M J Q1 S Q2 O N D Q3 Q4 YTD
Friends and family test
Friends and Family
Test (Trust score, TBC 4.54 4.5
out of maximum 5)
Friends and Family
Test Inpatients NP >=70 OH 76 74
(National average)
score
Friends and Family >=50 OH
Test A&E NP score (National average)
Friends and family Ql->=15%
C 23.08 1852 20.79 20.75 20.75
response rate (A&E) Q4 - >=20%
Friends and family Ql->=25%
- >=309
response rate a :‘ 30% C | 2732 2683 3462 | 2955 29.55
(inpatients) March 2015
achieve >=40%
Complaints and concerns
Number of concerns
. Not set IP 1 5 3 9 9
received
Number of 2013/2014
complaints received received 422 (No IP 32 45 40 117 117
threshold set)
% of complaints
resolved within the >=94% IP 94.44 95.24 100 96.51 96.51

agreed timescale

ST = Safety Thermometer. This is a survey carried out on one day a month on all wards. The survey provides a point prevalence figure e.g. of the number of inpatients

who have a hospital acquired pressure ulcer on that day. The figure is NOT the total number of incidents in the month.

Key: YTD = Year to date, ST = Safety Thermometer (monthly point prevalence survey), IC = Inclusion criteria

Inclusion criteria key: Improvement priority (IP), National Quality related CQUINs (C), Local quality related CQUINs by exception*(CE), Quality Account
indicators (Ql), CQC Intelligent Monitoring quality related ‘Elevated risks’” and ‘risks’(CQC), National Patient Safety Priorities (related to Sign up to Safety

campaign) (SS), Contract KPIs (Quality section only) not considered at other forums (QC), Directive from Sir Bruce Keogh (BK), Open and Honest (OH)



2. Exception reporting

Care Indicators

Advancing Quality — Stroke and Pneumonia

High Quality Care was a local CQUIN for 2013/2014. The care
indicators audit was a process which was developed as part of this
CQUIN to audit compliance with risk assessments for Falls,
Waterlow and MUST Risk Assessments. Reports received
throughout 2013/2014 showed exceptional compliance with Falls
and Waterlow improved from 70% to over 90% for the last four
months of the year. However whilst there was a temporary
improvement with compliance to MUST to over 90% in December
it dropped below 70% in the last quarter of 2013/2014. The Trust
identified this as an important aspect of quality of care and thus
agreed to continue monitoring as a Quality Indicator for the
Quality Accounts in 2014/2015. The Patient Quality & Safety
Champion has increased surveillance and feedback around risk
assessments in order to improve compliance going forward.

VTE Prophylaxis

The VTE Prophylaxis data is extracted from the Safety
Thermometer and is required for the Quality Contract which states
100% compliance is required. Unfortunately we did not achieve
this level of compliance in Q1 and following a review determined
that this was due to resource issues to support data cleansing.
This was undertaken for July and compliance has now reached
100%. We will continue to undertake rigorous data monitoring to
ensure that we maintain full compliance.

AQ Stroke (monitored via CQUIN Group)
In order to achieve this target, the 4 hour target for direct admission needs to
improve. Compliance with patients reaching the stroke unit within 4 hours of
admission is one of seven factors measured for this indicator. Cumulative
performance — 55.16 and latest available data for March 2014 discharges is 48.48%.
The measures are as follows:-

e Stroke Unit admission 14/28

e Swallow screening 17/20

e Received Aspirin 15/16

e  Weighed 28/29
Agreement reached to ring fence four beds for 4 hour stroke admission however this is
not always assured as such the Trust may not achieve target of 62.57%

AQ Pneumonia (monitored via CQUIN Group)
There are a number of requirements that are required to achieve compliance with AQ
for each patient however non-compliance does not appear to be based on one specific
requirement so the team select individual issues to improve compliance. They are
currently focussing attention on the issue of antibiotics being received with 6 hours of
arrival as well as putting action plans are in place to ensure all doctors are trained in
the requirements. Cumulative performance —72.53% and latest available data for
March 2014 discharges shows is 74.14%. The measures are as follows:-

e Initial antibiotic selection for CAP in immune-competent patients 24/29

e |Initial antibiotic received within 6 hours of arrival 37/44

e Smoking cessation / counselling 8/10

e CURB65 Score 27/33
Two key issues are giving antibiotics and smoking cessation. Processes have been
revised to improve compliance.




PROMS

Patient Reported Outcome Measures (PROMs) assess the quality of care delivered to NHS patients from the patient perspective. Currently covering four clinical
procedures, PROMs calculate the average health gains after surgical treatment using pre- and post-operative surveys.
The four procedures are:

e hip replacements

e knee replacements

e groin hernia

e varicose veins
PROMs have been collected by all providers of NHS-funded care since April 2009.
PROMSs measure a patient’s health status or health-related quality of life at a single point in time, and are collected through short, self-completed questionnaires.
This health status information is collected before and after a procedure and provides an indication of the outcomes or quality of care delivered to NHS patients.
The Health and Social Care Information Centre is responsible for scoring and publishing of PROMs data as well as linking it to other data sets such as Hospital
Episodes Statistics. The Trust is required to report annual PROMS data in the Quality Report and has also selected this as a Quality Indicator for the Quality
Report. The QDB shows the average health gain by procedure against the average results for England which indicates that the outcomes for hip replacement
require improvement. Going forward this work will be managed within the remit of the Clinical Effectiveness Group.

Complaints and concerns

Some patients prefer to raise a concern rather than a formal complaint. Due to the way the Patient Experience Team now works, Patient Experience Officers
provide cover for the PALS Officer. This has seen some “blurring” of PALS and concerns and lower numbers of concerns are reported. The team is establishing
specific working definitions to ensure that concerns, complaints and PALS contacts are appropriately categorised and answered. From April 2014, any withdrawn
complaints will be re-categorised as concerns. This is an improvement priority for the Trust.
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Paper Title Head of Midwifery Report 2013

Date of Meeting 30 July 2014

Director Responsible Director of Nursing and Organisational Development

Author(s) Melanie Hudson Associate Director of Nursing, WC&CSS / Head
of Midwifery

Purpose To inform the Board of the of the activities of midwives and
Midwifery Services during 2013

Paper previously Committee Date

considered

(state Board and/or Committee

and dates)

Relates to which Trust objectives N

appropriate

Ensure all our patients are safe in our care

To be the employer of choice for healthcare we deliver
e To give our patients the best possible experience

e To provide sustainable local healthcare services

Key points arising from the Report/Paper (please include up to eight bullet points and reference page/paragraph

as appropriate).
Page/Paragraph
Reference

Recommendation(s) (include what you require the Board to do; approve/note/ratify etc.)

The Board is asked to note the Head of Midwifery Report 2012
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1. Introduction

The Midwifery Annual Report informs the Trust Board of the activities of midwives
and midwifery services during 2013.

The Maternity Service is located on the Warrington site working in an integrated
service across primary and secondary care. A consultant led antenatal clinic has
been held on the Halton site since 8" February 2012. Bridgewater community
services provided Community Midwifery Services within Halton and Widnes and the
community midwives were employed by Bridgewater Community Services.

During 2013 the Trust employed: 105.12 WTE (this includes the Head of Midwifery
and the Matrons) midwives plus 18.33 WTE support carers / support assistants.

This report will serve to outline midwifery practice and midwifery services within
Warrington and Halton Hospitals NHS Foundation Trust for 2013.

The start of 2013 was filled with optimism as the maternity service was successful in
securing £450K to refurbish the Delivery Suite. The bid had to fulfil certain criteria
which was improvement of the facilities for women and their families. The bids had
to include facilities for partners to stay; improvement of bereavement facilities;
promotion of normality and provision of birthing pools. The Trust bid incorporated all
of the above. The Delivery Suite moved temporarily to Daresbury Wing for a period
of three months, whilst the refurbishment took place. In June 2013, the Delivery
Suite returned to the Croft Wing. Midwifery staff embraced the benefits the
refurbishment brought for the women and their families.

Unfortunately 2013 has not been without its challenges with four serious untoward
events and a whistleblowing incident whilst in Daresbury, all of which are detailed in
the main body of the report.

2. Professional Regulation and Statutory Supervision of Midwives
Supervision of midwives is a statutory mechanism, its function is separate to the
Trust and is overseen by the North West Local Supervisory Authority (LSSA). Its
aim is to ensure the safety of the mother and baby and it has an important role to
play in the management of risk for midwifery staff.

Supervision supports the risk management process by assisting in the recognition of
poor midwifery practices and by identifying the education and training needs that
support professional development.

Supervisors of Midwives have specific responsibilities:

= Undertake incident investigations.

= Provide professional advice to mothers and midwives on a 24 hour basis.

= |Inform the Head of Midwifery of any serious midwifery practice or performance
issues.



2.1  Supervisors of Midwives

During 2013 there were 13 supervisors of midwives (SOM). Together they
supervised 142 midwives including two midwives working in the Neonatal Unit and
six midwives working independently of Warrington and Halton Hospitals NHS
Foundation Trust.

The recommended supervisor: midwife caseload ratio is 1:12. The average ratio for
2013 was 1:13 with varying fluctuations.

2.2  Selection of Prospective Supervisors of Midwives

Becoming a supervisor of midwives is discussed with all midwives within their annual
review. Midwives who express an interest in becoming a SOM are encouraged to
discuss their application with a supervisor to ensure their suitability. Selection is via
a ballot system within the profession.

2.3 Resignation of Supervisors of Midwives

= No Supervisors were deselected during 2013.

One supervisor took a break from supervision during 2013.

One Supervisor resigned during 2013.

One complaint was made against supervision by a member of staff.

2.4  Protected Time for Supervisors of Midwives

Protected time for supervision activities was supported by the Associate Director of
Nursing, WC&CSS / Head of Midwifery. Time was required to plan and attend
meetings, both at local and regional level; peer review; information dissemination
and midwives annual review meetings. During 2013 and continuing into 2014 time
was difficult to take. The LSA (Local Supervisory Authority) recommends two days
per month for each supervisor of midwives, currently one day where possible is
taken.

During 2013 difficulties were experienced by supervisors having opportunity to
undertake supervision activities using the previously allocated one day per month for
supervisors and two days per month for the contact supervisor, as the competing
requirements of clinical commitments impacted on this. Administrative support was
provided as recommended by the LSA. NHS England contacted the Director of
Nursing requesting support the allocation of two days per month for the supervisors
of midwives.

2.5 Access to a Supervisor of Midwives

Posters informing the public of the role of the SOM and how to contact them were
displayed in all public areas. Women received an information leaflet on the role of
the supervisor of midwives and telephone numbers to contact a SOM were printed in
the hand held records. A 24 hour supervision on call rota allowed midwives and
mothers to make contact with a supervisor at any time if they required information,
support or advice.

During 2013 a Supervisors of Midwives Clinic was established, to answer any issues
[ areas of concern raised by individuals. This Clinic has proved very popular and
there are plans to extend the Clinic to two sessions in 2014.



3. Supervision Activities

3.1 Changes in practice
SOMs worked to incorporate the recommendations from government enquiries and
national guidelines into improving the midwifery care available to women.

3.2 Communication

Supervisors were represented on all the overarching groups within the Maternity
Unit. In particular SOMs were represented on the Guideline Review Group; Incident
reporting Group; Maternity Risk Management Group; Labour Ward Forum and the
Maternity Services Liaison Committee. This provided SOMs the opportunity to
promote normality within a multidisciplinary team and to meet with user
representatives.

3.3 Developing trends affecting Midwifery Practice

Within the year the Maternity Unit closed on ten occasions due to either an increase
in capacity or a shortfall in staffing levels. On each occasion a supervisor of
midwives was notified. There were no poor outcomes for women or babies or
complaints as a result of the Maternity Unit closures.

3.4  Supervisory Investigations

Six supervisory investigations were carried out in 2013 resulting in the

midwives involved in the incidents being investigated and undertaking action plans to
support their learning.

In conclusion 2013 continued to present challenges to both supervisors of midwives
and midwives with the emphasis on working collaboratively with mothers, their
families and other healthcare professionals, to provide services that were cost
effective and which met the individual healthcare needs of the local population.
Supervisors of midwives will continue to support midwives to deliver care in an
environment of change where staff are required to adopt flexible approaches to their
work.

The year culminated in a very positive LSA Audit a copy of which is attached.

W W

WARRINGTON Isa  Warrington & Halton
aUDIT 24TH OCTOBEHospitals NHS Found:

4. Risk Management / Clinical Governance

During 2013, there were 3,053 births with the maternity service providing both
consultant and midwifery led care pathways. 697 incidents and near misses
were reported via the electronic incident reporting system (Datix) during this
time.

The following information will summarise events which have occurred within
the Women'’s Health Department, between 15t January 2013 and 315t December
2013.



4.1 Background

The major focus for the Maternity Unit is to provide services for women who are well
but who may need unscheduled care as their pregnancy and birth progresses. For
most women the plan of care is straightforward, however, for others the care is more
complex requiring services in the community setting, neonatal care and for a few
mothers intensive care provision.

Delivering maternity care in this way presents challenges relating to planning and
capacity where the birth rate rises and falls unpredictably and the health
professionals are specialists who work autonomously.

The maternity service cannot completely eradicate risk and where complications
arise during pregnancy and birth the consequences may have a long term effect on
the individual or family concerned. To support implementation of safe care there is a
risk management structure in place with identified roles and responsibilities in
relation to the management of risk. During 2014 risk management links with the
Corporate Governance team have been strengthened to support the maternity
service to develop clinical governance reporting arrangements which will ensure key
issues are effectively flagged up in corporate systems.

Incident Reporting

During 2013 a robust risk reporting culture continued within the maternity service as
staff were encouraged to complete clinical incident reports. As a result of lessons
learned staff were able to change practice.

Clinical incidents and near miss events remained a standing agenda item at the
following meetings:

= Maternity Risk Management Group / Labour Ward Forum.

= Incident Reporting Group.

=  Ward Manager Meetings.

= Divisional Integrated Governance Group Meetings.

Communication on the outcomes of clinical incidents to all midwifery staff was
delivered via the weekly Ward Managers meeting to ward managers / team leaders

and matrons who in turn further disseminated the information at a local level via
safety briefings.



Incidents reported by speciality:

Incidents by Speciality
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Breakdown of incident numbers reported per quarter - January 2013 to
December 2013

SIS Q1 Q2 Q3 Q4 | Total
Women's Health 210 179 173 135 697
Gynaecology 54 47 26 37 154
Obstetrics 136 132 138 93 499
Theatre

Obstetrics 20 10 9 5 44

Levels of reporting have remained consistent for each quarter within the speciality.



Breakdown of incidents by location within Women’s Health - January 2013 to
December 2013

Incidents by Location

01/01/13 - 31/12/13 Total
Antenatal Clinic 23
Antenatal Day Unit 23
C20 97
Cc23 119
Colposcopy Clinic 7
Corridor/Lift 5
Office/corridor 1
Croft Wing 49
Community Setting 35
Delivery Suite 197
Gynaecology Outpatients Warrington 5
Hysterscope Clinic 5
Maternity Theatre 70
Medical Secretaries 3
Rapid Access Pregnancy

Assessment Clinic 6
UroGynae 2
Totals: 647

The most frequent location for incidents within Women’s Health was the Labour
Ward. This was to be expected as the majority of reported incidents were related to
events occurring during labour and delivery.

Incident Severity

Within the Women’s Health Department 47% of incidents occurred on the Labour
Ward of which 42%% were graded as low / negligible harm. Maternity services
report incidents relating to complications of pregnancy and birth to track trends in
clinical practice and monitor clinical outcome. These included a significant number
of incidents which do not necessarily have an adverse outcome or were near miss
events.



Severity categories for incidents reported during 2013 for each month

Incident Severity by Graded by Category of
Harm
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The incidents were graded as follows:

429, (62%) negligible / no harm.

229, (33%) minimum harm.

27, (4%) moderate harm.

2, (0.3%) major harm.

2, (0.3%) catastrophic harm.

From February 2013 to May 2013 the Labour Ward was relocated to Daresbury
Wing as part of a Labour Ward refurbishment programme. An increased number of
negligible / no harm incidents, including an increased number of staffing incidents,
were reported during this time as staff experienced difficulties with the location of the
Ward away from the Maternity Unit.

= Four incidents were StEIS reportable and root cause analysis investigations were
completed. Action plans were developed in response to lessons learned. The
Maternity Risk Management Group was responsible for monitoring and
completion of action plans, in addition they were monitored by the Clinical
Commissioning Group Serious Incident Committee.

= No incidents were reported as Never Events.

People affected by incidents within Women’s Health

01/01/13 - 31/12/13 Total
Incidents affecting patients 622
Incidents affecting Staff 46
Incidents affecting contractors and visitors 4
Incidents affecting the trust. eg. premises, site,

equipment, infrastructure, reputation 30
Totals: 702




The majority of incidents relating to staff were reported when staffing levels were
reduced within Women’s Health. A reduction in staffing levels was also reported
under infrastructure incidents.

The maternity service reported one incident under the Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations (RIDDOR), when a staff member
slipped on a wet floor and sustained an injury. Increased signage was introduced in
the area to prevent similar incidents recurring.

Distribution of incidents by reported group, January — December 2013

Womens Health Incident Distribution
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Distribution of incidents associated with pregnancy and birth which did not
necessarily have an adverse outcome, January — December 2013

Top 10 Incidents Associated With Labour and Delivery

Other not included in pick list 45
3rd and 4th degree tear 20
Shoulder dystocia 18
Postpartum haemorrhage > 2000mls 9
Interuterine Death 7
Deviation from recognised protocol 7
Postpartum haemorrhage > 1000ml or maternal

compromised 6
Postnatal re-admission mother 5
Unexpected transfer to NNU 4
Admission to Neonatal Unit >37 weeks gestation 4
Totals: 125

Clinical incidents relating to pregnancy and birth may not necessarily have an
adverse outcome but are reported as a way of tracking trends and to allow review of
incidents to assure the maternity service that guidelines are followed and care is
managed appropriately.
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Third and fourth degree perineal trauma; shoulder dystocia and haemorrhage were
frequently reported incidents which formed part of the departmental clinical audit
programme during 2013.

Incidents of intrauterine death were reported when women presented on admission
with an intrauterine death diagnosed prior to the onset of labour. All Intrauterine
death incidents were reviewed individually and presented at the departmental
Perinatal Meeting for multidisciplinary discussion and to share any lessons learned.
Three intrapartum stillbirths were reported to commissioners and the Coroner and
Serious Untoward Incident (SUI) investigations were completed.

Maternal and Perinatal Morbidity

Maternal deaths are rare events and their consequences are devastating for all
involved. A maternal death is defined as the death of a woman while pregnant or
within 42 days of the end of pregnancy from any cause related to or aggravated by
the pregnancy or its management but not from accidental or incidental causes.

The maternity service participates in MBRRACE a national reporting system which
collates all data relating to maternal deaths and perinatal statistics in order to drive
improvements in maternal and child health.

In March 2013 the maternity service reported a maternal death to MBRRACE
following a report that a mother had been admitted to a specialist heart and chest
hospital two weeks post-delivery following an elective caesarean section at
Warrington and Halton Hospitals NHS Foundation Trust.

The maternal death review provided an opportunity for the maternity service to
review the care given and learn from a rare and tragic event. The review concluded
that the maternal death was not the result of deficiencies in care.

Perinatal mortality is defined as the death of a fetus or newborn in the perinatal
period that commences at 24 completed weeks’ gestation and ends before seven
completed days after birth. Stillbirth is defined as; a baby delivered without signs of
life after 23+6 weeks of pregnancy.
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Incidence of Fetal Demise 01/01/13 — 31/12/13
No.of No. of No. of babies | No. of late fetal | No. of still | SUI
deliveries | Terminations born at losses births investigation
of Pregnancy <22wks 22-28wks >28wks
gestation gestation gestation
Jan 256 2 0 0 0
Feb 255 0 0 0 0
March 246 0 0 0 1
April 253 0 1 0 2
May 251 1 0 0 1 1
June 234 2 0 0 0
July 271 0 0 0 0
Aug 290 0 1 0 1
Sept 275 0 0 0 2 2
Oct 265 0 2 0 0
Nov 243 2 0 1 0
Dec 249 0 0 1 1 1
Total 3088 7 4 2 8 4

Unexplained and unanticipated stillbirths were reviewed using the National Patient
Safety Agency NPSA Intrapartum Tool V3 to gather information and identify causal
factors. In each case clinical management was assessed and benchmarked against
current local and national guidance. The Intrapartum Tool gathered information on
socio demographic factors, maternal health and pregnancy history as well as any
admissions and events occurring during pregnancy. Understanding the way in which
a number of factors could combine to impact on maternal and fetal wellbeing allowed
midwives and obstetricians opportunities for improvement in care planning to be
made.

Serious Untoward Incident Reporting

During 2013, four Serious Untoward Incidents were reported to the Clinical
Commissioning Group. All of the incidents were related to unanticipated fetal
demise in utero with three of the incidents occurring during the intrapartum period.

During this challenging time Warrington and Halton Hospitals NHS Foundation Trust
initiated independent reviews into the root cause of the incidents. Experts from
Liverpool Women’s Hospital and Leeds General Hospital were asked to carry out
unbiased independent reviews of the cases to determine whether the investigation
process was robust and to identify any further learning and improvement points that
could be implemented and shared with staff. The teams reviewed clinical care,
governance and risk management arrangements and also conducted interviews with
staff involved in the incidents. The findings from the reviews were received within the
Department and action plans are being developed in response to the
recommendations made.

Following a local review of the maternity service governance processes there are on-

going discussions with the acute governance team around the level of resource and
support that is required to support governance arrangements within the Department.
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Lessons Learned

Weekly meetings between the Clinical Risk Midwife; ward managers and team
leaders continued during 2013. Safety alerts and safety briefings at handover
supported staff to improve practice following lessons learned from incident reviews.

Serious Incident Case Review meetings took place in a multidisciplinary forum to
enable shared learning and review of clinical practice to identify changes required to
ensure safe and effective delivery of care.

Changes to practice included:

= Increasing the duration of pharmacological thromboprophylaxis for all women
undergoing a caesarean birth to seven days, in order to reduce the risk of venous
thromboembolism.

= Standardising how staff measure and document fundal height assessments in the
antenatal period.

* Introduction of a mandatory perineal suturing training session for all midwives.

* Implementation of the Perinatal Institute national notes to improve communication
with cross boundary organisations and improve documentation of routine
practices and procedures within the service.

4.2  Maternity Services Governance and Risk Management Meetings

The Maternity Risk Management Group Committee (MRMG) has agreed terms of
reference and is chaired jointly by the Associate Director of Nursing, WC&CSS /
Head of Midwifery and the Obstetric Governance Lead. Specialist groups such as
the Incident reporting Group and the Guideline Review Group report their activities to
the Maternity Risk Management Group.

During 2013 all maternity related risk management issues were discussed at the
MRMG and escalated through the divisional governance reporting process. Topics
reviewed by the MRMG include approval of incident investigation reports; monitoring
of action plans; approval of local guidelines and policies; implementation of changes
in clinical practice and review of the Maternity Risk Register.

4.3 Clinical Negligence Scheme for Trusts (CNST) Maternity Clinical Risk
Management Standards

The National Health Service Litigation Authority (NHSLA) reviewed their CNST
standards for maternity services in January 2013. No substantive changes were
made to the standards although the NHSLA announced they would disband the
CNST assessment process after March 2014. The maternity service completed a
previous successful Level 2 assessment in June 2012 and was working towards an
October 2014 assessment. When the changes were announced the maternity
service worked hard against a tight deadline to prepare for the Level 3 assessment.

Following assessment in March 2014 the maternity service was successful in
achieving Level 3 of the CNST Maternity Clinical Risk Management Standards.
During the assessment the assessors examined how the unit monitored
implementation of maternity guidelines and policies in relation to the 50 CNST
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criteria. Audit reports; meeting minutes and action plans were used to evidence
implementation and monitoring by the maternity service with the findings verified by
spot checks of health records. The maternity service received a score of 43 out of
50 criteria.

Examples of Initiatives and good practice
During 2013 the maternity service implemented a number of new initiatives to
improve the care and safety of mothers and babies who use the maternity service.

The maternity service commenced the Perinatal Institute Gestation Related Optimal
Weight Chart (GROW), a customised antenatal chart used for plotting fundal height
and estimated fetal weight which is used to define each pregnancy’s growth
potential. Customised assessment of birth weight and fetal growth has been
recommended by the RCOG since 2002 and their use has been re-emphasised in
the 2013 Green Top guideline Small-for-Gestational-Age Fetus, Investigation and
Management

The Delivery Suite was refurbished resulting in a pleasant environment for women in
labour. The rooms are of a good size with en-suite facilities. Low technology
delivery rooms were developed with access to two birthing pools. The refurbishment
has been well received by service users and their families.

Induction of labour (IOL) is indicated when the maternal and / or fetal risks of
ongoing pregnancy outweigh the risks of induction of labour and birth and is a
relatively common procedure. The creation of an induction of labour bay has
improved facilities for women who wish to have a birthing partner present during the
early stages of the induction of labour process. The IOL bay also reduced the
number of delayed procedures caused by capacity issues when women were
admitted to a combined antenatal / postnatal ward.

The maternity services provided influenza vaccination clinics for pregnant women to
support NHS England strategies for ‘flu pandemic planning.

4.2 Complaints, PALS referrals and Clinical Claims

There were 11 referrals to the Patient Advocate and Liaison Service and the
Complaints Department during January 2013 to December 2013 in relation to
Maternity services.

These included:
= 8 Formal Complaints.
= 3 |Informal concerns.

Of these complaints one was upheld; five were partially upheld; four were not upheld
and one was withdrawn.

Claims are broken down into financial years. In 2012/13 there were 12 claims and in
2013/14 there were ten claims.

The complaints received related to communication and care delivery issues.
Communication was perceived to be poor between mothers and the midwifery /
medical teams.
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5 Guideline Development

The Guideline Development Group continued to meet throughout 2013 giving priority
to review and update of guidelines in preparation for the successful Level 3 CNST
assessment. The focus of the group is to address guidelines that are currently in
use as part of the rolling programme of review and update. Local guidelines have
now been incorporated onto the Trust Hub archiving system, with a focus on
improving the availability and retrieval of guideline and policy documents to staff in
all clinical areas.

6. Prevention of infection

The Infection control team have continued to support clinical areas within the
department to prevent incidents of hospital acquired infection. There were no
reported cases of MRSA bacteraemia and no cases of Clostridium difficile during
2013 within maternity.

7. National Reports and Recommendations

The Confidential Enquiry into Maternal and Child Health (CEMACH) which undertook
mortality and morbidity reviews within the maternity service and published
recommendations for improving maternal and child health, based on its findings has
now been dissolved and superseded by MMBRACE which is governed by the
National Perinatal Epidemiology Unit who will continue to collate all data relating to
maternal deaths and perinatal statistics in order to drive improvements in maternal
and child health. This is a triennial report, however, there have been significant
issues which may impact on MMBRACE's ability to produce its first report. Given the
standing of the National Perinatal Epidemiology Unit the issues will be resolved and
an excellent report will be produced to which the maternity service will be proactive
in its response.

At Warrington and Halton Hospitals NHS Foundation Trust, the Maternity Unit has a
designated senior midwife who co-ordinated the statistics and analytical information
which was included in the enquiry.

Recommendations from other bodies, such as the National Institute for Clinical
Excellence (NICE); Royal College of Obstetricians and Gynaecologists (RCOG) and
Royal College of Midwives (RCM) were discussed at Maternity Unit meetings which
included the Maternity Risk Management Group; the Labour Ward Forum and the
Maternity Services Liaison Committee. Practice within the Maternity Unit was
examined and benchmarked against recommendations and any changes
implemented as appropriate. This is also escalated through the Divisional
Governance structure.

8. Clinical Policies & Guidelines
The major midwifery policies & guidelines were formulated in line with Royal College

of Midwives; Royal College of Obstetricians and Gynaecologists and National
15



Institute of Clinical Excellence recommendations. All policies and guidelines were
research / evidence based and regularly updated by the relevant personnel then
taken through the Maternity Services Liaison Committee for information and the
Maternity Guideline Review Group for ratification; prior to this they were circulated to
the supervisors of midwives; obstetric consultants and the Divisional Head of
Nursing, WC&CSS / Head of Midwifery. If a policy involved cross department
working it was circulated to the relevant personnel for comments and was
disseminated via the Trust Clinical Governance meeting.

9. Audit and Research

The Maternity Service, as previously stated, has a robust audit programme which is
driven by the Obstetric Audit Lead and the Audit Midwife. Numerous audits were
undertaken during 2013, many of which were relevant for NHSLA accreditation. All
audits were formally presented on a monthly basis to the multidisciplinary team and
any recommendations implemented.

Warrington and Halton Hospital NHS Foundation Trust’s Maternity Service continues
to be involved in numerous research projects and is the leading Trust in the North
West for research into women’s health issues. The INFANT Study, which was a
major research project, closed in October 2013. Research is supported by two Band
6 midwives and Lead Obstetrician, Dr. Rita Arya.

During 2013 the following research studies were undertaken:

= BUMPES - A study of position during the late stages of labour in women with an
epidural.

= EMPIRE - Anti-epileptic drug monitoring in pregnhancy: An evaluation of
effectiveness, cost effectiveness and acceptability of dose adjustment strategies.

= SAFE / RAPID — New methods of detecting problems in pregnancy involving all
women having amniocentesis.

= PREP - Development and validation of a prediction model for risk of
complications in early onset pre eclampsia.

= TABLET — A randomised controlled trial of the efficacy and mechanism of
levothyroxine treatment on pregnancy and neonatal outcomes in women with
thyroid antibodies.

= DAPPA — Spot protein creatinine ration (SPCr) and spot albumin creatinine ratio
(SACr) in the assessment of pre-eclampsia.

= |INFANT — A multi-centre randomised controlled trial (RCT) of an intelligent
system to support decision making in the management of labour using TG.
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10. Midwifery Staffing Review

Please see attached report.

@j

Midwifery Staffing
Review July 2014.do«

11. Recruitment and Retention

All newly recruited midwives to the Trust underwent an enhanced CRB disclosure
prior to commencing employment, and their registration details were confirmed with
the Nursing and Midwifery Council. All new midwives to the Trust underwent a Trust
Induction and where appropriate preceptorship.

12.  Improving Working Lives

The Maternity Unit continued to be proactive in improving working lives,
accommodating job share; term time working and other flexible working options
supported by the Human Resources Department.

13. Training
13.1 Continuing Professional Development (CPD)

Maternity Services - specialised training
The maternity services expectations in relation to staff training were identified in the
Training Needs Analysis (TNA) within the maternity services training policy.

The TNA was supported by a training programme, which was informed and reviewed
by the Practice Development Midwife (PDM). It detailed a schedule of maternity
specialist mandatory training required by each staff group within the maternity
service and reflected recommendations from the National Confidential Enquiries; the
NHS Litigation Authority; the Royal Colleges; Advanced Life Support in Obstetrics;
National Institute for Clinical Excellence and other relevant information sources.

The PDM in association with the Maternity Risk Management Group (MRMG)
reviewed training to address the results from audit; incidents; complaints and claims
and other information sources. Amendments to training programmes were made as
appropriate, to ensure that lessons were learned thus supporting the maternity
services governance framework.

13.2 CPD- Internal Courses

Midwifery Skills Drill Update Days

Training supported the requirements of the CNST Maternity Standards portfolio;
Trust Mandatory Training and Maternity Services TNA. Sessions were also provided
to promote staff development and CPD requirements. Training was provided over a
four day programme on an annual basis.
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Skills Drills Training Day 1

Time

08.15-09.00

12.30-13.15

14.00-15.30

Topic Trainer

The Systematic approach to the Severely ill pregnant Jeanette Carter
woman/Deteriorating Patient

MEOWS. Care following operative vaginal delivery.

e

Neonatal Resuscitation Claire Evans

Coffee break

Dates

9/1/13 6/2/13 6/3/13 4/4/13 1/5/13
16/1/13 13/2/13 13/3/13 11/4/13 8/5/13
22/1/13 19/2/13 27/3/13 17/4/13 14/5/13
31/1/13 28/2/13 25/4/13 22/5/13
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Skills Drills Training Day 2

Time Topic Trainer
0815-08.30 Registration
08.30-12.00 Conflict Resolution Training Phil Sloan

Sean O’Brien

12.00-12.30 Lunch

12.30-14.00 Pain relief —in Labour

Options and management
Non-pharmacological and pharmacological

Dr El-Housseiny

choices
14.00-16.30 Clinical application of customised
Growth charts. Jeanette Carter
Standardising fundal height Ann Goodwin

Documentation and record keeping

11/1/13- Friday 24/4/13- Wednesday
23/1/13- Wednesday 9/5/13- Thursday
7/2/13- Thursday 17/5/13- Friday
22/2/13- Friday 24/5/13- Friday
7/3/13- Thursday 6/6/13- Thursday
15/3/13- Friday 13/6/13- Thursday
19/4/13- Friday 27/6/13- Thursday
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Skills Drills Training Day 3

Time Topic Trainer

Skills Drills Training Day 4
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Maternal AIMS

Maternal AIMS training was planned throughout 2013. Maternal AIMS is a Midwifery
specific course and it was introduced to the Trust by the PDM in 2012.
Documentation is provided by the Critical Care Network and the course requires a 3
yearly recertification.

‘Live Skills Drills’
Live drills continued throughout 2013. These occurred in all departments and six
were planned on an ad hoc basis throughout the year in different clinical areas.

Perineal Repair

Perineal repair updates were provided as part of the Day 2 Programme. The
sessions were a theoretical, evidence based update which included the observation
of a DVD showing the continuous perineal repair technique; Subcuticular suturing to
the skin and Aberdeen knot to complete the repair. All midwives on Labour Ward
and new starters were competency assessed as per the local policy.

13.3 CPD- External Courses

Newborn Life Support Training- NLS (External Training for Band 7, Labour
Ward Midwives)

This training was provided externally to the Trust. Four Band 7 midwives are due
their 4 yearly update this year. These sessions are booked and planned.

Advanced Life Support in Obstetric Course - ALSO
The Department successfully hosted the ALSO within the Trust and secured a
number of free places for midwives to attend.

CPD Apply modules and training

Midwives were supported to access CPD modules. The Departmental Education
Strategy Group (ESG) identified that supporting midwives to complete the
Examination of the Newborn module should be a priority throughout 2013/14.
Midwives were asked to express their interest in attending the Examination of the
Newborn (EONB) module. Community midwives were identified as a key staff group
enabling them to support a holistic homebirth service. Staff groups who wished to
access any other modules, (apart from the mentorship module when support maybe
negotiated) via CPD Apply were required to identify their own time / funding streams.
Attendance at CPD modules was discussed and approved at ward manager
meetings.

13.4 Additional departmental activity

Preceptorship

The Preceptorship programme throughout 2013 evolved and developed to support
preceptors and to guide them through the preceptorship period. Preceptors were
given a preceptorship pack on commencement to the Trust. The preceptorship
programme has adapted to support the service but also the preceptors development.
During 2013 there were 13 midwives on the preceptorship programme.
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IV Cannulation

The services’ aim is that all midwives allocated to the Labour Ward are able to
perform IV cannulation therefore providing a holistic care pathway.

The Trust lead for IV cannulation training has supported local development by
providing sessions for midwives incorporating the IV Cannulation and drug
calculation sessions. Nine midwives have successfully completed the training
since its inception and further training is planned.

GROW Training
This was incorporated into Day 2 training in 2013. External training was provided to
address a service need. This training was delivered by the Perinatal Institute.

Complementary Therapies

The successful delivery of this service required qualified practitioners to facilitate the
sessions. Midwives applied for training via CPD application. The services provided /
to be provided were / are:

= Hypnobirthing

»= Yoga: pregnancy and postnatal
=  Aquanatal

= Moxibustion

= Placental encapsulation

= Acupuncture

Resource Room
The resource room was available to facilitate multidisciplinary training within the
department; the PDM managed bookings it was used to support:

= Medical staff training

» Safeguarding meetings

= Infant feeding update sessions

= Suturing workshops

= Drills/ Mandatory Training

= Aromatherapy workshops

= Promoting Normality Study Days
* Medical devices training

» Infant resuscitation sessions

= Manual Handling updates

The room also provided access to a PC terminal and resources for example,
information boards and files; access to local and national guidelines.

14.  Clinical Practice Facilitator

At Warrington and Halton Hospitals NHS Foundation Trust’s Maternity Unit we aim to
ensure all students are provided with an environment which is conducive to their

learning experience. This is achieved through the Clinical Practice Facilitator.

The main role of the Clinical Practice Facilitator is to act as a practitioner enhancing
and improving the clinical competency of pre-registration students, ensuring ‘fitness
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for practice’. This function is achieved with liaison between students; assessors and
HEI’s.

This role is continually expanding to meet the varying needs of students; assessors;
HEI’s and the Trust, however, the main aims are to:

= Liaise with HEI's to maintain sufficient numbers and quality of assessors in
practice (regular updates).

= Provide support and advice to mentors and students.

= Develop and implement a system to respond to issues arising from clinical
placement areas (students and assessors).

=  Work alongside students in the clinical area at the request of the mentor and in
particular students are having difficulties or are unable to achieve the required
learning outcomes.

= Evaluate the student’s experiences.

= Evaluate the assessor’s experiences.

= Provide student learning resources (information packs; links with specialist roles).

= |nvolvement with clinical audit and reviews.

= Leads and supports volunteers.

15. Return to Practice 2013

In 2013 the maternity unit supported three return to practice midwives.

16. Examination of the Newborn

The maternity service currently has a cohort of midwives who have successfully
completed the Examination of the Newborn course.

The acquisition of this course enabled midwives to extend their autonomous practice
into the care of the normal neonate and complemented their autonomous care of low
risk women in the antenatal; intra partum and postnatal periods. In the case of home
deliveries, midwives who hold this qualification went out to the community and
performed an examination of a normal neonate. This was appreciated by the new
mothers and further enhanced the midwives role as an autonomous practitioner.

During 2013 Examination of the Newborn Clinics continued to enhance the service
given to women and their babies. This fulfilled NIPE recommendations.
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17.

Public Health

The maternity service continued to be proactive in delivering the public health
agenda. With the dissolution of Primary Care Trusts public health has moved to
local authorities in the New Year, whilst no decision in relation to funding of public
health roles within the maternity service has been decided. The key roles in relation
to infant feeding; smoking cessation and drugs and alcohol have continued to be
funded.

18.

18.

Specialist Midwives

1 Infant Feeding Co-ordinator (Funded by Warrington and Halton
Hospitals NHS Foundation Trust)
28 hours per week 0.8 WTE

The Infant Feeding Co-ordinator and the Infant Feeding Team of midwives provided
the following support to their colleagues and breastfeeding mothers and their babies:

Telephone support to breastfeeding mothers in the early days and where and
when necessary visiting mothers.

Liaised with community staff regarding mothers who may require more support /
assistance with breastfeeding issues.

Visited mothers on the postnatal and neonatal wards and provided breastfeeding
support and promoting the benefits of skin to skin.

With regard to tongue tie the Infant Feeding Co-ordinator regularly referred
babies to other hospitals when necessary. The Infant Feeding Co-ordinator is
currently trying to develop an in-house service.

The Infant Feeding team of midwives were available for individual support in the
antenatal period to discuss the benefits of breastfeeding and skin to skin.

Continued provision of information for breastfeeding mothers in discharge packs.

Liaised with other areas e.g. Irlam and Halton and provided information to women
who deliver at Warrington and Halton Hospitals NHS Foundation Trust but live
out of area ensuring that women knew how to access their local breastfeeding
support services.

Attended events e.g. ‘Bru’ café coffee mornings promoting breastfeeding support.

Attended college events recruiting Bosom Buddy volunteers and highlighting the
benefits of breastfeeding to students.

Held regular meetings with staff on the neonatal ward and liaised closely with the
Breastfeeding Link Nurse and discussed future developments for neonates in line
with UNICEF Baby Friendly.

Provided support to the Breastfeeding Project Officer in continuing to develop the
Infant Feeding website and provided advice when appropriate.
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= Provided breastfeeding support and management advice to Peer Support Co-
ordinators and staff.

= Assisted in identifying women in Quintile One areas by postcodes on Ward and
offered further support.

Antenatal Project

The Infant Feeding Co-ordinator attended the Folly Lane Antenatal Project once /
twice per month and supported the midwife providing infant feeding information to
antenatal women in Quintile One areas.

Bosom Buddy Support Groups
With regard to Bosom Buddy Support Groups:

» The Infant Feeding Co-ordinator attended the fortnightly Bosom Buddy support
group in community ensuring midwifery input and supporting breastfeeding
mothers.

= Audited attendance and supplied information to the Infant Feeding Co-ordinator
Community Lead.

Statistics
With regard to infant feeding statistics the Infant Feeding Co-ordinator undertook the
following:

= Developed a process for improving data collection in conjunction with the IT and
Information Departments.

= Reported initiation and discharge figures on a monthly basis.

UNICEF Baby Friendly Initiative

The UNICEF Baby Friendly Initiative is a world wide programme of the World Health
Organisation and UNICEF. The Baby Friendly Initiative works with the health care
system to ensure a high standard of care for pregnant women and breastfeeding
mothers and babies. UNICEF provide support for implementing best practice and
have an assessment and accreditation process that recognises when the desired
standards have been achieved.

As part of Warrington and Halton Hospitals NHS Foundation Trust BFI Accreditation
the Infant Feeding Co-ordinator concentrated on the following points:

= Reviewed and updated UNICEF adapted Midwives Breastfeeding Management
Training Programme and amended materials.

» Trained staff in UNICEF Breastfeeding Management with 85% of staff trained.
» Redesigned breastfeeding training for paediatric staff (UNICEF based).

= Undertook practical skill reviews undertaken on a one to one basis with midwives
and health care support workers.
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Updated staff with new developments from UNICEF at handovers.

Developed an Infant Feeding Guideline and Hypoglycaemia Guideline and
amended as per UNICEF requirements.

Drafted a Bed Sharing Policy.

Worked towards Stage Three UNICEF accreditation. This was assessed in
November 2013 and areas to address were highlighted therefore an action plan
was developed.

With assistance from the Breastfeeding Project Officer arranged two day training
sessions for staff with regard to UNICEF Breastfeeding Management.

Provided breastfeeding training including practical skills for staff.

Audited care of women at antenatal and postnatal stages as part of the UNICEF
Stage Three Process.

Introduced supplementation audits and devised a reminder for staff on policies
and procedures of supplementation as required by UNICEF.

With support from the Matron, GUM; Rheumatology and Outpatient Services
implemented regular breastfeeding manager meetings which informed and
supported Ward Managers and Team Leaders with UNICEF Stage Three
requirements.

CNST
The following ongoing developments to comply with CNST were undertaken:

A robust process for referrals of babies less than 28 days with feeding problems
was developed.

Breastfeeding support offered and care plans developed for mothers of babies
with feeding problems who have been readmitted to the Children’s Ward within
28 days.

Referral information flowchart developed for staff.

Involvement in Level 1 investigations of babies readmitted to the Children’s Ward
with weight loss.

Meetings attended
The Infant Feeding Co-ordinator attended the following meetings during 2013:

Maternity Services Liaison Committee
Invest in Breast
Breastfeeding Strategy

Band 7 Quality Review Group
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= Breastfeeding Meetings with Team Leaders / Managers at Warrington Hospital
= Specialist Midwives

= AQUA

= Champs

= Operational Breastfeeding

The Infant Feeding Co-ordinator managed the Peer Support Co-ordinators /
Breastfeeding Project Officer.

18.2 Smoking Cessation Midwife (Funded by the Primary Care Trust)
15 hours per week Band 7 midwife
7 hours per week Band 6 midwife

During 2013 the smoking cessation service maintained an opt out service with no
waiting time for appointments. The smoking cessation service continued to work
with and promote the 7 Steps Programme. The smoking cessation service also
continued to work towards achieving the SATOD targets.

Future plans for the smoking cessation service are to offer support for women who
have achieved and maintained a quit status and support in the postnatal period to
enable a smoke free environment for children.

18.3 Teenage Pregnancy Midwife 2014
15 hours per week 0.5 wte

Many teenage mothers suffer social and economic deprivation and the impact of
teenage pregnancy on the health of mothers and their babies is well documented.
Babies born to mothers under the age of 18 are at an increased risk of prematurity
and are 25 % more likely than average to have a low birth weight. There is a 60%
higher than average infant mortality rate in babies born to mothers who are under
age 18yrs of age.

“Early intervention and prevention are at the heart of what the Children’s Partnership
is seeking to achieve for children, young people and families in Warrington.

The number of patients delivered in Warrington Hospital in 2013 and who lived in the
Warrington area aged 18 and under at delivery was 46, with the previous year being
59.

The teenage pregnancy three year rolling average figure continued to suggest we
were making progress as it showed a gradual decline over that time period.

The Teenage Pregnancy Midwife attended the Young Parents Support Group which
was held at Jubilee Park. This group is for antenatal and postnatal young parents.
The group involves joint agency working with the specialist health visitor and the
nursery nurse responsible for young parents. The Teenage Pregnancy Midwife
concentrated on the antenatal parents in the group in order to prepare them for
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labour; delivery and the postnatal period. The Teenage Pregnancy Midwife advised
the early postnatal parents to access contraceptive services early, in order to prevent
unwanted pregnancies. The pregnancy support midwives attended the group to
promote breastfeeding and to identify the young girls who wanted to breastfeed and
offered them early support within the hospital environment. The attendance at the
group varied in numbers and we are looking at re-locating to the town centre if
premises can be found, as historically the attendances have been better in this
location.

The Teenage Pregnancy Midwife booked all pregnant young girls aged 18 and
under. The booking visit usually took place within the home where a good social
assessment could be carried out.

The Teenage Pregnancy Midwife performed numerous CAFs; arranged Family
Support Meetings if it appeared that a co-ordinated action plan was needed or would
refer to single agencies if required.

The Teenage Pregnancy Midwife continued to chair the Teenage Parents Group
held every two months. This is a multi-agency group attended by a health visitor;
nursery nurse; careers advisor; college welfare; housing support and a family
support worker. This was an arena to share concerns regarding provisions or
individual problems.

At present we are working together to create an antenatal and postnatal pathway to
support young girls who are going back into education to allow this process to be as
smooth as possible as some of these young girls do not receive parental support
with this process.

The Teenage Pregnancy Midwife attended the Warrington Better Prevention Group
and worked with the Health Improvement Manager from Warrington Public Health in
providing data regarding conceptions and deliveries and this allowed them to be
proactive in hotspot areas.

The Teenage Pregnancy Midwife attended meetings within the school if the child
was of school age this allowed a multi-agency approach to offering support and also
supported the school’s risk assessment and encouraged young girls to remain in
education for as long as possible.

The Teenage Pregnancy Midwife was invited to schools within the Warrington area
to give support to students with up to date antenatal information. Schools wanted to
know about antenatal screening tests and antenatal care. This was a great way to

engage with the community and created links between education and health.

The Teenage Pregnancy Midwife attended numerous case conferences; Child in
Need meetings; core groups or Leaving Care review meetings. The change in the
last year for these meetings was the reports that have to be completed and
submitted to Children’s Social care prior to, or at the meeting. Following the
meetings a report had to be completed with the outcome and filed in the hospital
notes so that all areas of maternity were aware of the action plan

The Teenage Pregnancy Midwife continued as a CAF trainer working within the CAF
team and delivered CAF training to all agencies across Warrington. Support and
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encouragement was given to ensure that all midwives and carers accessed training
and felt confident in completing CAF’S.

The Teenage Pregnancy Midwife also worked within the Hospital Safeguarding
Team. The Teenage Pregnancy Midwife attended the monthly multi-agency meeting
or supported the general management of the safe guarding office with peer support;
audit and information sharing.

The Teenage Pregnancy Midwife attended the Specialist Midwife Meetings; Monthly
Quiality Control meetings; Women’s Health Audit meetings and Ward Managers
Meetings.

18.4 Drug Liaison Midwife
15 hours per week 0.4 wte

The Antenatal Clinic also known as the Pregnant Substance User Clinic [PSUC]
continued to be held weekly on a Monday morning at CRI Pathways to Recovery
Adult Drug Centre, 14 -16 Bold Street Warrington, with adapted parentcraft classes
for the needs of the substance users following the Antenatal Clinic, this included a
tour of the Maternity and Neonatal Units at Warrington Hospital. This venue was
more suitable for our pregnant women as it is based in Warrington town centre and
very few patients did not attend their appointment.

The Pregnancy Group is a multi-agency group of professionals who offered
specialised and holistic care to these vulnerable women which could include
attending core group meetings and / or case conferences for which a report on the
progress of the woman and her pregnancy was presented. Each week following the
Antenatal Clinic the team updated on the patients’ plan of care and drug / reduction
therapy. New pregnant women were introduced to the service. Multi-agency
assessment involved forward planning and decision making by all agencies to
ensure a healthy pregnancy and birth and the correct safe environment for the baby
to live once it was born, this offered advice and support to keep families together
wherever possible.

Leaflet and Poster

The service is currently not advertised in GP surgeries and children’s centres. Itis
necessary to link with these places to explain the service and how to refer any
women using illicit drugs. A leaflet and poster has been ratified and printed. CRI
have arranged distribution of the poster to all GP surgeries in Warrington and will
provide some to display in Warrington Hospital’s Antenatal Clinic and Antenatal Day
Unit.

Antenatal Bookings

To continue the ‘one stop shop’ approach to the service pregnant women could have
their antenatal booking appointment at the Pregnancy Substance User Clinic
[PSUC].

PUP Course [Parents under Pressure]

Since 2011 the Pregnancy Substance User Antenatal Clinic linked in with the
NSPCC and the Parents Under Pressure course. The course criteria was any
patient who has drug or alcohol issues and has an infant under one year old. The
PUP Team liaised with the pregnancy team for referral and monthly meetings were
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held prior to the Antenatal Clinic for update and new patients. The PUP team visited
the women in the postnatal period weekly for 20 weeks to work on parenting skills
and adaption to life with a new baby and if reduction in / stopping substance misuse.
This gave the women support and could result in these women not being referred to
Children’s Social Care [CSC] where they may well have been in the past. This
service continues and has shown to be beneficial.

Alcohol Midwife

There is a gap in the service which has identified the need for a specialised alcohol
midwife. The drug team have now joined with the alcohol team and share the same
premises. They attend the same groups and work alongside the same care
pathways but the drug using women have a specialised Antenatal Clinic. The Drug
Liaison Midwife has asked the team for numbers to present to management. More
hours would be required if the role is to expand.

There is a need for greater education with regard to alcohol consumption in
pregnancy and concerted effort is required to improve the identification and advice
for women regarding risky alcohol consumption pre and during pregnancy.
Alcohol and Pregnancy is part of the Public Health Agenda. The Drug Liaison
Midwife feels these issues could be addressed locally considering the overall
number of women in Warrington drinking is 31.9% - National average is 22.7%.

Summary

Since 2005 the numbers of pregnant women who are substance misusers has
steadily increased as awareness of the service becomes apparent and the stigma
reduces.

Attendance at the Antenatal Clinic has improved and pregnancy outcomes are
healthier. The style of substance use has changed, cocaine and cannabis are
deemed ‘recreational’ drugs in society and hence patients may not view themselves
as substance users resulting in midwives not knowing they are. If problems do occur
in the antenatal period midwives may need to be aware that it may be the result of
undisclosed substance use and ask questions accordingly to gain more information.
The Drug Liaison Midwife liaised and linked in with Specialist Midwives and Drug
Key Workers in out of area clinics and drug centres regarding information; home
environments; involvements from other services and drug history and treatment of
the pregnant women who live outside the Warrington area but are having their baby
at Warrington Hospital.

The Drug Liaison Midwife updated the patient’s records and reported to safeguarding
and midwives where appropriate.

The Drug Liaison Midwife attended the monthly safeguarding liaison meetings for
information sharing and update.

18.5 Screening Midwife

37.5 hours per week

The National Screening Committee continued to focus on Quality Assurance within
their standards.

New standards were introduced for Newborn Screening in August 2013. The pilot
programme to identify a further five metabolic disorders has been completed in
March 2014 and commencing either September 2014 or January 2015 there will be a
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further 4 tests added to the current programme, Homocystinuria (HCU), Maple Syrup
Urine Disease, Glutaricaciduria-Type 1,and Isovalericacidaemia. Details of the start
date will be confirmed later in 2014.

Key performance indicators for antenatal screening were based on Hepatitis B; HIV;
Downs screening; Sickle Cell and Thalassaemia and Newborn Bloodspot Screening,
the Screening Midwife was responsible for these programmes. Quarterly reports
were reported to the regional screening team and ultimately the Department of
Health.

Collaboration between the Data Quality team; the Screening Midwife and the
Payment by Results Midwife resulted in the implementation of a new data collection
system that provided accurate KPI data.

The implementation of Payment by Results was pivotal in the requirement of
accurate data collection.

The annual screening report is due in August 2014 and the improvement in data
collection will make this process easier to collate.

Newborn hearing screening was also part of the screening programme but the
screening midwife was not responsible for this and statistics were collated by the
programme co-ordinator Deborah Grogan.

The NIPE programme completed the pilot stage and is now integrated into the
screening programme here in Warrington. Across the country other areas are to
become part of a national rollout. The Screening Midwife is not the lead for this
programme but works closely with the NIPE lead.

19. Infection Control

Infection control for Women’s Health was monitored via the Divisional Infection
Control Team and the Trust’s Infection Control Committee, both of which met on a
monthly basis. The Matron for Women’s Health produced a monthly report, which
was fed into both these groups. This monthly report was also disseminated to the
ward managers for them to print a copy for their staff to access, this ensured that
staff were kept up to date with the audit results and also any new or updated
infection control policies.

Monthly audits on the Matron’s report included: hand hygiene; VIP’s; work wear and
uniform; commodes and High Impact Interventions. Cleaning audits were carried out
in all the areas by the Trust’s monitoring team, the frequency of these audits was
dependent on the area. The Labour Ward was monitored on a weekly basis, whilst
the outpatient areas were monitored quarterly.

All staff were expected to attend their annual mandatory infection control training and
infection control was a standing agenda item at the weekly ward manager meetings.
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20.  Child Protection / Safeguarding

The Maternity Unit was charged with implementing and embedding a safeguarding

clinical supervision system following an Ofsted inspection report in February 2013.

To enable this the following actions were undertaken:

= A standard operating procedure was developed and the policy updated.

= Group supervision for community midwives (case holders) was established in
December 2013. This was supported by the two Community Team Leaders.

= Reactive supervision was recorded regularly.

Safeguarding Level 3 training was increased from 15% to 78% compliant across the
Trust.

A safeguarding preceptor pack and information folders for midwives was developed.

Social care moved to a combined assessment process. This called on the expertise
of all partners to contribute to the assessment process of children and young people
when they were being assessed by social workers. The greatest impact of this was
on midwifery staff who needed to produce reports with ‘opinions’ of what it was like
for the child or the baby of the women and or their families. These reports could
form part of court proceedings and they required fresh eyes; quality control and
oversight prior to submission. A patient may have numerous reports during their
pregnancy and midwives had to attend all related meetings.

NHS England and Warrington Safeguarding Children Board increasingly requested
that midwives demonstrated that they offered early help for families who were
identified as being below the threshold for the services of social care. Midwives
were the major contributors to CAF (common assessment framework) assessments.
Maternity increased CAF levels by 21% in the calendar year. These generated
additional work including co-ordination; fresh eyes; action planning and the
arrangement of Family Support meetings.

There was an increase locally and regionally in women who had babies that were not
discharged with their mothers. This was partly due to the Monroe report and new
public law changes that looked at quicker decision making for babies placed in foster
care / adoption. Research demonstrated that there was significant impact on
children who were neglected or emotionally abused at an early age. The quicker the
removal and securing of a stable placement, the lesser the developmental or
emotional effects. These cases usually involved families where the mother was
pregnant and care proceedings had not concluded on other children These had a
significant on both the community midwife and hospital midwives working with
women and preparing them not to be discharged with their baby. This also impacted
on the length of stay postnatally. If parents did not agree to Section 20 (voluntary
accommodation of bay, a court order needed to be sought and there was usually a
two to five day length of stay of mothers in postnatal beds waiting to go to court.

21. Community Midwifery

21.1 Home Birth
The maternity unit continued to promote normality and encouraged home birth for all
eligible women. During 2013 we had an increase in home births with 21 women
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achieving a home birth; five women had to come into hospital for induction of labour
and five women were transferred in due to complications in labour. All the women
who chose to labour and birth at home had an excellent experience and outcome for
themselves and their babies. Those women who had to come into hospital for
induction of labour and those women who had to be transferred into the hospital
during labour also had a good outcome for themselves and their babies.

21.2 Early Bird Clinics

The Early Bird Clinics provided women with information prior to booking allowing
them to consider their options for antenatal screening at an early stage of pregnancy
and enabling midwives to tailor booking appointments to the individual needs of
women

21.3 Rolling Programme
The rolling programme continued throughout 2013. Women found this programme to
be of benefit and very enjoyable.

22. Sudden Untoward Incidents 2013

Please find attached the final reports of the Sudden Untoward Incidents which
took place in maternity in 2013:

Investig?o; Report 202;007 zo13-z:z;Leve| 2
2013-15101 AmendmInvestigation Report investigation report F

23. Achievements and Challenges 2013

23.1 Successes for 2013 include the following:

= Achievement of NHSLA CNST Level 3.

= Continued development of the Aromatherapy Service.

= Introduction of hypnobirthing service.

= Introduction of pregnancy yoga classes.

= Development of Aquanatal classes.

= Successful Band 5 preceptorship midwife programme and increased confidence
in the newly qualified midwives.

= Two midwives have successfully achieved the Examination of the Newborn
module.

= Refurbishment of Maternity Unit
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23.2 The main challenges for 2013 were:

= Preparation work for the NHSLA CNST Level 3 Assessment. Staff and the team
led by Eshita Hasan, Audit and Governance Lead and Anne Goodwin, Clinical
Risk Midwife worked tirelessly and were rewarded with NHSLA CNST Level 3.

= Staffing during 2013 due to sickness absence proved to be problematic. This
was supported by the midwifery management team and supervisors of midwives
to ensure the safe care of women and their babies.

= Vacant midwifery posts.
= Cancellation of training due to staff shortages.

= In March 2013, a whistleblowing incident to the CQC occurred. A copy of the
report to the CQC is attached.

@j

Final RESPONSE IN
RELATION TO THE Al

= Four serious untoward incidents.

= During December 2013, following a Sudden Untoward Incident, interim measures
regarding fetal surveillance in labour for all women regardless of risk status was
introduced. This led to low morale and confidence amongst midwifery staff.
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Safeguarding Adults Annual Report 2013/2014

1 Introduction

We are proud to present the 4th Annual report on safeguarding vulnerable adults for Warrington
and Halton Hospitals NHS Foundation Trust. Safety from harm and exploitation is one of our most
basic needs and everyone has a right to be safe. As adults, we constantly weigh up the balance of
risks and benefits in what we do and the choices we make. ‘Safeguarding’ is a range of activity
aimed at upholding the fundamental right to be safe, at the same time as respecting people’s right
to make choices. Safeguarding involves empowerment, protection and justice. This annual report
and audit of compliance describes the systems, processes, training and accountability
arrangements for Safeguarding Adults at the Trust.

Definition of Vulnerable Adult

Changes to the Term Vulnerable Adult

The term ‘adult at risk’ has been used to replace the term ‘vulnerable adult’. This is because
‘vulnerable adult’ may wrongly imply that some of the fault for the abuse lies with the adult being
abused. Therefore ‘adult at risk’ is used as an exact replacement for ‘vulnerable adult’. An adult at
risk is a person aged 18 years or over who is or may be in need of community care services by
reason of mental health, age or illness, and who is or may be unable to take care of themselves, or
protect themselves against significant harm or exploitation (Law Commission, 2011). (Department
of Health — No Secrets 2000)

The Statement of Government Policy on Adult Safeguarding’ (May 2013) and the Social Care
Institute for Excellence ‘Safeguarding adults at risk of harm: A legal guide for practitioners’ (2011),
outline the key principles in safeguarding adults as:-.

e Empowerment-The presumption of person led decisions and informed consent. Adults
should be in charge of their care. Self-determination can involve risk and making sure that
such risk is recognised and understood by all concerned, and minimised whenever
possible.

¢ Protection- Patients should be offered the support necessary for them to protect
themselves.

e Prevention-prevention of harm or abuse is the primary goal

¢ Proportionality- Safeguarding responses should be proportional to the nature and
seriousness of the concern

e Partnership- Safeguarding adults is most effective where individuals professionals and
communities work together to prevent ,detect and respond to harm and abuse

e Accountability-That there is accountability and transparency in delivering safeguarding,
with agencies recognising that it may be necessary to share confidential information, but
that any disclosure should be compliant with relevant legislation.

2. National Context

Whilst there is currently no specific statutory provision for safeguarding adults in England and
Wales, the legal framework for intervening in safeguarding incidents is provided through a
combination of common law, local authority guidance and general statute law.

The White Paper Caring for our future: reforming care and support and the Care Bill (2013),
confirms the intention to place Adult Safeguarding on a statutory footing, through legislating for
Safeguarding Adults Board and empowering local authorities to make safeguarding enquiries.

The Department of Health has made clear its expectation that existing Safeguarding Boards and
multi-agency partnerships should use current resources to deliver clear and effective local
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safeguarding arrangements and that local authorities, in partnership with police, NHS
organisations, housing bodies and others, should be working to improve the safety of those in
vulnerable situations. In advance of the legislation, Safeguarding Adults Boards should take action
to make sure everyone involved in local adult safeguarding is clear about their role and
accountability.

The important link between safeguarding and mental capacity assessments were further
embedded when in March 2014, a House of Lords Select Committee published a report into
the impact of the Mental Capacity Act 2005 (MCA). The committee’s overall finding was that
while the MCA is a ‘visionary piece of legislation’, the Act has ‘suffered from a lack of awareness
and a lack of understanding’. In total, the report made 39 recommendations. The two key
recommendations were: an independent oversight body; and the replacement of the Deprivation of
Liberty Safeguards (DoLS). The government is expected to release a response in June /July 2014.
The implications of this report was further reinforced with the a recent judgement from the
Supreme Court decision on the application and assessment of DOLS within an acute hospital
setting which may have far reaching implications for all acute trusts

The safeguarding process has this year also been included in the government’s national counter
terrorism strategy in aiming to reduce the risk to the United Kingdom from international terrorism.
They have developed and published recommendation known locally as ‘Prevent.’. Prevent is a
Government strategy and is led by the Home office. (ref.DoH Cm8092, 2011). Prevent focuses
on working with individuals and communities who may be vulnerable to the threat of violent
extremism and terrorism. Supporting vulnerable individuals and reducing the threat from violent
extremism in local communities is a priority for the health service and its partners. The overall aim
of the Prevent Strategy is to prevent people from becoming terrorists or being involved in
supporting violent extremism. The Department of Health instructed the health sector to engage
fully in this programme and to develop their own strategy on how this will be achieved. In 2013/14
NHS contracts have been amended to include Prevent for providers of service

3 Executive Summary

The Trust’s dedication to safeguarding is evidenced through our frontline staff's work with other
agencies to protect vulnerable people from abuse and our Safeguarding Team’s multi-agency
working to improve processes that protect people and improve early help and identification for
those at risk. Safeguarding is truly everyone’s business across the Trust. The importance of
ensuring that safeguarding is at the heart of our organisation has been brought into spotlight over
the past year with national reports published on Jimmy Savile “Giving Victims a Voice” and Mid
Staffordshire NHS Trust’s Public Inquiry. The following page summaries some of the key changes,
reviews and improvements undertaken in the previous year by the Trust to achieve the aim of
ensuring patients are safe in our care.

31 Changes to the Warrington Adults Safeguarding Board. (WASB)

The WASB has seen some significant changes this year with the appointment of an independent
chair that is also the independent chair for the children board. This has allowed for closer
accountability and closer scrutiny of the work jointly undertaken by both boards. A memorandum
of agreement has been drawn up in relation to the roles and responsibilities of memebers
organisation who sit on the board. Although this has still to be finalised a copy of the draft
agreement can be found in appendix 1

3.2 Warrington Clinical Commissioning Group (CCG)

Each year the Trust is tasked with undertaking a self assessment for safeguarding covering both
Adults and Children. Within this assessment there are 50 standards that are monitored on a
quarterly basis by the CCG. To achieve compliance with each standard the Trust supplies
documentary evidence including completed audits. By year end the Trust achieved 46 green, 4
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amber and no reds. The four amber standards all have an action plan in place and cover guidance
for practitioners working with sexually active children under 18 years. Staff who are required to
use restrictive physical interventions have received specialist training to ensure that the use of
restraint is always appropriate, reasonable, proportionate and justifiable to that individual.

3.3 Training figures

To achieve the CCG standard on adult safeguarding training the Trust needs to achieve 90%
compliance. Data from ESR for training compliance for Adult Safeguarding show level 1 at 57%
(non-clinical) and Level 2 at 61% (clinical).

Staff training figures continue to be a challenging area to achieve the contractual standard. The
release of front line staff to attend training remains an obstacle due to the operational demands. A
break down of the training figures indicate that it is staffs 3 yearly updates that are out of date and
not new staff starting at the Trust. There can be a degree of confidence that all staff have at some
point had awareness training and are aware of what to do if they have concerns. Work on using
less traditional methods of delivering training are being explored for example workbooks and
phone apps.

The Safeguarding Team has when ever possible adapted and changed training programmes to
deliver training to small groups in clinical areas. These sessions have been well received but
delivery to smaller groups reduces the overall compliance for training.

3.4 The Role of the Trust in delivering the Prevent agenda

The NHS Standard Contract 2013/14 included a requirement for the Trust to include in its policies
and procedures the principles of the Prevent agenda and to ensure that it has a programme to
deliver ‘HealthWRAP. Three out of the four objectives for this area were achieved and the fourth-
the development of a policy to deliver a strategy is expected to go for ratification in July 2014. This
will form one of the key objectives for 2014/15.

3.5 Safeguarding Policy reviews

The Safeguarding Vulnerable Adults Policy was reviewed and ratified by Clinical Governance,
Audit and Quality Sub Committee in July 2013. Building on the existing policy additional key
advice for staff now covers areas of increasing public scrutiny for example:-
e Honour Based Violence & Forced Marriages.
e The use of Critical Care indicators to provide front line staff with pre knowledge of
safeguarding concerns on patients attending hospital.
e Guidance on visitors to vulnerable patients which includes celebrities and VIP.

3.6 Domestic Violence

In February 2014 the following Nice Guidance was published: - Domestic violence and abuse:
how health services, social care and the organisations they work with can respond
effectively. This strategy will be implemented during 2014/15. An action plan has been
developed which focusses on an increasing awareness of front line to undertake the nationally
recognised risk assessment “Domestic Abuse, Stalking and Harassment” (DASH) and then action
appropriately.

3.7 Snap shot of Adult Safeguarding activity in 2013/2014

337  Electronic referrals via Meditech (order entries) (276- in 2012/2013)

360 Datix reviews

44 IMCA referrals (20 in 2012/2013)

59 Deprivation of Liberty Safeguard request (increase in over 200% from previous year)



15 Best interest meetings ( 5in 2012/13)
12. High level investigation (include level 1, 2 and Multi Agency Reviews)

Total of 827 referrals

3.8 Service users and their family

At the centre of the Trusts safeguarding work are the patients themselves. Information in the form
of leaflets and posters is provided around the trust to advise the general public on what to do if
they have a concern or if they are a victim of abuse. A number of public signposting days have
taken place through out the year specifically aimed at raising awareness with the general public
and signposting them to the appropriate agencies. This has included participation in World Elder
Abuse Day, Learning Disability Week, Career Week and Domestic Violence White Ribbon
Campaign.

3.9 Summary of improvements and lessons learnt.

The Trust has seen an increase in the number of alerts being raised through safeguarding; this is
in line with national figures. This is partly due to a raise within the organisation regarding
safeguarding issues and also due to an increased public awareness, particularly following high
profile cases. What is particularly encouraging is that the Trust referrals to the IMCA services is
reported as the highest within the region for serious medical treatment. This group of patients by
definition have ‘no voice’ or any family or friend to represent them. This improvement is further
supported by the increase in complex best interest meeting that have been facilitated by the
safeguarding team

The Trust has implemented a range of actions towards embedding robust governance processes.
This provides stronger assurance that all potential safeguarding adult incidents are identified and
captured from a range of different sources. This has included the triangulation of incidents reported
via Datix, Complaints, Coroners and complex cases for internal review.

This has led to a range of internal improvements resulted in key lessons learnt from incidents that
have included:

¢ the management of patient who express non- compliances with treatment plans
pressure ulcer management,
discharge processes,
family involvement, particular when there is what appears to be a conflict of interest
Consultant agreed care planning with GP to reduce unnecessary future admissions

The Safeguarding team remains highly motivated and committed to achieving the highest possible
standard for all adults who attend the trust and are deemed ‘at risk’. With further investment into
the Safeguarding champions in the clinical areas we are sure that continuous improvement will be
seen. The report continues with more detail breakdown of the specific areas related to adult
safeguarding

4. Duties, Roles and Responsibilities

4.1 Director of Nursing and Organisational Development

The Executive Director of Nursing is the executive accountable to the Board of Directors for
ensuring compliance with all safeguarding adult procedures within the Trust. The Deputy Director
of Nursing, Quality and Patient Experience is the delegated lead for Safeguarding Adults.

4.2 Operational Leads
The Operational Lead is the Vulnerable Adults Safeguarding Matron supported by the Assistant
Safeguarding Matron



4.3 Associate Divisional Directors (ADD)
The ADD have responsibility for ensuring that eligible staff have undergone awareness training and
have access to all documentation and information required for successful implementation and

compliance of this policy.

5. Trust reporting arrangements

5.1 The present reporting system is detailed below

Quality Governance Meeting
Chaired by a Non- Executive

A

Safeguarding Strategy Group
Chaired by Director of Nursing

Minutes of Adults & Children’s

Safeguarding Board for Warrington &

Halton
Minutes of Warrington Domestic
abuse Partnership Forum

Safeguarding’s Adults Steering
Group

Chaired by Deputy Director of
Nursing Quality and Patient
Experience

Safeguarding Children’s & Young
Persons Group

Chaired by Women’s & Children’s
Associate Director of Nursing-
Women’s & Children’s

5.2 Warrington and Halton Safeguarding Boards — Partnership working
The Trust has a seat on both boards and has representation at all sub groups of the Warrington

Board which include:-

e Serious Case Review

Hate crime

Performance monitoring

Policy & Procedure

Training & Development

Quality intelligence Safeguarding

There are 8 additional forums which the safeguarding team attend and work collaboratively with

partner agencies.

e Safeguarding Adults Partnership Forum

¢ Mental Capacity Act

e Warrington Domestic Abuse Partnership Forum (WDAPF)

e Dignity Forum

e No second night out ( Homeless)
Halton Safeguarding Board include:-
e Training & Development

e Policy & Procedure




¢ Mental Capacity Act

All groups meet quarterly and the key actions from these meetings are presented and discussed at
the quarterly meetings of the Safeguarding Adults Strategy Group and the Safeguarding Adults
Steering Group.

In addition to the above the safeguarding team also attends the following internal Trust forums to
disseminate key safeguarding messages:-

e Nursing & Midwifery Advisory Committee (NMAC)

e Mental Health Forum

e Patient Engagement Group

e USC & SC Divisional updates

5.3 Safeguarding Strategy Group & Adults Steering group
The Safeguarding Strategy group is chaired by the Director of Nursing and Organisational
Development and meets on a quarterly basis.

Member ship of the Safeguarding Strategy Group includes:-
e Director of Nursing and OD
Deputy Director of Nursing , Quality and Patient Experience
Director of Nursing, Women’s & Children’s Division
Associate Director of Education and Development
Adults Safeguarding Matron
Named Nurse for Children’s Safeguarding
Women’s and Children’s Matron
Clinical Commissioning Group (CCG)- Lead nurse for adults
CCG- Lead Nurse for children
Warrington Borough Councils-Safeguarding lead

5.3.1 The Safeguarding Adults Steering Group
This is chaired by the Deputy Director of Nursing, Quality and Patient Experience supported by the
Safeguarding Matron Appendix 3 shows the group membership and terms of reference.

Standard Agenda items include:-
e Strategic update
Policy Review, Guidance and Standard Operational Procedures
Training strategy
Governance — (Datix Incidents, order entry referrals, MAR Action Plan)
Actions from Safeguarding Adults Board and sub groups
Matron report and lesson’s to be learnt
Regulation and Compliance - CQC update — Outcome 7
Learning Disability — (Matrons Report, Death by Indifference, Self assessment Action Plan)
Children’s Safeguarding
Domestic Violence
Mental Capacity Act (DoL’s and IMCA)

Appendix 3 shows the Terms of reference

Below shows the group meeting in progress



This group has met on 4 occasions for the period 2013/2014. The Safeguarding Matron produces
a bi annual report that is provided to the Trust Clinical Governance, Audit and Quality Sub
Committee and an Annual Report is provided to the Board.

Key objectives for this group:-

Objectives for Safeguarding Adults | Action Outcome
steering group
CIRIS Governance compliance system | Action plans put on CIRIS and updated [ ]
to be utilised to monitor Safeguarding i
action plans and contract. —
Training compliance atlevel 1 and 2to | Level 1 —57% =
be 90% Level 2 — 61 s
o
Identification of Prevent lead and DON appointed executive lead =
strategy to implement awareness and | Completion of self assessment G-
reporting structure Development of a policy to implement the i1
strategy.
Develop of Safeguarding Adults All wards and clinical areas have [ ]
Champions across the key front line identified key individuals who are the key _i_
links for the safeguarding team and who s

clinical areas

help to deliver the message of
safeguarding




Increase awareness of domestic Adult only referrals have been identified
violence incidents in the elderly and full screening undertaken result in a
number being referred to MARAC.
Further training is required to front line
staff totally embed this practice

OO

5.4 CQC- Outcome 7 and Inspections

In January 2013 the Trust received an unannounced CQC visit. Safeguarding was one of the
areas that were assessed for compliance. The standard was met and the following judgement was
made. “The provider was meeting this standard. People who use the service were protected from
the risk of abuse, because the provider had taken reasonable steps to identify the possibility of
abuse and prevent abuse from happening.” (CQC: March 2013).

e QOutcome 7 Safeguarding: Staff aware of the procedures and the patients said they felt
safe. Relatives had no concern. The Inspectors noted the Safeguarding Adult Policy was
under review. The Assessment of Capacity Form was the best they had ever seen in all
the areas they had Inspected (Nursing Homes/Prison Services and Learning Disability
locations)

6. Policy, Procedures and Guidance

6.1 The Safeguarding Vulnerable Adults Policy
This was reviewed and ratified by Clinical Governance, Audit and Quality Sub Committee in July
2013.

Key changes and additional sections that have been included in the revised policy are guidance
on:-

e Honour Based Violence & Forced Marriages

e How to manage conflict of opinion when there is a difference of professional opinion

e Use of Critical Care indicators to provide pre knowledge of safeguarding concerns fro

patients attending hospital

e Guidance on visitors to vulnerable patients

e The Prevent Strategy

e Celebrities and VIP visits to hospital

This policy went out to a wide audience for consultation which included the lead for both Halton
and Warrington Local Authority, the CCG’s Lead Named Nurse for Adult Safeguarding, Police and
all Clinical Departments within the Trust represented on the Steering Group.

6.2 Prevent Policy

The purpose of this policy is to identify how staff will be supported to develop an understanding of
the Department of Health ‘Prevent Strategy’ and how they can utilise their existing knowledge
and skills to recognise that someone may have been or is being radicalised. The policy will build
on existing safeguarding policies and procedures already in place within the Trust.

The Prevent Key Objectives are:
1. Challenge the ideology that supports terrorism and those who promote it.
2. Prevent vulnerable individuals from being drawn into terrorism and ensure that they are
given appropriate advice and support.
3. Work with sectors and institutions where there are risks or radicalisation.

Health sectors are expected to be involved in delivering objectives 2 and 3 only.
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The trust had 4 objectives to achieve in 2013/14 for the Prevent programme as follows:-

Objectives for prevent programme Action Outcome
Identify an Executive Lead Achieved- Director of Nursing [ ]
<
Bl
Identify key individuals to be trained in | Achieved (=]
the Department of Health HealthWrap- | Business Continuity Manager Z
training programme Safeguarding Matron L]
Head of Security
Develop a policy that includes all areas | Part achieved (o]
identified in completion of the self- | Policy written and has been out to full s
assessment project. consultation and awaiting ratification in i=1
July 2014
Commence awareness training Achieved- awareness training has [ ]
commenced and will be part of induction *
market place for the following year L

7. Safeguarding Adults Training

7.1 Level 1 & 2 training

Training and development provides a basis for ensuring that vulnerable people are effectively
safeguarded. The safeguarding training and development plan aim to provide for a skilled,
informed workforce (of both clinical and non-clinical staff) that recognises abuse and its signs. The
training delivered enables staff to appropriately respond and prevent abuse where possible, know
what to do when abuse happens or raise a concern.

Training is delivered by:
e Trust Induction ( clinical and non- clinical- level 1)
E-Learning Programme- level 2
Specific clinical group sessions- level 2
To support clinical supervision
Warrington & Halton Borough Councils

We receive positive feedback from staff about the training programme who feel that the information
provided is appropriate and at the level they require.

Data from ESR for training compliance up to April 2013 for staff groups (excluding Junior Medical
and dental) are:-

e Level 1 57%- non clinical
e Level 2 61%- clinical

Training figures for safeguarding need to be 90% compliant to achieve the CCG standard. Due to
clinical demand it has been particularly difficult to release staff to attend training sessions
particularly during the winter months. The Safeguarding Team has adapted and changed training
programmes to deliver them in small groups on clinical areas. These have been well received but
overall attendance numbers in are reduced when training is delivered by this method

Divisional breakdown of training and feed back summaries of training are detailed in appendix 4
We have worked collaboratively with the Learning & Development Team to produce a work plan to
assist in achieving the 90% target. This included a full review of all staff on ESR and cross-

checking of job titles to appropriate level of training and also the development of a work book to
assess staff that need their 3 yearly safeguarding update.
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During the year additional safeguarding training sessions have been completed to ensure that the
message of ‘safeguarding is everybody’s business’ and what to do if you have concerns have been
arranged to supplement the ESR formal training figures.

Critical care Doctors
& Nurses

IMCA Awareness

ICU seminar room

8" April 2013

F1-Doctors Safeguarding Post graduate- 15" May 2013
awareness Warrington

Unscheduled Care Safeguarding and Post graduate — 271 June 2013

Division- Matrons Domestic violence Warrington

GUM staff Safeguarding Bath Street 17t Sept 2013
awareness

Preceptorship - Safeguarding Halton post graduate | 27" Sept 2013

nurses awareness

Ward staff White Ribbon Each clinical ward 25" November 2013
Campaign Domestic
violence

MARAC process and 28" November 2013

DASH referrals

Unscheduled Care
Division- Ward
Manages
Scheduled care
Ward Managers
away day

Post graduate-
Warrington

Safeguarding update Post graduate - 10t December 2013

Halton

7.2 Additional training that support safeguarding assessments

Consent and Mental capacity training is an essential requirement for clinical staff to ensure that
appropriate assessment are undertaken when assessing any safeguarding concerns. The trust
figure for consent as of March 2014 were recorded as 55.72%

8 Safeguarding Referrals

8.1 Safeguarding Alerts and referrals to the trust safeguarding team
There has been a total number of 827 safeguarding alerts to the team. All staff can seek advice
and direction from the safeguarding team by either: -

e Order entry on Meditech

o E-mail

o Telephone contact.

Over the past twelve months the team has seen an increase of 23% in contacts made to the team
compared to the previous year and the trend continues into 2014/15. In 2013/2014 a total 337
order entries to safeguarding team was made compared with 276 from the previous year. The
following chart shows the order entry alerts to the team for the past 2 years

[sle)

Adult Safeguarding order entries
s0

AN /\
- \ A

o N\

A4

T T T T T T T T T T T 1
Apr May June July Aug Sept Oct Now Dec Jan Felb MNMar

—— Order Entry Referrals 2012 -
2013

—— Order Entry Referrals 2013 -
2014
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Once an alert has been received by the safeguarding team they then contact the referrer and work
with them to determine if a formal safeguarding referral is required to the local authority to formally
investigate the allegation. Depending on the reason for referral this may also result in a referral to
the Public Protection Unit (PPU-Police) to determine if a potential criminal act has taken place.

8.2 Warrington Borough Council (WBC) have provided the following information for
2013/2014

There have been 1294 Alerts and 328 Referrals in 2013/14 to WBC for safeguarding compared to
239 alerts in 2012/13, of which 414 led to a safeguarding referral. For the year to date just over
25% of alerts resulted in a referral whilst 33.4% of alerts resulted in a referral the year before.
Safeguarding audits undertaken last year indicated that there were still a number of referrals that
were not appropriate for the safeguarding process.

The reduction in referrals this year would seem to be evidence of the success of the ongoing work
around more effective risk assessment and management of the issues. For the current year to date
32.4% of safeguarding referrals were substantiated or partly substantiated.

WBC chart below shows month by month alerts and conversion rate to formal referrals.

Alerts & Referrals
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A breakdown of who refers from all heath agencies shows the acute trust referrals are the highest
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18-64
Source Group Source ;’;’;Z'I‘I"If; 'n::ltt‘: ;g&'{i‘fy’ Substance | Other | Not g:‘ " 18-64 Total| 65+ Total i’o"t':l’ %
A_Social Care Staff Dom 2 1 2 5 2 7 2.1%
Primary 0 0 0.0%
Res 1 1 6 8 24 32 9.8%
Day 0 0 0.0%
SW/Care 10 13 16 1 2 3 45 27 72 22.0%
Other 5 5 15 1 2 2 30 44 74 22.6%
Social Care Staff Total 18 20 39 2 4 5 88 97 185 56.4%
B_Health Staff Primary 1 5 6 8 14 4.3%
Secondary 3 3 6 1 23 36 18 54 16.5%
MH Staff 1 1 1 3 1 4 1.2%
Health Staff Total 3 5 6 0 2 29 45 27 72 22.0%
C_Other Dom 0 0 0.0%
Self 1 1 6 1.8%
Family Member 1 1 15 16 4.9%
Housing 2 2 7 2.1%
Police 1 2 1 1 1 1 7 11 3.4%
Other 1 5 2 1 5 14 14 28 8.5%
Other service user 1 1 1 0.3%
Education/training 2 2 2 0.6%
Other Total 2 8 6 1 2 9 28 43 71 21.6%
Grand Total 23 33 51 3 8 43 161 167 328

The above analysis shows that acute trusts have the highest referral rate at 16.5% compared with
4.3% from primary care and 1.2 % from mental heath.

8.3 Datix Referrals to the Safeguarding Adult Team

The clinical incident reporting system supports next working day review in that the Clinical
Governance Team will ensure that incidents relating to safeguarding concerns reported on datix
will be alerted to the Safeguarding Matron for review.

There were 360 datix incidents referred to adult safeguarding team. Once the incident is reviewed,
the safeguarding matron will categorise the incident as:-

e appropriate action was taken
e additional information is required
¢ incident needs further investigation or referral to social care

The team will then work alongside the lead investigator to ensure that all areas of safeguarding are
addressed and actioned appropriately.

Appendix 5 shows a summary of the categories of safeguarding reviews for the year 2013/2014

A break down of the 360 datix incidents (excluding pressure ulcers) show the following top 5
categories selected for safeguarding concerns were:-
e Security Issue (including missing patients)
e Assault non physical
Safeguarding concern
Unexpected events
Mental Health Act

8.4 High level investigations-
This category of referral include Sudden Untoward Incident’s (SUI's), Level 1’s and Safeguarding
Boards Multi- Agency Reviews

During 2013/14 the Safeguarding team has been part of a number of high level investigation that
include the following:-

Level 2 Investigations (Serious Untoward Incidents):-There were two level 2 investigations
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1) Patient was missing from clinical area for 6 hours later discovered in bathroom deceased.
The findings indicated that the staff did appropriately activate the missing patients’ policy. There
were delays in the patient receiving medication that may have reduced confusion. Mental Capacity
assessment had not formally been undertaken to assess the risk of the patient being allowed to
leave the ward.

Additional training was provided to the clinical teams on assessments of the Mental Capacity Act,
alcohol pathway

2) Following the death of a patient in June 2013 and the Post Mortem findings. The patient’s
wife raised concerns via social services safeguarding route that she believed the Trust had
contributed to her husband’s death. The Safeguarding matron undertook a case note
review. Following this review the findings indicated that it required escalation to a level one
investigation on completion of the level 1 the recommendation was that it met the criteria for
level 2.

The findings indicated that the multiple admissions with embolic events over a relatively short
period of time did not raise concerns and it possible should had included a diagnosis of bacterial
endocarditis The blood cultures at the time of endocarditis being diagnosed (June 2013) contain
the same bacteria as the histology sample of November 2012.The echocardiogram scans of
November 2012 and May 2013 have missed the early signs of endocarditis. The patient died of
Bacterial endocarditis

The Investigation has highlighted a system failure of review and follow up of results, compounded
by poor records management and the number of clinicians involved in the patient’s care.

Level 1 Investigations:-There were a total of six level 1 investigation identified Safeguarding
concerns
1) Inappropriate use of force use by a staff memebers x 3
2) Medication error- resulting in a patient receiving the medication of a patient who had
previously been in the bed space which resulted in HDU admission
3) Patient on patient injury
4) Possible missed fracture to pt returned to care home

All investigations have been ‘signed off’ by the executive lead and appropriate actions plans
put in place. The Vulnerable Adults Steering group which is held on a bimonthly discuss the
learning from these incidents and ensure that lessons learnt are dissemination, discussed and
cascaded to all staff within the divisions.

Multi agency reviews (MAR’s):-There were a total of 4 MARs:-

1) Two cases of self-neglect resulted in death and coroners investigation

2) Delay in identifying a suitable place of safety for a self harming mental health patient
3) Grade 4 pressure ulcers from care home

4) Patient removed from hospital by family whilst under c/o of DoLs at acute trust

Since the review there has been a formation of multi-partnership forum to review self neglect cases
and provide guidance for staff.

9. Mental Capacity Act 2005 (MCA) & Deprivation of Liberty Safeguards (DOLS)

9.1 Mental Capacity Act

In June 2013 the Trust was one of a number of organisations who were asked to respond to a
House of Commons Select Committee on the implication and impact of the Mental Capacity Act.
The Associate Director of Governance and the Safeguarding Matron provide the Trust response.
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In March 2014 the House of Lords published its findings: The committee’s overall finding was that
while the MCA is a ‘visionary piece of legislation’, the Act has ‘suffered from a lack of awareness
and a lack of understanding’. In total, the report made 39 recommendations. The two key
recommendations were that:-
e an independent body is given responsibility for oversight of the Act in order to drive forward
vital changes in practice
e they found that the Deprivation of Liberty Safeguards (DolLS), inserted into the Mental
Capacity Act in 2007 by the Mental Health Act, are not fit for purpose. The Committee is
recommending that the DoLS be replaced with legislation that is in keeping with the
language and ethos of the Mental Capacity Act as a whole

In adult safeguarding the assessment of a patient’s capacity is a key element in determining a ‘best
interest’ decision or appropriate action to take when a patient lacks capacity to determine their own
care plan.

The Trust Lead for MCA is the Associate Director of Governance (ADG) this includes responsibility
for consent and mental capacity training for staff. The ADG audits the Trust documentation for
MCA on a monthly basis and reports the findings at the quarterly Safeguarding Steering group.

Whilst the audits have shown that increase awareness of capacity assessments are being
undertaken there remains confusion amongst the front line staff on key issues such as who can
undertake a capacity assessment and who should be involved. Education and direct clinical
supervision is undertaken by the safeguarding team but similar to the House of Lords findings the
Trust still has a way to go to be confident that this piece of legislation is embedded in day to day
practice.

9.2 Deprivation of Liberty Safeguards (DoLS)

DolLS is a process of assessment and actions that result in depriving a patient of their liberty or
their choice in order to keep them safe from harm. For example a dementia patient that wishes to
leave the ward and does not have the capacity to understand that if allowed to leave the ward it
would put them in direct danger for example of being knocked down by a passing car. The ward
therefore has to put in place a number of significant restrictions to stop the patient from leaving the
ward. This may include sedation, 1 to 1 nursing, cot sides and in some instances full restraint.

The staff complete an urgent request to be assessed for a standard authorisation which if granted
allow the staff to work within a legal framework to impose restrictions on patients to keep them safe
and deliver appropriate care

The Trust has seen an increase in DoLS assessments over the past twelve months working closely
with  Warrington Borough Council MCA Coordinator to improve referral pathways and
assessments, which has demonstrated increased awareness and understanding of this important
assessment process. This was noted particularly by CQC in their inspection

During 2013/2014 there where 59 referrals (urgent and standard) assessments made to
Warrington & Halton Local authority for the period compared with 20 for the same period
2012/2013 thus indicating over a 200 % increase.

In March 2014 the Supreme Court delivered a verdict known as the ‘Cheshire West verdict’ that will
fundamentally change the way acute trusts and care homes assess patients for DoLs in the future.
The Trust has been asked to review the judgment and to look at the implication and to co-ordinate
a response in coordination with the Local Safeguarding Boards. The key change from the
judgment is that a patients compliance will no longer be relevant to the decisions made, for
example if a patient without capacity is assessed as requiring one to one care for their risk of falls
and do not object, appear willing to have a member of staff sitting with them constantly, cannot
consent and are not free to leave must undergo assessment and application of a DolLs. The
revised test will be that all patients who lack capacity and is under continuous supervision and
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control and is not free to leave, and can not consent to these arrangements will require an
assessment and application of a DoLS.

9.3 Independent Mental Capacity Advocate (IMCA) referrals

The Trust continues to work with the “Together’ IMCA services that support the Trust in upholding
the rights of some of the most vulnerable members of our society. A referral to IMCA services is a
statutory requirement for patient who lack capacity, are un-befriended (have no family or friends),
are over 18 years of age and can’t participate in serious medical decisions or have a change to
accommodation after 28 days. (including remaining in hospital)

HKWS IMCA 2013-14

Annual Report.pdf

9.3.1 IMCA statistics for Warrington and Halton Hospitals Trust 2013-14

There were a total of 44 referrals made in 2013-14 that is 24 more than in the previous year.
Although there is a noted increase in a number of inappropriate referrals to the IMCA team, further
exploration identified that staff need extra support on the referral criteria particularly around
locating family memebers. However this did show that staff awareness for this valuable service
had increased.

IMCA Referral Type

IMCA Referral Type Number s of Referrals

Serious Medical Treatment 25

Change of Residence 5

Adult Safeguarding 0

Care Review 1

Inappropriate Referral 13

TOTAL 44

IMCA Referral Source
Referral Source Numbers of Referrals [J| Referral Source Numbers of Referrals
A&E 1 Surgical Pre-op 1
Alcohol Liaison Ward A1 1
Cccu 1 Ward A2 1
ICU/ITU 3 Ward A4 3
Midwifery 1 Ward A5
O.CMTC-H 1 Ward A6 4
Obstetrics 1 Ward A7 5
Ophthalmology Ward A8 1
Oral Surgeon 1 Ward A9 2
oT 2 Ward B1
Safeguarding 6 Ward B12 4
Social Work Ward B14 3
Discharge
Surgery Matron Ward B18
Surgical Registrar Ward C22
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10. Domestic Violence (DV)

The lead for Domestic Violence is the Trust Safeguarding Children’s team Named Nurse and
detailed data on this is contained with their annual report. The Safeguarding Adult team work
collaboratively with the Children’s team to deliver the agreed strategy that is produced by the
Warrington & Halton Domestic Abuse Partnership (WDAPF).

This year we have continued to work to increase the awareness of front line staff specifically in
relation to the vulnerability of the elderly. This year has seen an increase in formal assessment of
elderly victims involved in domestic violence and resulting in referral into the Multi-Agency Risk
Assessment Conference (MARAC) process which is chaired by the Police.

Discussions are presently underway to introduce an Independent Domestic Violence Advocate for
two days a week in the Trust to work alongside frontline staff to educate and assess patients that
are disclosing DV. Training will be the key area of focus so that staff can assess correctly and
action and signpost as required.

10.1  Nice Guidance
In February 2014 NICE issued guidance - Domestic violence and abuse: how health services,
social care and the organisations they work with can respond effectively. The guidance is
embedded for reference

The Trust DV lead (Named Nurse for Children’s Safeguarding) has produced an action plan that is
to be agreed at the next Safeguarding Strategy meeting in June 2014. Following approval at this
committee the strategy and action plan will be implemented during 2014/2015.

NICE- guidance. pdf

10.2 Home office -Domestic Homicide Review -

Jan 2014 saw the publication of a Home Office Homicide Review undertaken in Warrington. This
was a significant piece of work that included reviewing the attendances at the hospital for the
victim, the perpetrators and their children over an 8 year period (extended for the victim to 25yrs).
The report was finalised in 2013-2014 and the action plan will be overseen by the Community
Safety Partnership. The Trust had 2 specific actions to complete which have been achieved.
These were concerning adding of critical care indicators to patients record when DV had been part
of the history for attendance and ensuring a wider audience of front line staff are aware of the how
to undertake the risk assessment for patient who attend with DV history.

1 Learning Disabilities (LD)- Michele report to be added
The Trusts operational Lead for LD is the Patient Experience Matron. LD it is a standard item on
the Vulnerable Adults steering group meetings so front line clinical staff are updated.

The Mencap reports Death by Indifference (2007) and Death by Indifference: 74 deaths and
counting (2012) have been influential in steering the Trust in striving to ensure equal access to
healthcare for all our patients. The CQC six indicators for learning disabilities have been used as
the framework for an on-going action plan demonstrating the Trusts activities in promoting high
quality and safe care for this group of patients.

A steering group has been formed to oversee the Trusts service provision for caring for people with
learning disabilities admitted to the Trust for treatment of acute illnesses. Meetings with
representatives of both the commissioners for learning disabilities services and community
providers (for both Warrington and Halton) have once again highlighted the absence of a
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specialised learning disabilities nurse liaison role as an impediment to the provision of excellence
in care. This doesn’'t mean that there aren’'t good examples of this only that it tends to be the
problems that receive more attention. At a clinical level there is an absence of specialist skills and
knowledge to support healthcare teams in provision of appropriate and timely care. This has been
raised on the corporate team risk register and the options available to develop this role will be
taken up by the steering group.

An outcome of these meetings is that the learning disabilities teams for both areas have agreed to
develop some development sessions for specific groups of staff:

e Safeguarding champions

e Pre-operative teams

e Accident & Emergency staff

e Clinic staff

The first of these will happen on the Safeguarding Champions update day on 3 July 2014. A
senior learning disabilities nurse will speak to the group, accompanied by a service user who will
sharing personal experiences of acute care.

The adult safeguarding team, now expanded, has taken on more of the support for these patients
when requested. They have been able to support ward staff in preparing for admissions of patients
needing reasonable adjustments and with the MCA/DOLS issues that might arise. The learning
disabilities teams tend to contact either the Patient Experience Matron or The matrons for
Vulnerable Adults if they feel they need some intervention or support with the care of a patient.
These are often around communication between ward staff, family/carers, formal carers and the
provider teams.

Plans:
o Develop spreadsheet to capture escalated issues
¢ Roll out training when developed
e Continue steering group meetings to ensure continued support and sharing with partners
and commissioners
e Patient Experience Matron to act as link with council led learning disabilities forums
e Set up local group to oversee learning disabilities care provision and identify good practice
e Share more good practice examples with staff

11.1 Example of good practice shared by Assistant Matron for Vulnerable Adults:

...... Charge Nurse Greenhough attended to a lady with LD from the Byron Unit at Hollins Park she
attended A&E with a fractured wrist. A back slab was applied and an appointment was made for
fracture clinic. Unfortunately, the lady removed the back slab and this left the fracture unstable with
a risk of further damage.

We discussed with Charge Nurse Greenhough if we could bring the lady through to the plaster
room without the need to go through the A&E process. Not only did the charge nurse offer to back
slab the limb himself but the way he greeted the lady was very reassuring and heart-warming and
immediately put the lady and her escorts at ease. Further to this, the lady and her escorts have
been advised by the charge nurse that if she does remove the cast again that they are to come
straight back to minor injuries and the back slab will re-applied.

Appendix 6 provides a summary of Datix incidents from 01/04/13 - 31/03/14 if LD was chosen
12 Service Users and outcome for patients

The highest priority that we have at the Trust is to safeguarding our patients and to show that in
doing so a positive outcome can be reached
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To achieve this Trust needs to identify the patients who are requiring assistance or are vulnerable
by the following:-

¢ Identifying any one at risk

e Delivering on a timely and appropriate response.

e Ensuring robust protections and support for the individuals at risk.

¢ Providing information that they have a right to receive and explanation of the process.

e Ensuring they or their family are included when ever possible in decisions about their care
Information is provided around the Trust for patients to access this is in the form of leaflets and
posters which direct the general public on what to do if they have a concern or are a victim of
abuse.

A number of promotional days have taken place through out the year specifically aimed at raising
awareness with the general public and signposting them to the appropriate agencies:-

General Public

World Elder Abuse Day

Warrington bus
station

14t June 2013

General Public

Learning Disability
week

Main Entrance of
hospital

22n June 2013

General Public

White Ribbon
Campaign

Main Entrance of
hospital

25t November 2013

Domestic violence

The Local Authority has introduced a Safeguarding Adult’s — service user feedback form to assist
in capturing the views of the service users. This is in its pilot form and early results show that
service users, who go through this process, do feel safer and whilst they are generally satisfied
with the outcomes that the process can generally be too long.

13 Work Plan for 2014/15

The key objectives for the Trust will be to continue to promote awareness of vulnerable adults and
their right to be safe and to safeguard and promote the welfare and dignity of vulnerable adults and
to take the appropriate steps to reduce abuse. It will ensure referral to the correct agencies as
necessary.

In the next twelve months the safeguarding work plan will include:
¢ Implementation of Domestic Violence NICE recommendation

e Implementation of the Prevent Strategy to include formalisation of a training strategy.
¢ Review of Missing Person Policy

¢ Re audit of the use of the Trust Restraint Policy.

e Agree “Domestic Abuse, Stalking and Harassment” DASH reporting to CCG.

e Quarterly review of the Trust Clinical Commissioning Groups (CCG’s) contract report
ensuring supportive evidence is provided to meet the requirements

e A review of training strategy to further identify training needs within the acute hospital
workforce. Working collaboratively with the Halton and Warrington Borough Councils

e To Monitor and manage the capacity and workload of the Safeguarding team in view of the
implications from the ‘Cheshire West Judgements’

e To continue to raise the profile of safeguarding and implementation of procedures across
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the Trust and wider agencies.

e To improve on existing audit processes to monitor effectiveness of lessons learned upon
safeguarding practice and outcomes for people who use our service
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Appendix 1 Warrington Safeguarding Adults Board — responsibilities of members

warrington

[ safeguarding]

adults board

This Memorandum of Agreement has been drawn up in relation to the roles and
responsibilities of member organisations to the Safeguarding Adults Board agreed on
the 27.7.2013

The signing of this memorandum constitutes the acceptance and agreement of to the
following:

Warrington SAB member organisations agree to:

e Implement local multiagency procedures on safeguarding vulnerable adults

e Ensure all staff have appropriate awareness and training in safeguarding
vulnerable adults

e Ensure their organisation has clear operational guidance which is consistent with

local multi agency procedures

Ensure the agency has rigorous procedures for recruitment and selection of staff

Ensure robust procedures for responding to allegations against members of staff

Publish a whistleblowing policy

Monitor the quantity and quality of safeguarding work within their agency

Ensure that they have mechanisms in place to report to the SAB in order that

effective governance of all safeguarding arrangements is achieved

e Designate a lead officer for Safeguarding Adults and a suitably qualified
representative for the SAB

e Agree and secure specified resources to support the work of the Safeguarding
Adults Board (either financial contribution or through staff time and expertise)

e Contribute to the strategic direction of the Safeguarding Adults Board.

e Provide an annual report on work undertaken that is linked to strategic objectives
and key tasks, for inclusion in the annual report

Signed by:
On behalf of the following Organisation:

Date:
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Appendix 2

warrington

[ safeguarding]

adults board

This Memorandum of Agreement has been drawn up in relation to the roles and
responsibilities of member organisations to the Safeguarding adults Board agreed on
the 27.7.2013

The signing of this memorandum constitutes the acceptance and agreement of to the
following:

As my organisation’s representative on the Warrington SAB | agree to:

Maintain regular attendance at the SAB and its sub groups

Make an active contribution to the planning, development and implementation of
strategic objectives including contribution to sub groups, workshops and task and finish
groups including where required a chairing role

Support the delivery of Development Plan priorities including the co-ordination, delivery
and reporting of actions assigned to me personally or as a representative of my
organisation

Provide an effective link between the SAB and organisation to disseminate strategic and
operational priorities and ensure that these are met

To act as a safeguarding adults voice and to take the lead on behalf of SAB, within my
own organisations networks and any relevant committees which | also attend

On behalf of my organisation, promote and support information sharing with other
agencies in order to protect vulnerable adults

Alert the Board to any safeguarding issues that arise in my organisation and to provide
information and updates as requested including on profile and serious issues/cases.
Promote and coordinate staff engagement in relevant WSAB activities and initiatives,
including training and awareness raising

Secure and co-ordinate my organisation’s participation as appropriate in multiagency
reviews and IMRs

Provide regular feedback to the Board, on my organisation’s safeguarding work
including an annual submission to the business plan report

Signed by:

Full Name:

Date:
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APPENDIX 1

Appendix 2 Warrington Boards and Forums

Health & Wellbeing Board
Chair
Professor
Steven Broomhead
(WBC)

Community Safety
Partnership
Chair
Katherine Fairclough
(WBC)

Warrington Children’s

Warrington Safeguarding

Warrington Domestic

Sensory Liaison
Chair
Dave Taylor
(WBC)

Learning Disability
and Autism
Partnership Board
Chair
Mike Alsop
(WBC)

Safeguarding Board Adults Board (SAB) Abuse Partnership
Chair Chair | ———— — Chair
Audrey Williamson Audrey Williamson Fiona Waddington
(Independent) (Independent) (WBC)
[ [ [ [ ]
Serious Case Performance . Policy and QL{aIlty .
. L Training Intelligence Hate Crime
Review Monitoring Procedure N
Sub-group Safeguarding Sub-group
Sub-group Sub-group . Sub-group h
h h Chair h Sub-group Chair
Chair Chair Chair h
. Penny Owen . Chair Steve Reddy
Paul Beauchamp Margaret Macklin (WBC) Rebecca Knight Ann McCormack (WBC)
(Cheshire Police) (WBC) (Warring CCG)
(WBC)
I

Carers Partnership|
Board
Chair

Steve Reddy
(WBC)

|

l

J

Safegu.

Ste

(WBC)

arding Adults
Forum

Chair -——-

ve Reddy

Mental Capacity Act
Forum
Chair
Penny Davidson
(WBC)

Dignity Forum
Chair
Michelle Henshall
(WBC)

Warrington Boards, Forums & Groups

2014 - 15

Warrington
Disability Forum
Chair
Dave Thompson
(5 Borough'’s
Partnership)

Healthwatch
Warrington
Chair
Judith Guthrie
(Healthwatch)

Neighbourhood
Board
Chair

Jane Critchley
(WBC)

Older People’s
Partnership Board
Co-chair
Steve Reddy
(WBC)
Eileen Fitzgerald

(WBC)
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Appendix 3 Safeguarding Adults Steering Group Terms of Reference

Title:

safequarding Adutts | \Warrington and Halton Hospitals NHS

Steering Grou .
¢ P NHS Foundation Trust
Terms of Reference

Authors Name:
Associate Director of
Nursing/ Safeguarding
Matron

Scope: Classification:

Replaces: Vulnerable Adults Steering Group

To be read in conjunction with the following documents: N/A

Unique Identifier: Review Date: July 2014

This document is no longer authorised for use after this date

Issue Status: Issue No. 3 Issue Date:

Approved by: Ratification Date: June 2013

Document for Public Display: Yes

1. Purpose

e The Safeguarding Adults Steering Group will oversee the Trust’s policies, strategies
and procedures relating to the Trust’s objectives on all matters related to
Safeguarding of Adults.

e The Safeguarding Steering Group will be the conduit of information and
operationalise the agreed policies of both Warrington and Halton Local
Safeguarding Adults Board.

Close liaison will be maintained with the Safeguarding Strategy Group and Clinical
Governance Sub-Committee and through them it will provide assurance to the Trust Board
on the management of risks relating to the safeguarding of vulnerable adults and the
Deprivation of Liberty Safeguards. An annual report will be submitted to the Safeguarding
Strategy Group as part of the assurance process.

2. Accountability Terms of Reference
21 The Safeguarding Adults Steering Group will be a formally constituted group

within the Trust and it will report directly to the Safeguarding Strategy Group
chaired by the Director of Nursing and Organisational Development
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2.2

2.3

3.

The Chairman of the Safeguarding Steering Group will be the Associate Director of
Nursing for Corporate
The terms of reference will be reviewed annually by the Steering Group.

Specific Requirements

1. Main Areas of Work of the Committee

4,

The principle areas of focus will be the scrutiny of performance against National and
Local standards.

The Steering Group will review Safeguarding Policies and ensure their effective
implementation. Audit schedules for each policy will be agreed on an annual basis.

The Steering Group will receive summary performance reports in respect of staff
training and attendance.

The Steering Group will monitor all untoward incidents/complaints related to
vulnerable adults and ensure effective root cause analysis is undertaken in all
unexpected and unexplained deaths. The Steering Group will make any necessary
recommendations to the Executive Team if there is evidence of system or individual
failure.

The Steering Group will monitor the effectiveness of staff ‘alert’ to the safeguarding
team and identify areas for improvement.

The Steering Group will link closely to the work on Elder Abuse in the Trust to
ensure that vulnerable adults who are actually or potentially involved are identified
appropriately.

Membership

The membership of the Safeguarding Adults Steering Group shall be;

Deputy Director of Nursing- Chair

Trust Safeguarding Adults Matron- Deputy Chair
Assistant matron for Safeguarding

Divisional Head of Nursing Scheduled Care
Divisional Head of Nursing Unscheduled Care
Associate Director of Governance

A&E Matron

A Unscheduled Care Matron

A Scheduled Care Matron

Out Patient Manager

Trust lead for learning Disability

Therapy representative

Regional IMCA Representative

Older persons specialist nurse

Nominated Deputy to attend in situations of absence.
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5. Frequency of Meetings

The Steering Group shall meet quarterly
The group will be considered quorate with at least 5 members from the above list present.

6. Delegated Powers

The Group will be delegated policy development and implementation responsibilities for

policies and guidelines related to Safeguarding. Ratification on behalf of the Trust Board

will be undertaken by the Safeguarding Strategy Group

Reporting Arrangements

I The Safeguarding Adults Steering Group meetings will be minuted and the draft

minutes reported quarterly to the next meeting of the Safeguarding Strategy
Group on the work of the Committee.

7. Review

The Safeguarding Adults Steering Group will undertake a review of its Terms of Reference
and membership, including the role of any Working Groups annually.

8. Managing Effectiveness

The Group will have formal minutes and these will be submitted to the Safeguarding
Strategy Group. The Chairman will draw to the attention of the Executive Team, any
issues that require disclosure to the full Board or those requiring Executive action.

The agenda and minutes of this meeting may be made available to public and persons

outside Warrington & Halton Hospitals NHS Foundation Trust as part of the Trust’s
compliance with the Freedom of Information Act 2000.
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Appendix 4 Training figures by division

Safeguarding Procedures (Adults) -

1st March 2011 - 31st March 2014

Level 1

Safeguarding Procedures (Adults) -

1st March 2011 - 31st March 2014

Level 2

Heads Number % Heads Number %
Completed | Completed Completed | Completed

Business Development 17 10 7 5 71.43%

Business Planning 3 2

Communications & Membership Office 4 1 ‘

Research 10 7 70.00% ‘ 7 5 71.43%

Finance and Information 62 50 80.65% 0 0

FSD 7 7

Finance & Supplies 55 43 78.18% ‘

Governance and Workforce 119 69 17 8

Education 48 40 83.33% 13 7

Governance 24 13 _‘ 4 1

HR & Payroll a7 16 _
| 65 a6 | 071 | | |
‘ Nursing 39 33 | 84.62% ‘ 27 24 -
‘ Trust Executives 18 9 _I ‘ |

o [ o | |
‘ Facilities 404 118 _I ‘ |
‘ Central Operations 4 3 | 75.00% ‘ ‘ |

Scheduled Care 791 512 660 422

Critical Care 293 190 277 173

Scheduled Care Divisional Management 49 33 26 22 84.62%

Surgery 298 184 226 142

Trauma & Orthopaedics 151 105 131 85

Unscheduled Care 770 451 609 361

Acute Medicine 118 79 90 59

Discharge & Palliative Care 15 10 12 9 75.00%

Emergency Care 131 71 92 49

Medicine, Elderly & Stroke 234 137 209 120

Specialty Medicine 248 138 202 120
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Unscheduled Care Divisional Management

Womens, Children & Support Services Division

Audiology

Child Health

Pathology

Pharmacy

Radiology

Therapies

W(CSS Divisional Management & Admin
W(CSS Outpatient Department

Womens Health

2 16 4 4
1320 | 779 853 | 504
2 21 19 14
121 68 114 60
134 77 37 14
136 86 33 23
165 67 122 a1
292 242 264 217
84 31 17 10
181 88 63 40
194 99 184 85

TRUST TOTAL

3679 | 2103 |EHNIGHA 2173 | 1324 [GOIES

Induction Programme - Summary of Feedback-Subject Areas

73.68%

Session Safeguarding Procedures — Adult & Children
Facilitator Safeguarding matron and Specialist Nurse,
Safeguarding Children

Evaluation forms currently ask delegates for feedback for each subject covered in relation

to the following:

- Has the session met your expectations? If so, how?
- How could the session be improved?
- Was the information given clear, understandable and delivered at the right pace?

- Any further comments?

Comments Received: March Induction

Very good information
Clear and understandable
Well presented

Very sad but eye opening

Expectations were met

Very good session
Lots of information given
Well presented

Very important lecture

Important information given

Good overview — lots of information
Found this section to be very informative and full of useful information

Very clear and understandable
Delivered at the right pace
Very interesting and well presented

Interesting session and real life examples given
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e Good use of Active Inspire/Expression

Doctors F1 26" February 2014

VG G F P VP
The Session as a whole 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Content of the Session 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Presenter's Contribution to the Session 50.00% | 37.50% | 12.50% | 0.00% | 0.00%
Delivery Methods 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Explanations 50.00% | 37.50% | 12.50% | 0.00% | 0.00%
Tailoring of Session 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Examples and lllustrations 50.00% | 37.50% | 12.50% | 0.00% | 0.00%
Audience Confidence in Presenter's Knowledge 50.00% | 37.50% | 12.50% | 0.00% | 0.00%
Presenter's Enthusiasm 62.50% | 25.00% | 12.50% | 0.00% | 0.00%
Encouragement for Audience Interaction 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Availability of Additional Information 37.50% | 37.50% | 25.00% | 0.00% | 0.00%
Length of Session 37.50% | 50.00% | 12.50% | 0.00% | 0.00%
Relevance and Usefulness 37.50% | 50.00% | 12.50% | 0.00% | 0.00%

What aspects of this session contributed most to your learning?

"well delivered, enthusiastic presenter

very good thank you" "thanks"

What aspects of this session detracted from your learning?

no comment made

What suggestions do you have for improving the session?

no comment made
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Appendix 5 Datix incidents reported to the Safeguarding team for review

13/14 | 13/1 | 13/1 | 13/1 Total
Q1 4Q2 | 4Q3 | 4Q4
Fire 0 0 1 0 1
Assault non physical 9 1 3 5 18
Bed management 0 0 2 3 5
Collision / Hit by object 0 1 1 0 2
Community Midwives (Pick List) 1 0 0 0 1
Recognising Risk in Deteriorating Patient 1 1 1 0 3
Discharge Liaison 1 1 2 1 5
Domestic Abuse 0 1 0 0 1
Medicines 1 2 4 1 8
Emergency Medicine 2 0 0 0 2
Environment 0 0 0 1 1
Equipment - Non-Medical (non IT related) 0 0 1 0 1
Hospital @ Night 0 1 0 1 2
Breach of confidentiality and potential data loss - Internal Issue
(verbal, electronic and paper) 0 1 0 0 1
Breach of confidentiality and potential data loss - external Issue
(verbal, electronic and paper) 0 0 1 0 1
Communications Issue (verbal, electronic and paper) 2 6 1 2 11
Patient Choice 1 1 1 1 4
Infection control 1 0 0 1 2
IT/computer related 0 0 0 1 1
Consent & Mental Capacity Act 1 1 0 1 3
Mental Health Act 0 5 5 2 12
Neonatal Unit (Pick List) 1 0 0 0
Obstetric (Pick List) 1 1 1 0 3
Physical Assault to Other eg Patient Visitor 0 4 5 3 12
Physical Assault to Staff 0 0 1 0
Patient Transfer 0 1 1 0 2
Pressure Ulcer 37 1 0 3 41
Suspected Deep Tissue Injury - Community Acquired 1 0 0 0
Suspected Deep Tissue Injury - Hospital Acquired 2 0 0 0 2
Grade 2 - Community Acquired 20 0 0 1 21
Grade 2 - Hospital Acquired 5 0 0 0 5
Grade 2 - Acquired on a Previous Admission to another trust 1 0 0 0 1
Grade 3 - Community Acquired 6 1 0 1 8
Grade 3 - Acquired on a Previous Admission to another trust 1 0 0 0 1
Grade 4 - Community Acquired 1 0 0 1 2
Radiology 0 1 0 0 1
Resuscitation / Cardiac Arrest 0 1 0 1 2
Safeguarding Children 0 0 1 0 1
Safeguarding Adults 20 20 10 11 61
Security Issue 31 26 16 17 90

(8]
—




13/14 | 13/1 | 13/1 | 13/1 Total
Q1 4Q2 (403 | 4Q4

Staffing 0 3 1 0 4
Patient Slips, Trips & Falls 1 2 1 2 6
Treatment 0 2 2 2 6
Unexpected events 10 6 14 7 37
Verbal Assault/Threatening Behaviour 2 1 3 1 7
Totals: 123 91 79 67 360
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Appendix 6 Summary of Datix incidents from 01/04/13 - 31/03/14 for LD

Disability is a mandatory field on Datix incident reporting system. These are all incidents where learning disability has

been indicated.

Division

Ward/Department

Brief description

Scheduled Care

Clinic

Child DNA

Recovery

Peg t