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HELD ELECTRONICALLY
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VIRTUAL MEETING
ltem no. Title of item Objectives/desired Process ltem Time
outcome presenter

2020/21/

PLEASE NOTE — Due to the Covid-19 pandemic, the Board is utilising a ‘consent agenda’. It will be assumed that all of these items have been
read by Board members and the minutes will reflect recommendations, unless an item has been requested to come off the consent agenda
for debate. In this instance, it is requested that the Trust Secretary be notified prior to the meeting and this will be made clear at the start

of the meeting.

209 Apologies for absence Receive apologies & Verbal Chair
Declarations of interest declarations of interest
210 Meeting guidance notes To receive the meeting Written Chair

attendees’ guidance notes

211 Patient Story To receive the patient Verbal Chief Executive 1005
e ED&I story (20mins)
e Endometriosis
212 Minutes of the previous meeting | Confirm as an accurate Written Chair 1025
held on 5 November 2020 record the minutes of the (5mins)
previous meetings
213 Action Log and matters arising Provide an update in Written Chair

respect of on-going and
outstanding items to
ensure progress

214 Chair’s announcements Announce items of Verbal Chair 1030
significance not found (5mins)
elsewhere on the agenda

215 Chief Executive Report Report key developments Written Chief Executive 1035
and announce items of (5mins)

significance not found
elsewhere on the agenda

BOARD COMMITTEE ASSURANCE

216 Chair’s Reports from Quality For assurance, any Written Committee Chair 1040
Committee escalated risks and matters (5mins)

for approval

217 Chair’s Reports from Finance, For assurance, any Written Committee Chair 1045
Performance and Business escalated risks and matters (5mins)
Development Committee for approval

218 Chair’s Report from Putting For assurance, any Written Committee Chair 1050
People First Committee escalated risks and matters (5mins)

for approval

TO DEVELOP A WELL LED, CAPABLE AND MOTIVATED WORKFORCE; TO DELIVER SAFE SERVICES; TO DELIVER THE BEST POSSIBLE EXPERIENCE
FOR OUR PATIENTS AND OUR STAFF

219 Covid-19 Pandemic: Trust For assurance Written Chief Operating 1055
Update Officer (5mins)
220 Safer Nurse/Midwife Staffing For assurance and to note Written Acting Director of | 1100
Report M7 2020/21 any escalated risks Nursing and (10mins)
Midwifery
221 Care Quality Commission For assurance Written Acting Director of | 1110
Update Nursing and (10mins)
Midwifery
222 Neonate Outcomes For assurance Written Medical Director 1120
(10mins)
223 Saving Babies Lives Bi-Annual For assurance Written Medical Director 1130

Report (15m|n5)
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Item no. Title of item Objectives/desired Process ltem Time
outcome presenter
2020/21/
BREAK —5 mins
224 Serious Incidents & Learning For assurance Written Acting Director of | 1150
Reports Nursing and (10mins)
Midwifery
225 Key actions: infection prevention | For assurance Written Acting Director of | 1200
and control and testing Nursing and (5mins)
Midwifery
TRUST PERFORMANCE - TO DELIVER THE MOST EFFECTIVE OUTCOMES; TO BE EFFICIENT AND MAKE BEST USE OF AVAILABLE RESOURCES
226 Operational Performance Report | For assurance —To note the | Written Chief Operating 1205
period M7, 2020/21 latest performance Officer (5mins)
measures
227 Finance Report period M7, For assurance - To note Written Director of 1210
2020/21 the status of the Trust’s Finance (5mins)
financial position
BOARD GOVERNANCE
228 HFEA Licence Inspection For assurance Written Medical Director 1215
(5mins)
229 Board Assurance Framework For assurance and Written Trust Secretary/ 1220
2020/21 approval Executive Leads (5mins)
230 Review of risk impacts of items Identify any new risk Verbal Chair 1225
discussed impacts (5mins)
CONSENT AGENDA (all items ‘to note’ unless stated otherwise)
231 Leadership & Talent Strategic For approval Written Chief People Consent
Framework Officer
232 Lessons Learnt from Mortality For assurance Written Medical Director Consent
Q2
233 Annual Quality Report 2019-20 For approval Written Acting Director of | Consent
Nursing &
Midwifery
234 2020/21 Corporate Objectives — | For assurance Written Chief Executive Consent
six-month review
HOUSEKEEPING
235 Thank you's To provide a Team thank 1230
you — above and beyond (5mins)
236 Any other business Consider any urgentitems | Verbal Chair
& Review of meeting of other business
Date of next meeting
Board in Public: 4 February 2021
Meeting to end at 1225
12.35 - Questions raised by members of the To respond to members of the public Verbal Chair
12.45 public submitted in advance of the on matters of clarification and

meeting.

understanding.

The Board of Directors is invited to adopt the following resolution:
‘That the Board hereby resolves that the remainder of the meeting to be held in private, because publicity would be

prejudicial to the public interest, by reason of the confidential nature of the business to be transacted’. [Section (2) of the
Public Bodies (Admission to Meetings) Act 1960]
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Meeting attendees’ guidance using Microsoft Teams

Under the direction and guidance of the Chair, all members are responsible for ensuring that
the meeting achieves its duties and runs effectively and smoothly.
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Before the meeting

e Prepare for the meeting in good time by reviewing all reports

e Submit any reports scheduled for consideration at least 8 days before the meeting to the
meeting administrator

e Ensure your apologies are sent if you are unable to attend and *arrange for a suitable
deputy to attend in your absence

¢ Notify the Chair in advance of the meeting if you wish to raise a matter of any other
business

*some members may send a nominated representative who is sufficiently senior and has the authority
to make decisions. Refer to the terms of reference for the committee/subcommittee to check whether or
not this is allowable

Microsoft Teams

e Arrive in good time to set up your laptop/tablet for the virtual meeting
e Switch mobile phone to silent

¢ Find the appointment and open

o If you have been sent the appointment as a diary invite click on Calendar on the left
hand column. Open appointment and click join.

Alternatively click on the link within the emailed diary appointment ‘Join Microsoft
teams’

o If you have been asked to join an existing TEAM then please open Microsoft
Teams, Click on Teams on the left hand column. Click on the relevant team you
want to open, then click on Meet Now.

e Four screens (participants) can be viewed at one time. Those speaking will be viewable
automatically.
¢ Click Show Participants to see who has joined the call as only 4 screens can be viewed at
one time.
e Mute your screen unless you need to speak to prevent background noise
o Only the Chair and the person(s) presenting the paper should be unmuted
o Remember to unmute when you wish to speak
e Show conversation: open this at start of the meeting.
o This function should be used to communicate with the Chair and flag if you wish to
make comment
e Open files within Microsoft teams
o Within your team, click on Files — top of the page.
e Use headphones if preferred
e Camera on option
e Screen sharing

o If you wish to share a live document from your desktop click on share and identify

which open document you would like others to view
e Use multi electronic devices to support teams.

o You might find using both mobile and laptops is useful. One for Microsoft teams

and one for viewing papers
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At the meeting

Focus on the meeting at hand and not the next activity

Actively and constructively participate in the discussions

Think about what you want to say before you speak; explain your ideas clearly and
concisely and summarise if necessary

Make sure your contributions are relevant and appropriate

Respect the contributions of other members of the group and do not speak across others
Ensure you understand the decisions, actions, ideas and issues agreed and to whom
responsibility for them is allocated

Do not use the meeting to highlight issues that are not on the agenda that you have not
briefed the chair as AoB prior to the meeting

Re-group promptly after any breaks

Take account of the Chair’s health, safety and fire announcements (fire exits, fire alarm
testing, etc)

Consent agenda items, taken as read by members and the minutes will reflect
recommendations from the paper. Comments can still be made on the papers if required.

Attendance

Members are expected to attend at least 75% of all meetings held each year

After the meeting

Follow up on actions as soon as practicably possible
Inform colleagues appropriately of the issues discussed
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Standards & Obligations

1.

arwd

IS

10.

11.

12.

13.

All documentation will be prepared using the standard Trust templates. A named person
will oversee the administrative arrangements for each meeting

Agenda and reports will be issued 7 days before the meeting

An action schedule will be prepared and circulated to all members 5 days after the meeting
The draft minutes will be available at the next meeting

Chair and members are also responsible for the committee/ subcommittee’s compliance
with relevant legislation and Trust policies

It is essential that meetings are chaired with an open and engaging ethos, where
challenge is respectful but welcomed

Where consensus on key decisions and actions cannot be reached this should be noted in
the minutes, indicating clearly the positions of members agreeing and disagreeing — the
minute should be sufficiently recorded for audit purposes should there need to be a
requirement to review the minutes at any point in the future, thereby safeguarding
organisational memory of key decisions

Committee members have a collective duty of candour to be open and honest both in their
discussions and contributions and in proactively at the start of any meeting declaring any
known or perceived conflicts of interest to the chair of the committee

Where a member of the committee perceives another member of the committee to have a
conflict of interest, this should be discussed with the chair prior to the meeting

Where a member of the committee perceives that the chair of the committee has a conflict
of interest this should be discussed with the Trust Board Secretary

Where a member(s) of a committee has repeatedly raised a concern via AoB and
subsequently as an agenda item, but without their concerns being adequately addressed
the member(s) should give consideration to employing the Whistle Blowing Policy

Where a member(s) of a committee has exhausted all possible routes to resolve their
concerns consideration should be given (which is included in the Whistle Blowing Policy)
to contact the Senior Independent Director to discuss any high level residual concerns.
Given the authority of the SID it would be inappropriate to escalate a non risk assessed
issue or a risk assessed issue with a score of less than 15

Towards the end of the meeting, agendas should carry a standing item that requires
members to collectively identify new risks to the organisation — it is the responsibility of the
chair of the committee to ensure, follow agreement from the committee members, these
risks are documented on the relevant risk register and scored appropriately

Speak well of NHS services and the organisation you work for and speak up when you have

Concerns

Page 129 Handbook to the NHS Constitution 26 March 2013
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Liverpool Women’s?}s

NHS Foundation Trust

Board of Directors

PRESENT

Mr Robert Clarke

Mrs Kathryn Thomson
Mrs Michelle Turner
Mrs Jenny Hannon

Dr Andrew Loughney
Ms Gaynor Thomason
Mr Gary Price

Mr Phil Huggon

Mrs Tracy Ellery

Dr Susan Milner

Mr lan Knight

Prof Louise Kenny

IN ATTENDANCE

Mr Mark Grimshaw
Mrs Mary McDonald
Mrs Denise Richardson
Mrs Lesley Mahmood
Dr Lynn Greenhalgh
Mrs Marie Forshaw
Mrs Michelle Corrigan
Dr Bill Yoxall

Mrs Kate Walsh

Minutes of the meeting of the Board of Directors
held virtually at 10.00am on 5 November 2020

Chair

Chief Executive

Chief People Officer

Director of Finance

Medical Director & Deputy Chief Executive
Interim Director of Nursing & Midwifery
Chief Operating Officer

Non-Executive Director

Non-Executive Director

Non-Executive Director/SID
Non-Executive Director

Non-Executive Director

Trust Secretary

Appointed Governor

Public Governor

Member of the Public

Medical Director of the North West Genomics Laboratory Hub
Director of Nursing & Midwifery (designate)

Observer — Insight Programme

Consultant, Neonates (item 169 only)

Physiotherapy manager/clinical lead (item 172 only)

Mrs Mandy McDonough Associate Director of Nursing and Midwifery for Safeguarding

(item 186 only)

APOLOGIES:
Ms Jo Moore Non-Executive Director/Vice Chair
Mr Tony Okotie Non-Executive Director

20/21/

169 Thank You

Bill Yoxhall — The Chief Executive stated the Board’s thanks to Bill Yoxhall, Consultant Neonatologist,
who was due to retire at the end of November 2020. The significant amount of work undertaken by
Bill during his time at the Trust was noted, particularly in terms of supporting the development of the
new Neonatal unit and establishing robust and effective partnerships across the city and wider region.

Gynaecology — The Board extended thanks to the Gynaecology Service Clinical Leads for the
leadership provided during the Covid-19 pandemic, particularly in relation to the flexibility and

LWH Board of Directors
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170

171

172

173

174

pragmatism that had been demonstrated. The team noted their thanks for the financial and moral
support provided by the Board.

Marianne Hamer — The Chief People Officer highlighted the significant contribution that Marianne
Hamer, Clinical Lead for Imaging, had provided regarding the Trust’'s BAME Network and the
leadership she had shown across the organisation to advance the Trust’s aims to improve the
experience of both staff and patients from under-represented groups.

Nancy Nicholas— The Director of Finance extended thanks to Nancy Nicholas from the Redevelopment
Team at Liverpool University Hospitals NHS Foundation Trust, for the advice and support provided for
the development of plans for an enhanced imaging facility at the Crown Street site.

Apologies — as above

Declaration of Interests — Ms Gaynor Thomason noted that she was a Non-Executive Director at
Merseycare NHS Foundation Trust.

Meeting guidance notes
The Board received the meeting attendees’ guidance notes which had been updated to reflect ‘virtual
meetings’.

Patient Story

Mrs Kate Walsh attended to present on the development of the Trust’s physiotherapy service and on
how this was benefitting the patient experience. The range of physiotherapy services provided was
outlined and the development of a new patient pathway was explained. This had produced several
‘quick wins” including improved efficiency and triaging. Mrs Kate Walsh continued to outline further
ambitions for the service, noting that a key aim was to establish the Trust as an international centre
providing specialist physiotherapy education. It was also hoped that a Liverpool-wide pelvic-floor
service could be developed together with embedding physiotherapy into Multi-Disciplinary teams
across the Trust — improving clinical outcomes and reducing pressure on other services. To achieve
this, it was noted that there would be a need to expand the workforce and invest in the existing
workforce. Several challenges were outlined but it was noted that the improvements to patient
outcomes were such that it was worth working to overcome these.

The Chair remarked that this presentation outlined the difference that aspirational leadership could
provide to services and noted that this was an outstanding example of the Trust making a real
difference to women’s health outcomes and wellbeing — a key aim of the organisation.

The Chief Executive stated that lessons could be learned from the experience of the Physiotherapy
Service particularly in relation to unlocking a culture of change and improvement from existing staff.

Action: For the Physiotherapy manager/clinical lead to attend a future Executive Team meeting to
outline the lessons learned in relation to initiating a culture change within a service.

The Board noted the presentation, thanking the Physiotherapy manager/clinical lead for their
innovative working.

Minutes of previous meeting
Subject to the addition of Mrs Tracy Ellery in the attendee list, the minutes of the Board of Directors

meeting held on 3 September 2020 were agreed as a true and accurate record.

Matters arising and action log.

LWH Board of Directors
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There were no matters arising. The Board of Directors reviewed the Action Log and noted that there
were no overdue actions.

175 Chair’s Announcements

The Chair briefed the Board on events since the last meeting. There was an upcoming Council of
Governors meeting on the 12 November 2020 and the respective sub-groups had continued to meet
over the previous quarter. A Council of Governors Nomination & Remuneration Committee had met
on 27 October 2020 to review the appraisals of the Chair and Non-Executive Directors and to also
comment on the recruitment process for the upcoming 2021 Non-Executive Director vacancies.

The Chair noted that due to the Covid-19 pandemic restrictions, the opening of the Neonatal Unit on
the 7 November 2020 was unable to take place. Nevertheless, the completion of the project on time
and to budget was a significant achievement and would make a difference to the lives of babies and
their parents.

The Chair had participated in walkabouts, including meeting with staff from the Aintree antenatal
team and the community midwifery team. It was remarked that the enthusiasm and the commitment
being shown by staff through a difficult time continued to be highly impressive.

The Chair reported that a Nominations & Remuneration Committee had been held immediately prior
to the Board. Items discussed had included the ratification of the appointment of the Director of
Nursing & Midwifery and a discussion regarding the Executive pay ranges and salaries utilising
available benchmarking data.

The Board noted the Chair’s update.

176 Chief Executive’s report
The Chief Executive presented the report which detailed local, regional and national developments.

It was noted that the Trust continued to respond to the Covid-19 pandemic and thanks were extended
to all staff for their on-going support and hard work, often going above and beyond.

An update was provided on the appointment process for the Director of Nursing and Midwifery and
Medical Director posts. In relation to the former, Marie Forshaw had been appointed. Marie was the
current Interim Chief Nurse at Bolton NHS Foundation Trust and whilst it was likely that a formal
starting point would be at the beginning of January 2021, Marie would be working in the Trust on a
three day a week basis from December 2020 onwards. The Chief Executive extended thanks to Gaynor
Thomason for her work as the Interim Director of Nursing & Midwifery. With regards to the Medical
Director position, it was reported that Dr Lynn Greenhalgh had been appointed. Lynn was the current
Medical Director of the North West Genomics Laboratory Hub and was due to formally start in the
new role in January 2021. A handover period would commence with Dr Andrew Loughney over the
coming weeks.

The Chief Executive reported that due to the growing seriousness of the Covid-19 situation in
Liverpool and the recent move into Tier 3 restrictions, the Trust had made the difficult decision to
temporarily stop antenatal and postnatal visiting on the hospital wards for the time being. It was
acknowledged that this decision would be disappointing for women and their families, but it had been
made with safety of patients, staff and visitors as the Trust’s number one priority. The decision would
remain under regular review.

The Trust’s recent successes at the 2020 Health Tech Awards was highlighted. It was stated that this
success demonstrated the excellent progress being made on the Digital agenda congratulations were
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extended to the Trust’s Chief Information Officer, Matt Connor, the Digital Services team and the
teams involved in the specific projects.

Attention was drawn to the Trust’s aspirations to achieve Teaching and University Hospital status by
becoming part of the University Hospitals Association (UHA). The formal accreditation process was
outlined, and it was noted that the Trust was working to close any gaps to meet the compliance
specification.

Reference was made to the Trust’s ongoing flu campaign. The importance of the Trust reaching its
compliance target was noted and work would continue prior to the year-end.

The Board of Directors received and noted the Chief Executive’s Report.

177 Chair’s Report from the Quality Committee

The Board considered the Chair's Reports from the Quality Committee meetings held on 21
September 2020 and 19 October 2020. The work to monitor the quality impact of the Covid-19
pandemic was highlighted.

The Board of Directors:

e Received and noted the Chair’s Reports from the Quality Committee meetings held on 21
September 2020 and 19 October 2020.

178 Chair’s Report from Finance, Performance and Business Development Committee (FPBD)

Mr Phillip Huggon presented the Chair’s Reports for the meetings of the Finance, Performance and
Business Development Committee held on 22 September 2020 and 27 October 2020. Both meetings
had considered the on-going impacts of the Covid-19 pandemic on the Trust’s operational and
financial performance. The October meeting had considered the detail of the changes to the NHS
Provider financial funding regime from Month 7 onwards. This had resulted in a forecast deficit of
c.£4.6m and the Committee was expecting to monitor the impacts of this during the 2020/21 financial
year and beyond. The Committee had received robust assurance regarding the progress being made
to close out actions from a cyber-security internal audit report and had also been encouraged by the
process demonstrated by a business case post-implementation review report.

The Board of Directors:

e Received and noted the Chair’s Reports from the FPBD Committee meetings held on 22
September 2020 and 27 October 2020

179 Chair’s Report from the Putting People First Committee

The Board considered the Chair’s Report from the Putting People First Committee held on 21
September 2020. The work to progress and maintain progress on key workforce projects whilst also
attempting to ensure that sufficient support and development was being provided to staff through
the pandemic was noted. Particular attention was being given at the Committee to the support being
provided to vulnerable groups of staff.

The Board of Directors:

e Received and noted the Chair's Reports from the PPF Committee meeting held on 21
September 2020.

180 Chair’s Report from the Audit Committee

LWH Board of Directors
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Mrs Tracy Ellery presented the Chair’s Report for the meeting of the Audit Committee held on 29
October 2020. She briefed the Board on the content of the report noting that the Committee had
received high assurance from recent internal audits into financial systems and processes. This was
encouraging leading into the year-end process. The Committee had also considered the outputs from
a Committee effectiveness review, facilitated by internal audit. Assurance had been provided that the
Committee was operating from a strong baseline and the actions identified would help to yield further
improvements. A number of the reports on the October 2020 agenda had already started to follow
the recommendations.

The Board of Directors:

e Received and noted the Chair's Report from the Audit Committee meeting held on 29
October 2020.

181 Chair’s Report from the Charitable Funds Committee
Mr Phillip Huggon presented the Chair’s Report for the meeting of the Charitable Funds Committee
held on 22 September 2020.

The Board of Directors:

e Received and noted the Chair’s Reports from the Charitable Funds Committee meeting held
on 22 September 2020.

182 Covid-19 Pandemic: Trust Update

The Chief Operating Officer reported that since the publication of the report, a nationally declared
level four incident had been putinto place resulting in NHS command and control arrangements being
stepped up to a national level. Information relating to implications and mandated responses was
expected. Due to high infection rates in the city, the Trust’s internal command and control
governance arrangements had remained in place throughout the pandemic.

Sickness absence had increased across all areas of the Trust during the second wave and posed a
significant challenge to the day to day operational delivery of services. Sickness had risen to above
10% through October 2020 which had resulted in the activation of Business Continuity Plans,
specifically in Maternity where sickness absence has risen to 12% at times. All staff have had a Covid-
19 risk assessment and the Trust continued to offer a series of supportive measures to support both
the physical and emotional health of its staff.

In line with national requirements the Trust continued to review waiting lists for those patients who
have to wait longer for routine treatment due to the pandemic, specifically for benign gynaecology.
From November the Trust would have a full complement of Gynaecology Consultants for the first
time in over two years. Despite the challenges of Covid-19 the Trust was planning to establish a
programme of efficiency review throughout November 2020 for benign gynaecology to ensure that
the greatest benefit could be gained with the increased workforce.

The Trust had developed robust process for the procurement and management of required PPE and
plans were also being developed for mutual aid across the system. This could include the provision of
surgical activity for Liverpool University Hospitals NHS Trust. The Trust continued to ensure that it
was taking an Infection Prevention & Control approach to its decision-making.

The Chair queried whether the stepping up of national command and control arrangement would
impact plans for providing mutual aid for the system. The Chief Operating Officer stated that the
Trust’s major offer had remained surgical capacity at the Crown Street site. The on-going debate
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centred on the speciality that would be most appropriate for this. It was likely that this would be
resolved shortly with plans put into action prior to the end of the calendar year.

Mr lan Knight asked whether the extensive Liverpool Covid-19 testing regime had required or would
require resources from the Trust. The Chief Operating Officer noted that the Trust’s overspill car park
had been offered to support a testing centre but to date, the armed forces were managing the testing
itself. Prof. Louise Kenny added that it was expected that the armed forces would be providing
support for a period of four to six weeks.

The Director of Finance made reference to the UK’s exit of the European Union and noted that the
potential impact of this on the Covid-19 response was being considered at a national and local level.

The Board of Directors:
e noted the report for information and assurance

183 Equality Diversity and Inclusion: Update on WRES and WDES 2020 Data and overview of future
strategy

The Chief People Officer noted that Equality, Diversity and Inclusion (ED&I) had been an area of
attention for the Board over recent months and whilst it was recognised that some positive work had
been undertaken in the area of ED&I, it was not currently sufficiently joined up, resourced and
underpinned with an over-arching strategic aim. The Workforce Race Equality Scheme (WRES) and
Workforce Disability Equality Scheme (WDES) data referenced in the report illustrated that whilst the
Trust compared favourably with other trusts in many indicators, limited progress had been made to
change the cultural make-up of the organisation.

The Trust had some strengths particularly in terms of its inclusion activities, with strong links with
education providers at all levels in the city and with the DWP and could demonstrate real benefits in
terms of access to work for a diverse group. There was a clear crossover in terms of ED&I and the
Patient Experience agenda with several examples of engaging with service users and the community
to inform the way in which care was delivered. However, it was recognised that there was further
work to be done with respect to Patient Experience from a diversity, equality and inclusion
perspective that would contribute to the Trust achieving its vision of being the leading provider of
healthcare for women, babies and their families.

Both Covid-19 and the Black Lives Matter campaign had accelerated actions in some areas as they
had shone a particular spotlight on the experiences and health outcomes of ethnic minority
colleagues. It was important, however, that focus also remained on improving inclusion more broadly.
It had also identified that the Trust could be more ambitious in its ED&I agenda, beyond those
objectives set out in the WRES and WDES. The Chief People Officer continued to outline a proposed
strategic objective for Board approval; namely — “Be recognised as the most inclusive organisation in
the NHS with Zero discrimination for staff and patients (zero complaints from patients, zero
investigations)”. Also outlined were a range of actions to inform the delivery of the existing Equality
Objectives and a proposed process to develop an overarching Equality, Diversity & Inclusion Strategy
and update the Equality Objectives.

It was suggested that the Putting People First Committee would be tasked with maintaining oversight
on progress with this agenda.

The Chair stated the importance of ensuring that the ED&I agenda became ‘business as usual’” and
was interwoven into the culture of the organisation. The Chief Executive asserted that the Trust could
do more to identify and nurture talented colleagues with protected characteristics and this would be
a challenge to all Executive Directors to progress — including those incoming Directors. The Chair
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added that the recruitment plans for the upcoming 2021 Non-Executive Director vacancies had made
ensuring that candidates had a strong connection to the local community a priority.

The Board of Directors:

e noted the annual data pertaining to the Workforce Race Equality Standard (WRES) and the
Workforce Disability Standard (WDES)

e noted that the organisation had not become significantly more diverse over the last 12
months

e noted the actions taken to support and connect with BAME colleagues during Covid-19.
e approve the strategic objective as set out above
e Considered the range of actions to inform the delivery of the existing Equality Objectives
e approved the proposed process to develop an overarching Equality, Diversity & Inclusion
Strategy and update the Equality Objectives
184 Safer Nurse/Midwife Staffing Report, M5 & M6 2020/21

The Interim Director of Nursing & Midwifery presented a report which detailed Ward Staffing levels
across all inpatient clinical areas during August and September 2020. The Board was briefed on the
content of the report noting that there had been an increase in the number of ‘red flag’ events due
to increased pressures as a result of sickness / Covid-19 related absence. This was noted as being a
concern that would require careful monitoring and oversight. Emergency staffing plans had been
developed and this was being supported by a skill mix review as it was recognised that existing
resources could need to be re-deployed in priority areas if necessary. In relation to Allied Health
Professional staffing, the Trust was impacted by a national shortage of sonographers, but it was hoped
that there was a pipeline in place for students to take up posts when qualified.

The Chair noted that it was encouraging to receive assurance that robust staffing contingencies had
been developed.

The Board of Directors:

e Noted the content of the report and the assurances that appropriate information was being
provided to meet the national and local requirements

e Noted that the organisation had the appropriate number of nursing & midwifery staff on its
inpatient wards to manage the current clinical workload as assessed by the Interim Director
of Nursing & Midwifery

e Noted staffing challenges relating to COVID-19 and the mitigating actions being put in place

185 Care Quality Commission Update

The Interim Director of Nursing & Midwifery explained that the CQC Inspection from December
2019 had identified a number of ‘Must Do’ actions that had deadlines for the end of December
2020. The report outlined the progress made against the actions. It was noted that actions would
only be identified as ‘green’ if evidence could be provided that it was fully embedded.

Key areas to highlight were identified as follows:

e Safe and proper management of medicines: Following the focused inspection on 28 July
2020 the warning notice had been lifted. Focused work continued to ensure actions were
embedded.

e Pathways for Under 18’s / Deteriorating Child: This action remained RED. Work had been
undertaken but progress did not have the required pace. Therefore, to support progress
the Medical Director had established a task and finish group to help drive the
improvements that were required.
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186

187

e Actions related to waiting list and Referral to Treatment targets had been set pre-Covid-19
and would therefore be unlikely to be met.

The Interim Director of Nursing & Midwifery noted that the CQC had also discussed the Trust’s
Infection Prevention and Control measures and had noted their assurance.

The Board of Directors:
e noted the report for information and assurance

Safeguarding Annual Report 2019/20

The Associate Director of Nursing and Midwifery for Safeguarding attended to present the 2019/20
Annual Report outlining progress against the objectives set. It was noted that the Trust had received
a reduced number of referrals over the period and this was attributed to a significant reduction in
referrals from the police. It was noted that this was explained by a change of system utilised by the
police and whilst referrals had reduced, it had resulted in more relevant cases being escalated. It
was expected to see an increase in referrals during 2020/21 as a consequence of the pandemic. The
Chief Executive queried if the pandemic had impacted the number of safeguarding disclosures from
women. It was confirmed that there had been an increase in disclosures during the pandemic
through routine enquiry at every contact.

The Chair drew attention to the Clinical Commissioning Group (CCG) Key Performance Indicator (KPI)
Report, noting that there was an area of limited compliance regarding the adult and children
safeguarding training. It was queried what improvement actions had been put into place. The
Associate Director of Nursing and Midwifery for Safeguarding reported that LCCG had acknowledged
and were satisfied that the Trust Safeguarding Team had a detailed recovery action plan and
trajectory in place and that training programmes had continued to be reviewed with staff training
compliance reported to Quality Committee via the Hospital Safeguarding Board. Whilst awaiting an
increase in compliance and in order to provide assurance that the Trust’s workforce had the
knowledge, skills and awareness required, the Safeguarding Team had increased their ‘Unannounced
Safeguarding Inspections’ to all the clinical areas.

The Medical Director noted that the possibility of moving level three safeguarding training on-line
had been considered but not taken forward due to a concern regarding a reduction in the quality of
the training. Mrs Tracy Ellery stated that level three compliance was a concern and suggested that
utilising an alternative medium for providing the training be re-explored.

Action: For the Associate Director of Nursing and Midwifery for Safeguarding to explore an alternative
mechanism to face-to-face delivery for level three safeguarding training to improve compliance.

The Chief People Officer also suggested that work be undertaken with the Divisions to risk assess
non-compliant staff and to utilise this to prioritise training.

Mr lan Knight, as Board Safeguarding Lead, noted that the Trust’s Safeguarding Team was well
regarded externally and that the Board should take assurance from the annual report.

The Board of Directors:
e noted an overview of safeguarding practice across the Trust and received assurance that
systems and processes were in place to protect vulnerable Children and Adults
e received and approved the 2019/20 Annual Report.

CNST — Maternity Incentive Scheme Year 3
The Board received the report and noted the updated Clinical Negligence Scheme for Trusts (CNST)
year 3 requirements published in October 2020. The Chief Operating Officer detailed the key changes

LWH Board of Directors

minutes

Page 8 of 12

Page 11 of 365




in terms of reporting requirements and assurances required for Trust Board sign off in May 2021 for
the scheme. Also outlined was the Trust’s current compliance against the ten safety standards and
attention was drawn to the role of the Board specifically in the sign off process.

The Board of Directors
e noted the evidence requirements in Appendix 2 to the report
e noted that the Quality Committee would continue to receive regular updates, escalating
issues when necessary.

188 Clinical Mandatory Training - Compliance

The Chief People Officer provided an overview of the progress made against recovery plans in each
of the Divisions in relation to clinical mandatory training, and highlighted areas of ongoing challenge
and focus.

It was reported that the increasing prevalence of COVID-19 in the community had impacted on the
progress against trajectory due to staffing pressures, notably within midwifery staffing. Enhanced
performance management had been put into place to support the Family Health division to an
improved position of compliance within a reasonable timescale and to ensure that a risk-based
approach to the prioritisation of training was in place.

The Executive Team would continue to review progress on a weekly basis and the Putting People First
Committee would retain oversight of performance against the KPl and provide assurance to the
Board.

Mr lan Knight queried if timescales had been established for returning compliance to acceptable
levels. The Chief People Officer noted that work was progressing with Divisions to set trajectories and
to ensure that there was adequate forward planning in place to release staff for training.

The Board of Directors:
e noted the current challenges; and
e took assurance from the enhanced performance management arrangements in place to
oversee recovery and reduce risk.

189 Operational Performance Report period M6, 2020/21

The Chief Operating Officer presented the Operational Performance Report for Month 6 2020/21. He
briefed the Board on the content of the report and provided an overview of performance against key
national standards as detailed at section two of the report.

An increase in sickness and absence as a result of Covid-19 (both direct and indirect) provided a
general context to performance challenges across the organisation. Despite the challenges posed
during the Covid-19 pandemic the 2-week cancer performance remained strong and it was
anticipated that this situation would not change with additional capacity in the coming months due
to consultant recruitment. The oncology performance for 31-day DTT also remained strong. Moving
forward it was anticipated that the Trust would see a continuation of improved performance
compared to the past 24 monthsin 31 DTT target but face on-going challenges with the 62-day target
due to Covid-19 priority 3 patient management. The Trust had started to see a slow rise in 18-week
performance and a reduction in 52-week breaches as activity was restarted. However detailed work
had identified the additional capacity required to deal with the increased backlog and this would only
be achieved by increasing theatre staffing. Only then would a sustained reduction in the 52-week
position be achievable. All 52-week breaches received a harm review. The 6-week diagnostic target,
as a precursor to an improving 18-week position had seen significant improvement since the height
of the first wave.
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The Chair queried if there was likely to be an impact on recovery trajectories from the second
lockdown. The Chief Operating Officer stated that the Trust was working to remain on trajectory but
this situation remained uncertain.

The Chief Operating Officer noted that the Trust continued to work towards the NHS England target
of 35% of women booked onto a Continuity of Care (CoC) pathway by March 2021. The Trust
remained in consultation with maternity staff regarding, streams, workforce, and application of CoC
across the maternity service. There had not been an extensive uptake from midwives on the
workforce model and if this was not resolved by the end of November 2021, it was unlikely that the
target would be met. Discussions continued to identify barriers and to explore ways of working that
would resolve the issues.

Dr Susan Milner sought clarification on whether there were additional costs involved for
implementing the CoC model. It was stated that the Trust should be able to meet the initial 35% target
with the existing workforce. The Chief Executive noted that there were examples of other trusts who
were meeting the target without additional resource. The Chair queried whether lessons could be
learned from those trusts. The Chief Operating Officer reported that the key aspect was empowering
the midwifery teams to develop solutions that met local and individual needs. The Chief Executive
noted that risks relating to this issue were being monitored and would be escalated through the
Trust’s risk management process.

The Board of Directors:
e Received and noted the Month 6 Operational Performance Report.

Assessment of Perinatal Mortality in Quarter 1 2020 in relation to COVID 19 — including figures for
stillbirth in Q2

In response to a national review into an increase of still births during the Covid-19 pandemic, the
Trust had undertaken a detailed review of stillbirths during quarter 1 and quarter 2 of 2020/21.

The Medical Director reported that there were three potential reasons for an increase in stillbirths
during the pandemic:
1) Infection directly impacting the pregnancy
2) Changes in Trust practice
3) Changes in the behaviour of pregnant women i.e. not presenting at hospital as readily due to
infection concerns

In assessing the Trust’s own data, no correlation had been identified for the first two elements.
Evidence for the latter reason was more challenging to identify. Prof. Louise Kenny noted that
research was progressing in relation to the impact of Covid-19 on pregnancy but no high-quality peer
reviewed papers were currently available.

The Medical Director noted the importance on remaining vigilant on this issue and to ensure that all
available surveillance systems were being triangulated to identify relevant data. The Chief Executive
noted that it would be important to remain cognisant of the potential unintended negative impacts
of infection prevention and control measures (i.e. restricting the access of partners) on behaviour
change.

The Chair stated the importance of the Trust being pro-active on this issue and to constantly review
available data (both quantitative and qualitative) to ensure that all available action and mitigation
was being taken.

The Board of Directors:
e Received and noted the report for information and assurance.
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Financial Report & Dashboard Month 6, 2020/21

The Director of Finance presented the Finance Report and Financial Dashboard for Month 6, 2020/21.
She briefed the Board on the content of the report and advised that as at 30 September 2020, the
Trust was reporting a breakeven position after an expected total cumulative top up of £8.4m.

The Director of Finance noted that whilst having performed relatively well financially for the past two
years and having had a balanced plan approved by the Board, the Trust faced a significant deficit for
the second half of 2020/21 due to the calculation methodology used by NHSI/E to inform income for
the remainder of the financial year. Whilst a strong working capital position would be retained for
2020/21, subsequent financial years would be more challenging without a further change to the
financial regime.

The Finance, Performance and Business Development Committee had reviewed BAF risk 2344 ‘risk to
financial position in year 2020/21" and recommended to increase the likelihood to five taking the
overall score of the risk to 20.

The Chair noted the importance of maintaining close scrutiny of the developing financial position
particularly in relation to the potential impact on future years.

The Board of Directors:
e Received and noted the Month 6 Financial Performance Report.

Well-Led Self-Assessment Action Plan Update

The Board received the report. The Trust Secretary noted that the self-assessment (and action plan)
was one part of the overall Well-Led framework process with there being a requirement to follow this
with an external review. The procurement process was underway, and it was hoped that the

review would begin in January 2021 with a final report received by the Board in April 2021.

In the New Year, it would be important for actions in the self-assessment to be closed (where possible)
and with evidence to be provided. It was planned to hold sessions with the Executive Lead,
Operational Lead and NED Lead for each KLOE to gain detailed assurance of the underpinning
assurance prior to reporting back to the full Board.

The Board of Directors:
e Received and noted the report for information and assurance.

Board Assurance Framework

The Trust Secretary presented the Board Assurance Framework 2020/21. Since the last report to the
Board, the executive directors and Board Committees had reviewed each of the BAF risks and several
updates had been made. Key updates were noted as follows:

e The Quality Committee had recommended the de-escalation of BAF risk 2295: ‘Inability to
achieve and maintain regulatory compliance, performance and assurance’ on to the
Corporate Risk Register where it would be monitored by the Corporate Risk Committee (CRC).
The Committee was assured by the processes in place but recommended close monitoring
by the CRC with respect to potential secondary impact caused by Covid-19.

e The Finance, Performance and Business Development Committee had reviewed BAF risk
2344 ‘risk to financial position in year 2020/21’ and recommended to increase the likelihood
to five taking the overall score of the risk to 20.

The Board of Directors:
e Noted the report for information and assurance
e Approved the de-escalation of BAF risk 2295 to the Corporate Risk Register
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e Approved the increase of the overall score to 20 for BAF Risk 2344.

Review of risk impacts of items discussed
The Board noted that the following risks had been discussed during the meeting:
e The risks posed by Covid-19 to pregnancy, and the need to maintain effect surveillance
systems and to consider the potential unintended consequences of decisions.
e The likelihood of not achieving the CoC target and the challenges of managing the staffing
issues
e The challenge of maintaining safe staffing during the pandemic.

The following items were considered as part of the consent agenda

Medical Revalidation Annual Report 2019/20
The Board received the report and approved the signing of the ‘statement of compliance’ (Annex D)
confirming that the organisation, as a designated body, was in compliance with the regulations.

Guardian of Safe working Hours Annual Report 2019 - 2020
The Board noted the report for information and assurance.

Any other business & review of meeting
None noted.

Date of next meeting
The Chair reported that the next meeting of the Board of Directors in public would be held on 3
December 2020.

Exclusion of the Public

The Board of Directors resolved to exclude the press and public from the meeting at this point on the
grounds that publicity of the matters being reviewed would be prejudicial to public interest, by reason
of the confidential nature of business. Members of the public were requested to leave the meeting
room at this point.
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TRUST BOARD
3 December 2020
Action Plan
Meeting date | Minute Action Responsibility Target Dates Status
Reference

5 November 20/21/186 For the Associate Director of Nursing and | Associate Director of Feb 21

2020 Midwifery for Safeguarding to explore an | Nursing and Midwifery In Progress
alternative  mechanism to face-to-face
delivery for level three safeguarding training
to improve compliance.

5 November 20/21/172 For the Physiotherapy manager/clinical lead | Chief Operating Officer Dec 20 Invite to be extended for an Executive Team meeting

2020 to attend a future Executive Team meeting In Progress during December 2020.
to outline the lessons learned in relation to
initiating a culture change within a service.

3 September 20/21/164 For focused improvement work to be | Medical Director Feb 21

2020 undertaken for Priority Standards Five and In Progress
Six and for this to be captured within the
next self-assessment (Autumn 2020).

3 September 20/21/155 A report on the processes for learning | Chief People Officer Feb 21 Work continues to identify evidence for the Trust

2020 lessons and embedding updated practice to (Nov 20) effectively learning lessons. A comprehensive report on
be tabled at the November 2020 Board In Progress this is scheduled for February 2021.
meeting.

3 September 20/21/155 For the Board to review Serious Incident | Medical Director Jan 21

2020 definition tolerances at the January 2021 In Progress
Board workshop.

18 June 2020 | 20/21/75 To develop an outline of the new ways of | Chief Operating Officer Nov 2020 Divisional Business Continuity plans to be made
working on a divisional basis during the In Progress available to the Board via the supporting documents.
recovery from the Covid-19 pandemic and
beyond.

Completed actions: concluded before the next board or on the agenda of the next Board
Progress paused due to Covid-19 pandemic
In Progress - either at Committee stage or awaiting presentation at Board or Board workshop

_ In progress - missed original deadlines agreed at Board
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| Agenda Item | 2020/21/215
MEETING Board of Directors
PAPER/REPORT TITLE: Chief Executive Report
DATE OF MEETING: Thursday, 03 December 2020
ACTION REQUIRED Information
EXECUTIVE DIRECTOR: | Kathy Thomson, Chief Executive
AUTHOR(S): Mark Grimshaw, Trust Secretary
STRATEGIC Which Objective(s)?
OBJECTIVES: 1. Todevelop a well led, capable, motivated and entrepreneurial WOI'kaI’CE X
2. To be ambitious and efficient and make the best use of available resource X
3. Todeliver safe services X
4. To participate in high quality research and to deliver the most effective Outcomes X
5. To deliver the best possible experience for patients and staff X
LINK TO BOARD Which condition(s)?
ASSURANCE 1. Staff are not engaged, motivated or effective in delivering the vision, values and
FRAMEWORK (BAF): GIMNS OF THE TIUSE oottt eee e seeee et e X
2. Potential risk of harm to patients and damage to Trust's reputation as a result of
failure to have sufficient numbers of clinical staff with the capability and
Ccapacity to deliver the DESt CAIE. .........cccccviueeceeeeriei ettt e X
3. The Trust is not financially sustainable beyond the current financial year........................ X
4. Failure to deliver the annual finaNCial PIAN ...........ccoovieeieiieciieiieiseieetee e X
5. Location, size, layout and accessibility of current services do not provide for
sustainable integrated care or quality SErvice ProViSion ...............ccccceeeecevviseiveeerirsarenns, X
6. Ineffective understanding and learning following significant events............ccccocevvvcvnnnn. X
7. Inability to achieve and maintain regulatory compliance, performance
QNG ASSUTGNICO. ...t ettt et e et ettt ae s st aae bt eaeennas X
8. Failure to deliver an integrated EPR against agreed Board plan (Dec 2016) ................... X
CQC DOMAIN Which Domain?
SAFE- People are protected from abuse and harm O
EFFECTIVE - people’s care, treatment and support achieves good outcomes, O
promotes a good quality of life and is based on the best available evidence.
CARING - the service(s) involves and treats people with compassion, kindness, dignity O
and respect.
RESPONSIVE — the services meet people’s needs. O
WELL-LED - the leadership, management and governance of the O
organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture.
1
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ALL DOMAINS X

LINK TO TRUST 1. Trust Constitution X 4. NHS Constitution X
STRATEGY, PLAN AND 2. Operational Plan X 5. Equality and Diversity X
EXTERNAL 3. NHS Compliance X 6. Other: Click here to enter text.
REQUIREMENT

FREEDOM OF 1. This report will be published in line with the Trust’s Publication Scheme, subject to
INFORMATION (FOIA): | redactions approved by the Board, within 3 weeks of the meeting

RECOMMENDATION: Board is asked to receive the content of the report.
(eg: The Board/Committee is
asked to:-....)

PREVIOUSLY Committee name Not Applicable
CONSIDERED BY:

Date of meeting

Executive Summary

In this briefing for the Board | aim to summarise recent and relevant information which relates to:

Firstly, in Section A, news and developments within the Trust itself that is not already reported elsewhere.
Secondly, in Section B, news and developments within the immediate health and social care economy.
Thirdly, in Section C, other news and developments within the wider national health and social care economy,
including regulatory developments.

Further information is available on request on any of the topics covered by the report.

Report

SECTION A — Internal

Update on Director Appointments
We are pleased to confirm two new appointments to the Board of Directors.

Director of Nursing & Midwifery

Following a competitive process and interviews at the end of October, Marie Forshaw has been appointed as Director
of Nursing & Midwifery. Marie is currently Interim Chief Nurse at Bolton NHS Foundation Trust having joined the Trust
in 2016 as Deputy Director of Nursing, Midwifery and AHPs. Marie is a trained general nurse, trained registered
midwife and trained registered health visitor. We look forward to welcoming Marie to Liverpool Women’s when she
commences her role early in the new year.

Medical Director
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Following a competitive process and interviews in November, Dr Lynn Greenhalgh has been appointed as Medical
Director. Lynn is currently Consultant Clinical Geneticist at the Trust’s Liverpool Centre for Genomic Medicine and also
Medical Director of the North West Genomic Laboratory Hub. We look forward to Lynn commencing her role in the
new year following Dr Andrew Loughney’s departure.

HSJ Patient Safety Awards for 2020

The Trust’s project “Using Virtual Reality as a Reasonable Adjustment”, was ‘highly commended’ at the recent HSJ
Patient Safety Awards 2020. This initiative is a great example of work to improve the safety and experience of patients
and their Carers.

Health & Social Care Strategic Information Governance Award

In last month’s report, the Trust’s success in the Health Tech Newspaper 2020 Awards was highlighted. Since this point,
the Trust’s Head of Information Governance was announced on the 18™ November 2020 as the winner of the
“Information Governance Innovator of the Year” category at the Health & Social Care Strategic Information
Governance Awards.

Liverpool Women's successful in securing £6.5m Capital Financing
We are pleased to confirm that Liverpool Women’s has been successful in securing £6.5m capital financing.

The £6.5m support has been provided by the Department for Health and Social Care and will be spread over this year
and next in order to address some of the clinical challenges we have on the current Liverpool Women'’s site.

This capital financing will allow us to bring a CT scanner and blood bank onsite, develop our colposcopy suite and
invest in a surgical theatre robot, along with other associated estates works. As well as clear benefits for patients
these new and innovative facilities will also help us to recruit and retain the best people.

The capital finance bid was submitted earlier this year by the Trust, with a proposal that was supported at a local and
regional level, as well as by NHS England/Improvement.

Jenny Hannon, Director of Finance, has noted that: “We are delighted to secure this capital support, particularly
during these challenging times. It will deliver significant benefits to our patients and staff as well as the wider region
by providing much needed diagnostic capacity within the Trust. We look forward to progressing with our plans to
make good use of this capital immediately with essential improvements to the hospital site, making our services even
more safe and allowing us to provide an even higher quality of care.”

Health Education England Quality Framework

The Health Education England Quality Framework identifies the standards that organisations are expected to have in
place to provide a quality learning environment for the learners they have responsibility for. Every organisation is
expected to have assessed which standards are fully or partially in place via the use of an annual self-assessment
review (SAR). There is an expectation, via the Learning and Development Agreement (LDA), that organisations will
refresh their SAR every year as good practice.

The review is usually sent to all organisations in January for submission in April. Due to COVID 19, the report had
been suspended until 2021. However, it was then relaunched at the end of July with the deadline of completion for
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30 September 2020. The Board reviewed and approved the SAR outside of Board meetings via email and this was
submitted ahead of the deadline. The Board is now asked to ratify this approval.

2020 Flu Campaign Update

The holistic health and wellbeing of our valued workforce is of paramount importance to us. As part of this we want
to mitigate the risk during the winter months of our staff becoming unwell due to the seasonal flu virus that is
circulating within the community.

The Trust is continuing with its flu campaign delivery and at the 26 November 2020, the overall uptake stood at 70%.
The following measures have been put into place to support staff in accessing a flu vaccine:

Drop-in stand located near to the staff entrance - Monday-Friday between (7am-8:30am)

We have listened to staff feedback and have arranged for some earlier drop in slots to be set up each day for staff to
get their flu jab before they start their morning shift and for those leaving after their night shift. The drop-in stand will
be located by the lifts closest to the staff entrance.

Peer Vaccinator Ward/Departmental walk-arounds - Monday-Friday between (1:30pm-3:30pm)
The peer vaccinators have been visiting wards and all departments Monday-Friday between 1:30pm-3:30pm.
Particular time requests have been considered and facilitated where possible.

Occupation Health Ward/Departmental Visits
The Trust’s Occupational Health provider is also providing clinics and ward/departmental visits to vaccinate staff every
Wednesday and Friday afternoon, they also have specific sessions for night and weekend staff.

If staff have received their vaccination from their GP/Pharmacist etc, a short form has been made available for them
to inform the Trust.

CNST Compliance

In November 2020, the Board was informed of the updated Clinical Negligence Scheme for Trusts (CNST) year 3
requirements published in October 2020. Key changes in terms of reporting requirements and assurances required for
Trust Board sign off in May 2021 for the scheme were outlined. The following highlights which sections of the agenda
support the Board in demonstrating on-going compliance:

e Putting People First Committee Chair’s Report — notes the percentage of O&G trainees in 2019 that reported
whether they disagreed or strongly disagreed that educational / training opportunities are rarely lost due to
gaps in the rota.

e Safe Staffing Report — notes the proportion of ACSA standards 1.7.2.5, 1.7.2.1 and 1.7.2.6 that have been met
in relation to the Anaesthetic medical workforce.

e Saving Babies Lives Report — provides a bi-annual overview of the completed quarterly care bundle surveys for

2020/21.
SECTION B — Local

COVID-19 mass testing pilot reaches over 23,000 residents within first few days

Liverpool City Council revealed that more than 23,000 residents were tested for COVID-19 within the first four days of
the city's mass testing pilot. The pilot is the first of its kind in the country and has received national and international

4
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attention. Trust Staff who are residents of Liverpool have been encouraged to access the mass testing centres in their
own time.

Local trust publishes Little Book of COVID-19 Best Practice

Cheshire and Wirral Partnership NHS Foundation Trust has published its 'Little Book of COVID-19 Best Practice'. The
book is free to download and features case studies from the Trust which aim to demonstrate examples of leading
clinical practice and facilitate the sharing of innovative ideas. It also includes examples of gold standard clinical practice

within the fields of mental health, physical health and learning disability services.

https://issuu.com/cwp.essential/docs/little 20book 200f 20covid-19 20best 20practice

SECTION C — National
Asymptomatic home testing for NHS staff

Regular asymptomatic testing has been rolled out nationally (from 23 November 2020) within NHS organisations to
further control the risks associated with Covid-19, to reduce the spread of hospital acquired infection and to protect
patients and staff.

Staff eligible for asymptomatic testing conduct self-administered tests twice a week from home with results being
available within 20-30 minutes. These results are then be self-recorded via an online form. Members of staff with
regular patient facing roles have be prioritised for home testing kits, starting with clinical members of staff.

Staff that have tested positive for Covid-19 within the last 90 days are not be eligible to take part in this home testing
programme. Tests are not mandatory and are voluntary however all eligible members of staff have been strongly
encouraged to take part to keep our women, babies and colleagues safe. Taking part in regular testing will also help
the Trust to maintain its services safely through regular monitoring of staff who test negative and positive.

NHS begins work on coordination of mass vaccination programme

Whilst it is not expected that a COVID-19 vaccine will be widely available until 2021, the Government has asked the
NHS to be ready to deliver a vaccination programme for England from December 2020, so that those who need it most
will be able to access vaccinations as soon as they are available.

Detailed planning has been underway, both on a national and local level, building on the expertise and strong track
record the NHS already has in delivering immunisations like the annual flu vaccination programme, to ensure that a
COVID-19 vaccination programme does not impact on other vital services. These immunisations normally happen in
settings like GP practices and community pharmacies and it is the intention that the COVID-19 vaccination will be
delivered in a similar way.

The Joint Committee on Vaccination and Immunisation (JCVI) has published advice on the priority groups to receive
the COVID-19 vaccine when it is ready, advising that vaccines should first be given to care home residents and staff,
followed by people aged over 80 and health and social workers, before being rolled out to the rest of the population
in order of age and risk.

To learn more about the COVID-19 vaccination programme, a stakeholder briefing from NHS England and NHS
Improvement can be found on the following link: https://www.cheshireandmerseysidepartnership.co.uk/get-
informed/meetings/293-201109-stakeholder-briefing-vl/file

November 2020 Spending Review
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On the 25 November 2020, the Chancellor of the Exchequer, Rishi Sunak, delivered the 2020 Spending Review
alongside the Office for Budget Responsibility (OBR)’s latest economic and fiscal outlook in the House of Commons.
Although the government was due to hold a full Spending Review this year, the coronavirus pandemic has meant that
the Chancellor decided the review would only cover 12 months from April 2021, with a full spending review to set
multi-year budgets expected in 2021.

Department of Health and Social Care spending

Core revenue funding

e The Department of Health and Social Care’s (DHSC's) core revenue budget will grow from £132.4bn in 2019/20
to £147.1bn in 2021/22 — a real terms increase of 3.5%

e This includes an NHS England budget of £136.1bn in 2021/22, with the government reaffirming its long-term
commitment to increase the NHS funding to £148.5bn by 2023/24

e These figures suggest that the non-ringfenced DHSC core revenue budget, which includes money for Health
Education England and Public Health England, has increased by approximately £400m

e The DHSC's administration budget is projected to remain at £2.5bn in 2021/22

Core capital funding
e The DHSC'’s core capital budget will grow from £7.0bn in 2019/20 to £9.4bn in 2021/22 —a real terms increase
of 13.4%
e This includes £4.2bn in 2021/22 for NHS operational capital investment to allow hospitals to refurbish and
maintain their infrastructure.
e The government also made two multi-year capital funding commitments, both of which will come out of DHSC
core capital funding:
o £3.7bn until 2024/25 to make progress on building 40 new hospitals by 2030
o £1.7bn until 2024/25 for over 70 hospital upgrades to improve health infrastructure across the
country over the long-term.

COVID-19 funding

e The government announced £20.3bn to help the NHS cover COVID-19 related costs in 2021/22, on top of the
more than £50bn made available in 2020/21

e The 2021/22 funding includes £15bn for Test and Trace, £2.1bn to maintain and distribute stocks of personal
protective equipment, and £163m for medicines and therapeutics

e It also includes £3bn for an ‘NHS recovery package’ and, as first announced on 22 November 2020, this will
cover:

e Around £1bn to begin tackling the elective backlog

e Around £500m to address waiting times for mental health services

e Around £1.5bn to help ease existing pressures in the NHS caused by Covid-19

Health specific announcements

In addition to the recovery package set out above, the Chancellor also announced: £325m for the NHS to invest in new
diagnostics equipment, such as MRl and CT scanners
e £260m for Health Education England to support the training and retention of the NHS workforce
e £559m to support the modernisation of technology across the health and care system
e f£165m for the eradication of mental health dormitories
e f£9.4m to improve maternity safety (the government will also publish a consultation next year aimed at
improving patient safety and tackling the rising costs of clinical negligence)
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e On public health, the government states that ‘Local authority spending through the public health grant will
continue to be maintained and the government will set out further significant action that it is taking to improve
the population’s health in the coming months’.

NHSE/I’s policy paper ‘Integrating Care’

NHSE/I have published a policy paper setting out their vision of the strategic direction of system working, ‘Integrating
Care: Next steps to building strong and effective integrated care systems across England’. It sets out a series of policy
and legislative proposals to accelerate the development of Integrated Care Systems (ICSs), including a focus on the
leadership role of providers within systems.

NHS Providers have published a briefing on the paper which can be found on the following link:
https://nhsproviders.org/media/690574/201126-nhs-providers-on-the-day-briefing-integrating-care-final.pdf

NHSE/I are seeking views on the proposals and the Board will give this consideration in due course.
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1. Was the quorate met? Yes (meeting was held virtually)

2. Agenda items covered

~  Subcommittee Chairs reports: The Committee received and noted the Chair’s report from the
Effectiveness Senate, Experience Senate and the Hospital Safeguarding Board. The Committee
also received and approved the Effectiveness Senate terms of reference noting a wider review
of the function of the senates was underway which would potentially change future terms of
reference of the Senates.

~ Legal Services Annual Report and Lessons Learnt Workshop: The Committee received a
presentation detailing litigation cases including lessons learnt, triangulation with
complaints/PALS/SI’s, and the proactive approach undertaken to identify potential claims. The
Committee noted that a deep dive thematic reviews based on an analysis of the available
information into matters such as Cerebral Palsy cases had been completed or were planned.
The Committee approved the Legal Services Annual report 20219/20.

~ Monthly Quality Performance Review M7 2020/21: The Committee received a report on
Operational Performance at Month 7 2020/21. The Committee noted further actions
undertaken to improve the falls metric which had consistently been underperforming —a ‘deep
dive’ review into this issue was suggested for a future meeting. The Committee received a
continuity of carer (CoC) update within the report in response to a Chairs action remitted from
the Finance, Performance and Business Development Committee. The Committee noted a
revised plan to achieve 30% of women booked under the CofC pathway by March 2021. It was
noted that the regional continuity of carer team had reviewed and been satisfied with the Trust
plan to implement CoC. A trajectory to meet the target would be shared at the next meeting.
The Committee noted the efforts to identify underperforming quality performance metrics
directly related to Covid-19 and those that were not. The Committee was assured by the actions
being undertaken to address the deterioration in performance.

~ Care Quality Commission (CQC) 2019 Inspection Update: The Committee was assured by the
CQC update report and updated action plans.

~ CQC Provider registration Statement of Purpose Update: The Committee approved a revised
Statement of Purpose following an agreement to provide mutual aid to Liverpool Universities
Hospitals for the provision of theatre capacity for breast surgery. The Statement of Purpose
would be submitted to the CQC.

~ Integrated Governance Assurance Report Quarter 2: The Committee received the assurance
report in a revised format. The Committee noted continued difficulties to evidence learning as
a recurring theme and recommended a focus on demonstrating learning across the Trust.

~ Mortality and Perinatal Report (Learning from Deaths) Quarter 2: The Committee received and
noted the Learning from Deaths quarter 2 2020/21 report. The Committee was assured by
processes in place to review all three types of death at the Trust: adult, neonatal and perinatal.
The Committee noted further assurance provided within appendix 2 of the report, an
assessment of Perinatal Mortality in Quarter 1 2020 in relation to Covid-19.

~ Neonatal Preterm Mortality: The Committee received a report on Neonatal Preterm Mortality
in response to a spike in Neonatal deaths. It was noted that the Neonatal Senior Management
Team had commissioned an external peer review led by Birmingham Women’s Hospital. The
Committee was assured by processes in place, the conclusion of the external review and
commended the approach taken by the Neonatal Team to escalate and review the matter.

NHS
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~  LocSSIPs Quarterly Assurance Report: The Committee noted the contents of the report and was
assured by the progress being made with implementing the required standards.

~ Safety issues raised by Maternity Safety Champion Meeting: The NED responsible for Safety
alerted the Committee to safety issues raised at the Maternity Safety Champion meeting. The
Committee noted executive action taken in response to concerns.

~ Equality and Human Rights Goals 1&2 — progress report Q2: The Committee noted the contents
of the report and was assured by the progress being made.

~ National Patient Safety Strategy Annual Update: The Committee received a position update
noting action taken to implement the Strategy locally.

~ Half Year Committee Review against workplan: The Committee reflected on Committee
business conducted to date during the Covid-19 pandemic. It was noted that the Committee
had worked broadly in line with the plan established at the beginning of 2020/21 and no
additional risks as a result of the approach taken to meeting management since the pandemic
began had been identified

~ Corporate Obijectives six monthly review: The Committee noted the performance to date
against the Corporate Objectives aligned to its terms of reference.

3. Board Assurance Framework (BAF) risks reviewed
The Committee reviewed the Quality related BAF risks. No changes to existing risks were identified
as a result of business conducted during the meeting.

The Committee noted that BAF risk 2340 ‘overarching Covid-19 risk’, had been updated and would
continue to be reviewed and updated regularly to respond to the pandemic.

4. Escalation report to the Board on Performance Measures
The Committee highlighted continued potential impact on performance measures going forward in
response to the COVID-19 pandemic.

5. Issues to highlight to Board
None

6. Action required by Board
None

Tony Okotie
Chair of Quality Committee
23 November 2020
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Committee Chair’s report of Finance, Performance and Business Development Committee meeting held
24 November 2020
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1. Was the quorate met? Yes (meeting was held virtually)

2. Agenda items covered

~  Finance Performance Review Month 7 2020/21: The Committee received a report on the Month
7 finance position noting that, as at 31 October 2020, the Trust was reporting a deficit of £0.7m
for the month and year to date after receipt of system, Covid-19 and growth top up of £0.6m
in month. The Committee noted that this deficit position had arisen from a change in the
income being received for the second half of the year under the temporary finance regime. The
Committee noted continued careful monitoring and recording with respect to Covid-19 related
costs. The Committee noted that CIP projects continued to remain on track in Month 7 and
that the Trust was delivering the highest level of CIP on a percentage basis across Cheshire and
Merseyside. Assurance was given that the trade debtors position had reduced by a further
£1.2m in month, leaving the overall debtor position at £2.4m. The Committee considered the
additional cost to deliver a surgical robotic service against the improved quality of care and
efficiencies that would be delivered. The Committee would receive the business case when
completed.

~ Operational Performance Month 7 2020/21: The Committee received a report on Operational
Performance as at Month 7 2020/21. Since the last meeting the Committee noted that the
Continuity of Care (CoC) target set by NHS England had been considered by the Quality
Committee and the Putting People First Committee to consider the workforce and patient
quality implications. It was noted that rapid work had been undertaken to introduce CoC teams
by March 2021. The Committee noted that cancer performance targets remained strong with
a continuation of improved performance compared to the past 24 months but would continue
to face ongoing challenges due to Covid-19 priority 3 patient management. The Trust had
focussed on new patient appointments as a result of the pause caused during Wave 1 of Covid-
19 but would need to allow for additional capacity for follow-up appointments going forward.
The Trust continued to offer mutual aid to the wider system whilst ensuring that Trust services
remained safe.

~ Strategic Progress Update (Future-Generations): The Committee received a verbal position
update. The Committee noted that the Trust had been successful in securing £6.5m capital
financing by the Department for Health and Social Care to address some of the clinical
challenges faced on site.

~ Cost Improvement Programme Planning Process: The Committee was assured by the report
detailing the process undertaken to identify CIP schemes including Quality Impact and Equality
Impact assessments.

~  Cost Improvement Programme 2020/21: Mid-Year Post Implementation Review: The Committee
noted that the Trust was forecasting £2.0m against a cost improvement programme target of
£3.7min 2020/21 of which £1.5m is recurrent. This equates to a recurrent saving equivalent to
1.2% of expenditure budgets. The Committee was assured by the contents of the report on the
progress of the mid-year post implementation review exercise, undertaken in line with the
Well-Led Review recommendations and as part of ensuring good governance and ensuring that
lessons are learned from both successful and unsuccessful schemes.

~  Electronic Patient Record (EPR) Programme Report: The Committee received a detailed update
of developments undertaken to take forward the EPR programme. The Committee was assured

by the progress outlined. The Committee also received an update of developments to take

Page 26 of 365



C
\J
Liverpool Women’s?(}s

NHS Foundation Trust

forward the K2 digital maternity project and the decision taken to defer the go live date from
13" November 2020 to January 2021. The deferral was chosen to ensure all actions had been
completed and tested ahead of launching the system which had been delayed due to
implications of Covid-19 on staffing.

~ EU Exit end of transitional period: The Committee noted the report and the requirements for
the exit response.

~  Corporate Objectives Six monthly review: The Committee reviewed and noted the performance
to date against the Corporate Objectives aligned to its terms of reference.

~ Mid-year Committee Review against workplan: The Committee reflected on Committee
business conducted to date during the Covid-19 pandemic. It was noted that the Committee
had worked broadly in line with the plan established at the beginning of 2020/21 and no
additional risks as a result of the approach taken to meeting management since the pandemic
began had been identified.

~ Sub Committee Chairs report: The Committee received and noted the Chair report from the
Digital Hospital Subcommittee.
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3. Board Assurance Framework (BAF) risks reviewed
The Committee reviewed the risks that it was accountable for within the BAF. No changes to
existing risks were identified as a result of business conducted during the meeting.

The Committee noted that BAF risk 2340 ‘overarching Covid-19 risk’, had been updated and would
continue to be reviewed and updated regularly to respond to the pandemic. The Committee also
noted that BAF risk 2337 ‘the Trusts current clinical records system (paper and Electronic) are sub-
optimal’ had been reviewed and updated and 3 actions closed.

Based on earlier discussion it was noted that potential risk caused by the EU exit would be
escalated through the Corporate Risk Register.

4. Escalation report to the Board on Performance Measures
None

5. Issues to highlight to Board
The Committee wishes to highlight to the Board the £4.5m deficit forecast arising from the level
of income allocation and reduction in top up payments for the second half of the year. The
Committee raised concerns in relation to the impacts on income and activity for the following year,
which was to be addressed during the 21/22 planning process.

6. Action required by Board
None

Phil Huggon, Committee Chair
FPBD Committee
24 November 2020
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1. Was the quorate met? Yes (meeting was held virtually)

2. Agenda items covered:

~  Director of Workforce Report: The Committee received the Director of Workforce report noting
a detailed workforce position update in terms of Covid-19.

~ COVID impacts regarding Medical Workforce and CNST: The Committee received an in-depth
report which detailed the impact Covid-19 had upon clinical staffing, educational training, and
rota gaps. The report highlighted that obstetrics and gynaecology rota gaps was a significant
patient safety consideration as part of CNST compliance. It was noted that 57.4% of O&G
trainees in 2019 reported they disagreed or strongly disagreed that educational / training
opportunities are rarely lost due to gaps in the rota. Actions taken to maintain safe rotas were
outlined. Further analysis of the 2020 GMC Survey was to be undertaken and this would inform
an updated action plan which was scheduled for consideration by the Committee in January
2021. To meet CNST requirements, this action plan will require Board approval.

~ Workforce Key Performance Indicators (KPIs) including Resuscitation and Transfusion Training
update: The Committee noted a downward trend in relation to PDR and mandatory training
compliance across a majority of departments and recognised the impact Covid-19 had caused
on workforce ability to maintain compliance. A focused approach to develop e-learning and live
web-based courses to replace face-to-face courses to maintain workforce training was noted.

~  Staff Story: Maternity: Angela Winstanley, Midwife presented her approach to implementing
national initiatives at the Trust by developing a national forum to share learning and best
practice. The Committee commended Angela for her proactive approach to network nationally
to attain valuable benchmarking data and information sharing.

~ Service Workforce Assurance & Risk Report: Neonatal Services: The Committee received the
Neonatal workforce assurance report and noted no risks escalated to committee attention. The
Committee was assured that the neonatal workforce was safe and sustainable.

~ Continuity of Carer Target: The Committee received the report in response to a Chairs action
remitted from the FPBD Committee. The Committee noted that there had been a lack of
willingness of midwifery staff to embrace the new models of care despite engagement. The
Committee received a revised proposal that would deliver 30% compliance with Continuity of
Carer by March 2021 and noted that the 35% target would be achieved by introducing new
starters to the continuity of carer team by June 2021.

~ Fair and Just Culture Project Update: The Committee received a verbal update detailing the
progress to date with the Fair and Just Culture programme. It was noted that the Board of
Directors had completed the Fair and Just training in October 2020 and a recorded version of
the session would be shared with those not present.

~ Widening Participation Update: The Committee noted the current status of the Widening
Participation programmes within the Trust and the intended future developments. The
Committee noted the difficulties spending the apprenticeship levy and the perceived barriers
of both recruiting apprenticeship roles and applying for an apprenticeship role.

~ Leadership & Talent Strategic Framework Update: The Committee received the draft Leadership
& Talent Strategic Framework and noted the high-level engagement undertaken to underpin
the Strategy. The Committee agreed that the appropriate structure had been developed.

~  Guardian of Safe Working Hours (Junior docs) report Quarter 2 2020/21: The Committee noted
the contents of the report and was assured that doctors in training at Liverpool Women’s NHS

NHS
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FT are safely rostered and enabled to work hours that are safe and in-compliance with their
contract. It was noted that the current Guardian of Safe Working Hours was retiring from the
Trust and the position had been advertised.

~ Corporate Objectives 2020/21: Designated PPF Objectives Six Monthly Review: The Committee
noted the performance to date against the Corporate Objectives aligned to its terms of
reference. Consideration of the quality of PDR/Mandatory training within the corporate
objectives would be undertaken within the next iteration.

~  Mid-year Committee Review: The Committee reflected on Committee business conducted to
date during the Covid-19 pandemic. It was noted that the Committee had worked broadly in
line with the plan established at the beginning of 2020/21 and no additional risks as a result of
the approach taken to meeting management since the pandemic began had been identified.

~  Subcommittee chairs reports and terms of reference: The Committee received and noted the
Chair’s report from the Equality, Diversity and Inclusion Committee, Health and Wellbeing
Group, Partnership Forum and the Nursing & Midwifery Professional Forum.
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3. Board Assurance Framework (BAF) risks reviewed
The Committee reviewed the PPF related BAF risks. No changes to existing risks were identified as
a result of business conducted during the meeting.

The Committee noted that BAF risk 2340 ‘overarching Covid-19 risk’, had been updated and would
continue to be reviewed and updated regularly to respond to the pandemic.

4. Escalation report to the Board on PPF Performance Measures
None

5. Issues to highlight to Board
None

6. Action required by Board
None

Jo Moore
Chair of Putting People First Committee
Date 23 November 2020
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| Agenda Item | 20/21/219

MEETING

Trust Board

PAPER/REPORT TITLE:

Covid-19 Pandemic: Trust Update

DATE OF MEETING:

Thursday, 03 December 2020

ACTION REQUIRED

Assurance

EXECUTIVE DIRECTOR:

Gary Price, Chief Operating Officer

Outcomes

AUTHOR(S): Gary Price, Chief Operating Officer
STRATEGIC Which Objective(s)?
OBIECIINES: 1. Todevelop a well led, capable, motivated and entrepreneurial WOI'kaf'CE ]
2. To be ambitious and eﬁicient and make the best use of available resource X
3. Todeliver S(er services X
4. To participate in high quality research and to deliver the most eﬂ’ective
[]
X

5. Todeliver the best possible experience for patients and staff
LINK TO BOARD Which condition(s)?
ASSURANCE 1. Staff are not engaged, motivated or effective in delivering the vision, values and
SRS R QIS Of TRE TIUST ...ttt ete st e ettt et e e teete et s et essasseseseste s sssessessassanesesasasnanens ]
2. Potential risk of harm to patients and damage to Trust's reputation as a result of
failure to have sufficient numbers of clinical staff with the capability and
€apacity to deliver the DESt COre. .........vveeieiiseeeteie et seetss st ee sttt ss s et see s sae e e X
3. The Trust is not financially sustainable beyond the current financial year........................ ]
4. Failure to deliver the annual finaNCiQl PIAN ...........cuceveveeeeeeeeeeeeseeeeseee e ]
5. Location, size, layout and accessibility of current services do not provide for
sustainable integrated care or quality SErvice ProviSion ...............eeueveeveecesevevieiesessesaiennens ]
6. Ineffective understanding and learning following significant events..............cccceccevvunnce.... g
7. Inability to achieve and maintain regulatory compliance, performance
QNG ASSUIANCE ...ttt ettt e e st e s et et ss s e she sttt ssesea s sas st ses s ebsssasnssusnnnies
8. Failure to deliver an integrated EPR against agreed Board plan (Dec 2016) ...................
CQC DOMAIN Which Domain?

SAFE- People are protected from abuse and harm

EFFECTIVE - people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence.

CARING - the service(s) involves and treats people with compassion, kindness, dignity

and respect.

RESPONSIVE — the services meet people’s needs.

WELL-LED - the leadership, management and governance of the

organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture.

ALL DOMAINS

oo O ood (gd

X

Page 30 of 365

(D)
)
c
o)
o
0
)
£
=
>
@)
@)




C
—
Liverpool Women’s?(\“

NHS Foundation Trust

LINK TO TRUST 1. Trust Constitution O 4. NHS Constitution O
STRATEGY, PLANAND | 5 Qperational Plan X 5. Equality and Diversity O
EXTERNAL 3. NHS Compliance X 6. Other: Click here to enter text.
REQUIREMENT

FREEDOM OF 3. This report will not be published under the Trust’s Publication Scheme due to
INFORMATION (FOIA): | exemptions under S22 of the Freedom of Information Act 2000, because the
information contained is intended for future publication

RECOMMENDATION: The Board is asked to note this report for information and assurance
(eg: The
Board/Committee is

asked to:-....)
PREVIOUSLY Committee name Choose an item.
CONSIDERED BY: Or type here if not on list:
Click here to enter text.
Date of meeting Click here to enter a date.

| Executive Summary |

This paper provides an update on the Trusts ongoing response to the Covid 19 Pandemic. December 2020 has seen
the Liverpool city region move down into Tier 2 measures. There remain restrictions on society and pressures on
the NHS.

Report

1. Introduction

The pandemic outbreak of Covid 19 continues to place pressure on the whole of the NHS. The Trust has responded
to this pressure to date as part of the Cheshire and Mersey system response. The nationally declared level 4
incident was stepped up again in October 2020 in line with Wave 2.

2. Governance: Command and Control

The Trust remains under command and control via the Cheshire and Merseyside in and out of hospital cells, the
C&M system hosts a daily Chief Operating Officer system call to ensure a collaborative approach to managing the
pandemic, in addition there is a 3 x weekly Liverpool system call. There are regular Cheshire and Mersey Medical
Director, Director of Nursing and Director of Finance sessions. This structure is overseen throughout the week with
system CEO calls. This structure has overseen the management of the response to the second wave being
experienced across the North West of England most acutely.

Internally the Trust has maintained its Coronavirus oversite and scrutiny arrangements since March 2020 which has
allowed us to be responsive to the ever-changing demands and deliver safe services. The Trust has a daily
command and control session which oversees our operational response to the pandemic, this is overseen by the
weekly Executive lead Oversite and Scrutiny Committee that reports to FPBD. The Trust has a Covid Clinical
Advisory Group that allows us to ensure senior clinical and Infection Prevention Control (IPC) input to all our

decisions.
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3. Sickness absence

Sickness absence has increased across all areas of the Trust during the second wave and poses a significant
challenge to the day to day operational delivery of our services. Sickness has risen to above 10% at times through
November 2020 which has resulted in activation of Business Continuity Plans, specifically in Maternity where
sickness absence has risen to 12% at times. All staff have had a Covid 19 risk assessment and the Trust continues to
offer a series of supportive measures to support both the physical and emotional health of our staff.

4. Recovery and Restoration

In line with national requirements the Trust continues to review our waiting lists for those patients who have to
wait longer for routine treatment due to the pandemic, specifically for benign gynaecology. All referrals have
clinical triage, patients on the admitted pathway have all had Consultant review to prioritise patients. The Trust has
met required trajectories for outpatients and elective activity for October, however, anticipates November and
December to be a challenge with the increased pressures of wave 2. Long waiting (52 week) patients are in line
with our recovery trajectories however are likely to increase.

From November the Trust will have a full compliment of Gynaecology Consultants for the first time in over 2 years,
despite the challenges of Covid the Trust will establish a programme of efficiency review through November for
benign gynaecology to ensure that the greatest benefit can be gained with the increased workforce.

The Trust now regularly delivers over 2000 non face to face appointments per month (virtual or telephone) which
assists greatly with recovery. The non-obstetric ultrasound diagnostic backlog caused by wave 1 has been
eliminated as part of recovery plans.

Gynaecology Oncology services have been prioritised again in wave 2 and the Trust continues to be able to deliver
our oncology services in line with the national clinical prioritisation and support the Cheshire and Mersey region for
Gynaecology.

The Trust continues to review our visiting arrangements as part of recovery on a regular basis, Decisions around
visiting are taken with the latest Infection Prevention and Control advice and where possible service user groups
such as the Maternity Voices Partnership. Restricting any aspect of visiting is not something that the Trust would
wish to do but is done so in the best interests of our patients and staff

5. Personal Protective Equipment (PPE) and Swabbing

The Trust reviews all PPE and equipment requirements daily and has been able to respond positively to the
demands of the pandemic. The finance and procurement teams lead this aspect of managing our response to the
pandemic.

All work-based areas (clinical and non-clinical) have risk assessments to ensure Covid secure compliance plus all
rest areas, e.g. staffrooms and break areas. One-way systems are in operation across the Trust as is promotion of
working from home wherever possible.

Staff and patients are provided with masks, sanitising hand gel and temperature checks at the front door. Sanitising
stations are available across the Trust. In addition, patients are screened for Covid symptoms on arrival. For
planned patient care, prior to arrival at the Trust, patients are given relevant information to not attend the Trust if
they are symptomatic but to phone for advice. Wherever possible unplanned attendances, e.g. Gynae ED/ MAU are
required to telephone in advance to manage footfall. All elective admissions are swabbed before there attendance
and shield before any procedure.
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Ward areas have reviewed their bed space to ensure IPC compliance, This has resulted in the requirement to open
increased capacity in maternity to ensure compliance with social distancing.

The Trust has an established swabbing service which sits under the management of Clinical Support Division. This
service is for symptomatic staff and for elective patients and supports our overall management of the pandemic
response.

In November the Trust commenced the testing of all asymptomatic staff through the national programme. All staff
are offered a test twice a week for a 12-week period.

The Trust is preparing for the commencement of the Covid 19 Vaccine for all staff in December 2020
6. Mutual Aid

The Trust is engaged with the wider Cheshire and Mersey system to understand what mutual aid can be provided
during the pandemic. In November 2020 the Trust has worked with LUH colleagues to be able to deliver Breast
surgery on the LWH site as part of supporting system oncology recovery. It is anticipated this will continue through
Q4 at least.

7. Conclusion

The Trusts response to the Coronavirus pandemic is ongoing. Measures are regularly reviewed with the latest IPC
advice to ensure that our key services remain able to care for the most vulnerable patients and that we are able to
develop increased capacity for planned recovery. Our staff are our greatest asset in our response to the pandemic
and the Trust constantly reviews its measures for staff support during this time.

Page 33 of 365

(D)
)
c
o)
o
0
)
£
=
>
@)
@)




C
——
Liverpool Women’s?}‘

NHS Foundation Trust

Q
)
=
o
o
0
)
£

=]
>
o

O

Page 34 of 365



Agenda 2020/20/220
Item

MEETING

Board of Directors

PAPER/REPORT TITLE:

Safer Nurse/Midwife Staffing Report, M7 2020/21

DATE OF MEETING:

3" December 2020

ACTION REQUIRED

For Assurance

EXECUTIVE DIRECTOR:

Janet Brennan, Acting Director of Nursing and Midwifery

AUTHOR(S):

Janet Brennan, Acting Director of Nursing and Midwifery

STRATEGIC OBIJECTIVES: Which Objective(s)?
1. Todevelop a well led, capable, motivated and entrepreneurial WOfkafCED
2. To be ambitious and efficient and make the best use of available resource []
3. Todeliver safe servicesX]
4. To participate in high quality research and to deliver the most effective Outcomes[]
5. To deliver the best possible €Xperience for patients and staff[]
LINK TO BOARD Which condition(s)?
ASSURANCE 1. Staff are not engaged, motivated or effective in delivering the vision, values and
FRAMEWORK (BAF): aims of the Trust X
2. The Trust is not financially sustainable beyond the current financial year[]
3. Failure to deliver the annual financial plan ]
4. Location, size, layout and accessibility of current services do not provide for
sustainable integrated care or quality service provision ]
5. Ineffective understanding and learning following significant events ]
6. Inability to achieve and maintain regulatory compliance, performance
and assurance X
7. Inability to deliver the best clinical outcomes for patients X
8. Poorly delivered positive experience for those engaging with our services X
CQC DOMAIN Which Domain?

SAFE- People are protected from abuse and harm ]

EFFECTIVE - people’s care, treatment and support achieves good outcomes, ]
promotes a good quality of life and is based on the best available evidence.

CARING - the service(s) involves and treats people with compassion, kindness, dignity ]
and respect.

RESPONSIVE — the services meet people’s needs ]

WELL-LED - the leadership, management and governance of the ]

organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture.

LINK TO TRUST
STRATEGY, PLAN AND

ALL DOMAINS X

1. Trust Constitution 1 | 4. NHS Constitution Cd

2. Operational Plan O | 5. Equality and Diversity O

3. NHS Compliance X | 6. Other: NHS England Compliance
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FREEDOM OF 1. This report will be published in line with the Trust’s Publication Scheme, subject to "'5
INFORMATION (FOIA): redactions approved by the Board, within 3 weeks of the meeting 1)
)
RECOMMENDATION: The Board is asked to note: T
iz{?’ T’)’e Board/Committee is asked e The content of the report and be assured appropriate information is being n

provided to meet the national and local requirements

e The organisation has the appropriate number of nursing & midwifery staff
on its inpatient wards to manage the current clinical workload as assessed
by the Director of Nursing & Midwifery

e Staffing challenges relating to COVID-19 and the mitigating actions being
put in place

PREVIOUSLY Committee name Not Applicable
CONSIDERED BY: Or type here if not on list:
Click here to enter text.

Date of meeting

Executive Summary

In response to the National Quality Board (NQB) publication ‘Supporting NHS providers to deliver the
right staff, with the right skills, in the right place at the right time: Safe, sustainable and productive
staffing (2016)’, the report provides assurance regarding the effective use of current Nursing &
Midwifery resources for all inpatient clinical areas. The need to consider the wider multidisciplinary
team when looking at the size and composition of staff for any setting is recognised, particularly during
the Covid-19 pandemic and therefore the report also provides assurance on other relevant staffing
groups.

The key areas to highlight for Month 7 are as follows:

o  Fill rate remains high at >90% for Registered Nurses & Midwives in Total.

e Gynaecology ward fill rates are lower this month (72%) for Registered Nurses during the day
due to vacancies.

e Absence continues to fluctuate but this is due to Covid-19 related absence. Non-Covid related
absence as of November 11 is 5.58%% for Nursing and Midwifery and 5.05%% for Medical
staff and 0% for AHP’s. Covid-19 related absence is 5.71% for Nursing and Midwifery, 4.04% for
medical staff and 0% for AHP’s.

e Nursing and Midwifery vacancies are 7% - M7 which are in line with the previous 12 months
but there is an increase in vacancies in Gynaecology. HR are working with the HON for
Gynaecology to improve recruitment and retention.

e A business case is being presented to Divisional Board for increase in theatre scrub staff and
HCSW to ensure midwives are not required to scrub.

e There were 9 red flags relating to staffing in Month 7.

e A cause group of midwives scrubbing in theatre has been added to the incident system to
enable closer monitoring.
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e Workforce reviews being undertaken will include a skill set review to ensure those rotating to
other areas will have the necessary skills and training to do so. These will be completed by
January.

e There are various staff support measures in place during Covid-19

e LWH is now part of an NHSE initiative working with a recruitment agency to support with HCSW
recruitment.

o Twice weekly asymptomatic swabbing of all staff has commenced which may see a rise in covid-
related absences. This is being monitored daily at the Command meetings.

e Plans arein place to ensure LWH staff are ready to implement mass vaccination programme.

| Main Report

Introduction

This report provides a monthly summary of Safe Staffing on all inpatient wards across the Trust. It
includes the safe staffing exception report related to staffing levels, incidents and red flags which are
triangulated with a range of quality indicators for both nursing and midwifery.

Processes for monitoring safe staffing and escalating issues

e Daily Staffing Huddle — There are twice daily staffing huddles with representatives from all
divisions. The purpose of these huddles is to ensure safe staffing across the Trust and
appropriate escalation as required.

e Staffing is monitored across maternity every 2 hours by the 104-bleep holder who has an
overview of the whole of maternity service. Staff are moved between areas depending on
activity. The Neo-natal unit uses an acuity model of staffing which is used every 12 hours.

e Each division undertake workforce reviews bi- annually which are signed off by the DONM.
Competencies have now been developed for Nursing and Midwifery staff. A review has been
undertaken of band 2,3 & 4 and will form part of the divisional workforce reviews in
December. A skill set review is also being undertaken in each area to ensure those staff being
required to rotate or work across areas have the necessary skills and training to do so.

e There were 9 Red Flags reported, 3 relating to staffing. 1 was relating to a second obstetric
theatre having to be opened and a midwife having to scrub. 1 due to a delay in epidural and
1 due to a delay in transferring an induction of labour.

e Anew cause group has been added to the Ulysses system to enable more effective monitoring
of midwives having to scrub in theatre following an issue raised at the maternity safety
champions meeting.

Safer staffing exception report

The safer staffing fill rate (Appendix 1) provides the established versus actual fill rates on wards split
by registered and unregistered staffing hours and by day and night shifts. Fill rates are accompanied
by supporting narrative by exception at ward level, and a number of related factors are displayed
alongside fill rates to provide an overall picture of safe staffing.

Fill rates remain good overall. Gynaecology RN fill rates are below 80% for day shifts which
corresponds with their current vacancies. Their support worker rates are higher to support the
shortfall in RN’s. The twice daily staffing huddle supports the movement of staff to ensure each area
is safe based on the acuity of each area.
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Maternity fill rates have been variable with MLU having the lowest fill rate. As part of maternity safer
staffing the 104 bleep holder monitors staffing and acuity every 2 hours and staff are moved to support
areas when required. Maternity have now filled all their vacancies following recent recruitment.

The Trust is now part of an NHSE initiative with Indeed recruitment agency to help support with HCSW
vacancies. The HON for neonates is leading on this.

Safer Staffing — Allied Health Professional (AHP) and Medical

Whilst safer staffing guidance is predominantly focused upon the nursing establishment, the need to
consider the wider multidisciplinary team when looking at the size and composition of staff for any
setting is noted as being important, particularly during the Covid-19 pandemic. The following section

therefore provides a view of the AHP and Medical staffing positions.

AHP Staffing — overview and exceptions

e Sonographers — Currently 5 vacancies, shifts are being filled by staff doing bank shifts. There
are 2 students who when qualify will fill 2 posts.

e Physiotherapy — Currently 2 vacancies and 0% sickness in Month 7.

e ODP’s form part of the overall staffing for theatres. Currently there are 7 band 5 vacancies in
theatre. As part of the theatre Quality improvement plan there has been a review of the
leadership in theatres and a new model has been agreed by the theatre Executive Oversight
committee. There are 2 ODP’s in training. In view of the number of vacancies it is being
explored if there are opportunities to accept more in training. A business case is being
presented to increase the establishment of scrub staff and HCSW by 3 wte to ensure there is
not a need for midwives to scrub. Plans are in place to cover these shortfalls with bank staff
until the business case is approved following an issue raised at the maternity safety champions
meeting.

Medical Staffing — overview and exceptions

The medical absence rate remains stable overall, reducing to around 3 % Covid related but rising to
around 5% non Covid. Standard medical rotas remain in place for both the consultant and the trainee
workforce and there have been no significant gaps to date. We remain vigilant.

Twice weekly symptomatic staff testing has now commenced but in comparison to earlier less
optimistic estimates, pilot study data from elsewhere would suggest that an additional loss of no more
than 2% of the medical workforce may result. The impact of staff vaccinations will not be seen until
early 2021.

Of note, consultant recruitment has continued throughout the pandemic with the appointment of two
new highly skilled laparoscopic gynaecological surgeons and one cancer surgeon. Three anaesthetic
posts are being advertised in December 2020 / January 20201 jointly with LUHFT. This success reflects
the Trust’s determination to continue developing its vital core business despite the challenges
presently at play.

Please see Appendix 2 for narrative to support that the Anaesthetic workforce meets ACSA standards
as required by Maternity Incentive Scheme Safety Action 4.
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Impact of Covid-19

Twice weekly asymptomatic swabbing has been rolled out to all staff across LWH on 19*" November
2020. The impact of this is being monitored daily at the command meeting. Divisions have in place
their business continuity plans if there is an increase in Covid -19 related absence.

The Trust is preparing and planning the implementation of the mass vaccination programme of which
nurses and midwives will be asked to support delivering the vaccinations. Associate Director for

Safeguarding is leading on this.

A number of measures have been put in place to support the workforce:

e  Staff Support Team

There is a new dedicated team for staff support. Training has taken place for the team around
listening and signposting. The team has also been recommended to attend the REACT Psychological
first aid training offered by Our NHS People to enable them to identify any potential staff issues and
how to deal with them.

e Leader Support

Manager Peer Support Network sessions have taken place. There have been 8 sessions in total to
support leaders during the pandemic. These sessions enabled leaders from different areas to come
together to discuss any issues or problems and to also share good practice.

e Staff Relaxation Areas

Charitable funds have enabled a revamp of the conservatory for staff relaxation, including
landscaping of the outside area to encourage staff to sit in the fresh air.

e Schwarz Rounds

The first round is planned for 14 January. Facilitators are due to complete their training in the
coming weeks; administrator training is complete.

e Mental Health First Aiders

There are MHF Aiders ready to support staff. More colleagues have been trained virtually to add to
the team.

e Resilience Sessions

Resilience sessions have been offered bespoke to teams if needed. Maternity areas, admin areas and
Neonatal have taken advantage of this offer. There are also resilience workshops available for staff
who would like to attend independently of their team.
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Horizon Scanning and Forward Look

National information

There is no nationally agreed measure of the shortfall in the nursing and midwifery workforce in
England, however, Health Education England state that there are circa 43 ,000 nursing vacancies and
2,500 midwives in the NHS in England.
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From September LWH have on placement 19 student nurses and 92 midwifery students with a further
26 to commence in January.

The main impact of Covid-19 has been on community placements due to the changes in service
provision and car sharing. 2 Trainee Nurse Associate’s (TNA) commenced their programme with
LUMU and LWH in September.

Conclusion and Recommendation

o  Fill rate remains high at >90% for Registered Nurses & Midwives in Total.

e Gynaecology ward fill rates are lower this month (72%) for Registered Nurses during the day
due to vacancies.

e Absence continues to fluctuate but this is due to Covid-19 related absence. Non-Covid related
absence as at of November 11" is 5.58% for Nursing and Midwifery and 5.05% for Medical staff
and 0% for AHP’s. Covid-19 related absence is 5.71% Nursing and Midwifery, 4.04% Medical
staff and 0% AHP’s.

e Nursing and Midwifery vacancies are 6% - M7 which are in line with the previous 12 months
but there is an increase in vacancies in Gynaecology. HR are working with the HON for
Gynaecology to improve recruitment and retention.

e A business case is being presented to Divisional Board for increase in theatre scrub staff and
HCSW to ensure midwives are not required to scrub.

o There were 9 red flags relating to staffing in Month 7.

e A cause group of midwives scrubbing in theatre has been added to the incident system to
enable closer monitoring.

o Workforce reviews being undertaken will include a skill set review to ensure those rotating to
other areas will have the necessary skills and training to do so. These will be completed by
January.

e There are various staff support measures in place during Covid-19

e LWH is now part of an NHSE initiative working with a recruitment agency to support with HCSW
recruitment.

o Twice weekly asymptomatic swabbing of all staff has commenced which may see arise in covid-
related absences. This is being monitored daily at the Command meetings.

e Plans arein place to ensure LWH staff are ready to implement mass vaccination programme.

The Board is asked to note:

e The content of the report and be assured appropriate information isbeing provided to meet the
national and local requirements.

e The organisation has the appropriate number of nursing & midwifery staff on its inpatient
wards to manage the current clinical workload as assessed by the Director of Nursing &
Midwifery

e Staffing challenges relating to COVID-19 and the mitigating actions being put in place
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Appendix 1
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Month 7 “cE
17
WARD Fill Rate Day% Fill Rate Day % Fill Rate Night % | Fill Rate Night % 5
RN/RM Care staff RN/RM Care staff S
Gynae Ward 72% 94% 108% 103% (7))
Delivery suite 91% 102% 91% 92%
Mat Base/ Jeffcoate 88% 93% 95% 104%
MLU 87% 87% 79% 94%
Neo-nates 104% 68% 103% 100%
Transitional care 100% 97% 139% 55%
TOTAL 93% 90% 97% 95%
7
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Appendix 2

The following information should provide assurance that the standards for ACSA and the Maternity
Incentive Scheme are being met. All Rota and roster evidence is available should this be required and
is stored with the Lead for Maternity Incentive Scheme.

Standard 1.7.2.5

Where there are elective caesarean section lists there are dedicated obstetric, anaesthesia, theatre and
midwifery staff.

There is a dedicated anaesthetic consultant is assigned to elective caesarean section list who carries
bleep 156. This arrangement is fulfilled in all elective episodes.

In the relevant time period, there are no gaps in rota provision that would lead to this standard not
being met.

Standard 1.7.2.1

A duty anaesthetist is immediately available for the obstetric unit 24 hours a day. Where the duty
anaesthetist has other responsibilities, they should be able to delegate care of their non-obstetric
patient in order to be able to attend immediately to obstetric patients. The rota should be seen to allow
obstetrics to take priority where the duty anaesthetist has other responsibilities. A policy should be
made available at staff induction regarding prioritising and junior staff should provide verbal
confirmation that they have been inducted in this way. CNST, NHS Resolution or equivalent evidence
and audits should also be provided.

There is always a trainee in anaesthetics available 24/7, who has no other responsibility but Obstetrics.
They carried bleep 301. Anaesthetic trainees hand over, in person to the oncoming anaesthetist with
bleep turn over. The trainee anaesthetists are directly supervised by a dedicated Consultant
Anaesthetist during the day time Monday to Friday. A Consultant Anaesthetist is on call to provide
support, supervision and if required will attend the hospital during out of hours.

In the relevant time period, there are no gaps in rota provision that would lead to this standard not
being met.

Standard 1.7.2.6

The duty anaesthetist for obstetrics should participate in labour ward round. A copy of the rota to
demonstrate duty consultant availability at a time when labour ward rounds are taking place.

A dedicated Consultant Anaesthetist (bleep holder 157) and a trainee anaesthetist (bleep holder 301)
are available for obstetric ward round and all other delivery suite activities all five days a week. Out of
hrs and over the weekend there is on site presence of trainee anaesthetists. On call consultant is
available for distant supervision and for onsite if needed.

In the relevant time period, there are no gaps in rota provision that would lead to this standard not
being met.
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COVID-19 Impact

It is worth noting that the time period this report pertains to, was during the time of numerous COVID
19 lockdowns, restrictions and changes to guidance, policy and SOP. Reassuringly, COVID 19 sickness
and absence did not have any significant impact on the provision of the anaesthetic service and the
ACSA standards required to meet accreditation. Above and beyond what was required of anaesthetic
cover, during the months of June and July 2020, Consultant Anaesthetist provision was increased to
24/7 on site cover. Providing assurance that at this critical time during COVID 19, senior attendance
was available 24/7.

Conclusion.

The above arrangement of anaesthetic medical staff cover is a mandatory and minimum requirement
for staffing of our rota. Further clinical and non-clinical activity and rota arrangements are completed
only when we are assured that the above standards have been met. We are assured that in the six-
month period this report pertains to that there are no occasions in which the above standards have not
been met.

In event of any short term (on the day) sickness or absence, there is a volunteering back up rota in place
to cover out of hrs commitment for Consultant cover. If a trainee is absent or sick, this voluntary
arrangement would see a Consultant Anaesthetist steeping down to provide cover.

There are no requirements for any action plan to be signed off by the Board and reassuringly there are
no actions to be taken as a result of this review and report. The Board is asked to take assurance that
the ACSA and ultimately Maternity Incentive Scheme requirements are met with evidence available to
support.
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| Agenda Item | 20/21/221

MEETING Board of Directors

PAPER/REPORT TITLE: | Care Quality Commission Update

DATE OF MEETING: Thursday, 03 December 2020

ACTION REQUIRED Assurance

EXECUTIVE DIRECTOR: | Janet Brennan, Acting Director of Nursing and Midwifery

AUTHOR(S): Janet Brennan, Acting Director of Nursing and Christopher Lube, Head of Governance
and Quality

STRATEGIC Which Objective(s)?

el a2 1. Todevelop a well led, capable, motivated and entrepreneurial workforce X
2. To be ambitious and efficient and make the best use of available resource X
3. Todeliver safe services X
4. To participate in high quality research and to deliver the most effective

Outcomes X

5. To deliver the best possible experience for patients and staff 4

LINK TO BOARD Which condition(s)?

ASSURANCE 1. Staff are not engaged, motivated or effective in delivering the vision, values and

FRAMEWORK (BAF):

[

QUMS Of TNE TIUST ...ttt ettt ettt et et sttt sna s ettt ns et st ssssen e s arasenesns
2. Potential risk of harm to patients and damage to Trust's reputation as a result of
failure to have sufficient numbers of clinical staff with the capability and

Capacity to deliver the DESt CATE. ........oouivrvvierieeiirieiesiessesistsie st s st st sestsssssssss e s ssesssas O
3. The Trust is not financially sustainable beyond the current financial year........................ ]
4. Failure to deliver the annual finANCial PIAN .........ooeeeeeveeveeeieeeeeseeeee e ]

5. Location, size, layout and accessibility of current services do not provide for

sustainable integrated care or quality SErvice ProViSioN ..............cccceeeveneeivsiessvesesseinnnenns

X [

6. Ineffective understanding and learning following significant events.............cccocevverevenns..
7. Inability to achieve and maintain regulatory compliance, performance

QNG GSSUIGNCE......eveeveeeevereeete e eeereeteesesteesessessessessessessassass s sssssssssessessessessessessassessessassassessasens

8. Failure to deliver an integrated EPR against agreed Board plan (Dec 2016) ...................

€QC DOMAIN Which Domain?
SAFE- People are protected from abuse and harm

EFFECTIVE - people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence.

CARING - the service(s) involves and treats people with compassion, kindness, dignity
and respect.

RESPONSIVE — the services meet people’s needs.

OO0 O OO0 OX

WELL-LED - the leadership, management and governance of the
organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation and promotes an open and fair culture.
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ALL DOMAINS X

LINK TO TRUST 1. Trust Constitution X 4. NHS Constitution X
STRATEGY, PLANAND | 5 Qperational Plan a 5. Equality and Diversity a
L 3. NHS Compliance X 6. Other: Click here to enter text.
REQUIREMENT

FREEDOM OF 1. This report will be published in line with the Trust’s Publication Scheme, subject to

INFORMATION (FOIA): | redactions approved by the Board, within 3 weeks of the meeting

RECOMMENDATION: The Board is asked to note and gain assurance of the updated action plans.
(eg: The
Board/Committee is

asked to:-....)
PREVIOUSLY Committee name Quality Committee
CONSIDERED BY: Click here to enter text.

Date of meeting Monday, 23 November 2020

| Executive Summary

The Care Quality Commission (CQC) carried out an unannounced inspection of the Trust from 3 - 5 December 2019
and an announced ‘well-led’ inspection from 14-16 January 2020.

During the Core Services inspection conducted 3-5 December 2019, the CQC issued the Trust with a warning notice
on 13" December 2019 which stated a failure to ensure that systems and processes were effectively established to
ensure the proper and safe management of medicines.

The Trust developed an action plan to address these points. The trust has responded to the CQC with an action plan
on 29 May 2020. It was envisaged all the actions will be completed by December 2020. The Divisions were asked to
develop their own action plans in response to the trust action plan and have further developing their action plans
to include Quality improvements. The overarching updated action plan is reported monthly to the Quality
Committee. (Appendix 1)

All current action plans are monitored by the Director of Nursing and Midwifery and the Deputy Director of Nursing
& Midwifery and Head of Governance & Quality monthly with the divisions; assurance on progress is also provided
as part of the divisional performance reviews.

The key areas to highlight are:

e Safe and proper management of medicines: Focused work continues to ensure actions are embedded
and audit results are being monitored.

e Pathways for Under 18’s/ Deteriorating Child: This action has been changed to amber as work has been
undertaken and progress is being made and gaining some pace. A majority of actions will be completed
from the action group, with a specific action around employment of paediatric nurses taking a longer than
the specified completion date.

e Resuscitation Equipment: Compliance has improved however this remains amber until there are at least
6 months of audit results to demonstrate checks are embedded.
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e Health and safety in relation to COSHH: A new web-based management system in place to allow for
greater management of risk assessments, work uploading assessments is nearing completion which will
allow for regular assurance reports to commence.

e Gynaecology: The Division have demonstrated improvements in Q2 following the safe and secure audits
completed by the pharmacy team as reported to MMC. The improvement plan continues to be progressed
with oversight by the executive team.

e Family Health: All actions achieved or on track to achieve within the timeframes. An additional concern
was raised on the focused inspection regarding fridge monitoring which is being monitored and actions
taken when required, compliance has improved.

e (CSS: All actions are on track to achieve within the timeframes and relevant audits are being monitored
and actions taken as required. Overarching Theatre Improvement plan continues to progress with
monitoring by the executive directors.

Report

The Care Quality Commission (CQC) carried out an unannounced inspection of the Trust from 3 - 5 December 2019
and an announced ‘well-led’ inspection from 14-16 January 2020. During the Core Services inspection conducted
3-5 December 2019, the CQC issued the Trust with a warning notice on 13" December 2019 which stated a failure
to ensure that systems and processes were effectively established to ensure the proper and safe management of
medicines. The Trust responded to the warning notice by the deadline noting the immediate steps that had been
taken to ensure patient safety was not compromised.

The Trust developed an action plan to address these points. The Trust responded to the CQC with an action plan
on 29 May 2020. It was envisaged all the actions will be completed by December 2020. The Divisions were asked
to develop their own action plans in response to the trust action plan and are further developing their action plans
to include Quality improvements. The overarching updated action plan is mostly on track and is reported monthly
to the Quality Committee.

A further focused inspection was carried out on 28" July 2020. 3 days prior notice was given. Specific data was
requested to be available on the day and a request for interviews with specific staff. The area of focus were the
issues raised in the warning notice. Several areas were visited.

Further information was requested following the inspection. This information was sent to the CQC in the required
timeframe. The trust received the final report and the CQC were satisfied that the trust had actioned issues
identified in the warning notice.

All current action plans are monitored by the Director of Nursing and Midwifery and the Deputy Director of
Nursing & Midwifery and Head of Governance & Quality monthly with the divisions; assurance on progress is also
provided as part of the divisional performance reviews.

Update of actions

e Safe and proper management of medicines: Focused work continues to ensure actions are embedded
and audit results are being monitored.

e Pathways for Under 18’s/ Deteriorating Child: This action has been changed to amber as work has been
undertaken and progress is being made and gaining some pace. The majority of actions will be completed
from the action group, with a specific action around employment of paediatric nurses taking a longer than
the specified completion date. The Policy for the Management of Children and Young Persons in Hospital
is currently out for consultation with a plan to approve by end of December. A new document: Standards
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of Vital Signs Monitoring, including a new Paediatric Early Warning Score (PEWS) chart, has been
developed and recommended for implementation, this is out for consultation.

e Resuscitation Equipment: Compliance has improved however this remains amber until there are at least
6 months of audit results to demonstrate checks are embedded. Monitoring of compliance continues and
any areas of concern are raised and manged by the relevant division.

e Health and safety in relation to COSHH: A new web-based management system in place to allow for
greater management of risk assessments. Work has progressed with populating the system and is nearing
completion which will allow for the implementation of regular assurance monitoring commencing.

e Gynaecology: The Division have demonstrated improvements in Q2 following the safe and secure audits
completed by the pharmacy team as reported to MMC. The improvement plan continues to be progressed
with oversight by the executive team.

e Family Health: All actions achieved or on track to achieve within the timeframes. An additional concern
was raised on the focused inspection regarding fridge monitoring which is being monitored and actions
taken when required, compliance has improved.

e (CSS: All actions are on track to achieve within the timeframes and relevant audits are being monitored
and actions taken as required. Overarching Theatre Improvement plan continues to progress with
monitoring by the executive directors.

Recommendation
The Board is asked to note and gain assurance of the updated action plans.
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Appendix 1- Updated action Plan November 2020

Improvement plan post CQC inspection 2020

Introduction

The Trust has received the CQC Inspection report and returned the factual accuracy response. The CQC report includes 1 warning notice 16
requirements and 23 recommendations under the headings shown below:

Safe

Caring

Responsive

Effective

Well led

ogprwNE

The action plan has been developed to ensure compliance with all the recommendations within the report. It is expected that the action plan will
be monitored through the Quality Committee monthly, then to Trust Board by exception.

Executive Sponsor

Operational Manager

Operational Lead

Issue Description

Action description with responsible assurance committee
RAG rating

Target date for completion of the formulated action.
Progress update

5
CQC Action Plan Update Report Nov 20
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2020 inspection- Nov Update

Action
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Liverpool Women’s C

NHS Foundation Trust

Operatio
Operatio
nal Lead

RAG

Completion
date

Progress Update

Weekly audits which are reviewed at

Proper and
safe
management
of medicines,
including
ensuring that 2.
thereisa
robust process

monitoring of
emergency
medicines
stored on the
resuscitation
trolleys to
make sure that
medicines do
not exceed the
manufacturers
recommended
expiry dates
and are safe to
use when
needed.
(Regulation 12
(1) (2) (g)

Must Do

Trust-wide
SAFE
CQC report 23/04/2020

in place for the | 3.

Develop and embed
governance processes
in all areas by
ensuring area are
audited monthly.
Quarterly audit by
pharmacy of each
area.

Monthly report to
MMC with assurance
to Quality Committee

DONM

Divisional Managers
DDONM
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December 2020

medicines group- reports to MMC.
Weekly audits are on power BI- sent to
Divisional teams

August 2020

Added questions to weekly audits
following focused inspection

Quarterly audit being undertaken in July.
All divisions presented actions to MMC-
August.

November 20
Monitoring audit results
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Trust-wide

SAFE

CQC report 23/04/2020

Must Do

The trust must
ensure the
equipment
used is safe for
its intended
purpose and
ensure all
resuscitation
equipment is
checked
regularly and
there are
appropriate
systems to
monitor
compliance
with this.
(Regulation 12
(1) (2) ()

Action

All resuscitation
equipment will be
checked in line with
SOpP

Monthly report to
resuscitation
committee with
assurance to Quality
committee

Executiv

DONM

Operatio
Operatio

Divisional Managers
DDONM

Completion
date

December 2020

Progress Update

My Kit check is in place trust wide. 100 %
compliance reported 08/07/2020. Formal
report to be put in place to resus
committee by August 2020.

SOP completed. For approval at resus
committee August 2020.

New Clinical Resus Lead in place July
2020.

August 2020

Monthly compliance reports to Divisions
and resus committee

November 20
Monitoring audit results
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Trust- wide

SAFE

CQC report 23/04/2020

Must Do

The trust must
ensure that
their systems
and processes
operate
effectively
across all areas
of the trust to
ensure that
they assess,
monitor and
improve the
quality and
safety of all
services
provided and
assess,
monitor and
mitigate the
risks to the
health, safety
and welfare of
service users
and others
who may be at
risk. Regulation
17 (2) (aand b)

Pathways for under
18’s will be
developed for each
service.
Development of a
trust-wide transfer
policy

Quarterly report to
safety senate on each
pathway with
Assurance to Quality
Committee

DONM

Liverpool Women’s
N

Divisional Managers

DDONM
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December 2020

Trust wide lead identified- HON, Gynae.
Established Task and finish groups with
representatives from each Division. The group
also involves the Consultant Medic and Nurse
for adolescent Gynaecology, a gynaecology
specialist nurse from Alder Hey. The group
are current working through the Standards for
Children’s Surgery 2013 to provide a Trust gap
analysis which will be completed and an
options appraisal by end of July. A paediatric
pain tool is about to be introduced in
Gynaecology to support patients under the
age of 18, this will also be helpful for patient
who may have a cognitive impairment.
Matron Review tool is in place in Gynaecology
to ensure all patients under the age of 18
have a senior nurse review. Patient
experience survey for use in patients under
the age of 18 has been developed and about
to be piloted in GOPD. Adult Resuscitation
policy currently being reviewed and updated
to include children under the age of 18.
August 2020

HON met with MD- paper to execs following
gap analysis with an options appraisal. New
resus policy has been updated to reflect
paediatric resus.

November 20

Policy for Care of the Children and Young
Persons in Hospital out for consultation
Standards for Vital Signs monitoring in
children and PEWS chart out for consultation
Policy for Management of the Deteriorating
Child and Young Person is in development
An option paper on the use of Paediatric
Nurses is going to executive meeting
02/12/20
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Trust- wide

CALCLC
CQC report 23/04/2020

Must Do

The trust must
ensure that
their systems
and processes
operate
effectively
across all areas
of the trust to
ensure that
they assess,
monitor and
improve the
quality and
safety of all
services
provided and
assess,
monitor and
mitigate the
risks to the
health, safety
and welfare of
service users
and others
who may be at
risk. Regulation
17 (2) (aand b)

Action

Health and Safety
COSHH risk
assessments will be
in place and chemicals
stored appropriately.
Bi- Annual audits
reported to Safety
senate with Assurance
to Quality Committee

Executiv

DONM

Operatio
Operatio

Divisional Managers
DDONM

Completion
date

December 2020

Progress Update

COSHH is part of weekly audits

The annual COSHH audit/risk
assessments were due by 29t June 2020,
however, due to Covid those risk
assessments have taken priority so will
be completed by August 2020.

Roll out of the COSHH Management
System in August. This system

won’t require an annual audit, on-going
compliance and dashboards will be
readily available and automatic
reminders will be system generated
when a risk assessment requires update
or review

November 20
Web based COSHH system in final stage
of being populated
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Trust- wide

C€QC report 23/04/2020

Must Do

The trust must
ensure that
patients
receive carein
a timely way
and work
towards
improving
performance
against
national
standards such
as the time
from diagnosis
to treatment.
Regulation 12
(2)

Waiting times will be
met in line with
National Standards.
Monthly monitoring
at Access Board with
Assurance to FPBD

DOP

Liverpool Women'’s .~
N r(Awsiting
national
guidance
following
pandemic)

Divisional Managers
DDOP

The inspection was undertaken pre-covid,
in response to the pandemic actions were
taken in line with national guidance
which severely impacted its ability to
meet current elective care standards
(Which are under review).

November 20

In response to covid 19 the trust has
responded in line with national policy and
guidance. We are currently part way
through the Clinical Validation
Programme (please see embedded
documents for information surround the
programme and our submission to the
national team).

We have from the initial outbreak of
Covid risk stratified all of our elective and
oncology patients to treat patients on a
priority basis rather than chronological
wait where necessary.

Whilst there have clearly been pressures
nationally and regionally and whilst we
are not compliant against previous
waiting time standards, we are the top
performing trust in the North West for
the number of patients who have
breached 52 weeks as the table below

Page 53 of 365
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Action

Executiv

Progress Update

Updates provided to CCG and CQC in
performance and engagement meetings

Trust- wide

EFFECTIVE

CQC report 23/04/2020

Must Do

The trust must
ensure that
their audit and
governance
systems
remain
effective.
Regulation 17
(2)(f)

The Trust Audit plan
will ensure all national
guidance is taken
account of with a Risk
assessment.

Bi- Annual reports to
Effectiveness senate
with Assurance to
Quality Committee

MD
Divisional Managers
DMD

demonstrates : -

Forward audit plan completed and
agreed at QC

November 20
On track to introduce bi-annual reports

December 2020

Page 54 of 365
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Gynae/ CSS

SAFE

CQC report 23/04/2020

Must Do

The service
must ensure
the proper and
safe
management
of medicines,
including
ensuring that
thereis a
robust process
in place for the
monitoring of
emergency
medicines
stored on the
resuscitation
trolleys to
make sure that
medicines do
not exceed the
manufacturers
recommended
expiry dates
and are safe to
use when
needed.
(Regulation 12

(1)(2)(e)

Action

Develop and embed
governance processes
in all areas by ensuring

areas are audited
monthly.
Quarterly audit by

pharmacy of each
area.

Monthly report to
MMC with assurance
to Quality Committee

Executiv

DONM

Operatio
Operatio

Divisional Managers
DDONM

Completion
date

December 2020

Progress Update

Monthly report of medicines audits to
Divisional Governance meeting and
Board. Monthly report to MMC.

Quarterly audit will be shared with
Division once completed (August MMC),
action plans developed and monitored
through MMC- completed in August
August 2020

Nominated Consultant lead identified to
support Medicines safety. Deep dive of
medication incidents has been
completed. Presented in Division, MMC
and Safety Senate.

November 20
Monitoring audit results
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Gynae/ CSS

SAFE

C€QC report 23/04/2020

Must Do

The service
must ensure
that patients
receive carein
a timely way
and work
towards
improving
performance
against
national
standards such
as the time
from diagnosis
to treatment.
Regulation 12
(2)

Waiting times will be
met in line with
National Standards.
Benchmark with other
TOP  services and
provide a report to
effectiveness senate
with  Assurance to
Quality Committee.
Monthly monitoring
of waiting times at
Access Board with
Assurance to FPBD

DOP

Liverpool Wom

Divisional Managers

DDOP

C

Page 56 of 365
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December 2020

en’s
r(Mit\:\g The inspection was undertaken pre-covid,
national in response to the pandemic actions were
guidance taken in line with national guidance
following which severely impacted its ability to
pandemic) meet current elective care standards

(Which are under review).

In response to covid 19 the trust has
responded in line with national policy and
guidance. We are currently part way
through the Clinical Validation
Programme (please see embedded
documents for information surround the
programme and our submission to the
national team).

We have from the initial outbreak of
Covid risk stratified all of our elective and
oncology patients to treat patients on a
priority basis rather than chronological
wait where necessary.

Whilst there have clearly been pressures
nationally and regionally and whilst we
are not compliant against previous
waiting time standards, we are the top
performing trust in the North West for
the number of patients who have
breached 52 weeks as the table below
demonstrates : -
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Action

>
=
>
O
(&)
x
L

Operatio
Operatio

Gynae
EFFECTIVE

CQC report 23/04/2020

Must Do

The service
must ensure
they have
enough staff
with the right
qualifications,
skills, training
and experience
to keep
patients safe
from avoidable
harm and to
provide the
right care and
treatment on
the ward.
Regulation
18(1)(2)(a)

Training needs
analysis will be
undertaken.
Competencies will be
developed for the
Nursing team.
Identified timeframes
with Assurance at PPF
Medical staff will be
appointed

DONM

Divisional Managers
DDONM

Page 57 of 365

Completion
date

Progress Update

December 2020

Training needs analysis completed
Trust-wide competencies being
developed for all Registered staff
2 further Consultants appointed in
Gynaecology June 2020.

August 2020
RSCN cover for under 18 patients

November 20
Monitoring
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Gynae
SAFE

CQC report 23/04/2020

Must Do

The service
must ensure
that there is a
system in place
to manage the
deterioration
of a poorly
young person
between the
age of 16 and
18 years old.
Regulation
12(1)(2) (c

Action

Pathways for under
18's will be
developed for each
service.

An escalation policy
will be developed for
the deterioration of
people under 18
Quarterly report to
safety senate on each
pathway with
Assurance to Quality
Committee

Executiv

DONM

C
v
Liverpool Women’s/\\“

Completion

December 2020

Divisional Managers
DDONM

Progress Update

August 2020
News 2 has been identified as suitable for

aged 16 and over.

Use of PEWS is being considered the task
and finish group. Deteriorating patient
policy to be updated to include 16-18 and
under.

August 2020

SLA to be agreed with AHH, this is
included within the gap analysis

November 20

Policy for care of the Children and Young
Person in Hospital out for consultation
Standards for Vital Signs monitoring in
children and PEWS chart out for
consultation

Policy for management of the
deteriorating patient in development
Option paper on the use of Paediatric
nurses going to excs meeting December
2" 20
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Action

Executiv

Operatio

Operatio

Completion
date

December 2020

with Assurance at
Quality Committee

The service Review of national
must ensure guidance and what
staff looking training/ requirements
after young are in scope
g people have Training needs o
Q the right analysis will be &
o Y § o | qualifications, undertaken. % s
© E Q g skills, training Competencies § S %
I E ‘g g and experience required for the 8 Tg g
w 2 to keep them Nursing team. .g
o safe from Identified timeframes =
8 avoidable with Assurance at PPF. e
harm.
Regulation 12
(2) (c)
12 The provider Education of all staff
must ensure will be undertaken of
9 leaders of the the risk register and
S service are risks associated with g
a g . familiar with the service. %"
ey ;0 and Knowledge and s g ;
S ; ‘g‘ understand the understanding of this | & = Q
O E S S | risksto the will be checked o S a
g service. monthly and reported Ig’
S to Divisional Board a8
o

Progress Update

Training needs analysis completed
Trust-wide competencies being
developed for all Registered Nursing/
Midwifery staff- to be completed
September 2020 as part of N&M strategy.

November 20
Monitoring

Page 59 of 365

Governance on a page shared monthly at
senior nurse and governance meeting. All
managers share with teams including
risks

November 20
Monitoring
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Neo- nates

SAFE

CQC report 23/04/2020

Must Do

The service
must ensure
the proper and
safe
management
of medicines,
including
ensuring that
thereis a
robust process
in place for the
monitoring of
emergency
medicines
stored on the
resuscitation
trolleys to
make sure that
medicines do
not exceed the
manufacturers
recommended
expiry dates
and are safe to
use when
needed.
(Regulation 12

(1) (2) (g) (e)

Action

Develop and embed
governance processes
in all areas by
ensuring area are
audited monthly.
Monthly checks by
resus officers with a
report to resus
committee quarterly
with Assurance to
Quality committee
Quarterly audit by
pharmacy of each
area.

Monthly report to
MMC with assurance
to Quality Committee

Executiv

DONM

Operatio
Operatio

Divisional Managers
DDONM

Completion
date

December 2020

December 2020

Progress Update

New SOP in place for checking Resus
equipment

New lockable resus trolleys in place

New checklist which includes expiry dates

Monthly report to MDT and Divisional
Board

Quarterly pharmacy audits- action plan
developed and monitored through MDT
and MMC

November 20

Monitoring Audit Results
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Maternity

SAFE

CQC report 23/04/2020

Must Do

The service
must ensure
the proper and
safe
management
of medicines,
including the
proper storage
of medicines
(Regulation 12
(1) (2) (g)

Action

Develop and embed
governance processes
in all areas by
ensuring area are
audited monthly.
Quarterly audit by
pharmacy of each
area.

Monthly report to
MMC with assurance
to Quality Committee

Executiv

DONM

Divisional Managers
DDONM

December 2020

Progress Update

Continual audit as part of maternity risk

audit cycle, with final assurance
submitted monthly to Family Health
Divisional Board

Spot checks completed as well as weekly
audits

Revised forceps trolley checklist

Lesson of the week developed and
circulated in various ways

Quarterly pharmacy audits- action plan
developed and monitored through
Governance and MMC

November 20
Monitoring Audit Results
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Maternity

SAFE

CQC report 23/04/2020

Must Do

The service
must ensure
the equipment
used is safe for
its intended
purpose and
ensure all
resuscitation
equipment is
checked
regularly and
there are
appropriate
systems to
monitor
compliance
with this.
(Regulation 12
(1) (2) (e)

Action

All resuscitation
equipment will be
checked in line with
SOP

Monthly audit report
to resuscitation
committee with
assurance to Quality
committee

Executiv

DONM

Operatio
Operatio

Divisional Managers
DDONM

Completion
date

December 2020

Progress Update

My Kit check is in place trust wide.
100 % compliance reported
08/07/2020. Formal report to be put
in place to resus committee by
August 2020.

SOP completed. For approval at
resus committee August 2020.

Local audits reviewed and monitored
through governance

August 2020
MyKit check monthly compliance reports

monitored through divisional Board

November 20
Monitoring Audit Results
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Action

Executive

Completion
date

Operation
Operation

Progress Update

Pain tool developed and in use however
doesn’t include a visual Q for those
under 18. Alder Hey Tool under review
Monthly audits of use of pain tool and
monitored at Gynae senior nurse
meeting

August 2020

Tool and associated SOP to come to
Gynaecology Governance meeting in
August for ratification.

November 20
Implementation of audits an assurance
reports in progress

The provider Pain assessment tool
should ensure will be developed,
there is implemented and
§ appropriate audited. -
g tool to assess Quarterly audits %
3 .
o S g | pain. repor'fed to = S s
] QU= Effectiveness senate | S = z
> = 3 ; o © Q
® 5 9 with assurance to a < 2
2w Quality committee @
- >
o =
g a
o
17 The provider All staff to complete
8 should ensure their mandatory N
a all staff training within an s
< . ©
& O | completes agreed trajectory. c December
o T ) s © =
o M o | their Quarterly reports s = % 2020
& £ 2 | mandatory with assurance to Q s a
a5 training. PPF -8 2
g S
S 2
g a
o

Trajectory developed and monitored at
Divisional Board and performance
review

November 20

Monitoring compliance weekly

Page 63 of 365
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Completion
date

Progress Update

Action

Executive
Operation
Operation

The provider All staff to complete Trajectory completed and compliance
should ensure their safeguarding monitored at Gynae senior nurse and
all staff training within an Divisional Board
9 completes agreed trajectory August 2020
< their 2. Quarterly reports 5 December SGA below compliance due to
g o safeguarding with assurance to ? 2020 application of Band 5 to SGA L3.
@ - g training. PPF s ‘§° ; Compliance to be reached by December
3 NS % = o 2020. To mitigate any risk, all band 6,
o é % o _5 a Band 7 and Matrons have been trained
g 2 in SGA L3.
g a November 20
© Monitoring Compliance weekly
AD Safeguarding reviewing delivery of
L3 training method
19 The provider 1. The Trust Part of operational plan — strategy will
should ensure vision/values and form part of this and will be
g they have a strategy needs to be » communicated across the division and
Q vision in place embedded across 9 visible in areas
S o | whichis the services and e December
% & 5 | underpinned i = < 2 2020
] & T | underpinne services need to S > %
i) "g E with values and align their own 8 Tg 8
2 » | astrategy strategy to this °
o 2. Monthly reports to 5
8 Divisional Board with
Assurance at PPF
quarterly

21
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Action

Executive

Operation
Operation

The provider Pathways for
should ensure patients with
§ they support protected »
Q the needs of characteristics will g
S 8 | dementia be developed. e s 2020
S o o atients or Audit of pathway to = S =z
i) ‘g 8 patients with be completed with 8 © 8
S v | any other report to patient .g
5 protected experience :g
8 characteristics. committee with
assurance to Quality
Committee.
21 The provider Divisional leadership
should ensure and ward leadership
the leadership will be developed
structure is and stabilised.
stabilised.
o
S o
N &
S g
) T S © =
o Rz s S z
5 | t3 S | = g
|85 - a
£ @
>
g a
o

Completion

date

December

Progress Update

Review commenced

August 2020

Dementia Champions to be identified
within the ward.

EDI lead identified for the Division. We
will use EDS2 as a framework for
evidence of how the Division support
patients with protected characteristics.
November 20

Monitoring

Substantive matron now in post
Senior team OD support sought
August 2020

Ward manager returned from absence
comprehensive support package has
been in place during phased return.
Matron and ward manager
competencies being developed Trust-
wide

Survey implemented for Staff- how they
feel today

Listening events held with Divisional
manager and HON

August 2020

OD away days for Senior nurses in
Division on 1% September.

November 20
Monitoring
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Progress Update

Completed

Action o
2
=]
=]
(3]
()
x
(Y7
22 The service 1. Staffing board will
g should be placed on the low »
Q8 consider dependency unit =
" < . . ©
o
8 S8 |mpl'ement|ng a s = s
P M o | staffing board s > g
) £ 3 | onthelow Q © a
(7] o ¢ c a
2 2 ¥ | dependency °
S unit so that it is g
g visible to the
public.
23 The service 1. Health and Safety
should ensure COSHH risk
that cleaning assessments will be
products which in place and
are hazardous chemicals stored
§ to health are appropriately. »
S consistently 2. Bi- Annual audits &
17, ©
g % g | stored securely reported to Safety s c s
2 Q g to prevent senate with = = %
8 £ o | potential risk Assurance to Quality | z o
z 2 ¥ | to patients and Committee =
o visitors in line :g
8 with national
patient safety
alert
requirements.
Regulation
12(2)(b)

Secure unit in place for all COSHH
products
COSHH risk assessments completed

November 20
New COSHH Web based system in final
stages of being populated
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Neo- Nates

CQC report 23/04/2020

Should do

The service
should
consider a
review of its
governance
processes for
the monitoring
of daily
resuscitation
equipment
checks to make
sure that
equipment is
safe and ready
for use.
Regulation
12(1) (2) (e

Action

All resuscitation
equipment will be
checked in line with
SOP

Monthly audit report
to resuscitation
committee with
assurance to Quality
committee

Executive

DONM

Operation
Operation

Divisional Managers
DDONM

Completion
date

December
2020

Progress Update

SOP in place for checking Resus
equipment

My Kit check (trust wide) in place
Equipment checked daily by shift co-
ordinator and monthly by matron and
reported to senior ops meeting, MDT
and Divisional Board

November 20
Monitoring Audit Results
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Action - = = Completion Progress Update
2 -S .‘-3 date
= o o
g 2 2
w o o
The service . All resuscitation New lockable trolleys in all rooms
should equipment will be December New checklists in place
consider a checked in line with 2020 Daily monitoring by shift co-ordinator
review of the SOpP and monthly by Matron
arrangements | 2. Monthly audit report
for the storage to resuscitation
g of emergency committee with .
qQ equipment so assurance to Quality @
©
] S o | thatitis clear committee c
- ~ T s 0] >
@ M T | tostaff what = = Z
o £ 3 | should Q © a
[T} o . o g ')
2 2w | beincluded, so G
o that missing Z
(o] .
o sundries can be
easily
identified
during the
regular checks.
Regulation
12(1) (2) (e
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Neo- nates

CQC report 23/04/2020

Should do

The service
should ensure
that medicines
related
stationery is
stored securely
and cannot be
accessed by
unauthorised
persons

Action

All medicines related
stationery will be
kept in a secure
place and only
accessed by
authorised
personnel

Develop and embed
governance
processes in all areas
by ensuring area are
audited monthly.
Quarterly audit by
pharmacy of each
area.

Monthly report to
MMC with assurance
to Quality
Committee

Executive

DONM

Operation
Operation

Divisional Managers
DDONM
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Completion
date

December
2020

Progress Update

Stationary now placed in a locked
cupboard

Medicine audits twice weekly on NICU
and weekly on LDU

Quarterly pharmacy audits- action plan
developed and monitored through MDT
and MMC

November 20
Monitoring Audit Results
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Action - = = Completion Progress Update
£ -S .‘-3 date
> o o
ZiNg 2
w o o
27 The service 1. Develop and embed Appropriate monitoring documentation
should governance - in place
consider a processes in all areas Weekly checks by ward manager
review of the by ensuring areas Audit added to monthly medicines
monitoring are audited monthly report
o process for the | 2.  Monthly report to December
§ recording of MMC with assurance g 2020 November 20
" ) ° medication to Quality o0 Monitoring Audit Results
£ S B | storage Committee s & =
£ N < | temperatures 8 2 5
e 6 2 | sothat o g a
2 <37 Aol
g documentation 2
g reflects action fa
© staff have
taken when
temperatures
have exceeded
the maximum
range.
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Action

Executive

Operation

Operation

28 The service All guidelines and
should policies to include
consider a review dates.
review of its Ensure education of
g guidelines and all staff on the »
—
S policies so that policies. &
H © © | expected Knowledge and e
- ~ T . . S © =
i Q - | review dates understanding of = > Z
g ‘g E are clearly this will be checked 8 © Q
2 2w | visible to staff. monthly and 2
o reported to g
g Divisional Board with
Assurance at Quality
Committee
29 The service The information that
should is available to
consider a parents and their
review of the family’s will be
g information stated clearly that it »
< available to can be requested in &
" < ) . 0]
g S g | parentsand alternative < < s
i Q = | their families languages and = = =z
T S . — (@]
° £ © | ontheunitsso formats 8 P Q
Q o c . S =)
z 2 ¥ | thatitcan be 2
o requested it in g
8 alternative
formats or
languages to
meet their
needs.

Completion
date

Progress Update

All policies have a review date and are
accessed via Badger

All staff have and know how to access
policies

Policies are reviewed weekly by
Consultants and minuted in Consultant
meetings

November 20
Assurance process for divisional board
in progress

Poster now in place to ensure parents
are aware that resources are available
in different languages and formats.

Page 71 of 365
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30

Trust- wide

Focused inspection 28 July 2020

Some
inconsistent
practice in
relation to the
monitoring of
medicines
stored in
fridges

Action

SOP to be reviewed
and ratified at MMC
Questions relating to
fridge temperatures
to be added to
weekly audits and
Monthly LWH
accreditation audits
and monitored
through divisional
boards.

Compliance with SOP
to form part of safe
and secure medicines
audit

Business case for
electronic fridge
temperature
monitoring

Executive

DONM

Operation

Divisional Managers

Operation

DDONM

31

Trust- wide

Focused inspection 28 July

2020

Inconsistent
roll out of My
Kit Check

Development of
SOP for
MyKITCheck.
Monthly compliance
report to divisional
boards and
resuscitation
committee with
assurance to Quality
committee

DONM

Divisional Managers

DDONM

Completion
date

December
2020

Progress Update

September 2020
SOP ratified

Questions now included in weekly
audits and monthly accreditation audits
Business case agreed.

November 20
Monitoring Audit Results at Medicines
Management Committee
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December
2020

November 20

Roll out of system reviewed SOP
updated and monitoring of audit results
in progress
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Liverpool Women’s

NHS Foundation Trust

| Agenda Item | 20/21/222

MEETING

Trust Board

PAPER/REPORT TITLE:

Neonatal Preterm Mortality Review (July 2015 — June 2018)

DATE OF MEETING:

Thursday, 03 December 2020

ACTION REQUIRED

Assurance

EXECUTIVE DIRECTOR:

Andrew Loughney, Medical Director

AUTHOR(S):

Chris Dewhurst, Clinical Director Neonatology

STRATEGIC OBJECTIVES:

Which Objective(s)?

1. Todevelop a well led, capable, motivated and entrepreneurial WOfkal’CE X

2. Tobe ambitious and eﬁicient and make the best use of available resource X

3. Todeliver Safe services X

4. To participate in high quality research and to deliver the most eﬁective Outcomes X
5. To deliver the best possible experience for patients and staff X

LINK TO BOARD

Which condition(s)?

ASSURANCE 1. Staff are not engaged, motivated or effective in delivering the vision, values and
L RO (| QIMS Of TNE TIUSE .ottt sttt ettt et st ettt st et s s st se e sen e X
2. Potential risk of harm to patients and damage to Trust's reputation as a result of
failure to have sufficient numbers of clinical staff with the capability and
capacity to deliver the DESt CAre. ... ineie ettt et st ss s e s =
3. The Trust is not financially sustainable beyond the current financial year.................... ]
4. Failure to deliver the annual finanCial PIAN .............cocovvveeiveeeeiieeeieieeieeieeie e eeeve s ]
5. Location, size, layout and accessibility of current services do not provide for
sustainable integrated care or quality SErvice ProvisSion ..............cccueevveeeveieieeeesnens ]
6. Ineffective understanding and learning following significant events.............ccccccoeun.... X
7. Inability to achieve and maintain regulatory compliance, performance
QNG GSSUIQINICO.......o ettt ettt s es e st s st e saes et s s sasses st s seseassensnesasasanns X
8. Failure to deliver an integrated EPR against agreed Board plan (Dec 2016) .................. ]
CQC DOMAIN Which Domain?

SAFE- People are protected from abuse and harm X

EFFECTIVE - people’s care, treatment and support achieves good outcomes, X
promotes a good quality of life and is based on the best available evidence.

CARING - the service(s) involves and treats people with compassion, kindness, dignityg
and respect.

RESPONSIVE — the services meet people’s needs. X

WELL-LED - the leadership, management and governance of the X

organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture.

ALL DoMAINS X
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LINK TO TRUST 1. Trust Constitution L] | 4. NHS Constitution X <
:;x\;;it' PLAN AND 2. Operational Plan X | 5. Equality and Diversity X g
. i X . Other: Clickh t ter text.
REQUIREMENT 3. NHS Compliance 6 er: Click here to enter tex O
Z
FREEDOM OF 3. This report will not be published under the Trust’s Publication Scheme due to
INFORMATION (FOIA): exemptions under S22 of the Freedom of Information Act 2000, because the

information contained is intended for future publication

RECOMMENDATION: The Board is requested to note the contents of the report for information and
(eg: The assurance.
Board/Committee is
asked to:-....)
PREVIOUSLY Committee name Quality Committee
CONSIDERED BY:

Date of meeting 23 November 2020

Report

Neonatal Unit report
Division of Family Health
Report on Neonatal Preterm Mortality
July 2015 - June 2018

October 2020
Chris Dewhurst
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1. Background

LWH reports and benchmarks neonatal data in several different fora. In August
2018, the North West Neonatal ODN highlighted data benchmarking preterm
mortality (24+0 - 31+6 weeks gestational age). These data included babies with the

=
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I
i)
©
c
(@]
()
Z

following characteristics;

i. Born between 24+0 and 31+6 weeks gestational age and admitted into
a neonatal unit
. Died before 44 weeks postmenstrual age

iii. Identified by place of first admission

These data demonstrated that Liverpool Women’s Hospital had a mortality rate of
13.3% (54 of 406). The other level 3 units in the North west ODN had mortality rates
12.2%, 5.3% 8.1% 7.9% and 8.4.

The largest difference was in the population of 24-27 weeks GA. (27.9% cf. 21.7%,
13.1%, 18.6% 12.1, 6.7 and 16.7%)

Total No Deaths # | 24-27+6 weeks 27+6 > 31+6
(%) GA (% of weeks GA (% of
admissions) admissions)
LWH 54/406 (13.3%) 27.9% 5.0%
Unit A 24/197 (12.2%) 21.7% 3.8%
Unit B 15/283 (5.3%)* 13.1% 1.1%
Unit C 22/272 (8.1%)* 18.6% 2.3%
Unit D 30/385 (7.9%)* 12.1% 7.9%
Unit E 8/210 (3.8%)* 6.7% 2.2%
Unit F 21/250 (8.4%) 16.7% 3.7%

#The denominators for this table is estimated from the data provided by ODN
(only have number of deaths and %, not total number of admissions)

*Significant at p<0.05 level (Fishers exact) when cf LWH

4
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Timing of death

o 20/54 (37%) babies died within the first 2 days of life. Further review of these
babies is required but this is likely due to them being unwell from birth or
conditions judged incompatible with life.

o 21/54 (39%) babies died after 2 weeks of life.

Sub-group analysis of 24 week infants

The provided data allowed LWH to determine that the difference in mortality was
only seen in the 24-27+6 gestational age group. Further discussions with the ODN
have provided further clarification that the difference is only observed in the most
premature age group of 24 week infants. The ODN data has not yet been shared

with LWH so we are unable to benchmark these data.

Gestation 24 weeks ODN data LWH data
Total number of deaths (N) 22 21
No. of babies born at 24 weeks 39 39
In-booked deaths (N) 14 13
In-booked births (N) 22 22
In-booked % (of all admissions at 24w) 53.8%
56.4%
Mortality — in-booked babies only 63.6% 59%
Mortality rate — all babies(%) 56.4% 56.4%
Booked elsewhere deaths (N) 8 8
No. booked elsewhere 24 weeks 17 17
Booked elsewhere or un-booked(all 43.6%
admissions at 24w) 43.6%
Mortality — booked elsewhere 47% 47%

e 21/53 of the babies who died were born at 24 weeks (39.6% of all of deaths)

e The mortality amongst in-booked babies was 56.4% of babies vs 47% of
those booked elsewhere. All of the in-booked babies had LWH postcodes.

¢ Birth weight median 6509 (IQR 625-695)

e Within the 24 week infants there were the following congenital anomalies

5
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o Congenital diaphragmatic hernia (LWH booked)

o Transposition of the Great Arteries (booked elsewhere)
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o Pulmonary hypoplasia (booked elsewhere).

Grading of care
Two cases of suboptimal care were within this group

o Grade 3 = suboptimal care - different management would reasonably
be expected to have MADE a difference to the outcome. This was an
infant who had recurrent pneumothoraces. Insertion of a chest drain
led to chest obstruction of bronchus and damage to pulmonary artery
branch. This was an Sl which led to changes in the insertion of chest
drains

o Grade 2 outcome suboptimal care - different management MIGHT
have made a difference to outcome. This related to a delay in
administration of antifungal medication.

Timing of death

e 5/21 (22.7%) of the babies died within 2 days of birth.
e 11/21 (52.4%) of the babies died within 2 weeks

Details of birth

e 10/21 (47.6%) babies had a consultant in attendance at delivery
o All of the births without a consultant in attendance outside of resident-
consultant hours. These had a senior ANNP or registrar in attendance. 6

deliveries had a core trainee in attendance.

Details of death

e 6/21 had sepsis as a cause or contributory cause of death

e 9/21 had extreme prematurity as their primary cause of death

6
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2. Benchmarking of mortality data

VON network
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Inborn 24 week survival over 10 year period at LWH. Comparison with VON
data

Between 2009 and 2018 there have been 99 babies born at LWH and admitted to
the neonatal unit. 61 of these babies (61.6% have died. The annual mortality rate
has varied between 42% (2014) to 90% (2009) with a median annual mortality of
61%.

Chart 1 shows a comparison of the 24 week mortality rate with the whole VON
network.

LWH survival at 24 weeks gestation - Inborn vs
Whole VON Network

100.00%
90.00%
80.00%
70.00%
60.00% —o—LWH %
50.00% VON Median %
40.00% —O—VONQl
——VON Q3

30.00%
20.00%

10.00%

0.00% T T T T T T T T T 1
2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Chart 2 (next page) shows a comparison of the 24 week mortality rate with the UK VON network.
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Comparison of data between Birmingham Women’s Hospital and Liverpool Women’s Hospital Inborn

Babies 010715 to 300618. No difference in mortality rates

Birmingham Women's Liverpool Women's p value
Babies | Death oS/urvwaI Babies | Death f/urvwal
(1) (1]
31 16 48% 39 22 44% 0.69
42 9 78% 27 9 67% 0.27
40 8 80% 48 6 88% 0.34
48 1 98% 32 4 88% 0.06
65 2 97% 47 3 94% 0.4
49 2 96% 49 3 94% 0.21
80 3 96% 71 2 97% 0.1
94 5 95% 91 4 96% 0.77
449 46 90% 404 53 87% 0.19
8
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3. Birmingham Women’s Review

=
c
-
I
i)
©
c
(@]
()
Z

Neonatologists and an ANNP from Birmingham Women’s Hospital were invited to
undertake an external review of 10 randomly selected 24 week infants. Access to the

notes on Neonatal BadgerNet was granted to the reviewers which allowed all

contemporaneous notes to be reviewed, including investigation results, nursing
observations and medications. The reviewers did not have access to imaging such

as x-rays, or prescription charts, but this did not impact the review process.

Overview of Cases

10 cases were reviewed. 7 male and 3 female. The birth weight ranged from 580 to
745 grams with a mean of 647 grams. 7 babies were from singleton pregnancies,
and 3 were from twin pregnancies. All babies received antenatal steroids, but one of
these was an incomplete course due to timing of delivery. All mothers received
antenatal magnesium sulphate. All of these babies were in-born, with 3 of them

being transferred in-utero from within region.

The management at delivery and within the first hour was overall very good. The
admission temperature was good, with 6 babies having temperature within the target
range of 36.5 — 37.50C. Only 2 babies were slightly cold (36.00C and 36.30C) and 2
babies were warm (37.60C and 38.50C). All babies were admitted to the neonatal
unit for on-going management, and it appears that the “Golden Hour” was met in all

cases including administration of antibiotics within the first hour.

The documentation about the delivery was sometimes in complete, with some
lacking the information about who was present at delivery, and whether a consultant
was present at birth.

The primary cause of death was noted to be renal failure in 3 babies, and E. coli
sepsis in 3. Extreme prematurity, pulmonary hypoplasia and severe
bronchopulmonary dysplasia were the other main causes of death.

9
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Issues ldentified

1. Femoral arterial lines
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It was noted that femoral arterial lines were attempted in 5 of the cases. One of
these attempts was unsuccessful with the femoral vein being cannulated

instead. In all 4 babies who had a femoral arterial line, there were concerns

with limb ischaemia with either pale, white limbs, or dusky limbs/digits distal to
the line. Concerns were raised and documented by the nursing staff on these
occasions, but the lines remained in situ, sometimes for many days with the
use of GTN patches to aid perfusion. Although this did not affect any outcome,
this practice is a concern due to the risk of whole limb ischaemia with

permanent damage and loss of limb.

LWH Response

The use of femoral arterial lines has been previously identified in two recent
Sls. The updated guidance has a weight cut off for those lines to be used in
babies only > 1Kg. There is updated guidance on removal of these lines. It is
likely that the lines apparently remaining in-situ after concerns were identified
reflects a documentation issue on Badger, with lines removed but not being
documented as this happening on Badger. An audit of femoral line use is
nearing completion which will identify if this is correct (the lead clinician on the
audit has provisionally confirmed the lines are removed but not documented

until later).

2. Liberal use of sodium bicarbonate
In 7 of the cases there was liberal use of sodium bicarbonate. This is somewhat
controversial practice as there is no evidence to support or refute this.
However, in these cases there were multiple full corrections in a short period of
time, sometimes with sodium bicarbonate boluses on an hourly basis with every
blood gas on top of a background infusion. Often this occurred even if the
metabolic acidosis was only mild. Rapid infusion of hypertonic sodium
bicarbonate has been linked to intraventricular haemorrhages and potentially
damaging changes in cerebral perfusion, and it can also cause a paradoxical

intracellular acidosis. The large amounts of sodium bicarbonate resulted in
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hypernatraemia, and in 2 patients the sodium was greater than 160 and in one

patient was as high as 170 following multiple full corrections.
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LWH Response

The drug datasheet and guidelines will be reviewed. The use of bicarbonate will

be audited against previous collected data. (see action plan)

3. Missed opportunity to palliate sooner.
It is clear that Liverpool Women’s Hospital has a very good bereavement and
palliative care team and process, and the team should be proud of this. It was
noted, however, that coming to the decision to re-orientate care to palliation
could have happened earlier in 4 of the cases. Cardiac arrest is not common
place on any neonatal unit, but 4 out of the 10 babies had cardiac arrests with
full resuscitation. Some had more than one cardiac arrest. In Birmingham
Women’s Hospital it is common practice to put “Do Not Attempt Resuscitation”
orders in place when extreme preterm infants who are sick have a continual
deteriorating clinical course. This helps avoid futile cardiopulmonary
resuscitation. These often will include withholding chest compressions and
drugs of resuscitation should cardiac arrest occur as a result of the underlying
pathology, but have the caveat of continued airway management in the event of
a problem with the endotracheal tube. They are reviewed on a daily basis, and

are withdrawn when appropriate.

LWH Response

We disagree that cardiac arrest is not common on any neonatal unit, but accept
that not all neonatal unit will resuscitate babies who experience cardiac arrest.
There are a spectrum of reasonable responses to a heonate who acutely
deteriorates. We will review the need for do not resuciate orders and how these
can be introduced onto the neonatal unit with an accompanying education

programme. (see action plan)

4. Tidal volumes to reduce ventilator induced lung injury.
The data from BadgerNet seemed to suggest that very high tidal volumes were

being delivered to the babies, sometimes more than 20 ml/kg when the target

11
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would normally be 5 — 6ml/kg. We discussed the limitations of this information
being pulled from the ventilators into BadgerNet, and the department now use
volume controlled ventilation rather than pressure controlled. This will reduce

this risk greatly, to the point of elimination.

LWH Response

See above. The data from the ventilators is piulled eonce/hour. The values
fluctauate with each breath and therefore the data cnnot be used as an
accurate relfection of the TVs being delivered. Since these cases, volume
targeted ventilation has been introduced/ The TVs are limited by this mode of

ventilation.

Specific Cases

1. One of the patients was born with presumed pulmonary hypoplasia following
rupture of membranes and oligohydramnios from 19 weeks gestation. Very
quickly the baby was ventilated on high frequency oscillatory ventilation.
The starting mean airway pressure was very high at 26cm H20, with a very
high delta P of 50. There were problems with oxygenation and hypotension.
In an extreme preterm with a weight of 600-700g, these high ventilation
pressures will cause cardiac tamponade, reduced venous return, and poor
gas exchange due to over distension of the lungs. This baby had 3 cardiac
arrests, but there was no documentation of consideration of pneumothorax
as being a cause, or about the high pressures affecting the clinical
condition. There is also no documentation of a chest X-ray. It is possible
that the ventilator settings and the high pressures contributed to the cardiac
arrest, and a pneumothorax was a high risk.

LWH response An Sl has been initiated for this case.

2. There was one case when a baby was sent for a PDA ligation. When the
baby arrived at Alder Hey Hospital, the PDA had already closed on scan.
This meant there was an unnecessary, potentially destabilising transfer, and
it may be that a repeat echo prior to transfer may have prevented this. This
had no bearing on the outcome of the baby who later died from severe

chronic lung disease.
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LWH response We rarely send a baby for PDA ligation. Our practise is to
repeat echocardiograms prior to transfer.
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Action Plan
Action required for completion By whom? Target Date/ Progress/Evidence Update RAG
Completion
date
Arrange session to discuss review Chris Dewhurst | Oct 30th 2020 | Date set for 12" October for senior
findings with senior neonatal team. team to meet and discuss. Further
actions may arise from this meeting.
Review femoral line policy. Bill Yoxall and Oct 30 2020 | Femoral line issues have already
Ben Shaw been identified from recent Sls. The
guideline is now updated.
Restriction to < 1000g to be
included in guideline.
Audit use of sodium bicarbonate in Bala Palanisami | Nov 30th 2020 | To initiate audit proposal by this
extreme premature infants . Colin Morgan date
Guidance on when to use Na HCO3. | A Prof Morgan Nov 30*" 2020
A. Review TPN guideline re:sodium B Fauzia Paize
bicarbonate indication.
B. Review sodium bicarbonate
formulary.
14
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5. Review use of DNRs on the neonatal | Fauzia Paize Nov 30t 2020
unit and advice of when these
should be initiated. Devleop
education package around this.
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6. Initiate Sl for case 3.3.1 Chris Dewhurst | Sept 30th SI 2020/16403 initiated and review
panel on 16" October

7. PMRT review of 24 week in 2019-20 Nov 30*" 2020
to look for ongoing common themes
relating to;

Resuscitation

8. Ward round documentation | Helen Chitty | Jan 30t 2021

education and training and Sue O Neill
9. Specific Guidance for extreme | Golden Hour Jan 30* 2021
prematurity to be developed. and Resus
Team.
JH/RK/HC/FP
10. Develop a methodology for | JH Nov 30*" 2021

reviewing neonatal resuscitations on
the NICU and at Delivery suite
BRAG Rating Key:

GREEN = Action Completed
Amber — Active and on track for completion

Red — Active with concerns for achievement or not achieved by target date
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Executive Summary

This Bi-Annual report provides a narrative on the progress made against full implementation the Saving Babies Lives
Care Bundle 2 (SBLCBV2).

It provides details on progress made against the Trust Saving Babies Lives Action Plan in regard to each of the
bundle’s elements including smoking in pregnancy, Small for Gestational Age & fetal growth restriction, reduced
fetal movements, effective fetal monitoring and preterm labour.

Receiving this report is required for the Board to demonstrate compliance against CNST Safety Action 6. The report
will be supported by a presentation from the Quality & Safety Midwife that will identify the assurance that the
Board can take in respect of the following areas:

e Evidence of the completed quarterly care bundle surveys for 2020/21
e Data from the organisation’s Maternity Information System (MIS) evidencing compliance against the five
elements.
e Specifically confirm that:
o women with a BMI>35 kg/m2 are offered ultrasound assessment of growth from 32 weeks’
gestation onwards
o in pregnancies identified as high risk at booking uterine artery Doppler flow velocimetry is
performed by 24 completed weeks gestation
o There is a quarterly audit of the percentage of babies born <3rd centile >37+6 weeks’ gestation.
o women at high risk of pre-term birth have access to a specialist preterm birth clinic where
transvaginal ultrasound to assess cervical length is provided.

2
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SBL

Saving Babies’ Lives Care Bundle

Version 2

Biannual report — October 2020

Previous Report June 2020.

Angela Winstanley RM

Quality & Safety Midwife

Dr Alice Bird

Consultant Obstetrician
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Purpose

This paper provides an update on the implementation of the NHS England Saving Babies’ Lives Care
Bundle Version 2 (SBLCBv2) at Liverpool Women’s NHS Foundation Trust. Prior to this report, progress has
been monitored via quarterly submissions of the national care bundle survey to the Strategic Clinical
Network and the Local Maternity System. This report details each of the five elements of SBLCBv2 along
with a progress narrative. Successes and challenges with implementation are highlighted. A separate

action plan and tracker is available but has not been included in this report due to its length.

Background

Reducing perinatal morbidity and mortality rates remains a key priority for maternity services within the
UK. The National Maternity Safety Ambition, launched in 2015 and updated in 2017, is to reduce the rates
of stillbirth, neonatal deaths and brain injuries in babies that occur during or soon after birth by 50% by
2025 (in comparison to 2010 rates); and to reduce the national rate of preterm births from 8% to 6% by
2025 (Safer maternity care, 2016 and 2017). This ambition was reiterated in The NHS Long Term Plan. The
2017 Office for National Statistics (ONS) report showed a fall in stillbirth rates in England to 4.1 per 1000

total births, which represented an 18% reduction since 2010.

SBLCBv2 was produced to build on the achievements of SBLCBv1 (published in 2016) and to address the
issues identified in the SPIiRE evaluation of version 1. It aims to provide detailed information for providers

and commissioners of maternity care on how to reduce perinatal mortality across England.
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SBLCBV2 brings together five elements of care:

1. Reducing smoking in pregnancy

2. Risk assessment, prevention and surveillance of pregnancies at risk of fetal growth restriction

3. Raising awareness of reduced fetal movements

4. Effective fetal monitoring during labour

5. Reducing preterm birth

Lead healthcare professionals within Liverpool Women's NHS Foundation Trust have been allocated to

each of the five elements. Alice Bird, consultant obstetrician, and Angela Winstanley, Quality & Safety

Midwife, have overall responsibility for monitoring progress against SBLCBv2.

Element 1 leads

Element 2 lead

Element 3 lead

Element 4 leads

Element 5 lead

Gillian Diskin and Angela Winstanley

Matron for Outpatients and Clinics; Quality & Safety Midwife

Mr Umber Agarwal

Consultant in Maternal and Fetal Medicine (SGA/FGR lead)

Dr Alice Bird

Consultant obstetrician (Intrapartum lead)

Alison Murray and Fiona Chandler

Matron for High Risk Intrapartum Care and Fetal Surveillance Midwife

Dr Andrew Sharp

Consultant obstetrician (Preterm Labour and Multiple Pregnancy lead)
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Element 1: Reducing smoking in pregnancy

Description

This element and its associated interventions provide a practical approach to reducing smoking in
pregnancy by following NICE guidance. Reducing smoking in pregnancy will be achieved by offering
carbon monoxide (CO) testing for all women at the antenatal booking appointment, and as appropriate
throughout pregnancy, to identify smokers (or those exposed to tobacco smoke) and offer them a referral
for support from a trained stop smoking advisor. There are seven recommendations linked to this

element, these are detailed with progress against each in the embedded action log below.
CoVID-19

The COVID 19 pandemic brought about challenges to meeting the requirements for CO monitoring in
pregnancy and subsequently ALL CO monitoring was suspended, both locally and nationally, in March
2020. This was disappointing, as the ceasing of CO screening came at a time when rates here at Liverpool
Women’s were consistently shown to be >95% at Booking. To ensure that CO screening can be
implemented once again, when the recovery phase from COVID 19 commences and CO screening is once
again nationally mandated, we have ensured that all CO monitors have been serviced, staff are trained in

their use and that the consumables needed to complete CO screening are in ready supply.

Referrals to our Stop Smoking Partner, Solutions4Health did not alter during the pandemic, however face
to face support from smoking cessation advisors and their presence at specialist clinics onsite at LWH also
had to be ceased. The advisors had been a regular presence at the high risk antenatal clinics and had been
providing cessation support to some of our most vulnerable women, especially those with pregnancies

susceptible to fetal growth restriction.
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Progress against SBLV2 Action log.

All actions on the Trust SBLCBV2 Action log with regards to Smoking in Pregnancy are monitored by the

Quality & Safety Midwife and have a BRAG rating of Blue (action complete and embedded into practice)

and Green (Active and on track), with the exception of two amber actions (described below).

There are two actions that remain Amber (active with minor concerns).

Amber Action 1 - This concerns the process for feedback from the Stop Smoking Service.
(Solutions4Health - S4H). Currently we cannot evidence a feedback loop from S4H to LWH, on a
patient to patient basis, as the current system in place (Meditech) does not have an electronic
solution for this. However, collaborative work is planned to introduce a feedback process, with
regards to outcomes from referral to S4H at booking directly into the Trusts’ new maternity
electronic record - K2. This work will be included in the second scope of work for K2 and will
enable S4H to input referral outcomes directly into the patient record. It will give the Community
Midwifery Staff the ability to look at the outcome of the smoking referral at the 15/16 week
appointment, enabling support and further advise to women on their stop smoking journey.

Amber Action 2 — The second amber action is concerned with data collection with regards to the
electronic recording of smoking status of women at 36 weeks. This historically has not been
documented on Meditech, as the 36 week appointment proforma is contained within the hand
held notes. There have been some changes to the Meditech System that now allow this data to be
collated and going forward with the introduction of K2 this action should be Blue and embedded

as the new K2 system has the capacity to accurately record smoking status at 36 weeks.
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Successes with implementation

Midwives who ‘book’ women for maternity care at LWH record the smoking status of every
woman at the first booking appointment. Women who report they smoke or have recently quit, or
those who have high CO levels, are referred to our partner smoking cessation service,
Solutions4Health.

Solutions for Health have reported that of the patient referrals sent this year, 83% have set a quit
date — a great achievement and testament to the work around smoking cessation in pregnancy.

All community midwifery staff now have access to their own CO monitor, with access to
replacement consumables, CO screening rates at booking were consistently > 99% pre COVID 19
pandemic.

An automatic referral system to the Stop Smoking Service is now in place for any woman who
reports as a smoker or has recently quit, and this is completed at the time of booking. This is an
opt out system.

Pathway in place for referral to Stop Smoking Service with improved communication to Stop
Smoking Service for inpatient referrals.

CO screening is now undertaken on women who present with reduced fetal movements and very
brief advice (VBA) is given on attendance. This is in accordance with the regional guideline for the
management of reduced fetal movements. At present, this has been suspended due to COVID 9
restrictions.

All outpatient areas within the hospital including Maternity Assessment Unit, Fetal Medicine Unit,
Antenatal Clinic (Crown Street and Aintree) and the Day Assessment Unit at the Aintree Centre for

Women’s Health have access to a CO monitor.
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- Maternity antenatal and postnatal inpatient ward areas now have access to a CO monitor and staff
have received training in brief interventions and MECC (Making Every Contact Count) training.
- Smoking cessation advice training is delivered to midwifery staff on their clinical mandatory

training days by a dedicated stop smoking advisor. This training includes use of the CO monitor

and VBA.
- CO screening is now undertaken at the 36 week birth planning appointment in all settings and

documented on the Meditech Information System.

Challenges with implementation

- Information system changes have been necessary to ensure that Meditech had the ability for
midwives to record CO screening results at the booking appointment, 36 week visit and
attendances with reduced fetal movements.

- Action plan has been developed in conjunction with Matrons for Community & ANC to ensure that
ALL women have an appointment with their community midwife at 36 weeks, including those for
whom receive Consultant Led/Hospital Based antenatal care (eg Multiple Pregnancy, Medical
Disorders). Information around safe sleeping, CO screening and risk assessment for birth choice
planning is discussed at the 36 week community midwifery visit and it is therefore essential that
this is offered to all women.

- Cessation of CO screening due to COVID-19 pandemic — this has had a significant impact on the
screening rates.

- Reliance on external provider of Stop Smoking services has resulted in some data gaps.
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Element 2: Risk assessment, prevention and surveillance of

pregnancies at risk of fetal growth restriction (FGR)

Element description

The previous version of this element has made a measurable difference to antenatal detection of small
for gestational age (SGA) babies across England. It is however possible that by seeking to capture all
babies at risk, interventions may have increased in women who are only marginally at increased risk of
FGR related stillbirth. This updated element seeks to address this possible increase by focusing more
attention on pregnancies at highest risk of FGR, including assessing women at booking to determine if a
prescription of aspirin is appropriate. The importance of proper training of staff who carry out fundal
height measurements, publication of detection rates and review of missed cases remain significant

features of this element.

Action log

All actions for this element are either blue (completed and embedded) or green (active and on track for

completion). However, some potential challenges have been identified and are detailed below.

Progress narrative

Implementation of some of the interventions within this element have been challenging. Concerns have
been discussed at a national level about the feasibility of adopting this element in its entirety, given this,
the care bundle allows for maternity services to deviate away from the recommendations set out.

Liverpool Women’s deviations away from SBLCBV2 and the pathways for women who may require a
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uterine artery doppler, have both been submitted to both our CCG’s and the NWC SCN (Clinical Network).

These deviations are summarised below:

hisk factor SBLCB2 recommendation LWH proposal
Growth scans 30/34/38

Previous small for gestational age
Previous stillbirth (non SGA)

" Growth 32/36/40
Current smoker at booking (any) re scans 32/36/

Drug misuse Growth scans 30/34/38
Women 240 at booking Growth scans 30/34/38
Chronic kidney disease

Hypertension (outside of pregnancy)

Autoimmune disease (SLE/APLS)
Uterine artery Doppler assessment

Cyanotic congenital heart disease - K normal, growth scans every 2-4 Individualised plan regarding growth scans from 28
weeks from 32 weeks until delivery weeks until delivery (Cardiac Clinic/Fetal Medicine
- If abnormal but EFW >10™ centile, Unit)

Previous fetal growth restriction growth scans every 2-4 weeks from 28
weeks until delivery

- If abnormal and AC or EFW <10™

Hypertensive disease in a previous pregnancy centile, for discussion with fetal

medicine

Previous small for gestational age stillbirth

Papp-A <5™ centile LWH use <0.3 MoM as referral criteria rather than 5
centile
Uterine artery Doppler assessment
If normal, growth scan at 28-30 and 36-37
If abnormal, scan every 4 weeks from 24 weeks
until delivery (Fetal Medicine Unit)
All get induction at 38 weeks

Echogenic bowel

Significant _bleeding

Estimated Fetal Weight <10 centile (anomaly The EFW is not calculated at LWH anomaly scans.
scan) Fetal Medicine Unit referral if fetal biometry <5%
centile

Body Mass Index 235
Body Mass Index £20
Fibroids

Growth scans 32/36/40

Key

Minor deviations from that recommended by SBLCB2
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These deviations to the risk assessment pathway have now been accepted by both the CCG and the SCN

Clinical Network and work has commenced on embedding this into practice. Meditech booking pages

have been updated to reflect the changes and K2 now also reflects the pathway as above.

Successes with implementation

All women at booking are risk assessed to determine if a prescription of aspirin is required. This
risk assessment is fully in line with NICE Hypertension in Pregnancy guideline (NG133, 2019). We
are currently working towards the introduction of a PGD for Aspirin for those women at risk of
developing a pregnancy complicated by FGR.

Use of customised fundal height measurement (GROW) charts in our low risk population is
embedded into practice with current pathways for referral for growth ultrasound when deviation
is recognised.

The deviations away from the SBLCBV2 that LWH have put in place will allow easier identification
of women who require a uterine artery Doppler in pregnancy without exponentially increasing the
burden on the Ultrasound department. At booking, all women are now screened for their risk of
having a pregnancy complicated by FGR, and this risk assessment is further reviewed at their 15
week visit where midwifery staff will be able to identify previous pregnancies complicated by SGA

and FGR and ensure clinical pathways are correct.

Challenges with implementation

With regards to the management of women with pregnancies confirmed affected by FGR and SGA,
the development of an updated Small for Gestational Age and Fetal Growth Restriction guideline,
encompassing any SBLCBv2 changes or those that require CCG/clinical network approval, has been
delayed due to the anticipated release of multiple national guidelines on this subject during 2020,
including the RCOG Green Top Guideline. We would want to incorporate any latest evidence from
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this guideline in order to avoid making additional changes if it were to be updated now. It is
anticipated that this guideline will be available for adoption by units across Cheshire and
Merseyside, however this has not yet been confirmed. It is anticipated that the full SGA/FGR
guideline will be updated and released after the publication of the RCOG guideline.

One of the significant challenges we have identified going forward is the Trust moving to new
electronic patient record system provided by K2MS. Unlike most other MIS providers, K2 are not
willing to allow an interfacing back feed into their network from the Perinatal Institute for
continued generation of GROW charts. This has been summarised in a document published by the

Perinatal Institute: https://www.perinatal.org.uk/FetalGrowth/pdfs/K2 chart analysis.pdf.

The current statistical data provided by the Perinatal Institute and updated GROW-APP will
include:

o Use of a fully electronic chart — available on Desktop and Mobile devices

o Interactive chart that will display the measurements as plots figures and trends

o Auto-plotting with notifications of abnormal growth

o Twin plotting and birth weight centiles

o Mother version of the application for patient access

o Integration with GAP-SCORE to allow review of missed cases of SGA/FGR

o Enhanced reporting and identification in line with SBLCBV?2

The team at Liverpool Women’s Hospital NHS Foundation Trust want to continue using GROW
charts and the GROW-APP provided by the Perinatal Institute. We are unsure if the new K2 system
will have same level of data extraction ability and ease of user interface.

Until we have more clarity regarding integration of GROW and K2, we will continue to use GROW
separately. Once the K2 system is introduced, women will have to carry a separate paper GROW

chart. We feel that this will be a challenge as women may misplace this single piece of paper or
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forget to bring it with them to appointments, which may lead to substandard care and the
potential for adverse outcomes. There is also the possibility of duplication of GROW charts for
these women which if not cancelled via Perinatal Institute would affect our annual delivery
statistics.

A quarterly audit of the proportion of babies born at <3 centile at gestation of >37+6 weeks is
challenging. Firstly there is a requirement at birth that the correct, Pl calculated birthweight
centile is entered into Meditech. These centiles can be then extracted from Meditech and enables
the information team to provide the numbers of babies <3™ >37+6 with patient unit numbers.
Unfortunately, the data quality is not always reliable, as the data entry at birth is not always
correct for a number of reasons. This has been addressed with Midwifery staff with a plan to
ensure that accurate data is being entered onto Meditech at the time of birth.

The scope of work required to complete a full, case by case analysis and audit of babies born <3
>37+6 with production of a report and thematic analysis is timely and current administrative
support for the SGA/FGR lead to complete this is limited. The Head of Midwifery is currently
exploring avenues to assist the SGA/FGR lead with the possibility of providing support to complete
this piece of work.

The Perinatal Institute produces quarterly reports for each provider which include these statistics,
and these will be reviewed by the Trust Lead for FGR/SGA however, this does not provide patient
level data. An annual audit will be undertaken by the Trust Lead for FGR/SGA, in addition to the
guarterly review when the GAP-SCORE software is available from the Perinatal Institute. At the

time of this report, we currently await feedback from Pl with regards to the Trust data.
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Element 3. Raising awareness of reduced fetal movement (RFM)

This element encourages awareness amongst pregnant women of the importance of detecting and
reporting RFM, and ensuring providers have protocols in place, based on best available evidence, to
manage care for women who report RFM. It recommends that induction of labour prior to 39 weeks
gestation is only recommended where there is evidence of fetal compromise or other concerns in

addition to the history of RFM.

Action Log

All actions for this element are either blue (completed and embedded) or green (active and on track for

completion).

Progress narrative
Implementation of the interventions associated with this element is complete.
CoVID-19

Throughout the COVID 19 pandemic, Liverpool Women’s Hospital NHS Foundation Trust have strived to
ensure that women continue to feel comfortable to contact and attend the hospital where they have
concerns with fetal movements. Community Midwifery staff continue to discuss with women the
importance of seeking help where they are worried. There has been no suspension of the ability for
women to attend the MAU where fetal movements are concerned. A review of stillbirth cases of Q1
20/21 found no direct correlation with COVID 19 and women seeking help from our Maternity Service
with regards to reduced fetal movements. The Trust continues to use social media to ensure messages
are communicated to women and their families to seek help where required, along with maternity staff

holding meaningful discussions with women about the importance of fetal movements.
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SBL

Successes with implementation

- The Tommy’s and NHS patient information leaflet on RFM has been adapted by Liverpool

Women’s Hospital NHS Foundation Trust to enable documentation of both initial and subsequent

conversations held with women with regards to the importance of fetal movements in pregnancy.

- All handheld case notes are produced with this leaflet pre-printed and inserted and will be
available from the first antenatal booking appointment.

- All maternity staff are directed to discuss fetal movements at every contact. The dates and times
of these conversations can be documented on the adapted Tommy’s RFM leaflet.

- The Tommy’s RFM leaflet has also been translated into a number of alternative languages and can
be used for women who are in the BAME population or who are non-English speaking. This is
facilitated by our Enhanced and Link midwifery teams.

- Liverpool Women’s Hospital NHS Foundation Trust uses a regionally developed and NWC Strategic
Clinical Network approved guideline for the management of RFM and was co-authored by one of
our consultant obstetricians. The guideline aligns with SBLCBv2 and includes the framework for
performing risk assessments in women who attend with RFM and a checklist to ensure
management is provided in line with the guidance.

- All women who attend with an episode of RFM are offered both a CO screen and a referral to our

partner Smoking Cessation service if necessary, provided by Solutions4Health.

Challenges with implementation

- The need for increased ultrasound scans placed a requirement on the Trust to provide extra
scanning provision for women who attend with reduced fetal movements and have an identified

risk factor. A number of midwife sonographers have been trained to address this need and in
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2019, we recruited midwives to the Advanced Clinical Practitioner training programme, which will SBI—
further strengthen our ultrasound capacity.
Increased capacity to provide inpatient inductions of labour. Threshold for induction of labour

increased with the introduction of the new regional guideline for management of RFM, in line with

SBLCBv2.
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Element 4. Effective fetal monitoring during labour

Trusts must be able to demonstrate that all qualified staff who care for women in labour are competent
to interpret cardiotocographs (CTGs), always use the buddy system and escalate accordingly when
concerns arise, or risks develop. This element now includes use of a standardised risk assessment tool at
the onset of labour and the appointment of a Fetal Monitoring Lead with the responsibility of improving

the standard of fetal monitoring.

Action log

All actions for this element are either blue (completed and embedded) or green (active and on track for

completion).
COVID-19

COVID-19 brought about the suspension of face to face training with regards to fetal surveillance and
fetal heart rate monitoring. The K2 CTG Training package remained in place for staff to continue to use
during the pandemic and compliance with this is closely monitored by the Fetal Surveillance Midwife.
Working with the Maternity Education Team, the Trust Fetal Surveillance Midwife, now hold online CTG

training sessions as part of the OBS 4 Mandatory Study Day on Microsoft Teams.

Progress narrative

Implementation of the interventions associated with this element are mostly complete. Staff completion
of training remains the priority of the newly appointed fetal monitoring lead midwife, in order to fulfil the
requirements of a 90% compliance rate in CTG training. There has been an introduction of a structured

process to support staff who are unable to achieve the required 85% pass mark on the K2 Competency
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Assessment Tool. This process gives staff the opportunity to have additional support and ensure a

minimum 85% competency pass mark for all staff caring for women in the intrapartum area.

The re-instating of the Multi-Professional Maternity Emergency Training (MPMET) as a virtual training

session, post COVID -19, is being facilitated with the purchase of the PROMPT training package. This will

provide staff with the opportunity to continue to receive up to date, multi-professional training which

covers topics such as human factors, situational awareness and obstetric CTG emergencies. All maternity

staff must attend this on an annual basis and dates have been planned through the year for staff

attendance.

Successes of implementation

Successful bid to the LMS to secure funding for a full time, nominated, specialist midwife/clinician
as a Fetal Monitoring Lead, to improve the standard of intrapartum risk assessment and fetal
monitoring.

The Fetal Monitoring lead is now in post with responsibility for updating fetal monitoring
guidelines and providing a visible presence in both the low-risk and high-risk intrapartum areas.
The Fetal Monitoring lead is also responsible for ensuring that fetal surveillance education is up to
date and involves all the elements of fetal physiology, human factors, situational awareness in
relation to CTG and intrapartum care and intermittent auscultation.

Updated current Continuous CTG and Fetal Blood Sampling Guideline to ensure in line with NICE
guideline CG190, with clear escalation pathways if concerns identified.

The design and implementation of a risk assessment framework around place of birth and risk
assessment has been registered as a Quality Improvement Project.

The guideline which incorporates all the risk assessment requirements of SBL has now been
successfully implemented, with staff now confident in its ability to assist in the recognition of a
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changing clinical picture. This guideline and its risk assessment pathways are planned to be
considered by our Strategic Clinical Network (SCN) and will be presented to the CCG when the
SCN has approved.

Building upon the ‘Fresh Eyes’ stickers, successfully implemented at Liverpool Women’s NHS
Foundation Trust in 2010, an audit was undertaken to assess the completion and use of the
stickers. Based upon the audit findings, an updated fresh eyes sticker was designed, compliant
with NICE guideline CG190 (2019). Additional education was provided to staff on the importance
of ensuring full and accurate completion of fresh eyes stickers. The Fetal surveillance Midwife
carries out weekly audits with regards to the use of the Fresh Eyes stickers.

Successful introduction of an hourly review sticker to be used in the low risk intrapartum
population when intermittent auscultation is the fetal monitoring of choice. This mandatory,
hourly review sticker gives all grades of staff the opportunity to look at the whole clinical picture
and supports escalation for senior review if required. This is supported by the updated guideline

for fetal monitoring during normal labour.

Challenges with implementation

A challenge brought about by COVID-19 restrictions is the inability of the Fetal Monitoring Lead
and intrapartum staff to continue with fresh eyes reviews at the bedside, where the whole clinical
picture can be assessed, and support provided. Remote review of intrapartum CTGs is facilitated

presently with the K2 Guardian System.
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Element 5. Reducing Preterm Birth

This is an additional element to version 2 of the care bundle, developed in response to The Department of
Health’s ‘Safer Maternity Care’ report which extended the ‘Maternity Safety Ambition’ to include
reducing preterm births rate from 8% to 6%. This new element focuses on three intervention areas to
improve outcomes which are prediction and prevention of preterm birth and better preparation when

preterm birth is unavoidable.

Action Log

All actions for this element are either blue (completed and embedded) or green (active and on track for

completion).

Progress narrative

Implementation of the interventions associated with this element is complete.

COVID-19

1
A

C0499-Appx-I-to-SB
LCBv2-Reducing-pre

The embedded document above was distributed to Trusts in response to the data and evidence that women
admitted to hospital with COVID 19 have an increased risk of pre-term birth. It is worth noting that a significant
proportion of these births were brought about by an indication of intervention based on declining maternal health,
rather than spontaneous preterm labour. The recommendations within this document are fully met at LWH; Risk
assessment for PTL continued as part of routine midwifery assessment at booking, prevention strategies,

availability of antenatal steroids and magnesium sulphate, USS capacity, cervical cerclage availability, telephone
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consultations where required, screening for bacteriuria, smoking cessation, use of aspirin, fetal fibronectin are and

remain available at Liverpool Women’s Hospital NHS Foundation Trust.

Successes of Implementation.

All women who attend a booking appointment have an assessment for their risk of preterm birth. Upon
recognition of any risk factors referral is made on Meditech to the preterm birth clinic and placed on a risk
based clinical pathway as determined within Saving Babies Lives.

Management of multiple pregnancies is led by a Consultant in Fetal Medicine and is in line with NICE
guidance. This clinic is supported by midwives with an interest in multiple pregnancies.

Cervical length screening is performed in multiple pregnancies by the preterm birth service, which is not
currently mandated by NICE, but as an extra service for this at risk group.

LWH is an active participant in current research studies and is proudly involved in some that are looking at
interventions for pre-term birth, namely; C-Stitch, C-Stitch2, Support, Craft and Encircle.

Since publication of the last report, the Pre-Term labour and Fetal Centre Teams have now enabled the

ability for ALL women with ANY history of LLETZ treatment to be referred to a Pre Term Labour Clinic.

Challenges to implementation

The recommendation that all women who had a previous caesarean birth at full dilatation has not been
implemented into the pathway for referral to the preterm birth clinic. However, this deviation from the
SBLCBv2 has been considered by the Strategic Clinical Network and CCG and approved. The Trust is
awaiting the publication of the Craft Study — a study looking at cervical cerlage after full dilatation

caesarean section. The Trust is participating in this study as a recruiting site.
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Conclusion.

This report details the progress made so far and the actions required to continue to work
towards full and complete implementation of the whole of the Saving Babies Lives Care
Bundle Version 2. Following the launch of the newly revised Maternity Incentive Scheme
2020, a focus on meeting the requirements with regards to Safety Action 6 continues.
Audits are planned to provide assurance that Liverpool Women’s Hospital NHS Foundation
Trust are meeting the requirements of SBLCBv2 and to evidence compliance with the
Maternity Incentive Scheme.

It is important to note, that the Trust continues to work closely with our regional partners
at the SCN and the LMS, with completion and submission of the Care Bundle Surveys to
the Regional Chief Midwife. Attendance at the Cheshire & Merseyside Stillbirth SIG and
Safety SIG by the Trust Quality & Safety Midwife and two Consultant Obstetricians (one of
whom is the Chair for the Stillbirth SIG) continues and provides an opportunity for the SBL
progress to be discussed at a regional level.

Internally, Saving Babies Lives and its associated action plan are sighted across several
maternity meetings, including maternity clinical, maternity risk and maternity quality. This

report will also be sighted at the Family Health Divisional Board.
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Regional Chief Midwife Surveys.

Survey 1. Submitted in November 2019

[

3
Copy of North West
Coast REP v2 Survey

Survey 2. Submitted in March 2020

[

3
Copy of North West
Coast REP v2 Survey

Survey 2.5, Submitted in July 2020

[
3
Copy of SBLCB
Survey 2 (v2) Region

Survey 3. Submitted in October 2020

[

3
Copy of North West
Coast REP v2 Survey
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PAPER/REPORT TITLE: | Serious Incident Report — Quarter 2, 2020-21

DATE OF MEETING: Thursday, 03 December 2020

ACTION REQUIRED Assurance

EXECUTIVE DIRECTOR: | Janet Brennan, Acting Director of Nursing and Midwifery

AUTHOR(S): Christopher Lube, Head of Governance and Quality
STRATEGIC Which Objective(s)?
OBJECTIVES:

1. Todevelop a well led, capable, motivated and entrepreneurial WOf'kaI'CE
2. To be ambitious and efj‘icient and make the best use of available resource
3. Todeliver safe services

4, To participate in high quality research and to deliver the most effective
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Outcomes
5. Todeliver the best possible experience for patients and staff
LINK TO BOARD Which condition(s)?
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2. Potential risk of harm to patients and damage to Trust's reputation as a result of
failure to have sufficient numbers of clinical staff with the capability and

CapACity tO dlIVEr the DEST CAIE. ....coveeceeesceeeceseieereteet e siesesvesre e eseesessss e sresse s essesenes X
3. The Trust is not financially sustainable beyond the current financial yeatr........................ ]
4. Failure to deliver the annual finANCIQl PIAN .......c.covveevceeeeeristeesieeseestesiiee e s sree st es s e ]
5. Location, size, layout and accessibility of current services do not provide for

sustainable integrated care or quality SErvice ProviSion ...............eveceeeneesceeeneesscsenns X
6. Ineffective understanding and learning following significant events...............ccccoceveveueue. X

7. Inability to achieve and maintain regulatory compliance, performance
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L X

8. Failure to deliver an integrated EPR against agreed Board plan (Dec 2016) ...................

CQC DOMAIN Which Domain?
SAFE- People are protected from abuse and harm

EFFECTIVE - people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence.

CARING - the service(s) involves and treats people with compassion, kindness, dignity
and respect.

RESPONSIVE - the services meet people’s needs.

XX X XX

WELL-LED - the leadership, management and governance of the

organisation assures the delivery of high-quality and person-centred care,
supports learning and innovation, and promotes an open and fair culture.
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ALL DOMAINS O
LINK TO TRUST 1. Trust Constitution X 4. NHS Constitution X
STRATEGY, PLANAND | 5 Operational Plan X 5. Equality and Diversity X

EXTERNAL
REQUIREMENT

6. Other: Click here to enter text.

X

3. NHS Compliance

FREEDOM OF 1. This report will be published in line with the Trust’s Publication Scheme, subject to
INFORMATION (FOIA): | redactions approved by the Board, within 3 weeks of the meeting

RECOMMENDATION: It is recommended that the Board reviews the contents of this paper and takes
(eg: The assurance as to the robust process in place for the reporting and investigation of
Board/Committee is SI’s and subsequent monitoring of actions.

asked to:-....)

PREVIOUSLY Committee name Quality Committee (monthly report)

CONSIDERED BY:

Date of meeting August, September and October
Meetings 2020

Executive Summary |

The following report relates to serious incidents reported during quarter 2 2020/21 and also includes completed
investigations and information on the roots cause identified following the completion of the Serious Incident
Investigation using Root Cause analysis and progress with actions.

There were 7 Serious Incidents (SI’s) declared on the StEIS system as per Trust Policy in line with NHS England
StEIS reporting criteria during Quarter 2 in 2020/21 period. The cases were identified in the following areas of
the Trust; 1 for Clinical Support Services (Obstetric Theatre), 2 for Maternity, 3 for Neonatal, 1 for Gynaecology.

There were 5 Serious Incident final reports submitted to the CCG as in Quarter 2. The reports submission met
the required timeframe (60 working days) as set out in the Trust Policy.

All of the Serious Incidents submitted to the CCG continue to be reviewed at the CCG S| Panel during the
pandemic with meetings being held via a virtual Teams meeting from the summer of 2020. All reports reviewed
have been well received with the panels commenting on the robustness of the investigations and the findings.

Duty of candour has been met in 100% of all Sl cases and there are no overdue actions at the time of writing the
report.

The report which has been presented, provides an update as to the number of SI’s reported on StEIS and
clearly demonstrates that the Trust continues to have an open culture of reporting and a robust process of
investigation and provision of final investigation reports to the Clinical Commissioning Group, which provide
clear root causes and lesson learnt. The Trust has been complimented by the CCG on numerous occasions as to
the quality of the Trust Si investigations and associated reports which provides them with assurance.

It is therefore recommended that the Board note the contents of this paper and take assurance as to the
robust process in place for the reporting and investigation of SI’s.
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Report |

The agreed definition of a Serious Incident, both nationally and in the Trust Policy, is: “An accident or incident
when a patient, member of staff, or member of the public suffers serious injury, major permanent harm or
unexpected death, (or the risk of death or injury), on hospital, other health service premises or other premises
where health care is provided and where actions of health service staff are likely to cause significant public /
media concern”.
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The Trust follows NHS England’s guidance in reporting Serious Incidents and carrying out investigations. This
includes uploading all Serious Incidents onto StEIS (Strategic Executive Information System) for external review.
Both our local commissioners and our regulators are informed of the Trust’s Serious Incidents and monitor the
outcomes.

Internally, Serious Incidents are managed operationally through the Safety Senate and through the Quality
Committee.

In many cases it is immediately clear that a serious incident has occurred. If it is not clear whether an incident
fulfils the definition of a Serious Incident, the Trust engages in open and honest discussions to agree the
appropriate and proportionate response. Both NHS England and our local commissioners recognise that the best
position is for us to discuss openly, to investigate proportionately and to let the investigation decide. It is
nationally accepted that organisations that report more incidents usually have a better and more effective
safety culture.

There were 7 Serious Incidents (SI’s) declared on the StEIS system as per Trust Policy in line with NHS England
StEIS reporting criteria during Quarter 2 in 2020/21 period. The cases were identified in the following areas of
the Trust; 1 for Clinical Support Services (Obstetric Theatre), 2 for Maternity, 3 for Neonatal, 1 for Gynaecology.

There were 5 Serious Incident final reports submitted to the CCG as in Quarter 2. The reports submission met
the required timeframe (60 working days) as set out in the Trust Policy.

There is 1 Sl related to the neonatal unit which was classed as a near miss Never Event, which involved the
administration of Potassium Acid Phosphate rather than Potassium Chloride. This was not declared as a Never
Event as did not meet the definition within the National Framework for strong potassium. Potassium Acid
Phosphate which was actually given is a lower strength of Potassium so did not meet the definition in the SI
framework.

During a retrospective external review of 10 neonatal deaths from 2017, by Birmingham Womens Hospital
Neonatal Team, there was one case which was identified where inappropriate use of ventilation setting on High
Frequency Oscillation had been used. This was was considered too have potentially contributed to the baby’s
death and the case has been referred to the coroner. Since the time of this case, the policies, procedures,
training and equipment in relation to the use and management of ventilation on the Neonatal unit has changed
and this case could not occur again.

Due to an increase in serious incidents relating to imaging or where imaging has been a factor as part of the
incident, the executive directors have requested that an external review of imaging is undertaken, this is

currently in the process of being organised.

The table below provides a brief overview of the StEIS serious incidents reported in quarter 2.
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Service StEIS Ref. Reported in Summary
Line with Policy
Maternity 2020/13009 Yes A primigravida with an uncomplicated pregnancy
underwent routine induction of labour for post
maturity/postdates.

Instrumental delivery. The baby received a
prolonged period of advanced resuscitation with
subsequent intubation and adrenaline and
transferred to neonatal unit for therapeutic
cooling.

Immediate Action Taken:

e Support given to staff involved in the patient’s care

Statements requested by staff involved in patients care to allow further review
Case reported to HSIB/EBC portal

DOC to parents

Review of instrumental trolley provision on DS

CTG issues disseminated for learning72 hours review conducted:

CTG issues disseminated for learning

Initial Lesson Learnt:

e Incorrect advice given when rang with reported spontaneous rupture of membranes

e On return and reinsertion of propess there was a lack of discussion regarding plan for artificial rupture of
membranes and change of place of birth from home to inpatient

e At 15.20 VE at 8cm/rim a fetal heart deceleration was misinterpreted as loss of contact on the CTG

e At 16.20 Fetal blood sampling invoked no reactivity of the fetal heart and there was a lack of recognition
of this being suspicious.

e Hyper stimulation was not recognised or managed appropriately with on-going IVI Syntocinon

e CTG categorised as suspicious on two occasions and there was no escalation to an ST6 or above

e An ST3 review was carried out instead and there was no plan made

e The pathological CTG and prolonged bradycardia was not recognized at the time and not escalated to the
senior obstetrician ST6/7

Service StEIS Ref. Reported in Summary
Line with Policy
Maternity 2020/13448 Yes 12 day Post-natal admission to RLUH AED with

Sepsis, transferred to ITU confirmed E-Coli.
Identified in pregnancy, no record of treatment
during acre or after discharge.

Immediate Action Taken:
e Obstetric medical and maternity staff statements to be requested.
e Escalation to Head of Midwifery and Clinical Director for consideration of STEISS reporting and completion
of Sl.
e Escalated to Head of Governance

Immediate Lesson Learnt:
o Asymptomatic bacteraemia pathway — not followed. Booking sample not repeated, test of cure following
confirmed UTI treatment not obtained.
o UTI antibiotic treatment course not completed as an inpatient
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o Midwife did not escalated abnormal clear loss PV to medical staff
e Several reviews for haematuria by junior staff, lack of escalation
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Service StEIS Ref. Reported in Summary
Line with Policy
Neonatal 2020/14059 Yes Near miss Never Event involving the administration

of Potassium Acid Phosphate rather than
Potassium Chloride

Note: Not declared as a Never Event as did not meet the
definition within the National Framework for strong
potassium.

Immediate Actions Taken:
Potassium acid phosphate and potassium chloride should be separated in the CD cupboard
Pre-filled bags of potassium chloride to be sourced
Once pre-filled bags are sourced, datasheets to be amended
Process for CD key holder to be reviewed at Senior Nursing Operations meeting
Medication incidents/SI’s and Never events to be highlighted at unit meeting
Review lighting in rooms

Initial Lesson identified
e Potassium chloride and potassium acid phosphate should not be stored beside each other in the
controlled drugs cupboard
e Neonatal CD drug process introduces a third person by way of the key holder going to the CD cupboard
e Adequate lighting should be used to check drugs before administration

Quarter 2 - August

Service StEIS Ref. Reported in Summary
Line with Policy
CSS — Obstetric 2020/15123 Yes Unexpected admission to ITU following an
Theatres Elective Caesarean Section

Diagnosis of anterior placenta praevia possible
focal accreta at the left anterior uterine wall
increased vascularity breech position evidence of
placenta in bladder mucosa, Patient started
bleeding +++ following delivery of baby, Placenta
removed and patient was stabilising.

Following closure of the abdomen concern patient
was about to go into a cardiac arrest, patient
collapsed and aortic compression where required
including a total of 22 unit of blood.

Decision made for a radical hysterectomy to be
completed.
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Immediate Action Taken:
e Aradical hysterectomy to be completed.
e Patient stabilised and transferred to ITU at RLUH.

Initial Lesson Learnt:

e MDT antenatal approach to ensure the surgical and anaesthetic team are fully prepped for the case.
e Dedicated gynaecologists to support placenta accrete surgery

e Presence of gynaecologist at the surgical huddle and for the duration of the CS/surgery

(9
o
[%2]
il
C
[<B)
9
(®)
=
n
>
Q
-
(0]
0p]

Service StEIS Ref. Reported in Summary
Line with Policy
Neonatal 2020/16403 Yes Retrospective Incident from 2017 identified from

an external review of cases of care provided to
very preterm babies by neonatologists from
Birmingham Women’s.

Case of a 24 week twin, prolonged rupture of the
membranes from 19 weeks with anhydramnios.
After birth the baby had respiratory failure and
commenced HFOV (powerful ventilation). This
baby commenced on a MAP of 26cmH20
(according to several entries in the records). This
level of MAP would never be used in a preterm
infant. There was hypotension and poor cardiac
output. There were frequent cardiorespiratory
arrests and the baby died at 8 hours of age. This
baby was high risk for not surviving but it is
possible that the inappropriate high MAP was the
cause of, or contributed to, her death.

Immediate Action Taken:

e None at this time as this is a retrospective review. Since 2017 there have been changes in ventilation
guideline and there have been a series of focussed training sessions around a new ventilation policy. The
unit has new ventilators and had staff have been trained on these. The mortality review process has
changed and this issue would now be picked up if it occurred again.

On initial review it was identified that:
e The wrong level of MAP was used for the gestation of the baby.
e Practice has changed since the incident occurred

This case has been referred to the coroner and an inquest will take place in due course.
The family have had full disclosure and a full, discussion with Dr Yoxall who completed the Sl investigation
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Quarter 2 - September

Service StEIS Ref. Reported in Summary
Line with Policy
Neonatal 2020/17398 Yes The initial incident reported that “an adrenaline

infusion was started during a resuscitation. The
label on the infusion stated double strength,
however quad strength was written in mls to be
added to the infusion”. This qualified as a
medication prescribing error, which led to a drug
administration error.
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Immediate Action Taken:

e Statements were requested from staff involved

e The importance of following policy has been highlighted to the individuals involved and to staff via the
unit meeting held on 14™ September 20

e The incident was discussed at the neonatal medicines group on 15™ September 20

Immediate Lesson Learnt:
e Medication and prescribing error due situational error

Service StEIS Ref. Reported in Summary
Line with Policy
Gynaecology 2020/18433 The patient was referred from GOPD to the Mirena
Clinic for insertion of a Mirena Coil for heavy
menstrual bleeding it was identified at the Mirena
Clinic that there was a coil in the abdomen.

X-ray completed in March 2020 not reviewed

Immediate Action Taken:

e The images from the ultrasound scan undertaken on 2 March 2020 have been reviewed by the Lead
Sonographer and are all of good quality and show there is no evidence of an IUCD. The report also states
that an X-ray is required due to the patient’s symptoms.

Immediate Lesson Learnt:

¢ Vigilance required during Gynaecology Ward Round in relation to reviewing all investigations performed
on the patient.

The Executive Directors have requested a formal external review of Imagining takes place which is
currently being organised.
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