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REPORT TO BOARD OF DIRECTORS

BM/20/07/75

Complaints Annual Report

29 July 2020

Layla Alani, Deputy Director Governance

Kimberley Salmon-Jamieson, Chief Nurse + Deputy Chief
Executive

SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future. X

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

This annual report includes a summary of formal complaints
raised by patients or their relatives between 01 April 2019 and
31 March 2020.

e In 2019/20 the Trust significantly improved the timeliness in
response to complaints.

e 441 complaints were received during the reporting period, a
decrease of 14 from 2018/19.

o Of the 441 complaints 420 were closed during the reporting
period of which 101 were Upheld, 145 were Partially
Upheld, and 157 were Not Upheld

e |n March 2020 the NHS responded to the Coronavirus
(Covid19) pandemic. National guidance was issued advising
how to respond to complainants during this period. This
resulted in 17 low and moderate complaints being closed.

e Following triage, 9 complaints were considered to be
Serious Incidents.

e 59 complaints were open at the time of reporting, with no
breached timeframes.

e 5 PHSO cases are currently being investigated; and

e 1114 PALS cases have been received.

These figures are correct on the date of reporting (4 June 2020)

Information | Approval To note Decision
X

Trust Board members are asked to note the report

Committee Quality Assurance Committee
Agenda Ref. QAC/20/07/96
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Date of meeting 7 July 2020
Summary of The Quality Assurance Committee were
Outcome asked to note the report.

Choose an item.

Choose an item.
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REPORT TO BOARD OF DIRECTORS

_ Annual Complaint Report

Warrington and Halton Teaching Hospitals NHS Foundation Trust is committed to providing
high standards of patient centred care utilising the views and opinions of patients and their
families.

The purpose of the annual complaints report is to satisfy the requirements of the NHS
complaints procedure in England, effective from 1 April 2009. The report provides analysis of
formal complaints identifying themes and trends to support further learning.

The Trust recognises that there are times when its actions do not meet the expectations of
those that use our services. When that happens, the Trust has a policy which sets out a
procedure to ensure that we listen and respond to complaints and concerns from patients,
their relatives and carers.

The Trust understands that by listening to
people about their experience of our services,
staff can learn new ways to improve, and
prevent the same issues from happening in the
future. By seeking, monitoring and acting upon
feedback, we are able to make improvements in
areas that patients, their relatives and carers say
matter most to them.

Effective complaints handling is a cornerstone of

listening to ~
patient experience and the Trust aims at all .
times to provide local resolutions to complaints our Pﬂheﬂts

taking all complaints seriously. By listening and
responding to complaints we aim to remedy the
situation as quickly as possible and ensure that
the individual is satisfied with the response they
receive. The learning from complaints is used to
improve services for the people who use them
as well as for the staff working in them.
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In accordance with the NHS complaints procedure, the annual complaints report is made
available to the public. It is publishable as part of the Freedom of Information Act
publication scheme.

The following key principles must be applied:

Complaints and concerns will be dealt with in a fair, flexible and conciliatory manner,
encouraging open communication between all parties.

High standards of conduct are expected from all staff at all times to ensure that
service users/representatives will be treated respectfully, courteously and
sympathetically.

The requirement to maintain confidentiality during the complaints process will be
absolute (unless indicated otherwise).

All patients and their families will be advised how they can raise a concern or make a
formal complaint via information leaflets available on all wards and clinical service
units and the internet.

All people who make complaints will be advised of the various independent support
agencies that are available to assist them in making their complaint.

As far as possible, people who make complaints will be involved in decisions about
how their complaints are handled and considered.

The Trust will aim to resolve complaints within the Trust as part of local resolution
(first stage of the national complaints procedure) wherever possible.

Complainants receive a meaningful apology when appropriate.

The Trust will identify appropriate learning and implement change as the result of a
complaint where appropriate.

The Trust will co-operate with other organisations when a complaint involves other
outside organisations.

No person who makes a complaint will be discriminated against on the grounds of
religion, gender, race / ethnicity, disability, age or sexual orientation or because they
have made a complaint.

Reducing the backlog of complaints in the Trust.

Improving the timeliness of responses to complainants.

Implementing the revised Complaints policy and a new process across the Trust to
ensure that the patient, their relatives and carers receive an efficient and responsive
complaints service.

Focus upon learning working collaboratively with CBUs to improve standards of care
and complaints responses where necessary.

Training staff to ensure that they understood their role in relation to the Trust’s new
complainants policies and processes and good complaints handling,

A Quality Assurance Group led by the Trust Chairman was developed to review the
quality of our complaints responses and to promote accountability of leading the
complaints agenda at senior management level within the clinical services.

4
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- Improving how the Trust responds to PALS concerns.
- On addressing the concerns of dissatisfied complainants and PHSO referrals.
- Improving the system (Datix) used to log complaints, to make it more accessible and

create an environment of visible data, and

- Improving the sharing of learning from complaints and compliance of actions arising

through audits.

The successes in 2019/20 have included:

The backlog of complaints is clear.

The timeliness of complaints has improved
from 29% in Q1 2019/20 to 100% in Q4
2019/20 following a quality improvement
project. Timeliness of complaints will
continue to be part of the Trust’s Quality
Account priorities in  2020/21 for
complaints responses to meet the Trust
target of 90%.

The Trust Quality Assurance Group has
continued to meet since being established
in July 2017. Led by the Trust Chairman.,
the Complaints Quality Assurance Group
has now had all Clinical Business Unit
(CBU) leads present a complaint and
discuss their processes for complaints
handling and learning.

The Trust PALS office is now established in
the main foyer and has provided an
environment that supports patients and
the public to present and discuss their
concerns.

The Datix reporting system is now
embedded and complaints and PALS data
is circulated through dashboards to the
CBU’s and wards.

The Trust has embedded lessons learned
audits, to ensure that learning from
complaints and Serious Incidents are
implemented.

2.1 Complaints received

5
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441 complaints were received during the reporting period, a decrease of 14 from 2018/2019
(455). The graph below details the amount of complaints opened over the specified time
period.

Complaints received by month and year

50

zz //»\v,/—\. .\\//\\\

20
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Apr  May Jun Jul2019 Aug Sep Oct Nov Dec Jan Feb Mar
2019 2019 2019 2019 2019 2019 2019 2019 2020 2020 2020

Apr | May | Jun Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar
2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2020 | 2020 | 2020

e=g== Data 23 43 34 45 45 40 40 37 30 43 35 26
Average | 37 37 37 37 37 37 37 37 37 37 37 37

2.2 Complaint themes

Formal complaints can be received for a variety of reasons. The following table shows the
primary subjects of complaints opened during this reporting period:

Theme No.
Clinical treatment 220
Attitude and behaviour 77
Communication (oral) 26
Admissions / transfers / discharge procedure 22
Communication (written) 16
Personal records 16
Premises 13
Date for appointment 11
Patient property / expenses 6
Competence 5
Failure to follow agreed procedures 5
Date of admission / attendance 4
Aids / appliances / equipment 3
Cleanliness / laundry 3
Patient privacy / dignity 3
Patient status 3
Shortage / availability 2
Outpatient and other clinics 2
Test results 1
Catering 1

6
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Policy & commercial decisions of NHS board 1
Transport 1
Total 441

The most common cause for people to complain was that elements of their clinical
treatment did not meet their expectations. Attitude and behaviour was also noted in a
significant number of complaints. Prior to the covid-19 pandemic plans were in progress for
work involving customer service training. This will be relaunched with specific areas of high
reporting identified.

2.3 Complaints received by Locations/Service

The graph below details that the Warrington hospital site reported more complaints (396).
This is to be expected as it is the larger site with significantly more activity.

Complaints by Trust Site
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The following graph details the 441 complaints received by the Trust in the reporting period
by Clinical Business Unit and Trust wide service:
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Complaints by Clinical Business Unit and Trust wide service
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Urgent and Emergency Care received the most complaints followed by Specialist Surgery.
This is in line with the pressures seen nationally in the Urgent and Emergency Care Sector.

2.4 Complaints upheld

Once a complaint has concluded (either following a local resolution meeting or once a
formal written response has been sent) the outcome will be recorded in line with the
findings of the investigation. A complaint will be “upheld”, “upheld in part” or “not upheld”.

In March 2020 the NHS responded to the Coronavirus (Covid19) pandemic. National
guidance was issued advising how to respond to complainants during this period. This
resulted in 17 low and moderate complaints being closed.

”

Those not yet concluded at the time of writing this report, are categorised as “No value”.
The graph below show the outcome of closed complaint during the reporting period:

8
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Complaints received during 2019/20 by outcome
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2.5 Complaints Resolved

In the reporting period the Trust closed 468 complaints. The graph below shows the closed
complaints over time:

Complaints Closed (Month and Year)
70
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In order to improve the experience of complainants, one of the major initiatives within the
Complaints and PALS team has been to improve the timeliness of responses. The following
table shows the timeliness of responding to complaints by each CBU in each quarter over
the reporting period. This details 29% performance in Quarter 1 which improved to 100% in
Quarter 4.

9
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Medical Care 14 5 36% 11 6 55% 3 3 100% 5 5 100%
Digestive Diseases 20 2 10% 22 15 68% 13 7 54% 15 15 100%
Urgent & Emergency Care 28 4 14% 38 28 74% 44 28 64% 34 34 100%
Estates & Facilities 4 0 0% 6 6 100% 1 1 100% 4 4 100%
Integrated Governance & Quality 1 1 100% 0 0 0% 0 0 0% 0 0 100%
Clinical Support Services 6 3 50% 15 13 87% 6 6 100% 4 4 100%
IM&T 0 0 0% 0 0 0% 0 0 0% 0 0 100%
Pharmacy 1 0 0% 0 0 0% 0 0 0% 0 0 100%
Corporate Nursing 1 0 0% 2 1 50% 0 0 0% 0 0 100%
Integrated Medicine & Community 9 5 56% 11 7 64% 7 6 86% 9 9 100%
Surgical Specialties 28 11 39% 33 23 70% 26 25 96% 18 18 100%
Women's & Children's 6 3 50% 14 8 57% 16 12 75% 7 7 100%
Medical Records 0 0 0% 0 0 0% 1 1 100% 0 0 100%
Communications, Engagement,

Fundraising and Corporate Affairs 0 0 0% 1 1 100% 0 0 0% 0 0 100%
TOTALS AND OVERALL TRUST

PERFORMANCE 118 34 29% 153 108 71% 117 89 76% 96 96 100%

2.6 Referrals to Parliamentary Health Service Ombudsman

Complainants dissatisfied with the Trust’s response have the right to ask the Parliamentary
Health Service Ombudsman (PHSO) to consider their complaint. However, the complainant
must be able to provide reasons for their continued dissatisfaction (in writing) to the PHSO.
The Trust may also refer the complainant to the PHSO if they feel that the response has
been thoroughly investigated and responded to.

The PHSO will consider the complaint file, medical records and any other relevant
information as necessary. The PHSO may decide not to investigate further and no further
action will be required from the Trust. Alternatively, recommendations might be made for
the Trust to consider. The PHSO may decide to conduct a full investigation which might
result in the Trust being required to make an apology, pay compensation and / or produce
an action plan to describe what actions are planned to rectify the situation and prevent
further occurrences.

The following graph shows the amount of investigations the PHSO has commenced at the
Trust over the period:

10
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Number of PHSO investigation commenced
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The graph below shows the PHSO grading and outcome following their final report over the

period:

Number of closed PHSO investigations and the outcomes
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The PHSO has upheld three of the cases closed during this reporting period. Where cases
were upheld or partially upheld the Trust acknowledged any failings identified and put in
place actions to ensure improvements were completed as a result of the findings.

11

Page 12 of 203



We are WHH & We are

5
i

Q =
L =
nake o

P8ge|18"f 203
e

2.7 Learning from Complaints

NHS|

Warrington and Halton
Teaching Hospitals

NHS Foundation Trust

It is paramount that the Trust continues to learn from complaints and that this is reflected in
service improvements. Detailed below are some examples of how learning from complaints

has led to changes:

Equality awareness — We have worked with the Deafness
Resource Centre (DRC) to improve the patient experience for our
patients with hearing difficulties. The DRC have provided copies
their user guide and these are prominently displayed this within
the reception area of the Emergency Department to ensure that
staff can easily access this information. Staff have also received
additional training in relation to booking interpreters through the
DRC.

Improved communication — A collaborative was created to review
our inpatients nutrition and hydration collaborative. As aresult a
patient safety ‘at a glance board’ was introduced to provide staff
with a visual alert to identify those patients who have additional
needs including support at meal times. Meal safety huddles have
also been introduced, these take place prior to the meal service
and staff on the ward discuss and review the management plan
regarding meals for each patient.

End of life awareness — We have implemented an enhanced
Palliative/End of Life Essential Training programme. All staff that
work in patient facing roles are required to attend the training
sessions. This has improved the standard of care and respect
that we provide to our patients and their families at this difficult
time.

Listening to concerns — The Women’s and Children’s Department
implemented a teaching forum where staff share the experiences
of our patients. This forum has provided an opportunity for staff
to learn and improve the standard of care and support we
provide in particular to women that have experienced pregnancy
loss. Staff have used feedback to enhance their communication
skills to listen to concerns raised and ensure information is
delivered in a compassionate, clear and consistent manner.

Reduce waiting times — The Emergency Department have
implemented a new process flow chart which set out clear
guidance for staff to follow to manage demand within the
department. This has helped to ensure patients are seen
promptly with clear processes in place for escalation.

12
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2.8 Patient Advice & Liaison Service (PALS)

In the reporting period, PALS received 1114 enquires, which is a decrease from 2018/19
(PALS received a total of 1195 enquiries). The decrease in PALS activity can be due to staff
proactively responding to concerns at source on the wards and in clinical areas and resolving
concerns without the need for any additional support or advice.

The graph below shows the PALS cases that have been opened against those that have been
closed over the year:

PALS opened againt those closed
140
120 /
100 %
80 V
60

40
20

Apr May Jun Jul2019 Aug Sep Oct Nov Dec Jan Feb Mar
2019 2019 2019 2019 2019 2019 2019 2019 2020 2020 2020

Apr | May | Jun Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar
2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2019 | 2020 | 2020 | 2020

@ Opened | 102 98 80 80 80 79 93 104 | 73 105 | 108 | 112
e Closed | 102 | 101 68 85 89 72 96 99 72 112 91 124

The top 5 themes during this period were:

Clinical treatment 263
Date for appointment 165
Communication

(written) 133
Communication (oral) 121
Premises 83

The top 5 reporting Clinical Business Units were:

Surgical Specialties 182
Urgent and Emergency

Care 133
Digestive Diseases 128
Women'’s and Children’s 123
Medical Care 117

The most common area for PALS concerns is Surgical Specialties followed by Emergency
Care and Digestive Diseases. These 3 areas were all within the top 3 areas for the reporting

13
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of complaints as previously detailed. This has helped the teams to focus on providing
additional support and training for these areas.

During the reporting period a total of 1114 PALS were opened and closed. The graph below
shows the average response time in days per month.

PALS average response time in days
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The Trust will continue to ensure that the PALS team aim to resolve as many concerns as
possible in a timely manner, ensuring that patients their families and carers feel listened to.

The Trust set a target, as part of the Trust’s Quality Account priorities in 2019/20 to
significantly improve the timeliness of complaints responses and meet the Trust’s target of
90% by April 2020. As a result of a quality improvement project led by the Head of
Complaints, Claims and PALS the responsiveness of complaints has seen an improvement
from 29% in Q1 2019/20 to 100% in Q4 2019/20.

During the next financial year, the complaints team will monitor both the timeliness and
guality of the complaints responses provided. This will be reported via the Quality
Assurance Group. There will be greater focus upon lessons learned not only within
specialities but also across the wider organisation. This will be supported by the Head of
Complaints, Claims and PALS who will lead a programme of engagement and learning. There
will also be significant focus on the PALS service to improve early resolution in order to
optimise patient experience.

It is important to note that challenges with attitude and behaviour were identified prior to
the onset of COVID19 and work was in progress regarding customer service training. This
will be resumed as part of the Trust recovery plans with a focus on specific areas identified
through thematic complaints reviews. Appropriate behaviours and communication must be
considered an ‘always’ event to truly offer high quality patient centred care.

14
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The Board of Directors are asked to note the report.
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REPORT TO BOARD OF DIRECTORS

BM/20/07/76

Safeguarding Adult and Children’s Annual report

29 July 2020

John Goodenough, Deputy Chief Nurse

Kimberley Salmon-Jamieson, Chief Nurse & Deputy Chief
Executive

SO1 We will.. Always put our patients first through high quality, safe
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

#1135 Failure to deliver an emergency and elective healthcare service
caused by the global pandemic of COVID-19 resulting in major disruption to
service provision.

#1124 Failure to provide adequate PPE caused by failures within the national
supply chain and distribution routes resulting in lack of PPE for staff.

#115 Failure to provide adequate staffing levels in some specialities and
wards.

#134 Financial Sustainability a) Failure to sustain financial viability,

#1134 Failure to provide adequate staffing caused by absence relating to
COVID-19 resulting in resource challenges and an increase within the
temporary staffing domain.

#1114 Failure to provide essential, optimised digital services in a timely
manner in line with best practice governance and security policies, caused by
increasing and competing demands upon finite staffing resources whom lack
emerging skillsets, sub-optimal solutions or a successful indefensible cyber-
attack, resulting in poor data quality and its effects upon clinical and
operational decisions / returns and financial & performance targets, reduced
operational efficiencies, denial of patient access to services, inferior quality
of care including harm, failure to meet statutory obligations (e.g. Civil
Contingency measures) and subsequent reputational damage.

#224 Failure to meet the emergency access standard.

#125 Failure to maintain an old estate caused by restriction, reduction or
unavailability of resources resulting in staff and patient safety issues,
increased estates costs and unsuitable accommodation.

#145 a. Failure to deliver our strategic vision.

#145 b. Failure to fund two new hospitals.

#1126 Failure to potentially provide required levels of oxygen for ventilators
caused by system constraints resulting in lack of adequate oxygen flow at
outlets.

#241 Failure to retain medical trainee doctors in some specialties by
requiring enhanced GMC monitoring resulting in a risk service disruption and
reputation.

The Annual Safeguarding adult and children’s Report contains a
review of the information from the year’s activity 2019/20. It
describes progress of the actions and priorities laid out in the
Annual Report 2018/19 along with an overview of the work
associated to the Safeguarding Strategy, the strategy priorities
are linked to this report. All associated actions and work
streams continue to be monitored monthly via the Safeguarding

1
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Committee. Assurance is provided to the Quality Committee via

a monthly high level briefing paper (HLBP).

The Annual Report offers assurance that the Trust is upholding
its statutory duties and details that work streams are on track

for completion within set timescales.

Information | Approval

To note Decision
X

Committee

Quality Assurance Committee

Agenda Ref.

QAC/20/07/95

Date of meeting

7 July 2020

Summary of
Outcome

Approved

Release Document in Full

Choose an item.
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Safeguarding Children and Safeguarding Adults
Annual Report 2019-2020

Report written by:

John Goodenough, Deputy Chief Nurse and Head of Safeguarding
Contributions from:

Wendy Turner, Lead Named Nurse Safeguarding Adults

Katie Clarke, Lead Named Nurse Safeguarding Children

Jane Lang, Named Dr Adult Safeguarding

Dr Rachel Sutton, Named Dr Children’s safeguarding
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1. Introduction

This is the second joint Annual Report regarding Adult and Children’s Safeguarding within Warrington and Halton Hospitals NHS Foundation Trust (WHHFT).
Safeguarding is a Care Quality Commission standard (CQC) and a duty at the centre of our daily business. The scope of Safeguarding is wide reaching and
incorporates all categories of abuse.

This report gives assurance to WHHFT Trust Board, the Local Safeguarding Adults Board (LSAB) the Safeguarding Children Partnerships and Warrington
Clinical Commissioning Group (CCG) that the Trust is meeting its obligations to safeguard adults, children and is meeting our statutory and legal obligations
to keep our patients, service users and staff safe from harm and abuse.

The safeguarding of vulnerable adults’ young people and children in the NHS, Accountability and Assurance Framework (updated 2019) sets out the
safeguarding roles, duties and responsibilities of all NHS organisations and is integral to the safeguarding work carried out within the Trust. This report
provides assurance that the responsibilities of staff in this regard are promoted; making clear that safeguarding is everyone’s business and responsibility.
The role of protecting adults at risk is supported nationally by the Care Act 2014. This piece of central government legislation introduced the first statutory
and legal framework for protecting adults from abuse, harm and neglect. It formed a single, modern statute that was reviewed in 2016 when the definition
explained that the duties to safeguard apply regardless of whether the adult lacks mental capacity.

Local Authorities were charged with forming Local Safeguarding Adults Boards (LSAB) that were responsible for producing policy and guidance that detailed
how to keep adults at risk safe. The Trust policies and guidance reflect those of the LSAB and assurance is provided via our contribution to LSAB Annual
Report.

In June 2018, Local Safeguarding Children Boards (LSCB’s) were abolished by the Children and Social Work Act 2017, which has significantly amended the
Children Act 2004; one of the main pieces of legislation on safeguarding children. The changes to legislation have resulted in the replacement of LSCB’s with
“local safeguarding partners”. The new statutory framework requires the three safeguarding partners (local authorities, police and Clinical Commissioning
Groups (CCG)) to join forces with relevant agencies, as they consider appropriate, to co-ordinate their safeguarding services; act as a strategic leadership
group; and implement local and national learning, including from serious safeguarding incidents. Warrington and Halton partnerships were developed and
introduced in 2019; those being the Warrington Safeguarding Partnership (WSP) and Halton Children and Young People Partnership (HCYPP). WHHFT
support both partnerships and feed in via various meetings. At this time the arrangements for the Safeguarding Adult Board remain unchanged, however
joint Warrington and Halton Adult and Children’s Executive and Operational Groups have been formed following the abolishment of the LSCB's.

2|Page
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It is not known how many children in the UK are victims of child abuse. Child abuse is usually hidden from view and children may be too young, too scared
or too ashamed to tell anyone about what is happening to them, (NSPCC 2017). The most recent statistic from 2016 suggests there are over 58,000 children
identified as needing protection from abuse in the UK and it is estimated that for every child identified as needing protection from abuse, another 8 are
suffering abuse. The Department for Education is responsible for child protection in England. It sets out policy, legislation and statutory guidance on how
the child protection system should work.

At the local level, LSAB and Safeguarding Partnerships co-ordinate and ensure the effectiveness of work to protect and promote the welfare of adults young
people and children. Each local board of partnership includes: local authorities, health bodies, the police and others, including the voluntary and
independent sectors. The LSAB’s and LSCBs are responsible for local adult and child protection policy, procedure and training. All Warrington and Halton
Hospitals NHS Foundation Trust employees must be aware of their shared responsibility to safeguard adults, young people and children. This may be when
the adult, child or young person is a patient themselves, an unborn, a visitor, a patient’s child or presenting to an adult service.

The Trust aims to be proactive in fulfilling its safeguarding function. Effective safeguarding requires robust recruitment and vetting processes for staff and,
enough well trained competent staff to identify potential safeguarding situations to enable services to be provided while the adult (under the care act),
child or young person is ‘in need’ (under Section 17 of the Children act, 1989) or at ‘Family support’ level (known as early help) ideally before the child
becomes a ‘Child at Risk’ (under section 47 of the Children Act). The Care Act instructs partner agencies to engage closely with adult victims to establish
their needs and what they want to happen. There is an expectation that_provider agencies should produce for their staff a set of internal guidelines which
relate clearly to the Safeguarding Boards Multiagency Policy, which sets out the responsibilities of all staff to operate within it.

WHHFT has a responsibility to ensure it is able to discharge its statutory safeguarding duties and that its employees understand their joint responsibility in
ensuring adults, young people and children are supported. Our organisation is obliged to adopt and support the practice described above. We achieve this
by ensuring our own policies and procedures reflect those of our LSAB’s and Safeguarding Partnerships and by adhering to our statutory and regulatory
responsibilities. Assurance of adult and Children’s safeguarding activity and practice is reported via the joint Safeguarding Committee to the Trust Quality
Assurance Committee (QAC), a subcommittee of the Trust Board.

Mental Health (MH) was added to the safeguarding portfolio in June 2019, the safeguarding team have embraced this new element of their role, adopting
national and local recommendations and working with North West Boroughs (NWB) via a service level agreement (SLA) to implement improved pathways
for MH sections and patient care. Hill Dickinson and NWB have supported MH training for Trust teams and further work is underway to develop a MH
Strategy and improve MH policies and training programs.
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It should be noted that this report is written as we find ourselves in the midst of the Corona Virus Pandemic, the full impact of the pandemic is not known at
this time however we are aware that a significant spike in safeguarding cases is expected following victims having been confined to their homes with
perpetrators of abuse across the spectrum of known abuse categories and due to people not having access to their usual support network. We envisage
that Mental Health, Domestic Abuse and Self Neglect are going to become areas of focus for safeguarding as we emerge from this lock down. The
Safeguarding Team supported by their Executive Lead have a recovery plan to support the Trust in maintaining its statutory safeguarding duties and to
ensure we are able to meet the demand of this approaching challenge. The plan includes increasing the establishment of the team, a dedicated training
post and a review of job descriptions. The progress of this work will be monitored via Safeguarding and Quality Committees and will be detailed in the bi-
annual report November 2020.

2. Summary

e Activity continues to increase across all areas of safeguarding as does the national picture; this is expected to significantly increase post COVID-19
lock down. An increase in highly complex cases involving vulnerable children, young people, adults, elderly patients and unborn children, is
expected

e WHHFT have been the lead for the ICON programme across pan-Cheshire. Successfully launch held 17" July 2019 this will be explored further within
this report

e Safeguarding training remains a priority face to face sessions in socially distanced rooms continued toward the end of the reporting period

e The safeguarding teams have undertaken a significant number of in house and multi-agency case reviews in the last year. Any actions arising from
the case reviews have been monitored and tracked through the Safeguarding Committee

e Safeguarding of children and adults continues to be a priority for the Trust at both a national and local level, the detail of this activity will be
described later in this report

e  WHHFT have supported with an increased number of fabricated Induced lliness cases

e Allegations against staff referrals to the Local Authority Designated Officer (LADO) and Adult Social Care continue to increase resulting in increased
internal investigations, monthly updates of these are shared with the Trust Triangulation meeting

e The safeguarding teams have undertaken a significant number of in house and multi-agency case reviews in the last year. Any actions arising from
the case reviews have been monitored and tracked through the Safeguarding Committee

e Safeguarding of children and adults continues to be a priority for the Trust at both a national and local level, the detail of this activity will be
described later in this report

e The teams have supported national awareness events throughout the year including;
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0 Domestic Abuse
O Elder Abuse Day
e Audit has led to improved safeguarding processes to support staff in their practice
e Amended policies and documents have improved staff safeguarding practice
e Assurance is provided via monthly and quarterly reporting to Safeguarding Committee, Quality Assurance Committee, Safeguarding Partnerships
and Safeguarding Adult Board, Clinical Commissioning Group (CCG) and NHS England
e Internal safeguarding pathways and processes have been reviewed and updated to strengthen existing work
e Improved compliance against national guidance across the whole safeguarding portfolio
e Safeguarding strategy work plan continues to develop
e Safeguarding training plan continues to be reviewed and updated
e Work underway to develop Learning Disability (LD)
e Work underway to develop Mental Health (MH) strategies
e The Trust continues to support the National LD improvements Standards bench marking audit, an action plan has been written to support this work
and will be driven with the support of the members of the newly formed LD steering group

Focus for the coming year

At the time of writing the report there is a national pandemic COVID-19 and the UK are currently in lockdown. It is unknown that safeguarding
issues will surge as the national lockdown ends, however, national and local data along with safeguarding theory from the toxic-trio (mental health,
substance misuse and domestic abuse), troubled families, think family, contextual safeguarding, trauma informed practice and strength based
approaches informs that in exiting the COVID-19 acute phase, the safeguarding surge & recovery will only just be beginning and is predicted to last
a number of years. The surge in patients living alone with mental health conditions, who are practicing substance misuse and self-harm, is also
unknown. When considering the detrimental factors of a period of isolation on the mental health of the population nationally as well as locally, it is
evident that people will begin to access services at an increased rate following a change in the lock-down conditions, therefore placing further
demand on the current resource. The focus for the coming year will involve developing a safeguarding recovery plan and preparing for what is
about to be a difficult few years. An update on the recovery plan will be provided in the 2020/2021 biannual report.

In addition to the recovery plan WHHFT will also focus on:
e MH strategy and to review existing mental health pathway and explore ways in which these can be strengthened
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e Further development and review of the Safeguarding Strategy in line with post COVID-19 activity and priorities

Embed ICON across WHHFT
Review and strengthen mental health pathways within child health and Adults
To move towards implementation of Liberty Protection Safeguards (LPS)

e To support the LSAB, WSP and HSCYPP priorities for Warrington and Halton
e Continue to raise awareness of Child Criminal Exploitation (CCE)

3. Update on objectives set for 2019 — 2020

The Trust’s objectives for 2019-2020 were to discharge its safeguarding duties effectively based on the delivery of seven key priority outcomes that were
aligned to the shared priorities detailed below (Figure 1). The 2019-2021 Safeguarding Strategy demonstrates how each of these priorities is to be
addressed. The associated safeguarding strategy work plan is reviewed and updated on a monthly basis and progress is reported via the Safeguarding
Committee. Each objective is explored further within the report with supporting evidence embedded throughout. All priorities are on target for completion

Continued implementation of National Learning Disability (LD) improvement guidance via the LD Steering Group and Strategy

in 2021.
Figurel
No. Priorities Target Current position
Date
1 Domestic Abuse On target for
1. To raise awareness to enable staff to identify domestic abuse and what their responsibilities are | Feb 2021 completion.
2. To ensure the learning from the 2018 DHR is shared with regards to coercive and controlling DHR
behaviour completed
September
3. To support our Occupational Health and HR departments where domestic abuse 2019
victims/perpetrator involved staff
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Feb 2021
MCA DolS (LiPS) On target for
1. To continue to train staff with regards to their responsibilities of their MCA practice October completion.
2020
2. To plan and monitor training with regard to the new LiPS process
3. To work towards roll out of LiPS
Child Sexual Exploitation On target for
1. To raise awareness through masterclass training Feb 2021 | completion.
2. To help staff to understand all elements of CSE including the criminal aspects of this abuse
3. To support staff in recognising and reporting this abuse HSAB priorities and actions to be added
then circulate for comment before final sign off.
Neglect On target for
Feb 2021 completion.
1. This element of Safeguarding includes neglect of adults at risk and children it also includes self-
neglect
2. To raise awareness of above issues amongst Trust staff and to provide education to enable them
to recognise and report neglect of all types
3. To raise awareness of the self-neglect assessment tool
4. To raise awareness of processes that support child neglect
Learning Disabilities On target for
1. To promote flagging of inpatients and outpatients by staff creating alerts in Lorenzo where Feb 2021 completion.
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required
2. To continue to support the learning disability improvements programme

3. Upon the appointment of the new Safeguarding Adults team member, to further support the
learning disability agenda across the agenda

relation to children and adults at risk
2. To raise awareness of county lines via training
3. To support staff in recognising and reporting modern slavery and trafficking

4. To work with our procurement teams to gain assurance that our business is conducted with
businesses that observe the modern slavery act 2015

Early Help Feb 2021 On target for
1. To raise awareness across the organisation of staff responsibility to offer early help to completion.
families in need in paediatric and adult settings
2. To ensure that staff in inpatient and outpatient areas are aware of this important support
for families
Modern Slavery/Trafficking On target for
1. To provide training to raise awareness of modern slavery and human trafficking issues in Feb 2021 completion.
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In addition to the Safeguarding Strategy priorities, the below table (figure 2) provides an update on the objectives set in the 2018-2019 annual report that
were further reported on in the 2018-2019 bi-annual report. Information to support the outcome of the objectives is demonstrated throughout the 2019-
2020 Annual Report. In addition the objectives for the coming 2020-2021 reporting period are laid out here

Key
H Objective achieved
Objective on target for completion with actions in place to address any exceptions
Figure 2
Safeguarding Children and Adults Objectives set for 2019 - Outcome
2020
e Launch the Trusts Safeguarding Strategy in

September 2019

e Continue to maintain compliance with safeguarding | Training continues to be delivered to trust staff by a variety of ways:
training across all levels - In-house face to face training

- External training available

- E-learning training available.

e Further develop and strengthen the mental health | Initial meeting with North West Borough has been held to review current pathways. Work
pathways within the Trust continues to further develop the existing pathways.

e Raise awareness of criminal exploitation,
understanding the activity across the area and how
agencies can raise awareness and support our young
people
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e Raise awareness of self-neglect

e To increase knowledge in readiness for Liberty | Weekly master classes have been delivered between November 2019 and February 2020. The

Protection Safeguards government were to publish guidance in the form of a code of practice and regulations that were
to support the implementation of LPS by Spring 2020. The guidance is expected to advise
regarding training, documentation processes, roles and establishments. The publications are
currently awaited, without this information agencies are unable to proceed with implementation
plans. The go live date is 1/10/20 the government have not issued guidance to inform agencies if
this will change.

e National Learning Disability improvement standards | The National Improvement standards bench marking exercise second year review has been
completed. The Trust has an action plan to follow that is monitored via the Safeguarding
Committee. There are now plans for an LD steering group that will progress this action plan, the
group will provide assurance to Safeguarding Committee.

e To increase knowledge in relation to county lines
and trafficking

4. Activity for the year

4.1 The Safeguarding teams receive information and requests via a number of routes. Electronic notifications are received to request advice and
support and also to share vital information. In 2019/2020 the number of ICE requests has gradually increased. Each ICE notification is reviewed and
actioned by a safeguarding practitioner. Notifications are also received by telephone the below table (Figure 3) demonstrates the activity year
upon year and the overall increase over a two year period. Additional activity is demonstrated within the remainder of the report.
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Figure 3
ICE notifications Adult Children’s Maternity Domestic abuse | Domestic Learning In-patient and outpatient | Prevent
(children in the | abuse adult | Disability in- Flagged Learning
family) only cases | patients Disability Patients
2016/2017 343 1502 795 18 6 0 0
2017/2018 696 1520 765 71 20 178 0
2018/2019 922 1706 955 106 79 175 4 cases
2019/2020 1336 1876 846 116 242 1433 0
% change 18/19 to N50% | N10% V11% V23% N10% N206% N718% V100%

19/20

The above table has not previously included the number of telephone, email or face to face contacts and requests for safeguarding support that the adult
team receive, from this year this information is now included . The above information is demonstrated in the graphs below (Figure 4)

Figure 4
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Safeguarding Adult Referral

Domestic Abuse
Where there are children in the family

Safeguarding Childrens ICE notification

1200
150 e
1000 2000 +
800 100 1500
600 50
400 1000 -
200 ll. 0 ]
0
17-18
ICE  Telephone Emails 18-19 1959 0 . . . ;
referrals Calls 16-17 17-18 18-19 19-20
Safeguarding adult ICE Referrals Domestic Abuse - Adult only Midiwfery ICE notifications
comparison
150 1000
800
100 ~ 600 -
50 - 400 ~
200 ~
0 . . . - 0 . . . -

16-17 17-18 18-19 19-20

16-17 17-18 18-19 19-20

The numbers of patients, who have been flagged to us as in-patients, often have lengths of stay of more than one day, the in-patient data below
demonstrates how many encounter via A/E or outpatients as well as becoming in-patients; the data below explains this activity
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Outpatient Appointments for Patients with Learning

Inpatient Admissions for Patients with Learning

Disabilities between 01/04/2019 to 31/03/2020

Disabilities between 01/04/2019 to 31/03/2020

Month Appointments Month Admissions
April 107 April 21
May 121 May 15
June 109 lune 16
July 129 July 26
August 99 August 18
September 94 September 22
October 90 October 13
November 36 November 17
December 82 December 22
February 83 January 21
January 89 February 24
March 102 March 27
Grand Total 1191 Grand Total 242
5. Safeguarding training
Training Safeguarding | Safeguarding | Safeguarding | Safeguarding | Safeguarding | Safeguarding | Mental | DolS PREVENT PREVENT
Children Children Children Adults Level | Adults Level | Adults Level | Capacit 1&2 3&4 WRAP
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Level 1 Level 2 Level 3 1 2 3 y Act
82% 83%

End of year
compliance
Vvi16% | V3%

Safeguarding training compliance is an important indicator of the ability of staff to act on safeguarding concerns. In order to fulfil these responsibilities all
professionals and their teams should have access to and engage in training commensurate to their role and level of responsibility. This will enable the trust
to fulfil their safeguarding, LD, MH and MCA obligations and duties. WHHFT is committed to delivering a high quality inter-agency training programme,
which supports professionals and volunteers in their work to safeguard and promote the welfare of adults, children and young people.

In February 2019 a revised and updated intercollegiate document (ICD) was published. A training needs analysis was written to align the roles and
competencies of Trust roles to the new guidance. The recent publication of this document has aligned safeguarding training requirements across 5 levels on
a national level 50% elLearning and 50% face to face training should be renewed every three years. All providers of health care now have the same guidance
to follow ensuring that all staff are aligned to a competency level for their role, receiving appropriate training to support their practice. This document will
be reviewed in 2021 by which time it is expected that all providers will have implemented the guidance. However extended national discussion and
challenge from Designated Nurses regarding a level 3 eLearning package and concise guidance regarding exactly what face to face training consisted of, has
delayed this element of the ICD, therefore WHH has been unable to record complete compliance in the absence of an eLearning package. An elLearning
package has recently been circulated and WHH is now working with the CCG and local partners to develop a face to face program, the CCG have explained
that they are not expecting providers to reach full compliance at this level by August 2021.

The Children’s Intercollegiate Document was updated in 2019; no changes were made in relation to the levels however the content of the training required
was updated.

The safeguarding training programmes are reviewed in real time following learning from case reviews and hospital incidents along with national guidance
updates on an annual basis training is developed in line with both Intercollegiate Documents alongside local and national learning.

In addition to the level 1, 2 & 3 Children’s Intercollegiate Document training, the safeguarding team updated and delivered specific training sessions in
2019/2020 which covered the following topics:
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Children’s training

e Child Sexual Exploitation

e Domestic Abuse

e The impact of domestic abuse on children

e Impact of neglect on children

e lLearning from serious case reviews

e Physical harm

e Child criminal exploitation
During this reporting year the Trust has maintained the required mandatory elLearning and face to face training of level one and two adult safeguarding
with the adult team delivering weekly level 1 and 2 training sessions. In addition the safeguarding adult team have delivered training that covered the
following topics:

Adults Training
e Bi-weekly Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards ( DolLS)
e Monthly Prevent and Workshop to Raise Awareness of Prevent (WRAP)
e Bi-weekly Learning Disabilities
e In addition to the day time training program, Safeguarding Level 2 has been delivered outside of core business hours
e Additional out of hours Safeguarding Level one to specific groups who could not access eLearning
e Modern slavery and trafficking
e Safeguarding master classes for senior nurses
e  Weekly LPS master classes
e Ward based focused training has been delivered in response to incidents as and when required
e Safeguarding remains part of the junior doctors induction training and essential Drs training
e Grand round MCA/DoLS and LD training has taken place
External partners training sessions delivered at WHH:
e Urban pure solutions; Knife crime, criminal exploitation, county lines and safeguarding
e LA MCA/DolS lead and Advocacy lead; advocacy service, care and mental capacity act advocates and the MCA/DolS
e NWB Learning Disability Specialist nurse; learning disability and autism training
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e Hill Dickinson MCA, DoLS and MH

Following a change announced in 2019 Prevent training is no longer reported via the home office and prevent trainers are no longer required to register
with the home office. Instead, prevent activity and compliance is reported quarterly via NHS digital. The Trust is still required to have a Prevent lead and to
deliver both face to face Wrap and Prevent training updates time it was expected that all providers will have implemented and become compliant with the

6. Learning and improving

6.1 Safeguarding Reviews
6.1.1 Safeguarding Children Serious Case Review (SCR)

When a child dies, or is seriously harmed, as a result of abuse or neglect, a case review is conducted to identify ways that local professionals and
organisations can improve the way they work together to safeguard children. WHHFT have been involved with two multi-agency case reviews. The
published findings of both reviews are still awaited however it is noted that there were no actions requiring an immediate response from WHHFT. Both
reports are expected to be published by August 2020 and therefore further information will be provided in the bi-annual report.

6.1.2 Safeguarding Adult Reviews (SARS)
Domestic Homicide Reviews (DHR)

Figure 5 provides an update of the Safeguarding Adult Reviews

Figure 5

SAR

Brief description

Responsible body

Action required

Progress of action

SAR G detailed in
2018/29 report

An elderly man who was
caring for his wife
attempted to kill her.
Following intense review it
was discovered his wife was

LA

Learning from a carer
crisis, (the domestic
abuse element was
found a year after the
review was completed)

The actions assigned to WHH regarding
supporting staff to recognise carer crisis has been
completed, the safeguarding team promote
awareness of carer crisis in training and during
ward discussions
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a perpetrator of domestic
abuse

SAR F
Warrington
detailed in
2018/19 report

This SAR was regarding a
young lady who took her
own life whilst in the care of
a local private Mental
Health provider, she had
been placed out of area and
had attended our A/Eon a
number of occasions

This case is currently
still under review and
remains with the
Safeguarding Adult
Board whilst work is
completed. Local
partner agencies are
supporting this work

The likely actions for
the Trust are going to
be about
communication
between partner
agencies and out of
area partners

Once the review is completed actions will aligned
to agencies, there has been a delay due to leads
leaving post and replacements being difficult to
find, this was followed by a re-organisation of
depts. at the LA

DHR Warrington
detailed in
2018/19 report

This case was regarding a
young lady who was
violently killed by her
partner, during a
domestically abusive
relationship. The victim had
attended our A/E on a
number of occasions, the
perpetrator had attended
once. There was a wide
ranging partner agency
involvement

Community Safety
Partnership

All agencies involved
were responsible for
their own actions via a
master action plan this
was monitored via
Safeguarding
Committee. Actions for
the Trust centred on
record keeping and
communication of
information about care
and treatment. It was
also identified that staff
required training with
regard to recognising
coercive and controlling
behaviour.

The Trust Safeguarding Adult team were sighted
in the report for their good practice with regard
to domestic abuse management; all actions from
this DHR are now completed and closed.

DHR in progress

This review is regarding a
lady with a diagnosis of
autism who had a daughter.

Community Safety
Partnership

This case is still under
review and actions are

It is recognised that there were no domestic
abuse clues for agencies to foresee, and it is
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The husband was seen as
supportive and caring for his
family and was seen in a
positive light by our Trust in
his attendance to support
clinic appointments for his
wife and daughter, there
were no suspicions of
domestic abuse. The Trust
had a number of contacts
with the victim the last
being an extremely difficult
cancer fast track situation in
which the victim attempted
to self-harm and threatened
her husband it transpired
that the victim was self-
harming at home when her
daughter was present. Her
husband admitted killing
her some time later.

awaited once the
report has been
accepted by the home
office.

It is likely that agencies
will be challenged
regarding recognition
of a child in need of
protection in light of
the awareness of the
victims autism, self-
harm and MH needs
and the arrangements
that were required to
support the child not
always being in place

recognised that the adult safeguarding team
offered excellent MH support.

6.2 Positive Feedback

It is important to reflect and share the learning from recognised good practice. Some examples of good practice recognised this year:

e CQC 2019 inspection was positive with regard to all aspects of safeguarding. There were no concerns regarding MCA following the

regulatory breaches that were raised in the 2016 inspection

e County lines and safeguarding training morning delivered by Urban Solutions was well received with enthusiastic and positive feed back
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ICON — The Chief Nurse Kimberley Salmon-Jamieson, with the support of the Lead Nurse Safeguarding Children successfully launched the
Icon programme across the pan-Cheshire footprint

Domestic abuse case — adult safeguarding team

Staff domestic abuse case was heavily supported by the adult safeguarding team, security and department managers

Named Midwife highly commended for delivery of external training by head of service for Early Help, Warrington Local Authority

Adult safeguarding specialist nurse highly commended for her delivery of mandatory safeguarding training

The CCG and advocacy have recognised the efforts of the safeguarding adult team in their support of the LD agenda

The Deputy Chief Nurse CCG has written the Chief and Deputy Chief Nurse WHH to express thanks for the work of the safeguarding Adult
Team as the Pandemic began in February/March 2020

The CCG have thanked the Named Dr and Lead Named Nurse for their work in supporting the LeDeR agenda

A number of behaviour badges have been awarded to adult team members in recognition of their safeguarding work

Trust Solicitors Hill Dickinson have recognised the work of Lead Named Nurse Adult Safeguarding in supporting Court of Protection cases on
behalf of the Trust

6.3 Internal and Multi-Agency note audits

The safeguarding teams continue to support the Safeguarding Partnerships and LSABs (Warrington and Halton) as contributors to the audit and/or
auditors for multi-agency case file audits. WHHFT supported 1 audit for the HCYSP based on child exploitation (4 cases) and one for WSP focusing on
early help (12 cases). There were no immediate actions for WHHFT to complete. Findings from the audits were share with partner agencies which are
shared internally via the Safeguarding Committee.
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7. Safeguarding Team

Chief Nurse & Deputy Chief Executive

[

//%

Deputy Chief Nurse, Safeguarding Lead \

Named Lead Nurse Adults IWTE

/

AN

Safeguarding administrator
adults IWTE

Safeguarding specialist nurse
adults 1 WTE

/ Named Lead Nurse Children 1IWTE

Safeguarding specialist

nurse children IWTE

[

Safeguarding administrator
children’s IWTE

Named Midwife 1 WTE

|

Safeguarding clerical officer
0.4 WTE

It has been recognised by the Trust that safeguarding cases are increasing and becoming increasingly complex. The portfolio continues to expand with
MCA/DolS, Prevent, LD and MH having been added to this portfolio from 2016 to the present day. Following the successful completion of a business case
the Trust has appointed an additional Specialist Nurse Safeguarding Adults taking the adult staff to 2 specialist nurses. A further business case is in progress

to further review the adult and children’s safeguarding specialist nurse establishment.
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8. Inspections

The Safeguarding Bi-annual report 2019/2020 detailed inspections that the trust has been part of. Since the bi-annual report there have been no further
inspections. There are no outstanding actions to report on.

9. Safeguarding Agenda

In addition to the robust reporting arrangements and governance structures, WHHFT actively support the Safeguarding Boards (Warrington and Halton)
priorities and work plans. These priorities were due to be shared however due to COVID-19 this has been delayed and will be reported on within the Bi-
Annual Report.

10. Safeguarding Strategy

The Trusts Safeguarding Strategy was completed in 2018/2019 and is due for review 2021. The Strategy sets out the safeguarding priorities for Warrington
and Halton Hospitals NHS Foundation Trust (WHHFT). The Strategy demonstrates the significant role that WHHFT has to play in educating and supporting
Trust staff to recognise and report suspected harm and abuse. We are committed to continually evaluating and improving our standards of safeguarding
expertise and knowledge across the organisation and our ambition is that this Safeguarding Strategy will be embraced by all WHHFT Trust staff. The
Strategy aims to empower our Safeguarding Team and all WHHFT Trust staff to ensure their voice is heard in relation to our Trust’s vision, objectives, and
values. Our strategy reflects the planned work of the safeguarding board’s work that we support.

11. Internal Safeguarding Audits

In addition to the multi-agency notes, section 11 audits and Mersey Internal Audit the Trust safeguarding teams have undertaken a number of internal
audits. The audits completed covered the topics:

e Domestic abuse within maternity

e  Child Protection Information Sharing System

e Child protection medicals
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e Trust wide Learning Disability

Trust Wide MCA / DolLS Bi-annual audits

National Learning Disability Improvement Standards Audit

Contribution to the DNACPR audit

Quarterly report on progress of training action related to MIAA safeguarding audit continues, the report is required due to the level 3

element of the ICD recommendations awaiting national guidance the report will be needed until completion of the action can be
confirmed

The findings, learning and recommendations from each audit have been shared via Safeguarding Committee and monitored until completion.

12. Mental Capacity Act (MCA) /Deprivation of Liberty Safeguards (DoLS)
12.1 Mental Capacity Act (MCA)

There has been much activity across the organisation in ensuring that we are improving our MCA compliance and knowledge. As described above increased
access to training and practice support is in place and regular audit happens to provide assurance with regard the Trust’s compliance and improvement in
MCA practice. This has been supported by the Trust solicitors in their provision of MCA training. All staff are required to conduct capacity assessments in
cases where a patients’ capacity for a specific decision is in doubt; in line with Trust policy and national guidance and law staff must make an assessment of
their patients’ capacity. Following the completion of the assessment a copy of the document is received by the Adult Safeguarding Team for audit for
compliance. It is evident via robust audit and monitoring that compliance with this element of MCA practice is improving. Staff have developed a greater
awareness of their responsibilities with regard to ensuring patients best interests are protected.

During this reporting year the Adult Safeguarding Team, of which the Named Lead Nurse leads on MCA/DolS, have supported the Trust with 525 DolLS
applications this is a slight increase on the previous year which recorded 511 applications. The activity associated with this support is significant as each
application is recorded and monitored via the DolS Safeguarding data base. This entails liaison with the Local Authority responsible for the authorisation of
the DolLS application to ensure that they and we have the same information and that all applications are captured. Each application is notified to the CQC in
line with MCA statutory guidance. The notification includes visiting wards to obtain information regarding the care plan associated with the DolS, the adult
team call wards frequently to ensure staff are supported in caring for patients under DoLS.
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The Lead Named Nurse has supported the Trust with two Court of Protection Cases since the least Annual Report; these are significant pieces of work that
require many hours of concentrated work and preparation of court statements and papers.

The following graph demonstrates the above detail relating to the number of DolS applied for at WHH along with comparison to previous years.

Figure 6

Year on year DolS application comparison
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The data associated with 2017-18 was post CQC inspection, this sharp increase in applications included DolS that were put in place in situations where the
management of the patient under the MCA was more appropriate, the patients did not necessarily require DolLS as they were detoxifying, suffering
confusion secondary to infection that responded quickly to treatment or where end of life. As the training program reached more and more staff, we
observed that staff were taking a more balanced view of decisions relating to MCA / DoLS choices and care management.

The local authority (LA) is the responsible body for authorisation of DoLS applications. Due to resource issues our Warrington and Halton Local authorities

operate with a significant back log of applications. This is a national issue and one of the driving factors in the review of the DoLS act which has resulted in
the new Liberty Protection Safeguards (LPS). Of the 525 applications described above, 8 were authorised.
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Figure 7

Authorised and non Authorised DoLS 2019-20
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Following the last Annual Report arrangements have been put into place to allow DolS applications to be electronically completed and emailed to the
relevant LA. The Safeguarding Team are copied in to the emails ensuring we are aware of the detail and conditions relating to the application. All standard
DoLS documents are emailed back from the LA via the Adult Safeguarding Team where they are reviewed and then discussed with the receiving ward to
ensure that the restrictions become a part of the patients’ care plan. Due to their resources not allowing them to apply a standard to all applications, the
Local Authority continue to risk assess those they receive using a national tool, only applying a standard in the most urgent of cases. However, this is not
without challenge as there are patients who are assessed as being amber or green who are not reviewed for a standard DolLS prior to their discharge.
Although the responsibility for this is carried by the Local Authority, Trust teams are encouraged to be in contact with the Local Authority to monitor their
patients’ needs and requirements, communicating changes that may raise the patients risk rating. The number of patients awaiting the review of the Local
Authority has increased significantly, this matter has been discussed at the now disbanded Halton Health Safeguarding Sub Group and with the Trust
Solicitors ensuring the best possible outcome for our patients.
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Figure 8

Patients who require DolS are
referred to the LA where they are
registered with their GP, the graph
below demonstrates the range of LA
the Adult Safeguarding team liaises
with in their daily business.

The chart demonstrates WHH
activity by ward.

Figure 8
DolLS by Local Authority 2019-20
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12.2 Liberty Protection Safeguards (LPS)

Following a period of review, the law underpinning MCA practice is to change. The final parliamentary stage of Liberty Protection Safeguards (LPS) was
completed on 24" April 2019, following this completion Liberty Protection Safeguards received royal assent on 16" May 2019 and became Law. This new
legislation repeals the Deprivation of Liberty Safeguards contained within the Mental Capacity Act (2005) (MCA).

The review of the current system of Deprivation of Liberty Safeguards (DoLS) happened because it was felt that the system needed to change and move
away from DolLS. This change makes health care providers responsible bodies as well as the CCG; the LA will also remain a responsible body. This will mean
WHH will be responsible for authorising, monitoring and renewing their own DolS, the law makers felt that by introducing a simpler process that also
involves families would create faster access to assessments.

LPS establishes a process for authorising arrangements and enabling care and treatment which result in a Deprivation of Liberty, within the meaning of
article 5(1) of the European Convention on Human Rights (ECHR), where a person lacks capacity to consent to the arrangements. The Government is
currently working on a Code of Practice and regulations to support the use of this legislation. This was expected by the end of 2019 and was pushed back to
early 2020 and then spring 2020. This guidance is still awaited; it will lay out how the process should occur and what roles should be in place to facilitate
this new act of law. The ‘go live’ date remains 1/1/20 at this time.

13. Female Genital Mutilation

Female Genital Mutilation (FGM) is illegal in England and Wales under the FGM Act 2003 (“the 2003 Act”). It is a form of child abuse and violence against
women. FGM comprises all procedures involving partial or total removal of the external female genitalia for non-medical reasons. The duty to mandatory
report all FGM cases in under 18 years old came in to effect in October 2015.

WHHFT continue to support identified survivors of FGM and consider the safeguarding for family members. WHHFT contributes to The Female Genital
Mutilation (FGM) Enhanced Dataset (SCCI 2026) which supports the Department of Health's FGM Prevention Programme by presenting a national picture of
the prevalence of FGM in England. Female Genital Mutilation - April 2017 to March 2018, Annual Report, Experimental Statistics Report there were 6,195
individual women and girls who had an attendance where FGM was identified or a procedure related to FGM was undertaken in the period April 2017 to
March 2018. These accounted for 9,490 attendances reported at NHS trusts and GP practices where FGM was identified or a procedure related to FGM was
undertaken.
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Within this annual report period, one survivor of FGM have been identified through midwifery services. The appropriate pathways were followed and
relevant agencies notified to ensure the safety of the unborn and any siblings were assessed.

14. Domestic Abuse

In comparison to 2018/2019 data, there has been a significant increase of domestic abuse referrals 20% (182 referrals to 219 referrals). 90% of the referrals
were on female victims. 13% of the referrals involved pregnant women (30 referrals), this figure remains static in comparison to the previous year. The ratio
of domestic abuse referrals where children are in the family remains has reduced to 47% (103 of the 219 referrals). The domestic abuse pathway that was
developed in 2018 continues to be used widely across the Trust. The hospital Independent Domestic Violence Advocate (IDVA) continues to deliver monthly
domestic abuse training and has increase bespoke training sessions for wards and departments across the trust.

Figure 10 Figure 11
Number of Domestic Abuse Referrals Geographical Area of Domestic Abuse Victims
1st April 2019 - 31st March 2020
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15. Mental Health

Mental Health (MH) has moved to the safeguarding portfolio in June 2019. A service level agreement (SLA) has been agreed with Northwest Boroughs that
enables the Trust to carry out its statutory duties with regard to the Mental Health Act (MHA). The MH activity in the reporting year is noted to have
increased with patients presenting to the Trust with increasing complex care needs and behavioural management challenges. Work is underway to scope
how best to strengthen current policies and training provision. Policies are under review so that they offer clearer guidance to staff on mental health care
and detention management. Trust Solicitors, the Named Dr Adult Safeguarding who also leads on mental health for the Trust and the Trust Mental Health
liaison team Psychiatrist have delivered a training program to support staff knowledge gaps. Going forward this program delivery will be reviewed with
regard to how and in what format this will continue.

Child health has been proactive and working closely with the Safeguarding Team, Security and North West Boroughs have further developed care pathways
and inpatient risk assessments that have supported both adult and children’s patient needs. Work is ongoing to continue to strengthen these processes and
build on existing multi agency working relationships. Policies have been reviewed and strengthened to offer clearer guidance to staff on mental health care
and detention management. A service level agreement (SLA) is in place to support the administration of sections and a training program has been put into
place to address staff knowledge gaps. This has been delivered by the Mental Health Liaison team Psychiatrist, the Trust Named Doctor for Adult
Safeguarding who also leads on mental health for the Trust and the Trust Solicitors. Going forward this program delivery will be reviewed with regard to
how and in what format this will continue.

The importance of training staff to enable them to support this element of patient care has been recognised as the support required cannot centre on
knowledge alone; adult and children’s teams are to be trained in how to support patients where physical intervention may be required. National guidance
will be observed in reviewing this training.

Collaboration with partner agencies is important we have good links with our NHS and private neighbours. Work to support this agenda within the Trust is
progressing with such initiatives as the High Intensity User Group which looks to support patients avoid inappropriate A/E attendances by supporting with
alternative routes for their needs, this is a multi-agency meeting attended by the adult safeguarding team. A multi-agency Mental Health Subgroup meets
monthly and a HLBP is submitted to Safeguarding Committee to update the Trust on Mental Health activities
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16. Mortality Review

The Named Lead Nurse Safeguarding Adults attends the monthly Trust Mortality review group (MRG). As a member of the group the Lead Named Nurse
offers safeguarding oversight of the cases reviewed and is asked to complete further in depth reviews where problems relating to MCA have been found. All
patients who have passed away in the Trust who have a Learning Disability are also reviewed here using the Standard Judgement Review (SJR) process.

In order to link the Learning Disability Mortality Review (LeDeR) and SJR process, the SIR is shared with the monthly LeDeR review panel so that the patients
care and treatment, in line with the national LeDeR process, can be reviewed. The panel is multi-agency and chaired by the CCG, the Lead Named Nurse
Safeguarding Adults and the Named Dr Safeguarding Adults are members of the panel, any learning from the reviews are shared with MRG to be
disseminated throughout WHH. To date the panel has not asked for any of the patients cases to be further reviewed by MRG.

Child death cases are presented quarterly by the Named Dr for Safeguarding Children with the children’s Lead Named Nurse deputising when required.

17. Learning Disability (LD)

Following the March 2017 CQC inspection the Trust examined its LD provision; the Trust has progressed with improvements following its own Trust wide
audit and in taking part in the yearly National Improvement Standards LD audits since it was launched two years ago, a gap analysis and action plan have
been written by the Named Lead Nurse Adult Safeguarding and presented to the Safeguarding Committee, Quality Assurance Committee and the CCG
quality committee for review and noting of the analysis. In order to progress the extensive action plan and the LD agenda an LD Steering Group is planned.
Work is underway to address the priority areas; to monthly Safeguarding Committee. The Lead Named Nurse Adult Safeguarding is a member of a newly
formed LD Board and represents the Trust at this meeting.

The introduction of the inpatient and outpatient LD flagging system has supported the care of patients with LD and enabled reasonable adjustments to be
considered ahead of appointments. The increased awareness of the needs of patients with an LD has created more enquiries and requests for assistance by
staff from the Adult Safeguarding Team. Clinicians are better at proactively enlisting the support of the safeguarding adult staff in ensuring that planned
admissions and appointments support the needs of our LD patients. Best interest processes are better understood and have become more frequent in the
outpatient setting. The Safeguarding Adults Team have supported a number of planned admissions and have been involved in supporting Ward and
department teams with complex patient care needs. The safeguarding adult staff upload passports and care management plans into the Lorenzo record
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enabling staff to have information at hand as soon as their patient arrives on wards and in Depts. The LD Community Teams contact the safeguarding adult
staff when they know one of their patients are enroute as an emergency enabling the adult safeguarding staff to contact A/E so that preparations can be
made for the patients’ arrival.

Improvement in care planning and accommodation of reasonable adjustments is evident. Ward teams and leads have welcomed the guidance and a tool
written to support them with accommodating patients with an LD and in completing a welfare check on their behalf, prompted by twice daily emails
alerting them of the location of patients in their areas. An LD training program began post March 2017 it should be noted that staff have responded well to
the training and attendance has been notable. This has been further supported by the North West Boroughs Learning Disability Team who have attended
the trust to deliver training to medical and nursing teams. The Trust and the Adult Safeguarding Team have worked closely with community partners in
improving the care of patients with an LD and in supporting their reasonable adjustments. The Safeguarding Adults Team have supported a number of
planned admissions and have been involved in supporting Ward and department teams with complex care needs.

The graph below (Figure 12) describes the number of in-patients with LD who have been admitted to the Trust and received support from the safeguarding

adult’s team.
Figure 12
Inpatient Admission for patients with a Learning Disability between April 2019-March 20
26 2/
30 21 . 22 22 21 24
25 1 1c 16 18 17
20 1 - 13
15
10
5
0 T T T T T T T T T T T T T
N X
Q 2\ 2 N 3 & ¢ e & Q Q o
oS & & N & N & & F Ny @'S‘g
v NE o~ & & N &
g < Q
30|Page

Page 48 of 203



Page 49 of 203

18. Prevent

Responsibilities under the Home Office Prevent strategy have now been placed on a statutory footing from July 2015 with the introduction of the Counter
Terrorism and Security Act 2015. The Named Lead Nurse is the Prevent lead for the Trust and attends regional prevent meetings ensuring that important
information and learning is brought back to be shared via Safeguarding Committee.

Contest is the government anti-terrorist/anti-radicalisation program, the Prevent /Work shop to Raise Awareness of Prevent (prevent/WRAP) program is
part of this. Of the four elements of contest Prevent is the area of responsibility for health. The trust now delivers WRAP at induction for all newly
appointed clinically facing staff. WRAP is delivered monthly during face to face sessions for staff to access as and when they require, eLearning is also in
place.

Following the increase in terror activity in 2017 the Home Office instructed all Trusts to ensure that 85% of their staff where compliant with this training by
31* March 2018. WHH continues to exceed this target. CBU teams are monitored on their Prevent compliance through the joint Safeguarding Committee.
Staff receive three yearly updates to maintain their competency.

All staff are aware of how to raise a prevent concern, once a person is reviewed by the relevant agency some are referred to the Pan Cheshire Channel
Panel. Channel panels, established under the Counter-Terrorism and Security Act 2015, assess the extent to which identified individuals are vulnerable to
being drawn into terrorism, and, where appropriate, arrange for de-radicalisation support to be provided. The panel is multi-agency; the Trust is
represented by the Lead Named Nurse Adult Safeguarding.

19. Allegations against staff

All allegations of abuse of children by those who work with children must be taken seriously. Allegations against any person, who works with children,
whether in a paid or unpaid capacity, cover a wide range of circumstances.
This procedure should be applied when there is such an allegation or concern that a person who works with children, has:

. Behaved in a way that has harmed a child, or may have harmed a child;
. Possibly committed a criminal offence against or related to a child;
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. Behaved towards a child or children in a way that indicates he or she may pose a risk of harm to children.

The safeguarding team provide monthly updates to the trusts triangulation meeting in relation to allegations against staff, at the point of writing the report
updates are provided on 11 cases. The trust currently has 1 ongoing case requiring Local Area Designated Officer (LADO) input.

20. Child Death

Working Together to Safeguard Children 2018 Chapter 5 sets the functions and processes of the Child Death Overview Panel (CDOP), which includes the
collection and collation of data following the death of a child and subsequent recommendations following data analysis. This is an essential process for the
CDOP, as the information gathered is used to safeguard and promote the welfare of children and for strategic planning purposes to support effective
service delivery.

The Sudden Unexpected Death in Childhood (SUDIC) proforma & Guidelines have been updated in 2019 and has been circulated trust wised. This guidance
provides a framework for the investigation and care of families after an unexpected death of an infant or child. 2018/2019 has seen a significant decrease in
the number of child deaths requiring reviews coordinated by the trust Safeguarding Children Team. 2018/2019 saw a sudden increase in deaths however
this has reduced to a similar number of deaths seen pre 2018. There are no specific reasons for this and no concerns have been identified by CDOP. Figure
13 demonstrates the number cases dealt with.

Figure 13
2017/2018 2018/2019 2019/2020
Number of deaths pronounced at WHHFT 5 15 3
Total number of child deaths requiring further | 12 22 19
information sharing / input from WHHFT

Due to confidentially and ongoing investigations / meetings the causes of deaths cannot be documented within this Annual Report. It can be noted however
that there were no suspicious deaths. Bereavement support is offered to the family and also the staff involved in any child death incident. Following
relevant multi-agency meetings, feedback and learning is presented internally to the WHHFT Mortality Review Group.
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CDOP produce their own annual report which will provide more details regarding the deaths and any lessons to be learnt. At the point of writing this annual
report the CDOP annual report is not available to share.

21. Child Protection — In patient

The Hospital Safeguarding Children Concerns Form was introduced in 2002/3 to ensure compliance with the national standards and to give a
measure of performance against the Laming recommendations. The ‘Concerns form’ is used in the trust to highlight safeguarding children concerns.
The form ensure staff are alerted to issues identified for a child and what action plans are in place or completed, It contains a minimum data set for
children that have been identified as ‘potentially’ requiring some level of ‘Safeguarding’. 2018/2019 saw a drop in concerns forms commenced
however 2019/2020 there were 399 forms commenced. This is an increase of 38%. As the previous reduction was recognised, the Safeguarding
Team worked in collaboration with senior nurses from child health, the safeguarding link nurse on paediatrics and the Registered Nurse with a
Specialist Interest in safeguarding children to continue to monitor the activity on the ward ensuring that where appropriate, concerns forms are
commenced and action accordingly. As shown in the graph below (Figure 14) the under 1s continue to be the most vulnerable group of patients.
25% of concerns forms commenced are for patients under 1 year old. Figure 15 provides an overview of the categories of concern.
Figure 14
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Figure 15

Concerns forms raised versus age of child.
1st April 2019 - 31st March 2020
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21.1 Child Protection Medicals

A child protection medical (CPM) assessment should always be considered when there is a suspicion of, or a disclosure of, child abuse and/or
neglect involving injury, suspected sexual abuse or serious neglect. The need to consider a medical assessment in these cases arises from section 47
of the Children Act 1989 (and 2004) which places a statutory duty on the Local Authority to make enquiries to enable it to decide whether it should
take action to safeguard and promote the welfare of a child. In 2018/2019 83 child protection medicals were completed by WHFFT. Compared to
the previous year, there has been a significant increase (151%). In 2018 WHHFT accepted a contract which resulted in all of Halton community
medicals being completed at WHHFT. 51 of the 83 medicals were Halton children. The significant increase in the child medical process impacted on
the administration of the medicals and therefore child health invested in a dedicated administrator to provide support for the child protection
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medical reports. The standards of the reports are reviewed on a monthly basis at peer review. It has been recognised by partner agencies that the
standard and speediness of the child protection medical report has improved.

21.2 Peer Review

Peer review is the evaluation of work or performance by colleagues in the same field in order to maintain or enhance the quality of the work or
performance in that field. The word peer is often defined as a person of equal standing. However, in the context of peer review, it is generally used
in a broader sense to refer to people in the same profession who are of the same or higher ranking.

It is a core competency for all clinical staff working with children to undertake regularly documented reviews of practice, including peer review. It is
a component of the Clinical Governance Framework and is expected by the judiciary, GMC and professional bodies. 89 cases were discussed as part

of the peer review process with attendance from medical staff has been consistent; this is an increase of 49 on last year’s figures.

In 2017/2018 the Police, Children’s social care and community health were invited to join peer review and has continue to further develop and
strengthen working relationships.
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22. Safeguarding in Midwifery

Safeguarding within midwifery is constantly changing and becoming more complex. Research and experience indicate that very young babies are extremely
vulnerable to abuse and that work carried out in the ante-natal period to assess risk and to plan intervention will help to minimise harm. The below table
demonstrates a slight decrease in the number of women with identified vulnerabilities who WHHFT are supporting through their pregnancy. Figure 16
provides information regarding women who book to deliver at WHHFT however live out of area. 28% of women commenced on special circumstance forms
live out of the area. The Safeguarding Children Team provide a robust channel of communication with external partners and ensure that patient records
and care plans are up to date in readiness for delivery of the baby. The data below in figure 17 provide detailed information in regards to number of special
circumstance forms comments and from which geographical area the patients are from.

Figure 16 Figure 17
Number of special circumstance forms commenced Breakdown of Area for Special circumstance forms
1st April 2019 - 31st March 2020 1st April 2019 - 31st March 2020
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Figure 18 breakdowns the category of concerns raised. Consistent
with the previous year’s data mental health continues to be the
most selected reason for concern (58 %). The perinatal period, as
defined in relation to mental iliness, spans the time of conception
to when the infant reaches the age of one. Perinatal mental illness
is relatively common and affects at least 10% of women. The
severity of the condition will vary from individual to individual and
may have some serious consequences if not identified and
managed early and effectively. It is positive that so many women
have been identified during the antenatal / postnatal period and
commenced on the special circumstance forms. Following a review
and update of the Guidance for Special Circumstance Forms (SCF),
electronic SCF were introduced. The electronic form was
developed to enable midwives to input up to date information and
reduce the risks of information being missing when case notes
were not located timely.

Similar to last year’s figures, 195 women were identified as
needing low level support; this may be in addition to other issues
identified. Not all cases where low level support was identified
required an early help assessment however it is positive that
midwives recognised this and was able to support the women and
her unborn.

Warrington Safeguarding Partnership introduced the graded care
profile 2 in 2019. The Named Nurse Safeguarding completed the
training to deliver this course and is currently rolling out the
training to all community midwives.

Figure 18
Category of Special Circumstance Form
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23. Incident reporting

23.1 Safeguarding Children reported incidents

DATIX incidents are reviewed as the team are alerted of them. The Safeguarding Children Team will often be asked to review DATIX that fall under a
separate category however have an element of safeguarding to it, for example young people absconding from the departments. 49 incidents were reported
under the category of safeguarding abuse, this is a 104% increase on the previous year. Figure 19 provides an overview of the trends recognised and what
actions have been taken to address the issues identified. The Safeguarding Children Team have supported one comprehensive Incident Investigation. The
final report from this review has been shared with the appropriate teams and learning identified. Safeguarding Committee will have oversight of the review

summary and learning will be discussed.

Figure 19

Trend identified

Actions to address

Domestic Abuse — Incidents of domestic abuse have been
recognised however the pathway is not being fully
completed.

Feedback has been provided to individuals involved
Hospital IDVA will make contact with those involved and provide training

Midwifery — Safeguarding pathway not followed. Vital
information not shared.

Both cases reviewed and one individual midwife has been identified for both
cases. Community midwife team leader aware and will work in conjunction with
the safeguarding midwife to provide feedback / supervision with the midwife
involved on their return to work.

Midwifery
- Safeguarding concerns not recognised at booking
which resulted in delayed referral to social care
- Advice not acted upon. Referral to social care
delayed.

Individual feedback provided an opportunity to reflect.
Weekly contact with community midwives manager to discuss any high risk cases
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Midwifery not following domestic abuse process resulting in
delay in supporting victims of domestic abuse.
- Notrecognising it
- Midwives on shift have no access to trust intranet to
access referral forms (no passwords set up)

Immediate action was taken at the time to address the concerns raised within maternity.
A meeting between midwifery and safeguarding took place to address the concerns and

put actions in place.

Where possible the safeguarding team have supported and attended conferences

to reduce the impact on the unborn and mother.

Increased support offered to the newly appointed midwives involved to go

through the processes.

Named Midwife attended the wards / clinic on a daily basis to support staff
Named Midwife to attend 10 at 10 where possible to support

Domestic abuse pathway re-circulated

7 Minute briefing to be circulated focussing on domestic abuse

Midwives to complete domestic abuse training

Child protection
actioned.

Information Sharing (CPIS) not being

ED Lead Nurse has re-circulated the CPIS briefing.

Significant information not obtain or acted upon in ED
- CPIS not accessed
- NOK not recorded
- Childrens social care not contacted when required
- Patients children in the care of person unknown to
ED. Name not obtained and social care not contacted

Lead Nurse from ED has provided CPIS information again via daily huddles.
Staff involved updated

Lack of information being obtained when children attend
hospital.

- 2 address

- No named parent / carer

- Voice of the child not evident

Feedback to practitioner and manager.
Will reiterate importance within training programme
Raised at safeguarding committee

Transfer from ED to paediatric ward:
- Lack of information provided in hand over
- Concerns care pathway not being commenced in ED
at the point concerns are identified

Feedback to practitioner and manager.
Advised ED and PAEDS to meet and discuss.
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23.2 Adult Safeguarding reported incidents

The Adult Safeguarding Team receives notifications for all incidents that have a safeguarding element to them. They require review in order to evaluate any
possible safeguarding concerns. Once reviewed the incident is either closed or escalated for further investigation.
The team have reviewed 90 incidents in the reporting year, this in an increase of 80%.

The graph below describes reports by area whilst the following graph describes themes and trends (Figure 20 & 21). We provide advice and support for all
reviewed incidents. The main themes from these are demonstrated in figure 22

Figure20
Datix by area
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Figure 21
Datix by Sub Category
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Figure 22

Main Issues / trends

Action taken from Safeguarding Adult Team

Domestic Abuse policy/hospital
pathway not followed

4 of the 90 DATIX reported were in this category, in all cases the patients were appropriately safeguarded
and the correct agencies were informed. Targeted training has been offered to support the staff involved

MCA/DolS policy, capacity assessment
not completed, best interest process
not followed

In all 37 of the 90 DATIX reported were in these three categories, in all cases the patients were
appropriately safeguarded and the correct process instigated with regard to DolLS and MCA the relevant
agencies were informed. Targeted training has been offered to support the staff involved and continued
audit monitors this practice across the Trust. All MCA/DolLS activity is reported via Safeguarding
Committee

Potential safeguarding concern
regarding the standard of care from
another health provider

11 of the 90 reported Datix fall into this category. This category describes concerns raised about other
health provider. If patients are admitted to us with skin damage or with concerns about any aspect of their
care. In such cases the safeguarding adult team and local authority work together to review the concern

Potential safeguarding concern
regarding the standard of care from an
areas at the Trust

24 of the 90 DATIX reported where in this category. This will include incidents regarding skin damage and
complaints about care. Where required a 72 hr review is held, all concerns are reviewed by the
safeguarding team and the CBU leads.

Multi-agency process issues in relation
to adult safeguarding

6 of the 90 DATIX reported where in this category. Where situations such as this arise, agencies will review
the case and address any shortfall, lessons learnt are shared between all partners, WHH discusses at
Safeguarding Committee. There has been one learning event January 2020 following such a case, however
there were no actions for WHH

Safeguarding adults potential
safeguarding concern not identified or
escalated

8 of the 90 DATIX reported where in this category. Incidents have been raised following audit and
incidental findings, these have been retrospectively reviewed. None of the incidents resulted in patient
harm and awareness of near misses has been discussed at Safeguarding Committee

42 |Page

Page 60 of 203




Page 61 of 203

24. Policy Development

24.1 A number of policies written by the safeguarding teams have been reviewed and updated

These include:

e Safeguarding Children and Young People
e Safeguarding Adults

e MCA/DolLS

e Clinical Holding and Restraint

e Care of Prisoners

e Prevent

e Chaperone

25. Achievements

Throughout the annual report there are areas of good work and positive achievements. In addition to those areas it is important to recognise
additional work that has taken place.

25.1 ICON Lead

Warrington and Halton Hospitals NHS Foundation Trust successfully launched the ICON on Wednesday 17th July 2019 in a bid to help to reduce
harm and provide help and support for families. WHHFT are leading the ICON programme with support from Pan-Cheshire partners.

Abusive Head Trauma (AHT), also known as Shaken Baby Syndrome, is a devastating form of child abuse. Catastrophic injuries which result often
present in a constellation including intracranial injuries, retinal haemorrhage and certain long bone fractures and spinal fractures. The causal
mechanism in cases of AHT is rarely confirmed and may well include elements of both impact and acceleration/deceleration injury. 1 in 14 cases is
fatal before hospital discharge and half of severely injured survivors will die before 21 years of age (Smith 2016). AHT affects one in 4000-5000
infants every year and is one of the most serious forms of physical child abuse that has a high associated mortality and morbidity (Kemp 2011). In
practice, an average sized District General Hospital can expect to see a case every 1 or 2 years.
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“Babies Cry, You Can Cope — never, ever shake or hurt a baby” is the message from ‘ICON’ — a national programme of interventions and awareness
that aims to help parents and carers to cope with a crying baby. ICON is an evidence based programme, consisting of a series of brief ‘touchpoint’
interventions that reinforce the simple message making up the ICON acronym. The programme, which was founded by Dr Suzanne Smith PhD, was
conceived following years of study and research into prevention of Abusive Head Trauma (AHT). Each ‘touch point’ is brief but reinforces the
simple evidence based four point message which makes up the ICON acronym:

I - Infant crying is normal and it will stop.

C - Comfort methods can sometimes soothe the baby and the crying will stop.

O - It’s Ok to walk away if you have checked the baby is safe and the crying is getting to you.
N - Never, ever shake or hurt a baby.

The ICON message is delivered through primary prevention interventions, population based awareness, raising public health interventions and
secondary prevention interventions. The materials to support the programme have been co-designed and agreed by a multi-agency steering group,
a group of parents and families affected by AHT and include a wrap-around brief e-learning education package designed for professionals of all
agencies who have contact with families who have babies.

The core programme of ‘touch point’ interventions includes:
e Community midwifery intervention at 36 weeks gestation
e Hospital based intervention at birth
e Community midwifery intervention < 10 days
e Health Visitor (HV) intervention at primary birth visit
e HVteam intervention < 3 weeks
e GPintervention at 6/8 week check
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25.2 Learning Disability easy reads

The Safeguarding Adult Team continue to work with advocacy and user groups to review and improve how information is presented to our patients
with an LD, further work will be progressed via the newly formed LD Steering Group.

25.3 Implementation of the Adult Safeguarding Roles and competencies Intercollegiate Document
25.4 Reaching and exceeding WRAP and levels one to three across all safeguarding training targets

As already discussed, the commitment to training from across the Trust to achieve the targets can be seen within the consistent increasing
compliance figures. The Safeguarding teams have regularly reviewed training programme and increased sessions available.

25.5 Safeguarding Team Development

e The Lead Named Nurse and Safeguarding Specialist Nurse Safeguarding Adults have completed a Bond Salon Safeguarding Supervisors course.
e Safeguarding Named Midwife has successful being trained to delve the Graded Care Profile 2 programme.

e Safeguarding Adult Administrator successfully completed the Edwards Jenner management course.

e Safeguarding Lead Nurses completed a 1 day Bond Solon Safeguarding Executive course.

e Safeguarding Lead Nurses attended the North West Safeguarding Conference
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27 Assurance Statement

Whilst this Annual Report provides many examples of the positive and inspiring progress we have made in 2019/2020, we are constantly exploring
ways in which we can improve how we work together to ensure the best outcomes for all those who use or come into contact with our service. We
are looking forward to the year ahead in ensuring safeguarding is maintained as a high priority for the Trust and is everyone’s business. The Trust
will continue to monitor and receive assurance via the existing robust governance arrangements.

28 Key Objectives for 2019/2020

The Trust’s objective to discharge its safeguarding duties effectively to continue to focus on the delivery of seven key priority outcomes and is
aligned to the shared priorities that are described in section 3.

At the time of writing this Annual Report the country is currently experiencing COVID-19 pandemic and therefore in addition to the seven priorities
the Safeguarding Team have been developing a recovery plan in relation the safeguarding surge that is expected. In summary, it is unknown what
safeguarding issues will surge as the national lockdown ends, however, national and local data along with safeguarding theory from the toxic-trio
(mental health, substance misuse and domestic abuse), troubled families, think family, contextual safeguarding, trauma informed practice and
strength based approaches informs that in exiting the COVID-19 acute phase, the safeguarding surge & recovery will only just be beginning and is
predicted to last a number of years. The surge in patients living alone with mental health conditions, who are practicing substance misuse, is also
unknown. When considering the detrimental factors of a period of isolation on the mental health of the population nationally as well as locally, it is
evident that people will begin to access services at an increased rate following a change in the lock-down conditions, therefore placing further
demand on the current resource. Mental health problems are highly prevalent in acute inpatient wards, outpatient clinics and emergency
departments, and can profoundly affect outcomes of care for acute physical illnesses.
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Risk Management Strategy Annual Report
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Layla Alani, Deputy Director Governance

Kimberley Salmon-Jamieson, Chief Nurse + Deputy Chief
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SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality, X
financially sustainable services.

The Risk Management Strategy Annual report describes the
management of risk throughout the Trust over the last 12
months. Risk management is a critical component of the overall
Governance agenda, with the safety of patients and staff being
a core value.

Information | Approval To note Decision
X

The Board of Directors is asked to note the report.

Committee Quality Assurance Committee

Agenda Ref. QAC20/07/100

Date of meeting 7 July 2020

Summary of The Quality Assurance Committee were
Outcome asked to note the report.

Release Document in Full

Choose an item.
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REPORT TO BOARD OF DIRECTORS

SUBJECT | Risk Management Annual Report

1. BACKGROUND/CONTEXT

The annual report describes the management of risk throughout the Trust over the last 12
months. Risk management is a critical component of the overall Governance agenda with
the safety of patients and staff being the core value.

Over the past three years a complete review of risk management has been undertaken and
a new fully embedded process can now be evidenced across all areas of the organisation.

2. KEY ELEMENTS

2.1 Risk Management Process

There is a clear risk management process embedded across the Trust. The process
describes a proactive approach whereby possible risks or challenges are identified before
they occur. This allows for the development of procedures and processes to mitigate against
risk and / or minimise its impact.

Risk Identification
What can happen? *

Risk Monitoring Assessing the Risk
Monitor and review the effectiveness of Determine the likelihood and the consequences
controls. Assess whether the nature of risk in order to eliminate the level of risk

has changed

Risk Control
Determine how to treat the risk i.e.

Accept the risk or
avoid/reduce/transfer the risk

2.1.1 Assurance

The risk management process has been successfully embedded across the Trust and was
identified in the 2019 CQC inspection report as “Good”. Various levels of risk registers have
been developed and are actively managed and reviewed by identified Leads and Clinical
Business Units. There is a training programme in place to continually support with the risk
management process.

2
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2.2 Review of the Risk Management Strategy

A full review of the Risk Management Strategy was undertaken in May 2019. The aim of this
strategy is to ensure the Trust has an effective process to support better decision making
through good understanding of risks and their likely impact.

The revised strategy sets out clear, understandable objectives to enable the Trust to further
strengthen the risk management process over the next two years.

Risk Management Objectives 2019/2021:

Defining and setting out the benefits of risk management.

Help the Trust to understand risk appetite and tolerances.

Continuously improve risk management arrangements within WHH.

Assess the current status of risk management within the Trust.

Outline the approach to managing, maintaining and reviewing of risk registers.

2.2.1 Assurance of meeting the Objectives

Through the risk management process, the Trust can identify significant risks to enable the
achievement of the organisation’s strategic and operational objectives. The potential
consequences and impacts are evaluated to ensure the most effective way of controlling
them.

2.3 Risk Management Training

A review of Risk Management Training was undertaken in 2019 to ensure that all training
programmes where appropriate to meet the needs of both the staff and the organisation.

Training in place includes:

Topic

Training Requirements

Risk Management for Senior Managers

One off training programme

Risk Management for Managers

One off training programme

Risk Assessment Training

For all staff who are required to complete risk
assessments as part of their role

DATIX Training

On request

2.3.1 Assurance
The training is mandatory to ensure that all staff have an understanding of various aspects of
risk management relating to their role. Although the training is a one off session, there is a
rolling programme of dates available each year.

2.4 Risk Registers

Board Assurance Framework

The Board Assurance Framework (BAF) has developed over the past two years and is now
fully embedded within the Trust. This assurance framework records the principal risks that
could impact on the Trust achieving its strategic objectives.

3
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The key information reported to the Board includes:
e |dentifying controls in place to manage strategic objectives.
o Provide assurance about the effectiveness of the controls in place.
¢ Identify those objectives at risk because there are gaps in the assurance.

The BAF now links in effectively with the Corporate Risk Register with risks being de-
escalated from the BAF to the Corporate Risk Register where appropriate.

Corporate Risk Register

The Corporate has been developed over the past 18 months and is now fully embedded
within the Trust. The risk register comprises of all risks which may potentially prevent the
Trust from carrying out daily operations.

The Corporate Risk Register now effectively links with the BAF. Risks from the Corporate
Risk Register are escalated to the BAF where appropriate.

Clinical Business Unit (CBU) and Corporate Services Risk Registers
All CBU”s and Corporate Services have fully developed risk registers in place. There is a
consistent and standardised approach to the reporting and managing of risk registers.

Local Risk Registers

Local risk registers are in place and are managed at Ward level. There is an escalation
process in place should the risks need to be added to the CBU risk register for more
stringent review.

2.4.1 Assurance

The Trust is now able to track Trust Wide risks to assure both operational and strategic
objectives are being met. The Trust can be assured that risks are being mitigated and/or
escalated when required. The Trust has full sight of all levels of risk which are monitored and
reviewed from CBU level up to Board. There is a clear escalation process in place to ensure
risks are detailed on the most appropriate risk register. Any risks escalated or de-escalated
from the BAF or Corporate Risk Register is done so via the recommendation of the
appropriate Committee meeting.

2.5 Risk Register Annual Position Statement
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No. of No. of No. of No. of No. of
Risks Risks Risks Risks of | Local
15 + 12 9 and 10 | Level
Risks
Surgical Specialities 25 6 5 10 4
Urgent and Emergency Care 13 1 6 3 3
Digestive Diseases 32 0 3 13 16
Medical Care 26 0 7 10 9
Women's and Children’s 20 2 4 6 8
Clinical Support Services 34 2 6 6 20
Integrated Medicine and Community 5 0 0 4 1
4



We are Hi Ii & We are

..,)Q

ge 69%f 203

3 ACTIONS REQUIRED/RESPONSIBLE OFFICER

NHS|

Warrington and Halton
Teaching Hospitals

NHS Foundation Trust

Further actions required to ensure the Trust meets the objectives set out in the Risk

Management Strategy 2019/2021.

Action

Responsible Officer

The monthly Risk Review Group to continue to scrutinise risk
registers and propose any recommendations to the Quality
Assurance Committee for escalating or de-escalating risks from the
BAF or Corporate Risk Register.

Group Members

Development of a Risk Appetite Framework by the Trust Secretary.
(Risk appetite is the level of a risk that an organisation is prepared
to seek, accept or tolerate).

Trust Secretary

Development of refresher training for risk management by the
Head of Safety and Risk

Head of Safety and
Risk

To ensure more consistent grading across the Trust. Ensuring the
scores reflect the risk, not just being scored high for visibility.

Head of Safety and
Risk

Development of specialist risk registers i.e. Medical Devices

Service Lead

4 TRAJECTORIES/OBIJECTIVES AGREED

Risk Management Objectives (as outlined in section 2.2 of this report):

Defining and outlining the benefits of risk management.
Help the Trust to understand risk appetite and tolerances.

5 RECOMMENDATIONS

The Board of Directors is asked to note the report.
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Health & Safety Annual Report 2019/2020

29 July 2020

Layla Alani, Deputy Director Governance

Kimberley Salmon-Jamieson, Chief Nurse & Deputy Chief
Executive

SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.
SO2 We will.. Be the best place to work with a diverse, engaged X

workforce that is fit for the future.
S0O3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

The report outlines the statutory requirement to report on the Health
& Safety work undertaken throughout the year. There has been focus
throughout the year on:

e Ensuing policies and procedures have been updated
appropriately.

e Ensuring staff have an adequate level of training.

e Ensuring that the Trust meets its legal obligations on having
statutory risk assessments in place with regard to Health &
Safety.

e Ensuring there are appropriate audits and inspections in place.

e Ensuring incidents are reported and investigated appropriately.

e Ensuring action is taken appropriately to safeguard patients,
public and staff safety.

e Ensuring risks are escalated appropriately.

All of the above provides assurance that the Trust has fully
discharged its Health & Safety duties.

Assurance statement - There is an established pro-active safety
management system within the Trust in particularly with audits and
inspections. Documentation is now standardised and Departments
are compliant with Health and Safety legislation.

Information | Approval To note Decision
X

The Trust Board are asked to note the report.

Committee Quality Assurance Committee
Agenda Ref. QAC/20/07/98
1
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REPORT TO BOARD OF DIRECTORS

SUBJECT | Health & Safety Annual Report 2019/2020

1. BACKGROUND/CONTEXT

The report describes Health and Safety (H&S) activity over the past 12 months at Warrington and
Halton Hospitals NHS Foundation Trust. The management of H&S is a critical component of the
overall Governance agenda, with the safety of patients and staff being the core value.

This year has seen improvement in the systems and processes for H&S which has included simplified
documentation for audits and inspections, better recording of lost time incidents and continued
improvement in both communication and engagement.

2. KEY ELEMENTS

2.1 Health and Safety Training

The following health and safety training is in place. A large number of the training sessions available
are mandatory and this is recorded on the Trust central system — ESR. Monthly compliance reports
are sent via the Organisational Development Team.

Topic Training Requirements

Health and Safety Training for Senior Managers Booklet to be read and signed 3 yearly

Health and Safety Training E-learning to be completed 3 yearly

Non Clinical Manual Handling Class room or e-learning to be completed 3 yearly
Clinical Manual Handling Class room training to be repeated every 2 years
Working at Height Departmental based annually

Risk Management Training for Senior Managers

Risk Management Training

Risk A tTraini All the training to the left is one off training with a
isk Assessment Trainin
8 rolling programme of dates if required

COSHH Training

Hazard Awareness Training

3
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The programme consists of:

Health and Safety Awareness Training for all Staff — This is a general awareness of health and
safety law and how it is managed throughout the Trust. The training can be accessed via e-
learning or a Health and Safety Awareness Booklet.

Health and Safety Awareness for Senior Managers and Doctors — This is a training booklet which
provides up to date information on current legislation.

Risk Management Training for Senior Managers — this is a one off training session for senior
managers to ensure there is good, clear understanding of risk management within the Trust.

Risk Management Training for Managers — this is a one of training session for managers to
understand and gain knowledge and training around the principles of risk management and the
overall risk process.

Additional Training

There have been specific courses run throughout the year which include:

Working at Height (Step ladders and kick-stool training).

Non Clinical investigation form training.

Manual Handling training.

Control Of Substances Hazardous to Health training (COSHHO.

Display Screen Equipment Training (DSE).

Hazard Awareness Training.

A short video has been produced on assembling a sharps bin. This has been circulated through
the Communications media to prompt staff on the correct assembly techniques to prevent
incidents whereby the lids have not been secure.

2.1.1 Assurance:

All health and safety training packages have been reviewed throughout 2019/20 to ensure all

instruction, guidance and information is fully up to date with current health and safety legislation.

2.2 Health and Safety Policies

There are a wide range of policies and guidance documents developed and now embedded across

the organisation.

During the past 12 months the following policies and guidance documents have been reviewed and

approved at the Health and Safety Sub Committee meeting:

e Display Screen Equipment Policy.

e First Aid at Work Policy.

e Control of Substances Hazardous to Health (COSHH) Policy.
e Latex Policy.

e New and Expectant Mothers Policy.

4
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e Slips, Trips and Falls Policy.
e Smoke Free Policy.

2.2.1 Management of Ligatures Policy

The Management of Ligatures Policy was developed in July 2020. This was to ensure the Trust has
processes in place to keep all patients and visitors safe and well. An example risk assessment was
also produced to support managers in completing ligature assessments within their areas of work.
The Management of Ligatures has been added to the Health and Safety Annual Audit Tool to further
support the work undertaken and to monitor compliance with the Trust Policy.

2.2.2 Assurance:

All Health and Safety Policies and Guidance documents are fully up to date and are complaint with
all relevant legislation.

2.3 Guidance, Information and Advice

The H&S team, over the past two years have developed a number of pages on the Trust HUB (now
the Extranet) to provide support and advice to Wards and Departments on a wide range of H&S
topics.

Information includes:

o A Health and Safety Library Page — which provides an A-Z list of all H&S guidance documents,
templates and checklists.

e Example risk assessments — this provides an example of risk assessment for each standard within
the risk management framework.

e Advice pages on specific topics which include, Slips, Trips and Falls, Stress, COSHH, DSE,
Housekeeping, Good Practice, Working at Height.

e A programme of practical training dates for various topics.

e Copy of safety alerts developed for any particular issue that may need immediate attention.

2.3.1 Health and Safety Newsletter

The Health and Safety Newsletter is produced on a bi-monthly basis and is disseminated to all wards
and departments.

The newsletters keep staff informed of “hot topics” as well as raising awareness of safety issues
across the Trust. The aim is to provide staff with up to date information on H&S topics throughout
the Trust. Letting them know the work that goes on to help keep them healthy and safe.

Each issue holds photographs to demonstrate evidence of good practice and areas where
improvements have been made. On occasions “before and after” shots have been taken of examples
of work that has been carried out to make improvements.

5
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3 In Movember 2019, outside the In February 2020, Estates
Cardiac Catheter Suite, there installed a new disabled ramp
=4 was a incident with a wheelchair at the side and reinstated a
~ user due to the incline of the drop  full kerb along the pavement
down kerb to allow suitable access for |

wheelchair users

The mobile Breast Screening Unit have re- Additional barriers were purchased by Breast
located within the Halton Hospital Grounds. Screening and put into position. This is clearly
There wasn't sufficient segregation with the an improvement and safety measure to prevent
trailer and pedestrian walkway pedestrans walking into the head of the trailer

2.3.2 Assurance:
All guidance, training and information are updated regularly throughout the year.

There is a suggestion section on the Health and Safety newsletter to encourage staff to actively get
involved in their health and safety at work.

2.4 Health and Safety Audit Tool April 2019 to March 2020

The Risk Management Framework is the basis of the H&S Management System for the Trust. This
provides a structure for managers to follow to ensure compliance with legislation in their areas of
work.

The tool is the process by which, the Trust can provide assurance that there is an effective system of
internal control to monitor H&S risk and continually improve to provide a safe and healthy
environment.

The Risk Management Framework consists of a number of standards each supported by a set of
Performance Criteria and policies and guidance. The standards and criteria have been taken from
key legal requirements relating to health and safety.

Risk Assessments Night Work
Workplace Transport Home Working
Control of Substances Hazardous to Health Fire Safety
New and Expectant Mothers Display Screen Equipment
First Aid Incident Reporting
6
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Work at Height Legionella

Work Equipment Radiation

Welfare Provisions Stress at Work

Health and Safety Local Induction Young Persons
Management of Sharps Slips, Trips and Falls
Personal Protective Equipment Management of Ligatures
Risk Assessment Tool Manual Handling

For the financial year of 2019/20, the Health and Safety Team carried out 59 audits of Wards and
Departments.

The graph below shows overall compliance of Health and Safety Management throughout the Trust.

60-69% 2
7O-79% 4
80-89% 4
90-99% 21
100% 28
T T T T T T
o] 5 10 15 20 25 30

Managers were supported with information to meet full compliance, though at the time of the audit,
it was noted that changes in both staff and ward areas impacted on completion of action plans e.g.
other Managers trying to work through unfamiliar handed over action plans.

Audits throughout March 2020 where suspended due to the global pandemic.
2.4.1 Assurance:

There are policies and guidance documents in place to assist managers in following processes and
procedures which will enable them to reach full compliance.

Managers have the benefit of splitting risk assessments from the risk register. This has made it
much easier to manage.

7
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Due to the global pandemic, audits towards the year end where suspended. However, Health and
Safety have ensured Wards are up to date with statutory risk assessments by providing a pack of risk
assessments until such time, audits can recommence.

2.5 Control of Substances Hazardous to Health (COSHH)

To manage COSHH, the Trust uses a system called SYPOL. All COSHH risk assessments, COSHH
control forms and Safety Data Sheets are managed, maintained and reviewed on the system.

To-date, there are 1,169 completed COSHH assessments available with new assessments being
added on a regular basis and there are 1,038 different materials used within the Trust. The majority
of products and their activities fall within the category of low risk.

2.5.1 Assurance
During January 2020, a full review on the current COSHH inventories was carried out.
The vast majority of substances used within the Trust grade low to medium.

A programme of training dates continues throughout the year as well as ad hoc training sessions on
a 1-1 basis. Any substances that would rate high would be managed with a robust safe operating
procedure, following advice from the safety data sheet and/or manufacturer.

2.6 Inspections
A 12 month inspection programme is developed each year. Observations include:

e The Building and Estate
e The Environment
e Procedures and Assurance Checks

These inspections will be unannounced to provide a true reflection of the working environment. If
any issues/concerns are highlighted an action plan is provided to the relevant manager. The action
plan will be reviewed on the next inspection date to ensure actions are complete or in progress to be
complete.

Common themes were:

e Management of sharps bins — finding the incorrect assembly of sharps bins, incomplete labelling,
temporary locking in operation and safety devices being used.

e Storage - review cleanliness and appropriate usage of the area and storage of articles.

e Hazardous substances - no unauthorised chemicals brought into the Trust and chemicals being
used were identified and stored securely, issues of missing labels, open lids or poor storage were
highlighted.

2.6.1 Inspections of Internal Corridors
Corridor inspections for both Warrington and Halton hospitals are carried out by the Health and

Safety Team. Findings are recorded and significant issues e.g. damage or waste — are raised

8
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immediately to the relevant departments. Reports are generated from the inspections with good
practice also highlighted via Communications, Health and Safety Newsletter or safety alerts.

2.6.2 Assurance

Each has a formal inspection at least every quarter. Areas which show actions are required or if
there is a particular problem inspections are carried out more frequently until the issues are
resolved.

Evidence of inspections is collated and reported to the Health and Safety Sub Committee each
quarter.

2.7 Display Screen Equipment (DSE) Assessments

Health and Safety provide formal individual DSE workstation assessments for members of staff,
following a referral process undertaken by their Manager or recommendation from Workplace
Health and Wellbeing. The assessments generally take place when a member of staff is suffering
pain and discomfort at their work station or where they have a pre-existing condition.

During the period April 2019 to March 2020, the department carried out 47 workstation
assessments for referred staff. 40 of these related to existing medical conditions whereby the
member of staff was able to stay in work due to reasonable adjustments being made. A number of
staff where referred to physiotherapy which again, enabled staff to remain in the workplace.

2.7.1 Assurance

The assessments are to support staff within the workplace to prevent harm or any exacerbation of
existing conditions. This is carried out by making reasonable adjustments to work stations.

2.8 Management of Sharps
The Trust has in place a clear process for the prevention of exposure to blood borne viruses. Safer

sharps have been implemented throughout the Trust and areas that could not find a suitable
alternative sharp are required to have an equipment specific risk assessment in place.

Health and Safety carry out an annual sharps audit for the Trust in the month of August.
This includes:

e Check areas of compliance, identifying the type of device used in each area.
e To identify any non-safe devices and ascertain why they are still in use.

e To calculate the amount of non-safety devices (old stock) still in circulation.
e To ensure all sharps training is up to date.

Due to the results in August 2019 not being satisfactory, a further audit took place in November
2019 which showed significant improvement with double the number of areas reporting full
compliance.

The table below compares the audit findings:

9
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August 2019 | November 2019
No. of areas with temporary bins open 27 28
No. of areas with no labels completed on assembly 19 12
No. of areas with loose lids 8 5
No. of areas with items protruding from the lids 3 4
No. of areas fully compliant 14 28

2.8.1 Assurance

The Trust has in place arrangements to provide a safe working environment in relation to sharps
management which includes the provision of safe equipment, training and guidance on safe systems
of work. All relevant areas have sharps management packs in place which include information and
instruction on the management of sharps. Each areas has been given an action plan following the
audits to highlight areas of non-compliance and recommendations to be put in place to ensure that
full compliance is achieved and sustained. Audits will be carried out on a bi-monthly basis to provide
further assurance.

2.9 Incidents Reportable to the Health and Safety Executive under the RIDDOR Regulations
All non-clinical incidents are reviewed daily by the Health and Safety Team and allocated to the

appropriate manager for action. All incidents reportable under RIDDOR are graded moderate and
are fully investigated.

The Table below shows an overview of all RIDDOR Incidents reported within the period April 19 to
March 2020. This also includes days lost due to sickness absence relating to the incident. Strains and
sprains is the most common injury noted.

ID Month Department Work Status Injuries Days Lost
131562 | April Domestics Staff Member Strains and sprains 48
131617 | May Ward C21 Staff Member Bone Fracture 24
132111 | May Car Park Public Lacerations 0
132512 | June Ward A3 Staff Member Exposure to BBV 0
132454 | June A&E Staff Member Bone Fracture 28
132719 | June Medical Records Staff Member Strains and sprains 12
10
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ID Month Department Work Status Injuries Days Lost
133008 | June Pharmacy Staff Member Bone Fracture 27
133855 | July Radiology Staff Member Burns 18
133949 | July Ward B3 Staff Member Strains and sprains 63
134215 | July Ward A8 Staff Member Bone Fracture 95
134507 | August Ophthalmology Staff Member Concussion 8
135922 | September Ward A9 Staff Member Bone Fracture 32
136219 | September Ward A8 Staff Member Strains and sprains 12
136646 | October Hospital Grounds Public Fracture 0
136733 | October Ward B3 Staff Member Strains and sprains 37
137489 | November Ward B14 Staff Member Bone Fracture 132
137815 | November Community Midwives Staff Member Contusions and bruising 32
137895 | December Domestics Staff Member Strains and sprains 118
138285 | December Outpatients Staff Member Strains and sprains 61
138553 | December Ward A2 Staff Member Strains and sprains 19
138813 | January Labour Ward Staff Member Strains and sprains 45
138975 | January Domestics Staff Member Strains and sprains 67
139574 | January Ward B10/B11 Staff Member Contusions and bruising 8
140021 | January Ward B14 Staff Member Strains and sprains 30
139668 | February Medical Records Staff Member Strains and sprains 11
139800 | February A&E Staff Member Contusions and bruising 10
140176 | February Off site Staff Member Bone Fracture 16
139972 | February Ward A9 Staff Member Strains and sprains 15
140205 | February Theatres Staff Member Exposure to BBV 0
140480 | March Theatre 2 Staff Member Strains and sprains 26
140820 | March Radiology Staff Member Lacerations 14
11
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ID Month Department

Work Status

Injuries

Days Lost

Total

1008

2.9.1

Assurance

All non-clinical incidents are reviewed each morning by Health and Safety. Each incident is allocated

to the relevant manager for action. There is a tracking spreadsheet in place to ensure that all

information is monitored and relevant actions are detailed before the incident is closed. Health and

Safety investigate any incident that has resulted in loss or harm. Data is collected in relation to any

lost time incidents due to injury or ill-health. A report of incident data is produced bi-monthly and

reviewed by the Health and Safety Sub Committee. A quarterly report is presented at the Quality

Assurance Committee, which includes lessons learnt from non-clinical incidents. A lessons learnt

section is covered in the Health and Safety bi-monthly newsletter.

2.10 Health and Safety Award

The Royal Society for the

international award scheme. Health

2019.

- -

R®SPA

(e

- a8 Prevention of Accidents (RoSPA) has an
and Safety entered for this award in July

The RoSPA Health and Safety Awards are open to organisations of all sizes across a wide spectrum

of industries all over the world. These awards are non-competitive and are based on the

organisation's individual occupational health and safety performance. Judges include the Health and

Safety Executive and the Chairman of the Institution of Occupational Safety and Health.

The Trust has to provide evidence of a robust and effective health and safety management system

by providing answers and evidence to a set of key performance questions. The awards are rated as a

credit, bronze, silver and gold. The Trust was successfully awarded with the prestigious gold award in

recognition of a robust health and safety management system.

3 D

3.1 Learning and Improvements

ISCUSSION

A Review of the Trust’s Health and Safety Strategy, policies and reporting has been

undertaken.

A review of the Trust’s Health and Safety Sub Committee has been undertaken including

frequency, terms of reference and assurance reporting.

A review of all mandatory training has been undertaken to ensure staff have the knowledge
and skills to carry out their roles safely and healthy.
A full audit of compliance has been undertaken within the past year of all Departments.

12
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There has been a number of Health and Safety improvements put in place including:

Flooring has been replaced with non-slip flooring in many areas or new flooring to reduce
hazard tape and slips, trips and falls.

Weekly inspections of corridors to identify damage that could cause injury — raise issues to
Estates before incidents occur.

Gates have been installed on some linen cupboards to hold in bags of dirty linen to stop
overflowing onto corridors.

Heavier matting at entrance doors to prevent tripping and ruffling of carpets.

Metal barriers installed at car park near bus stop to stop short cuts and stop people crossing
road in busy areas.

Resurfacing works to external carpark areas to reduce the potential of a tripping hazard.
Slips, Trips and Falls — wet floor signage has been placed at front entrances so they can be put
in situ immediately to warn of wet floor until mopped up.

Moved clinical waste bins around the Trust, most have been relocated to external locations
from the corridors so not to be visible to patients and visitors.

External walkabouts identify broken flags, obstacles etc to prevent slips and trips, more
undertaken at Halton which have identified numerous broken flags.

3.2 Future Development

The priorities over the next 12 months are:

Increase in the number of inspections for Wards and Departments by collaborative working

with the Union Representatives.
Increase safer sharps audits.

Raise awareness and develop a campaign to be disseminated across the Trust to promote

safer user of sharps, correct disposal etc.
Sharing feedback and learning on non-clinical incidents.

Provide good practice links in Communications to highlight areas of excellent housekeeping

or other areas of outstanding performance in health and safety.
Continue to analysis lost time incidents looking at trends and themes.

Ensure investigations have appropriate detail and are completed within required timescales.
Ensure all RIDDOR incidents are effectively tracked and reduce the incidents of claims due to

ensuring robust risk assessment and training is available.
Review of incident reports.
Develop dashboard reports for all CBUs.

Review generic risk assessments to ensure they are appropriate to the needs of the

Organisation and effectively implemented.
Review policies and guidance documents in line with current legislation.

Produce comprehensive DSE reports for staff and managers to minimise the risk of work

related upper limb disorders.
Continue to develop the extranet pages.
Develop risk assessment training for all levels of staff across the Trust.

3.3 Conclusion

13
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There is an established pro-active safety management system within the Trust particularly with
audits and inspections. Documentation is now fully standardised and Departments are meeting
compliance with the health and safety legislation.

There are much better lines of reporting within the Health and Safety Sub Committee providing
detailed assurance reports for all Health and Safety legislation the Trust must comply with.

The health and safety management system is fully embedded within the Trust and the Trust is
meeting compliance with all relevant health and safety legislation and guidance.

4 RECOMMENDATIONS

The Board of Directors is asked to note the report.
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REPORT TO BOARD OF DIRECTORS

BM/20/07/79

Quality Strategy Annual Update

29 July 2020

Layla Alani, Deputy Director Governance

Kimberley Salmon-Jamieson, Chief Nurse & Deputy Chief

Executive
SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

The purpose of this paper is to provide a summary of the following:

e Progress made in relation to the Trust Quality Strategy and
the Quality Pledges detailed within the strategy.

e Proposals for reviewing the Quality Strategy to ensure that it
is still aligned to the Trust’s current priorities.

Information | Approval To note Decision
X

The Board of Directors is asked to note the report.

Committee Quality Assurance Committee

Agenda Ref. QAC/20/07/99

Date of meeting 7 July 2020

Summary of The Quality Assurance Committee were
Outcome asked to note the report

Release Document in Full

Choose an item.
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REPORT TO BOARD OF DIRECTORS

SUBJECT | Quality Strategy Annual Update

1. BACKGROUND/CONTEXT

Our aim is to be a learning organisation that consistently transforms practice by continuous learning
in order to provide the best possible health care.

The Quality strategy was developed to ensure patients are safe in our care; secondly, to provide
patients with the best possible clinical outcomes for their individual circumstances; and thirdly, to
deliver an experience of hospital care which is as good as it possibly can be. With the above care
model in mind we use the following three priority domains: Patient safety, Clinical effectiveness and
Patient experience.

For each priority domain we have a series of Quality Pledges and Quality Priorities; the progress of
each priority is reported on a quarterly basis to the Trust’s Quality Assurance Committee. Where
possible we include performance indicators to measure and benchmark progress and they are
reported on a monthly basis, via the Quality Dashboard to the Board of Directors.

2. KEY ELEMENTS

The Quality Strategy uses the following measures of success:

v" We will ensure that we minimise harm for patients

v' We will have safe systems of work in place

v’ Every patient should have the opportunity to feedback about their experience and we
promise to use this to improve care and services

v' We will ensure partnership working and needs based care. We will simplify patient focused

processes.

We will communicate in line with our values

We will ensure that we are providing care that is evidence based

We will ensure that we are focused on outcomes for patients and that we are

benchmarking/peer reviewing ourselves against the ‘best in class’

v" We will ensure that we foster a culture of Quality Improvement

ANRNEN

With the above measures of success in mind, the following infographic details some of our
key achievements from the Quality Priorities for 2019/20:

2

Page 85 of 203



We are WHH & We are

P Q CPEfT of 203

fo make a aifter

1. Assurance and Quality Pledge progress

The QI Breakthrough Series
Collaborative was launched with the aim
to reduce serious harm falls within the
Trust. A reduction of 11.9% was noted
for inpatient falls for 19/20 compared
with the same reporting period for 18/19.

The Trust has achieved compliance against
Clinical Standard 2 of GIRFT (Getting it
Right First Time). We are now conducting
all Paediatric Reviews within 14 hours.

The Quality Academy has worked in
collaboration with the Innovation Agency's
Cheshire & Merseyside liaison. There are
several products that are of interest to
Women's Health, ED, Theatres and
Respiratory and the Quality Academy
facilitates meetings with the specialties and
the companies, The Innovation Agency, the
Clinical Lead for Innovation, Quality
Academy Manager and Trust Chief
Operating Officer will work together to
manitor progress of these new products and
assist with the operational implementation.

The Trust has made a formal commitment to
create opportunities for the participation and
invalvement of all groups (patients, families,
carers, staff, communities, advocates,
partners and other stakeholder groups). This
will ensure that ways and means to engage
are accessible to all and that all voices are
heard and views considered and
incorporated wherever possible in service
delivery, design and transformation through
the championing of co-production.

NHS|

Warrington and Halton
Teaching Hospitals

NHS Foundation Trust

The Quality Strategy contains Quality Pledges and the table below contains updates have been on

each of the pledges and an assurance levels has been assigned;

3
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Patient Safety Pledges

Pledge: A 20% reduction in serious harm falls for our patients who stay in hospital

Lead: Alison Kennah, Associate Chief Nurse - Patient Safety

Implementation Plan and progress to date:

The human cost of falling in hospital can be devastating and may lead to pain, injury, loss of
confidence, loss of independence and increased morbidity and mortality. Falling also has an impact
on quality of life.This pledge linked in with our Quality priorities for 2019/20 and 2020/21 where we

committed to achieve a 10% reduction in Serious Harm Falls by 2020 and a further 10% by the end of
2021.

The workstreams that deliver this pledge are monitored monthly at the Falls Steering group. An
overall summary of falls in 2019/20 is as follows;

® |nquarter 1, 2019/20 we re-launched the updated multifactorial documentation and

commenced QI Breakthrough series collaborative launch.

Multifactorial audit pro-forma was completed and an audit conducted in November 2019.

Ward based Patient Safety Champions identified for all areas with role description completed.
The first meeting was held in October 2019.

Quality improvement programme continued with collaborative learning session held in
September 2019.

Updated patient safety leaflet developed in collaboration with external partners.

Table 1 below is an extract from the Trust Integrated Performance Report and shows inpatient falls

for 2019/20. A reduction of 11.9% was noted for inpatient falls for 19/20 compared with the same
reporting period for 18/19.

Falls - Inpatient
120

100
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—=—F3lls Mean LCL ucL

How progress will be monitored and reported

e Trust IPR, Falls monthly steering group, PSCEC, Quality Committee

Pledge: 100% medicines reconciliation when patients come into hospital and promotion of safe
prescribing and administration of medicines

Lead: Diane Matthew, Chief Pharmacist

4
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Implementation Plan and progress to date:

Medication reconciliation is monitored by the Medicines Improvement Group that reports to the
Moving to Outstanding Steering Group.

The following changes have been made;

e Recruitment within Pharmacy

e Pharmacists are now available on wards

e Re-modelled weekend working as there are now a higher number of doctors working at
weekends

e Pharmacy have created a dashboard populated nightly to enable staffing resource to be
allocated according to apparent workload.

By making the above changes we have seen medication reconciliation rates increase throughout the
year, as seen in the table below;

Medication Safety - Reconciliation

0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
43556 43586 43617 43647 43678 43709 43739 43770 43800 43831 43862 43891 43922 43952

% Medication reconciliation Mean LCL UcCL

How progress will be monitored and reported

e Trust IPR, Medicines Governance group, PSCEC, Quality Committee

Pledge: A 10% reduction in Hospital Acquired Infections — particularly focusing on safe catheter
care and implementation of the Trust’s Urinary Tract Infection (UTI) pathway
Lead: Lesley McKay, Associate Director of Infection Control

Implementation Plan and progress to date:

Weekly email circulated with up-to-date information on cases by location & monthly dashboard.
Internal GNBSI reduction action group set up which meets monthly.

Gram Negative Collaborative driver diagram and action plan have been developed with the Quality
Academy with agreed tests of change. Focus of activity includes:-

= Aim to reduce use of urinary catheters — daily challenge in place
%+ Improvements to care of urinary catheters — review of all urinary catheter policies

5
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With regards to health care acquired infections (HCAI) during 2018/19, the Trust threshold was 0
cases of Meticillin-resistant Staphylococcus aureus (MRSA) bacteraemia and despite the continued
focus on managing HCAI; the Trust reported 2 cases of MRSA bacteraemia. In relation to Clostridium
difficile The Trust reported 49 hospital onset cases against the annual threshold of 44 cases. 14
cases considered avoidable, 15 cases unavoidable and 20 cases yet to be reviewed. Delay in case
reviews due to Coronavirus pandemic with meetings to be established as soon as reasonably
practicable.

The Trust also carefully monitors Meticillin-sensitive Staphylococcus aureus (MSSA) bacteraemia and
E. coli bacteraemia. The Trust reported 15 hospital onset cases of MSSA bacteraemia during the
financial year. This is a decrease of 2 cases compared to the previous financial year. These cases are
under review to identify any areas for care improvement. The Trust reported 46 hospital onset cases
of E. coli bacteraemia. Partnership working is in place across the health economy and the Trust is
working with community partners to progress the action plans. Work streams related to the
reduction of healthcare acquired infections continue with oversight at Patient Safety Sub Committee
and Quality Assurance Committee.

How progress will be monitored and reported

Trust IPR, Meeting minutes and action log — to monitor progress.

Actions not completed will are escalated to the Deputy Chief Nurse for discussion at 2:1 meetings
with the Chief Nurse, urinary catheter data and quarterly prevalence surveys (scheduled for June:
Sep; Dec & Mar), Male catheterization policy and competency assessment currently under review.

Pledge: 100% of patients having sepsis screening and being treated appropriately

Lead: Alison Kennah, Associate Chief Nurse - Patient Safety

Implementation Plan and progress to date:

e Obstetric, paediatric and adult sepsis policies unified into one sepsis policy. This has been
reviewed and approved by the sepsis steering group and policy review group and shared
across the trust via the Patient Safety and Clinical Effectiveness Sub-Committee.

e Developed a weekly audit of patients in receipt of treatment for Sepsis, to ensure they
receive the full bundle of care aligned to Sepsis 6. This weekly audit to be launched via
electronic sepsis bundle in July 2020. Retrospective data is collected monthly for sepsis
screening and treatment.

e Ward based education has been developed and delivered by the Patient safety champions in
relation to the Sepsis 6 in December 2019.

e  “Hot Topic” at Trust wide safety brief was delivered between 20th-24th January 2020.

6
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Blood culture training for wider nursing population has commenced via clinical education,
and emergency department education programme.

e Antimicrobial ward rounds continue twice weekly across the trust.

e Plan to embed the Sepsis Care Bundle pathway into the Trust electronic record keeping
system — the Patient Safety Team are currently exploring the use of electronic sepsis bundle
which they aim to launch in July 2020.

e The Trust have signed up to participate in the Advancing Quality programme, run by AqUA,
which supports Trusts to improve the reliability of their clinical practices and reduce
variation in the care of patients with Sepsis. The Sepsis improvement network from AqUA
supports delivery of the highest quality care to every Sepsis patient, every time across the
region. The interim target with AqUA is 75%, this is a national target set for all Trust’s within
the programme. We have input Quarter 3 and 4 data and by year end 19/20 the Trust had
achieved 68% of patients being screened against the 75% target. It is important to note that
there is a 2 months delay in national reporting for this dataset.

e |n 2020/21 the Patient Safety team have planned quality improvement work with AQUA to
address identified areas of improvement on latest performance.

e Sepsis training has been delivered via trust induction, AIM and ILS.

e The Patient Safety Team standardised the approach to the access and storage of screening
equipment across all wards and departments in 2019/20.

How progress will be monitored and reported

e Quality Dashboard, Quarterly Sepsis Steering group, PSCEC, Quality Committee

Pledge: 100% of patients to have a Venous Thromboembolism (VTE) assessment and to have
appropriate treatment

Lead: Alison Kennah, Associate Chief Nurse - Patient Safety

Implementation Plan and progress to date:

e The Trust policy has been streamlined in relation to VTE and shared across the Trust via the
Patient Safety and Clinical Effectiveness Sub- Committee.

e Targeted training utilizing simulation — this has been completing through the nurse
preceptorship programme, Aims, ILS. Formal VTE training has been added to medical
induction training which is due to commence August 2020. An E-learning module is also
available.

e Updated Patient Information is now available and in use across the Trust.

7
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¢ Risk assessment documentation modification complete to include 16yr old and above. This
has been approved by the VTE steering group and shared across the Trust.

e Root Cause Analysis process in place. RCAs are completed where any harm is caused and
Duty of Candour completed. Oversight of RCA by the Associate Medical Director for Patient Safety

e There are escalation processes in place and accountability for specialties to highlight any
concerns in relation to VTE assessments in their areas; this was reviewed by pharmacy and
shared at the VTE steering group. Oversight of any concerns by the Associate Medical
Director for Patient Safety

e The VTE Steering Group have revised the PE/DVT protocol; this is currently being reviewed
by the CCG.

e  GIRFT - Data capture commenced October 2019 planned to continue until March 2020.
However, data collection has now been extended until June 2020 due to COVID-19.

Venous Thromboembolism (VTE) — percentage of risk assessments undertaken

2019/2020 90.45% 90.40% 90.49% 86.66%
2018/2019 95.76% 95.02% 95.03% 95.58%

How progress will be monitored and reported

e Trust IPR, Specialty dashboards, PSCEC, Quarterly Thrombosis Group meeting.

Clinical Effectiveness Priorities

Pledge: Reduce DTOCs to no greater than 3%

Lead: Dan Moore, Deputy Chief Operating Officer

Implementation Plan and progress to date:

e Super Stranded Patients — we worked with our regulators to agree an improvement
trajectory which will see no more than 95 patients with a LoS over 21 days. Over the course
of 2019-20, we made incremental improvements and met our initial trajectory.

e  Work is well established having embedded NHSE’s Where Best Next philosophy in relation to
long lengths of hospital stay.

e The health and social care elements of the Discharge Team that are now fully integrated and
co-located under a single leadership structure accountable to both WHH and WBC and with
strong working arrangements with HBC.

e Daily Where Best Next ward rounds take place providing a flow and education offer in
supporting colleagues to understand the adverse impact of a long length of stay and
overcoming barriers to a safe and timely onward transfer from hospital.

e Daily Where Best Next meetings take place within the Discharge Team to ensure patients

8
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transfer to their next best destination without delay and to identify barriers that require a
different intervention or escalation.

e The Trusted Assessor approach has been embedded across care homes and intermediate
care adding value to the patient journey and also fostering stronger relations across our
health and social care community.

e Operational management and co-ordination of transfers into the intermediate care beds is
now led and overseen by the Discharge Team rather than remotely in the community; this
provides real time information on bed availability and planned transfers and has almost
eradicated delays in accessing intermediate care.

e Our intermediate care offer has also been complemented by the addition of residential
intermediate care beds and additional resource has been recruited to in the intermediate
care at home offer where people typically transfer home with 2-3 days of request.

e Towards the end of 2020, the new Community Rapid Response Service was launched; this
service aims to provide a community within 2 hours of referral and is also open to all
assessment functions in the trust to expedite a return home.

e Collaborative between NHSI and ESIS is complete across 5 wards who have adopted a Ql
collaborative approach to a raid improvement cycle of ward based initiatives to optimise
length of stay including the Red to Green approach to assessing value and a Ward Round
Accreditation programme focused on eliminating patient harms.

e ED Improvement Committee established
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Waekly trajectory for reducing 21+ LOS patients
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How progress will be monitored and reported

e Quality dashboard, Specialty dashboards, Quality Committee

Pledge: Reduce readmissions within 30 days for patients >65 to no greater than 12.5%

Lead: Dan Moore, Deputy Chief Operating Officer

Implementation Plan and progress to date:

e The baseline and review is yet to be established as it was to be reviewed in quarter 4, which
was impacted by COVID preparedness. In line with recovery the Trust will look to establish
this baseline metric and review performance against this standard within Qtr 2 2020/21. This
data is currently monitored for all patients and relates to readmissions within 30 days. The
new data capture which is currently being produced will capture >65 specifically.

How progress will be monitored and reported

e Quality dashboard, Specialty dashboards, Quality Committee

Pledge: Understanding variance in clinical outcome measures across all specialities, measure and
agree improvements

Lead: Gary Sutton, Quality Academy Manager and Hayley McCaffrey, Head of Clinical Effectiveness

Implementation Plan and progress to date:

The GIRFT (Getting It Right First Time) national programme has 44 specialties, service and cross
cutting work streams coordinated through regional implementation teams and supported by
national specialty reports. The Quality Academy manager and AMD for clinical effectiveness ensure

that all GIRFT programmes are directed through the quality academy and communication

10
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coordinated with the specialty teams required. This process is monitored on a high-level tracker.
Actions agreed with the regional (GIRFT) implementation manager and Trust specialties are inputted
on the specialty action plan and GIRFT action tracker and progress monitored. Failure to progress is
evaluated by the Quality Academy manager and AMD and escalated to the executive team or PSCE
committee if required.

Deep Dive Visits:

Deep dives are the bedrock of the GIRFT process. They provide the opportunity to have clinician to
clinician discussion and debate on the specialty’s own data to identify areas of good practice that
can be shared across the NHS via GIRFT and areas for improvement.

The Trust have had deep dive visits during 2019/20 for the following specialities:

GIRFT
Implementation
Team Visit

Observation
Notes
received

Improvement

D) f Visi
ate of Visit work initiated

Specialty

Breast Surgery December 2019 v
Cardiology August 2019 v v v
Critical Care November 2019

Endocrinologyi September 2019 v

Gastroenterology October 2019

Respiratory October 2019 v

Rheumatology October 2019 v v

Due to Covid-19 outbreak visits from the GIRFT Implementation Team have been postponed. GIRFT
are revaluating the best method to restart these, but it has been recognised that physical visits will
be replaced with virtual meetings via video conferencing. Variance updates following the deepdives
can be seen in Appendix one.

F. Recommendations
The Board of Directors is asked to note the report.
Appendix one

Variance following Deep Dives:

Specialty

Positive Variance

Negative Variance

Cardiology

Daily Consultant input and
24/7 cover is a model of care.

Inpatients and Outpatients’
waiting times are good and
well within the 18-week target.

Cardiology Outreach —
reconfiguration of bed base
facilitated improved outreach
capabilities to other specialty

Increase capacity of CTCA — work
with the network to make this the
default investigation for stable
chest patients.

Catheter Lab Utilisation — Review
utilisation as Cath Lab is not being
fully utilized. ACS patients should
be catheterized in a PCl-capable lab
by a PCl-capable operator.

Access to CMR — work with the
network to ensure adequate, timely
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areas.

access to CMR as current waits are
excessively long.

Operators’ diagnostic coronary
angiograms should perform a
minimum of 100 per year.

Develop nurse-led chest pain and
heart failure review clinics.
Develop physiologist or nurse-led
valve follow up clinics.

Work with the network to improve
access to 24/7 ECG.

Currently new to follows up is
higher than the national average.
Repatriate complex device follow
up from Liverpool Heart & Chest
hospital.

Endocrinology

The administrative support is
good with the longest wait for
patient letters at a 2-week
delay. There is a system to flag
any urgent letters which are
usually completed 24-48
hours.

There is lots of training
provided within the trust by
the one consultant

Coding

An investigation is required into the
coding of day cases as 32% of day
cases being coded to 300/302.
Secondary coding requires review
for both sites, particularly for the
Halton site as the coding figure is
below the national mean.

Ensure the level of secondary
diagnosis codes for endocrinology
day cases is reviewed when the day
cases are all classified correctly, as
the numbers will increase at that
stage.

Clinics

The current referral process
requires review as referral letters
are not being pre-screened
consistently. There are also issues
with the consultant receiving the
referrals in a timely manner. The
majority of the referrals are screen
by the consultant but the currently
process has led to referrals being
received late.

Pretesting needs to be increased for
completion before the clinical
appointment, which would reduce
capacity issues and increase
efficiency.

It is recommended that the
remote/virtual clinics are increased
to further reduce capacity issue and
the recruitment of specialist

12
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endocrine nurse could facilitate this.

e Anincrease of the administration
service/support is recommended to
fully adopt the process of sending
the patient results by letter.

Capacity

e More endocrine sessions are
required as there is a significant
capacity problem for follow ups
appointments with a five month
wait.

Specialist Endocrine Nurse
e Recruitment of an Endocrine

Specialist Nurse(s) is highly
recommended to reduce the
backlog of follow up appointments
and improve clinic capacity issues. .

Thyroidectomy and parathyroidectomy
The Endocrinologists are not involved in
the MDT, which seems to work but this
is unusual.

On the whole the numbers of surgical
thyroidectomies are low at 27 and
thyroid cancer is referred to the
regional cancer services. Parathyroid
surgery is completed at the Trust with
23 completed between 2 surgeons.

e There is no thyroid bleed protocol in
the wards for thyroidectomy
patients, which needs to be
implemented.

o The thyroid non-malignant figure is
27, which is low.

e The incidence of hypocalcaemia
following thyroidectomy for
endocrine reasons is unknown and
it is recommended to gain this data
for review.

e The length of stay and complication
rate from the data provided for
parathyroidectomies is longer than
the national average, which requires
review.

Adrenal

13
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Patients with known adrenal
insufficiency should be given
hospital prescribed injection kits
consisting of hydrocortisone sodium
phosphate, a needle and syringe.

Obesity Services

The obesity service is currently
commissioned through the community
and patients referred back to GP. This is
provided in Warrington by a private
company.

Quantity and cost of long acting
somatostatin analogues

It would be worth exploring the
price differences between
Octreotide and Lanreotide with
Procurement/Pharmacy
Department(s) to ensure that the
lowest cost is achieved.

Respiratory

The organisation has
standardised the use of the
NIV machines across the site
which demonstrates good
practice for consistent and
efficient use.

The flu vaccination uptake rate
is higher than the England
average at around 85.5%. The
high uptake rate is achieved by
a comparative competition
between the business units
with an added incentive of a
pen and the flu fighter shield.
Full Pulmonary Function Tests
(FPFT) is captured well.

Within the outreach
respiratory service there is an
integrated respiratory team,
where the staffing resource is
externally funded delivering
physio and rehabilitation. This
is to be captured by the GIRFT
Implementation Team as this is
an efficient way of delivering
respiratory care across
boundaries.

There is a process of

Audit & Data
The Trust have returned all the BTS
Audits apart from emergency oxygen.

It is recommended to implement
coding training for junior respiratory
doctors, perhaps at a journal club to
ensure the accuracy of coding is
improved.

The Trust should consider a
nominated respiratory consultant
taking responsibility as a
department coding lead.

Respiratory Department Level —

Given that only around 40% of the
acute respiratory activity is coded to
Respiratory Medicine, there needs
to be a greater input of respiratory
services into the Trust.

The overall length of stay for
respiratory patients within the
respiratory department and more
importantly, from the DZ chapter
activity, is high at 8.5 days
compared with an England mean of
6.6 days.

The new to follow up ratio is higher
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appropriate conversations and
management around end of
life with the ITU (not going into
ITU). The Trust are to share
this with the GIRFT
Implementation Team.

There is an externally funded
prescribing smoking cessation
service delivered by the
community by in reach at 2
sessions per week, which will
be captured by the GIRFT
Implementation Team.

There are robust practices
around partial booking that
prevent patients being “lost”
or “cascaded” through the
outpatient system

the England average at 1:3.3, which
was attributable to the mechanism
within the EPR system there is
assurance that this is being
reviewed.

Workforce

There is a low number of Respiratory
Medicine Consultants giving a DDC per
bed ratio of 1.0. There are 4 weekly
sessions in the community. There is no
daily ward and no dedicated asthma
nurse.

e Itis recommended to run a hot
clinic twice a week to support the
community team and to prevent
admissions.

Diagnostics

e The environment in which the
physiology team we were informed
fails to meet the national ARTP
standards around space.

e Fractional concentration of exhaled
nitric oxide (FeNO) testing is not
available, which for a significant
activity in asthma is not acceptable
practice and needs to be rectified.

Sleep Medicine

Sleep services are provided with 1,700
patients on CPAP and the time to
initiation is 8 weeks.

Non-invasive ventilation service

It is strongly recommended to review
the NIV services to ensure they meet
the NCEPOD and subsequent BTS
standards.

A system re bed protection needs to be
agreed to ensure the appropriate
patients are selected for these specialist
beds and that inappropriate patients
are not placed on the NIV unit.

Pleural Disease
There is a high LoS at 19 days for
pneumothorax vs 11 days that requires

15
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an audit to determine the reasons why.
The infrastructure is inadequate to run a
comprehensive pleural service with only
1 DCC and no supporting nurse
infrastructure.

Asthma

e A 1.0 WTE Band 6/7 asthma nurse is
required for the asthma service. The
LoS is high at 6.8 days and the
readmission rate is high in
respiratory medicine compared with
the England average.

e Additionally, an asthma nurse would
allow development of specific nurse
led clinics for early review (NICE
recommendation) and likely to
reduce the high 30 day
readmissions. This would reduce the
pressure on consultants to see such
patients and thus increase
consultant clinic capacity.

Pneumonia
There are high admissions for
pneumonia which is in the top quartile.

Chronic Obstructive Pulmonary Disease
(COoPD)

As there is a high readmission in
patients discharged from under care of
the elderly a more proactive approach
may be worth trialling to see if nurse in-
reach to these wards to access this
patient population may improve care
and lead to reduced readmissions.

Rheumatology

The Referral to Treatment
times for Rheumatology
specialty has reduced; this is
due to a very good urgent
referral pathway and
investment in consultant
staffing

There is in-house succession
planning and training for staff
with progression of bands.

Out-patient joint injection

procedures are well recorded;

the unit have forms used to

e Thereis need for the trust to
address the workforce and capacity
challenge. Waiting times are
currently high with backlogs in both
new and follow-up patient booking.

e The department would benefit from
reviewing the skill-mix of the team
to consider potential of other staff
types e.g. administrative staff,
physician associates, to
complement the existing disciplines,
particularly where there are
recruitment difficulties.
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record these outpatient
procedures.

Joint injections are being
undertaken in outpatient
clinics as opposed to the day-
case unit which is more
convenient for patients.

The day-case unit is a nurse-
led service and patients are
not routinely seen by medical
staff, which is good and
efficient practice. The nurses
are also trained in non-cancer
chemotherapy. A
rheumatology consultant is on-
call for emergencies and there
are neighbouring wards should
the team not be able to
engage the on-call
rheumatologist promptly.

The department has benefited
from gain share for switching
to biosimilars. The rate of
switching to biosimilar drugs
was rapid.

There is a fairly robust system
in place for DMARD monitoring
in the community with follow-
up patients.

A dedicated clinic for early
inflammatory arthritis has
recently been established on
each site with access to
ultrasound.

Good amount of research
getting through; will be able to
do more with support.

The early arthritis pathway does not
currently meet NICE targets in the
National Early Inflammatory
Arthritis Audit. This should be a
departmental and Trust priority.
Patients meeting criteria will be
eligible for the Best Practice Tariff.
The GCA Pathway, as in many
Trusts, needs to be reviewed as
there is currently delay in seeing
these patients to avoid potential
life-changing complications.
Length of stay for inpatient
admissions with acute hot joints
is high in the trust compared to
average: if this is consistent the
rheumatology department may
be able to help improve inpatient
pathways.

Update on action plans for 2019/20

. . Not Yet In
Specialty Total Actions Started et Complete Overdue
Cardiology 12 11 1
Diabetes 18 16 2
Emergency Medicine 8 8
ENT 1 1
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General Surgery 24 7 4 13
Hospital Dentistry® TBC

Obstetrics & Gynaecology 19 19
Ophthalmology 9 1 8
Orthopaedics 4 4

Paediatric General 9 5 2 2
Surgery

Radiology 10 6 4

Urology 18 10 8

The Urology implementation plan has been incorporated into the action plan, from November 2019,
that underpins the Urology Improvement work that is on-going within the Trust and being chaired by
the Deputy Medical Director.

There are occasions where the number of actions recorded against a specialty will increase following
the publication of a national report associated with the specialty. These national reports provide a
national overview following deep dive visits and benchmarking of data sets and will then provide
several recommended actions for Trusts to implement. Due to timing, there have been instances
where the national report actions and actions identified have been available and agreed at the initial
meeting with the GIRFT Implementation Manager and Trust staff. The process was for the GIRFT
Implementation Manager to meet with the team on a regular basis to monitor completion of the
actions, alongside the Trust GIRFT team, and offer support by acting as a broker between Trusts in
terms of best practice.

However, following on from a reduction in the number of implementation managers, they will now
attend the deep dive meeting and a follow on meeting to agree the actions. Afterwards it is up to
the Trust GIRFT Team to monitor the actions as it was doing prior to the implementation managers’
arrival. The implementation managers will visit the Trust on a more regular timetable if they
consider the actions to be high risk and/or progress is limited.

Specialty level overview

Cardiology

Assurance Level: Green — all actions in date and progressing

The specialty had a deep dive visit in August 2019 and received the observation notes from GIRFT in
October 2019. Since receiving them the CBU have been proactive and identified a series of actions
that they would like to take forward (please see action plan for details). The specialty is to meet
with the GIRFT Implementation Manager to agree any additional actions as required.

Diabetes

Assurance Level: Green - all actions in date and progressing

The specialty had a deep dive visit in March 2019 and received the observation notes from GIRFT in
April 2019. Since receiving them the CBU have met twice with the GIRFT Implementation Manager
and completed two actions. The CBU have requested that some of the remaining actions that are
due during October are put back to January 2020 due to business planning and internal governance
reorganisation. The actions have been risk-assessed and are all low risk; therefore, this has been
agreed with the WHH GIRFT team.

! GIRFT Implementation Manager has changed several times for this specialty. Waiting to hear back who the
new implementation manager is so we can arrange a meeting.
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Emergency Medicine

The specialty had a deep dive visit in November 2018 and received the observation notes from GIRFT
in January 2019. Since receiving them the CBU have met twice with the GIRFT Implementation
Manager to agree a set of actions. It was identified and subsequently acknowledged by GIRFT that
the data sets used to benchmark ED were outdated (2016/17) and that ED were aware of the
historic issues and had implemented actions to rectify these. There are eight actions, sitting with
GIRFT, that are currently overdue and a request for an update had been sent to GIRFT
Implementation Manager to ascertain their current progress in October 2019. The Implementation
Manager has left GIRFT and is waiting for a replacement to be identified. In November 2019, GIRFT
replaced the Implementation Manager and a request was sent regarding an update on progress with
the eight outstanding actions. The Trust GIRFT Team was informed in December that GIRFT’s BI
Team were currently working on Acute & General Medicine work streams and would contact the
team with an update. The Trust GIRFT Team has contacted the Implementation Manager in January
and May 2020 for an update and was advised that the Bl team are not in a position to run data due
to national projects on-going. There is no local Bl team for the GIRFT regional hubs and so we are
reliant on a gap for the Bl team to run data report.

ENT

Assurance Level: Green - action completed with others to be added

The specialty had a deep dive visit in March 2018 and received the observation notes from GIRFT in
May 2018. There was a positive report from GIRFT and one action was identified which has been
completed. There has been a national report published for ENT GIRFT in November 2019 and a
meeting has been set up in February 2020 to look at what recommendations require
implementation locally.

General Surgery

Assurance Level: Red - 13 actions overdue and require a progressupdate
The specialty had a deep dive visit in June 2018 and received the observation notes from GIRFT in
August 2018. Since receiving them the CBU have met with the WHH GIRFT team twice and have
completed four of the actions. They met with the GIRFT Implementation Manager to agree the
national and local actions in April 2019. The Trust GIRFT team have contacted the Specialty twice
requesting an update. This has now been escalated to the Medical Director.

Hospital Dentistry

Assurance Level: Assurance Level: Green - all actions in date and progressing

The GIRFT Implementation Manager has changed twice since the deep dive meeting held in
December 2018, therefore we have been unable to meet with the team and GIRFT. A meeting was
arranged for October 2019, but this was cancelled due to the replacement manager leaving GIRFT. A
meeting took place in February 2020 with the new GIRFT Implementation Manager and an
implementation plan agreed.

Obstetrics & Gynaecology

Assurance Level: Green — all actions complete

The deep dive visit was held in December 2017 and the observations notes received in February
2018. The actions nineteen actions formed part of the Maternity improvement work undertaken by
the Trust during 2018 and early 2019. All of the actions have been completed.
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Ophthalmology

Assurance Level: Green - all actions in date and progressing

The specialty had their deep dive visit in March 2017 and the observation notes were received in
May 2017. To date, the specialty has met three times with the WHH GIRFT team to monitor
progress and have closed eight of the nine actions identified. The latter of the three meetings was
held in May 2019 with the GIRFT Implementation Manager in attendance. The remaining action has
been partially completed but meeting the suggested 7 cataract patients per session is difficult due to
patient complexity.

Orthopaedics

Assurance Level: Green - all actions are complete

The specialty held their deep dive meeting in September 2017 and the observation notes were not
received until March 2018. To date the specialty has met with the WHH GIRFT team once and the
four recommendations identified have now been completed.

Paediatric General Surgery

Assurance Level: Red — 2 actions overdue requiring a progressupdate
The Trust lead for Paediatric Surgery attended a regional GIRFT deep dive meeting at Alder Hey
where the benchmarked data was discussed. A meeting was held in April 2019 with identified Trust
staff (Paediatrics and General Surgery), WHH GIRFT team and GIRFT Implementation Manager to
agree the implementation plan. Two of the nine actions have been completed with the remaining
seven progressing. This has now been escalated to the Medical Director.

Radiology

Assurance Level: Green — all actions in date and progressing

The deep dive visit was held in December 2018 and the observation notes received in March 2019. A
meeting was held with the WHH GIRFT team, specialty and GIRFT Implementation Manager to agree
the recommendations to be implemented.

Urology

Assurance Level: Amber — There are actions overdue, but a plan is in place to progress

The specialty had their deep dive visit in March 2017 and the observation notes were received in
May 2019. The WHH GIRFT team have met with the specialty twice to monitor progress and close
fourteen of the seventeen actions. The team have also met a further three times with the GIRFT
Implementation Manager in attendance. At the last meeting held in July 2019, a refreshed data set
from HES? was provided to highlight that several issues originally identified in March 2017 were still
apparent. A new action plan was developed and agreed with GIRFT and this has been incorporated
into the Urology Improvement work that is on-going within the Trust and being chaired by the
Deputy Medical Director.
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QAC/20/07/101

Medicines Management and Controlled Drugs
Annual Report

7 July 2020

Diane Matthew, Chief Pharmacist

Alex Crowe, Executive Medical Director

SO1: We will... Always put our patients first through
high quality, safe care and an excellent patient
experience.

1. Aseptic Service overview highlights the approach
taken to provide aseptic products and the gaps
magnified by COVID-19 that the Trust may wish
to consider.

2. Medicines Information Services continue to
support the specialist medication information
needs of clinical staff and provide an information
service utilised by patients

3. Pharmacy procurement staff work tirelessly to
ensure the continuous supply of routine and
urgent medication needs of patients in the most
cost-effective manner available. This has never
been more evident than during COVID-19 when
supplies of critical medicines were at times kept
to a maximum stock of 4 days. Minimising waste
continues to be an important approach to keeping
medicines costs down

4. The Trust implemented EPMA across the majority
of wards during November 2019. The Pharmacy
and IT teams plus agency staff provided floor-
walking staff 24/7 to support clinical teams during
this critical change period.

The Pharmacy admissions service to ED was
successfully commenced in November 2019 and
the first phase of the business was completed in
January 2020. Significant improvements resulted
in the timeliness of medicines reconciliation,
supply of medication to patients, use of patient’s
own medication and the service received positive
feedback from the ED team. Changes arising
during COVID-19 required a re-think of service
delivery and staff were re-deployed to wards to
undertake admissions work and provide
pharmaceutical support for the ward clinical

1
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teams. Close monitoring of VTE risk assessment
completion was undertaken by Pharmacy staff
given the clotting issues detected in COVID-19
patients during the pandemic, allergy status,
antibiotic selection, therapeutic drug monitoring
were closely checked, timely medicines
reconciliation (MR) was driven to assist in
ensuring medicines governance/safety was
maintained. Tight control of staff ward resource
allocations together with lower admission and
discharge levels and staff overtime at weekends
enabled the Trust to achieve medicines
reconciliation levels possibly second to none in
the country and with this enhanced patient
medication safety.

Medicines Governance Committee work
continues to ensure that NICE Guidance, Policies
and Guidelines are scrutinised carefully before
introduction, some of this work continued with
email sign off during COVID-19. The Medicines
Governance Committee meetings are re-
commencing in July 2020.

The Trust continues to perform well against
Model Hospital Pharmacy indicators (see
Appendix) and has contributed to top 10
medicines savings by achieving over £1m savings
for 3 consecutive years. Areas for review
improvement in the coming year are listed in the
body of this report.

Medication incidents are reviewed by the
Medicines Safety Officer and Pharmacy senior
staff contribute to 72 hour reviews and serious
incidents involving medicines. Quarterly Reports
are submitted and reviewed at Medicines
Governance Committee and learning is shared
and actions implemented to improve safety. Close
working between the MSO and Medical Education
Pharmacist has improved the communication of
safety information to junior medical staff with
regular safety updates at educational sessions and
handovers.

The Trust is currently performing well in terms of
MHRA adverse drug reaction reporting levels
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Information Approval To note Decision
v v

The Committee is asked to consider / approve the
proposed areas of review / improvement.

Committee Not Applicable

Agenda Ref.

Date of meeting

Summary of Outcome

None

Release in Full

Choose an item.
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Medicines Management and QAC/20/07/101
Controlled Drugs Annual Report

Aseptic Services
In June 2014, Lord Carter of Coles became Chair of a the NHS Procurement & Efficiency

Board to direct the NHS Procurement & Efficiency Programme and its portfolio of projects
which included a review of hospital pharmacy and medicines optimisation in the work of the
Board. In September 2014, Dr Keith Ridge, Chief Pharmaceutical Officer joined the NHS
Procurement & Efficiency Board and became chair of the Hospital Pharmacy and Medicines
Optimisation Project (HoPMOp).

In the final report1 in February, 2016, Lord Carter stated that the NHS could save at least
£800million through transforming hospital pharmacy services and medicines optimisation
and made recommendations for transforming hospital pharmacy services and medicines
optimisation.

Within the report there was a recommendation that Aseptic Service provision was an area
that required review and new ways of thinking to improve delivery and maximise
efficiencies.

Within Cheshire and Merseyside and Nationally, aseptic services was considered to be an
important area for review and a National survey of aseptic service provision was conducted.
Since then, limited progress has been made in determining an overarching aseptic service
strategy.

The Trust has a 20 year old Aseptic Unit and has operated with limited staffing resource
since the Radiopharmacy closed. In keeping with the ethos of working collaboratively with
St Helens and Knowsley NHS Trust (StHK) and the recommendations of Lord Carter of Cole,
the Trust’s parenteral chemotherapy, biologic and total parenteral nutrition needs are
currently provided by a combination of StHK, homecare and approved private sector
providers.

The Trust has a gap in relation to the provision of some pre-prepared products for which
suppliers have not yet been identified. This has been highlighted within the Cheshire and
Merseyside healthcare partnership Pharmacy forum. During COVID-19 we re-visited external
options and were able to source additional pre-prepared products to support intensive care

! https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity A.pdf
4
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in particular however this has highlighted differences in ways of working in relation to use of

pumps and syringe drivers that warrants further discussion within the Trust.

Medicines Information Services
The WHH medicines information service is audited on behalf of Specialised Pharmacy
Services by the North West Medicines Information service.

This service supports healthcare professionals with evidence-based answers to medication
related problems and a medicines hotline for patients. Of the 637 enquiries in 2018/19, 44%
were raised by patients and 56% were raised by healthcare professionals.

Procurement and Supply Services
Pharmacy procured £15,440,077 of medicines in 2018/19 and £14,996,264 of medicines in
2019/20.

The Trust has a focus on minimising waste and assessing and recycling Trust medicines that
are suitable for use is one of the important ways that this is achieved by Pharmacy. In
2018/19 the amount of stock Pharmacy credited was £787,477, and in 2019/20 the amount
credited was £855,299.

Ward Pharmacy Services

Two major changes have impacted on Ward Pharmacy this year, the roll out of electronic
prescribing and medicines administration (EPMA) in November 2020 and the introduction of
the extended service to patients being admitted to hospital that also commenced in
November 2020.

The implementation of EPMA required the scheduling and provision of intensive support
from senior Pharmacy staff members to aid the rapid acquisition of skills by ward based staff
and minimise risks to patient safety during this major change programme.

The implementation of EPMA radically altered the way that Pharmacy staff worked at ward
level requiring considerable thought as to how to optimally use the different parts of the
EPR when reviewing patients who are newly admitted or being discharged. Refining the
approach is ongoing. Time was dedicated to reviewing the use of the system by staff in the
early part of the COVID-19 period to ensure that staff time was being used maximally.

The introduction of a Pharmacy admissions Service within the emergency department was
undertaken as a result of a three phase business case approved by the Trust intended to
support required patient medication safety improvements through timely medicines
reconciliation, reduction in omitted and delayed medicines and also to reduce medicines
waste.

Recruitment and training was undertaken prior to the launch of the ED admissions service in
November and Phase One roll out was completed in January 2020. This provided two shifts
at weekends and a late shift on Fridays and Mondays. The improvements in medicines
reconciliation data can be seen in a later section of the report.

5
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Medicines Governance Services

Medicines Governance activities are reviewed by the Trust Medicines Governance
Committee. The Medicines Management Pharmacist ensures that NICE Guidance is
reviewed and those relating to medicines are implemented in a timely manner. The
Medicines Management Pharmacist recently retired, this work has been taken up by the
senior pharmacist team whilst a new member of staff is recruited.

The work encompasses the following activities:
1. New product review and introduction (non-NICE & NICE)
2. Published NICE Guidelines/Technology Appraisals assessment and review
3. Review & internal communication of monthly NHSE Communications with actions as
appropriate
Area Prescribing Committee and Trust Formulary reviews
Trust Guidelines/Patient Information Leaflets/Templates containing medication
information assessment and review
Patient Group Directions-assessment & review
Unlicensed medicines risk assessments and assurance
Antimicrobial stewardship
VTE chemical prophylaxis
10 Risk register: Risks relevant to Medicines Governance
11. Controlled drug & Local Intelligence Network (CD LIN) input and quarterly reports
12. Medicines Safety
a. Quarterly Incident Reports
b. MHRA Monthly Drug Safety Update: impact assessment
c. NHSI Patient Safety Alerts involving medicines: relevance/impact assessment
and
d. Nurse/Pharmacist medicines safety activities
i. Staff education and training
ii. Support for staff who have made a medication error
iii. Review of medication incidents
iv. Partnership for Patient Protection work
v. Audits

v ok

©® o

MEDICINES OPTIMISATION

Over 50 medicines related audits were completed during the year. This includes Audits
relating to Safe and Secure Handling of Medicines, Controlled Drugs, Antibiotic Point
Prevalence, Pharmacist Interventions, Wholesaler Dealer Authorisation.

1. Extrapolating from Pharmacist Intervention Audits, around 25,000 patient safety
interventions are undertaken by clinical pharmacy teams mainly in relation to
inpatient activities.

2. Service developments to improve medicines optimisation include extension of the
role of the ward pharmacy technician to undertake drug histories and administer
medicines and the implementation/ extension of the use of IT for electronic transfer
of discharge information to Community Pharmacy and the roll out of electronic
prescribing and medicines administration.

6
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3. Of the £15.3m medicines procured and issued by Pharmacy 98% was issued to Trust

cost centres. WHH Trust related pharmacy transaction activity accounted for 97% of
the 380,480 transactions made.
4. Overall Trust medicines expenditure (PbR included and excluded) reduced by 2.9% in
2019/20 against an increase in transactions of 4.3%.
5. The Trust performed well against the majority of Model Hospital parameters (see
Appendix 1). Areas for improvement and continued effort include:
a. completion of the EPMA roll out to all wards,
b. implementation of electronic outpatient prescribing,
c. identification of how medicines can be supplied to patients who are seen
using virtual media,
d. re-submission of the pharmacy transformation business case for phases two
and three,
review of aseptic services,
f. improve the use of antibiotics/antifungals through effective antimicrobial
stewardship strategies,
g. improve Trust performance against the medication questions in the National
Inpatient Survey

MEDICINES/CONTROLLED DRUGS/SAFETY

Medicines Reconciliation

Medicines reconciliation (MR) figures include adult, children and maternity admissions and
are generated from Lorenzo discharge data. National Guidance and therefore CQC scrutiny
only relates to adult services however during the last inspection, the CQC were impressed
that the Trust was also monitoring medicines reconciliation data for children and the
potential for this to reduce the overall % when comparing data with other Trusts.

Only 68% of medicines reconciliations were achieved in 2018/19 with around 25% occurring
within 24 hours of admission. A similar picture can be seen in the early months of 2019/20.
This figure was unacceptably low, improving this formed part of the expectations of the
Pharmacy Transformation Plan and a business case was prepared. Following the approval of
Phase One of the business case, staff consultation and recruitment took place. The
consultation was completed in September 2019 with the exception of reviewing individual
cases of need. Recruitment and training were largely completed by November 2019 and the
Pharmacy admissions service was introduced in the emergency department (ED) alongside
the roll out of EPMA (electronic prescribing and medicines administration) at the beginning
of November 2019.

Initially the service comprised of one shift on each weekend day, gradually this increased to
one late ED shift on Fridays and Mondays and one early and one late shift on each weekend
day by January 2020. From the table it can be seen that as the service extended there was a
stepwise improvement in the percentage of medicines reconciliations completed within 24
hours (expected as the service was brought closer to the start of the inpatient episode by
the introduction of the late Friday and weekend shifts) the % MR total increased in
November and then plateaued (expected as this is more of a reflection service capacity).

7
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In late March 2020, the COVID-19 Command and Control period commenced. Pharmacy
ways of working were adapted to the changing ED and Ward environment. On 25 March
2020, Pharmacy Command and Control took over staffing rotas and an early morning daily
ward by ward activity (workload) analysis commenced to inform allocation/re-distribution of
staff to rotas. Rotational staff were retracted from Halton, staff cancelled annual leave,
activities prioritised indirect and direct patient related work, all staff who could work on
wards were re-directed towards ward activities and staff training was intensified. This
allowed the service to increase staffing levels on wards. From Easter onwards, the staffing
levels provided to wards at weekends (on ward admissions service) was increased using
volunteers. This enabled the weekend Pharmacy service to complement and cope with the
increase in prescribing activity anticipated from the increase in medical staffing that
occurred from that point in time. Around this time, the staffing for the ED service was re-
directed to wards. This reflected the changing activity and turnaround times within ED and
the need to prioritise other service users/inpatients.

Table of Medicines Reconciliation Data for all inpatients (adults and children) with a length
of stay greater than 24 hours showing the impact of introducing weekend / extended ED

admission services and of service changes and activity changes during COVID-19
%

Medicines Medicines Paftients
. with
Reconciled not .
oy . medicines
within reconciled -
<24hr of during 1o .
o . reconciled
admission admission X
during
admission
Activity % Activity %
Apr-19 530 29% 1282 71% 515 29% 1747 Recruiting
May-19 433 22% 1247 64% 691 36% 1797 Recruiting
Jun-19 462 25% 1280 68% 592 32% 1938 Recruiting
Jul-19 525 26% 1401 70% 589 30% 1872 Recruiting
Aug-19 513 29% 1280 73% 483 27% 1990 Training
Sep-19 517 29% 1277 71% 523 29% 1763 Training
Oct-19 557 30% 1345 72% 525 28% 1800 Training
Nov-19 741 39% 1513 81% 363 19% 1870 ED service launched
Dec-19 979 51% 1559 81% 375 19% 1876 Service extended
Jan-20 1075 56% 1611 84% 317 16% 1934 Service extended
Feb-20 1014 56% 1488 82% 328 18% 1928
Mar-20 1045 60% 1511 80% 236 14% 1816 COVID-19-Pcy C&C

8
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The impact of implementing the above was successful in maintaining the number of

medicines reconciliations completed within 24 hours. The reduction in inpatient admissions
had a positive impact by reducing the denominator and thus increasing the apparent % of
MRs completed within 24 hours and overall. Nevertheless an overall improvement was
shown in the reduction in the %MRs completed beyond 24 hours, this reflects the success of
increasing the staff hours worked on wards at weekends by volunteers.

Whilst undertaking MRs is a vital patient safety initiative in relation to patients receiving
their correct regular medication on admission (where appropriate) medication review is not
a process unique to admission. All Pharmacy interventions and clinical advice provided from
admission to discharge drive medication/patient safety and timely intervention by Pharmacy
staff provides the Trust with greater assurance that medicines will not harm patients during
their inpatient stay. Intervention evidence collated from the increased weekend ward
pharmacy activity during COVID-19 suggests maintenance of such a service post-COVID-19
would be sensible if possible.

Medication Incidents

Table showing Quarterly Medication Incident Data for 2018/19 and 2019/20
Number of incidents by harm classification

Level 2 Level 3 Level 4
Level 1 (Minor (Moderate (Major Level 5
Year Quarter (No harm) harm) harm) harm)  (Catastrophic)
18/19 Q 194 174 (90%) | 19 (10%) 1 (0.5%) 0 0
18/19 Q2 301 286 (95%) 14 (5%) 1(0.3%) 0 0
18/19 Q3 268 268 (93%) 18 (7%) 0 0 5% (0.4%)
18/19 Q4 302 283 (94%) 20 (7%) 3(1.0%) 0 0
19/20 Q1 268 240 (90%) 25 (9%) 3(1.1%) 0 0
19/20 Q2 323 299 (93%) | 24 (7%) 0 0 0
19/20 Q3 319 302 (95%) 17 (5%) 0 0 0
19/20 Q4 276 | 245(89%) | 30(11%) | 1(0.4%) 0 0
20/21 Q1 1 0 0
*Patient death not deemed to be associated with the medication
issue

The Medication Safety Officer or a senior pharmacist attends 72 hour reviews involving
medicines and take part in serious incident investigations and the production of
reports/approval/delivery of agreed actions.

The MSO completes and presents a quarterly report of Medication and Controlled Drug

incidents at the Medicines Governance Committee. This report includes a summary of
agreed actions/progress.

Topics/areas being monitored include:

9
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Safe and secure handling of medicines in particular controlled drugs

Omitted and delayed medicines
Critical medicines
Medicines frequently occurring in medication related incidents:
a. Anticoagulants
b. Diabetic medication
c. Opiates
d. Antimicrobials
Partnership for Patient Protection analyses have been used to support the development of
medication safety improvement approaches within these areas.

PwwnNpeE

A task and finish group called the Medicines Improvement Group was also established last
year to monitor and progress medication safety initiatives.

Pharmacy provides regular communications on medication safety at Safety Huddles and at
Medical/Surgical Handover and provision of Safety Alerts where appropriate is an
embedded process. Pharmacy has delivered several Topic of the Week sessions to
communicate medication safety messages.

Education and training related initiatives involving collaborative working between the MSO,
the Medical Education Pharmacist and supported by members of the Pharmacy team
include:
1. EPMA intravenous Sequence training with a particular focus to encourage
prescribers to use this functionality.
2. Walkabouts and regular attendance at medical/surgical handovers for
communication of medication matters
3. Presentation to the Elderly Care journal club where CBU specific errors/EPMA
updates/Critical medicines were discussed
4. FY1 training included:
critical and omitted medicines training
Introduction to anticoagulation and discussion of incidents
FY2 training included:
Refresh of anticoagulation knowledge and discussion of incidents
Preparation of AHCH resources to support safe practice of rotatating medical staff
Working with FY2s to introduce a formal structure to reflect on medication related
practice / incidents for the foundation programme in collaboration with StHK
8. In March: provision of IV training and EPMA training to support redeployment of
nursing staff
9. Publication of Safer Times newsletters
10. Production of a Prescriber Medicines Handbook

Noe ue
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Adverse drug reaction reporting provides a measure of the medicines safety culture. Within
the Trust support with reporting is provided by the Medicines Information Service within
Pharmacy. Yellow card reporting is incorporated into medical student and junior doctor
training.

Yellow card adverse drug reaction reporting for Quarter 4 is showing an improved position
for the Trust, moving up to 7t position (see table above) with 57 yellow cards submitted.
When the yellow card data is analysed in relation to activity (HES x100,000), the Trust
moved up the rankings into 4" position (see table below).

In relation to yellow card submissions within Primary Care, NHS Warrington CCG is ranked
second (n=17) behind NHS Wigan CCG and NHS Halton CCG is ranked fourteenth (n=2).

Secondary Care trust reporting per HES (x 100,000) reporting January — March
2020 (HES is 2018/19 data)

11
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Salford Royal NHS Foundation Trust

Wrightington, Wigan and Leigh NHS Foundation Trust
Aintree University Hospitals NHS Foundation Trust
Warrington and Halton Hospitals NHS Foundation Trust
The Clatterbridge Cancer Centre NHS Foundation Trust
St Helens and Knowsley Teaching Hospitals NHS Trust
Wirral University Teaching Hospital NHS Foundation Trust
Countess of Chester Hospital NHS Foundation Trust
The Pennine Acute Hospitals NHS Trust

The Walton Centre NHS Foundation Trust

Alder Hey Children's NHS Foundation Trust

Bolton NHS Foundation Trust
The Christie NHS Foundation Trust

Blackpool Teaching Hospitals NHS Foundation Trust
University Hospitals of Morecambe Bay NHS Foundation Trust
Liverpool Heart and Chest Hospital NHS Foundation Trust
East Lancashire Hospitals NHS Trust

East Cheshire NHS Trust

Tameside and Glossop Integrated Care NHS Foundation Trust

The Royal Liverpool and Broadgreen University Hospitals NHS Trust
Manchester University NHS Foundation Trust & Trafford General (830)
Southport and Ormskirk Hospital NHS Trust

Mid Cheshire Hospitals NHS Foundation Trust

Liverpool Women's NHS Foundation Trust

Lancashire Teaching Hospitals NHS Foundation Trust

Stockport NHS Foundation Trust

1. Continue to improve against Model Hospital parameters Areas for improvement and
continued effort include:

a.
b.
c.

g.

completion of the EPMA roll out to all wards,

implementation of electronic outpatient prescribing,

identification of how medicines can be supplied to patients who are seen
using virtual media,

re-submission of the pharmacy transformation business case for phases two
and three,

review of aseptic services,

improve the use of antibiotics/antifungals through effective antimicrobial
stewardship strategies,

improve Trust performance against the medication questions in the National
Inpatient Survey

2. Continue to monitor medication safety and implement safety measures where
needed

12
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The above actions are in keeping with the delivery of the Trust’s quality, people and
sustainability objectives

1. The Trust progress is monitored by NHSE/I/X via the Model Hospital Dashboard.
2. The Trust has a program of audits the results of which are reported at Medicines
Governance Committee

As per Medicines Governance Committee recommendations and approval by Patient Safety
and Clinical Effectiveness Committee

As per Medicines Governance Committee recommendations and approval by Patient Safety
and Clinical Effectiveness Committee

As per Medicines Governance Committee recommendations and approval by Patient Safety
and Clinical Effectiveness Committee

Medicines Governance which reports to Patient Safety and Clinical Effectiveness Committee

The Committee is asked to note the content of the report and the proposed
actions.

13
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Appendix 1

The Warrington and Halton Hospital Pharmacy Transformation
Plan within the Local Delivery System and STP Context

The information contained in the following table outlines the key areas that are being
monitored by NHS Improvement via the Pharmacy and Medicines Model Hospital metrics:

Metric Trust National Progress / Assessment

Performance Median or
Target
| Productivity |

Pharmacy staff & medicines £296->£292 £350->£354 - | Strong performer

costs per WAU ->£293 >£409

15/16->16/17->0ct-19

Medicines cost per WAU £232->£232- £312->£320- Strong performer
>£231 >£369

High cost medicines per WAU £ 75->£78- £112->£109- Strong performer
>£159 >£267

In tariff medicines per WAU £158->£154- £196->£202- Strong performer
>£72 >£92

Choice of paracetamol
formulation (IV/Total)
15/16->16/17->19/20

54%->54%-
>65%

56%->56%-
>61%

Use of IV preparation has increased,
% is affected by a reduction in the
quantity of oral being issued to
outpatients/at discharge

% spend on sevoflurane

89%->83%-

66%->68%-

Sevoflurane use increases with the

15/16->16/17->18/19

15/16->17/18->19/20 >91% >87% proportion of day cases occurring
Top 10 medicines — savings £1.17m-> £1.01m-> Strong performer-over-achieved
17/18->18/19->19/20 £1.05m-> £921.19K-> targets 3 years running
£1.72m £1.37m
|safe ]
Total antibiotic consumption 4,074->3998 4,512->4302 | Increase in DDD’s required action.
(DDD/1,000 admission) ->5278 ->4756 Training/ward rounds

% antibiotic prescriptions with
evidence of review within 72hrs
(Q117/18)->Q4 19

96%->96%

94%->96%

Strong performer

% diclofenac vs ibuprofen &

23%->40%-

9%->4.8%-

Improved position & monitoring for

2017

naproxen Jun 16->Mar 18->Mar- | >7.1% >4.1% signs of increasing use
20
% eChemotherapy (14/15->From | 0%->100% 50% Fully implemented

% ePxing inpatient
15/16->From Nov-19

0%->over 90%

50%->5%

Remaining areas: ICU, Paediatrics &
Maternity. Project planning halted
during COVID-19, this has re-
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commenced
0% 50% 100% in ED, LDE outpatient project
tested the approach within an
endocrine clinic. Full roll out to OPD
is in Phase 5 of the Lorenzo
optimization plan
% ePxing at discharge (14/15) 100% 60% Fully implemented

Clinical Pharmacy activity
(Pharmacist Time on direct
medicines optimization
activities/governance/safety)
15/16->16/17->18/19

79%->79%-
>80%

67%->70%-
>77%

Currently over 80% with pharmacists
around 70% with technicians &
pharmacy assistants (30%)

Adjusting work processes to have
more technical staff on the wards
Target: 85%

% Pharmacists actively
prescribing 15/16->16/17-
>19/20

23%->35%-
>37%

20%->28%

Training plan in place and actively
training, % has remained static as a
result of the recruitment drive (not
yet able to recruit staff with
qualification). 37% of ward staff can
prescribe, 67% of staff who have
been in post more than 2 years can
prescribe

Target: 85%
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_ 40%->60% 73% Achieved 60% prior to COVID-19,
achieving 83% in Q1
Target: 85%
% use of SCR Aug 16 (Jan 18) 132% (220%) 52% (70%) EPR electronic notes linked to SCR so
readily accessible
Trust now has access to the MIG
shared record, GP Connect is in
testing
Dose banded chemotherapy 0% ->100% 42% (90%) CQUINs achieved each year
(doses delivered as standardised
bands) 15/16->(16/17->17/18-
>18/19)
No. medication incidents 395 286 New measure in place
reported to NRLS per 100,000
FCE
Mar 16
Medication incident rate per 3.9->6.1 3.9->4.3 Higher rate indicates strong safety
1,000 beds culture->incident reporting culture
Mar 17->Mar 19
% medication incidents reported | 26.7%->22.9%- | 9.7%- MSO appointed in 2018 works
as causing harm or death/all >8.3% >10.3%- closely with Governance Managers
medication errors >10.7% and the Medical Education
Pharmacist on Medication Safety
Number of days stockholding 18 20 Achieving and maintaining focus
16/17
Deliveries received into 16 Warrington 15 (15)
15




We are WHHPagedl 12.0f 203

PROUD

to make

a difference

NHS|

Warrington and Halton
Teaching Hospitals

NHS Faundatian Trust

pharmacy per day
15/16 (16/17)

3 Halton (14)

submissions
Nov 16 (Sep 17)

e-Commerce 15/16 (16/17) 71% (96.8%) 90% (96.6%) | Achieved
Alliance
62% (96.5%) 82% (94%)
AAH

Data quality of NHSE 20 (25) 20 (23) Retired

76.8%->69.5%-
>72.3%

73.1%->72%-
>72.8%

Requires renewed focus and action
plan

Sunday on ward clinical
pharmacy hours of service
15/16->Mar-20

% sickness absence rate
15/16->16/17->18/19

0->11

Weekend ED Pharmacy admissions
service introduced in Nov 20,
switched to providing service to
admissions across all wards during
COVID-19 due to anticipated impact
of additional ward based doctors

4%->3.4%->4%

3.1%->3.2%-
>3%

Dept. manages staff in accordance
with the Trust Attendance
Management Policy, long term
absences are impacting on %

% Staff with Appraisals
completed 15/16->16/17-
>18/19

85%->93%-
>90%

85%->93%-
>91%

Currently 91%, ongoing focus on
completing PDRs

% staff with statutory &
mandatory training
15/16 (16/17)

95%->96%-
>90%

91%->93%-
>94%

Ongoing focus on training

% Staff turnover
15/16->16/17->18/19

9%->18%->18%

14%->14%-
>14%

Still feeling the impact of attrition in
relation to the consultation and the
availability of new roles for
pharmacy staff in primary care.

% Staff vacancy rate
15/16->16/17->18/19

6%->12%->18%

6%->6%->7%

Fully recruited to most of the new
posts, awaiting arrival of new
starters.

% injectable chemotherapy 100% 38%
sourced pre-assembled/ready
made 18/19
% adult TPN sourced pre- 100% 100%
assembled/ready made 18/19
Aseptic Unit — pharmacists 0 3
(WTE) 18/19
Aseptic Unit — pharmacy 1 4

16
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technicians (WTE) 18/19

Aseptic Unit — pharmacy 1 5

assistants 18/19

% vacancy rate 18/19 0% 9%

% turnover rate 18/19 0% 3%
17

Page 120 of 203




w WHH & We
BR TR NHS
Warrington and Halton

to make a difference Teaching Hospitals
NHS Foundation Trust

REPORT TO BOARD OF DIRECTORS

BM/20/07/81

Annual Report to Quality Assurance Committee

29 July 2020

John Culshaw, Trust Secretary

Simon Constable, Chief Executive

SO1 We will.. Always put our patients first through high quality, safe v
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

S0O3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

#1135 Failure to deliver an emergency and elective healthcare service
caused by the global pandemic of COVID-19 resulting in major disruption to
service provision.

#1124 Failure to provide adequate PPE caused by failures within the national
supply chain and distribution routes resulting in lack of PPE for staff.

#115 Failure to provide adequate staffing levels in some specialities and
wards.

#1114 Failure to provide essential, optimised digital services in a timely
manner in line with best practice governance and security policies, caused by
increasing and competing demands upon finite staffing resources whom lack
emerging skillsets, sub-optimal solutions or a successful indefensible cyber-
attack, resulting in poor data quality and its effects upon clinical and
operational decisions / returns and financial & performance targets, reduced
operational efficiencies, denial of patient access to services, inferior quality
of care including harm, failure to meet statutory obligations (e.g. Civil
Contingency measures) and subsequent reputational damage.

#224 Failure to meet the emergency access standard.

#1126 Failure to potentially provide required levels of oxygen for ventilators
caused by system constraints resulting in lack of adequate oxygen flow at
outlets.

This report seeks to deliver assurance to the Trust Board that the
Quality Assurance Committee has met its Terms of Reference and
has gained assurance throughout the reporting period of the Trust’s
performance.

Information | Approval To note Decision
v
Committee Quality Assurance Committee
Agenda Ref. QAC/20/07/102
Date of meeting 7 July 2020
Summary of Approved
Outcome

Page 121 of 203



w WHH & We
bR TR NHS
Warrington and Halton

to make a difference Teaching Hospitals
NHS Foundation Trust

Release Document in Full

Choose an item.
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QUALITY ASSURANCE COMMITTE

QAC/20/07/102

Annual Report to Quality Assurance Committee

7 July 2020
John Culshaw, Trust Secretary
Simon Constable, Chief Executive

SO1: We will... Always put our patients first through
high quality, safe care and an excellent patient
experience.

This report seeks to deliver assurance to the Quality
Assurance Committee that the Committee has met its
Terms of Reference and has gained assurance throughout
the reporting period of the Trust’s performance.

Information Approval To note Decision
)

The Quality Assurance Committee is asked to review the
document and ensure it meets its purpose.

Committee Not Applicable
Agenda Ref.

Date of meeting

Summary of Outcome

Submit to Trust Board

Release in Full

None
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QUALITY ASSURANCE COMMITTEE

014988 Annual Report of the Quality Committee 2019-20 {13\ D.V:H330 QAC/20/07/102 |

The Committee is required to report annually to the Board outlining the work it has undertaken
during the year, and where necessary, highlighting any areas of concern. This paper presents the
Quality Assurance Committee Annual Report which covers the reporting period 1st April 2019-31
March 2020.

The Quality Assurance Committee (the Committee) is accountable to the Board of Directors (the
Board) for providing oversight and assurance on all aspects of quality, including strategy, quality
improvement, delivery, clinical risk management and clinical governance, clinical audit and the
regulatory standards relevant to quality and safety.

The Quality Assurance Committee is accountable to the Board for ensuring that the integrated
quality governance framework is implemented throughout the organisation and that organisational
strategic risks are managed appropriately.

This report details the membership and role of the Committee and the work it has undertaken
during the reporting period.

During the reporting period, the Committee has been composed of 2 Non-Executive Directors with
a quorum of 2 (including the Chair). Any Non-Executive Director is able to attend the Committee
to cover any absence.

During the reporting period, there were 6 meetings. The Quality Committee attendance record is
attached in Appendix 1.

Terms of Reference

The Committee’s Terms of Reference were reviewed during Quarter 4 of 2019/20, as was the
business cycle, to ensure there was a focus on integrated systems of quality and assurance and also
in line with the roll out of the revised Trust meetings structure. The terms of reference are
attached in Appendix 2. The Quality Assurance Committee continues to focus on assurance
monitoring, with its reporting sub committees meeting on a more frequent basis to deliver the
agenda. High level briefings are provided to the Quality Assurance Committee from the Executive
Led Sub Committees for assurance purposes.

Frequency of Meetings and Summary of Activity

The Committee met 6 times during the year. A summary of the activity covered at these meetings
follows:

e Strategy Development
The Committee has had regular updates in relation to the Strategic Quality Priorities for the
Trust. In addition updates of enabling quality strategies have been provided e.g. Mortality

reports, Dementia Strategy, Patient Experience Strategy, Adult Palliative and End of Life
Strategy, Risk Management Strategy, Safeguarding Strategy,
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e Risk Management

The Quality Assurance Committee oversees the Trust’s strategic risks, as the designated Board
Committee responsible for risk. The Committee has liaised closely with the Audit Committee to
ensure the Strategic Risk Register and Board Assurance Framework drives the internal audit plan
and to provide the Audit Committee assurance regarding systems of internal control.

The Committee oversaw the streamlining of the Board Assurance Framework, with the number
of strategic risks on the board assurance framework reducing significantly in year. In May 2019
there were 15 risks on the board assurance framework, which had reduced to 9 in March 2020.

During the year, the first Corporate Risk registers were produced and shared across several
Committees and Groups

The Corporate risk register is a list of all the risks which may prevent the Trust from achieving its’
Corporate objectives.

The risk register is comprised of all risks on the CBU and corporate risk registers which are
identified as likely to affect the organisation at a corporate level.

The risk register is produced on a monthly basis and is presented at the following Committees:
e Risk Review Group

e Finance and Sustainability Committee

e Strategic People Committee

e Quality Assurance Committee

e Patient Safety and Effectiveness Sub Committee

e QOperational Board

along with any oversight Committees of Strategic/Corporate risks.
The Risk Review Group continued to meet to ensure that there was scrutiny of departmental,
speciality and Clinical Business Unit risk registers, and that appropriate escalation processes are
in place to the Board.

e Quality Dashboard
The Committee has overseen an ongoing review of quality Key Performance Indicators, which
are monitored in the corporate Integrated Performance Dashboard. A report is received at each
meeting of the Quality Dashboard to review performance and to determine assurance of
mitigating actions as appropriate.

e Assurance

The business cycle for the Committee has been reviewed, with focus on assurance monitoring.
Reporting sub committees are constantly under review, ensuring ongoing scrutiny.

The Committee approved several amendments to Quality Indicators on the Trust’s IPR
Key areas which have been monitored in year are Maternity, Complaints, Serious Incidents, Falls

Prevention, Infection Prevention, IT, Safeguarding and VTE, Health & Safety and Brexit continuity
plans,
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e Investigations and Lessons Learned

The Committee receives a regular update, to assure itself that investigations from Serious
Incidents are being undertaken as per statutory and regulatory requirements. This also includes
monitoring Duty of Candour

The Committee receives regular updates on how the Lessons Learned Framework is being
implemented, including having receipt and scrutiny of a Lessons Learned Audit, whereby actions
and recommendations from Serious Incidents and Complaints are audited for assurance of
completion.

The Complaints Quality Assurance Group, which is chaired by the Trust Chairman, continue to
meet. This monitors the quality of the complaints responses in the Trust and also how we are
implementing learning and change as a result of patient and public feedback.

e Quality Academy

Practitioner Quality Academy level training has taken place for 300 staff and the Innovation Hub
was launched June 2019.

e Deep Dives
Several Deep Dives have taken place as part of the assurance process. These include, Medicines
Management, ED Review, Urology, Falls, DNACPR and Out Patients.

e Regulatory and Statutory monitoring

The Committee continued to monitor the statutory and regulatory requirements relating to
qguality governance throughout the year. This included monitoring of the post Care Quality
Commission Inspection Action plan, national audit activity, NICE guidance, national surveys,
quality KPIs and complaints improvement..

In 2019/20 the Committee has also overseen the monitoring of the specific CQC Urgent and
Emergency Services Report and Action plan, reported via the Urgent + Emergency Care
Committee

Furthermore, the Committee receives and monitors the Trust’s CQC Moving to Outstanding
Framework and action plan

The Quality Assurance Committee received, supported and approved a number of annual reports
including, Health and Safety, Medicines Management + Controlled Drugs, Safeguarding, Risk
Management.
e Issues Carried Forward
There are a number of issues which the Committee will carry forward into 2019/20
- Implementation of the Quality Priorities for the year
- Deep Dives programme to March 2021 - Consent, Mental Health, IG/Cyber, Dementia,

Mortality
- Maternity Digital Improvement
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Delivery of other quality improvement areas e.g. CQUINS, quality improvement targets will continue
to be reviewed.

Summary

| as Chair of the Quality Assurance Committee encourage honest and open discussion, so that areas
of success can be celebrated and areas of improvement escalated and actioned. To ensure that the
patient voice is heard, each meeting commences with a patient story.

As part of a wide development programme of work with the Good Governance Institute (GGl), a
review of the Committee membership, attendance, actions, reports and responsibilities were took
place. A number of recommendations have already been implemented with others to take place
throughout the year ahead.

| would like to thank all members of the Committee, along with Directors, staff, internal and
external advisors for their responses, support and contributions during the year.

Margaret Bamforth
Chair of Quality Assurance Committee
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REPORT TO BOARD OF DIRECTORS

To be reviewed virtually

Microsoft N365 Licensing
15/07/2020
Matt Gardner, Deputy Chief Information Officer

Phillip James, Chief Information Officer

SO1 We will.. Always put our patients first through high quality, safe
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

#1114 Failure to provide essential, optimised digital services in a timely
manner in line with best practice governance and security policies, caused by
increasing and competing demands upon finite staffing resources whom lack
emerging skillsets, sub-optimal solutions or a successful indefensible cyber-
attack, resulting in poor data quality and its effects upon clinical and
operational decisions / returns and financial & performance targets, reduced
operational efficiencies, denial of patient access to services, inferior quality
of care including harm, failure to meet statutory obligations (e.g. Civil
Contingency measures) and subsequent reputational damage.

The Trust Microsoft Enterprise License Agreement is due for renewal in
October 2020. This coincides with cessation of extended support for
Microsoft products in widespread use across the Trust including Microsoft
Office 2010.

The Trust Board approved in principle as part of the capital programme for
FY20/21 an investment of £1,722,000 in March 2020 for the purpose of a
“Microsoft Office Upgrade”. In the intermediary period since, NHSX and NHS
Digital announced a national deal on Monday 15™ June 2020 with Microsoft
entitled “N365” following approval by HM Government. N365 offers
Microsoft licenses (including Windows and Microsoft Office) at a centrally
negotiated and subsidised rate by leveraging the combined purchasing
power of the NHS to secure preferential pricing.

N365 will mitigate key challenges associated with running a legacy Microsoft
environment. This includes widespread use of outdated Microsoft Office
2010 software across the Trust, in addition to legacy enterprise management
and cyber security tooling. Migration to N365 is therefore a key mitigation
strategy for Risk #1114 within the BAF as it addresses risks associated with
running Trust systems on legacy enterprise platforms with no security
updates, patches or support from the vendor as of 13th October 2020.

The Executive Team approved submission of an Agreement In Principle in
May 2020 indicating Trust support for the N365 national deal on this basis. It
placed no contractual commitment on the Trust, but indicated support for
the N365 concept. This approach was consistent with NHS peers nationally
and affords access to a pricing structure that could not be competed with

Page 1 of 19 Last Updated: June 2020
Page 128 of 203



We are WHPage 1294203 m

P ROU D Warrington and Halton
Teaching Hospitals

to make a difference NHS Foundation Trust

through an alternative local arrangement bespoke to the Trust.

The Trust has exercised further due diligence since its submission of an
Agreement In Principle in May 2020 to ensure the proposed licensing model
balances function and cost. The business case that follows in Appendix 1 is
the summation of this activity.

The forecast cost for N365 over the 32 month term from 1°" September 2020
to 30™ April 2023 is £1,239,448 inclusive of VAT. This includes a tolerance
(reserve) of 10% to allow for fluctuations in headcount or variances in license
types to support changing staff roles. This forecast is below initial estimates
of £1,722,000 within the capital programme. However, due to the nature of
the transaction the Trust will now recognise N365 licenses as revenue
expenditure. This places a revenue pressure on the Trust in FY20/21 through
to FY22/23 that will require prioritised investment in order to deliver this
business critical scheme. Forecast expenditure within the capital programme
is removed as a result.

To formally participate in N365, the Trust is now requested to submit an
N365 Participation Agreement that will commit the Trust to procuring
Microsoft enterprise licenses as part of N365 through a local contract
arrangement at the forecast cost of £1,239,449.

This proposal has received the support of the Strategic Executive Oversight
Group on Tuesday 14" July 2020.
Information | Approval To note Decision

It is recommended that the Trust Board approve the following key items:

1. Submission of the N365 Participation Agreement which will commit the
Trust to procuring Microsoft enterprise licenses as part of the national
N365 scheme. The term for the N365 Participation Agreement will be
from 1st September 2020 through to 30th April 2023. Appendix 1
contains the proposed N365 Participation Agreement response on
behalf of the Trust.

2. Approve participation in N365 at a forecast cost of £1,239,448 inclusive
of VAT and inclusive of a 10% budgetary tolerance (reserve). This cost is
wholly revenue expenditure. This compares with £1,722,000 originally
forecast in FY20/21 as part of the capital programme approved by Trust
Board in March 2020.

Committee COVID NED Assurance Committeee

Strategic Executive Oversight Group

Agenda Ref.

Date of meeting 14/07/2020

Summary of The Strategic Executive Oversight Group

Outcome endorsed the proposal and recommend
approval of the submission by the Trust
Board.

Whole FOIA Exemption

Section 43 — prejudice to commercial interests
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APPENDIX 1 — MICROSOFT N365 LICENSING BUSINESS CASE

Area: Digital Services Author: Matt Gardner — Deputy CIO
Executive Lead: Phillip James - CIO

| Project: Microsoft N365 Licensing | Date: 13/7/20 |

| Quality & Safety | v Business Development v Capital ‘ X |

1.0 Purpose

This business case is to propose an investment of £1,239,448 for Microsoft enterprise licensing. This scheme
was identified as business critical in the financial planning for FY20/21 due to the upcoming expiry and
cessation of extended support for the current Microsoft products in widespread use across the Trust.

Trust Board has already approved in principle £1,722,000 of spend as part of the capital programme for
FY20/21 under the “Microsoft Office Upgrade” scheme, though the Trust now recognises this requirement
as wholly revenue due the nature of the expenditure.

The Executive Team is therefore asked to support this investment for approval by Trust Board as revenue
only expenditure and authorise submission of an “N365 Participation Agreement” as represented within
Appendix 1 and 2. Submission of the Participation Agreement commits the Trust to procure its Microsoft
enterprise licensing via “N365” which offers preferential and centrally discounted pricing for core Microsoft
products. The N365 term will run from 1% September 2020 through to 30" April 2023.

2.0 Background

The Executive Team was presented with a paper ‘For Assurance’ on Thursday 14™ May 2020 regarding a
proposed national deal with Microsoft. This is known as ‘N365’ and is designed to use the combined
purchasing power of the NHS to negotiate competitive pricing with Microsoft for their enterprise products.

The Executive Team endorsed submission of an Agreement in Principle on Friday 15" May 2020, indicating
Trust support to NHSX and NHS Digital for the N365 initiative. This activity placed no commitment on the
Trust to contract for N365, as the national agreement was pending HM Government approval and was
founded on provisional pricing as confirmed by NHS Digital in May 2020.

This business case represents the next step of the N365 commercial process. It recommends that the Trust
formally commit to procuring licenses under the N365 national scheme through submission of an N365
Participation Agreement and the procurement process that follows.

Key Concepts and Status of N365

What is N365?

N365 is based on Microsoft’s standard “M365” Enterprise E3 software package. N365 is essentially M365 for
the NHS. Elements of this are already used across the Trust including Microsoft Office, NHSmail, and
Microsoft Teams. N365 also provides the Windows 10 secure operating system, with additional options to
support remote working and Advanced Threat Protection aiding cyber security.
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The illustration below summarises the scope of the new N365 service:

The New “N365" Service

MHSmail Secure
Email. ldentity . -~ o
Managemeant, " Existing local Office
Directory and 3683 instances
Helpdesk
Windows 10 [Expiring]) Office
deshktop operating 010, Windows
system 2008R2 and STCM

Advanced Threat
Protection (ATP})
Cybersecurity

Why is N365 required?

N365 mitigates key challenges associated with running a legacy Microsoft environment. This includes
widespread use of outdated Microsoft Office 2010 software across the Trust, in addition to legacy enterprise
management and cyber security tooling. On the 13™ October 2020 Microsoft Office 2010 will go out of
extended support for the NHS, heightening the risks associated with running on legacy enterprise platforms
as no security updates, patches or support will be provided. Migration to N365 is a key mitigation strategy
for Risk 1114 within the Board Assurance Framework.

N365 is the national answer to this problem. It enables NHS organisations including WHH to migrate services
to the latest “Microsoft N365” platform, but with substantial discounts that would not be viable without the
combined purchasing power of the NHS.

Where is N365 in the commercial process?

NHS Digital has now confirmed that HM Government has approved the new N365 service for all NHS
organisations in England. Approval followed overwhelming support for the N365 concept with ~98% of NHS
organisations indicating their intent to participate via an Agreement in Principle in May 2020, including
WHH.

Trusts are now invited to commit to accessing centrally negotiated and subsided pricing for Microsoft
licensing via preferred resellers through submission of an N365 Participation Agreement. This will place a
contractual burden on WHH to procure the specified volume of licenses with a local reseller via a “Local
Contract”.

What is the impact to the Trust’s current Microsoft Enterprise License Agreement (ELA)?

N365 supersedes legacy Microsoft ELAs for the products identified within the “New N365 Service”. The Trust
currently procures its own ELA through Softcat as an approved reseller. This ELA includes licensing for
components within the scope of N365 but also covers additional items which remain a requirement of the
Trust including:

¢ Microsoft SQL licensing (a database technology underpinning core systems)
e Microsoft Server 2012 and 2016 licensing + on premise SharePoint licensing
¢ Microsoft PowerBl licensing (used to underpin Trust-wide business intelligence reporting)

The effect of the Trust participating in N365 is therefore the creation of a new ELA with a preferred local
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reseller to take account of the N365 scope and additional items required to deliver a key digital service. In
effect:

New ELA

for the
Trust

£1,239,448 £153,733 [Total Balance]
(subject matter of this business (existing revenue budget for (subject to negotiation with
case) Microsoft ELA) reseller)

The financial requirement for N365 is in addition to existing annual revenue expenditure for the “additional
scope items” cited above. The total cost for the existing Microsoft ELA is £153,733 inclusive of VAT though
work will continue to identify savings in relation to this legacy enterprise license agreement as a result of
some overlap with N365. The current Microsoft ELA is due for expiry in October 2020 and will form part of
the all-encompassing ELA negotiated via a preferred reseller.

What is the alternative?

N365 represents the optimal return on investment for WHH. It allows access to preferential pricing for
Microsoft products that are centrally subsidised (the subsidy is incorporated into the per user license pricing
within this paper). Given the forthcoming expiry of Microsoft products at WHH, action is required in FY20/21
and the only alternative to N365 participation is to negotiate a unique agreement to WHH. This is highly
unlikely to generate the same pricing available to WHH through N365, as represented through the uptake of
N365 by NHS peer organisations.

What is the impact on Model Hospital, GIRFT and Use of Resources?

N365 will increase the associated expenditure on digital technology at WHH. This is however endemic to the
NHS. Microsoft licensing has hitherto been licensed “in perpetuity” whereas new ELAs are operated as a
service over a finite period. N365 is the national answer to this challenge. It is likely that all NHS
organisations will therefore see an increase to Use of Resources costs per £100M turnover as a result of
N365.

3.0 Proposed Service Development
In May 2020 it was proposed to the Executive Team that under N365:
e 90% of users would receive 1 type of license (“Apps for Enterprise”)
e 10% of users would receive an enhanced license (“E3”) to provide additional analytical tooling vital
to delivering the Trust Information and Bl capabilities.

Digital Services have used the intermediary period whilst HM Government approval was pending for N365 to
refine the Trust approach to the licensing model based on the latest intelligence from NHS Digital.

The revised licensing approach uses the role of a member of staff to determine the suitable license. This is
an approach consistent with NHS peers nationally, but also maximises the value for money of N365. All users
within the Trust will therefore be allocated 1 of 3 types of N365 license (unbeknownst to the user):

License Type User Count Distinguishing Features and Rationale
User Count %
Restricted E3 460 10 | Basic user with no requirement for a local copy of Microsoft
Office. Access to Exchange Online (NHSmail), Office Online
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and Desktop variant of MS Teams. User roles include:

- Healthcare Assistant

- Healthcare Support Worker

- Porter

- E&F roles including Housekeeper, Plumber, Painter /

Decorator and Electrician.

Evidence on inpatient wards is that users revert to generic
accounts often, using Exchange Online for email access.
Apps for Enterprise 4040 89 | Closest licensing option to what the majority of users enjoy
now. All Restricted E3 services in addition to local copy of
Microsoft Office. User roles include:

- Senior Managers

- Managers

- Medical workforce (All grades)

- Nurses (All grades)

- AHPs (All grades)

- Medical Secretaries and Secretaries

- Majority of Corporate Staffing
E5 60 1 All Restricted E3 and Apps for Enterprise services in addition
to PowerBl functionality for Information and Bl publishing
rights. User roles include (within Digital Services, Finance
and HR&OD):

- Technician

- Analyst

4560 100
Table: Preferred Licensing Model for Microsoft N365 at the Trust

The Executive Team is asked to note the following salient points by progressing with this licensing model
recommendation:

1. It maximises value for money of N365. The graphic below illustrates where the preferred license types
sit within the available license options of N365 based on value analysis by NHS Digital. The Trust has
selected those license types that deliver optimal value for money. E5 licensing is not included in the NHS
Digital analysis as E5 licenses are not within the scope of N365 per se; rather existing pricing is expected
to ensue when engaging with a local preferred reseller.

All license types for N365, except for Restricted E3 licenses, require Enterprise Mobility & Security
licensing to be purchased (represented as “EM&S3+” in the graphic below). This affords cyber security,
application and enterprise device management to the Trust. This is integral for enterprise management,
though has no bearing on the individual user experience per se.
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Maximising the value for money of N365

WHH Preferred Licensing Options

EM&S3+
Dual Tenant -
Running E1 E3 Restricted E3
Apps for
Enterprise*

Lower Value Highest Value
Using more of these licences Use more of these licences
and ways of working is lower and ways of working to benefit
value for money under N385 from the highest value for
(but still brings significant cost money under N365

saving)

2. It mitigates challenges presented with a data migration, albeit temporarily. The rationale for selecting
Apps for Enterprise for the majority of users is to equip users with an updated Office suite, continue to
use Microsoft NHSmail, and to utilise Microsoft Teams to its full potential for peer to peer collaboration.
This license is more expensive than the N365 Restricted E3 “online only” option, but it postpones the
requisite data migration to the national NHS OneDrive cloud which is beset by complexity if not
approached carefully.

It is proposed that over the 32 month term the Trust will gradually migrate user data and shared files
(inclusive of H:/, P:/ and S:/ drives) to OneDrive starting initially with users on the WHHFT 0365 tenancy
and corporate users. This data migration is in anticipation of the Apps for Enterprise option being
removed by April 2023 which will make “on premise” variants of Office considerably more expensive —
please refer to the risks table for estimated financial impact.

3. It assumes no substantial increase will occur to headcount at the Trust. The user count of 4560
represents the rounded average headcount over the last 12 month period. Any substantial increase in
headcount will require a separate impact assessment. For example: A prospective merger with NHS
partners to form an integrated care system is likely to result in novation of N365 licenses on transaction
thereby mitigating any potential financial impact.

4.0 Financial Appraisal

The table below estimates the costs per annum to the Trust for the Microsoft N365 deal. The forecast is that
N365 will require a revenue investment of £422,539 per annum. This represents a total investment of
£1,126,771 over a 32 month term based on the preferred licensing model for Trust users. This term will
extend from 1% September 2020 through to 30™ April 2023 at which point a new agreement with Microsoft
will be negotiated.

For the purposes of budgeting it is recommended that the Executive Team endorse a tolerance of 10% of the
total cost over the 32 month term to mitigate risks associated with fluctuations in total workforce
headcount or movement of users between license types. With a 10% budgetary tolerance, an additional 430
Apps for Enterprise licenses could be procured for the 32 month term without breaching the 10% budgetary
tolerance limit. This would allow a sufficient tolerance within the budgetary upper limit for variances either
in total workforce headcount or requirements of specific user roles (e.g. a HCA requiring local Office due to
undertaking enhanced duties).

The Executive Team is therefore asked to support an allocation of £1,239,448 for the Microsoft Office
Upgrade business critical scheme for approval by Trust Board. Trust Board has already approved in principle
£1,722,000 of spend as part of the capital programme for FY20/21 under the “Microsoft Office Upgrade”
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scheme, though the Trust now recognises this requirement as wholly revenue due the nature of the
expenditure.

A contract award recommendation will follow for Executive approval on submission and approval of the
Trust’s Participation Agreement and identification of a preferred reseller.

The following table captures the Microsoft N365 Licensing breakdown and associated pricing under N365.
Pricing per user per license per month is extract from the N365 Participation Agreement which includes an
allowance for reseller margin.

PG| S Monthly cost| Annual cost ";:::“ % of Total User | Net Cost Exc | Total Cost Inc
ser nsing Option of Licence | of Licence ume Count VAT VAT
Requirement
N365 Restricted E3 £ - £ - 460 10% £ - £
N365 Office 365 E1 Step Up £ 2| £ 25 0 0% £ = £
N365 A for Ent i
i £ 7| e 82| 4040 89% £ 330,634 |£ 396,760
4560 |EME&S3+
N A f
365 Apps for Enterprise + " ole — 0 0% £ ) £
EM&S3+ AND E1 Step Up
N365 E3 £ 11| £ 137 0 0% £ - £ -
N365 ES £ 27| £ 321 60 1% £ 19,274 | £ 23,129
Audioconferencing for Teams £ 2| £ 22 100 2% £ 2,208 | £ 2,650
Total cost £ 352,116 | £ 422,539
Effect from Anticipated Start Date in 1st September 2020 to 30th April 2023 £ 1,126,771
TOLERANCE £ 112,677
10%
| |Costs of Licences from 1st September 2020 to 30th April 2023 including tolerance of 10% £ 1,239,448 |

Table: Summary of Microsoft N365 Licensing Pricing Over 32 Month Term

The expenditure for N365 compares favourably with early estimates within FY20/21, with £1,722,000
allocated within the capital programme following Trust Board approval in March 2020 based on standard
Microsoft licensing pricing. It is however marginally higher than the estimate presented to the Executive
Team in May 2020 wherein £1,200,000 was forecast for the 32 month term. This is a result of confirmed
pricing from NHS Digital and variances in the license options available and the optimal approach for the
Trust following further due diligence as; this includes the addition of audioconferencing for a limited volume
of Microsoft Teams accounts.

NHS Digital has advised that accounting treatment of N365 costs is a local matter in terms of recognising
expenditure as capital or revenue, and there appears to be no consensus nationally. Earlier discussions at
WHH suggest that the expenditure cited here will qualify as revenue expenditure only.

Procurement Process and Status

The illustration below summarises the timelines and current progress to date for N365 contracting. The next
step following Executive Team approval of this business case is to submit the Participation Agreement
committing the Trust to purchase Microsoft licensing at discounted rates via the N365 Service.

At the point the Trust’s involvement in N365 is approved by NHS Digital, allowing access to preferential
pricing, the Trust will proceed with engagement of preferred resellers to identify which offers the best
return on investment (in practice the reseller with the lowest margin). The Executive Team will then be
presented with a contract award recommendation to formally contract for a new all-encompassing
Microsoft ELA that covers the N365 requirements identified within this paper and those requiring renewal
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under the existing ELA.

There is no requirement for a waiver. Resellers will be engaged via a pre-competed framework with access
to preferential pricing enabled through N365 following submission and approval of the N365 Participation

Agreement to join the
scheme

final details being
acceptable to you

Authorise local order
placement

ASAP and no later

24 July 2020
A than 17 July ZUZDJ y

15 September 2020

Agreement.
WHH Current Progress
1
Stage 1 f Stage 2a ‘i Stage 2b | Stage 3 i
i ! i
i : |
Agreement : RO E Prioritisation i Buy :
1 . - - 1
ingPri nciple | Participation and Approval i i :
1 = 1
E: : Agreement ; licences ;
1 : 1
1 1
Consider N365 ! Work through all of the Review and prioritise i Once authorisation |
and say whether i details, finalise your Participation ! has been received, |
your organisation i tenant and licence Agreements to ! buy the licences you |
wishes to be I choices, and confirm optimise exploitation ! have agreed to i
included or not, i your full acceptance of of N365 and available | purchase from your 1
subject to the E the N365 Participation central funding. ! chosen reseller E
: i :
1 I 1
1 1 1
1 I 1
1 1 1
1 ! 1
i I i
1 ! 1

15 May 2020

Participation Agreement and its Contractual Implications

Appendix 1 contains the N365 Participation Agreement. Particular attention is drawn to page 9 of the
Agreement which will commit WHH (the “Recipient Body”) to purchasing the identified licenses within
‘Section 3.0 Proposed Development’ of this paper. For visibility the salient terms within the Agreement are
as follows:

“1.4 Following signature of this Participation Agreement the Recipient Body shall execute a
contract with the its [sic] own appointed License Service Provider (“Local License Service Provider”)
for the purchase of the required N365 Service licenses (“Local Contract”).

“1.5 The Recipient Body has expressed its interest in receiving the N365 Service. By executing this
Participation Agreement, the Recipient Body agrees to purchase the licenses detailed in Appendix B
and agrees to the terms of this Participation Agreement which shall govern such purchase.”

Under “Part 1 — Service Of The Software” within the participation Agreement it states:

“2.3 The Recipient Body shall execute its Local Contract by no later than 15 September 2020,
purchasing the licenses listed in Appendix B as a minimum. The Recipient Body shall thereafter pay
for all committed licenses for itself and all Service Consumers via the Local License Service Provider
until the End Date

“2.4  If the Recipient Body does not comply with its obligations in clause 2.3, then the Authority
may recover its costs from the Recipient Body (which the Recipient Body undertakes to pay) and the
Recipient Body shall no longer be entitled to receive the N365 Service...”

Appendix 4 lists the proposed responses to the N365 Participation Agreement for WHH. For the purposes of
the cited contractual terms above, this will form the basis of the commitment in clause 2.3 regarding
“purchasing the licenses in Appendix B as a minimum”.
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5.0 Benefits

The following benefits are anticipated on migration of the Trust to the new Microsoft N365 Service. Further
work will continue with Estates and Facilities to identify benefits including the potential reductions in office
and car parking space as a result of agile working practices that will be enabled through N365:

Benefits Measurable Output |
Supported use of Microsoft products across the Microsoft and NHS Digital support for Trust use of
Trust. As of 3th October 2010 the Trust will be Microsoft products including Windows 10
operating on legacy and unsupported Microsoft operating systems, Office 365, and cyber security

platforms. and enterprise device management tooling.
Heightened security and enterprise device N365 provides the latest in cyber security and
management through up-to-date software that is | enterprise device management tooling. This
supported by the vendor. supports reduction of risks associated with cyber

vulnerabilities as measured through Risk 1114
within the BAF.

Potential reduction in on premise storage Reduction in on premise storage utilisation as a
requirements following migration of user data result of data migration to N365. This will be
(part of the plan to April 2023) to OneDrive as explored as part of an ‘invest to save’ proposal on
part of N365. contracting of N365.

In addition a review of all Agreements in Principle submitted by NHS organisations interested in partaking in
N365 illustrated potential non-cash releasing time savings in utilising Microsoft N365 products as
represented by the graphic below:

N365 will save your users time

Office 365 - Scale of Reported Benefits 5 minutes
(Base: 430,393 existing users across 175 NHS organisations saved per 8
Source: N365 Agreements in Principle, 19th May 2020) hour shift =

1% efficiency

Sinifican (5 mins per d=y) - | gain

Some (<5 mins per day) _ 1% of a £20k

per annum

Negliable (<2 mins per day) _ salary =£200
None -
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6.0 Risks

Risks to the current service/Trust if the development is not approved include:

Description Mitigation Initial Risk Score Source

(Severityxlmpact)

FAILURE TO provide essential, optimised | The following actions are BAF
digital services in a timely manner in line with | pertinent for the mitigation of (Risk 1114)
best practice governance and security | the BAF risk in the context of

policies, Microsoft N365 and wider ELA

CAUSED BY increasing and competing | licensing:

demands upon finite staffing resources whom

lack emerging skillsets, sub-optimal solutions | 1) Upgrade all windows 7 to

or a successful indefensible cyber-attack, Windows 10.

RESULTING IN poor data quality and its effects | 2) Migrate all  Windows

upon clinical and operational Server 2003 and 2008 to

decisions/returns and financial & 2016

performance targets, reduced operational | 3) Migrate from Office 2010

efficiencies, denial of patient access to

services, inferior quality of care including

harm, failure to meet statutory obligations

(e.e. Civil Contingency measures) and

subsequent reputational damage.

FAILURE TO deliver essential Digital services, | Mitigate cyber vulnerabilities Corporate
CAUSED BY a successfully executed Cyber | through use of modern (Risk 143)
Attack, resulting in loss of access to data and | technologies including

vital IT systems, RESULTING IN potential | Windows 10 and modern 12

patient harm, loss in productivity, damage to | Microsoft Office applications. (3x4)

the Trust reputation and possible income | The latter is contingent on a

losses and regulatory fines of up to 4% of the | new ELA.

Trusts annual turnover.

FAILURE TO provide for a tolerance / | Mitigate through provision of a Corporate
contingency fund to make allowances for | budgetary tolerance. (NEW)
variances in workforce headcount or

. . 12

fluctuations in user roles that changes N365 (3x4)

license suitability, RESULTING IN costs

exceeding current estimates for N365

licensing.

FAILURE TO migrate user data reliant on | Mitigate risk of failed data Corporate
Microsoft Office 365 to OneDrive by April | migration by engaging subject (NEW)
2023 allowing users to have an “online only” | matter experts in a data

enterprise license RESULTING IN potentially | migration to OneDrive and

significant costs on renewal of the Microsoft | Office 365 online. Enabled

ELA after April 2023 due to continuing | through potential redirection of

requirements to have “on premise” installs. funds from cost recovery / 5

avoidance post-N365 (1x5)

Estimated financial impact if risk materialises: | contracting for the Trust’s

£268,191. Assumes current Apps for | existing Microsoft ELA. Subject

Enterprise and E3 costs remain. Impact | to approval by the Executive

represents the difference between Apps for | Team of a subsequent Business

Enterprise and E3 licensing for the 4040 | Case.

identified as having this license type.
The Executive Team are asked to also note a number of fundamental assumptions for assurance to reach
this licensing proposal for N365:
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1. The N365 pricing in section 2.3 included an allowance for reseller margin based on an NHS Digital

assessment. It is assumed that once a preferred reseller is identified through a competitive
procurement exercise that this falls within the tolerances of the pricing used.

2. It is assumed that the Trust head count remains broadly within the tolerance of 4560 users. Head
count rather than WTE is the key metric as licenses are on a per user basis. The provision of a 10%
budgetary tolerance safeguards against any but the most substantial increases in headcount or
variances in user roles.

3. It is assumed that the headcount data from ESR is an accurate representation of the Trust
workforce. ESR was used as the single source of truth for identifying user roles and volumes.

4. It is assumed that PowerBI (which drives the Trust’s performance dashboards) can be consumed by
users without a full E5 license. Only those with a requirement to develop or author new reports
require the E5 license. There is continuing dialogue with national peers regarding licensing scope.

5. It is assumed that pricing for E5 licenses does not vary substantially from that estimated. License
pricing was not indicated as a result of the N365 process. Similarly no costs are available for generic
accounts. If costs arise, these will need to be considered as part of the 10% tolerance figure
proposed within this paper.

6. It is assumed that the Trust will procure services not within the N365 scope (as per section 2.2)
independently as part of a wider and new Enterprise License Agreement. Recurrent revenue
expenditure of £153,733 inclusive of VAT remains valid and over and above any dialogue or proposal
to participate in the N365 agreement. This is already budgeted for as part of current Microsoft
enterprise licensing arrangements.

7. It is anticipated that there will be an opportunity for a cost reduction under the Trust’s existing ELA
which is budgeted for annually at £153,733 due to anticipated overlap of some components with
N365. This will be reconciled as part of the Local Contract process with the preferred reseller.

6.1 Impact Assessment

Mitigation
Digital Services implementation resource for Prioritisation of N365 implementation already
N365. completed for FY20/21 as part of business

planning for the year.

7.0 Recommendations
The recommendation is for the Executive Team to support the following for approval by Trust Board:

1. Submission of the N365 Participation Agreement which will commit the Trust to procuring Microsoft
enterprise licenses as part of the national N365 scheme. The term for the N365 Participation
Agreement will be 1% September 2020 through to 30" April 2023.

2. Approve participation in N365 at a forecast cost of £1,239,448 inclusive of VAT and inclusive of a
10% budgetary tolerance. This cost is wholly revenue expenditure. This compares with £1,722,000
originally forecast in FY20/21 as part of the capital programme approved by Trust Board in March
2020.

Page 12 of 19 Last Updated: June 2020
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The Executive Team will be presented with a contract award recommendation following approval of its N365
Participation Agreement by NHS Digital and the subsequent local contract negotiation with a preferred
reseller. A benefits realisation paper will be presented to the Executive Team to measure the N365 outputs
at varying intervals through 2020-2023, with the initial paper due in October 2020.

Amendment History

Issue Date Author Reason
Versionl 10/07/20 M Gardner Initial Business Case
Version2 13/07/20 M Gardner Amendments after Chief of

Finance and Deputy Chief
Executive review

Page 13 of 19 Last Updated: June 2020
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Appendix 1 — N365 Participation Agreement

N365 Participation
Agreement - Version

Appendix 2 — N365 Service Description

N365 Service
Description - Version

14
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Appendix 3 — Table of Microsoft N365 Licensing Pricing Over 32 Month Term

NHS|

Warrington and Halton

Teaching Hospitals
NHS Foundation Trust

User Count |N365 Licensing Option Monthly cost| Annual cost \I.Ilc:ence % of Total User | Net Cost Exc [ Total Cost Inc
e of Licence of Licence o. ume Count VAT VAT
Requirement

N365 Restricted E3 £ - £ - 460 10% £ - £ -
N365 Office 365 E1 Step Up £ 2| £ 25 0 0% £ - £ -
N365 Apps for Ent ise +

ppstortnterprise £ 7| £ 82| 4040 89% £ 330,634 | £ 396,760
N365 Apps for Enterprise + c 9l ¢ 107 0 0% £ i £ i
EM&S3+ AND E1 Step Up
N365E3 £ 11| £ 137 0 0% £ - £ -
N365 E5 27 | £ 321 60 1% £ 19,274 | £ 23,129
Audioconferencing for Teams 2| £ 22 100 2% f 2,208 | £ 2,650
Total cost £ 352,116 | £ 422,539

Effect from Anticipated Start Date in 1st September 2020 to 30th April 2023

£ 1,126,771

TOLERANCE £ 112,677
10%
Costs of Licences from 1st September 2020 to 30th April 2023 including tolerance of 10% £ 1,239,448

15
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Appendix 4 — N365 Participation Agreement Online Responses for WHH

Ref

NHS Digital N365 Question

WHH Response

Additional Remarks from N365
Participation Agreement

Primary Contact details (Mandatory)

Simon Whitfield
IT Deployment Team Manager
Email: simon.whitfield:nhs.net

Alternative Primary Contact details
(Optional)

Tracie Waterfield
IT Service Delivery Manager
Email: Tracie.Waterfield@nhs.net

Senior Responsible Manager details
(Mandatory):

Matthew Gardner
Deputy Chief Information Officer
Email: m.gardner@nhs.net

Which N365 Service Option will your
organisation use?

My organisation will use the NHS Shared Tenant (nhs.net
domain)

How many Restricted E3 licences does your
organisation require now?

Number of Licenses Already Owned: 0

Number of Licenses To be Purchased: 460 for Restricted
E3 only; 4560 if considered as a base for all license
options on the N365 Shared Tenancy.

The Restricted E3 licence is used by
organisations choosing the NHS
Shared tenant (nhs.net) option.
Please confirm your actual current
number of licences required for the
actual number of users in your
organisation today. Please do NOT
include any estimate for future
growth.

16

Page 143 of 203




We are WHH & We are
7 Pége 144.0f 203

Warrington and Halton
Teaching Hospitals

NHS Foundation Trust

How many E1 licences will your
organisation purchase before the due
date?

Number of Licenses Already Owned: 0
Number of Licenses To be Purchased: 0

E1 licences are available on both own
individual tenant or the NHS shared
tenant. On the own individual tenant
they provide the basic online service.
On the NHS shared tenant they can be
used to provide additional storage.

If your organisation has already
purchased E1 licences please detail
these separately to any other E1
licences that you are committing to
purchase.

organisation already own?

7 How many Apps for Enterprise (formerly Number of Licenses Already Owned: 0
known as Office 365 Professional Plus) will | Number of Licenses To be Purchased: 4040
your organisation purchase before the due
date?
8 How many Office 365 E3 licences will your | Number of Licenses Already Owned: 0
organisation purchase before the due date | Number of Licenses To be Purchased: 0
9 How many Office 2016/2019 perpetual Number of Licenses Already Owned: 0 Office 2016 or 2019 perpetual licences
licences will your organisation purchase Number of Licenses To be Purchased: 0 do not receive additional discounts
under N365, however they may be
used to enable desktop installations of
Office removing the need to purchase
additional licences under N365
10 | How many Enterprise Mobility & Security Number of EM&S3 licences already owned: 0 EM&S3+ licences can be obtained by
(EM&S3+) licences will your organisation Number of CoreCAL Step Up to EM&S3+ to be purchased: | "stepping up" from existing CoreCAL
purchase before the due date? 0 or Enterprise CAL licences, or
Number of ECAL step up to EM&S3+ to be purchased: 0 purchased in full
Number of full EM&S3+ licences to be purchased:
4040+60 (4100)
10a | How many M365 licences does your 0 Please enter the number of full M365

licences owned (E3 and E5 together in
total). Please ensure that these are
not double counted with any figures

17
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for 0365 and EM&S submitted
separately above
11 | How many Audioconference for Teams Number of licences already owned: 0
licences will your organisation purchase by | Number of Licenses To be Purchased: 100
the due date?
12 | How many Windows E5 per user step up Number of licences already owned: 0 Understood to be required for
licences will your organisation purchase by | Number of Licenses To be Purchased: 60 PowerBi
the due date?
13 | How many Windows E5 Virtual Desktop Number of licences already owned: 0
(VDA) per user step up devices will you Number of Licenses To be Purchased: 0
purchase by the due date?
14 | How many F1 licences will your Number of licences already owned: 0 Whilst F1 licences are not additionally
organisation purchase by the due date? Number of Licenses To be Purchased: 0 discounted under N365 it is important
to understand the number used by
your organisation.
15 | Please confirm your anticipated total As of April 2021: 4560
number of users over the next 3 years As of April 2022: 4560
As of April 2023: 4560
16 | Please confirm your anticipated number of | As of April 2021: 4560
EM&S3+ licences over the next 3 years: As of April 2022: 4560
As of April 2023: 4560
17 | Please confirm your anticipated number of | As of April 2021: 4560 Consider reduction year on year to
N365 full desktop licences over the next 3 | As of April 2022: 4560 account for migration to Cloud model.
years? As of April 2023: 4560
18 | What proportion of your estate will have 0%
migrated to Office 365 by end June 2020.
Please select one option from the list
below.

18
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What proportion of your estate will have
migrated to Office 365 by end September
2020. Please select one of the options from
the list below:

50%

20

What proportion of your estate will have
migrated to Office 365 by end December
2020. Please select one option from the list
below:

80%

21

What proportion of your estate will have
migrated to Office 365 by end March 2021.
Please select one option from the list
below:

100%

22

What proportion of your estate will have
migrated to Office 365 by end June 20217

100%

23

What proportion of your estate will have
migrated to Office 365 by 13th October
20217 (Migration Deadline date)

100%

24

What proportion of your estate will be
technically or operationally impossible to
migrate to Office 365 by 13th October
2021 (Migration Deadline date)

0%

25

Please confirm your organisations
confidence level that the plan as outlined
above is achievable

Very Confident

19
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REPORT TO BOARD OF DIRECTORS

BM/20/07/83

Charitable Funds Committee Governing Document (ToR)
29" July 2020

Pat McLaren, Director of Communications & Engagement
Pat McLaren, Director of Communications & Engagement
SO1 We will.. Always put our patients first through high quality, safe
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

#145 a. Failure to deliver our strategic vision.

The Charitable Funds Committee Governing Document (terms of
reference) has been updated and approved for submission to the
Corporate Trustee.

e This ToR has been renamed ‘Governing Document’ and
includes an additional ‘introduction and describption of
purpose at item 0. This is to comply with requests from
grant-makers for Governining document at time of
application, some of whom cannot accept ‘terms of
reference’.

e Following approval by the Corporate Trustee this will be
uploaded to WHH Charity website

Information | Approval To note Decision
X

That the Trust Board, in its capacity at Corporate Trustee,
approve the Governing Document for

Committee Charitable Funds Committee
Agenda Ref. CFC2006 19

Date of meeting 4™ June 2020

Summary of Approved, submit to Board
Outcome

Release Document in Full

None

1
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Registered charity number 1051858
CHARITABLE FUNDS COMMITTEE

GOVERNING DOCUMENT

0. THE CHARITY

Warrington and Halton Hospitals Charity is registered in England with the Charities Commission number
1051858. It is the sole Charity of the NHS Foundation Trust known as Warrington and Halton Teaching
Hospitals headquartered at Lovely Lane, Warrington WA5 1QG and conducts its activities under the
auspices of the Corporate Trustee for the benefit of the patients, staff and volunteers at both Halton and
Warrington hospitals.

The Charity is a member of the Institute of Fundraising and NHS Charities Together and abides by the
Fundraising Code of Practice.

Its values are:

e Ethical - We will never pressure potential donors

e Transparent - We will be open and transparent about our charity and keep donors informed of our
progress

e Accountable - We will ensure that our fundraising costs deliver maximum return

e Compassionate - We will ensure that donated funds are distributed for the widest possible benefit
of patients and their families

e Creative — We will innovate and diversify our fundraising activities to remain an attractive partner to
donors

1. PURPOSE

The Board of Directors, acting as Corporate Trustee for the Charitable Funds, hereby resolves to establish a
Committee of the Board of Directors to be known as the Charitable Funds Committee. The Committee has
no executive powers other than those specifically delegated in these Terms of Reference.

2. AUTHORITY
The Committee is authorised to:

2.1 perform any of the activities within its terms of reference;

2.2 obtain outside professional advice and to secure the attendance of outsiders with relevant
experience and expertise if it considers this necessary; and

2.3 make recommendations to the Board for actions it deems necessary.

The Trust is Corporate Trustee of charitable funds registered together under charity registration 1051858
and the Committee is appointed as the Trust's agent in accordance with s16 of the NHS Trusts (Membership
and Procedures) Regulations 1990.

The Committee is authorised by the Corporate Trustee to obtain outside legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience if it considers this
necessary.

Date: 4 June 2020, Issue 9, Approved CFC: 4 June 2020
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REPORTING ARRANGEMENTS

The Committee will have the following reporting responsibilities:

4.

The Committee will be accountable to the Corporate Trustee (the Trust’s Board of Directors). A
report of the meeting will be submitted and presented to the Corporate Trustee by the Chair in the
Private (part 2) session of the Board meeting (given the commercially sensitive nature of the
Charity’s activities) and who shall draw to the attention of the Board issues that require disclosure to
the full Board, or require executive action, through a Chair’s key issues report. The minutes of the
Committee meetings will be formally recorded.

The Committee will report to the Corporate Trustee annually on its work and performance in the
preceding year.

The Trust standing orders and standing financial instructions apply to the operation of the
Committee.

DUTIES & RESPONSIBILITIES

The Committee’s responsibilities fall broadly into the following areas:

Ensure that the disbursement of funds are in accordance with the founding principles of the charity
ie:

Our purpose as a Charity is to support Warrington and Halton Teaching Hospitals to be OUTSTANDING for our
patients, our staff and our communities by fundraising to provide:

1. State of the art equipment, technology or training

2. Funding for WHH-related research and innovation

3. Improving the hospital environment

4. Providing enhancements to support the care and comfort of our patients, carers and visitors
while on our premises

5. Support to enable the health and wellbeing of our patients and our staff

....beyond that which the NHS is obliged to provide as part of patient care.

Ensure that individual fund objectives and spending plans are in keeping with the objectives,
spending criteria and priorities set by the donors.

Obtain plans for all individual funds and approve if/when appropriate.

Ensure that donations and investment income or losses are attributed to individual funds
appropriately.

Ensure the sources of income and the terms on which donations are received are acceptable to the
Trustees.

Ensure that all funds are correctly allocated as restricted, unrestricted or designated, and accounted
for accordingly. This analysis will differentiate between restricted, specific and the General charitable
fund.

Recommend an investment advisor — where market conditions are favourable - to the Corporate
Trustee following appropriate tendering procedures and regularly monitor and review their
performance.

Ensure that the investment policy for Charitable Funds set by the Corporate Trustee is implemented
and that sufficient funds are kept readily available to meet planned requirements.

Date: 4 June 2020, Issue 9, Approved CFC: 4 June 2020
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Ensure (through the NHS Foundation Trust’s Finance Department and accounting systems) that there
is an appropriate system of control over income and expenditure, and that there are robust
governance arrangements in place.
Ensure that the NHS Foundation Trust’s Constitution Standing Financial Instructions and the Scheme
of Reservation and Delegation are appropriately interpreted for charitable funds.
Receive and discuss all audit reports on charitable funds and recommend action to the Corporate
Trustee
Review the Charitable Funds annual accounts and comment/ recommend approval to the Corporate
Trustee as appropriate.
Respond to requests from the Corporate Trustee for review or investigation on relating to charitable
funds.
Receive WHH Charity Strategy and Forecasted income and expenditure and the WHH Charity annual
review
Receive the WHH Charity Annual Operational and Financial Plan
Receive the Charities Commission Guidance for Trustees checklist bi-annually and submit to the
Corporate Trustee
Receive the WHH Charity Risk Strategy every three years or as circumstances dictate
Receive the WHH Charity Risk Register annually with any changes or additions to this notified
through the Fundraising report
Conduct an annual committee effectiveness review and submit to the Corporate Trustee with the
Chair’s Annual Report.

MEMBERSHIP
The Committee shall be composed of the Corporate Trustee ie the Trust’s voting Board members

The Committee shall comprise the individuals responsible for ensuring that corporate Trustee duties
of the Trust are fulfilled. They shall be appointed by the Trust Board and will normally include:

e All the non-executive directors of the Trust (with the exception of the Trust Chairman) one
of whom will be appointed as Chair of the Committee by the Trust Board

e Up to (three) voting Executive directors to include the Chief Finance Officer or their
nominated deputies

Members can participate in meetings by two-way audio link including telephone, video or computer
link (excepting email communication). Participation in this way shall be deemed to constitute
presence in person at the meeting and count towards the quorum. Should the need arise, the
Committee may approve a matter in writing by receiving written approval from all the members of
the Committee, such written approval may be by email from the members Trust email account.

ATTENDANCE

In addition to the above, the following individuals, or their nominated deputy, shall normally be in
attendance at the meetings:

e Director Communications and Engagement

e Head of Fundraising

e Deputy Director of Finance and Commercial Development
# Financial Planning Accountant

Date: 4 June 2020, Issue 9, Approved CFC: 4 June 2020
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e Nominated Governor (Public Constituency)

e Any Senior Trust employees with clinical and operational expertise as nominated by the Trust
Board at the invitation of the Committee

7. QUORUM
A quorum shall be:

(2) non-executive directors
(2) executive directors (or their nominated deputies)

8. FREQUENCY OF MEETINGS
The Committee will meet on a quarterly basis.
9. ADMINISTRATIVE ARRANGEMENTS

Unless prior agreement is reached with the Chair of the Committee, Agenda and Papers will be sent 5 days
before the date of the meeting. No papers will be tabled at the meeting without prior approval of the
Chair. The Committee will be supported by the Secretary to the Trust Board

10. REVIEW / EFFECTIVENESS

The Committee will undertake an annual review of its performance against its work plan in order to evaluate
the achievement of its duties. This review will inform the Committee’s annual report to the Board.

DATE: June 2020

NEXT REVIEW: June 2022
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GOVERNING DOCUMENT - REVISION TRACKER

Name of Committee:

CHARITABLE FUNDS COMMITTEE

Version:

Issue No 9

Implementation Date:

June 2020

Review Date:

24 Months from the approval date ie June 2022

Approved by:

Charitable Funds Committee

Approval Date:

Charitable Funds Committee 4 June 2020 and Trust Board (insert)

REVISIONS

Date

Section

Reason on Change

Approved

June 2018

Attendance

- Delete Corporate Affairs from Director of
Communications + Engagement title

March 2019

Membership

- The Committee shall comprise the individuals
responsible for ensuring that corporate Trustee
duties of the Trust are fulfilled. They shall be
appointed by the Trust Board and will normally
include:

- All the non-executive directors of the Trust (with the
exception of the Trust Chairman) one of whom will be
appointed as Chair of the Committee by the Trust
Board

- Upto (three) voting Executive directors to include the
Director of Finance and Commercial Development or
their nominated deputies

CFC 7.03.2019
Trust Board
31.05.2019

March 2019

Attendance

- Director Community Engagement and Fundraising

- Deputy Director of Finance

- Head of Financial Services

- Nominated Governor (Public Constituency)

- Any Senior Trust employees with clinical and
operational expertise as nominated by the Trust
Board at the invitation of the Committee

CFC 7.03.2019
Trust Board
31.05.2019

March 2019

Quorum

A quorum shall be:
(2) non-executive directors
(2) executive directors (or their nominated deputies)

CFC 7.03.2019
Trust Board
31.05.2019

June 2020

Attendance

e Replace Head of Financial Services with

e  Financial Planning Accountant

e Amend title to read - Deputy Director of Finance and
Commercial Development

Issue 9

CFC 04.06.2020
Trust Board
29.07.2020

Date: 4 June 2020, Issue 9, Approved CFC: 4 June 2020
Review Date: June 2022
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e Amend title of DoF + Commercial Development to
read Chief Finance Officer

e Add Head of Fundraising

e Amend title of Director Community Engagement &
Fundraising to Director Communications and

Engagement
June 2020 Charitable To update the charitable purpose following Cttee Issue 9

Purpose approval in December 2019 CFC 04.06.2020

Trust Board

29.07.2020
June 2020 Naming of The ToR has been renamed Governing Document to CFC 04.06.2020

document comply with requests for this to accompany grant Trust Board

applications/corporate sponsorship 29.07.2020

TERMS OF REFERENCE OBSOLETE

Date Reason Approved by:

04.06.2020 Issue 8 replaced with Issue 9 CFC 04.06.2020
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REPORT TO BOARD OF DIRECTORS

BM/20/07/85

Emergency Preparedness Resilience and Response (EPRR)
Annual Report 19/20

29" July 2020

Emma Blackwell, EPRR Manager (2019-2020)

Rachel Clint, EPRR Manager (2020-2021)

Chris Evans, Chief Operating Officer

SO1 We will.. Always put our patients first through high quality, safe Vv
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

#1135 Failure to deliver an emergency and elective healthcare service
caused by the global pandemic of COVID-19 resulting in major disruption to
service provision.

#1124 Failure to provide adequate PPE caused by failures within the national
supply chain and distribution routes resulting in lack of PPE for staff.

#115 Failure to provide adequate staffing levels in some specialities and
wards.

#1134 Failure to provide adequate staffing caused by absence relating to
COVID-19 resulting in resource challenges and an increase within the
temporary staffing domain.

#1114 Failure to provide essential, optimised digital services in a timely
manner in line with best practice governance and security policies, caused by
increasing and competing demands upon finite staffing resources whom lack
emerging skillsets, sub-optimal solutions or a successful indefensible cyber-
attack, resulting in poor data quality and its effects upon clinical and
operational decisions / returns and financial & performance targets, reduced
operational efficiencies, denial of patient access to services, inferior quality
of care including harm, failure to meet statutory obligations (e.g. Civil
Contingency measures) and subsequent reputational damage.

#224 Failure to meet the emergency access standard.

#1126 Failure to potentially provide required levels of oxygen for ventilators
caused by system constraints resulting in lack of adequate oxygen flow at
outlets.

This report will:-

e Provide an overview of the emergency preparedness arrangements
within Warrington and Halton Hospitals NHS Foundation Trust.

e  Qutline the work that has been undertaken in the area during the
past 12 months.

e Describe our response to incidents which have occurred during
2019-20.

e Describe our respoinse to COVID-19 and highlight the associated
work to be prioritised in 2020-21.

e Summarise our planned work streams and priorities for the year
ahead.

1
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Information | Approval

v

To note Decision

The Board is asked to note the work and achievements
undertaken during 2018-19 and the planned work programme

for 2019-20 in support of the Trust’s objectives.

Committee

Choose an item.

Agenda Ref.

Date of meeting

Summary of
Outcome

Release Document in Full

None

2
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REPORT TO BOARD OF DIRECTORS

Emergency Preparedness, BM/20/07/86
Resilience and Response (EPRR)

Annual Report 2019/20

All NHS organisations are required to deliver their legal duties and responsibilities for
Emergency Preparedness, Resilience and Response (EPRR) set out in The Civil Contingencies
Act 2004. As a Category 1 responder under the Act, we have a duty to develop robust plans
to prepare and respond effectively to emergencies, to assess risks and develop plans in order
to maintain the continuity of our services in the event of a disruption.

Like most NHS organisations we have had our resilience tested on a number of occasions over
the last year, most notably in the form of the COVID-19 pandemic, notwithstanding other
pressures including severe weather, outbreaks of infection, IT and telecommunication failures
and demand management pressures. Our plans and procedures and the commitment of our
staff have enabled us to manage such incidents in a professional manner which has helped to
minimise disruption to patient care.

Purpose
The purpose of the annual report is to:-

e Provide an overview of the emergency preparedness arrangements within
Warrington and Halton Hospitals NHS Foundation Trust.

e Qutline the work that has been undertaken in the area during the past 12 months.

e Describe our response to incidents which have occurred during 2019-20.

® Summarise our planned work streams and priorities for the year ahead.

Emergency Preparedness Structure

The Trust has a Major Incident Plan in place which is built on the principles of risk
assessment, multi-agency co-operation, emergency planning, sharing information and
communicating with public. This plan is underpinned by a number of associated business
continuity plans which outline how our critical services will continue to be provided in the
event of a disruptive incident.

Lead Officers

= Chris Evans- Chief Operating Officer is the designated Lead Executive Director with
responsibility for Emergency Planning within the Trust.

3
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= Terry Atherton is the Non-Executive Director nominated to support the Chief
Operating Officer in this role.

= The Lead Director was supported by Emma Blackwell, Resilience Manager (until 1%
July 2020) and subsequently Rachel Clint.

Committee Structure

In order to discharge our responsibilities effectively under the Civil Contingencies Act (2004),
emergency preparedness arrangements have been embedded into the trust’s Committee
structure.

The Event Planning Group (EPG), chaired by the Chief Operating Officer, is charged with the
responsibility of overseeing the development of emergency preparedness arrangements
within the Trust. The group meets on a monthly basis and its membership includes senior
managers from all Clinical Business Units, clinical representation and corporate services.

In addition to Emergency Preparedness matters the role of the EPG is to anticipate and plan
for forthcoming events which are likely to prevent a challenge to our services and resources
and to develop co-ordinated plans in advance. Minutes of the Group’s meetings are
produced and high level briefing reports were provided to the Trust Operational Board prior
to March 2020. Corporate plans, approved at the EPG, were formally ratified by the Trust
Operational Board.

The monthly Event Planning Group was paused following the outbreak of COVID-19, when a
Coronavirus Management Board (Appendix 1) was introduced March 2020 and a Silver
Command structure was put in place to manage the Level 4 incident. This Coronavirus
Management Board was reviewed and replaced by the COVID-19 Tactical and Recovery
Management Board (Appendix 2) in June 2020.

EPRR External Structure:

NHS England Area Team has lead responsibility for co-ordinating a local health response to
an emergency. A Cheshire, Halton and Warrington Local Health Resilience Partnerships
(LHRP) exist to deliver National EPRR strategy in the context of local risks. The LHRP brings
together the health sector organisations involved in emergency preparedness and
strengthen cross-agency working. The quarterly Strategic LHRP meetings are attended by
The Chief Operating Officer or Deputy. The Trust Resilience Manager attends the
Practitioner and task group meetings.

4. IMPACT ON QPS?
Training

4
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The Trust has an ongoing programme of exercises and training events to test and validate
emergency plans. Details of all of the training events are reported in Appendix 3.

Assurance Process

The Trust is required to undertake an annual self-assessment against the 65 NHS England
Core Standards for EPRR. This was last undertaken in August 2019. This included a ‘deep dive’
focusing on severe weather response.

In September the Board were informed that the Trust had achieved ‘Substantial’ compliance
against the EPRR Core Standards. This was an improvement in last year’s compliance and
highlighted the work that had been undertaken in the past 12 months specifically around
business continuity and EPRR staff training and exercising.

It is not clear whether the annual self-assessment will take place in 2020, we await further
instruction from NHSE.

5. MEASUREMENTS/EVALUATIONS

Incidents & Exercises

During 2019-20 the following significant incidents and exercises are of note:

24™ April 2019 and 22™ May 2020 — Emergency Department Desk Top Major Incident
Exercises

The ED Major Incident desktop exercises were an opportunity to provide training to the
Senior ED Clinicians and exercise elements of the Trust major incident plan and update the ED
department’s local major incident plan based on the new department footprint.

Staff were briefed on current major incident definitions, discussed recent incidents, hospital
initial decision making and the Cheshire and Merseyside mass casualty planning matrix, triage
and blast injuries.

6" June 2019 - Exercise Roving Storm

Members of the Trust IT and Communications team attended a Local Resilience Forum (LRF)
exercise in June which explored the potential multi-agency impact of a significant Cyber
Attack in the local area.

26" June 2019 - Major Incident Standby — Daresbury Hotel

The Trust was informed via Cheshire Police of a large scale disturbance at the Daresbury Park
Hotel. Initial reports suggested up to 40 casualties and the Trust declared a Major Incident
standby. The Emergency department staff effectively cleared the department and prepared

5
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to receive casualties, the On-Call team attended site and Switchboard completed a
notification cascade. There was some learning from the incident and a debrief took place on
the 27" June.

25" June 2019 — Exercise Snow Leopard

This was a whole system exercise to review the escalation action cards by testing them
against severe winter pressures. This was attended by Trust and CCG staff and learning from
the exercise formed part of whole system winter planning for 2019/20.

17" October 2019 - VHF Desktop exercise

This was a desktop exercise based on a self-presenting casualty, who along with his 8 year old
son, attended the Emergency department with potential symptoms of a Viral Haemorrhagic
Fever (VHF). The exercise focused on the patient’s journey in the Emergency department.

Prior to the start of the exercise, participants were briefed on the transmission, signs and
symptoms, diagnosis and current treatment of the Ebola virus.

Learning from this exercise was factored in to the early planning for the coronavirus
pandemic, specifically the use of Primary Care as an isolation area.

27" November 2019 — Pandemic Flu Desktop Exercise

This was a desktop exercise focusing on a surge of suspected flu patients, primarily paediatric
patients, who required treatment and high care admission. The approach was to work with
the actual demands, staff and space available on the day using real time information from
Lorenzo.

The exercise was an opportunity to test out the operational elements of the WHH Pandemic
Influenza Plan looking at how we would cohort patients, the number of ventilators that are
available and how we would manage a surge in paediatric admissions within our existing
capacity.

Learning from the exercise was factored into the planning for the coronavirus pandemic,
specifically the use of Theatre’s for critical care patients.

18" December 2019 — Trauma Symposium and Major Incident Walkthrough

The Trust wide trauma meeting was used in December to run a mass casualty major incident exercise.
This was an opportunity to brief Consultant General and Orthopaedic Surgeons. The feedback was
very positive and learning will need to be picked up as part of the work plan for 2020/21.

EU Exit

6
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The Trust Board was kept regularly updated 2019/20 of the Trust preparation for a no deal EU
Exit. An EU Exit Team was established led by the AEO and EPRR Manager and with subject
matter experts for all critical areas including Procurement, Pharmacy, Workforce, Overseas
Visitors and IT. The EU Exit operational response included:-

e Front line communication to Trust staff — EU Exit was the weekly ‘hot topic’ at
the Trust wide safety briefings.

e EU Exit was included in Team brief for September and October.

e Monitoring national guidance using an EU Exit operational readiness tracker.

e Service level business continuity plans in place across all CBUs.

e Letter to all Clinicians from Prof Simon Constable requesting their support for the
supply of medicines, supplies and devices.

e One ssingle point of contact for escalating any potential EU exit issues —
whh.brexit@nhs.net

e Facilitation of a Warrington and Halton system wide EU Exit meeting.

e Completion of daily SitReps.

COVID-19

3" March 2020 - PHE announced Level 4 Incident
The Trust initiated responses inline with guidance from NHSE.

11" March — WHO declared outbreak of COVID -19 as a pandemic
The Trust continue to exercise the Phase One response to COVID-19.

13" March 2020 — Grand Round — Trust Response to COVID-19

The Trust wide brief was used to inform all staff of the phase one response to COVID 19. This
was an opportunity to capture staff across departments and share key information about the
initial response to the pandemic. The session was supported by Dr Janet Purcell and Dr Toong
Chin (Consultant Microbiologist), Emma Blackwell (Emergency Planning Officer), Caroline
Eardley (Lead Nurse Manager Staff Health and Wellbeing) and Lesley McKay (Associate DIPC
and Associate Chief Nurse). This was followed by a Q&A session and subsequently Trust wide
communication supported the sharing of national updates and guidelines.

Since March 2020, The Trust Board has been regularly updated on the Trust response to
COVID-19. A Coronavirus Management Board was established and led by the AOE following
the PHE announcement of the Level 4 Incident and the World Health Organisations
declaration of a pandemic.

The COVID-19 Tactical and Recovery Groups consist of senior stakeholders from all CBUs, HR

and Workforce, Infection Prevention and Control, Procurement, Pharmacy and Executive
and clinical representation exists. The COVID-19 Tactical and Recovery responses include:-

e Overseeing the first and second phase of the Trust response to COVID-19.
e Reviewing and managing Clinical Pathways and ensuring safe and effective services
for patients.

7
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Overseeing Business Continuity Planning across all CBUs and services.
Management of incidents and formulating / communicating the escalation plan.
Reviewing and managing patient flow safely, effectively and efficiently.

Reviewing current staffing levels to provide a patient focused service.

Receiving, logging, reviewing and implementing the latest NHSE & PHSE guidance.
Reviewing stock and supplies levels and arrangements.

Overseeing the second phase of the hospital response to COVID-19.

Supporting the establishment of the Elective Recovery Board to initiate plans for the
step up of urgent elective services.

Ensuring there is consideration of availability of medicines, PPE, consumables and
equipment for all of the above.

Planning and delivery of Wellbeing, OD and HR work streams to support workforce
recovery.

Coordination and completion of daily SitReps.

Governance in relation to service changes and the recovery of services.

An Incident Management Team was established to support the Trust response to COVID-19.
The response included:-

A single point of contact for receiving, cascading and communicating national and
regional updates — whh.controlroom@nhs.net available as a seven day service 8am-

8pm 17" March — 30" June, 8am-6pm from 1 July (remote out of business hours
11" July onwards).

A seven day onsite Control Room function to support staff with PPE requirements,
IPC advice, daily plans and a single point of contact for COVID-19 related enquiries.
Coordinating the COVID Consultant on-call rota.

Governance of Tactical and Recovery Board meetings.

Logging of documentation from NHSE, PHE, regional guidelines, updates from
regulatory bodies and internal updates.

Death Notification Processes and CPNS reporting.

Collaboration with Information to complete daily SitReps.

Regional network reporting and sharing key information.

Supporting the procurement and specialist PPE functions.

Communication of key information, safety alerts and national updates.

Initiating a COVID Framework to assess compliance against the NHS Framework

For 2020/21 the Control Room / Incident Management function will be flexed up / down
based on the national situation and guidance from NHSE / LHRP / Regional ICC.

6. TRAJECTORIES/OBJECTIVES AGREED

8
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Work undertaken in 2019/20

The following work streams were completed during the year under review:

The Major Incident Plan, Business Continuity Plan, Full Capacity Plan and Severe
weather plans were all reviewed and updated to reflect local and national
developments. All were approved by the Event Planning Group.

In accordance with the national framework, preparation for a no deal European
Union exit was managed via the EPRR leads within the Trust. A large amount of work
was undertaken which involved establishing a Brexit Working Group, completing
actions given by the DHSC on the EU Exit Readiness Guidance and Supplies Self-
Assessment tools. The Board was regularly updated of the Trusts preparedness and
situation reports were also submitted to DHSC on a daily basis for a period of time.
Major Incident and CBRN training was delivered weekly to Emergency Department
Staff.

The Trust participated and contributed fully in all Local Health Resilience Partnership
meetings and work streams.

Membership and terms of reference of the Event Planning Group have been
reviewed and updated to ensure all teams are now represented.

Close liaison has been maintained with partner agencies in planning for local mass
gathering events i.e. Warrington Neighbourhood Event and Creamfields festival.

Work programme for 2020/21

In 2019-20 the focus has been on reviewing and updating our key Emergency/Major
Incident and Business Continuity plans, along with managing the COVID-19 pandemic.

EPRR in an ongoing cycle of planning, training, testing and improving. In 2020-21 the early
emphasis will be on lessons learned during the COVID-19 pandemic, preparing for local
outbreaks / a second wave and completing a debrief based on Phase 1 and Phase 2
responses to the COVID-19 pandemic. This will include collaboration with key stakeholders
involved in the responses, raising staff awareness, testing plans and identifying any areas for
improvement.

In support of and in addition to this, the following work plans will be undertaken:

Exercise the Major Incident and Business Continuity plans in the form of table top
exercises with the operational teams.

Review the Escalation process, including Full Capacity policy and action cards to
support the Trust’s winter planning preparedness.

Ensure the Trust is prepared to stand up our EU Exit plans when required.

Deliver training to key staff in Emergency Preparedness and Incident Management.
Develop specific plans for local COVID-19 outbreaks to anticipate and meet
potential demand management pressures in the health care system.

Develop specific plans for managing winter pressures alongside COVID-19.

Review of the Pandemic Influenza Policy alongside the management of COVID-19.
Collaborate with the Procurement department and the Infection, Prevention and
Control team to support a reliable supply of PPE and management of resources.

9
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e Review the Trust On-Call documentation for Senior Managers and Executives.

e Continue as a full and active member of the Local Health Resilience Planning Group.

e Update plans and procedures in line with any new National guidance.

e A review of the Communications plan as part of our lessons learned from COVID-19.

e EPRR education of CBUs and workforce in light of lessons learned and COVID-19
experiences.

e Monitor the lessons learned from COVID-19 and other incidents in the UK.

The NHS England led LHRP meets monthly externally and is attended by the Trust Emergency
Planning Lead; the outcomes are fed into the Trusts Event planning meeting / Tactical group
meeting.

The 2020 NHS EPRR Core Standards Audit is yet to be confirmed by NHSE.

Reviewing and implementation of the latest NHSE & PHSE guidance occurs through Tactical
meetings. The Tactical Board and Recovery Board functions remain in place to oversee the
management of incidents and escalation planning. Appropriate items are escalated to the
Strategic Executive Oversight Group.

This report is presented annually to the board.

The EPRR Manager escalates issues to Tactical and Recovery Board meetings in the current
absence of Trust Operational Board. The Event Planning Group will report any issues or
updates via Trust Operational Board when this group is re-established.

The Board is asked to note the significant work and achievements undertaken during 2019-20
and the planned work programme for 2020-21 in support of the Trust’s objectives.

10
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Appendix 1- Coronavirus Management Structure

|EH

COVID-19
Management Structui

Appendix 2- COVID-19 Tactical and Recovery Management Board

|Eﬂ

COVID-19 and
Recovery Managemel

Appendix 3 — Training events in 2019-2020

Event Organiser Date Staff Involved Purpose
On-Call Managers WHH _ Jo Hazlehurst Provide a brie_fing ar.1d
Emergency Var!ous dates Rachel Smith update. of Major Incident
Preparedness and during the year Debbie Mallett potential and the _cha_ull_enges
Incident Response Kate Brizell roles and responsibilities of
briefing Janet Pye the Trust.
Carol McEvoy
Linda Ellison
Loggist Training WHH 15/05/19 4 members of the Administration team. To train a cadre of
administration staff to be
incident Loggists for the
Trust.
Lessons learnt from | NHS England 11/6/19 Emma Blackwell, EPRR Manager Multi-agency review of the
Manchester Arena lessons learnt from the
Attack Manchester Arena attack.
11
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Major
Incident/CBRN
Training

WHH

Weekly
throughout June

Natalie Whitehead
Jayne Yates

Karl Dolman

Kim Harker

Ashley Halliday
Frances Mendoza
Joanne Bull
Heather Brownlow
Joanne Fenney
Erin Dobson
Rachel Walton
Claire Grice
Malcolm Andrew Bell
Petra Hawthorn

Staff Nurse
Sister
Staff Nurse
Staff Nurse
Staff Nurse
Staff Nurse
Sister
Staff Nurse
Sister
Staff Nurse
Staff Nurse
Sister
Sister
Staff Nurse

Overview of Trust and ED
major incident plans and
CBRN walkthrough.

12
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COVID-19 STRATEGIC GROUP
Chair: Chief Executive Simon Constable
Daily Meeting at 12:00pm
ategic Executive oversight of all Covid-19 related meetings. It is a decision

COVID-19 TACTICAL GROUP
Chairs: Chief Operating Officer Chris Evans DIPC and Chief Nurse Kimberley Salmon-Jamieson
Daily Meeting at 08:00am

Function: Reviewing and managing Clinical Pathways and ensuring safe and effective services for patients. Management of incidents and escalation plan. Reviewing and
managing Patient Flow safely, effectively and efficiently. Reviewing and Managing current staffing levels to provide a patient focused service. Receiving, reviewing and
implementing the latest NHSE & PHSE guidance. Review of stock and supplies levels and arrangements. Reviewing and formulating Communications plans. Reviewing

information requests
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STRATEGIC GROUP
Chair: Chief Executive Simon Constable
- Tuesday and Thursday 12:00pm
Executive oversight of all Covid-19 and recovery related meetings. Itisa d

utives attend.

COVID-19 TACTICAL GROUP RECOVERY BOARD
Chairs: Chief Operating Officer Chris Evans DIPC and Chief Nurse Kimberley Salmon-Jamieson Chairs: Chief Operating Officer Chris Evans DIPC and Chief Nurse Kimberley Salmon-Jamieson
Monday Meeting at 08:00am and Friday Meeting at 3.30pm Tuesday and Thursday Meeting at 08:00am
Function: Reviewing and managing Clinical Pathways and ensuring safe and effective services for patients. Function: To oversee the second phase of the hospital response to COVID19. The step up of non Covid19
Management of incidents and escalation plan. Reviewing and managing Patient Flow safely, effectively and urgent services as soon as possible. Review capacity for routine non-urgent elective care. Ensure
efficiently. Reviewing and Managing current staffing levels to provide a patient focused service. Receiving, consideration of availability of medicines, PPE, consumables and equipment. Planning and delivery of
reviewing and implementing the latest NHSE & PHSE guidance. Review of stock and supplies levels and Wellbeing, OD and HR work streams to support workforce recovery.
arrangements. Reviewing and formulating Communications plans. Reviewing information requests
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BM/20/07/86

Learning from Experience Report - Q4 2019/20

29" July 2020

Layla Alani, Deputy Director Governance

Executive

Kimberley Salmon-Jamieson, Chief Nurse + Deputy Chief

SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.
SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.
SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

The following report provides an overview of the Learning from
Experience Report.

The information within the Learning from Experience report is
extracted from the Datix system and other clinical governance
reports for Incidents, Complaints, Claims, Health & Safety,
Mortality and Clinical Audit related to Quarter 4, 2019/20.

Information

Approval

To note
X

Decision

The Board of Directors is asked to note the report.

Committee

Quality Assurance Committee

Agenda Ref.

QAC/20/07/108

Date of meeting

7™ July 2020

Summary of
Outcome

Noted

Release Document in Full

None
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REPORT TO BOARD OF DIRECTORS

This report relates to the period 1* January — 31* March 2020 (2019/20 Q4). It contains a
guantitative and qualitative analysis (using information obtained from the Datix risk system)
including incidents, complaints, claims and inquests. The report includes a summary of key
issues identified in Quarter 4 with specific recommendations based upon the findings.

The purpose of the report is to:
0 Identify themes arising from; Incidents, Complaints, Claims, Health & Safety,
Mortality and Clinical Audit data that have been reported during Quarter 4.
0 Make recommendations to the CBUs highlighting areas of focus for improvement.
0 Provide a summary of incidents, complaints and claims reported during the review
period, highlighting any trends apparent from the review of the data.

2. KEY ELEMENTS - ITEMS FOR ASSURANCE FROM Q4

. . P—
2.1. Incident Reporting C@; o
e There was a decrease in incident reporting within the Trust in Q4 Report to Improve

(2618 in Q3 vs 2309 in Q4), with notable reductions in reporting in it it

empowered to maks thange.

February and March 2020 — partly attributed to the Covid-19
pandemic. In light of this, the ‘Report to Improve’ campaign will be
relaunched across the Trust in July 2020 and will continue for the

The Datix reporting farm (s Ao
easier b complete and will soon
wive the regavier any feedback.

remainder of the calendar year to ensure incident reporting T

increases back to normal levels following the response to the
pandemic. Incident reporting is essential for demonstrating an open and honest culture
that is committed to learn and improve.

2.2. Learning and Actions from Incidents
e Medication - An adult patient with insulin dependent diabetes mellitus did not have his
insulin prescribed on admission which resulted in missed doses. When the patient’s
insulin was prescribed, Toujeo insulin was incorrectly prescribed as twice a day.
Examples of learning and actions from the 72 hour review included:
0 The incident was shared at Medical/Surgical Handover, Trust Safety Huddle and
Ward Safety Huddle.
0 The Hot Topic at the Trust Safety Huddle was used to provide learning on
diabetes and insulin.

2
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0 The Trust Desktop was used to provide learning about the different types of
insulin.
0 Single point lessons on prescribing insulin and insulin infusions were circulated
via the Trust Safety Huddle and to all clinical staff.

e Medication - A 97 year old patient who weighed 31kg was prescribed and administered
oral paracetamol 1 gram four times a day for 6 days. The patient developed paracetamol
toxicity which had to be treated with an acetylcysteine IV infusion. The following actions
were taken / agreed as a result of this:

0 A Safety Alert with recommendations for prescribing and administering oral and IV
paracetamol for adult patients if body weight is less than 50kg was sent across the
Trust.

0 Trust guidance for dosing oral paracetamol in adult patients if body weight is less
than 50kg is to be produced with the involvement of the pain team.

0 A 72 hour review was held and a concise root cause analysis is now being completed
for the incident to identify further learning and actions.

e Highlighted learning / actions from Pressure Ulcer incidents:

0 Select wards are trialling ‘turning clocks’ as part of the pressure ulcer
collaborative to ensure timely repositioning of patients in order to prevent
pressure ulcer development / deterioration.

0 A new Tissue Viability Nurse has been appointed to increase the team’s capacity
to provide training and support in pressure ulcer prevention.

e Information Governance - The IT Team became aware that the NHS was being targeted
with a number of COVID-19 related scams, fake websites and phishing emails. The
following actions were taken:

0 Alerts issued to staff containing instructions not to open suspicious emails or to
click on links contained in them. Images of the fake websites were also
circulated.

O The IT Department have arranged for NHS Digital to perform simulated Phishing
attacks on the email accounts of the Trust’s staff in order to further increase
awareness.

e Aortic dissection — Patient attended with vomiting, abdominal and sternal pain. There
was documentation of a plan for ECG but no evidence this was done. Assessment and
management plan was for a Gastrointestinal related diagnosis based on the patients’

3
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symptoms. Observations were normal, pain settled and the patient was discharged after
a few hours. The patient sadly passed away in the community 24 hours after discharge
and the cause of death at post-mortem was aortic dissection. Learning points:
0 Aortic dissection is rare and clinical presentation may not be typical of cardiac
triggers. No single clinical feature will lead to a diagnosis of aortic dissection.
0 A heightened awareness of the potential diagnosis to increase the ability to make
the conclusion.
0 ECGs should be requested on ICE.

2.3. Complaints and PALS

e Over the 2019/20 financial year, all CBUs made significant LB
improvements for responding to complaints on time. There were IiSI'ening to 7 & A,
no breached complaints throughout 2019/20 Quarter 4. our patients

e There was a decrease in complaints opened Trust wide in Q4 (104
in Q4 versus 107 in Q3). The Trust currently has one complaint over 6 months old due to
the Covid-19 pandemic, though timeframes were paused.

e Themes identified in complaints mirror those found across PALS and incident reporting;
delays in treatment, appointments issues and communication issues.

e Actions from complaints are monitored via the speciality governance dashboards and
the Clinical Governance Department, reporting to the Complaints Quality Assurance
Group. Complaints actions reports are also made available Trustwide on a weekly basis.

e The Trust currently has 4 open PHSO cases. The PHSO finalised 2 investigations during
Q4; both were partially upheld.

2.4. Mortality

e As part of the mortality review process, 67 cases were discussed at MRG in Quarter 4.
Most of these cases were rated “Good” with some “Adequate” also being discussed. 2
SJRs reported the overall care grading as ‘poor’.

e Comparing to Quarter 3, DoLS/LD has reduced and the ‘patients Under 55; was the
highest trigger for an SJR in Quarter 4.

e The Summary Hospital Mortality Indicator (SHMI) and Hospital Standardised Mortality
Ratios (HSMR) are within expected range.

e The Mortality Review Group has become a virtual meeting due to Covid-19. Deaths are
being reviewed and discussed at the group which continues to have external
representation from our Commissioning bodies.

2.5. Clinical Audit

e There are a number of audits ongoing across the Trust. For Q4 this briefing makes
reference to the National Neonatal Audit Programme. WHH are required to complete 3
actions by the end of 2020/21 Q3 which will improve neonatal care in the organisation.
This is being monitored by the Clinical Audit team.

4
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the relevant information. The result of this audit provided the Trust with “Significant”
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assurance.

3. KEY LEARNING FROM SI INVESTIGATIONS CONCLUDED IN Q4

e Patient falls resulting in fractured neck of femurs - Lessons Learned

o

Staff should update falls risk assessments when there are identified changes in a
patient’s clinical status.

Documentation of assessments should be updated and completed in full to
enable completion of nursing management plans.

Staff involved update on training in relation to the importance of completing a
lying and standing blood pressure assessment for all patients over 65 years of
age admitted to hospital.

Staff on Ward B12 to have targeted updated training on MCA and DolS.

e Radiology Delayed Diagnosis Sls - Lessons Learned

(0]

Process amended for organising follow up imaging recommended by Radiology
for both suspected lung cancer and other patients who require follow up
imaging.

Review of the procedure for actioning Radiology alerts for inpatient imaging, to
include documenting any action taken on Lorenzo.

Learning through individual reflection and further peer discussion at the local
REAL meeting.

e Never Event: Wrong site procedure - Lessons Learned

(0}

A robust ‘prosthesis pause’ checking procedure for surgical implants has been
implemented with appropriate training for staff and a SOP.

Learning from this incident has been shared with the staff involved, at the
theatre and anaesthetic meeting and via a monthly learning newsletter.
Include the prosthetic checking process at the theatre and orthopaedic

induction. T
Ensure all items in the theatre stockroom are SHO @
clearly labelled and easy to locate. _

Continue to progress the ‘Shout S.A.F.E.” —a
project to improve quality and safety in theatre.

5

Page 172 of 203




We are WHH & We are

[ =N
S

) R §P@ge 173.0f 203

NHS|

: Warrington and Halton
difference Teaching Hospitals

NHS Foundation Trust

4. ITEMS FOR ESCALATION FROM Q4

4.1. Clinical Incidents

e There was an increase of 10 incidents causing Moderate to Catastrophic harm in Q4 (27
in Q3 vs 37 in Q4).

e The Trust reported 294 incidents open in CBUs in Q3. To date this has decreased to 224,
with significant improvements in incident management noted across the organisation.

e The number of no harm incidents reported fell by 13.2% in Q4, with notable reductions
in reporting in February and March 2020 — partly attributed to the Covid-19 pandemic.
In response to this, the ‘Report to Improve’ campaign will be relaunched and led by the
Patient Safety Manager and Senior Governance Manager. Reporting of no harm
incidents is essential for learning and analysis of clinical and non-clinical issues across
the organisation.

4.2. Non-Clinical Incidents

e From 1* January 2020 to 31% March 2020, there were 348 non-clinical incidents
reported. The top 2 categories were Security Incidents and Infrastructure / Health &
Safety Incidents. Injury to staff was one of the top sub-categories for Health & Safety
Incidents — this is being monitored by the Health & Safety team for themes and trends.

4.3. Complaints

e Staff attitude and behaviour complaints shown a further increase in Q4.

e Training on First Impressions and Customer Care continued to be rolled out across the
Trust in Q4, however has been unable to take place since due to the Covid-19 pandemic.

e Complaints around clinical treatment have reduced in Q4 - mirroring Q4 incident
reporting which saw clinical care issues reduce.

4.4. Claims
e Payments for clinical claims settled with damages totalled: £ 1,722,670.27 excluding
costs; and

e Payments for non-clinical claims settled with damages totalled £7,000.00. Learning from
individual claims continues to be disseminated.

4.5. Mortality

e Medical Care, Integrated Medicine and Community and Urgent and Emergency Care
continue to report the highest number of mortalities, though this is not disproportionate
when considering the type and number of patients cared for in these areas.

5. RECOMMENDATIONS
The Board of Directors is asked to note this report.

6
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REPORT TO BOARD OF DIRECTORS

BM/20/07/87

Patient Experience Strategy

29 July 2020

John Goodenough, Deputy Chief Nurse

Kimberley Salmon-Jamieson, Chief Nurse & Deputy Chief
Executive

SO1 We will.. Always put our patients first through high quality, safe
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

service provision.
supply chain and distribution routes resulting in lack of PPE for staff.
wards.

#134 Financial Sustainability a) Failure to sustain financial viability,

temporary staffing domain.

of care including harm, failure to meet statutory obligations (e.g.
Contingency measures) and subsequent reputational damage.
#224 Failure to meet the emergency access standard.

increased estates costs and unsuitable accommodation.
#145 a. Failure to deliver our strategic vision.
#145 b. Failure to fund two new hospitals.

outlets.

reputation.

#1135 Failure to deliver an emergency and elective healthcare service
caused by the global pandemic of COVID-19 resulting in major disruption to

#1124 Failure to provide adequate PPE caused by failures within the national

#115 Failure to provide adequate staffing levels in some specialities and

#1134 Failure to provide adequate staffing caused by absence relating to
COVID-19 resulting in resource challenges and an increase within the

#1114 Failure to provide essential, optimised digital services in a timely
manner in line with best practice governance and security policies, caused by
increasing and competing demands upon finite staffing resources whom lack
emerging skillsets, sub-optimal solutions or a successful indefensible cyber-
attack, resulting in poor data quality and its effects upon clinical and
operational decisions / returns and financial & performance targets, reduced
operational efficiencies, denial of patient access to services, inferior quality

#125 Failure to maintain an old estate caused by restriction, reduction or
unavailability of resources resulting in staff and patient safety issues,

#1126 Failure to potentially provide required levels of oxygen for ventilators
caused by system constraints resulting in lack of adequate oxygen flow at

#241 Failure to retain medical trainee doctors in some specialties by
requiring enhanced GMC monitoring resulting in a risk service disruption and

Civil

This strategy sets out how we are working to deliver an
outstanding patient experience, every time. This is a key qu
priority which will help us achieve our mission: To be

involvement from patients, staff, and other key stakeholder

outstanding for our patients, our communities and each other.

It has been developed following a period of engagement and

ality
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groups. The completion was paused, temporarily because of

COVID-19.

All voices need to be heard whenever there is service
development or re-design that could impact on patients and this
strategy commits to involve people who use services at WHH
and their carers. This has been set out in WHH Patient and
Public Participation and Involvement Strategy which supports
the delivery of the updated Patient Experience Strategy.

Information | Approval

To note Decision
X

The Board of Directors are asked to note the Patient Experience
Strategy approved by the Quality Assurance Committee

Committee

Quality Assurance Committee

Agenda Ref.

QAC/20/07/91

Date of meeting 7 July 2020
Summary of Approved
Outcome

Release Document in Full

None

2
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PATIENT EXPERIENCE
STRATEGY 2020 - 2023

Ou/u migziere is to be OUTSTANDING for our
patients, our communities and each other.



nwv
Patient

Experience

We believe that our WHH community,
both in our hospitals and externally,

is pivotal in deciding what an
‘outstanding’ patient experience looks
and feels like. Therefore, we pledge

to actively seek, listen and act on
feedback received from our patients,
staff, and other key stakeholder

groups such as our Foundation Trust
Governors, Healthwatch, our valued
Volunteers and Carer organisations
plus the extensive number of advocacy
groups that work with us to make things
better for their service users.

This Patient Experience Strategy has
been co-produced with our patients,
our staff and our partners who have
been asked “What matters to You?”
and it reflects the needs of our local
population.

| am delighted to welcome
you to our Patient Experience
Strategy. This strategy sets out
how we are working to deliver an

outstanding patient experience,

every time. This is a key quality
priority which will help us achieve

our mission: To be outstanding
for our patients, our communities
and each other

It is important to recognise the
achievements the Trust has made

over the last three years, driven by the
previous Patient Experience Strategy
and which provide the foundations

for this next chapter. We continue to
actively and inclusively engage with and
involve our patients and their carers;
we create platforms for joint working
and co-production with our patients
supporters and advocates and we
continue to listen, learn and act on
feedback — improving and refining as
we continue towards our mission of
being an ‘Outstanding’ organisation.

s

Strategy

| am proud to present our
Patient Experience Strategy for
2020-23, a core element in the
delivery of our Quality, People
and Sustainability organisation
objectives (QPS).

It is first and lasting impressions

that make the difference between

good and outstanding patient care.

We acknowledge that our patients’

and families perceptions of a good
experience is as essential as receiving
effective and safe care - this starts from
the moment our patients have their first
contact with our services.

We are committed to continually
improving the quality of the experience
of our patients and provide our staff
with the skills, quality improvement (Ql)
knowledge and training necessary to
deliver safe, effective and high quality
patient care.

We believe that all voices need to
be heard whenever there is service
development or re-design that could

impact our patients and we have
committed to involving our service
users and their carers and have set
this out in our WHH Patient and

Public Participation and Involvement
Strategy which supports the delivery
of the Patient Experience Strategy.
This is not a standalone document
and needs to be considered alongside
related WHH strategies.

Kimberley Salmon-Jamieson
Chief Nurse




O« Mission, Vision,
Values, Aims and
Objectives

~

\_

We will be OUTSTANDING for our patients, our

Our Mission: communities and each other

~

.

We will be the change we want to see in the

Our Vision: world of health and social care

~

Our Aims/Obijectives:

Sustainalbility

We are WHH & We are

PROUD

to make a difference

We will... Work
in partnership
to design and

We will... Be the
best place to work
with a diverse,
engaged workforce provide high

that is fit for the quality, financially
future sustainable services

We will... Always put
our patients first
through high quality,
safe care and an
excellent patient
experience

We will do this by:

Continuously improving, exploring new opportunities and technology
and being creative and innovative in redesigning and developing all
we do.

Patient
Safety

We are
committed to
developing

and enhancing
our patients’
safety through a
learning culture
where quality
and safety is
everyone’s top

priority.

Wellbeing

& Engagement
Create the
conditions

to promote
wellbeing

and enable

an engaged
workforce

to improve

patient and staff

experience.

@) Patient
Experience

By focussing on
patient experience
we want to place
the quality of
patient experience
at the heart of

all we do, where
“seeing the person
in the patient” is
the norm.

9 Attraction,
Retention,
Development &
Inclusion
Attract and retain
a diverse workforce
aligned to our
culture and values,
to ensure that we
have the staff with
the skills to deliver
excellent patient
care.

Our 3 strategic objectives under the Quality
domain are:

Clinical
Effectiveness

Ensuring
practice is
based on
evidence so
that we do the
right things
the right way
to achieve the
right outcomes
for our
patients.

Our 3 strategic objectives under the People
domain are:

) Employee €) Leadership &

Organisational
Learning
Develop a
collaborative,
compassionate
and inclusive
culture of
collective
leadership and
organisational
learning.

Our 3 strategic objectives under the Sustainability

domain are:

0 Play a central

role in our
healthcare
economies
to support
integrated
place
based care.

9 Work with other
acute care providers
to ensure that those
services which need
to be provided
in an acute
environment are
the best they can
be and are clinically
and financially
sustainable.

9 Provide our

services in an
estate that is
fit for purpose,
supported by
technology,
and aligned to
the needs of
our developing
populations.

()ur. Values

We will work together
to ensure patients
come first and our

staff feel valued.

We will provide
excellent care

\/

We will take
responsibility to do
the right thing in
the right way at the
right time

What others
observe in us will
inspire them to do
better

We are always
learning and
improving for our
patients, the public
and each other

Our values shape the
way that we deliver high
quality, safe healthcare
for patients




The Patient Experience
Strategy for 2017-20 set
out five Belief and Promise
statements under
the following

Looking back at what we have achieved

sub-groups:

Listening,
Learning and
Leading change:

Communicating
in line with our
values

Partnership
working and

needs-based care

Healing
Environments

Simplifying patient
focused processes

“We believe that our
processes should be
designed to support our
patients and we promise
to develop these so that

"We believe every patient
should experience care
and treatment in the
right environment and we
promise to continuously

We believe our
patients should be
first in everything we
do and we promise

“We beljeve every
patient should have
the opportunity to
give feedback about

“We believe our patients
should always experience
care that is based on
their specific needs and

their experience and
we promise to use
this to improve care
and services”

Examples of our

nchievement

Patient stories at the
commencement of
key Trust meetings.

|/ Warrington
Hospital entrance
redevelopmentNew
Birth Centre-
facilities co-designed
with support groups
and experts by
experienceProcured
23 recliner chairs/
beds for parents
staying in children’s
ward.

to communicate

based on what

matters most to
you.”

Examples of our

nchievements

/ Introduced alerts on
electronic patient
record system
(Lorenzo) identifying
patients who
required reasonable
adjustments
before attending
ophthalmology
appointments.

|/ Created Twitter
and Facebook
accounts to promote
engagement and
feedback from
service users.

|/ Maternity Voices —
listening to women’s
experiences of care.

we promise to work in

partnership with you and

your carers to achieve

best possible outcomes”

Examples of our

WM

Created a
Wayfinder role for
our volunteers to
support visitors

‘/ Frailty Assessment
Unit created to
make the patient
journey for our frail,
elderly population
streamlined
and integrated,
reducing
unnecessary
admissions.

/ Listened to
what patients
thought a (WREN)
re-enablement unit
should look like.

improve what you can
see, do, hear and feel

during your stay”

Examples of our

achievement

Made our adult areas
more child friendly
with activities and
distractions.

Implemented Welcome
to the ward boards

and Patient Experience
boards showcasing “you
said, we did” based

on feedback from our
service users.

/ Engaged patients in

What Matter to you?
Conversation Cafes and
used their feedback to
improve our services.

Always
Events®

group

everything is simple, done in
a timely manner and easy to

understand”

Examples of our

WVM

Allied Health Professionals (AHPs) led
innovative initiatives ‘team around the
patient’ to enhance patient experience:
- Radiographers and Always Events®
project in Main X-ray
- Therapists and medical staff Morning
Movers and #Endpjparalysis
- Nursing, volunteers, therapy assistants
& activity co-ordinator - The Reader®
project
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#aw/ do

we collect
feedback
on patient
experience?

Children and Young People
Collaboration events

Where they tell us what is important
to them and their families and how we
can ensure they transition safely and
seamlessly into the care of the adult
services.

Friends and Family test -
written, telephone, text

Some patients like to leave feedback in
different ways.... one gentleman drew
each stage of his patient journey in the
hand clinic.

Maternity Blog

WHH Maternity Blog brings real life
pregnancy/labour/
birth experiences
and sharing each

connect, support and
empower women in
their journey

Conversation Cafes -
What Matters to you?

Monthly Carers Café

Lorem ipsum dolor sit amet, consectetur
adipiscing elit. Nullam nec venenatis
nunc. Nulla facilisi. Nullam a mi sit amet
nibh dapibus congue. Aliqguam volutpat
quis velit eu imperdiet. Nulla at augue
tellus. Donec ut tortor nec eros varius.

[VHS|

Carers’ Cafes
Do you look after someone?
Then, come along to our Carers’ Cafes

Our Carers Cafes are a great source of information and support with
the opportunity to have a break and meet other people in similar
ions. All carersare (including staff)

No need to book, just drop in and have a chat to our trained health
professionals. Ask questions, get some advice and enjoy a free cup of
tea or coffee and free parking!

Carers’ Cafes will take place

Halton Hospital,
George Lioyd Restaurant

» At our Carers Cafes there will be
Wired carerstrust information and support, from our
R Mo, Dementia Team and our partners.
We are working with Halton
@ CQ?!W Carers, Wired Carersand the
o Alzheimer Society.

For more information contact Jane Green via email: jane.green20@nhs.net

National Surveys and CQC
Insight reports

Urgent & Emergency Care /

Urgent Care Centre

Children & Young persons
Maternity

National Inpatients

National Cancer Patient Experience

NNN\\N N

Survey

© Locally -

% ward, department

and service surveys

Involvement opportunities -

linked to quality improvement
collaboratives such as Falls and Pressure
Ulcers and events to support the
development of Trust strategies such as
Equality, Diversity & Inclusion and/Carers.

Compliments and Complaints/
PALS

Patient/Carer stories, videos

hon i Hibon e | I Wairingti and Halon s | @8 YouTube |+
@ B e e poundbe com *  f L

E oy Conmmtany Loy 5 Gl fchor e ) 1 W e @

T I Hors Weington =

-y Moty {3 Optiem

b p— R

NHS Choices

=] Warrington and Halton Hospitals NHS
Foundation Trust

cupta. Loty Lame, Wearrecgen, Chushies, WAS 905

WHH staff will give feedback,
sometimes on behalf of what
a patient has said or in the
scope of Freedom to Speak
Up (FTSV)

There are numerous engagement forums eg WDP Staying Connected
Forum, Maternity Voices, Warrington Speakup, Halton Speak Out,

Warrington Health Forum
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Voluntary WHH Chariy

o Our own hospitals’ charity fundraises
an d Charlt We are.extrem.e.ly forfunate to provide equipment, training or
y to receive additional ‘above environmental enhancements beyond
d d and beyond’ support both that which the NHS provides.
Co n t r'l b u t'l o n through voluntary effor.t and
funding to help us deliver
some amazing initiatives

that have enhanced the

WHH Volunteers experiences of our patients,
. carers and relatives.

In the last financial year our charity

. (s ~ frp W B and its supporters completed phase 2
The League of Friends of i = BRI  of our Forget me Not memory garden

Warrington HOSpifO' e o I3 | A for the enjoyment of our patients living

provide a - i - ' X with dementia and concluded a £100K

meet and . . Y | : S A - campaign to provide an outdoor play

greet service =- y & o o B space on our children’s ward.

and fund — 2

equipment and | ~

facilities to the % ] . The League of Friends of Halton HOSpifO' not only raise money for the
HU"O“ & s-l- He|ens tune of £80K e 88 - hospital but provide a meet and greet service, run a small shop and a tea bar! There are

Voluntary and Community Action per year. —— i : more than 50 dedicated volunteers with hundreds’ of years volunteering between them.

WHH Volunteers: nearly 500 wonderful : The League of Friends of Warrington Hospital provide a meet and greet service and fund

volunteers give up their time to equipment and facilities to the tune of £80K per year.
support our patients on the wards,

helping them find their way around

the hospital, entertainment through
hospital radio and our chaplaincy
volunteers helping patients continue to
enjoy their faith while in hospital.

photos of the childrens
toys and recliners

Warrington Disability Partnership (WDP) o 217t

Mobility and Independent Living Service DISPaartE)eL!'I!iEy

TY award photo from the
Based within the hospital, aims to facilitate and support hospital discharge, as well LoF 2019 awards
as supporting patients and families with information, advice and guidance. The
Trust is involved with the Disability Awareness Day (DAD) and DAD week annually
as part of engagement with the wider community, to engage with those affected by

disabilities affected by disabilities and long term conditions.




We developed our strategy in

partnership with our patients, carers, 1.
visitors, WHH Governors, charities,
alongside volunteers and advocacy
groups, e.g. WDP, Red Cross, Wired
Carers Centre, Healthwatch Warrington
Speakup and our staff. Our most
engaging model for this work is through
our ‘What Matters to Me?’ workshops
where a diverse, but invested, audience
is brought together to address three
key themes which address most of our
services:

2.

3.

Ju]u

What matters to me
when undergoing
emergency/
unplanned care?

What matters to me
when undergoing
planned care?

What matters to me
as an outpatient?

Rich feedback emerged from these session
which have informed not just this but other
work streams, including patient and public
participation and involvement, the patient
letters service improvement work and the
development of the Trust’s accessible
information standard policy.

Multiple engagement and
involvement events were
held including:

Experience of Care week in April,
Behind the Scenes at CMTC
April, Conversation Cafés April,
Ward ‘roadshows’ with patient
questionnaire during July, Listening
event July, Open day September,
Dining event September,
Ophthalmology listening event
October, (multi-agency) Patient
Experience group October, Jan
2020 Always Event Radiology.

Six key themes emerged
from these workshops
and involvement
sessions:

1.

(5t
ot Mekts
L ok

Lo as tre

Caring staff who
know about me

Involvement in
decisions and

information about my
care

Environment
Communication

Having an efficient
service

Options and
choice

CURRENT Y.y
WATNG Tig

ey Rt




Pledge 1: We will listen, learn
and lead change

What we will do

Increase our capacity and capability to effectively and inclusively
collect feedback in a way that suits people best. Support

the CQC public campaign, part of their Emergency Support
Framework, to encourage people to feedback on care, working
with Healthwatch, ‘Experts by Experience’, people who use
services and voluntary and community organisations.

We will support every patient/service user, carer or family member
(hereafter ‘people’) to give feedback about their care and experience
so we can understand ‘what matters to you most’ and use this to
improve our services.

How we will know we have succeeded?

As part of the revised Friends and Family Test guidance — Sept
2019, evidence of increased FFT participation and improved
recommendation rates. Patient/service user profile in FFT/other
local feedback demonstrates reduced gaps in data capture (see
pledge 5 for more detail).

How we will monitor?

Monthly Trust Dashboard. Clinical Business Unit (CBU) reports to
Patient Experience Subcommittee (PESQC).

Introduce new techniques and technology to enable more
people to give feedback, such as iPads and age-appropriate
apps and programmes, print materials and audio including easy
read and language-specific formats.

Clinical Business Units (CBU's) embracing new technology,
when collecting patient feedback and this is evident in reports.
Increase in feedback from hard to reach groups.

CBU reports and action plans monitored through PESC and
other Governance reporting mechanisms.

Promote opportunities for patients to provide feedback such
as posters and display boards advertising national surveys and
FFT, digital platforms and social media.

Visible evidence of promotions in public areas, wards and
departments across the organisation. When asked, patients will
be able to state they know how to provide feedback.

Results from senior staff walk rounds, Governor Observation
visits, Quarterly Engagement dashboard.

Support and work with staff to develop near real time feedback
and promote the importance of gaining service user feedback.

Evidence in staff appraisals that focus on patient experience is
embedded in their practice.

Ward accreditation results, feedback from Governors ward/
department visits. National Survey indicators.

Develop a process that supports the analysis and triangulation
of patient feedback with other Quality measures eg Complaints,
PALS, Clinical Incidents.

Evidence of triangulation of feedback with other Quality
measures in CBU high level briefing papers.

PESC meetings -monitor CBU reports and action plans.

Develop a trust-wide methodology to collect, measure and
celebrate compliments.

There is evidence in CBU reports of reporting compliments in
addition to complaints/PALS. Compliments are displayed in
public facing places in the Trust and in social media.

PESC meetings -monitor results from Engagement Dashboard
reports and CBU reports with action plans.

Display patient experience feedback on wards and clinic/
department areas so all service users can view it easily.

Feedback is displayed in a visible location and people who use
our services can read and understand any changes that have
been made.

Ward accreditation results, Governors visits, senior staff walk
rounds, CQC inspections.

CBUs will establish a process to ensure there is shared learning
from themes and trends from feedback and pro-actively
implement quick wins, short and long term improvements.

Improved measures eg reduction in numbers of Pressure Ulcers
and Falls reported. Reduction in complaints and PALS eg relating
to care and treatment, staff attitude, food, discharge planning

CBU Governance reports, Patient Safety and Clinical
Effectiveness (PSCE) committee reports, QAC.




Pledge 2: We will communicate
in line with our values

What we will do

Continue to develop, deliver, promote and measure the effects
of bespoke Customer Experience Training.

We believe that our patients/service users, their carers or family members (‘people’)
are first in all we do. We know that time is the most important commodity to people

and we promise to listen, communicate based on ‘what matters most to you’ and to
deliver care in a way that allows you the time to spend your time the way you want to’

How we will know we have succeeded?

Evidence of staff numbers accessing customer experience
training. Complaints and PALS reports will demonstrate a
reduction in themes and trends relating to staff attitude and
ineffective communication.

How we will monitor?

Reports to Quality Assurance Committee

Relaunch the nationally renowned #HelloMyNamels initiative.

People who use our services will be able to name their
healthcare professional, using ‘Ask 5> method.

Themes within complaints and compliments in CBU reports

Support our CBU’s to develop Ql innovations that improve
communication between people and our clinicians in a way
that suits our patients. Use of health passports, and have
conversations based on ‘This matters to me today!’

Services will evidence that staff understand the concept of ‘what
matters most’ to our people and include this as standard in care
giving.

Quality Academy reports and celebration events

Continue to drive quality improvements that reduce length

of stay, plan for discharge on admission, promote early
mobilisation and improve mental and physical wellbeing; such
as #EndP]Paralysis, #1000lastdays, Morning Movers, Single
Handed Care.

Evidence of celebrating successes that recognise safe, effective
care and an excellent patient experience. Examples include
local and national awards, publications, sharing successes at
conferences.

Patient Stories presented at Trust Board, Quality Assurance
Committee and PESC meetings that demonstrate evidence
of listening, learning and actions that have changed people’s
experience for the better

Support QI programmes that are designed to streamline
handover, improve person and professional communication by
supporting joint decision making and ensuring appropriately
managed discharge.

Documentation audits will demonstrate clear clinical information
regarding our patient/service users’ journeys and evidence safe,
clinically effective care planning.

Audit committee assurance reports

Develop and launch our Carers Strategy.

Evidence that carers feel empowered to have the information
and support, to enable to participate in making the best
decisions for the person they care for.

PESC meeting reports including monitoring of PALS, complaints
and complaints. Healthwatch reports and feedback from other
external stakeholders

Staff will evidence that people are empowered and active
participants in their care, given consistent information, listened
to and next steps in their care discussed.

WHH feedback mechanisms, including FFT, complaints, national
surveys will demonstrate a reduction in themes and trends
relating to staff attitude, ineffective communication and poor
discharge experience.

PESC committee reports and high level briefing paper to Quality
Assurance Committee

Clinics and departments will review how people are told about
waiting times and if there are any issues or delays.

They will ensure that this process is implemented and delivered
consistently every time, ensuring inclusivity each time.

Feedback and experience data shows evidence of a reduction in
negative comments/poor recommendation rate for services.

CBU briefing papers to PESC




Pledge 3: Personal,
needs-based care based on
Always Events®/Co-creation

What we will do

Work with Quality Academy and Quality Improvement (Ql)
resources to develop collaborative care and communication
models based on Always Events®.

Through organisational development ensure that staff have the
capabilities and skills to consistently ask for and include people’s
requirements in their care and experience while in our care.

‘We believe our patients/service users, their carers or family members (‘people’)

should always receive care that is based on their specific needs. We will champion
Always Events® to enable a partnership-based approach so that people are given
every opportunity to be involved in the co-creation of their care and experience.’

How we will know we have succeeded?

Evidence that frontline staff are engaging with QI training and
that their validated ideas and suggestions are being supported
and implemented in service improvements. Staff always state
that they consult people who use our services every time a
change is proposed.

How we will monitor?

Quality Academy reports monitoring uptake of QI training.
Appraisals.
Evidence of Patient Experience innovations in the Trust.

Support Clinical Business Units to deliver patient centred,
co-designed, locally agreed Always Events® and seek the
support of NHS England to establish and embed Always Events®
across the organisation.

An Always Events® model will be developed and deployed and
Clinical Business Units adopt a minimum of one Always Event®
project per year.

CBU reports and action plans to PESC- progress of Always Event
project®.

Support the deployment of the Patient & Public Participation
and Involvement (PPPI)strategy to ensure that people

can influence how we plan and deliver care including the
development of a panel of Lived Experience Connectors (LECs).

Engage and involve partners that can support this pledge as well
as our diverse panel of advocates and their service users.

Deployment of PPPI strategy — reports evidence patient and
public participation and that their views are being incorporated
into service change programmes. Evidence that engagement
and involvement pre any formal consultations of change in any
services.

Quarterly PPPI strategy update report to PESC.
Minutes from Governors Engagement Group (GRG) meetings.
External stakeholder reports eg Healthwatch.

Change the narrative with our people by asking ‘What matters to
you?’ rather than just ‘What is the matter with you?’.

People consistently report their experience of a warm welcome,
kindness and compassion, being treated with dignity and respect
and cared for as an individual.

National surveys.
Feedback.

Use people’s requests and requirements to continually evolve
and improve how we deliver care and experience.

Reduction in the number of complaints where it has been
reported that people did not feel that they were consulted
and included in decisions about care and treatment.

Complaints and PALS report.

By using evidence-based research, communicate with people to
consistently consider and support their personal needs such as
pain assessment, nutritional requirements, spiritual and
psycho-social wishes.

Evidence that research based practice and national
guidance is incorporated into all care practice.

Ward accreditation results and audits.
Celebration events.

Bright Spots.

Media.

Shared practice and recognition at awards .




Pledge 4: Healing
Environments

What we will do

Ensure ‘Right Patient in the Right Place’ every time with
minimal disruption or bed moves by consistent application
of the existing Patient Transfer and Eliminating Mixed Sex
Accommodation(MSA) policies.

We believe every patient/service user should experience care and
treatment in the right environment and we will continuously improve

what you can see,

do, hear and feel during your stay.

How we will know we have succeeded?

No patients cared for in mixed sex areas (apart from areas
exempt). Patients state “Yes” when asked “did hospital staff
explain reasons for being moved?”.

How we will monitor?

Trust Dashboard and CBU reporting/data mechanisms are
published and there is evidence of agreed improvement plans
and monitoring through established governance processes.

Wards, clinics and departments will be clean, safe and have
facilities that meets the needs of our people such as easy access
to TV, reading materials and refreshments.

Evidence of increased positive feedback reported on social
media, website enquiries and feedback and NHS Choices/Care
Opinion/PLACE inspections/Governor visits.

PPPI and Governor visit reports to PESC and minutes from FT
Governor meetings.
E&F report to PESC.

WHH volunteer programme to be developed further, creating
innovative roles such as ‘Volunteer Baton Bleep Holder’ and
‘Dining Companions’.

Breadth of volunteer roles implemented within the organisation
with evidence of positive feedback on the roles from patients,
visitors, volunteers and staff.

Volunteer report to PESC and evidence of meeting trajectory for
recruitment and annual volunteer report.

Build on the existing ‘Way-finder’ role to ensure basic
accessibility standards, such as wheelchair availability at
entrance points to support access and wayfinding.

Reduction in complaints and PALS relating to themes of
accessibility within the Trust.

Equality, Diversity & Inclusion (E,D&l) strategy report (patients).
Healthwatch and external stakeholder reports.

Deploy complementary initiatives that are designed to promote
a sense of wellbeing such as Pets as Therapy® and The Reader
Project®.

Evidence of existing and new initiatives introduced in all areas (as
appropriate). Positive feedback from patients, staff and families/
carers.

CBU reports on Patient Experience to PESC.

Support the deployment of the Trust’s Nutritional Care Strategy
by working with the catering department to achieve work plan
objectives and the PPP&I strategy to address diverse dietary
requirements.

Above-peer scores in NHS-mandated national surveys relating
to hospital food when asked to rate the food and choice.

National Survey action plans, E&F report monitored at PESC
meetings.

Nutritional Care Strategy action plan via Nutritional Steering.
Group and PESC meetings.

Evidence that all staff create an environment where people feel
rested and able to participate in their recovery such as reduced
noise at night.

Reduction in complaints/PALS and negative feedback
via FFT and national and local surveys about noise and
disturbances at night.

Complaints and PALS report through PESC and QAC.

Staff will consistently and promptly assist people with feeding,
toileting and the administration of pain relief.

Above-peer scores in NHS-mandated national surveys
relating to care and treatment.

National Survey action plans.
Local ward audits/Ward accreditation and Governor visit .

Foster and support a multi- disciplinary approach to ensure
people have access to games, social interactions, volunteer
buddies, mobility and stimulation activities.

Evidence of volunteers on all wards/departments. Patients
report they have been able to participate in activities.

CBU reports on Patient Experience to PESC.

Staff will continue to provide excellent, person-centred care.

Evidence of initiatives such as hosting weddings, birthday
parties and recognition of national celebration days in
addition to spiritual, pastoral, end-of-life and bereavement
care.

CBU reports on Patient Experience to PESC.
Engagement Dashboard reports.




Pledge 5: Making Care,
Treatment and Experience
Accessible

What we will do

Deploy methods that support face-to-face
interactions to provide support and gather feedback
such as ‘Conversation Cafes’, focus groups and
Healthwatch Enter and View visits.

We believe that our processes should be designed around our
patients. We will develop these so that everything is accessible,
simple, timely manner and easy to understand.

How we will know we have succeeded?

Evidence of varying methods employed to gain feedback from patients and sharing of
results and implementing changes. CBU staff increasing the way they gain face to face
feedback, bespoke to their service group.

How we will monitor?

Enter and view reports from Healthwatch and
monitoring WHH action plans in response to findings
CBU reports to PESC.

Deploy the Equality, Diversity and Inclusion (ED&)
Strategy patient pledges and priorities, ensuring that
equality, diversity and inclusion are embedded in our
community engagement, consultation and decision
making.

CBUs capturing and recording equality information about service users accessing

our services and actions if inequality is identified. Reported evidence of patient and
public involvement and participation and contributions to service change programmes,
including proactively supporting the involvement of hard-to-reach and those with
protected characteristics.

WHH achieves positive ratings in the Equality Delivery System 2 (EDS2) assessment.

Monitoring reports through ED&I subcommittee.
Healthwatch reports.

Estates and Facilities reports with evidence of
completed actions or progress to achieve.
Community engagement and Governors reports.

Implement and deploy the Accessible Information
Standard AlS) across the Trust making patient letters
and service information and facilities clear, age
appropriate and accessible.

Patients will state their appointment letters were clear and unambiguous with
information that supported them to access services comfortably, safely and in time.
Evidence of increased numbers participating in co-design and especially in patient
letters and information.

Stakeholders will say they have been able to work with the Trust eg, estates and facilities
team developing environments that are accessible, such as ‘dementia and mobility
friendly’ and that there is clear, accessible signage.

PPPI strategy assurance reports to PESC.
CBU reports to PESC.

Provide training for staff to support access

and equality of care for people with protected
characteristics and their carer’s, by understanding
and implementing reasonable adjustments.

Staff will be able to evidence reasonable adjustments, adopting a mind-set of ‘What is
possible? What is the right thing to do? and ‘Just do it!"

Patients and carers report positive feedback and state they have received excellent
patient experience and reasonable adjustments were implemented.

Mandatory training figures (Equality & Diversity).
Staff appraisals.
CBU reports — compliments and complaints/PALS.

Support services to develop innovative ways to
streamline out-patient visits so that people can have
consultation and diagnostics completed via a ‘one
stop shop’ approach and where more follow ups

are undertaken through ‘virtual’ clinics to minimise
people’s need to come to hospital.

Evidence of support services setting up video platforms such as ‘Attend Anywhere’ for
outpatient consultations and for patients to provide positive feedback on the service.

Evidence that patients are being consulted about appointments and referrals that are
suitable to their needs.

Clinical Support Services governance reports and
Patient Experience report to PESC.

We will work to meet patients’ needs around times
of appointments by gaining a detailed understanding
of themes of DNAs and building these into service
change.

Analysis of reasons for DNA’s is reviewed and patient’s feedback is incorporated into
action plans.

Clinical Support Services governance reports and
Patient Experience report to PESC.

Translation and Interpreting services will be booked
in advance of patients attendance as per Trust policy.

Every patient who has interpreting needs, will receive the required support
and know in advance of appointments that it has been put in place. All staff
can demonstrate knowledge of the Trust process for booking interpreting
and translation services. Reduction in Datix reporting regarding no booking of
interpreters

Datix reports to PSC&E meeting.
CBU reports.
ED&I committee reports.




Working with
O~ partners

We work with a wide
range of partners, some
are commissioners/
providers of care and some
voluntary/third sector. We
remain indebted to these
organisations and groups
for their continued input
and support on behalf of
the populations of Halton
and Warrington.

The Red Cross

Halton Carers

Wired Carers

Deafness Resource Centre
Warrington Disability
Speak Up, Warrington
Speak Out, Halton

Halton and St Helen’s VCA
Wellbeing Enterprise
Healthwatch Warrington
Healthwatch Halton
Council of Faiths

Age UK Mid Mersey

MIND

WHH Maternity Voices
Room at the Inn Y Project

Warrington Voluntary Action

Older Persons Forum
Livewire Warrington

The Stroke Association
Macmillan Cancer Support

Warrington Wolves Charitable
Foundation

The Royal Voluntary Service
League of Friends of Halton Hospital

League of Friends of Warrington
Hospital

Bridgewater Community Healthcare
NHS FT

North West Boroughs Healthcare
(mental health) NHSFT

NHS Halton CCG

NHS Warrington CCG

North West Ambulance
Warrington Borough Council

Halton Borough Council
Warrington Together
One Halton

Cheshire and Merseyside Health
and Care Partnership




Contact us:

Communications and Engagement Team
Kendrick Wing

Warrington and Halton Hospitals

Lovely Lane, WAS 1QG

@ 01925 664222
= whh.communications@nhs.net

N www.whh.nhs.uk

If you would like to receive this document
in another format, please do not hesitate
to contact us.

Cantonese:
UL L Y S - M SCIRVGE TR, S Rmmas. oMM,

Gujarati:

N anA W wldl fw 2uen b ATzl Raaadll Sux fa, QA g A woand dub s wunl 6.

Hungarian:
Kérjuk, vegye fel velink a kapcsolatot, ha mas formiban kéri ezt az informicion.

Polish:
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Punjabi:
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Urdu:
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to make o difference

REPORT TO BOARD OF DIRECTORS

BM/20/07/88

Morality Review Q4 report

29 July 2020

Layla Alani, Deputy Director Governance

Alex Crowe, Executive Medical Director

SO1 We will.. Always put our patients first through high quality, safe X
care and an excellent patient experience.

SO2 We will.. Be the best place to work with a diverse, engaged
workforce that is fit for the future.

SO3 We will ..Work in partnership to design and provide high quality,
financially sustainable services.

This report provides an overview of the Trust mortality data including:

e Total number of deaths of patients.

e Number of reviews of deaths.

e Number of investigations of deaths.

e Lessons learned, actions taken, improvements made.

During Quarter 4, 2019/20:

e 327 deaths occurred within the Trust.
e 30 Structured Judgement Reviews (SJRs) were completed.

1 review was subject to investigation using root cause analysis (RCA)
methodology.

The Trust Mortality Review Group has continued to review deaths
during the COVID pandemic; further details can be seen in section 3.5
of this report. The Trust is not an outlier for HSMR or SHMI.

An update on the process for reviewing Learning Disability deaths
during the COVID pandemic can be seen in section 3.6 of this report.

The business case for the Medical Examiner and Medical Examiner
Officer roles is undergoing final review. Once approved the positions
will be advertised. The Trust aim to have recruited before the end of
July 2020, further details can be seen in section 3.7 of this report.

Information | Approval To note Decision
X

The Board of Direc tors is asked to note the report.

Committee Quality Assurance Committee
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Outcome

Quality Assurance Committee asked to
note the report

Release Document in Full

Choose an item.
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REPORT TO BOARD OF DIRECTORS

SUBJECT Mortality Review Q4 report

1. BACKGROUND/CONTEXT

The National Quality Board report published in March 2017: National Guidance on Learning from
Deaths; A Framework for NHS Trusts and NHS Foundation Trusts on identifying, reporting,
investigating and learning from deaths in care stated that;

“Following events in Mid Staffordshire, a review of 14 hospitals with the highest mortality noted that
the focus on aggregate mortality rates was distracting Trust boards “from the very practical steps
that can be taken to reduce genuinely avoidable deaths in our hospitals”.

This report followed the findings of the CQC report published in December 2016 - Learning, Candour
and Accountability: A review of the way NHS trusts review and investigate the deaths of patients in
England. The report found that none of the Trusts contacted by the CQC were able to demonstrate
best practice in identifying, reviewing and investigating deaths or in ensuring that learning was
implemented. The purpose of the publication was ‘to help to initiate a standardised approach, which
will evolve as we learn’.

All Trusts were tasked with reviewing their processes and to implement systems to review,
understand and learn from deaths that occurred. National Guidance set the requirements of this:

e Governance and capability.
e Improved data collection and reporting.
e Death certification, case record review and investigation.

e Engaging and supporting bereaved Families and carers.

The content of this report provides an overview of the process and systems that are in place to
ensure that deaths are reviewed appropriately.

2. KEY ELEMENTS
The Trust use the HED (Healthcare Evaluation Data) system to assess overall mortality data,
highlighting any themes or trends that support the requirement for focused reviews. This also
enables benchmarking against other Trusts.
Using both the HED and the Datix Risk Management system to obtain data, this report will include:
e The total number of deaths of patients.
e The number of reviews of deaths.

e The number of investigations of deaths.

e The themes identified from reviews and investigations.

3
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e The lessons learned, actions taken, improvements made.

3. MEASUREMENTS/EVALUATIONS

Total number of deaths and investigation levels

During 1% April 2019 to 31st March 2020, 1,111 of WHH patients passed away. This comprised the
following number of deaths which occurred in each quarter of that reporting period:

254 in the first quarter
238 in the second quarter
292 in the third quarter
327 in the fourth quarter

O O OO O

By 31° March 2020, 135 care record reviews (SJR) had been completed. 182 cases had been
allocated to a reviewer and 5 investigations (Serious Incidents) were carried out in relation to 1,111
of the deaths included above. They occurred in each quarter of that reporting period as follows:

0 36 SJRs allocated, with 35 being completed and 1 Serious Incident

0 44 SJRs allocated, with 40 being completed and 1 Serious Incident

0 60 SJRs being allocated with 43 being completed and 2 Serious Incident (1 case was
subject to both an SIR and Serious Incident Investigation)

O 42 SJRs being allocated with 14 being completed and 1 Serious Incident

Details of the SIRs and RCAs can be seen later within this report.
Investigations of deaths

Structured Judgement Reviews of deaths - Structured Judgement Reviews are presented to the
Mortality Review Group (MRG), to present an assessment of problems in care. Any actions or lessons
to be learned are sent to the appropriate forum. Particular groups of patients are reviewed at the
MRG. The criteria for review is detailed in Appendix 1.

During Quarter 4, 30 Structured Judgement Reviews were completed by members of the MRG
between 1% January and 31* March 2020. The table below details their overall care rating:

Overall Assessment Care Rating Following SIR
Total

Jan / Feb / Mar 20 1: Very Poor 2: Poor 3: Adequate 4: Good 5:Excellent

0 2 17 45 3 67

Cases rated as 1: Very Poor or 2: Poor are reviewed by MRG and then referred to the Governance
Department for further discussion and possible further investigation. Consideration is also given to
external reporting via StEIS where appropriate.

4
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Cases rated as 3: Adequate are referred to MRG for further discussion and cases rated as 4: Good
and 5: Excellent are disseminated for learning through the Mortality & Morbidity Meetings.

Focused Reviews - The MRG analyses data in relation to Mortality and where is it indicated that
there is a high SHMI/HSMR (i.e. greater than expected number of deaths) in a diagnosis group, a
request is made for a Focused Review to be undertaken. During Quarter 4 there were no Focused
Reviews undertaken. However, at the time of writing this report a terms of reference is being
created in order to undertake a Focused Review of COVID-19 deaths within the Trust.

3.3 Cases subject to Root Cause Analysis investigation:

Where MRG have concerns that problems in care may have attributed to a persons’ death,
discussion is held with the Governance Department and where appropriate a Root Cause Analysis
(RCA) investigation is undertaken. Some cases may be referred from the Mortality Review Group to
ensure a Root Cause Analysis investigation is undertaken. RCAs are also shared with
patients/families, commissioners and where applicable HM Coroners and regulators/external
agencies such as NHS Resolutions.

Appendix 2 provides an update on cases from 2019/20 that were deemed to have identified
problems in care which may have contributed to death or are still outstanding.

3.4 Learning from Deaths
A summary of learning from deaths for Quarter 4 can be seen in Appendix 3.
3.5 COVID Pandemic and the Mortality Review Group

Mortality meetings are most effective where the focus of discussion is on process and system
change, with the aim of developing recommendations to prevent a similar adverse outcome in the
future. The meeting is aimed at identifying learning and quality improvement.

In light of the COVID pandemic discussions were held between the members of the Mortality Review
Group and the Deputy Director of Governance in relation to the continuation of reviewing deaths
during the pandemic. It was agreed by all that the process should continue as it can highlight
potential patient safety issues and is a good opportunity to learn and improve patient care.

It was agreed that during the COVID 19 pandemic the quorum for the meeting would be the chair
plus two other members. An amended Terms of Reference and standard operating procedure has
been created to reflect the new process which includes the reduced membership and that the
meeting will be hosted virtually via Microsoft Teams until further notice.

From June 2020 we have reinstated the full group but we continue to meet virtually via Microsoft
Teams for the foreseeable future.

3.6 Learning Disability Deaths

The adult safeguarding team support Learning Disability (LD) patients across the Trust and have
noted any COVID related deaths during the recent months of the pandemic. It is important to note
that all patients with a Learning Disability diagnosis who die whilst in our care are referred to

the Learning Disabilities Mortality Review (LeDeR) Programme. It is the first national programme of

5

Page 195 of 203



We are WHH & We are

[ o=
e/

R §Pgge 196.0f 203

its kind aimed at making improvements to the lives of people with learning disabilities. The
programme is funded and run by NHS England.

Patients who have died during the COVID period have been prioritised for LeDeR review, in line with
NHSE/I guidance; these are required to be completed by 8/7/20.

The Trust LD Lead and Head of Adult Safeguarding attend the local Clinical Commissioning Group
monthly LeDeR panel, this is attended by multi-agency partners who robustly review each case. This
now takes place via Microsoft Teams. Any lessons for the Trust are to be fed back from the LeDeR
panel via the Trust Mortality Review Group for further review and discussion. At present we have
not been asked to review a case any further than via our structured judgement review process.

To date there are no outstanding LeDeR reviews to be completed from the COVID period.

3.7 Medical Examiner

The business case for the Medical Examiner and Medical Examiner Officer roles is with the Executive
Team for review. Once the business case has been approved we will advertise for the positions.

The recruitment process for the Medical Examiner will be conducted with the support of the local
Coroner and a representative from the National Medical Examiner office.

The overall aim is to have recruited to both the Medical Examiner and Medical Examiner Officer
roles before the end of July 2020 in-line with national requirements.

4. TRAJECTORIES

SHMI / HSMR Summary

In 2010 the Department of Health endorsed the national review of HSMR commissioned by the NHS
Medical Director who committed to implementing SHMI as the single hospital level of mortality
indicator to be used across the NHS. Therefore, although we continue to consider HSMR, it is the
SHMI which is being used and evaluated nationally as the mortality indicator.

SHMI (Summary Hospital Mortality Indicator)

All observed deaths in hospital and within 30 days of discharge. Adjustments are made only for age,
admission method, comorbidities. Still births, specialist community, mental health and independent
sector hospitals, day cases, regular day and night attenders are excluded.

The table below shows the Trust position since April 2018 and demonstrates the current position as
106.36 compared to our peer group at 105.22; we are not an outlier for SHMI.

6
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e SHM

HSMR (Hospital Standardised Mortality Ratio)

All patient stays culminating in death at the end of a patient pathway defined by the primary

diagnosis for the stay. It uses 56 diagnosis groups which account for about 80% of in-hospital
deaths; therefore it does not included ‘all’ deaths.

Table 4 shows the Trust position since April 2018 and demonstrates our current position at 103.16.

Our peers’ average is 100.23. The Trust is not showing as an outlier in any of the diagnosis groups
that are monitored by HSMR.

HSMR

115.00
110.00
105.00
100.00
95.00

90.00

Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
War-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
War-20

=& HSMR

The committee are asked to note that the above results are based on data up to December 2019.
NHS Digital have not provided data in relation to ‘out of hospital deaths’. This has been

acknowledged and they are working to provide a file to HED who provide the mortality reports. As a
result the SHMI module has not been updated and therefore is not the most up to date position.

5. MONITORING/REPORTING ROUTES

Learning from Deaths is monitored by the MRG which reports monthly to the Patient Safety and
Clinical Effectiveness Committee, Quarterly to the Quality Assurance Committee and annually in

both the Quality Account and to the Clinical Commissioning Group via the Clinical Quality Focus
Group.

6. IMPACT ON QPS?

The learning from deaths helps us to make changes that will ensure high quality, safe care and an
excellent patient experience.

7
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The Mortality Review Group meets monthly to review deaths that have been subject to a Structured

Judgement Review.

8. ASSURANCE COMMITTEE

Reports to both the Patient Safety and Clinical Effectiveness Sub-Committee and the Quality
Assurance Committee.

9. RECOMMENDATIONS

The Board of Directors are asked to note this report.

Appendix 1

SJR Review Criteria:

All deaths of patients subject to care interventions with elective procedures. These are
identified using the electronic patient record which provides a daily update as to patients
that have died.

Patients undergoing an emergency laparotomy.

SHMI/HSMR outliers identified using the HED system.

Deaths where learning will inform existing or planned improvement work, for example if
work is planned on improving sepsis care, relevant deaths should be reviewed, as
determined by the Trust.

Death of a patient with mental health needs (this covers Inpatients who are detained under
the Mental Health Act) identified via the Trust Patient Safety Manager. If the death may
have been due to, or partly due, to problems in care including suspected self-inflicted death
it will be investigated as a serious incident.

Trauma deaths will be reviewed and presented at MRG on a quarterly basis.

Patients who have died aged between 18 and 55 years.

Patients who have died with no DNACPR in place.

Once a quarter, a further sample of other deaths will be selected that do not fit the above
identified categories, to ensure we take an overview of where learning and improvement is
needed most overall.

All Coroners’ reports received post-inquest will be triangulated with the SJR to enhance the
learning.

Any concern that a member of staff may have in relation to a patient death will be reviewed
through the mortality process.

At the request of the Medical Director or Chief Nurse.

Appendix 2
STEIS INC Description Deemed as having
Reference problems in care

8
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2019/20 - Q1 - Of the 3 cases in Q1, 2 are awaiting Inquest and the remaining case was found to have no problems in the care
provided to the patient.

2019/8122

The patient was admitted to Warrington Hospital on 31/03/2019 after a fall at home,
shortness of breath and increased confusion. The patient was admitted to AMU. On
02/04/2019 the patient had an unwitnessed fall and was found on the floor at the end of
the bed. Following a brief loss of consciousness the patient displayed acute confusion, pain
to right shoulder, laceration to right arm and hematoma to right temporal region. The x-ray
confirmed the patient also sustained a fractured clavicle. The CT scan showed a large right
hemispheral, falcine and left tentorial subdural haematoma which had progressed since the
previous imaging. In the right front parietal region there was an impression of extension of
haemorrhage. The CT results however were not documented in the patient's records until
04/04/2019. The patient's condition deteriorated and the patient sadly passed away on
08/04/2019. *This case was not subject to an SIR as a 72 hour review was already
underway.

*Subject to inquest — no
date set as yet.

2019/11932

Patient care reviewed in MRG. A brief summary of the issues found;

The patient died of Sepsis and Pneumonia following a fall

Relatively little medical input for 3 days

Went for 3 days without repeated bloods

Problems with pain management

Considered for discharge but she had an overwhelming infection

No IV access for 3-4 days *This case was subject to an SJR and MRG requested that this be
reviewed by Governance. This was subsequently deemed to be a Serious Incident.

*Subject to inquest — no
date set as yet

2019/13089

In July 2015, an ultrasound scan was completed and reported seeing a probable
haemangioma in the right lobe of the liver. The patient attended both her own GP and out
of hours GP numerous times, before attending the Spire for a privately funded scan on 28th
January 2016. This revealed multiple liver metastases and Histology later confirmed
neuroendocrine carcinoma. The review, following this incident being raised following a
claim, concluded that it could not be assured that the original probable haemangioma was
not actually metastases, as there was one later noted in exactly the same location on the
later scan. The patient sadly died on 16th May 2016. *This case is historical and before we
undertook SJRs.

*No problems in care.

2019/20 - Q2 - Of the 3 cases in Q2 1 investigation is complete and it was deemed no problems in care and 2

are awaiting Inquest.

2019/15506

On 03/07/19, the patient was admitted for an endoscopic retrograde
cholangiopancreatography (ERCP). A pancreatic stent was inserted during the procedure
following failed attempts to cannulate the common bile duct (CBD). The patient was
observed following the procedure for 4 hours. The patient's observations were reported to
be stable following the procedure and had tolerated diet and fluids.

At 17:15, on the same day following the procedure, the patient telephoned the hospital
and spoke to an endoscopy nurse, complaining of vomiting, feeling unwell and some
discomfort. The patient was readmitted with a diagnosis of post-procedure pancreatitis and
initially referred to the medics.

On 04/07/19 at 00:13, the patient was accepted by the surgical registrar. The patient's
condition deteriorated - the patient was admitted to HDU at 14:00 and a CT scan was
performed.

On 05/07/19 at 10:00, there was a discussion with the patient's family and the patient's
current condition was discussed. The patient was in multiple organ failure (MOF) for his
kidneys, liver, lungs and heart - the patient was not responding to current treatment. A
planned withdrawal of treatment was agreed.

At 11:35, the patient sadly passed away. The patient's death has been referred to HM

*No problems in care.
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Coroner. *The case was not subject to an SJR as it did not meet the criteria for review.

2019/15878 The patient attended Warrington Hospital Emergency Department (ED) by ambulance at *No problems in care.
their GPs request. The patient arrived in ED 18.41 and remained in the hub as there was no
space in the 'majors' or 'resus' areas. On review of the incident, the patient should have
been accommodated in one of these areas. Full triage occurred at 19.11, and observations
on ambulance documentation and triage documentation are reported to be the exact
same. Observations were later taken at 20:15 (NEWS score=3), 21:30 (NEWS score=6) and
at 23:30 (NEWS score=3) - Although on review of the incident, NEWS at 23:30 was
calculated as scoring 5. The following observations were at 02:45.

Bloods were taken at 21:05; HB had dropped further to 45 (blood pressure was trending
downward since admission, saturations dropped and respiration rate had increased).
Although the medical registrar reviewed the patient's blood results, documentation of this
could not be found on review and planned antibiotics and fluids do not appear to have
been administered. The patient went into cardiac arrest at around 02:45 and was reviewed
by ITU - But was not for ITU admission due to commodities and the recent cardiac arrest.
The patient had a further cardiac arrest in the department at around 04:50 and sadly
passed away. *This case was not subject to an SIR as a 72 hour review was already

underway.
2019/16094 Patient was sat at the side of the bed with the Occupational Therapist. *Subject to inquest — no
Patient went to reach down to put slippers on, lost her balance and started to fall forward. date set as yet.

Occupational Therapist attempted to facilitate balance, but the patient continued to fall
forward. Patient assisted to the floor. *This case was not subject to an SIR as a 72 hour
review was already underway.

2019/20 - Q3; 4 cases. All investigations are complete and it was deemed there were problems in care with two of the cases but no
problems in care for the remaining two.

2019/23948 | Patient had a chest x-ray, which was highlighted to ward A7 on 20th July 2019 as a | *Problemsin care.
follow up CT scan was recommended. Not requested until 13th Aug and then as a
non-urgent scan, so that the scan took place on 16th Sept 2019. The CT scan
findings showed a mass which was suspicious for lung cancer.

2019/24357 | Patient previously fit and well except for being overweight, died the day after *No problems in care.
discharge from ED (on 4th June). The patient had complained of retrosternal and
epigastric pain radiating to the back, which had been constant all day. These are
features of possible aortic dissection, which is a possible cause of her sudden
death. If the diagnosis is considered, there is a small chance these patients can
survive if they are transferred to LHCH and remain stable. Potential missed
diagnosis which requires investigation.

2019/25094 | On 8th October 2019 the patient was admitted to hospital following a GP referral. | *No problems in care.
On 16th October, the patient was transferred to the respiratory ward and a chest
drain was inserted for therapeutic aspiration. The patient remained unwell and
was transferred to ICU. On 20th October the patient's condition deteriorated and
was sedated and ventilated. A second chest drain was inserted for treatment of
pleural effusion. The procedure was noted as ‘uneventful’, however the patient
became unstable overnight — bloods showed an Hb drop. The patient was
stabilised and a scan took place to find the source of bleeding.

On 22nd October, the attending doctor took a call from a Consultant Liver Surgeon
at Aintree Hospital who had reviewed the images. The Consultant Liver Surgeon
believed that the drain was not in the liver, but may have grazed the liver on entry
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- an intercostal vessel that bled thought to be most likely. The plan was for
removal on the following day. On 31st October the patient’s condition again
deteriorated and became unresponsive.

2019/26167

On 15th January 2019, the patient attended for a chest x-ray following a referral
from the GP with a history of persistent cough, COPD and ex-smoker. The x-ray
was reported by the Radiology Consultant as ‘No acute pulmonary pathology’.
On 9th August 2019, the patient attended the Trust again for a chest x-ray
following a further referral from the GP, following significant weight loss. Imaging
showed mediastinal lymphadenopathy. At the review it was agreed that the
mediastinal lymphadenopathy which was seen on the x-ray from August 2019 was
also present on the earlier x-ray in January 2019. It was also reported that there
was likely already advanced node involvement at the time of the first x-ray in
January 2019 which would not have been curative at that time either and it is
unlikely that there would have been anything other than standard palliative
chemotherapy offered. There was a delay in diagnosis of approximately 6 months
which then caused a delay in treatment.

. Problems in care.

2019/20 - Q4 - Of the 3 cases in Q4 investigations are on-going for 1 case and 2 cases are subject to Inquest.

2020/700

On 24/09/19, the patient was admitted for elective open sub-total colectomy and
a plan for post-operative management in HDU. The operation took place as
planned. There were no documented intraoperative issues and the patient was
transferred to HDU/ITU for post-operative management as planned. The patient
remained on ITU until 30/09/19 with observations stable and occasional episodes
of an elevated temperature, with one complaint of increasing abdominal
distension and constipation. 6 days following surgery, the patient became
unstable and rapidly deteriorated. The patient was reviewed and an urgent CT
scan was booked. It was identified that the patient had suffered abdomen
perforation and an anastomotic leak. The patient suffered a cardio-respiratory
arrest and sadly passed away on 30/09/19 at 17:55.

*Subject to inquest — no
date set as yet

2020/5852

The patient was admitted through ED on to AMU with confusion and weakness.
He had a witnessed seizure in ED and was treated initially for hyponatraemia and
hyperkalaemia. As part of a retrospective MRG review of the patient's care leading
up to his death the MRG raised concerns regarding the post take ward round not
giving a definitive plan regarding the patient's hyperkalaemia and hyponatraemia.
A review was completed considering the MRG concerns and it was felt that this
needed further investigation and escalation.

Investigation in
progress

2020/4597

Called to AED for adult trauma call at approx. 00:30 hrs. with 2nd on call
anaesthetist. Patient arrived and transferred over onto trolley and vac-mat.
Assisted the anaesthetist with IV cannulation and was dismissed from the call by
the AED trauma team leader DR. Received further call from 2nd on call
anaesthetist at 02:00 stating patient had deteriorated and was for trauma transfer
to Aintree. Attended AED, patient peri-arrest required intubation. Anaesthetist
wanted central line before proceeding. Attempt failed, so preceded with
intubation. After insertion of cvp and arterial line, patient arrested. ROSC after 6
minutes. Pelvic Binder was applied by ODP and 1st on call anaesthetist post arrest
approx. 03:50. Surgeon, anaesthetist and AED doctor decided patient was for

*Subject to inquest — no
date set as yet
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resuscitative laparotomy at 03:55. Patient arrested on operating table further 2
times and ROSC was achieved. Decision made by cons surgeon and cons
anaesthetist to not resuscitate if patient was to arrest again.
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In February 2020 the Mortality Review Group hosted a multi-agency shared learning event. The objectives of the event were as follows;

v" To understand how we review mortality at the Trust;
v' Why it is important to understand how and why our patients die;
v/ What can we do to improve practice and processes to ensure our patients die well.
Feedback was obtained from attendees and we have formulated their responses to the questions below and presented them in the form of the word clouds;

What was Most Useful About the Session? What Action You Will Carry Out as a Result of this Event?
e T : _.._.._.._. ............. . ....................................... :
BRGNS EXtrpine St 1 Accurate Diagnosis for Patient Challenge Link with LeDeR |

‘Case Studies  Early Consideration for Eol Care :

. Mortality Review Process .  Improve Documentation/ recordingin patient notes
i palliative Care Recognition of MRG :| Consider DNACPR Stop & Think HonestyatEndoflife |
| HED Presentation Process ot s g FurtherReading Promote AMBER CareBundle |
! i
i i

Dementia Presentation ::P ROUD

iim maoke a difference
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