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AGENDA
ltemno.  Title of item Objectives/desired Process Item
outcome presenter
21/22/
PRELIMINARY BUSINESS
Introduction, Apologies & Declaration of Receive apologies & Verbal Chair 09.00
064 Interest declarations of interest (5 mins)
Meeting Guidance Notes To receive the meeting Written Chair
065 attendees’ guidance
notes
Minutes of the previous meeting heldon 1 | Confirm as an accurate Written Chair
066 July 2021 record the minutes of the
previous meeting(s)
Action Log and matters arising Provide an update in Written Chair
respect of on-going and
067 outstanding items to
ensure progress
Patient Story To receive a patient story | Verbal Chief Nurse | 09.05
068 & Midwife (15 mins)
Chair’s announcements Announce items of Verbal Chair 09.20
069 significance not found (10 mins)
elsewhere on the agenda
Chief Executive Report Report key developments | Written Chief 09.30
and announce items of Executive (10 mins)
070 L
significance not found
elsewhere on the agenda
QUALITY & OPERATIONAL PERFORMANCE
Quality & Operational Performance Report | For assurance — To note Written Chief 09.40
071a the latest performance Operating (80 mins)
measures Officer
Safeguarding Annual Report 2020/21 For assurance and Written Chief Nurse
071b approva| & Midwife
Freedom to Speak Up For assurance and Written Chief People
i)  Whistleblowing / Freedom to Speak up | approval Officer
071c Annual Report 2020/21
ii) Freedom to Speak Up Vision and
Strategy 2021-24
Integrated Governance Report For assurance Written Chief Nurse
071d & Midwife
071e | Bi-Annual Safe Staffing For assurance Written (sihli\jf Nurse
idwife




Chair’s Reports from the Quality Committee | For assurance, any Written Committee
071f escalated risks and Chair
matters for approval
BREAK — 10 mins
PEOPLE
Workforce Performance Report For assurance — To note Written Chief People | 11.10
072a the latest performance Officer (30 mins)
measures
Equality Diversity and Inclusion Update, For assurance Written Chigf People
072b | including WRES and WDES 2021 Data Officer
Chair’s Report from the Putting People First | For assurance, any Written Committee
072c | Committee escalated risks and Chair
matters for approval
BREAK — 15 mins
Board Thank You —5 mins
FINANCE & FINANCIAL PERFORMANCE
Finance Performance Review Month 4 For assurance - To note Written Chief 12.00
073a | 2021/22 the current status of the Finance (45 mins)
Trusts financial position Officer
Future Generations Programme: Expression | For approval Written C'hief
073b | of Interest to Build a New Liverpool g;gnce
. cer
Women'’s Hospital
Chair’s Report from the Finance, For assurance, any Written Committee
Performance and Business Development escalated risks and Chair
073c Committee matters for approval
Chair’s Report from the Audit Committee For assurance, any Written Committee
073d e Bribery Briefing note escalated risks and Chair
matters for approval
BOARD GOVERNANCE
Well-Led Governance Review — Action Plan | For approval Written Trust 12.45
074a Secretary (30 mins)
Board Assurance Framework For assurance Written Trust
074b Secretary

CONSENT AGENDA (all items ‘to note” unless stated otherwise)

All 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, any such items will be made clear at the start of the meeting.

075a R&D Annual Report For assurance Written MEdlcal
Director
Chief
075b Health & Safety Annual Report For assurance Written Operating
Officer
. . . Trust
075c | Constitution Amendment For approval Written Srus
ecretary
. . Trust
075d | Membership Strategy For approval Written rus

Secretary

Consent




- Trust
075e S(:)zjz?c;ate Governance Manual - 2021 For approval Written ey
Updated LHP Members Agreement following ) Chief
075f , . F I Writt :
formal dissolution of LHP Ltd. or approva ritten Executive
CONCLUDING BUSINESS
076 Review of risk impacts of items discussed Identify any new risk Verbal Chair 13.15
impacts (5 mins)
Chair’s L Verbal Chair
077 airsog Identify any Chair’s Logs erve
0 Any other business Consider any urgent Verbal Chair
78 & Review of meeting items of other business
Finish Time: 13.20
Date of Next Meeting: 4 November 2021
13.20 - 13.30| Questions raised by members of the | To respond to members of the public on Verbal Chair

public matters of clarification and understanding.
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Meeting attendees’ guidance

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.

Before the meeting

e Consider the most appropriate format for your meeting i.e. physical, virtual or hybrid. There
are advantages and disadvantages to each format, and some lend themselves to particular
meetings better than others. Please seek guidance from the Corporate Governance Team if
you are unsure.

General considerations:

e Submit any reports scheduled for consideration at least 8 days before the meeting to the
meeting administrator. Remember to try and answer the ‘so what’ question and avoid
unnecessary description. It is also important to ensure that items/papers being taken to the
meeting are clear and provide a proposal/recommendation to reduce unnecessary discussion
time at the meeting.

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

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

¢ 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 this is permitted.

Virtual / Hybrid Meetings via Microsoft Teams and other digital platforms

e For the Chair / Administrators:

o Ensure that there is a clear agenda with breaks scheduled if necessary

o Make sure you have a list of all those due to attend the meeting and when they will
arrive and leave.

o Have a paper copy of the agenda to hand, particularly if you are having to host/control
the call and refer to the rest of the meeting pack online.

o If you are the host or leader for the call, open the call 10-15 minutes before the start
time to allow everyone to join in an orderly way, in case there are any issues.

o At the start of the call, welcome everyone and run a roll call/introduction - or ask the
meeting administrator to do this. This allows everyone to be aware of who is present.

o Be clear at the beginning about how long you expect the meeting to last and how you
would like participants to communicate with you if they need to leave the meeting at
any point before the end.

e General Participants

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

Mute your screen unless you need to speak to prevent background noise
Only the Chair and the person(s) presenting the paper should be unmuted
Remember to unmute when you wish to speak

o O O O O
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Use headphones if preferred
Use multi electronic devices to support teams.
You might find using both mobile and laptops is useful. One for Microsoft teams and
one for viewing papers

At the meeting

General Considerations:

e For the Chair:

O

The chair will assume that all members come prepared to discuss agenda items having
read through supporting papers, this obviates the need for leads to take up valuable
time presenting their papers.

The chair will allow a free ranging debate and steer discussions to keep members on
track whilst at the same time not being seen to overly influence the outcome of the
debate.

The chair will provide a brief summary following presentation and discussion of the
paper, confirming any key risks and / or assurances identified and whether there are
any matters for the Chair’s log.

The chair will question leads when reports have not been submitted within the Trust’s
standard template or within the required timeframe.

Ensure that correct people are in the room to ‘form the meeting’ with other attendees
invited to attend only when presenting their item.

¢ General Participants:

O
O
O

Focus on the meeting at hand and not the next activity

Actively and constructively participate in the discussion

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 but should be flagged to the Chair at the beginning of the meeting.

Virtual / Hybrid Meetings via Microsoft Teams and other digital platforms

e For the Chair:

O

Make sure everyone has had a chance to speak, by checking at the end of each item if
anyone has any final points. If someone has not said anything you might ask them by
name, to ensure they have not dropped off the call or assist them if they have not had
a chance to speak. In hybrid meetings, it can be useful to ask the ‘virtual’ participants
to speak first.

July 2021
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o Remember to thank anyone who has presented to the meeting and indicate that they
can leave the meeting. It can be easy to forget this if you can’t see them.

e General Participants:

o Show conversation: open this at start of the meeting.
= This function should be used to communicate with the Chair and flag if you wish
to make comment
o Screen sharing
= |f you wish to share a live document from your desktop click on share and
identify which open document you would like others to view

Attendance

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

After the meeting
e Follow up on actions as soon as practicably possible
¢ Inform colleagues appropriately of the issues discussed

Standards & Obligations

1.

arwn

o

10.

11.

12.

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 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

July 2021
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13. 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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Board of Directors

Minutes of the meeting of the Board of Directors

PRESENT

Robert Clarke
Kathryn Thomson
Jenny Hannon
Gary Price

Jo Moore

Louise Martin
Lynn Greenhalgh
Dr Susan Milner
lan Knight

Prof Louise Kenny
Tony Okotie
Marie Forshaw
Michelle Turner

IN ATTENDANCE
Dawn Valentine Gray
Prof. Colin Morgan

Dr Timothy Neal
Angela Winstanley
Eva Horgan

David Dodgson
Chris Gough
Stephen Chapman
Jodie Reardon
Kathryn Sandison
Kirsty McCartney
Andrew Weeks
Lesley Mahmood
Felicity Dowling
Teresa Williamson
Mary McDonald
Mark Grimshaw

APOLOGIES:
Tracy Ellery

Chair

Chief Executive
Director of Finance
Chief Operating Officer

held virtually at 09.30am on 1 July 2021

Non-Executive Director/Vice Chair

Non-Executive Director
Medical Director
Non-Executive Director/SID
Non-Executive Director
Non-Executive Director
Non-Executive Director

Director of Nursing & Midwifery

Chief People Officer

Macmillan Nurse, Gynae-Oncology (item 47 only)
Consultant Neonatologist / Deputy Director for Starting Well (item 50b

only)

Director of Infection, Prevention & Control (item 50d only)
Quality & Safety Midwife (until item 50g)

Deputy Director of Finance

Financial Controller (Board Thank You only)

Financial Accountant (Board Thank You only)
Security Officer (Board Thank You only)
Health Care Assistant (Board Thank You only)

Administrator (Testing & Surveillance Team) (Board Thank You only)
Switchboard (Board Thank You only)
Consultant Obstetrician (Board Thank You only)

Member of the public
Member of the public
Member of the public
Appointed Governor
Trust Secretary (minutes)

Non-Executive Director

Core members

Apr | May | Jun | Jul | Aug

Sep

Oct

Nov | Dec | Jan | Feb | Mar

Robert Clarke - Chair

v v v

Kathryn Thomson - Chief Executive

v v v

Dr Susan Milner - Non-Executive
Director / SID

v v v
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Jo Moore - Non-Executive Director /
Vice Chair

Tracy Ellery - Non-Executive Director

Louise Martin - Non-Executive Director

lan Knight - Non-Executive Director

N IRNIENERN

Tony Okotie - Non-Executive Director

NEEENIENERN
N ERNERNERNERN

Prof Louise Kenny - Non-Executive
Director

N
N
N

Jenny Hannon — Chief Finance Officer

Marie Forshaw — Chief Nurse &
Midwife

v v v

Gary Price - Chief Operating Officer

Michelle Turner - Chief People Officer v A v

v v v

Dr Lynn Greenhalgh - Medical Director

Present (v) Apologies (A) Representative (R) Non attendance (NA)
21/22/
043 Introduction, Apologies & Declaration of Interest

The Chair welcomed everyone to the meeting. Apologies were noted as above and there were no
declarations of interest.

044 Meeting guidance notes
The Board received the meeting attendees’ guidance notes.

045 Minutes of the previous meetings held on 6 May 2021
The minutes of the Board of Directors meetings held on 6 May 2021 were agreed as a true and
accurate record.

046 Action Log and matters arising

The Trust Secretary drew attention to Action 21/22/008a ‘Performance Report’, noting that whilst
progress had been made to develop the reporting of areas of statutory compliance, this would only
be complete for September 2021 (action marked as complete on tracker).

047 Patient Story

The Macmillan Nurse (Gynae-Oncology) attended to present the story of a patient who had required
symptomatic support at the Trust during chemotherapy treatment. Emotional support had also been
provided via face-to-face and telephone contacts. Subsequent scans showed a progression of disease
and the patient moved into palliative care, again with emotional support provided from the
Macmillan nurse. The patient opted to stay at the Trust for their palliative care (Mulberry Suite), due
to the personal relationships that had developed during their care. Despite challenges relating to the
Covid-19 pandemic, arrangements were made for safe visiting. The patient’s daughter had a
significant birthday and the Trust ensured that a celebration could be held with important memories
made. The patient unfortunately passed away at the Trust with their husband present at their side.

The Chair remarked that ‘going the extra mile’ did not adequately describe the support that the
Trust’s teams provided to the patient and their family. The Chief Executive extended a thank you to
the team and noted that the Mulberry Suite was a special place. The Trust was currently exploring
options to carry out refurbishment to make further improvements.

The Medical Director stated that the story showed the power of face-to-face contact, something that
had been made challenging during the pandemic. Attention would need to be given in terms of how
to prioritise face-to-face care when developing Covid-19 recovery plans. The Medical Director also
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queried the on-going support for families. The Macmillan Nurse explained that the team signposted
to available services.

The Chair and Board members thanked the patient’s family for enabling the story to be shared and
the teams involved in the care.

Dawn Valentine Gray left the meeting

048 Chair’s announcements
The Chair noted the following issues:

e A Council of Governor meeting had been held on 13 May 2021 and another was scheduled
for 22 July 2021. Part of the meeting on the 22 July 2021 would consider the outcomes from
the Chair and Non-Executive Director appraisal process.

e An Integrated Care System Assembly meeting had been held for Chairs and Non-Executive
Directors. The Trust had been well represented at the event.

e The Chair had attended an inclusive leadership talk by John Amaechi, OBE. A key lesson from
the event was the importance of individuals ensuring that they “treated others as they would
want to be treated”.

The Board noted the Chair’s update.

049 Chief Executive’s report
The Chief Executive presented the report which detailed local, regional and national developments.
The Trust had held a ‘Diversity Day’ which had been attended by John Barnes who spoke to staff about
his experience of racism and outlined his support for the Trust’s ‘Be Kind” campaign.
The Chief Operating Officer reported that the Covid-19 pandemic continued to present significant
challenges. As community infections and the requirement for people to isolate was increasing, this
was impacting on the availability of staff. The Trust had recently taken the unusual step to divert
maternity patients to neighbouring units and this was due to a mixture of staffing issues and the
acuity of patients presenting. The Trust was working closely with partner organisations to ensure the
safety of maternity services across Cheshire & Merseyside.
The Trust Secretary noted that the Board approved the application of the Trust Seal on a lease
pertaining to the use of Mulgrave Street Car Park with Liverpool City Council via email. The Board was
asked to ratify this decision.
The Board of Directors:

e noted the Chief Executive update.

e Ratified the decision to approve the application of the Trust Seal on a lease pertaining to the
use of Mulgrave Street Car Park with Liverpool City Council

050a Quality & Operational Performance Report

The Board considered the Quality and Operational Performance Report. Non-Executive Director, lan
Knight noted a deterioration in mandatory training compliance and queried what had caused the
change of trajectory from a trend of recent improvement. The Chief People Officer noted that the
staffing challenges in maternity was having an impact on compliance as it was difficult to release staff
for training. The Trust was taking a risk-based approach to targeting training to ensure that safety was
maintained. Improvements in mandatory training compliance were being seen in other areas.

The Chair asked if there was any alternative action that could be taken to improve sickness and
mandatory training performance. The Chief People Officer asserted that all NHS organisations were
similarly challenged and that attempts were being made to look across networks for alternative
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approaches e.g., online training. However, it was noted that different approaches for specialist clinical
training were limited.

Non-Executive Director, Louise Martin, queried how the Trust’s target for complaints had been set.
The Director of Nursing & Midwifery noted that it was most likely a nationally mandated target but
undertook to seek clarification.

Action: To seek clarification on the setting of the Trust’s complaints target.

The Trust Secretary noted that an updated Oversight Framework had been produced by NHS
Improvement / England with an accompanying suite of metrics. This was being reviewed and would
be assessed against the current Key Performance Indicators reported to the Board and its
Committees.

Chair’s Log: For relevant Committee’s to review the new Oversight Framework KPIs relevant to their
area of oversight.

The Chief Operating Officer outlined the Trust’s progress for Covid-19 recovery performance. An area
of pressure related to day case capacity and in response, the Trust was looking to increase ambulatory
capacity. Recovery trajectories were being monitored weekly at the Executive Team and whilst the
Trust was performing moderately, there were challenges. In terms of cancer performance, it was
explained that the Trust was looking to work towards pre-Covid-19 cancer pathways by Quarter 3
2021/22. Work was progressing with partners across the region towards this aim and it was noted
that positive progress was being seen in diagnostic performance.

The Chair queried whether there were any other areas of challenge that would prevent the Trust
reverting to pre-Covid-19 cancer pathways. The Chief Operating Officer noted that staffing challenges
would continue to put challenges on recovery. The Director of Nursing & Midwifery added that
increased pressure on obstetric theatres was also impacting theatre utilisation.

Chair’s Log: Quality Committee to review progress towards and potential challenges to reverting to pre-
Covid-19 cancer pathways.

A suite of metrics for tracking estates and facilities performance was in progress and was being
overseen by the Finance, Performance & Business Development Committee. There was a challenge
relating to a Planned Preventative Maintenance backlog that was being managed.

The Board of Directors:
e Received and noted the Quality & Operational Performance Report.

050b

Starting Well Programme

Prof. Colin Morgan attended to outline the ‘Starting Well’ Programme — a key project being managed
by Liverpool Health Partners. Prof. Colin Morgan explained that promoting a healthy lifestyle,
mitigating and preventing adversity, promoting positive mental health and tackling chronic
inflammatory and infection-related disorders were part of the Programme’s mission to better the
lives of women, children and young people across the region and beyond. A life course approach was
key. It was asserted that good maternal health increased the chances for a safe delivery and good
birth weight, both crucial factors for a positive start to life. Promoting a healthy lifestyle decreased
the risk of adverse health factors for children as they grew up.

It was noted that there were several themes underpinning the project, each with research and / or
public health endeavours attached. The Chair asked how the Trust could best support the
Programme. Prof. Colin Morgan explained that the Trust had an opportunity for leading on regional
training pathways and for ensuring that research was ‘mainstreamed’ into day-to-day operations.
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Dr Susan Milner, Non-Executive Director, remarked that it was encouraging to see the joined-up
approach as outlined in the Programme. Prof. Colin Morgan agreed that the Programme would help
to connect clinicians to the public health agenda in a more meaningful way. The Medical Director
noted that similar discussions were being held as part of the Integrated Care System (ICS) discussions
where it had been noted that improvements were required in linking provider trusts to public health
processes.

The Chair noted that it would be important for the Trust to consider what population health outcomes
it was trying to influence and to return to the topic at a future Board discussion.

The Board of Directors:
e Noted the presentation and thanked Prof. Colin Morgan for attending the meeting.

050c

Lessons Learnt from Mortality Q4 and Annual Report

The Medical Director explained that the report had been collated from the quarterly adult, stillbirths
& neonatal mortality reports provided to the Quality Committee. It was stated that there were
processes in place for review in all three types of death at the Trust. Unlike other Trusts, every death
in the Trust, including expected adult deaths, were reviewed.

Attention was drawn to the fact that there had been two unexpected gynaecology deaths recorded
during the year. One of these had occurred as part of the mutual aid offer between the Trust and
Liverpool University Hospitals NHS Foundation Trust. Several key lessons had been learned and these
would be applied to future work in relation to system working and recovery. It was reported that
Neonatal mortality rate had seen an increase in the last year and an external review had been
commissioned by the team to review processes. This has started and was expected to complete by
Quarter 2 2022/23.

The Trust Secretary noted that receipt of the report supported the Trust’s CNST compliance.

The Chair remarked that future reports could be strengthened by more clearly identifying the lessons
learned at the front of the paper.

The Board of Directors:
e Noted the report and the assurance that there were adequate processes in place for learning

from deaths.

Dr Timothy Neal joined the meeting

050d

Annual Report of the Director of Infection Prevention and Control 2020/21

Dr Timothy Neal, Director of Infection Prevention and Control (DIPC) attended to present the report.
Dr Timothy Neal reminded the Board of their responsibilities regarding infection prevention and
control and continued to provide an outline of Trust performance during 2020/21.

It was noted that the Covid-19 pandemic had resulted in a highly challenging period for infection,
prevention and control, with policies and procedures needing to be developed, written and amended
throughout the year. There had been three nosocomial infections during the reporting period and 85
patients in total cared for at the Trust whilst Covid-19 positive. Dr Timothy Neal thanked the Board
for enhancing resources and support in response to the demands from the pandemic.

One MRSA infection had been reported during the year and whilst the number of Gram-negative
sepsis cases had reduced by 50% since 2016/17, general instances of congenital infections had
plateaued and therefore required further work during 2021/22.

Dr Timothy Neal continued to outline the Trust’s processes for monitoring water safety explaining
that the delivery of safe water was the responsibility of the estates function whilst the safe use of
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water was a clinical matter. A system for monitoring water flushing had been implemented in year
and the average rate of compliance required improvement. The most recent monthly figure showed
92% demonstrating a positive trajectory. In relation to the monitoring of water, the Trust had a zero-
non-compliance rate and no outlet had been found with Pseudomonas aeruginosa present. Rates of
Pseudomonas were also monitored with babies throughout the year.

Attention was drawn to the forward plan for 2021/22.

Prof. Louise Kenny, Non-Executive Director, commended the IPC team for maintaining a low number
of nosocomial infections despite a relatively high footfall throughout Trust premises. Dr Timothy Neal
stated that front line staff and greeters at the Trust entrances should also be commended for their
efforts.

Non-Executive Director, Louise Kenny thanked Dr Timothy Neal for proactively engaging with water
safety issues but noted an on-going concern with statutory compliance, particularly in relation to
staffing availability and frequency of oversight arrangements. Dr Timothy Neal acknowledged that it
was important for water safety groups to meet on a regular basis to provide oversight and
intervention when necessary. It had been agreed to increase the frequency in 2021/22 to quarterly
meetings from bi-annual.

The Board of Directors received and approved the Annual Report of the Director of Infection
Prevention and Control 2020/21 and approved its publication on the Trust website.

Dr Timothy Neal left the meeting

Angela Winstanley joined the meeting.

050e

Maternity Staffing

The Director of Nursing & Midwifery noted that due to current levels of activity alongside some
staffing challenges, the Maternity Service had been required to notify pregnant women on a few
occasions in recent weeks that their admission to the Trust could be impacted. Whilst service diverts
were a relatively common occurrence in the NHS, it was rare that the Trust had been in the position
to divert maternity services. The Board considered the report that provided an update regarding the
Trust’s maternity staffing issues, explaining the context to current establishment numbers, the drivers
behind the current challenges, and outlined the immediate and longer actions being put into place in
response.

The Chair remarked that the paper discussed actions for recruitment but provided less information
regarding retention. The Director of Nursing & Midwifery noted that the Trust was looking at
expanding training opportunities and that efforts were made to retain staff at all times. The Chief
People Officer highlighted that it was important for staff to have clarity regarding their progression
pathway and to offer opportunities relating to research.

Chair's Log: For the Putting People First Committee to explore the progression pathway and
development opportunities for the midwifery role.

Non-Executive Director Louise Martin noted that maternity activity had reduced from previous years
and queried whether this would have an impact on funding. The Director of Finance noted that the
Trust was seeing a higher level of acuity and this was reflected in the tariff. A Birthrate Plus study was
currently underway that would provide the Trust with intelligence regarding the appropriate level of
staffing resource against activity and acuity.

The Board of Directors:
e Received the update.
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050f Maternity Incentive Scheme (CNST) Position Paper
The Chief Operating Officer explained that the paper provided the final position in respect to
compliance against each of the ten maternity incentive scheme safety actions. Should the Board
provide their approval, the Chief Executive would progress with the Trust’s submission on 15 July
2021.
It was noted that the implementation of the Saving Babies Lives Care Bundle 2 (SBLCBV2) had
presented a challenge to the Trust since the last update paper provided on 10" June 2021. The Trust
guideline for the screening and management of Foetal Growth Restriction (FGR) had needed to be
updated to meet the SBLCBV2 requirements. This had been disseminated to all clinical stakeholders,
with ratification at the Family Health Divisional Board and at the Maternity Clinical Meeting. The
updated guideline was included Appendix E. It demonstrated compliance with the requirements that
all women, deemed at High Risk of FGR, as per SBL risk factors were managed in line with SBL
pathways.
Non-Executive Director Tony Okotie noted that there was a lesson to be learned regarding the clarity
of assurances provided to the Board and its Committees.
The Board of Directors

e Noted the Trust’s compliance position
e Instructed the CEO to sign the Board Declaration Form.

Angela Winstanley left the meeting.

050g Chair’s Reports from the Quality Committee

The Board considered the Chair’s Reports from the Quality Committee meetings held on 24 May 2021
and the 21 June 2021. Committee Chair and Non-Executive Director, Tony Okotie highlighted that the
meeting held on 21 June 2021 had received a report on lessons learned from cerebral palsy incidents
that was commended as a quality piece of work. It was agreed that the report would be circulated to
all Board members for information.

Action: To circulate the cerebral palsy lesson learning report to all Board members.

The Board of Directors:
e Received and noted the Chair’s Reports from the Quality Committee meetings held on 24
May 2021 and the 21 June 2021

In summarising the Quality and Operational Performance section of the meeting, the Chair noted the
importance of the Trust’s growing role in public health and the strong assurances received regarding
infection prevention and control.

Board Thank you

David Dodgson, Financial Controller, Chris Gough, Financial Accountant, Stephen Chapman, Security
Officer, Jodie Reardon, Health Care Assistant, Kathryn Sandison, Administrator (Testing & Surveillance
Team), Kirsty McCartney, Switchboard and Andrew Weeks, Consultant Obstetrician joined the
meeting.

The Director of Finance presented a Board Thank You to the finance team noting that it had been a
challenging year with a high level of complexity and uncertainty. This has been overlayed by a need
to ‘joint-run’ planning and year-end processes, the latter of which had been complicated by more
onerous value for money requirements.

The Chief Operating Officer presented a Board Thank You to staff who had been involved in the ‘front
of house’ efforts in relation to the Trust’s Covid-19 response. This included security, ‘greeters’ at the
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entrance, and switchboard. The first impression given by the Trust had been hugely important in
‘setting the tone’ for infection prevention and control measures and for on occasion, diffusing
challenging situations.

The Chief People Officer noted that the Trust had recently implemented ‘Schwartz Rounds’ as part of
efforts to provide psychological care and support to staff. A Board Thank You was presented to Dr
Andrew Weeks who had provided leadership to a wider team when establishing and overseeing the
Schwartz Rounds.

David Dodgson, Financial Controller, Chris Gough, Financial Accountant, Stephen Chapman, Security
Officer, Jodie Reardon, Health Care Assistant, Kathryn Sandison, Administrator (Testing & Surveillance
Team) Kirsty McCartney, Switchboard and Dr Andrew Weeks, Consultant Obstetrician left the meeting.

051a

Workforce Performance Report

The Board received the Workforce Performance Report. The Chair noted that workforce issues had
been discussed in the context of several other items during the meeting which highlighted the
importance of people when driving quality improvement.

It was noted that Information Governance training compliance had reached 95% to support the
Trust’s Data Security and Protection Toolkit submission.

The Board of Directors:
e Noted the Workforce Report.

051b

Chair’s Report from the Putting People First Committee

The Board considered the Chair’s Report from the Putting People First Committee meeting held on
17 May 2021. Committee Chair and Non-Executive Director, Jo Moore noted that a junior doctor
exception report had been noted by the Committee regarding missed breaks. The Committee
requested further information on the issue and discussed how to better hear the voice of junior
doctors at meetings, noting the importance of supporting this staffing group. An improved internal
audit outcome for mandatory training was noted — now ‘moderate’ assurance, previously ‘limited’. A
discussion was held regarding the workforce and cultural aspects of the Ockenden Report and the
Family Health Division was asked to continue to work against the issues identified. The challenges
regarding maternity staffing were reviewed and a recommendation made to increase the relevant
BAF risk score (discussed further in item 53b).

Non-Executive Director Tony Okotie queried whether the issue relating to the junior doctor exception
report was linked to the maternity staffing challenges. The Chief People Officer stated that this was
currently unknown, but work was progressing to review the potential corollaries of maternity staff
shortages on other staffing and service areas.

The Board of Directors:
e Received and noted the Chair’s Reports from the Putting People First Committee meeting
held on 17 May 2021.

052a

Finance Performance Review Month 2 2021/22

The Director of Finance explained that since the Month 1 report, the Trust had secured an additional
£4.9m of System funding through Cheshire and Merseyside Health and Care Partnership (C&M HCP).
Along with other changes, this meant that the Trust now had a breakeven plan for the first six months
of 2021/22 (H1). This was a challenging but achievable plan and would leave the Trust in a better
position for the second half of the year (H2), which was yet to be agreed. It was noted that there
remained some uncertainty regarding Elective Recovery Fund (ERF) calculations and as a result,
estimates were being utilised when forecasting Trust financial performance. The importance of
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ensuring good progress was being made against the Trust’s Cost Improvement Programme (CIP) was
noted.

Non-Executive Director, Louise Martin queried the nature of the ‘estates rationalisation” CIP item.
The Director of Finance explained that this related to the rationalisation of estate in locations other
than the Crown Street site.

The Board of Directors:
e Noted and received the Month 2 2021/22 Finance Performance Review

052b

Chair’s Reports from Finance, Performance and Business Development Committee

The Board considered the Chair’s Reports from the Finance, Performance & Business Development
Committee meetings held on 24 May 2021 and the 21 June 2021. Committee member and Non-
Executive Director, lan Knight highlighted that the Committee would be closely monitoring progress
against the Trust’s CIP over the next few months. Clarity was provided on the status of the Community
Diagnostic Hub. Whilst the Committee had approved the direction of travel and for a bid to be
submitted, the detailed business case had not yet been received and would follow to a future
meeting. Once the final business case had been received this would be reported through the usual
governance route — Committee and then Board — for final consideration and, if deemed appropriate,
approval. The Director of Finance noted that the Community Diagnostic Hub would support both the
community and the Trust’s services. Further clarity on the revenue implications was awaited.

The Board of Directors:
e Received and noted the Chair’s Reports from the FPBD Committee meetings held on 24 May
2021 and 21 June 2021.

052c

Chair’s Report from the Charitable Funds Committee

The Board considered the Chair’s Report from the Charitable Funds Committee meeting held on 14
June 2021. Non-Executive Director, Tony Okotie noted that an increase in fundraising activity had
been noted by the Committee and that a benchmarking exercise for charity resources was in progress.
The Chief People Officer noted that it was not unusual for NHS charities to compete for the same
funding and therefore this presented both an opportunity for collaboration and a risk in terms of the
availability of funding.

The Board of Directors:
e Received and noted the Chair’s Report from the Charitable Funds Committee meeting held
on 14 June 2021.

053a

Well-Led Governance Review — Action Plan

The Chair noted that the fieldwork for the external Well-Led review undertaken by Grant Thornton
was completed in April 2021 and a final report had been shared with the Trust and made available
for Board members to view.

The recommendations from the external review had been compiled into an action plan and combined
with outstanding actions from the Trust’s internal assessment. Grant Thornton had also undertaken
a site visit to several clinical areas during April 2021 and several recommendations also flowed out of
this process. These had also been captured into the overall action plan.

It was agreed that Executive Leads, Operational Leads and Non-Executive Leads would review their
aligned areas in detail with an aim of completing the majority of actions by the September 2021
Board. To support this process, it was also agreed that Committees would receive their aligned actions
for additional oversight.

Chair's Log: For Committees to receive aligned well-led actions for oversight and comment.
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The Board of Directors:
e Received the well-led action plan

053b Board Assurance Framework — 2021/22 Update
The Board received the Board Assurance Framework (BAF) that had been updated to align the key
risks with the Trust’s recently agreed strategic aims and to improve the layout in response to
comments received from Board members and the recent external well-led review. It was noted that
the BAF items had been considered by the respective Committees and it was noted that there had
been two points of discussion raised by the Putting People First Committee regarding items 1.1
‘Failure to be recognised as the most inclusive organisation in the NHS with Zero discrimination for
staff and patients (zero complaints from patients, zero investigations)’ and 1.2 ‘Failure to recruit and
retain key clinical staff’.
In relation to item 1.1, a discussion was held as to whether the current wording would result in Trust
having to score the risk disproportionately high, albeit there remained a desire to maintain the
intended ambition. It was agreed that the July 2021 Putting People First Committee meeting would
debate the wording and provide a recommendation to the Board. With regards to item 1.2, the acute
challenges in relation to maternity staffing had been discussed and the recommendation was to score
the item at ‘20’ rather than ‘16’ as had been initially suggested.
The process for reviewing and discussing the BAF at the Board and its Committees was discussed. It
was agreed that detailed discussions at Board would take place on a quarterly basis (with the BAF
made available as a reference document to each meeting) and that the Committees would review
their aligned BAF items at each meeting.
The Board of Directors:
e Agreed the layout and content of the BAF
e Agreed the proposed scores, including the increase to ‘20’ for item 1.2
054 Governance and Performance Framework
The Board approved the Governance and Performance Framework.
055 Review of risk impacts of items discussed
In summarising the meeting, the Chair highlighted the following key considerations:
e The growing importance of the Trust’s role in the wider public health agenda
e Continuing pressures relating to maternity staffing
e Continuing financial uncertainty
056 Chair'’s Log
The following Chair’s Logs were noted:
e Forrelevant Committee’s to review the new Oversight Framework KPIs relevant to their area
of oversight.
e Quality Committee to review progress towards and potential challenges to reverting to pre-
Covid-19 cancer pathways.
e Forthe Putting People First Committee to explore the progression pathway and development
opportunities for the midwifery role.
e For Committees to receive aligned well-led actions for oversight and comment.
057 Any other business & Review of meeting

The Chief Executive noted that there was an NHS Big Tea Party on 5 July 2021 to celebrate the NHS
and raise funds for NHS charities. The Board was encouraged to participate.
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The Chair noted that health inequalities and engagement with the public health agenda had been a
theme throughout the meeting and queried how the Board could best engage with the issue,
particularly defining the Trust’s Corporate Social Responsibility and its role in ‘place’. It was agreed
that a small working group consisting of Non-Executive Directors, Executive Directors and Senior
Managers could be set up to develop a scope for the scheme of work.

Action: To establish a Board working group to explore the Trust’s role in ‘place’ and the Corporate
Social Responsibility agenda.

Review of meeting
The Chair suggested that the Board should write to the Gynaecology Division to commend them for
their approach demonstrated through the Patient Story item.
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Action Log

Trust Board - Public
September 2021

Meeting

Date

Agenda ltem

Action Point

Owner

Action
Deadline

NHS

Liverpool Women'’s

NHS Foundation Trust

On track

Risks
identified but
on track

RAG
Open/Closed

Comments / Update

1July 2021 21/22/57 Any other business & Review | To establish a Board working | Chief Sept 21 On track Membership agreed. Date
of meeting group to explore the Trust’s role | People for first meeting being
in ‘place’ and the Corporate | Officer identified.
Social Responsibility agenda.
1July 2021 | 21/22/50g | Chair's Reports from the | To circulate the cerebral palsy | Medical Aug 21 Circulated on 2 August 2021
Quality Committee lesson learning report to all | Director
Board members.
1July 2021 21/22/50a Quality & Operational | To seek clarification on the | Chief Sept 21 On track Provisional discussions held
Performance Report setting of the Trust’s complaints | Nurse & to reduce 15 complaints
target. Midwife /mth to 6-7 /mth following
CNM discussion and
approval. This would reflect
an average over past 3
years that informs a
refreshed target.
6 May 2021 | 21/22/27b | Chair’s Report from Finance, | For a future Board workshop | Chief Oct On track To be considered as part of
Performance and Business | training on revised performance | Operating 21 the Board Development
Development Committee reports. Officer Programme
6 May 2021 | 21/22/26a | Staff Listening Events For the Executive Team to | Chief Sept 21 On track Proposal to Exec Team
consider  attendance,  staff | People meeting 1.9.21 & to PPF
engagement  and meeting | Officer Sept meeting.
location of future Listening
Events.
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o
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c
9
—
O
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NHS

Liverpool Women'’s
NHS Foundation Trust

(@)
o
—l
c
9
—
O
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Board oversight of delivery | Chief Sept 21 On track Update to go to Sept PPF
against the 30/60/90 day actions | People and to Board via Chairs
as agreed at the Listening Event | Officer Report
held in April 2021.

6 May 2021 | 21/22/25a Performance Report To ensure good practice of | Chief Sept 21 Daily Trustwide staffing

meeting held then reports
into daily Huddle. Staffing
levels captured in Power BI
twice a day. Mat 104 bleep
holder captures staffing 6
times a day. Matrons walk
their areas where staffing
challenges and current
position is discussed.
Presentation received on
the 14™ July 2021

communicating safe staffing | Nurse &
levels and service needs to front | Midwife
line staff is modelled across all
departments.

1 April 2021 | 21/22/005 | Patient Story For the Executive Team to | Chief July 21
receive assurance regarding the | Nurse &
progress of the outreach work in | Midwife
the Trust's wards by the
Honeysuckle Team.

4 February 20/21/270 | Ockenden Report Update For the MVP Chair to be invited | Chief Sept 21 On track Invite to be extended
2021 to attend a future Board meeting | Nurse & following agenda setting
to discuss the  patient’s | Midwife process for the September
perspective on maternity 2021 Board.
services.
Chair’s Log
Received/  Meeting Issue and Lead Officer Receiving / Action RAG Comments / Update
Delegated Date Delegating Deadline Open/Closed
Body
Received 22.07.2021 | Board to receive overview of Maternity Oversight | Audit Sept 21 Update in CEO Report.
Arrangements Committee
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Lead Officer: COO

NHS

Liverpool Women'’s
NHS Foundation Trust
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Delegated | 01.07.2021 | For Committees to receive aligned well-led | FPBD /QC/ July 2021
actions for oversight and comment. PPF
Lead Officer: Committee Executive Leads
Delegated | 01.07.2021 | To explore the progression pathway and | Putting People | September | Open
development opportunities for the midwifery | First 2021
role. Committee
Lead Officer: Chief Nurse and Midwife
Delegated | 01.07.2021 | To review progress towards and potential | Quality September | Open
challenges to reverting to pre-Covid-19 cancer | Committee 2021
pathways.
Lead Officer: Chief Operating Officer
Delegated 01.07.2021 | For relevant Committee’s to review the new | FPBD /QC/ September | Open
Oversight Framework KPls relevant to their area | PPF 2021
of oversight.
Lead Officer: Committee Executive Leads
Delegated | 06.05.2021 | For the FPBD Committee to receive a detailed | Finance, July 2021 Committee referred to the
variation review of the capital plan 2020/21. Performance update included in M12
& Business finance paper, see finance
Lead Officer: Director of Finance Development report appendix pack.
Committee
Delegated | 06.05.2021 | For the Quality Committee to review progress on | Quality September Note action timeframe
ensuring that there was improved practice of | Committee 2021 moved to August 2021 to

lesson learning and evidence that proposed
actions from the Lesson Learning report had
been put into place.

Lead Officer: Director of Nursing & Midwifery
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NHS

Liverpool Women'’s
NHS Foundation Trust
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Delegated | 04.03.2021 | For the quality impacts of robotic assisted Quality September | Open Remitted to Quality
surgery to be monitored by the Quality Committee 2021 Committee for action
Committee within six months from
implementation.

Lead Officer: Chief Operating Officer

Discussion held at March
2021 PPF meeting as part of
the Gynaecology divisional
reporting.

Delegated | 03.12.2020 | Gynaecology staffing challenges ‘deepdive’ Putting People | March
First 2021

Lead Officer: Chief People Officer / Director of Committee
Nursing & Midwifery
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Chief Executive Report

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

CEOQO Report

Section A - Internal

COVID-19: Recovery and Restoration

The following provides the headlines from work underway to progress the recovery and restoration of services:

IPC Measures remain in place for staff and patients in all LWH services

+ Command and Control in place with Executive Oversight

+ June 21 - new NHS Oversight Framework published with key priorities for year ahead

+ Maternity: Establishment of regional C&M Maternity Cell (Chaired by LWH), review and update of regional escalation policy

* Gynaecology : Elective services restored with a challenge of backlog (8.5k patients- 10.5k patients through pandemic), patients clinically reviewed and prioritised.
National ask to eliminate long (>52 week waiters)

« June 2021 - a challenge with elective care due to increased sickness absence
* Inpatient elective activity overperforming year to date
» Day case activity behind plan with a focus on increasing throughput through Ambulatory day case a priority

» Oncology has seen a sustained increased in referrals (120%) vs 19/20 for past 6 months. National ask to get back to pre pandemic performance by Q3 2021/22
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Chief Executive Report

Section A - Internal

Maternity Executive Oversight

Following a request from the Audit Committee, the following provides an overview of work being undertaken during the weekly Maternity Oversight Meetings, established to support Family
Health Division with the following challenges in Maternity:

« Staffing challenges due to sickness and vacancy
+ Patient flow needing to be improved
»  Support our leaders

» Supporting listening to staff issues/ concerns and feedback

Workforce

+ 30+ new midwives to commence in September and October (agency support in interim)
* 3 new Consultant Obstetricians recruited to

* 1 new digital midwife post

» Transformation post commenced

Patient Flow

* Flow coordinator role

» Digital tools developed to predict activity and demand
* Review of estate

Wellbeing

*  Wellbeing sessions established (currently under review)

* increased presence of OD team in Maternity

» Increased executive visibility and opportunities for staff to feedback

Monthly Transformation Board established to oversee strategic programmes
* Maternal Medicine Networks for C&M

* Perinatal Mental Health Wok programme

*+ CNST Year 4
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Chief Executive Report

Section A - Internal

Enforcement Undertakings
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Following an investigation in November 2015, NHS Improvement acknowledged that the Trust had taken steps to address its financial challenges however they wished to determine what
additional support they could offer the trust as it seeks to reduce its financial deficit and ensure long term sustainability. On 8 April 2016 NHS Improvement took action, under the license for
providers, and the Trust entered into an enforcement undertaking which requires specific actions to be taken in order that the Trust can return to a sustainable position.

In a letter dated 18 August 2021, NHS Improvement / England confirmed that there are no longer reasonable grounds to suspect that the Trust is in breach of licence. Further detail on this
outcome will be reported to a future Finance, Performance and Business Development Committee.

Cyber Metrics

NHSX CEO Matthew Gould circulated several key cyber metrics relating to the Trust along with some key leadership questions for the Board to consider. The metrics provide an indication
of how well the Trust is performing in each of the 3 critical areas:

1) Backups (Trust performing higher than average for two metrics)

2) Unsupported systems (Trust performing in line with the average for two metrics)

3) Responding to High Severity Alerts (Trust performing higher than average for two metrics and in line with average for one metric)
» Also noted that standards were exceeded for the Data Security Protection Toolkit 2020/21.

The following high-level questions were identified:

» Does your organisation’s High-Level Risk Register and/or Board Assurance Framework cover cyber security with a clear link to patient safety? How often does the board review your
organisation’s cyber security risk? How involved is your SIRO in agreeing cyber risk appetite?

* How can the Board or wider local system help address root causes of failure to progress the areas below or other cyber vulnerabilities?
+ How does the Board get assurance that the DSPT self assessment is a true reflection of state of cyber security in the organisation?

The Trust Secretary and Chief Information Officer are meeting later in the month to discuss how best to provide a line of sight regarding cyber security risk to the Board.
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s Chief Executive Report

Section A - Internal

Data Quality Kite Mark

In response to a recommendation from the External Well-Led Review, steps have been taken to implement a data quality kite mark into the performance report template.

The over-arching principles to assigning a DQKM will be:
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1. DQKMs will be assigned on a KPI basis and reviewed according to agreed timescales, based on the type and source of data

2. The Information Team and KPI owner will together assess and assign the DQKM

3. The DQKM will be available against each KPI within every performance report

4. The DQKM score will be held in the KPI dictionary and the assessment for each will be available in Power BI for review

5. The DQKM will be scored 0 — 5 based on the domains below

6. Where a DQKM is assessed as 5 or below a plan to improve these will be included within the data health check section of the performance report and outline the impact of the gaps in data quality

performance for all

Data is not reflective of all Trust activity within scope of the

assurance
Is the source of the @ The data source is well documented with documented
data fully procedures on how and when to extract the data
Source -
documented and @ The data source is poorly documented and could be
understood? inconsistently extracted
Is the data up to The data is reflective of the most recently approved
o date and available submission or publication
Timeliness s . . - -
in line with national @ Data is not available for the current month due to
guidelines? processing or validation issues
Is the indicator a The data includes all in scope activity according to the KPI
reflection of the definition. There are no known gaps in data.
Complete :

in scope activity?

KPI. Data processing issues result in unnecessary exclusions

Is the data @ The data is aggregated using raw data and made available at the
. available at a lowest appropriate hierarchical level
Granularity .
granular level @ Data is extracted at an aggregate level from the source system
for divisions? or is not easily accessible for continuous monitoring
Has data been @ Data has been subject to validation or audit relevant to the size
Audit / validated or and complexity of the KPI. The process for this is documented.
Validation audited prior to Data is not validated or audited to a level where assurance can
submission @ be derived from this. There is no process for this to happen.
Monitoring

DQKMs will be visible on the performance report and the KPI dictionary will highlight the latest review
date. The data health check section of the performance reports will provide more detail on when
DQKMs become out of date based on assigned review dates in addition to the actions required to
improve those that are non-compliant.

In addition to the regular reviews by the Information Team and KPI Owner at least 5 DQKMs will be
peer reviewed per year for those that form part of the NHSI oversight framework.
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Chief Executive Report

Section A - Internal

Change of Job Titles
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To create consistency across the Executive Team and to align with the national direction of travel, the following amendments to job titles were agreed by the Nomination & Remuneration Committee in July
2021:

» Director of Nursing & Midwifery — now Chief Nurse & Midwife

« Director of Finance — now Chief Finance Officer

New Divisional Manager for Gynaecology — Matt Butcher

We are pleased to welcome Matt Butcher to LWH who has started his role as the new Divisional Manager for Gynaecology this week. This role was recently vacated by Dan Nash who moved into the new
position of Deputy Chief Operating Officer.

Matt joins us from Manchester NHS Foundation Trust (Wythenshawe) having previously worked at the Countess of Chester NHS Foundation Trust. Matt has worked in various operational roles over the years
including medical and surgical specialities.

Matt commented: “I'm really excited to have started this week at Liverpool Women'’s and has been great to meet so many people so far. | look forward to meeting more new colleagues over the coming weeks
and working closely with our Gynaecology division.”

Employee & Team of the Month
Congratulations to our June 2021 winners
» Employee of the Month — Jane Calveley, Acting Co-Ordinator Testing & Surveillance Team

¢ Team of the Month — NICU BCG Team

The Women'’s View — Issue 06

Issue 06 of The Women's View is now available for download.
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Chief Executive Report

Section B - Local

Cheshire & Merseyside Acute & Specialist Trust Provider Collaborative
Linda Buckley has been appointed as the Managing Director for the Cheshire & Merseyside Acute & Specialist Trust Provider Collaborative
(CMAST). Lindais currently Director of Strategic Transformation / Locality Director with NHSE/I, and most recently has also been providing
assistance to the Hospital Cell.

Monthly C&M Cancer Alliance Board Report

This included a report on the impact of COVID-19 on cancer inequalities which is attached to this report as Appendix A.

Living Well Director Announcement
Liverpool Health Partners (LHP) has announced the appointment of its new Living Well Programme Director, Professor Matt Ashton. Prof Ashton
will work alongside Programme Manager Elizabeth Collins to develop a strategy for the programme, to be launched before the end of 2021.

Dr Dawn Lawson, Chief Executive of LHP, said: “I am delighted to welcome Matt Ashton as our new Living Well Programme Director.”
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Section C - National

Tripartite annual seasonal flu letter

Please see Appendix B for a letter received from the Department for Health and Social Care and Public Health England regarding the national influenza immunisation programme 2021 to 2022. Due to the
length of the letter, this is an abridged version — the full version is available to Board members via Virtual Boardroom or Microsoft Teams.

The Trust's flu planning is well underway with a plan to commence in early October 2021. Confirmation is awaited as to whether a covid booster programme will run alongside the flu vaccination programme.
Plans are in place to deliver as a combined model or as two individual programmes if required. The Trust has a good track record of high uptake of both the seasonal flu and the covid vaccine.
Maternity self-assessment tool

The National Maternity Self- Assessment Tool provides support to all trusts seeking to improve their maternity service rating from ‘requires improvement’ to ‘good’, as well as a supporting tool to support trusts
looking to benchmark their services against national standards and best practice guidance. This was updated and relaunced on the 9 August 2021. Work will progress to utilise the tool with outcomes reported
to a future Quality Committee.

Working together at scale: Guidance on Provider Collaboratives

In June 2021 NHS Improvement / England (NHSI/E) published the ICS Design Framework, providing a broad overview of the future role, functions and governance arrangements for the proposed NHS
Integrated Care Boards (ICB), their relationships with ICS partners and anticipated timetable for their establishment.

During August they published ‘Working together at scale: Guidance on Provider Collaboratives’. Provider collaboratives are a key component of system working, with opportunities to tackle unwarranted

variation in standards of care and health inequalities, and to build resilience across systems to support staff more effectively. The guidance sets out the minimum expectations for how providers should work
together to deliver benefits for patients, staff and communities. It offers principles to support local decision-making and suggest the functions and forms that systems and providers may wish to consider. This
and other guidance will also be available on the dedicated workspace for ICS Guidance [https://future.nhs.uk/ICSGuidance/grouphome] on the FutureNHS Collaboration Platform.
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Chief Executive Report

Section C - National
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Consultation Race Equality Strategy

The race equality strategy is aligned with the work undertaken on Model Employer , the NHS Long Term Plan and the People
Plan 2020/21. The new strategy is expected to be published in October 2021.

As defined by the Equality Act 2010, race covers everyone, including colour, nationality, ethnic or national origins.

All NHS staff, including bank and agency staff, professional bodies and staff-side representatives are invited to contribute and
share their thoughts via an online form by 12 September 2021.

In addition, NHSEI are planning a series of virtual listening events where Chatham House rules apply. If you would like to attend
one of the listening sessions, or have any questions please contact Olivia.King6@nhs.net, Workforce Race Equality Standard
strategy policy lead, NHSEI.
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Introduction

The Covid-19 pandemic has presented the NHS with perhaps its most challenging period in its 73 year history. Clinical

and non-clinical healthcare professionals have gone to extraordinary lengths to maintain cancer services in Cheshire
and Merseyside throughout the crisis.

This document explores available data to understand the impact of the pandemic on cancer services and specifically
to see whether the impact has been felt disproportionally by different patient groups. It looks at the impact on
suspected cancer referrals and treatments for new cancers, analysed by geography, tumour group, age, gender,

deprivation and ethnicity. It does not yet include an analysis of the impact on the stage of disease at the point of
diagnosis as cancer registration data for 2020/21 is not yet available?.

The findings will inform the focus of ongoing work to fully recover cancer services in an equitable way.

1 The latest published cancer staging data is for April — June 2019. Provisional (‘rapid’) registration data for 2020 is available but has not been used for

analysis due to a very high proportion of records with unknown stage which makes analysis problematic, especially when split by characteristics such as
deprivation, ethnicity, gender and age.

Cheshire &
Merseyside

Cancer Alliance 2
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Impact on cancer referrals

CEOQO Report

At the start of the pandemic the number of people seeking advice from their GP regarding symptoms that could be
cancer, and hence the number of urgent suspected cancer referrals to hospitals, fell dramatically. Referrals were
lower than expected between April and September 2020 but have since recovered and are now approximately 20%
greater in number each week than before the pandemic. This is positive because it means that the public’s
confidence to seek medical advice from their GP about potential signs of cancer has, in general, been restored.
However, there are some differences at tumour level. Referrals for suspected urological cancers (primarily suspected
prostate cancer), suspected lung cancers and suspected haematological (blood) cancers remain lower than expected.

Although referral rates have, in most cases, returned to at least pre-pandemic levels, the impact of the dramatic fall
in referrals at the beginning of the crisis means that the total number of referrals received in the year from April
2020 to March 2021 was 8% lower than the previous 12 month period (i.e. the year before the pandemic). The
biggest shortfalls are in the tumour groups that still have not returned to normal referral levels, i.e. urological, lung
and haematology and, to a lesser degree, skin (although skin referrals are now 28% higher than pre-Covid-19). Whilst
8% is the average shortfall in referrals in 2020/21 compared to 2019/20 across Cheshire and Merseyside, there is
variation by CCG. NHS Halton CCG has seen the greatest shortfall with 17% fewer referrals across the year.

Cheshire &
Merseyside

Cancer Alliance 3
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During 2020/21, the reduction in referrals was significantly greater amongst people living in the most deprived areas,
with a 9% reduction in Quintile 5 (most deprived) compared to a 5% reduction in Quintile 1 (least deprived).
However, by April 2021 referrals from all five deprivation quintiles had returned to pre-pandemic levels.

The proportional impact on referrals during 2020/21 increased with age. Referrals for patients aged 0-49 reduced by
1%, compared to a 13% drop for those aged over 80. Referrals for men fell by 11% compared to 5% for women.

The impact of Covid-19 on referrals from different ethnic backgrounds is more difficult to assess due to small
numbers in some ethnic communities. Suspected cancer referrals for people from ethnic diversity groups fell by 6%

during 2020/21 compared to 2019/20, and by 8% for White British. Referrals for people of all ethnic backgrounds
have now returned to at least pre-pandemic levels.
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Impact on cancer treatments

In total, 14% fewer patients were treated for a new cancer in 2020/21 compared to 2019/20 in Cheshire and
Merseyside. Beneath this headline figure there are differences between CCGs, tumour groups and routes to
diagnosis, but no statistically significant variation by gender, deprivation, age or ethnicity.

In all cases, first treatment rates have now returned to pre-Covid-19 levels.

In Cheshire and Merseyside, 13,384 new patients were treated for cancer between April 2020 and March 2021. This
was 14% fewer than were treated in the previous year. The reduction varies by CCG with NHS Liverpool CCG and NHS
St Helens CCG experiencing the biggest reductions (19% and 22% respectively).

Treatments for prostate cancer reduced by the greatest proportion, dropping 30% in 2020/21 compared to 2019/20.
Breast (-24%) and other urological cancers (excluding prostate) (-20%) saw the next largest proportional reductions.
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The route to diagnosis had a big impact upon the number of first treatments delivered in 2020/21. For several
months the cancer screening programmes were paused in Cheshire and Merseyside due to the pandemic, as they
were across England, other than for high risk patients. Consequently, the number of new cancer patients diagnosed
and referred for treatment by the screening programmes reduced by 52% compared with 2019/20. In comparison,
the number of patients diagnosed and treated following an urgent suspected cancer referral from a GP fell by 9%
(which is in line with the previously mentioned 8% drop in GP referrals).

There was a 14% reduction in the number of first treatments for patients in the most deprived neighbourhoods
(Quintile 5) during 2020/21 compared to a 9% reduction in the least deprived (Quintile 1). The smallest reduction
(5%) was in the second most deprived neighbourhoods (Quintile 4). The differences are not considered statistically
significant primarily because the number of first treatments are relatively small compared to the number of referrals.
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Three percentage points separate the reduction in treatments for males and females. This is not considered to be
statistically significant.

With regard to the age of patients, the greatest reduction in first treatments during 2020/21 was seen in the 60 to 69

year olds (13%) and the smallest reduction was in the 50 to 59 year olds (6%). The variation is not considered
statistically significant.

Approximately 4% fewer patients from ethnic diversity groups received first treatments in 2020/21 compared to
2019/21. Eleven percent fewer White British patients received first treatments in the same period. The difference is
not considered statistically significant due to the small numbers in the non-White British group.
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Next steps

CEOQO Report

The Cancer Alliance will continue to monitor the ongoing impact of Covid-19 on cancer services and follow the

mantra of ‘building back fairer’! in acknowledgement that inequalities existed before the pandemic and these still
need to be addressed.

In partnership with Macmillan, the Cancer Alliance has established a dedicated health inequalities and patient
experience team. The initial focus of the team is to provide structure, learning and support to ensure that addressing
health inequalities is core to all Alliance-sponsored activities. A key aim is to build a network of diverse community
links, to consult with, in all stages of project development and delivery. For example, the health inequalities team is
currently working with NHS E/I NW on a social media campaign co-designed with members of local Muslim
communities, aimed at increasing participation in the bowel cancer screening programme.

1 Build Back Fairer: The COVID-19 Marmot Review, Sir Michael Marmot et al, The Health Foundation, Dec 2020
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17 July 2021

Dear Colleague,

The national influenza immunisation programme 2021 to 2022

1. Last year saw the roll out of the biggest NHS influenza vaccination programme ever,
with the aim of offering protection to as many eligible people as possible during the
COVID-19 pandemic. We would like to extend a huge thank you to all those involved for
your hard work during very challenging times which led to the best influenza vaccine
uptake rates ever achieved.

2. As aresult of non-pharmaceutical interventions in place for COVID-19 (such as mask-
wearing, physical and social distancing, and restricted international travel) influenza
activity levels were extremely low globally in 2020 to 2021. As a result, a lower level of
population immunity against influenza is expected in 2021 to 2022. In the situation
where social mixing and social contact return towards pre-pandemic norms, it is
expected that winter 2021 to 2022 will be the first winter in the UK when seasonal
influenza virus (and other respiratory viruses) will co-circulate alongside COVID-19.
Seasonal influenza and COVID-19 viruses have the potential to add substantially to the
winter pressures usually faced by the NHS, particularly if infection waves from both
viruses coincide. The timing and magnitude of potential influenza and COVID-19
infection waves for winter 2021 to 2022 are currently unknown, but mathematical
modelling indicates the 2021 to 2022 influenza season in the UK could be up to 50%
larger than typically seen® and it is also possible that the 2021 to 2022 influenza season
will begin earlier than usual. Influenza vaccination is therefore an important priority this
coming autumn to reduce morbidity and mortality associated with influenza, and to
reduce hospitalisations during a time when the NHS and social care may also be
managing winter outbreaks of COVID-19.

Eligibility

3. The national influenza immunisation programme aims to provide direct protection to
those who are at higher risk of influenza associated morbidity and mortality. Groups
eligible for influenza vaccination are based on the advice of the Joint Committee on

" Modelling on influenza activity in the 2021/22 season. University of Warwick [unpublished]. Referenced in
JCVI statement (30/06/2021) JCVI interim advice: potential COVID-19 booster vaccine programme winter
2021 to 2022

1
PHE Gateway Ref: GOV-8073
NHS England Publishing Approval Reference: PAR556
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Vaccination and Immunisation (JCVI) and include older people, pregnant women, and
those with certain underlying medical conditions.
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4. Since 2013, influenza vaccination has been offered to children in a phased roll-out to
provide both individual protection to the children themselves and reduce transmission
across all age groups to protect vulnerable members of the population.

5. The expanded influenza vaccination programme that we had last year will continue in
2021 to 2022 as part of our wider winter planning when we are likely to see both
influenza and COVID-19 in circulation. This means that as a temporary measure the
offer for 50 to 64 year olds will continue this year to protect this age group, as
hospitalisation from COVID-19 also increases from the age of 50 years onwards.

6. As atemporary measure, the programme will also be extended this year to 4 additional
cohorts in secondary school so that all those from years 7 to year 11 will be offered
vaccination. Vaccinating children reduces transmission of influenza and JCVI have
recommended that expanding into secondary schools would be cost-effective,
particularly if COVID-19 is still circulating?.

7. Therefore, those eligible for NHS influenza vaccination in 2021 to 2022 are:

¢ all children aged 2 to 15 (but not 16 years or older) on 31 August 2021
e those aged 6 months to under 50 years in clinical risk groups

e pregnant women

e those aged 50 years and over

e those in long-stay residential care homes

e carers

e close contacts of immunocompromised individuals

e frontline health and social care staff employed by:

a registered residential care or nursing home

registered domiciliary care provider

a voluntary managed hospice provider

Direct Payment (personal budgets) and/or Personal Health Budgets,
such as Personal Assistants.

(@]

o O O

8. All frontline health and social care workers are expected to have influenza vaccination to
protect those they care for.

9. The influenza chapter in ‘Immunisation against infectious disease’ (the ‘Green Book’),
which is updated periodically, gives detailed descriptions of the groups outlined above
and guidance for healthcare workers on administering the influenza vaccine.

2 Draft minute of the meeting of the Influenza sub-committee of the Joint Committee on Vaccination and
Immunisation held on 26 August 2020

2
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Vaccines for the national immunisation programme
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10. Influenza viruses change continuously and the World Health Organization (WHO)
monitors the epidemiology of influenza viruses throughout the world, making
recommendations about the strains to be included in vaccines, with recommendations
now confirmed for 2021 to 20223.

11.Every year JCVI reviews the latest evidence on influenza vaccines and recommends the
type of vaccine to be offered to patients*. Providers should ensure that they have
ordered adequate supplies of the recommended vaccines for their different adult patient
groups, as set out in 2 letters from NHS England and Improvement (NHSEI) on 3
February and on 1 April 20215,

12.In summary the recommended vaccines are:

o for those aged 65 years and over — the adjuvanted quadrivalent influenza
vaccine (aQlV), with the cell-based quadrivalent influenza vaccine (QlVc) or
the recombinant quadrivalent influenza vaccine (QIVr) offered if aQlV is
unavailable

e for under-65s (including those at risk, pregnant women and 50 to 64 year old
cohort) offer QlIVc or QlIVr, as an alternative if these are not available, the
egg-grown quadrivalent influenza vaccine (QlIVe) should be considered for
use

13.Public Health England (PHE) procures vaccines for the children’s programme and these
can be ordered through Immform. The live attenuated influenza vaccine (LAIV) should
be offered to eligible children aged 2 years and over, unless contraindicated. QlVc,
which is now licensed for all children aged 2 years and above, will be available to order
for children in at risk groups who are contraindicated to receive LAIV, and as an
alternative offer for children aged 2 and over whose parents object to LAIV on the
ground of its porcine gelatine content. Children in clinical risk groups aged 6 months to
less than 2 years should be offered QlVe.

14.LAIV is offered to children as it is generally more effective in the programme than the
injected vaccines. It is also easier to administer and considered better at reducing the
spread of influenza to others, who may be vulnerable to the complications of influenza.

15.In order for providers to receive payment for administration and reimbursement of
vaccine they will need to use the specific influenza vaccines recommended in the NHSEI
letters referred to in paragraph 11.

3 WHO Consultation and Information Meeting on the Composition of Influenza Virus Vaccines for Use in the
2021 to 2022 Northern Hemisphere Influenza Season
4 Joint Committee on Vaccination and Immunisation: Advice on influenza vaccines for 2021 to 2022

5> NHS England: Achievements and developments during 2020 to 2021 flu season
3
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16.Last season due to supply constraints the alternative offer for children whose
parents/guardians objected to LAIV on grounds of porcine gelatine content was only
able to be made from November onwards. This season no supply constraints are
anticipated and the alternative offer should be made routinely from the start of the

season where applicable.
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Achieving high vaccine uptake levels

17.Last season saw the most successful programme ever. Despite the challenges due to
the COVID-19 pandemic, at the end of February 2021 NHS services had vaccinated a
record 80.9% of those aged 65 years and over in England. This is the highest uptake
ever achieved for this group and exceeds the WHO uptake ambition of 75%. For
frontline healthcare workers, 2 and 3 year olds, and at risk groups the highest ever
recorded levels of influenza vaccine uptake were also achieved. ©.

18. All providers should have planned their influenza vaccine ordering to at least equal the
high levels of uptake achieved in 2020 to 2021. The ambitions we are setting for the
2021 to 2022 programme are set out below. We want to build on the momentum of last
year’s achievements and the successful roll-out of the COVID-19 vaccination
programme, achieving even higher uptake this year. You many need to order additional
vaccine to support you in reaching these ambitions.

19. The high ambitions reflect the importance of protecting against flu this winter and should
be regarded as a minimum level to achieve. The different ambitions across the cohorts
reflect what is regarded as achievable so, for instance, for those aged 65 and over the
high ambition reflects the already high uptake levels achieved last year whereas for
school-aged children the large expansion into secondary school this year will be
challenging in itself.

Table 1. Vaccine uptake ambitions in 2021 to 2022

Eligible groups Uptake ambition

Routine programme for those at risk from influenza

Aged 65 years and over At least 85%

Aged under 65 ‘at risk’, including At least 75% in all clinical risk groups
pregnant women

Aged 50 to 64 years At least 75%

Children’s programme

6 Seasonal flu vaccine uptake in GP patients: winter season 2020 to 2021
Seasonal flu vaccine uptake in children of school age: winter season, 2020 to 2021
Seasonal flu vaccine uptake in healthcare workers: winter season, 2020 to 2021

4
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Preschool children aged 2 and 3 At least 70% with most practices aiming to achieve

years old higher.

School-aged children At least 70% to be attained across all eligible school
years.

Reducing levels of inequality

All ages No group or community should have a vaccine
uptake that is more than 5% lower than the national
average. See paragraph 18 for more details.

Health and social care workers

Frontline health care workers 100% offer with an 85% ambition

Frontline social care workers 100% offer with an 85% ambition

* In addition to occupational health schemes, all frontline social care workers can access a free vaccination

from their GP or local pharmacy through the complementary scheme.

20.In 2020 to 2021, published monthly data included a breakdown by ethnic group for the
first time, and this was included in the 2020 to 2021 annual report” and this will continue
in 2021 to 2022. Other inequalities work led by PHE will continue to monitor and
enhance the tools available and will include data on Index of Multiple Deprivation (IMD)
which can be used to provide the best measure of relative deprivation as a snapshot in
time (see Appendix I). We need to ensure those who are living in the most deprived
areas, from ethnic minority and other underserved communities, have equitable uptake
compared to the population as a whole. It will therefore require high quality, dedicated
and interculturally competent engagement with local communities, employers, faith and
advocacy groups. Providers are expected to ensure they have robust plans in place for
tackling health inequalities for all underserved groups to ensure equality of access.

21.GP practices and school-based providers must actively invite 100% of eligible individuals
(for example, by letter, email, phone call, text) and ensure uptake is as high as possible.
The benefits of influenza vaccination among all eligible groups should be communicated
and vaccination made as accessible as possible. Community pharmacy service
providers do not have a fixed patient list from which to undertake call and recall
activities. However, they should proactively offer influenza vaccination to any patient
they identify as being eligible to receive it should the patient present in the pharmacy for
any reason.

22.NHSEI will be recommissioning of a National Call and Recall service for the 2021 to
2022 season. This national call and recall service will supplement rather than replace

7 Seasonal influenza vaccine uptake in GP patients: winter season 2020 to 2021 (24/06/2021)
https://www.gov.uk/government/statistics/seasonal-flu-vaccine-uptake-in-gp-patients-winter-2020-to-2021

5

Page 43 of 503



The national flu immunisation programme 2021 to 2022

local contractual call and recall mechanisms which must still continue as contracts
dictate.

Frontline health and social care workers

23.All frontline health and social care workers should receive a vaccination this season.
This should be provided by their employer, in order to meet their responsibility to protect
their staff and patients and ensure the overall safe running of services. Employers
should commission a service which makes access easy to the vaccine for all frontline
staff, encourage staff to get vaccinated, and monitor the delivery of their programmes.

24.For healthcare workers providers should use the current definition as set out in chapter
12 of the Green Book.

25.As in previous years, NHS Trusts should complete a self-assessment against a best
practice checklist which has been developed based on 5 key components of developing
an effective flu vaccination programme. The completed checklist should be published in
public board papers at the start of the flu season. (See Appendix H.)

26.Where employee led occupational health services are not in place NHS England and
Improvement (NHSEI) will continue to support vaccination of social care and hospice
workers employed by registered residential or domiciliary care providers as well as those
employed through Direct Payment and/or Personal Health Budgets to deliver domiciliary
care to patients and service users. Vaccination will be available through community
pharmacy or their registered general practice. This scheme is intended to complement,
not replace, any established occupational health schemes that employers have in place
to offer flu vaccination to their workforce.

27.Since last year, the Community Pharmacy Seasonal Influenza Advanced Service
Framework enables community pharmacies to vaccinate both residential care or nursing
home residents and staff in the home setting in a single visit.

28.Good practice guidance material can be found at Increasing Health and Social Care
Worker Flu Vaccinations: Five Components and marketing resources will be available to
download and order from the PHE Campaign Resource Centre.

Influenza and COVID-19 vaccination

29. At present, the Green Book chapter on the COVID-19 vaccine states that administration
of the COVID-19 vaccine should ideally be scheduled with an interval of at least 7 days
to another vaccination (including influenza) in order to avoid incorrect attribution of
potential adverse events®. Booster vaccines for COVID-19 are currently under

8 COVID-19: the Green Book, chapter 14a
6
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The national flu immunisation programme 2021 to 2022

consideration, with trials underway to ascertain whether co-administration of COVID-19
and influenza vaccines will be permissible, subject to the advice of JCVI. Early evidence
on the concomitant administration of COVID-19 and influenza vaccines used in the UK,
supports the delivery of both vaccines at the same time where appropriate®.
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30.Planning for influenza vaccination should continue as usual for this autumn, with further
advice issued should co-administration with COVID-19 vaccination be recommended so
that where appropriate both vaccines could be given at the same time.

Timing

31.Vaccination should be given in sufficient time to ensure patients are protected before
influenza starts circulating. If an eligible patient presents late for vaccination it is
generally appropriate to still offer it. This is particularly important if it is a late influenza
season or when newly at risk patients present, such as pregnant women who may not
have been pregnant at the beginning of the vaccination period. The decision to
vaccinate should take into account the fact that the immune response to vaccination
takes about 2 weeks to fully develop.

32.Last year the school age immunisation national service specification had a requirement
that, to provide early protection, the provider would complete the influenza vaccination
as early as possible after the influenza vaccine became available and at the latest by 15
December for all eligible children. In order to facilitate the service expansion alongside
the continuation and catch up of the routine school age immunisation programmes this
season the completion date for school age influenza vaccinations has been extended
until the end of January 2022 although providers are encouraged to complete as soon
as possible.

33.Parents of any child at risk from influenza because of an underlying medical condition
can choose to receive influenza vaccination in general practice, especially if the parent
does not want their child to have to wait for the school vaccination session (which may
be one of the later sessions). GP practices should invite these children for vaccination,
making it clear that parents have the option to have their child vaccinated in general
practice.

List of appendices

34.Detailed planning information is set out in the following appendices:

9 National Immunisation Schedule Evaluation Consortium (NISEC) data [unpublished], referenced in the JCVI
Interim Statement regarding a potential COVID-19 Booster vaccine programme for winter 2021 to 2022
(30/06/2021)

7
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Appendix F: Children’s influenza vaccination programme 20
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Appendix H: Healthcare worker flu vaccination best practice management checklist 24
Appendix I: Data collection 25
Appendix J: Antiviral medicines 27
Conclusion

35.We would like to take this opportunity to thank you all for your hard work in delivering the
influenza immunisation programme. We have some of the best influenza vaccine uptake
rates in Europe and we achieved record levels in 2020 to 2021. This winter, it remains a
key intervention to reduce pressure on the NHS and social care.

36.This Annual Influenza Letter has the support of the Chief Pharmaceutical Officer, the
NHS Chief Nursing Officer for England and the Public Health England Chief Nurse.

Yours sincerely,

=

Prof Chris Whitty Prof Yvonne Doyle Prof Stephen Powis
Chief Medical Officer Public Health England NHS England & NHS
for England Medical Director & Improvement, National
Director for Health Medical Director
Protection
8
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Appendix G: Pregnant women

Rationale

1. All pregnant women are recommended to receive the inactivated influenza vaccine
irrespective of their stage of pregnancy.

2. There is good evidence that pregnant women are at increased risk from complications
if they contract influenza™'5. In addition, there is evidence that having influenza
during pregnancy may be associated with premature birth and smaller birth size and
weight'® 17 and that influenza vaccination may reduce the likelihood of prematurity
and smaller infant size at birth associated with an influenza infection during
pregnancy'®. Furthermore, a number of studies show that influenza vaccination during

pregnancy provides protection against influenza in infants in the first few months of
|ife19, 20,21,22,23_

3. Areview of studies on the safety of influenza vaccine in pregnancy concluded that
inactivated influenza vaccine can be safely and effectively administered during any
trimester of pregnancy and that no study to date has demonstrated an increased risk
of either maternal complications or adverse fetal outcomes associated with inactivated
influenza vaccine.?*

When to offer the vaccine to pregnant women

14 Neuzil KM, and others. (1998) Impact of influenza on acute cardiopulmonary hospitalizations in pregnant women.
American Journal of Epidemiology. 148:1094-102

15 Pebody R and others. (2010) Pandemic influenza A (H1N1) 2009 and mortality in the United Kingdom: risk factors
for death, April 2009 to March 2010. Eurosurveillance 15(20): 19571.

16 Pierce M, and others (2011) Perinatal outcomes after maternal 2009/H1N1 infection: national cohort study. BMJ.
342:d3214.

17 McNeil SA, and others. (2011) Effect of respiratory hospitalization during pregnancy on infant outcomes.
American Journal of Obstetrics and Gynecology. 204: (6 Suppl 1) S54-7.

18 Omer SB, and others (2011) Maternal influenza immunization and reduced likelihood of prematurity and small for
gestational age births: a retrospective cohort study. PLoS Medicine. 8: (5) e1000441.

19 Benowitz |, and others (2010) Influenza vaccine given to pregnant women reduces hospitalization due to influenza
in their infants. Clinical Infectious Diseases. 51: 1355-61.

20 Eick AA, and others. (2010) Maternal influenza vaccination and effect on influenza virus infection in young infants.
Archives of Pediatrics and Adolescent Medicine. 165: 104-11.

21 Zaman K, and others. (2008) Effectiveness of maternal influenza immunisation in mothers and infants. New
England Journal of Medicine. 359: 1555-64.

22 Poehling KA, and others. (2011) Impact of maternal immunization on influenza hospitalizations in infants.
American Journal of Obstetrics and Gynecology. 204:(6 Suppl 1) S141-8.

23 Dabrera G, and others. (2014) Effectiveness of seasonal influenza vaccination during pregnancy in preventing
influenza infection in infants, England, 2013 to 2014. Eurosurveillance. Nov 13;19.

24 Tamma PD, and others. (2009) Safety of influenza vaccination during pregnancy. American Journal of Obstetrics
and Gynecology. 201(6): 547-52.

22

Page 47 of 503

)
o3
)
@
O
L
@)




The national flu immunisation programme 2021 to 2022

4. The ideal time for influenza vaccination is before influenza starts circulating. However,
even after influenza is in circulation vaccination should continue to be offered to those
at risk and newly pregnant women. Clinicians should apply clinical judgement to
assess the needs of an individual patient, taking into account the level of flu-like
illness in their community and the fact that the immune response following influenza
vaccination takes about 2 weeks to develop fully.
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Data review and data recording

5. Uptake of vaccine by pregnant women, along with other groups, will be monitored.
GPs will need to check their patient database throughout the duration of the influenza
vaccination programme in order to identify women who become pregnant during the
season. GPs should also review their records of pregnant women before the start of
the immunisation programme to ensure that women who are no longer pregnant are
not called for vaccination (unless they are in other clinical risk groups) and so that
they can measure the uptake of influenza vaccine by pregnant women accurately.

Maternity services

6. All pregnant women are able to access influenza immunisation from their GP practice
or a community pharmacy. In addition, Maternity Service Providers may also
vaccinate pregnant women via a national Service Specification as commissioned by
NHSEI.

7. Midwives need to be able to explain the benefits of influenza vaccination to pregnant
women and offer them the vaccine, or signpost women back to their GP or community
pharmacy if they are unable to offer the vaccine.

8. Where maternity providers or pharmacies provide the influenza vaccine, it is important
that the patient’'s GP practice is informed in a timely manner (within 48 hours) so their
records can be updated accordingly, and included in vaccine uptake data collections.
Maternity providers should ensure they inform GPs when a woman is pregnant or no

longer pregnant.

23
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Trust Board Performance Report

Executive Director: Gary Price, Chief Operating Officer
Report produced by Digital Services

. . . L . ' . 1 I
This report has been produced to provide an exception position against the Trust's key performance standards. It outlines the measures being leerpOOI Women S

undertaken to improve performance where required. The paper .
includes information on key workforce metrics and access targets. NHS Foundation Trust

Delivering high quality, timely and safe care is the key priority for the organisation. This report provides an overview of the Trust's performance against the key standards. It highlights those areas where the
targets have not been met in month and subsequent actions taken to improve this position.

How to interpret the report:

Green: KPl meeting target

Red: KPI is failing against the target

Purple: KPI is outside of control limits

Black: KPI does not have a target set

Control limits are set using statistical process control. The standard deviation for each indicator is calculated based on the previous two financial years data unless recalculation is required due to service
changes. the upper and lower control limits are two standard deviations above and below the mean performance level. Where appropriate data points will be removed and control limits recalculated if reasons
for adverse performance are known and accepted.

Performance is reported one or two months in arrears depending on submission deadlines. The reporting month is highlighted against each specific KPI.

Data Quality Kitemark

The DQ Kitemark is included to identify the confidence levels around data quality. Each metric is measured using five domains: Source, Timeliness, Completeness, Granularity, Validation. Where KPIs do not
meet the requirements for each of the domains an action plan will be included within the data health check section for detail around where improvements are required.

The Kitemark is a score out of 5 with compliance against each domain scoring 1.
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Digital.Information Data Health Check

All denominators have been reviewed and there has been no unexpected variation in these. There are no KPIs where known data issues have affected performance.
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Medical Director
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Chief Operating Officer

Chief Operating Officer

Chief Operating Officer

Director of Nursing & Midwifery
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Director of Nursing & Midwifery
Medical Director

Medical Director

18 Week RTT: Admitted Completed Pathways

18 Week RTT: Incomplete Pathway > 52 Weeks

18 Week RTT: Incomplete Pathways

18 Week RTT: Non-Admitted Completed Pathways

A&E Maximum waiting time of 4 hours from arrival to admission, transfer or discharge
Advice and Guidance

All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (After Re-allocation)
Caesarean Section - Emergency Rate

Cancer: 104 Day Breaches

Cancer: 2 Week Wait

Cancer: 28 Day Faster Diagnosis

Cancer: 31 Days for Subsequent Treatment (Surgery)

Cancer: 31 Days from Diagnosis to 1st Definitive Treatment

Cancer: 62 Day RTT Consultant upgrade (Non-urgent suspected cancer referrals)
Cancer: 62 Day Screening Referrals (Numbers)

Cancer: 62 Day Screening Referrals (Percentage)

Complaints: Number Received

Diagnostic Activity Levels

Diagnostic Tests: 6 Week Wait

Elective activity levels - Daycase

Elective activity levels - Inpatient

Elective activity levels - Outpatient Follow Up

Elective activity levels - Outpatient New

Emergency Care: % of 0 day LOS admission

Financial Sustainability Risk Rating: Overall Score

Friends & Family Test: A&E % positive

Friends & Family Test: In-patient/Daycase % positive

Friends & Family Test: Maternity % positive

Infection Control: Clostridium Difficile

Infection Control: MRSA
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July 2021
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July 2021
June 2021
June 2021
June 2021
June 2021
June 2021
June 2021
June 2021
June 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021
July 2021

>= 90%
0
>=92%
>=95%
>=95%

>=85%
<=16.6%
0
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>=96%
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All denominators have been reviewed and there has been no unexpected variation in these. There are no KPIs where known data issues have affected performance. Qt
Oq
Medical Director Intensive Care Transfers Out (Rolling 12 Months) July 2021 8 per annum m O
Director of Workforce Mandatory Training Compliance July 2021 >=95% @)
Medical Director Neonatal Deaths per 1000 live Births July 2021 O
Medical Director Never Events July 2021 0 O
Director of Nursing & Midwifery | NHSE / NHSI Safety Alerts Outstanding July 2021 0 O
Medical Director Number of deaths - Gynae July 2021 O
Chief Operating Officer Qverall size of Elective Waiting List June 2021 O
Chief Operating Officer Proportion of patient activity with an ethnicity code July 2021
Director of Workforce Proportion of Temporary Staff July 2021 TBA O
Director of Nursing & Midwifery | Serious Untoward Incidents: Number of SUI's reported to CCG within agreed timescales July 2021 1
Director of Nursing & Midwifery | Serious Untoward Incidents: Number of SUI's with actions outstanding July 2021 0 O
Director of Nursing & Midwifery | Serious Untoward Incindents: New (Rolling per year) July 2021 24 /year O
Director of Nursing & Midwifery | Serious Untoward Incindents: Open July 2021 <5 m O
Director of Workforce Sickness Absence Rate July 2021 <=45% m
Director of Workforce Turnover Rate July 2021 <=13% O
Medical Director Venous Thromboembolism (VTE) July 2021 >=95%
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WE SEE Summary

Operational
Performance

Total Failing Target Total Failing Target Total Meeting Tar...

Total Meeting Target Total Failing Target Total Meeting Ta... Total Meeting Target

Total Failing Target
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WE SEE Positive Developments

Workforce

Total Failing Target Total Me...
4 1

Overall Trust clinical mandatory training improved from 80% in M3 to 82% in M4

Efficient *

Total Meeting Target

As at Month 4, the Trust remained in surplus Year to Date (YTD) despite generating a small deficit
(£0.1m) in month

Safety

Total Meeting Target Total Failing Tar...

The Trust’s IPC performance remains strong
Improved oversight of the Trust’s statutory requirements regarding Estates and Facilities now in place
at the FPBD Committee.

Effective

Total Failing Target Total ...
12 P

We continue to see good performance in an historical context for our 31 day DTT and sustained
performance against 2WW.

Experience

Total Failing Target Total Meeting Tar...
6 3

Number of complaints received is below target
Whilst below target, Friends and Family Test results show signs of improvement
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WE SEE Areas of Challenge

Workforce

Total Failing Target Total Me...
4 1

Mandatory training compliance fell from 87% to 80% from June 2021 to July 2021
The Trust’s sickness rate increased marginally between June 2021 and July 2021

Efficient

Total Meeting Target

Shortfalls on the Cost Improvement Programme (CIP) and Elective Recovery Fund (ERF), as well as pay
overspends, mean that delivery against plan remains reliant on non-recurrent items

Safety

Total Meeting Target Total Failing Tar...

The Trust has been challenged in relation to maternity staffing levels — resulting in an on-going impact
on Continuity of Carer performance.

Effective

Total Failing Target Total ...
12 P

We continue to face challenges as expected within our Elective Care Waiting Time Standard KPI’s in
response to Covid-19
Cancer wait times remain challenging with sustained high levels of referrals

Experience

Total Failing Target Total Meeting Tar...
6 3

Friends and Family Test performance remains below target across all relevant KPIs
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Operational
Performance

NHS

Liverpool Women's
NHS Foundation Trust

Operational & Quality Performance

Trust Board
September 2021
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Total Meeting Target Safety Performance by Month

100%

To deliver
Safe
services
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80%

Total Failing Target

60%

40%

2018 2019 2020 2021
Continuity of Carer targets have changed with Trust's required to have a plan for the majority of women to be under this
pathway of care by March 2022 and for this to be achieved by March 2023. The Trust has a plan in place and CoC targets will
be updated accordingly for future reports.

It is encouraging to continue to see positive results in relation to the Trust’s infection, prevention and control (IPC) regime.
The Finance, Performance & Business Development Committee have started to receive statutory key performance indicators

relating to Estates and Facilities. Any areas of concern will be escalated to the Board via the Chair’s Report. A summary of
performance can be found in this section of the report.
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To deliver afe services
m“
Value
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Director of Nursing &
Midwifery

NHSE / NHSI Safety Alerts Outstanding July 2021 0

Infection Control: Clostridium Difficile July 2021 0

Medical Director Infection Control: MRSA July 2021 0 . 0

Never Events July 2021 0 . 0

Caesarean Section - Emergency Rate July 2021  20.66% P +4.06% 16.60% --_
Medical Director
Venous Thromboembolism (VTE) July 2021 84.58% P -10.42% 95.00% 1167 -_

KPI What is the reason for failure against this How is this being fixed? When will Why this timeframe? Patient Mitigating Actions?
target? target be Harm?
achieved?

Caesarean Section
- Emergency Rate
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To deliver afe services - Serious Untoward Incidents

* Of i ccar:-::t m Denominator DQ Kite Mark “

Operational
Performance

Serious Untoward .InC|dents: Nu.mber of SUI's with July 2021 . 0 0
Director of actions outstanding
Nursing &
Midwifery
Serious Untoward Incindents: Open July 2021 ‘ +3 5

Director of . . . 0
Nursing & Serious Untoward Ingdgnts. Number of SUI's reported June 2021 100.00% . +0.00% 100.00%
Midwifery to CCG within agreed timescales

- What is the reason for failure against this How is this being fixed? When will target be achieved? Why this timeframe?
target? Harm?

Serious Untoward | There were a number of serious incidents There have been a number of immediate Immediate actions have been As detailed within the 72 hour These investigations have been progressed. Since this data, a
Incindents: Open declared within maternity (not linked) and  actions taken following declaration of the | taken and implemented. Longer report - immediate actions taken. further maternity incident has been submitted, and the 2
extensions to 2 serious incident serious incidents, detailed within the 72 term actions will be detailed Longer term actions following gynaecology investigations have been submitted. There were
investigations within gynaecology. hour reviews. within the final reports and completion of the Sl report will also no new serious incidents in July.
associated action plans. be implemented within the

agreed timescales as signed off
by the relevant Sl panel chair.
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To deliver afe Services — Estates and Facilities

— QO
® O
C C
o®
T E
-
00l
QL
ogF

Estates

Environm
ental

Transport

Hard FM

Electrical infrastructure upgrade: 96% completed — Biomedical Science Monitoring installation, nearly completed, once complete function testing to be undertaken during the night.
Water safety PPM'’s:

July =93% completion rate.

Very good improvement in the figures this month which was as a result of some overtime working by the team.

Other Hard FM PPM’s:

Work is continuing to record PPM’s on backtrag, with significant progress made during this reporting period — it is pleasing to report that all 39 AHU’s have been serviced by the in
house team. Faults reported on two needing parts which have been ordered.

To continually improve and maintain compliance in water safety and other PPM'’s it is becoming increasingly evident that additional resources are required. A detailed report with
recommendations will be available by the end of September.
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To deliver afe Services — Serious Incidents

Overview

There were no new SI’s reported in July making a total of 5 SI’s reported for the year to date for 2021/22. Compared to
2020/21 period the Trust has had a slight decrease on the previous 4 years of reporting as can be seen below with the
exception of 2018/19.

— QO
® O
C C
o®
T E
-
00l
QL
ogF

Year Comparison

April May June July Aug Sept Oct Nov Dec Jan Feb March Total
2016-17 1 2 4 2 2 2 5 3 5 3 1 0 30
2017-18 2 4 1 0 0 1 2 4 1 0 5 0 20
2018-19 1 1 1 0 3 2 1 5 0 0 1 2 17
2019-20 2 4 0 0 3 1 1 2 2 0 0 0 13
2020-21 2 2 2 3 2 2 1 3 2 3 5 1 25
2021-22 0 2 3 0 - - - - - - i i 5

The number of Serious Incidents which occur in any given year can vary considerably as shown above for LWH data only.
Due to Sl data from Trusts not being published we are not able to benchmark this area. It is important to note that LWH has
a clear process for the identification and investigation of SIs and has an open and honest approach to this.
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To deliver afe Services — Serious Incidents
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HSIB Cases Reported and NHSR Early Notification Scheme

During July 2021 there has been 1 case which met the HSIB criteria and have been reported to HSIB and NHSR as per
procedure. The main theme of the incidents reported is in relation to; cooled babies, there have been small numbers of
neonatal death and Hypoxic Ischaemic Encephalopathy (HIE):

Jan Feb Mar April May Jun Jul Aug | Sept | Oct Nov Dec | Total
2019 0 3 1 0 3 1 2 0 0 0 1 2 13
2020 1 3 1 0 0 0 4 0 0 2 3 0 14
(1 rejected) (rejected) (3 rejected) (2 rejected)
2021 1 1 2 0 2 0 1 - - - - - 7

The main theme of cases being related to cooled babies in the main is due to the Trust having a very low threshold for
commencing therapeutic cooling as compared to other neonatal units. A majority of babies are discharged in a short
period with no ongoing neurological deficits or harm having occurred.

Duty of Candour
All Serious Incidents which have been declared to date, have had full duty of candour completed in line with Trust policy.

The results of the 20-21 audit of duty of candour demonstrated 100 % in respect of all Serious Incident Investigations.

Overdue Actions for reported Sls
At the time of writing this report there are no actions from Serious Incidents which are overdue.
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To deliver afe services - Safer Staffing

Gynaecology: July Fill Rate

Fill-rate — The fill rate for Registered Nurses in July for days is 65.16%, the fill rate does not include the Band 4 AP who will be on duty supporting the Registered Nurses on the Night shift
there were 3 Registered Nurses and 2 HCA on all shifts, the establishment is under review

Attendance/ Absence — 8.25% sickness, 87% LTS, 13% STS, 1.61WTE Maternity leave

Vacancies — 3 RN vacancies

Red Flags — none raised.

Bed Occupancy — 43.69% a review of the bed numbers recorded on Meditech is being undertaken

Neonates: July Fill Rate

Fill-rate — Throughout July the NICU has continued to maintain safe staffing and fill rates are reflective of acuity and occupancy. However, this has required increased use of Bank and the
flexibility of staff swapping and changing shifts.

Attendance/Absence — July sickness ran at 8.03%, this was up on June by 1.97%. Short term sickness sits at 40% with long term sickness making up 60%. Covid sickness and covid special
leave made up approximately 3.2% this is up from 1.5% in the previous month. While we have had some positive staff the main covid issue has been around contacts and children who have
been contacts. There are 13 FTE on maternity leave and turnover sits at 10% well below the Trust target.

Vacancies — Band 6 post have been recruited to internally and band 5 post which have been recruited previously will commence in September 21

Red Flags — No red Flags

Bed Occupancy — Unit occupancy has run at 74.5% just below the expected 80%. IC ran at 86.6%, HD 54%, LD 71.9%, and TC at 36%, IC occupancy was higher than expected this month.

Maternity: July Fill Rate

Fill-rate — Maternity continues to experience staffing challenges, with reasons including current vacancy position, maternity leave, turnover and Covid-19 related absence. Maternity reviews
its safer staffing levels daily by reviewing activity and acuity and deploys staff to the areas of highest acuity area to maintain safety.

Attendance/Absence — July total sickness within maternity is recorded at 12.28% which is a 2.15% increase from the previous month. Covid-19 related sickness is 3.56%, Covid-19 special
leave at 1.94% and maternity sickness is reported at 7.52%, which is a 0.34% increase from the previous month of 9.26%. 66% of sickness is long term sickness. The cumulative total
sickness for the year is 10.36% with 12.01WTE staff currently on maternity leave.

Vacancies — There has been 1 Band 6 WTE midwife commence in post in July 2021. A Further 28.97 WTE Band 5 midwives and 4.84 WTE Band 6 midwives are undergoing the recruitment
process with a planned commencement date of September/ October 2021. Further recruitment is in progress with interviews scheduled for 18.08.21. 3 external midwives have been recruited
as bank midwives via the rolling bank recruitment advert.

Red flags — 30 red flags were reported in July. 10 related to delays in induction of labour, 7 related to staffing, 8 delays in transfer/ delay between admission and triage, 2 for acuity, 2 omitted
medicines and 1 inability to accept an intrauterine transfer.

Bed Occupancy — The maternity ward has been required to increase its bed availability by 4 beds to accommodate the clinical antenatal and postnatal requirements. The bed occupancy
report will be updated to reflect the changes. Jeffcoate postnatal ward remains closed due to reduced staff.
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To deliver afe services - Safer Staffing
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July 2021

Fill Rate Day% Fill Rate Day % Fill Rate Night % Fill Rate Night %

RN/RM Care staff RN/RM Care staff
Gynae Ward 65.16% 106.45% 95.70% 212.90%
Induction & Delivery Suites 79.78% 106.45% 79.14% 94.62%
Maternity & Jeffcoate 72.35% 93.91% 71.43% 96.36%
MLU 60.00% 80.65% 60.65% 90.32%
Neonates (EXTC) 96.77% 62.90% 96.60% 69.35%
Transitional Care 74.19% 106.45% 141.94% 38.71%
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Total Failing Target Effective Performance by Month

100%

To participate in
high quality
research in order to
deliver the most
Effective outcomes
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50%

Total Meeting Target

0%

2018 2019 2020 2021

We continue to face challenges as expected within our Elective Care Waiting Time Standard KPI’s in response to Covid-
19. We slipped in performance against our planned trajectories for 52 week waiting for June 2021 and anticipate this
to continue in July 2021 due to sickness absence. We have see an increase in referrals in from primary care as
expected , supporting our RTT performance which remains at 68%.

Cancer wait times remain challenging with sustained high levels of referrals with 342 received in for 2ww compared
to 223 in 2019 (an increase of 153%) we continue to see good performance in an historical context for our 31 day DTT
and sustained performance against 2WW. 62 day remains a challenge with work with external providers on-going to
help resolve some diagnostic pathway issues. Gynaecology Pathway review commissioned by cancer alliance to be
undertaken in 21/22 financial year.
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To participate in high quality research in order to deliver the most ffective outcomes

Current Target |Denomina ZLES
Value 9 Mark
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. . Intensive Care Transfers Out (Rolling 12
Medical Director Months) July 2021 9 ’ +1 8 --
18 Week RTT: Admitted Completed Pathways  June 2021 78.40% ‘ -11.60% 90.00%
Chief Operating o

Officer 18 Week RTT: Incomplete Pathways June 2021 67.37% ’ -24.63% 92.00% 11445 5
18 Week RTT: Ns:tﬁ:;;“ed completed ;o001 73.88% @ -21.12% 95.00% | Lok -

What is the reason for failure against this target? How is this being fixed? When will Why this timeframe? Patient Mitigating Actions?
target be Harm?
achieved?
18 Week RTT: We are performing to our planned trajectories for 52 week waiting patients Elective capacity been made available as much as Trajectoryis | Covid 19 and high No Elective capacity been made available as much
Incomplete (197 against plan of 199). We have 52 week breaches due to the covid 19 possible, once shielding staff have returned capacity for end of numbers in backlog as possible but staff shielding has impacted our
Pathway > 52 pandemic causing a cessation in elective services. will return to maximum as soon as possible Q4 elective capacity. Clinical Validation Programme
Weeks - undertaken and patients have been treated in
Gynaecology line with prioritisation, also reopened capacity
to maximum as soon as feasible
18 Week RTT: Covid 19 pandemic stopped routine elective activity during the first wave and | Clinical Validation Programme undertaken and Unable to covid 19 pandemic and | No Elective capacity been made available as much
Incomplete second wave causing a backlog in access for routine patients, patients have been treated in line with prioritisation, answer uncertainties as possible throughout the covid 19 response it
Pathways - also reopened capacity to maximum as soon as surrounding impact continue to impact our elective capacity,
Gynaecology feasible moving forward patients are being treated in accordance with
priority status guidance.
18 Week RTT: Non- | Covid 19 pandemic stopped routine elective activity during the first and we have utilised virtual and telephone clinics to Unable to covid 19 pandemic and | No we have utilised virtual and telephone clinics to
Admitted second wave of pandemic causing a backlog in access for routine patients mitigate reduction in F2F capacity. F2F capacity answer uncertainties mitigate reduction in F2F capacity, enabling the
Completed returning to pre-covid levels surrounding the impact service to maximise capacity for patients
Pathways moving forward
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To participate in high quality research in order to deliver the most ffective outcomes - Cancer Waiting Times

Current Previous DQ Kite

Operational
Performance

i Cancer: 31 Days from Diagnosis to 1st o o o
Offtoar Defi e Treatiant June 2021 68.00% € -28.00% 96.00% | 1 5
Cancer: 28 Day Faster Diagnosis June 2021 65.18% @ -9.82% 75.00% _
What is the reason for failure against this target? How is th n will target YAulH Patient Mitigating Actions?
bemg fixe achieved? timeframe Harm?

Cancer: 28 Day | Performance 66% against a target of 75%. We have seen an improvement towards this target. as detailed. Unable to confirm at | Unable to We are following a number of routes to increase
Faster Diagnosis this time confirm due ambulatory capacity including extending
The main delays with the patient pathway continue to be caused by hysteroscopy capacity. A longer wait for to ongoing sessions/converting rooms/ introducing new
hysteroscopy then delays the diagnosis or exclusion of cancer within 28 days. issues with clinicians.
Covid.

In May there were 101 requests for hysteroscopy and the average wait for request to perform was 29 days as above
We continue to review hysteroscopy capacity to increase both for out-patient hysteroscopy and ambulatory
hysteroscopy. The bigger delay sits with ambulatory procedure.

Out patient hysteroscopy has been impacted by long term sickness. This has now resolved. Clinical sessions are also
being converted to out-patient hysteroscopy to create capacity and the impact can be seen by the improving
percentage against target.

Cancer: 31 Days | There are continued delays in accessing the investigations needed following pre-op. We are seeing a lot more as detailed. unable to answer at as above. No The cancer team, and particularly the early
from Diagnosis | patients requiring ECHO and Spirometry which are all outsourced. There are also significant delays in accessing CT this time due to diagnosis support workers liaise regularly with
to 1st Definitive | and MRIL ongoing impact of local hospitals to escalate delays and to attempt
Treatment Covid both within to obtain earlier appointments.
We achieved 68% against a KPI target of 96%. LWH and external
hospitals who provide There is work ongoing to agree an SLA with LHCH.
We are experiencing delays around investigations needed following pre-op assessment at LWH with a higher number these diagnostic tests.
of patients requiring Echocardiogram and spirometry which are all outsourced. There are issues with capacity within An escalation SOP has been developed to
these organisations. strengthen communication between LWH and
CBH, however the capacity issues in CBH have
There is also the impact of the reduction in theatre sessions due to theatre staffing issues. Although every effort is been severe. As above No Yes

taken to protect the oncology theatre sessions.
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To participate in high quality research in order to deliver the most ffective outcomes - Cancer Waiting Times

Operational
Performance

Current DQ Kite
All Cancers: 62 day wait for first treatment

from urgent GP Referral for suspected cancer June 2021 20.00% € -65.00% 85. 00%
Chief Operating (After Re-allocation)

Officer Cancer: 62 Day Screening Referrals
: y 9 May 2021 100.00% @ +10.00% 90.00% 1 5
(Percentage)
Cancer: 62 Day Screening Referrals .
(NumberS) June 2021 -5 5 -_
eI e e e ‘ e ° -_

KPI What is the reason for failure against this target? How is this being fixed? When will Why this timeframe? Patient Mitigating Actions?
target be Harm?
achieved?
-
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To participate in high quality research in order to deliver the most ffective outcomes

Current . DQ Kite

Advice and Guidance July 2021

Operational
Performance

Diagnostic Activity Levels July 2021

Elective activity levels - Daycase July 2021 456

Chief Operating

i ivi = i 1
Officer Elective activity levels - Inpatient July 202 152

Elective activity levels - Outpatient Follow Up  July 2021 5003

Elective activity levels - Outpatient New July 2021 3398

Overall size of Elective Waiting List June 2021 11609

Chief Operatlng Proportion of patient activity with an ethnicity July 2021 95.59%
Officer code
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Experience Performance by Month

100%

Total Failing Target

To deliver the
best possible
Experience

for patients
and staff

80%
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60%

Total Meeting Target
40%

20%
2018 2019 2020 2021

We have seen an increase in delays for complaint response times — predominantly driven by staff being unavailable during sign off stages. A weekly complaints
meeting has been reinstated to receive regular updates.

There has been an increase in the number of theatre sessions being cancelled due to staff shortages. Vacancies have been filled but training is required to enable
this to have an impact.

The pandemic continues to impact patient experience and friends and family performance remains below target. Weekly updates are now being provided to
enable greater oversight and to generate timely actions.
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To deliver the best possible xperience for patients and staff

Current . DQ Kite

Operational
Performance

o[ Jel Lol A&E Maximum waiting time of 4 hours from o o o
Officer arrival to admission, transfer or discharge July 2021 REEEE . +0.95%  95.00% el
Chief Operating . . . o

Officer Diagnostic Tests: 6 Week Wait July 2021 90.95% @ -3.05% 99.00% 652

What is the reason for failure against this target? How is this being fixed? When will Why this timeframe? Patient Mitigating Actions?
target be Harm?
achieved?
Diagnostic Tests: 6 | Diagnostic Waiting Times See above Q3 Gynaecology consultant | No The CSS Operational Service Manager is validating the PTLon a
Week Wait Numerator 593, Denominator 652, Achievement 90.95%, Additional capacity within gynaecology is also being has been appointed to weekly basis and working with service leads / admin leads across
Target 99.00% identified support additional the Trust to identify capacity and try to mitigate the number of
capacity month end breaches
Dexa

Numerator 45, Denominator 45, Achievement 100.00%

Imaging
Numerator 474, Denominator 478, Achievement 99.16%

Cystoscopy
Numerator 5, Denominator 11, Achievement 45.45%

Cystometry
Numerator 69, Denominator 118, Achievement 58.47%

Capacity within the gynaecology services has led to the
failure of this KPI.
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To deliver the best possible xperience for patients and staff

As of Date Current
Value

Director of
Nursing & Complaints: Number Received July 2021 . -10

Operational
Performance

Friends & Family Test: In-patient/Daycase %
positive

July 2021 85.45% P -9.55%  95.00%

Director of
Nursing & Friends & Family Test: A&FE % positive July 2021 90.91% @ -4.09% 95.00%

Midwifery

Friends & Family Test: Maternity % positive  July 2021 82.03% ®-12.97% 95.00%

KPI What is the reason for failure against this How is this being fixed? When will target be Why this timeframe? Patient Mitigating Actions?
target? achieved? Harm?

Friends & Family 90.91% against the target of 95% as above aiming month on moth time to monitor and department manager and matron to monitor weekly and promote feedback
Test: A&E % improvement made on last month for improvements, this is | address locally mechanisms with patients, discuss in huddle with staff to promote feedback from
positive an agenda item on the patient

clinical governance
meeting and discussed
review in Q2
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Metric Description Board FPBD Quality PPF Family  CSS Gynaecology Maternity Neonates 8_"‘:
Health Division Division Clinical  Clinical @) &
Division (MDT)
18 Week RTT: Admitted Completed Pathways @ Y @ Y @ Y Effective @ D @ Y
18 Week RTT: Incomplete Pathway > 52 Weeks @ Y @ Y @ Y Effective @ D @ D
18 Week RTT: Incomplete Pathways @ Y @ Y @ Y Effective @ D @ D
18 Week RTT: Non-Admitted Completed Pathways @ Y @ Y @ Y Effective @ D @ D
A&E Maximum waiting time of 4 hours from arrival to admission, transfer @ Y @ Y @ Y Experience @ Y
or discharge
All Cancers: 62 day wait for first treatment from urgent GP Referral for @ Y @ Y @ Y Effective @ Y
suspected cancer (After Re-allocation)
Caesarean Section - Emergency Rate @ Y Safety @ Y
Cancer: 104 Day Breaches @ Y @ Y @ Y Effective @ Y
Cancer: 2 Week Wait @ Y @ Y @ Y Effective @ Y
Cancer: 28 Day Faster Diagnosis @ Y @ Y @ Y Effective @ Y @ Y
Cancer: 31 Days for Subsequent Treatment (Surgery) @ Y @ Y @ Y Effective @ Y
Cancer: 31 Days from Diagnosis to 1st Definitive Treatment @ Y @ Y @ Y Effective @ Y
Cancer: 62 Day RTT Consultant upgrade (Non-urgent suspected cancer @ Y @ Y @ Y Effective @ Y
referrals)
Cancer: 62 Day Screening Referrals (Numbers) @ Y @ Y @ Y Effective @ Y
Cancer: 62 Day Screening Referrals (Percentage) @ Y @ Y @ Y Effective @ Y
Clinical Mandatory Training Compliance @ Y @ Y @ Y  Workforce @ D @ D @ D
Complaints: Number Received @ Y @ Y Experience @ D @ D @ D
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Metric Description Board FPBD Quality PPF Family  CSS Gynaecology Maternity Neonates 8_"‘:
Health Division Division Clinical  Clinical @) &
Division (MDT)
Diagnostic Tests: 6 Week Wait @ Y @ Y Experience @ Y @ Y
Financial Sustainability Risk Rating: Overall Score @ Y @ Y Efficient
Friends & Family Test: A&E % positive @ Y @ Y Experience @ Y
Friends & Family Test: In-patient/Daycase % positive @ Y @ Y Experience @ Y
Friends & Family Test: Maternity % positive @ Y @ Y Experience @ Y
Infection Control: Clostridium Difficile @ Y @ Y Safety
Infection Control: MRSA @ Y @ Y Safety
Intensive Care Transfers Out (Rolling 12 Month) @ Y @ Y Effective
Mandatory Training Compliance @ Y @ Y @ Y  Workforce @ D @ D @ D
Never Events @ Y @ Y Safety @ D @ D
NHSE / NHSI Safety Alerts Outstanding QY Qv Safety QY
Proportion of Temporary Staff @ Y @ Y  Workforce @ Y @ Y
Serious Untoward Incidents: Number of SUI's reported to CCG within @ Y @ Y Safety @ Y
agreed timescale
Serious Untoward Incidents: Number of SUI's with actions outstanding @ Y @ Y Safety @ Y @ Y
Serious Untoward Incindents: New @ Y Safety @ Y @ Y @ Y
Serious Untoward Incindents: Open @ Y @ Y Safety
Sickness @ Y @ Y @ Y  Workforce @ D @ D @ D
Turnover @ Y @ Y  Workforce
Venous Thromboembolism (VTE) @ Y Safety @ Y
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Trust Board

Agenda Item (Ref) 2021/22/71b | Date: 02/09/2021

(@)}
=
J<

®©

>

(@)}

()
Y

@
0p]

Report Title Safeguarding Annual Report 2020/21

Prepared by Mandy McDonough, Associate Director of Nursing and Midwifery for Safeguarding

Presented by Matthew O’Neill, Safeguarding Assurance and Governance Lead

Key Issues / Messages The Safeguarding Annual Report for Children, Young People and Adults is to provide an overview of Safeguarding activity
within the Trust for the period 1st April 2020 to the 31st March 2021 and to assure our Board of Directors that the Trust has
effective systems and processes in place to safeguard patients who access services provided by Liverpool Women's NHS
Foundation Trust.

Action required Approve Receive [ Note [ Take Assurance
To formally receive and discuss a | To discuss, in depth, For the intelligence of the | To assure the Board /
report and approve its | noting the implications Board / Committee Committee that
recommendations or a particular | for the Board / without in-depth effective systems of
course of action Committee or Trust discussion required control are in place

without formally
approving it

Funding Source (If applicable):

For Decisions - in line with Risk Appetite Statement — Y

If no — please outline the reasons for deviation.

For the Board to receive and approve the Annual Safeguarding Report 2020/21.

Supporting Executive: Marie Forshaw, Chief Nurse & Midwife

t Assessment (if there is an impact on E,D & I, an Equality Impact Assessment MUST accompany the report)

Strategy O Policy O Service Change [ Not Applicable

Strategic Objective(s)

To develop a well led, capable, motivated and ] To participate in high quality research and to O
entrepreneurial workforce deliver the most effective Outcomes

To be ambitious and efficient and make the best use of O] To deliver the best possible experience for patients X
available resource and staff

To deliver safe services X

Link to the Board Assurance Framework (BAF) / Corporate Risk Register (CRR)

Link to the BAF (positive/negative assurance or identification of a control / gap in Comment:

control) Copy and paste drop down menu if report links to one or more BAF risks

5.2 Failure to fully implement the CQC well-led framework throughout the Trust,
achieving maximum compliance and delivering the highest standards of leadership

Link to the Corporate Risk Register (CRR) — CR Number: Comment:

REPORT DEVELOPMENT:

[EEY
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Committee or meeting report Outcome
considered at:
Quality Committee 22 June Associate Director The Committee noted the report and
2021 of Nursing and recommended it for approval to the Board.

Midwifery for
Safeguarding

EXECUTIVE SUMMARY

The Safeguarding Annual Report for Children, Young People and Adults is to provide an overview of
Safeguarding activity within the Trust for the period 1st April 2020 to the 31st March 2021 and to assure
our Board of Directors that the Trust has effective systems and processes in place to safeguard patients
who access services provided by Liverpool Women's NHS Foundation Trust.

Safeguarding remains a fundamental component of all care within the Trust and we have again this year
responded effectively and efficiently to the challenges of safeguarding both our patients and our staff in
what has been a most challenging year.

The Hospital Safeguarding Board (HSB) and Safeguarding Operational Group (SOG) have continued to
provide the Board of Directors, Clinical Commissioning Group (CCG) and External Safeguarding Boards
with assurance of our ability to respond effectively and demonstrate accountability, for all aspects of
safeguarding children, young people and adults.

The report will outline the progress against the 2019/20 priorities and set out the key priorities for the
coming 12 months. These are central to supporting core safeguarding activities and demonstrate the
organisations compliance with Section 11 of the Children Act (2004) and the Care Act (2014).

Recommendation

For the Board to receive and approve the Annual Safeguarding Report 2020/21.

Once approved the report will be submitted to the Liverpool, Sefton and Knowsley Safeguarding Children’s
Board’s and the combined Pan-Merseyside Safeguarding Adult Board and become a composite with other
partner organisations.

Attached at Appendix A is a reminder of the Board Responsibilities for Safeguarding Arrangements.

REPORT
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Introduction

The term “safeguarding” covers everything that e

assists children, young people and adults at \QC\( h;l hjt‘h /&-ﬁ/’
risk to live a life that is free from abuse and SA (;UAKD N(\ // @
neglect and which enables them to retain < %o /.
independence, wellbeing, dignity and choice. }"I;
Safeguarding also encompasses prevention of vulnerable G

harm, exploitation and abuse through provision
of high quality care, effective responses to allegations of harm and abuse, responses
that are in line with multi-agency procedures and lastly, using learning to improve

services to our patients.

Liverpool Women's NHS Foundation Trust understands and acknowledges that
safeguarding is everybody’s business and everyone working in healthcare has a
responsibility to help prevent abuse and to act quickly and proportionately to protect

children, young people and adults when abuse is suspected.

At Liverpool Women’s we are committed to safeguarding all patients who access
hospital services, including community services. Although responding effectively and
efficiently to the complex challenges of safeguarding it can often be a challenging
process. Regardless, safeguarding is a fundamental component of all care provided
within Liverpool Women's NHS Foundation Trust and is firmly embedded within the

core duties of the organisation.

This reporting period (2020/2021) has been an exceptional year in terms of challenge
with safeguarding children, young people and adults becoming more important than
they have ever been. During the COVID-19 pandemic, with lockdowns and social
distancing measures in place across the UK, it became more difficult to maintain
regular contact with individuals and check on their welfare.

However, during all the uncertainty, it was particularly important to safeguard children
who may be at an increased risk of abuse, harm and exploitation from a range of

sources. It was also equally important to safeguard families, with parents facing
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significant pressures to continue to protect and promote the welfare of their children,
parents who may have already been struggling; thus with additional pressure their

likelihood of significant harm may increase.

During this time by their resilience, creativity and adaptability to maintain support for
vulnerable children and families, our staff at Liverpool Women’s have shown an

extraordinary ability and resourcefulness in their response to the COVID-19 pandemic.

This year the Trust Safeguarding Team has continued to provide a range of activities
to support key areas of Safeguarding work, embrace change and respond to emerging
themes both local and nationally to ensure all safeguarding processes are robust and
effective.

In response to the COVID-19 restrictions, changes required to relevant safeguarding

processes have been established, with robust governance and assurance processes

embedded to monitor.
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Statutory Framework and National Policy Drivers

In order to carry out safeguarding duties, it is vital to understand the local and national
safeguarding policies. The government regularly revisit safeguarding legislation and

policy to strengthen procedures and make guidance as clear as possible.

In order to appropriately safeguard children, the Trust is statutorily obliged to comply
with Section 11 of the Children Act (2004), which outlines the requirement for clear
lines of accountability for the provision of services that safeguard and promote the
well-being of children. Working Together to Safeguard Children (2018) establishes a
clear legal framework for all statutory agencies to maintain the rights of those with care

and support needs who are at risk of harm, abuse or neglect.

Following the introduction of the Care Act in 2014, Liverpool Women’s has also been

required to demonstrate compliance with the following regulations:

1. Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part
3)
2. Care Quality Commission (Registration) Regulations 2009 (Part 4)

The regulations below relate to Safeguarding and must be considered in how the Trust
assures itself that there are effective and robust safeguarding processes and practices

in place:

Regulation 9: Person-centred care
Regulation 10: Dignity and respect
Regulation 11: Need for consent
Regulation 12: Safe care and treatment

Regulation 13: Safeguarding service users from abuse and improper treatment
Liverpool Women’'s NHS Foundation Trust is fully aligned to the regulatory

requirements but also takes into consideration the revised NHS England published

guidance to all NHS organisations on their responsibilities to safeguard children and
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adults at risk. The ‘Framework for Safeguarding Vulnerable People in the Reformed
NHS (2019)’ clearly outlines the statutory duties that all NHS bodies have to safeguard
and promote the welfare of children and adults, with a particular emphasis placed on
the provision of greater assurance to the Board of Directors and external partners, that
those at the greatest risk of abuse, regardless of age, continue to be protected within

our services.

There is a clear distinction between Providers’ responsibilities to deliver safe and high-
quality care and Commissioners’ responsibilities to assure themselves of the safety

and effectiveness of the services they have commissioned.

Our Regulators and Commissioners have a role to actively monitor the performance
and quality of our service, with the responsibility to intervene if there is a decline in the

quality of the service we deliver or they suspect a breach of our standards.

In partnership with NHS England the Clinical Commissioning Groups (CCG), the
Safeguarding Boards, our partner statutory agencies (below) and other provider
organisations, Liverpool Women’s continue to work in partnership to ensure that we

protect the health and well-being and the rights of those identified as vulnerable.

&

Liverpool
ity Counciz

Liverpool Knowsley Liverpool Sefton Social Merseyside
Social Care Social care Women’s Care Police
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Safeguarding Arrangements at Liverpool Women’s

Liverpool Women’s takes care of more than 50,000 patients from Liverpool, the
surrounding areas and across the UK. Along with hospital based contact, delivering
around 8,500 babies and performing some 10,000 gynaecological procedures
annually, the Trust provides care for patients within the community and at the Aintree
Centre for Women’s Health; which is based at Liverpool University Hospitals NHS

Foundation Trust (Aintree site).

Supporting that activity, the Safeguarding Team is an established, fully integrated,
multi professional service, comprising of Senior Health and Social Care Professionals
with experience in Midwifery, A&E, Critical Care, Elderly and Social Care; and who are
able to act both strategically and operationally in preventing and

investigating potential abuse.

The following reflects our scope of Service:

Safeguarding Service Scope and Statutory

Partners

Safeguarding Children

Child Sexual Exploitation
Child Criminal Exploitation
Fabricated Induced lllness
Serious Case Reviews

NAI

Looked After Children
Neglect

Safeguarding Adults

Mental Capacity

Dol S

Forced Marriage

Honour Based Violence
Female Genital Mutilation
Restraint

Learning Disabilities
Dementia

Neglect

Modern Slavery
Allegations Against Staff
Human Trafficking
Domestic Abuse

Prevent Duty
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Maintaining the function and quality of all aspects of safeguarding practice across the
Trust is essential; with a particular focus on ensuring effective strategic safeguarding

leadership is in place.

Supported by the Associate Director of Nursing and Midwifery for Safeguarding,
Amanda McDonough, the Director of Nursing and Midwifery, Marie Forshaw has
executive responsibility for safeguarding arrangements within the Trust. Gaynor
Thomason was the Interim Executive Director of Nursing and Midwifery prior to Marie

Forshaw’s successful appointment in January 2021.

As outlined in the Intercollegiate Safeguarding Competencies for Adults (2018) and
Children (2019) all NHS providers must identify a Named Doctor a Named Nurse for
Safeguarding Children and Young People, a Named Professional for Adults and a
Named Midwife, (if the organisation provides maternity services); to provide expert
advice and support to Trust employees and promote good practice within their
organisation as per Children Act (1989/2004) and the Care Act (2014).

From April 2020 - March 2021 the Liverpool Women’s Named Professionals were;
e Named Nurse & Midwife for Children — Amanda McDonough
e Named Nurse for Safeguarding for Adults — Carl Griffiths
e Specialist Nurse & Midwife for Children and Adults — Maria Clegg
e Trust Prevent Lead — Matt O’Neill
e Named Doctor for Safeguarding Children — Dr Helen Chitty

e Named Doctor for Safeguarding Adults — Dr Gillian Fowler
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Summary of Current Position
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Throughout the reporting period for 2020/21, despite the constraints of working in a
pandemic and the many changes that has brought about, significant progress has

been made with the safeguarding children, young people and adult’s work plans. This

has ensured that the Trust has remained compliant with its overall objective to:

Ensure that Liverpool Women's NHS Foundation Trust safeguarding arrangements
are statutory compliant with appropriate legislation and national/local guidance in

respect of those identified as at risk

A number of key areas of priority were identified and outlined in the 2019/20

Safeguarding Annual Report and below is our progress against those priorities:

Number Objective RAG Status

Ensure that all safeguarding processes currently in place are
replicated robustly within electronic health records (K2/PENS)
1 and enable greater confidential sharing of safeguarding
information across the workforce (replicated but ongoing minor
issues currently working on)

Building on the recognised good practice of Liverpool Women'’s
when recognising and responding to domestic abuse as a
healthcare issue; plan and host a series of Webinars aimed at
Commissioners, managers and other professionals working in
the NHS, Police, Social Care / Local Authorities and the wider
public, private, voluntary and community sectors

Complete a full review and update the Corporate Safeguarding
3 strategy (2017-2020)

Complete an annual full self-assessment against the Section
11 standards detailed in Working Together (2018)

11
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Complete a further full self-assessment against the Learning
Disability improvement standards detailed within the NHS
Improvement guidance (July 2018) and develop a standalone
Strategy for Supporting Patients with Additional Needs with an
embedded operational work plan.

Safeguarding

Progress the arrangements for patients, detained under the
6 Mental Health Act 1983 with a view as to providing further
assurance that the Trust are meeting its statutory obligations

The Mental Capacity (Amendment) Act (2019) is due to be
implemented in October 2020. If Government delay the
implementation, due to COVID-19, Safeguarding will be

7 required to monitor the progress of this in readiness for any
required changes around the Liberty Protection Safeguards;
then complete a scoping exercise and develop an
implementation plan.

The key objectives for 2021/22 will be summarised at the end of this report.

12
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Safeguarding Performance Data Overview

Safeguarding Referral Rates (per annum)

2000
1800
1600
1400
1200 m2015/16
m2016/17
1000
m2017/18
800 W 2018/19
m2020/21

600

400

200

Safeguarding Adults Safeguarding Children Domestic Abuse

Overall, 2020/21 saw an increase in the safeguarding operational workload.
Compared to 2019/20, the amount of safeguarding referrals received by the service
increased by 158.

As expected, we saw an increase in the amount of domestic abuse referrals. This was
expected with the national lockdown measures due to a raised awareness and an
increase in Police call-outs and subsequent referrals.

In this reporting period we have made some changes to the process for ‘Routine

Enquiry’ to every contact and delivered more bespoke domestic abuse training to

individual clinical areas. We have also seen an increase in over the phone advice
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when clinicians have had to change processes because of lockdown measures; which

will account for an increased knowledge and referrals.

Although there has again this year been a reduction in the amount of Safeguarding
Children referrals; the quality of referrals has improved. This is reflected in the high
conversion rate of referrals to Local Authority Single Assessments as demonstrated in
2019/20 Safeguarding Children audit.

The improved quality can be attributed to staff learning from the feedback process
which is firmly embedded into the referrals, alongside the changes made to the
Safeguarding Children Level 3 Training; which now includes more specific training

around applying the ‘Levels of Need’ for a child.

We believe another contributory factor for the reduction in Safeguarding Children
referrals, may be as a result of data inaccuracy, as alongside this we have seen a
slight increase in the Safeguarding Adults referrals.

Following a deep dive of referral data, it was found that some of the referrals have
been categorised as Safeguarding Adults (pregnant women) when they should be
Safeguarding Children as it's the unborn that there are concerns about. As a
consequence of this finding, all referrals are re-categorised on completion to ensure
the data is accurate.
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Safeguarding Children

COVID-19 and the impact on other agencies including Children Services both in the
delivery of services and workforce availability have presented many challenges within

this past year for the Safeguarding Team.

Despite those challenges Liverpool Women’s Hospitals NHS Foundation Trust has
continued to support the statutory requirements with the roles of the Associate Director
of Nursing and Midwifery for Safeguarding who is the Trust's Named Nurse and
Midwife for Safeguarding Children and Dr Helen Chitty who is the current Named
Doctor for Safeguarding Children.

As a statutory partner of Liverpool, Sefton and Knowsley Safeguarding Children
Boards/Partnership Boards, Liverpool Women’s has continued in our commitment to

those boards, fulfilling our role in relation to safeguarding practices.

As in previous years, for this reporting period, through audit the Trust has

demonstrated full compliance with the Trust Safeguarding Children Policy.

Key points from the audit highlighted that Liverpool Women'’s staff are able to identify
and report safeguarding concerns and follow the appropriate information sharing

protocols to assist multiagency working.

Our staff are confident with the Local Authority Plans (Child Protection Plan) for the
unborn they have concerns about and with support from the Safeguarding Team are
able to ensure the plan is adhered to, actions are implemented and there is a safe

discharge.

Overall, through the findings Liverpool Women’s are able to demonstrate compliance

with the Trust’s statutory duty in relation to safeguarding children specifically.
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National and Local Safeguarding Reviews (previously Serious Case Reviews)

Within the reporting period, Liverpool Women’s Hospitals NHS Foundation Trust has
responded to all scoping requests for information from all associated Safeguarding
Children Boards/ Partnership Boards. In total we have contributed to eight Critical

Incident Groups (CIG) and one Rapid Review.

Following consideration, all cases in relation to young children did not result in a
Safeguarding Child Practice Review. However it was acknowledged that themes
identified as part of a previous review, lack of escalation, lack of professional curiosity

and disguised compliance; were themes included within previous learning/training.

The Trust was not requested to actively participate in any National and Local

Safeguarding Reviews in this reporting period.

Throughout the reporting period, the Trust has attended Safeguarding
Board/Partnership learning events to ensure relevant actions and lessons have been

implemented; and further disseminated across the Trust.

Child Exploitation (CE)

All Liverpool Women’s staff must be alert and vigilant to the possibility of Child
Sexual/Criminal Exploitation when caring for and in contact with under 18 year olds. If
it is suspected the child must be referred to the Trust Safeguarding Team and the
appropriate Local Authority. Staff can refer to the Pan-Merseyside Multi-Agency

Protocol for Child Exploitation for further guidance.

Regardless of whether exploitation is suspected, if a child is under the age of 13, is
known to be sexually active and accesses services from Liverpool Women'’s, a referral
should be made to Children’s Social Care. The concerns should be reported
immediately to the Safeguarding Team as consideration will need to be made around

making a Police referral.
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Bespoke enhanced CSE/CE Training continues to be delivered by the Safeguarding
Team to the Trust's unplanned care settings such as Bedford Clinic, Maternity

Assessment Unit and the Gynaecology Emergency Room.

The Liverpool Multi Agency Criminal Exploitation (MACE) panel which is made up of
a range of statutory, voluntary and community sector agencies enables regular
information/intelligence sharing and action planning to tackle CE. MACE is the
governance structure to ensure all medium/high concerns about child exploitation
have been assessed and responded to in a timely way. It provides the forum to share
wider intelligence of the CE risks and needs across Merseyside and enables greater

intelligence to enhance safeguarding and disrupt perpetrators.

Regular attendance from service providers mean there can be an immediate response
to ensuring an appropriate provision is provided. It provides an opportunity to identify
any child who presents as a victim of exploitation and a risk towards other children to
ensure risk is identified and managed appropriately. Liverpool Women'’s refer and
provide information as appropriate to the Liverpool MACE. The information we receive
is added to our systems and can be accessed by our staff to alert them of known CE

nominals and they are supported.

Early Help

Although the Early Help agenda sits within the Family Health portfolio, Safeguarding
have oversight of all the referrals in order to quality assure the correct levels of need.
The Early Help Assessment Tool (EHAT) is used for identifying children/young people
and families who would benefit from the provision of additional services as universal
services do not meet any identified needs. The assessment promotes a coordinated
service response to meet those needs and to significantly improve the outcomes for
the child.

Historically Liverpool Women's have had some difficulties in the completion of Early
Help documentation in relation to the information required and have explored many
different options including whether a midwifery reduced version or pre-EHAT would be

more appropriate.
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This approach was highlighted and following on from a successful 12 month pilot,
Liverpool now have a dedicated Early Help Team. Midwifery Services are now able to
make referrals to the Early Help Service using the pre EHAT form for families that are
in need of an Early Help Assessment and Team around the Family plan. Midwifery
staff can record vital information and observations obtained through routine midwifery
care and share with external partners/agencies. This has been successful in reducing
referrals that do not meet the appropriate level of need (Level 4) going through to

Children’s Services.

Overall the Early Help Team has seen a significant demand for service during 2020/21
with an 18% increase of complex family circumstances at Level 3 and Level 2. The
demand was anticipated from the previous year and it is believed that it will continue
to increase. Merseyside Police are amongst the highest referrers which may be as a
result of the pandemic given that as family stresses increase, the Police may the first

statutory agent a family have contact with.

During this reporting period Liverpool Women’s have directly referred 26
women/families to the Early Help Hub (Liverpool area only); which highlights an
increase from the previous year and shows a reduction in cases going to Children’s

Services.

Looked After Children (LAC)

A ‘Looked after Child’ (LAC) is a child who has been in the care of their Local Authority

for more than 24 hours.

Healthcare services have a responsibility to keep children safe. As such if a LAC
accesses the Trust via unscheduled care, staff will be aware as they have access the
Child Protection Information Sharing (CP-IS); which connects Local Authority
Children's Social Care systems with those used by NHS unscheduled care settings
and Maternity Units. Access to information is instant and enables vulnerable children

to be identified wherever they are cared for in England.

Staff notify the Safeguarding Team of this young person’s admission or attendance in

order for any relevant information sharing with the Local Authority. LAC inpatients (on

Page 92 of 503

18

(@)
=
o

@®

>

(@)

()
Y—

©
0p)




the Neonatal Unit) are supported by the Neonatal Discharge Co-ordinator who liaises

with appropriate professionals (LAC Nurses).

Voice of the Child

Actively involving children to communicate their experiences of care, with a particular
emphasis on how a service has helped to improve their health and wellbeing, is
essential in ensuring that the care we provide is improving children’s lives and keeping
them safe. Failure to listen to children and ensure that their views are taken into
account in child protection cases has been highlighted in many National and Local

Safeguarding Reviews (previous Serious Case Review) findings.

However, this is difficult in Provider organisations that predominantly deliver
healthcare to adults and babies. Liverpool Women’s are able to evidence compliance
with the Voice of the Child agenda as if an unborn is perceived to be ‘at risk’ when
there are known Safeguarding concerns and the concerns relate to any present and/or
future risk; in accordance with statutory guidance (Section 17, of the Children Act
1989, 2004) there must be a Child Protection Referral to Children’s Social Care. This
referral process is our Midwives and Nurses ‘acting by proxy’ and is the voice of the
child (for the unborn).

Safeguarding Supervision

The provision of Safeguarding Supervision ensures that the Trust is discharging its
statutory duties and responsibilities as a safeguarding agency; providing a high quality
service to those deemed to be at risk of abuse and forges a line of accountability

between the individual, the employee and the organisation.

Supervision provides a framework for examining a case from different perspectives
and enables staff members to deal with the stresses inherent in working with
vulnerable children, young people and adults at risk and their families. In a safe

environment, it allows staff to explore their own role and responsibilities in relation to
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the families they are working with and facilitates good quality, innovative and reflective
practice.

Although Liverpool Women’s have a number of trained Safeguarding Supervisor’s
(including the Safeguarding Team) who continue to provide Supervision for all Trust
staff that hold a child protection caseload; due to changes in workforce, we require
more Supervisors. Discussions with Family Health are ongoing regarding staff release
to complete the course.
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Domestic Abuse

Any incident or pattern of incidents of controlling, coercive or threatening behaviour,
violence or abuse between those aged 16 or over who are or have been intimate

partners or family members regardless of gender or sexuality; is referred to as
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domestic abuse.

During the national lockdown, it was recognised that the measures that were put in

place to tackle coronavirus (COVID-19) could possibly have a detrimental impact for

victims of domestic abuse.

In order to pre-empt any potential impact and appropriately respond to the potential
increase in domestic abuse cases and lockdown measures, the Safeguarding Team

put the following measures in place:

e Continued to communicate with our partners at a local and national level to
promote positive and sustained services for the victims of domestic abuse

e Routine Enquiry processes were increased to be completed at every contact
from staff (Request for specific field for this in the Community Midwife contacts
(MediTech)

e Added a separate safeguarding section to the Routine Enquiry Standard
Operating Procedure (SOP) for Maternity

¢ Provided virtual and written guidance to managers on enhancing their diligence
to the signs of domestic abuse with staff due to a noted increase in staff
disclosures

¢ Amended the Trust SOP for imaging of obstetric patients to include Routine
Enquiry as the Sonographers are scanning women with no partner present so
this is a rare and opportune time for a disclosure to be made

e Additional services offered to high risk patients; to mirror National Campaign
the Associate Director of Nursing and Midwifery for Safeguarding and Head of
Midwifery introduced code words and access for patients suffering from abuse

to Midwifes/Safeguarding Staff

21
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e Completed weekly audits in relation to activity to identify any trends or
increased referrals
Initially the volume of domestic abuse reporting in Merseyside didn’t significantly
increase despite the government and national media reporting an increase by up to
25%. This data was provided by national charities and support service and enabled
Merseyside Police to work closely with them to understand the gaps in reporting and

why there are calls to organisations outside of the Police.

Enquiries established that the contacts to the National Domestic Abuse Helpline
included calls that were not simply calls from victims and survivors of crime, but from
agencies seeking advice and guidance. As such, the Police requested that national
charities and support services encourage people to come forward to the Police to

report any domestic abuse concerns.

In April, the Home Office worked with a number of these key partners and charities
and continuing with the support for victims of domestic abuse, the #YouAreNotAlone

campaign was relaunched.

23 @ PROUDLY SUPPORTING

#YOUARENOTALONE

FIND SUPPORT AT: GOV.UK/DOMESTIC-ABUSE

HM Government

Alongside this campaign, as part of the North West Population Health and Protection
Network (NWPHPN), the Associate Director of Nursing and Midwifery for Safeguarding
presented Domestic Abuse - a Pandemic within a Pandemic at the NHSE/I virtual

event taCkling dOmestic Violence In a panDemic’.

The webinar was developed and delivered by NWPHPN for network members and
was developed to appropriately reflect on the impact of COVID-19 on safeguarding in

the context of domestic violence.

The NWPHPN felt that it was important to remember that domestic violence was a

global pandemic long before the COVID-19 outbreak. But the pandemic exacerbated
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domestic abuse and created an escalation in violence. Around the globe, governments
were asking residents to stay home to protect themselves and others. However for
domestic violence victims, the vast majority of whom are women, home was a
dangerous place. As the traditional routes to help and support such as Schools, A&E,
GPs and workplaces were either closed or less accessible, there were less

opportunities to identify the early warning signs of abuse and more individuals isolated.

The webinar was designed to help build a conversation about what needs to happen
to address the issue. With a target audience of NHS trusts, Public Health Teams,
voluntary sector organisations and stakeholders with an interest in safeguarding in
relation to domestic violence, the event highlighted the on-going challenges and
enabled access to available resources and assets. It also once again puts Liverpool

Women'’s at the forefront of leading change in relation to safeguarding practice.

Across Merseyside there was a coordinated partnership approach to tackling domestic
abuse through the Strategic Domestic Violence and Abuse Group (SDVAG) which
comprised of a variety of criminal justice agencies, Local Authorities and Health
representatives. The SDVAG raised awareness of domestic abuse services available
to victims via social media and Police/Local Authority internet sites. The Associate
Director of Nursing and Midwifery for Safeguarding represents Liverpool Women’s at
the SDVAG.

During this reporting period the Safeguarding Team have completed their annual
Domestic Abuse Audit. The Trust Domestic Abuse Policy and national guidance
clearly identifies that a proactive approach to the identification of domestic abuse is

necessary, and therefore it is essential that routine enquiry is completed.
The findings of the audit demonstrated that Liverpool Women'’s staff are adhering to
the Trust Domestic Abuse Policy and responding effectively to disclosures/ known

domestic abuse in the majority of cases.

Of all the cases audited there was evidence that in 75% of the cases routine enquiries

had been completed. 15 % of the cases had clear evidence that it was not safe to
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complete enquiries and 10% of the cases reviewed had no evidence that routine

enquiries had been completed.

Although the audit shows that staff remain compliant with the policy, remain aware of
the risks posed by domestic abuse and the need to provide a safe environment to
complete enquiries; the results differ from previous year’s findings. The audit identifies
missed opportunities to identify domestic abuse; all cases in GED/MAU. This enables
the Team to focus specific Domestic Abuse Training in those areas, to enhance their

training requirements and ensure we reduce the missed opportunities.

Overall in Merseyside, domestic abuse incidents increased by only 5%. The weekly
average prior to pandemic was 680, which rose to 714 post lockdown. Moving forward
into 2021/2022, we know that it is likely that many families in the UK will be suffering
from job losses and financial struggles. Finances, addiction, mental health and poverty
can be exacerbating factors and as such we are fully prepared for an increase in
reporting and will monitor capacity and resources into tackling domestic abuse in the

event of significant rises.

o #YouAreNotAlone

HM Government

LOCKDOWN
LIFTING BUT

STILL LIVING
WITH ABUSE?

FIND SUPPORT AT GOV.UK/DOMESTIC-ABUSE

Multi-Agency Risk Assessment Conference’s (MARAC)
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All healthcare providers are required to provide health information relevant to cases
being discussed at the Multi Agency Risk Assessment Conference (MARAC) and
attend the meetings where victims who have been referred by the individual Trusts are
being discussed.

Liverpool Women’s continues to work in collaboration with our external statutory
partners by referring and attending when required at the MARAC; enabling maximum
information sharing between relevant agencies within an agreed protocol. This
ensures that those identified as most at risk from violence and abuse, are managed
jointly with a management plan that provides a professional, co-ordinated approach to

reducing the perceived risk.

During the COVID-19 pandemic, the MARAC continued to function well through
telephone conferences and Microsoft Teams ensuring appropriate information sharing
and joint working with partners and specialist services. The Trust continued to provide
all appropriate health information/intelligence to Liverpool (North and South), Sefton
and Knowsley MARAC's.

Moving forward, the long awaited Domestic Abuse Bill is due to receive Royal Assent
in April 2021. We anticipate that the Bill will explicitly recognise children as victims if
they see, hear or experience the effects of abuse and will include changes to the legal
definition of domestic abuse to incorporate a range of abuses beyond physical
violence, including emotional, coercive or controlling behaviour, and economic abuse.
It is hoped that the Bill will provide protection to the many people who experience

domestic abuse and strengthen measures to tackle perpetrators.

Domestic Homicide Reviews (DHRS)

Liverpool Women’s have been involved in DHR processes since they were
established on a statutory basis in April 2011, under section 9 of the Domestic
Violence, Crime and Victims Act (2004).

In this reporting period, the Trust has had requests for information and involvement

in three potential DHR’s; two of which did not proceed to a full review.
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The third case, was an 18 year old female who was killed by her partner in January
2021 and had a 4 month old baby, born with us in September 2020.

Following consideration by the Community Safety Partnership it has been decided
that this case meets the criteria for a full DHR and this recommendation will go to
the Chair of the Safeguarding Adult’s Board and to the Home Office.

The ‘Protecting Vulnerable People Agenda’

The Pan Merseyside Harmful Practices Group meet on a quarterly basis and lead on
raising awareness among professionals and practitioners of harmful practice; such as
Forced Marriage, Honour Based Violence and Female Genital Mutilation. The
Safeguarding Team represent Liverpool Women’s at that meeting in order to share

good practice and disseminate any local and national learning.

Human Trafficking / Modern Slavery

Our work with Merseyside Police Human Trafficking Team has continued throughout
2020/21. This is an important piece of collaboration (developed by Liverpool Women'’s
and Merseyside Police in 2018) as it ensures that the robust processes in place as
standard; which includes ‘real time’ access to operational data and intelligence,

enables timely identification of individuals involved.

Up to date intelligence and knowledge around the particulars of ‘trafficked’ cases
ensures Liverpool Women'’s are able to advocate for this vulnerable cohort of women
when referring to the Local Authority and supports victims being safeguarded with

evidenced outcomes.
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Safeguarding Adults

Although some of the referrals from our staff were found

JOarag

to have been categorised incorrectly and should have

been a Safeguarding Child referral; this year has
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continued to see a rise in the number of Safeguarding

Adult referrals received by the Safeguarding Team. The

aton

2

&

0 »
S =S
DN

0

Li’é.t'en

Hoard |ng

Q

EXxpioit

majority did not meet the criteria for Section 42 enquiries,
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increase in care needs following admission, a perceived O

but instead related to concerns of self-neglect, an g
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complexity to establishing capacity to consent and the
identification of patients with additional needs requiring significant reasonable
adjustments needing to be implemented.

This increase can be attributed to the significant impact on the Safeguarding Adults

landscape, seen nationally, during the COVID-19 pandemic.

In the early stage of the pandemic, safeguarding issues were not being identified and
reported due to decreased face-to-face contact between people who were shielding
due to their care and support needs and their families, friends, neighbours or

professionals.

The Coronavirus Act 2020 made some changes to The Care Act 2014, enabling local
authorities to prioritise services to ensure the most urgent and serious care needs
were met. This led to non-essential services being either stopped or reduced and the
subsequent gaps allowed for opportunities for exploitation or abuse. This was because
those most vulnerable to abuse were typically more isolated and social contact of any
kind was often welcomed without sufficient caution.

The propensity for self-neglect due to age, infirmity, mental health problems and OCD
also increased due to a combination of heightened anxiety, isolation and the temporary
reduction or cessation of both statutory and voluntary sector support services as Local

Authorities struggled to adapt to lockdown and the changes that brought about.
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In general, safeguarding concerns dropped markedly during the initial weeks of the
COVID-19 lockdown period gradually increasing as the restrictions eased, which then
led to concerns that were normally identified in the community; instead being noted on

attendance or admission to Hospital.

Mental Capacity Act (2005) and Deprivation of Liberty Safeguards (2009) (MCA
& DoLS)

Unlike other pieces of legislation, both the MCA and DoLS were not amended by the
Coronavirus Act 2020. However the Government did issue additional guidance during
the pandemic, which was to promote a pragmatic approach in exceptional

circumstances.

This included assessing capacity remotely by telephone or video link, promoting that
any best interest’s decision can only be made between the options available and that
treatment in a care home or hospital did not require a DoLS authorisation; providing

the same treatment would be given to a person without a mental disorder.

This meant that a patient who met the criteria for being deprived of their liberty would
only receive the protection of DoLS in circumstances whereby the level of restrictions
in place to maintain their safety were increased in comparison to a patient being

treated without a cognitive impairment.

As in previous years, for this reporting period, through audit the Trust has continued
to demonstrate full compliance with Trust policy when establishing a person lacks

capacity to provide consent for serious medical treatment.

In addition, when making a decision to proceed in the individual's best interest,
compliance with Section 1(5) of the Act was demonstrated including the requirement
for statutory checks i.e. powers of attorney, taking into account the persons wishes
and feelings and a rationale as to why the choice was the least restrictive option

available.
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Compared to the 2019-20 audit, this was a significant improvement in compliance
which may be related to the gradual improvement in MCA training compliance,
increasing from 51% in March 2020 to 76% in April 2021.

This year has also seen a rise in the complexity of cases requiring specialist support
from the Safeguarding Team; on many occasions providing specific directions to
clinical staff in respect to documenting capacity assessments and best interest
decisions and on occasion, compliance could be viewed as being solely dependent on

safeguarding support.

In addition, as part of the pilot Safeguarding Quarterly Review, cases perceived by
clinicians to be complex and requiring significant support from the safeguarding team

were analysed.

These cases all related to proposed gynaecology/oncology investigations and
treatment, with the complexity deriving from issues, such as a disagreement over
withdrawing life sustaining treatment, the patient refusing to engage in assessments

or the need to liaise with external professionals.

It was noted that in these situations, whilst the clinicians responsible were confident
assessing capacity and making best interest decisions they were less so in the
presence of dispute, need for advocacy or behaviour that challenged the established

pathway for treatment.
As a consequence, a survey is required to be completed by the Safeguarding Team

to ascertain the views of senior Trust Consultants in respect to their confidence in

using the Act and the potential requirement for additional training.
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Learning Disabilities, Autism & Dementia

Liverpool Women'’s continue to work in collaboration with external health providers and
service users to implement the aims of the NHS Long Term Plan (NHS
England/Improvement (NHSE/I) 2018) to develop a clearer and more widespread

focus on the needs of people with a Learning Disability, Autism and Dementia.

The NHSI Learning Disability Improvement Standard’s (2018) combined with the
Dementia-Friendly Hospital Charter 2020; which supports the Prime Minister
Challenge on Dementia 2020, continues to inform the Trust direction for measuring
the quality of service and ensure consistency across the NHS in how we approach

and treat people with Learning Disabilities, Autism or both.

As part of our contractual agreement; the Trust continues to participate in the NHSE/I
learning disabilities improvement standards annual survey. However, following the
publication of the 2018/19 report and despite previous concerns being raised with
NHSE/I regarding the difficulty in interpreting the data to inform individual service
participating NHS Acute Trusts a decision was taken to create a bespoke internal audit

framework using the criteria of both Standards.

It is hoped this will provide assurance that Liverpool Women’s have the right
structures, processes, workforce and skills to deliver the outcomes that people with

Learning Disabilities, Dementia and Autism, receive and deserve.

Despite the impact the pandemic has had on the Safeguarding Team and the
operational workload, developments to improve the service offered to those with

additional needs continued throughout the year.

These included the introduction of screening and implementing reasonable
adjustments when booking an appointment, the development of a front facing
webpage containing relevant guidance to patients with additional needs and their

carers including access to the Trust Virtual Reality (VR) Programme.
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This programme allows users to experience a sense of presence in the Trust via a
computer-generated three-dimensional environment thereby providing a de-
sensitisation strategy for patients who may find hospital admissions challenging as
well supporting those patients who have difficulty reading through a ‘voice over
component explaining key aspects of the patient journey therefore complying with the
Accessible Information Standard for Trusts.

The innovative programme; enabling our patients with additional needs an ability to
prepare for their admission in the safe and familiar surroundings of their own home,

was a finalist in the Health Service Journal (HSJ), Patient Safety Awards 2020.

Although we didn’t win the HSJ Patient Safety Awards for 2020 the Trust was
recognised with a “Highly Commended” initiative. This is an exceptional piece of work
that will undoubtedly help improve the safety and experience of patients and their

carers. This facility will become available to patients and carers in April 2021.

Reasonable Adjustments during the Pandemic

The COVID-19 crisis has been shown to have significantly impacted on people with a
Learning Disability and or Autism resulting in exclusion, inequality and the associated

restrictions leading to a lack of control, confinement, isolation, fear and stress.

It found 451 per 100,000 people registered as having a learning disability died with
COVID-19 between 21 March and 5 June, a death rate 4.1 times higher than the

general population after adjusting for other factors such as age and sex.
But as not all deaths in people with learning difficulties are registered on these
databases, researchers estimated the real rate may have been as high as 692 per

100,000, 6.3 times higher.

A review of available data on the deaths of people identified as having learning

disabilities in England during the COVID-19 pandemic, commissioned by PHE,

Page 106 of 503

32

(@)
=
o

@®

>

(@)

()
Y—

©
0p)




identified people registered as having a Learning Disability had a death rate 6.3 times
higher than the general population after adjusting for other factors such as age and

Sex.

Deaths were also spread much more widely across the age spectrum, with far greater
mortality rates in younger adults, compared to the general population. The death rate
for people aged 18 to 34 with learning disabilities was 30 times higher than the rate in

the same age group without disabilities, researchers found.

As a consequence of the restrictions enforced by Government policy and the reduction
in primary care attendances through the majority of the pandemic there was a
subsequent reduction in those patients referred with a learning disability, autism and

or dementia compared to the previous year.

However, this has led to an increase in the presenting complexities requiring
adjustments to be made to the admission process. Despite this Liverpool Womens
have continued to promote the entitlement to reasonable adjustments being made to
reduce barriers to accessing healthcare throughout the pandemic and have continued

to work with external partners, patients and their families.

Moving forward

We will embed and continue to build upon the significant progress made to date.
However in order to ensure we continue to improve patient outcomes, patient
experience and partnership working; the Safeguarding Team will be developing a
three year strategic plan. The plan will detail how we will respond to the profile of our
local population and work with our patients, carers, staff and partners to deliver high

quality, person-centred care for people with additional needs and their carers/families.

Mental Health

Page 107 of 503

33

(@)
=
o

@®

>

(@)

()
Y—

©
0p)




The Trust has a statutory obligation to ensure that its service users, detained under
the Mental Health Act (1983) as amended by the Mental Health Act (2007) are treated
lawfully.

In response to the review of existing processes in the Trust, completed by the
Safeguarding Team in the previous year, discussions continue with a Mental Health

provider to agree a Service Level Agreement to underpin compliance with the Act.

To promote Mental Health awareness for Trust staff the updated Mandatory
Safeguarding online training package, due to be rolled out in Summer 2021, has been
amended to include guidance on the types of mental illness patients may present with,
the causes of mental illness, the stigma and misconceptions commonly associated

with mental illness and tips on how to listen and engage.

In the interim and whilst awaiting an agreed way forward, the Safeguarding Team have

continued to provide guidance and support on a case by case basis.

This year has seen a slight reduction in the number of referrals relating to mental
health concerns. The majority of referrals relate to adults with additional needs or have
on-going mental health needs and require specialist advice and support during their
admission; or a review of their established package of care to facilitate a safe

discharge.

The numbers of referrals that progress to further enquiries being made by Merseyside

Police or the Local Authority, remain minimal.

In addition, there has been a reduction in referrals requesting support to identify
appropriate reasonable adjustments for patients in compliance with the Equality Act
(2010).

This reduction demonstrates a greater awareness from front line staff around the

diverse nature of safeguarding adults and the importance of recognising potential

vulnerabilities and seeking specialist advice to ensure compliance with the statutory
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guidance. Staff awareness can be attributed to embedding the skills required to
complete the assessments with key groups such as the Enhanced Midwifery Team

and the Pre-Operative Assessment staff in Gynaecology.

Regardless of this year’s slight reduction, the Safeguarding Team have continued to
take a proactive approach to working collaboratively with both the patient and external
partner agencies in agreeing appropriate safeguarding arrangements in line with

statutory guidance.

Prevent

The aim of PREVENT is to reduce the threat of terrorism by stopping people becoming
terrorists or supporting terrorism. The Health Service is a key partner in PREVENT
and encompasses all parts of the NHS, charitable organisations and private sector

bodies which deliver health services to NHS patients.

Liverpool Women's NHS Foundation Trust as a Health Provider continues to ensure
our workforce is aware to identify any service users who are vulnerable to
radicalisation. As a Trust we liaise directly with both the Merseyside Police Prevent
Team as well as the Local Authority Prevent Engagement Officer to help support the

agenda as well as our local community.

In 2020/21, we were not requested to attend a Channel Panel and completed zero
direct referrals in relation to Prevent. We are fully compliant with the NHS
Commissioning Services for Prevent and we continue to provide data around the

Prevent agenda to both the Home Office and Liverpool CCG on a quarterly basis.
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Safeguarding Governance

Risk

During 2020/21 there were two open service level risks identified within the

Safeguarding Service:

1. Risk ID 2302 - Safeguarding training below target compliance
2. Risk ID 2308 — Reduction in Safeguarding Service staffing

Risk 2302

In September 2019, the Hospital Safeguarding Board agreed that as the Trust had not
achieved the internal and commissioning training compliance targets for an extended
period of time the Safeguarding Service completed a risk assessment. The group
agreed with the score of 10 (2*5), as well as the controls in place and the risk was

added to the Risk Register (Service Level).

Risk controls continued to be facilitated and tested to ensure the risk was managed
appropriately however, despite an increase, the Safeguarding Level 3 compliance
rates never achieved internal or commissioning targets in 2020/21. In Quarter 1,
Safeguarding Level 1 and 2 Children and Adults training achieved the 90% compliance
threshold and did not drop below 90% during 2020/21.

Additional controls were added for example Safeguarding Level 3 compliance was
agreed to be embedded within the divisional performance reports as well as weekly

sessions being provided by the Safeguarding Service.

Risk 2308

Prior to our impending CQC Inspection in 2019 the Safeguarding Team agreed to
second a member of the Team to assist and support another division (Gynaecology)
for a 3 month period. Due to the reduced staffing and potential service impact,

Safeguarding completed a risk assessment and placed the risk on the risk register
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(2*5=10). The seconded team member was successful in obtaining a permanent
position within the Gynaecology service allowing for Safeguarding to successfully
recruit to the positon of Safeguarding Specialist Nurse in April 2020. Subsequently this
risk was closed in June 2020.

Performance

Clinical Commissioning Group (CCG) Key Performance Indicator (KPI) Reports

For 2020/21 Liverpool Clinical Commissioning Group (LCCG) provided an overall
limited assurance rating to the Trust Safeguarding Service. Similar to the previous
year the only area of limited compliance was the adult and children safeguarding

training. All other areas of Safeguarding again achieved significant assurance.

LCCG acknowledged and were satisfied that the Trust Safeguarding Team had a
detailed recovery action plan and trajectory in place that had oversight from the
Director of Nursing and Midwifery, that training programmes have continued to be
reviewed and staff training compliance is reported to Quality Committee via the
Hospital Safeguarding Board.

Q1 (2020/21) | Q2 (2020/21) | Q3 (2020/21) | Q4 (2020/21)

LWH Assurance Assurance Assurance Assurance
rating rating rating rating
Training
= Due to COVID-
Local Authority
19 there was an > > —

Children agreement with

Local Authority | all Providers for

<« <« <«
Adults the KPI
Framework not
MCA / DoLS — > PN
to be followed
Commissioning | for Quarterl
<> <> <>

Standards
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Section 11 Children Audit

Following the changes to safeguarding arrangements in 2018/19, Liverpool,
Knowsley, Sefton and St Helens Safeguarding Children’s Partnerships (Boards)
utilised a Pan-Merseyside approach based on one single Section 11 submission.
However in 2020/21 this approach is no longer in operation and Liverpool Women’s
NHS Foundation Trust have not been required to provide assurance around this

process.

Section 11 Audit

In 2019, following on from the published Working Together to Safeguard Children
(2018), an evaluation of Merseyside’s Section 11 Audit compliance against the new

standards was completed by the partnership.

Given that the previous process evaluated Liverpool Women’s latest policy and
practice in relation to a new set of standards, the Liverpool Children’s Safeguarding
Partnership (LSCP) Board agreed to complete a ‘light touch’ scrutiny process for
agencies in 2020/21. This process required agencies to provide updates to policy and
practices where the quality of provision in respect of the standards have altered
significantly. However, as Liverpool Women’s met with the required compliance

scrutiny in 2019/20, this was not required.

The process for assessing compliance with standards for the year 2021/22 will require
full evidence and site visits in accordance with the Board’s decision to assess
compliance on a two yearly basis going forward. Results of 2021/22 scrutiny will be

reported in the LSCP Annual report in Summer 2022.
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Policies

Following publication of updated legislation and national guidance, the Safeguarding

Team ensures all safeguarding policies are compliant and accurate. Although the

Trusts policy is to ensure 3 yearly reviews; Safeguarding policies are reviewed every

12 months due to the regular changes in guidance and law.

Updated documents in 2020/21:

9.

© N o g bk~ wDbdE

Corporate Safeguarding Strategy

Safeguarding Training Strategy

Safeguarding Children Policy

Safeguarding Adults Policy

MCA/DoLS Policy

Domestic Abuse Policy

Supporting Patients with a Disability Policy

Managing Allegations for People Working with Children Adults and Vulnerable
Adults

Safeguarding Supervision Policy

10.Prevent Policy
11.Missing Child Guideline
12.LeDeR Guideline

Main changes to safeguarding policy for 2020/21 were:

v" Amendments to all policies where COVID-19 has impacted and altered practice

e.g. routine enquiry to ascertain patient safety from domestic abuse

v The updated the Harmful Practices and Female Genital Mutilation (FGM); within

the Trust Domestic Abuse policy

v" Further guidance around Dementia and Autism was included within the review

of the Supporting Patients with Additional Needs policy
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Audits
Auditor /
Forward : . .
Title Audit Summary / Findings
Plan No. :
Supervisor

2020-019

Trust compliance
with the Mental
Capacity Act (MCA)
2005 and
Deprivation of
Liberty Safeguards
(DoLS)

Carl Griffiths
Matt O’'Neill

The audit found full compliance with Trust
policy, in respect to establishing a lack of
capacity, a decision made in Best Interest and
the identification, authorisation and notification
of the outcome of deprivations of liberty within
LWH.

It was noted that there was a reduction in
admission rates, compared to 2019/20, for
patients with a cognitive impairment which
correlated with the national picture of delays
accessing primary care as a consequence of
the COVID-19 pandemic. Furthermore there
appeared to be a dependence on the use of
the paper based Consent Form 4 as opposed
to the online template available on the PENS

system.

As a consequence the Gynaecology Division,
with the support of Safeguarding, will be
encouraged to promote the use of the MCA &
Best Interest template on PENS to support the
move to a paperless service along with all
clinical divisions continuing to promote the
need to complete the online mandatory
training MCA module for identified staff

groups.
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2020/055

Safeguarding
children procedures
in accordance with
statutory guidance

audit

Maria Clegg
Matt O’Neill

Audit displayed very high standard of

compliance with Child policy and procedures.

Staff routinely complete appropriate actions
once safeguarding concerns are
disclosed/identified. Compliance with following
safeguarding plans of care was also a positive

finding.

One action identified was further training to
staff on how to apply the Levels of Need
framework consistently so the appropriate

actions are applied in a timely manner.

2020/033

Auditing the
compliance against
Domestic Abuse

Protocol/Procedure

Jayne Reid/
Matt O’Neill

High standard of compliance with policy and

procedures.

Findings of the audit demonstrated that LWH
staff are adhering to the Trust Domestic Abuse
Policy and responding effectively to
disclosures/ known domestic abuse in the
majority of cases.

A significant increase in the amount of safety
planning at the point of disclosure as well as
the high compliance with appropriate referrals
was very well received.

Some additional work is still needed to ensure
the areas are self-sufficient out of hours and
that staff are referring to the Local Authority
appropriately  without the need for

safeguarding input.
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Assurance

Hospital Safequarding Board (HSB)

Within this reporting period, the HSB has had much focus on the monitoring of
progress against the training compliance and the recovery plan. We have also
completed a review of the Terms of Reference in which the body of work encompassed
within the HSB was clarified ensuring the following items are continually discussed

and monitored:

e Partnership Working

e Risks & Serious Incidents

e Legislation and National / Local guidance changes
e Training

e Serious Case Reviews (SCRs) & Domestic Homicide Reviews (DHRS)
e CCG Key Performance Indicators (KPIs)

e Governance

e Assurance

o Effectiveness

e Performance

e COVID-19 pandemic

Safeguarding Operational Group (SOG)

The Safeguarding Operational Group (SOG) supports the HSB. It's primary purpose
is to ensure that safeguarding children and adults is a Trust wide priority and the work

from the external boards and HSB is disseminated across the Trust..

Following annual review of the meeting, it was identified that certain work streams
were slow to progress and there was an inconsistency in meeting attendance.
Safeguarding have now completed a review of the Terms of Reference and agreed for
the Safeguarding Service Manager to act as chair of the group for the next 12 months,

with a clear work plan. This will be reviewed again in 2021/22.
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Safeguarding Training o
c
._é
At the end of the reporting period for 2020/21, the Trusts compliance levels for €3L‘>
Safeguarding training are: 87
©
0p)
CCG )
) _ Compliance as of
Session Compliance

April 2021 (%)
Threshold (%)

Safeguarding Children Level 1 90% 91.8%
Safeguarding Children Level 2 90% 91.8%
Safeguarding Children Level 3 90% _
Safeguarding Children Level 4 90% 100%
Safeguarding Adults Level 1 90% 91.8%
Safeguarding Adults Level 2 90% 91.8%
Safeguarding Adults Level 3 90% _
Safeguarding Adults Level 4 90% 100%
MCA & DoLS (Advanced) * 90% _
Prevent (Basic Awareness) 90% 91.8%
Prevent (WRAP)** 90% _

*for MCA/DoLS Level 2 training and no programme available locally/nationally,
Liverpool Women'’s created a bespoke package of training which was launched early

2020 to all staff via ESR. Compliance was reset to zero.
**for WRAP training, early 2020/21 the Trust TNA was amended and dropped the

compliance below 90% and compliance has slowly increased back towards the target

during this reporting period. This is a once only training competency.

As previously reported, due to the lack of regulatory compliance, Risk 2302 was raised
with controls embedded to provide assurance; alongside actions to support the clinical

divisions to increase compliance.
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Key Objectives for 2021/22

2020/21 has shown us more than any other previous that Safeguarding needs to continually
evolve and the complexity of decision making increases around newly recognised forms of harm

and abuse, structures and process need to continually develop in response.
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Alongside a pandemic it again has been another year of significant and scrutiny. However,

throughout this reporting period and despite a pandemic, the Trust has successfully demonstrated

that robust mechanisms remain in place and we are able to adapt those mechanisms as

appropriate to safeguard children, young people and adults from abuse.

For 2021/22, aside from further embedding of existing overall process, the following key areas /

objectives for improvement have been identified as priorities:

2021/22 Priorities:

Number Objective

Develop a standalone Strategy for Supporting Patients with Additional
Needs with an embedded operational work plan

Progress the arrangements for patients, detained under the Mental
2 Health Act 1983 with a view as to providing further assurance that the
Trust are meeting its statutory obligations

Engage with EPR developers to enhance the system(s) functionalities
around safeguarding to better assist staff

As part of the Liverpool MARAC Steering Group, working closely with our
4 Commissioners, implement any changes required to Liverpool Women'’s
processes and policy for Domestic Abuse

Source further NHSE/I Safeguarding Supervision Training for Liverpool
Women'’s staff and further develop our Supervision processes

45
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Conclusion

o
Despite the number of challenges during 2020-2021 for the -%
Safeguarding  Service, this Annual Report §
demonstrates how the Trust continues to adapt to 8’
changing priorities and has achieved its statutory duties :‘/)E
in order to effectively safeguard patients and staff that
use our services. This would not have been possible without

the hard work, tenacity and commitment of the

Safeguarding Team and all Trust staff who work

tirelessly in ensuring, ‘Safeguarding is Everyone’s

Business’.

The Safeguarding Team have an understanding of purpose, roles and responsibilities not only to
each other but to how this fits into the wider organisation and most importantly our patients who

access services within our Trust.

The Trust Board understands the areas which require focus and are fully sighted on these.
Overall the Trust is again in a strong position moving forward into the coming year and as the
Associate Director of Nursing and Midwifery for Safeguarding | look forwards to the coming year
in leading and supporting the service to further strengthen the arrangements in place to support

the safeguarding agenda and the Trust on its journey to become ‘Outstanding’ as rated by the

Care Quality Commission.
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*Picture taken prior to COVID-19
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Staff Liverpool W@E
Briefing

NHS Foundation Trust
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Board Responsibilities for Safeguarding
Arrangements at Liverpool Women'’s

The Board must demonstrate:

e They have the appropriate core competencies in safeguarding.
Completion of the Level 1 Safequarding Children & Adults Training,
will ensure an understanding of the common presenting features of
abuse and neglect and the context in which it presents to health care
staff

e They understand the statutory role as a Provider Organisation within
Safeguarding;
which is to ensure Liverpool Women’s has the right systems and
processes in place to make sure children and adults are protected
from abuse and neglect; and there is commitment to external partners
and legislative requirements

e Liverpool Women'’s has strong leadership within Safeguarding
including the relevant statutory staff’s roles and responsibilities with
an:

Executive Accountable Officer—- DoNM Marie Forshaw
Non-Executive Director (NED) — Susan Milner

Safeguarding Service Lead for Children and Adults — ADN Mandy
McDonough

Named Nurse for Safeguarding Children - ADN Mandy McDonough
Named Midwife for Safeguarding Children - ADN Mandy McDonough
Named Nurse for Safeguarding Adults — Carl Griffiths

ANANIN

ASANEN
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NHS

Liverpool Women'’s
NHS Foundation Trust

Trust Board

Agenda Item (Ref) 2021/22/71c(i) ‘ Date: 02/09/2021
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Report Title Whistleblowing / Freedom to Speak up Annual Report 2020/21

Prepared by Freedom to Speak Up Guardian

Presented by Michelle Turner, Chief People Officer / Deputy Chief Executive

Key Issues / Messages This is the annual report completed by the Freedom To Speak Up Guardian to provide the Board with assurance regarding
Whistleblowing. It includes details of those issues that have been formally raised with the Trust and how they have been
dealt with.

Action required Approve [ Receive [J Note [ Take Assurance X
To formally receive and discuss a | To discuss, in depth, For the intelligence of the | To assure the Board /
report and approve its | noting the implications Board / Committee Committee that
recommendations or a particular | for the Board / without in-depth effective systems of
course of action Committee or Trust discussion required control are in place

without formally
approving it

Funding Source (If applicable):

For Decisions - in line with Risk Appetite Statement — Y

If no — please outline the reasons for deviation.

The Board is asked to accept the assurance provided by this report and endorse the further actions proposed.

Supporting Executive: Michelle Turner, Chief People Officer / Deputy Chief Executive

Equality Impact Assessment (if there is an impact on E,D & I, an Equality Impact Assessment MUST accompany the report)

Strategy O Policy O Service Change O Not Applicable X

‘ Strategic Objective(s) ‘
To develop a well led, capable, motivated and X To participate in high quality research and to 0O
entrepreneurial workforce deliver the most effective Outcomes
To be ambitious and efficient and make the best use of O To deliver the best possible experience for patients X
available resource and staff
To deliver safe services X

Link to the Board Assurance Framework (BAF) / Corporate Risk Register (CRR)

Link to the BAF (positive/negative assurance or identification of a control / gap in Comment:
control) Copy and paste drop down menu if report links to one or more BAF risks

3.1 Failure to deliver an excellent patient and family experience to all our service

users
Link to the Corporate Risk Register (CRR) — CR Number: Comment:
REPORT DEVELOPMENT:
Committee or meeting report Outcome
considered at:
Audit Committee 22 July CPO Noted and recommended to the Board
2021
Quality Committee 26 July CPO Noted and recommended to the Board
2021
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EXECUTIVE SUMMARY

This is the annual report completed by the Freedom to Speak Up Guardian to provide the Board with
assurance regarding Whistleblowing. It includes details of those issues that have been formally raised
with the Trust and how they have been dealt with.

MAIN REPORT

1. Introduction
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The Trust is committed to developing and maintaining an open and constructive culture whereby all
staff feel comfortable in raising any concerns they might have regarding the Trust and the services that
it provides. All staff should feel able to raise concerns in the knowledge that they will be taken seriously,
that their concerns will be addressed, and without any fear of reprisal of detriment. While this
commitment is based in, and underpinned by our statutory and legal obligations, the Trust’s
Whistleblowing Policy & Procedure encapsulates it in a form that is easily accessible for all staff.

This report is produced on an annual basis to give the committee assurance that the policy is in place,
and that it is both appropriate and regularly updated. It also provides a summary of whistleblowing
cases over the previous financial year to further provide assurance that the policy is being appropriately
implemented.

2. lIssues for Consideration

2.1. Trust Policy
The Trust’s policy has been reviewed and updated. The staff side were consulted as part of this

process and they were happy with the content and form of the policy.

2.2. Assurance: Annual Staff Survey Results
The National NHS Staff Survey includes three questions that specifically relate to issues around

raising concerns.

The table below shows the Trust’s results from the previous surveys, together with comparisons
against the national comparator (in our case Acute Specialist Trusts) and the Trust’s previous
results:

N
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Q17b Q17¢ Q18b
1 would feel secure raising concerns 1 am confident that my organisation My organisation acts on concerns
about unsafe clinical practice would address my concern raised by patients / service users

85 80 95
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60 50 70

2016 2017 2018 2019 2020 2016 2017 2018 2019 2020 2016 2017 2018 2019 2020
Best 78.8% 80.0% 80.0% 784% 80.2%  Best 740% 72.4% 77.2% 765% 74.1% Best 88.9% 89.5% 90.5% 88.2% 87.8%

643% 69.1% 69.2% 735% 705% |[ENEEE] 57:2% 609% 59.9% 64.1% 632% 783% 79.3% 733% 82.6% 81.4%
Average | 71.8% 72.0% 732% 74.0% 756% [Averagel 62.0% 63.3% 64.9% 657% 658% [Averagel 80.6% 82.0% 82.3% 826% 82.9%
Worst  634% 66.4% 69.2% 716% 705% Worst  52.4% 540% 57.9% 614% 626% Worst  73.4% 754% 733% 77.4% 80.1%

Source: raw data for 2020 NHS Staff Survey supplied by Quality Health

These figures continue to show the majority of our staff are clear about how to report any unsafe
clinical practice, although they all show a dip in our results from last year, taking them further away
from the national averages we have been working towards. Those dips aren’t huge, but it is
something that we will need to address. The results regarding staff feeling secure and confident
about raising concerns again showed a small dip following the significant increase from the
previous year. All scores continue to show an improvement on the initial base score in 2016.

Formal Concerns Raised with the Trust (Inc. Whistleblowing Declarations / CQC notifications )

Seven cases were formally raised with the Trust during the period April 2020 to March 2021:

1.

an anonymous concern raised with regards to issues on Mat Base, re) morale, staff shortages,
management and lack of resources — review conducted including drop in sessions and confidential
meetings with staff in that area — findings were fed back to both managers and staff, with a number
of agreed actions put in place.

an anonymous concern raised in relation to Continuity of Care, specifically around issues of training
and communication — drop in sessions and confidential meetings offered to staff — a number of
agreed actions were put in place.

a bank sonographer complained about alleged bullying— some work was done locally with that
team, and we are now commissioning an external review of working practices & leadership in
imaging via the Society of Radiographers.

an anonymous letter alleged that two midwives had been working whilst off sick — the matter was
investigated, and the allegation was found to be unsubstantiated.

an allegation was made to the NMC that a named midwife had failed to preserve patient safety by

not sharing information to colleagues — the matter was investigated, and the allegation was found
to be unsubstantiated.

Page 125 of 503

5
o
)
x
'©
>
c
=
<
-
n
N
LL




6. an allegation was made to the NMC that a named midwife had acted outside the scope of her
competence and not in a manner consistent with the values of the organisation — requested
information was shared with the NMC who subsequently informed the Trust that they were not
pursuing the matter.

7. an allegation was made to the NMC that a named midwife had attended work whilst under the
influence of alcohol (this was a historical incident dating back to 2016) - requested information was
shared with the NMC who subsequently informed the Trust that they were not pursuing the matter
— the member of staff had left the Trust’'s employment some time ago.
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2.3. Freedom to Speak Up Guardian (F2SUG)

The chart below demonstrates the Guardian contacts per Quarter and the main themes; this recording
is in line with National Guardian requirements and reported externally.

Total Concerns Concerns Concerns Concerns Comments

number where staff with element | with element | where

of wanted to of Patient of Bullying concerns

concerns remain Safety/quality | and about

raised Anonymous Harassment detriment
Q1 11 0 2 0 0 Decrease of 4
2020/21 from 2019/20
Q2 14 0 7 0 0 Increase of 6
2020/21 from 2019/20
Q3 34 2 26 2 0 Increase of 26
2020/21 from 2019/20
Q4 13 1 2 6 0 Increase of 3
2020/21 from 2019/20

In the last 12 months a total of 72 contacts were made to the Freedom to Speak up Guardian
(F2SUG) requesting support to raise concerns or where staff want to speak to someone in a safe
space to discuss work related issues. This is increase of 112 % (38) contacts recorded in the
previous 12 months. Concerns throughout the year were raised from a wide variety of staff, with
concerns raised by staff of all grades and from all services and teams have spoken to the Freedom
to Speak up Guardians. The trend data would seem to indicate that staff continue feel confident to
raise concerns in their own name.

Where staff want to speak to someone in a safe space to discuss work related issues, these
contacts are usually related to Grievance or Interpersonal issues within teams where no formal
action is required by the Guardian. They are recorded and monitored with the individual to ensure
if required to ensure appropriate avenues are able to be accessed by the staff member.
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The large increase in concerns in Q3 related to many concerns raised by Maternity staff relating to
the impending introduction of the continuity of carer program. Many staff felt that such a big change
during a pandemic was creating risks to bit patients and staff. The concerns were raised and
addressed with the Director of Nursing and Midwifery at the time and a program of work were put
in place to follow these concerns up.

Concerns continued to be raised throughout the year relating to the uncertainty around the COVID-
19 Pandemic and the constant changes that this brought about. Much of the work undertaken by
the Guardian in relation to these issues meant the concerns were able to be dealt with at the initial
discussion. This was by reviewing the trust guidance and discussing their anxieties this with them.
Many of the concerns were being influenced by national media coverage and hearsay.

In Q2 a member of the midwifery team raised concerns about the preceptorship and how this was
affecting new midwives and retaining them. The Guardian supported the member of staff to engage
with the senior managers in Maternity and discussed the issues. As a result of the staff members
insight they were invited to be part of the review group aimed at providing the best possible
preceptorship program.

Throughout the year there have been cases where the root cause seems to be an issue with how
change is managed and implemented. During the past year services and staff had had to be very
flexible and agile to cope with the ever-changing circumstances, but on occasion how this has been
implemented meant staff felt frustrated and concerned about the impact of these on patients and
themselves. As part of the leadership courses being undertaken during 2021/22 the Freedom to
Speak Up module will include advice and guidance on change management and the impact this
has on the concerns of staff.

Towards the end of Q4 the second Guardian role was recruited to so we now have the full
complement of guardians again.

After many years in the pipeline, during Q4 2020/21 the National Guardian Office launched their
freedom to speak up training that is available for anyone who works in healthcare. Developed in
association with Health Education England, the training is spit into 3 modules

o “Speak Up”
This is core training for all workers and covers what speaking up is, why it matters and it
helps staff understand what they can expect from speaking up

o ‘“Listen Up”
This is for Managers at all levels and focuses on listening to concerns and understanding
the barriers to speaking up. This should be completed in conjunction with Speak Up as to
ensure they understand what speaking up is and how they should respond when someone
speaks up to them.

o “Follow Up”
For senior leaders, including executive and Non-Executive Directors, lay members and
governors. This final module, Follow Up, for senior leaders — including executive and Non-
Executive Directors, lay members and governors — will be launched later this year. Senior
leaders will be expected to complete all three modules, Speak Up, Listen Up and Follow
Up to ensure they have a full understanding of the speaking up process.
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Induction and training activities have continued to be undertaken during this year in both virtual,
recorded and face to face formats where possible.

Concerns throughout the year were raised from a wide variety of staff, with concerns raised by staff
of all grades and from all services and teams have spoken to the Freedom to Speak up Guardians.
The trend data would seem to indicate that more staff feel confident to raise concerns in their own
name.
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Feedback to the Guardians is collected at the end of an episode of raising concerns with staff
feedback being wholly positive. There has been no negative feedback this year related to the
support offered by the Guardians.

The F2SUG is an active member of the North West Regional F2SU Guardians network and have
presented at regional events. This work helps to standardise Guardians works across a wider
footprint and to create a support structure for Guardians to enable training, learning and debriefing
after difficult cases.

The Freedom to Speak up Guardian continues to be heavily involved in the Fair and Just culture
project within the Trust and is a certified manager in this methodology. The project has essential
links in with the aims and ambitions of the nation Guardian program.

The F2SUG continues to monitor training, policies and processes undertaken by the Guardians to
ensure any national changes are implemented where apprpriate. F2SUG continue to have a
presence on all inductions and leadership courses within the Trust.

The National Guardians office continues to undertake case reviews within NHS Trusts and make
recommendations for improvement where they see for. These reports are then shared with the
F2SUG'’s. They are then used within LWH for self-reflection and review of any areas of learning. ,
we have used these for LWH to ensure we are working within the best practice guidance of the
National Guardians Office.

2.4. Freedom to Speak Up Index

Working with NHS England, the National Guardian’s Office (NGO) has brought together four
questions from the NHS Staff Survey into a ‘Freedom to Speak up (FTSU) Index’. These questions
ask whether staff feel knowledgeable, secure and encouraged to speak up, and whether they would
be treated fairly after an incident. The FTSU Index seeks to allow trusts to see how an aspect of
their FTSU culture compares with other organisations so learning can be shared, and
improvements made. This is the third year in a row that we are publishing the FTSU Index. This
year’s index is based on the results from the 2020 NHS Staff Survey.

The FTSU index was calculated as the mean average of responses to the following four
guestions from the 2020 NHS Staff Survey:

* % of staff "agreeing" or "strongly agreeing" that their organisation treats staff who are
involved in an error, near miss or incident fairly (question 16a)

* % of staff "agreeing" or "strongly agreeing” that their organisation encourages them to
report errors, near misses or incidents (question 16b)
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* % of staff "agreeing” or "strongly agreeing" that if they were concerned about unsafe
clinical practice, they would know how to report it (question 17a)

* % of staff "agreeing" or "strongly agreeing" that they would feel secure raising concerns
about unsafe clinical practice (question 17b)
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There was an additional question included in the 2020 NHS Staff Survey which focused on
workers feeling safe to speak up more generally:

* % of staff "agreeing" or "strongly agreeing" that they would feel safe to speak up about
anything that concerns them in their organisation (question 18f)

Question 18f was not included in this year's FTSU Index — to allow for comparability to previous
years — but has been analysed alongside the index score.

The overall Index score for 2021 at LWH was 77.8% which is below the national average of
79.2% and a 2% decrease on the year before. This follows a 4% increase in the report from
2020.

The specific speak up question (18f) scored 66.7% and was above average nationally, which was
65.6%

2.5. Freedom to Speak up survey

To help us expand on the findings of the national report we have conducted an LWH specific local
survey in relation to Freedom to Speak Up, which we will conduct on a regular basis throughout the
year in conjunction with our Communications Team. This survey was conducted electronically with
LWH staff between 2" June — 11" June 2021.

Aim of survey was to understand people’s knowledge of Freedom to Speak up within the Trust and if
they know how to contact the Freedom to Speak up guardians. It also purposefully asked if information
is visible enough and if it has been seen across the Trust recently to support the upcoming promotional

campaign.
132 responses received (approx. 10% sample of all staff).

Over three quarters are aware we have Freedom to Speak up Guardians within the Trust (77.3%
| 22.7% respectively).

Less are aware of the role of the guardians and why they are there for them (63.6% / 36.4%)
With just over half saying they are aware of how to contact the guardians (56.5% /42.5%)

60% said they would feel comfortable contacting a guardian with a concern they may have
although comments received included:

o Don't feel safe to speak up due to potential implications on me as a result
e Worry about confidentiality
e Feel raising concerns will impact on career progression

75% said F2SU information is NOT visible enough with 81% saying they haven't seen any
information displayed across the Trust in the last week.
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¢ One comment said they had a look on Intranet for information and found details
¢ Another said the only guardian they are aware of has either left or on long term sick

There were 17 free text comments, the main themes of which included:

¢ Difficult to get privacy to speak with them
e Regular communication needed from guardians and visiting areas to raise profile
e Positive feedback towards a guardian but concerns not addressed and anonymity a concern
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2.6. Actions for the Coming Year Ahead

Launch new promotional campaign with a stronger visual identify across the trust to help with the
visibility of the service provided

Embed the national training modules across the trust and encourage all staff to complete to their
relevant job level. This will add to the work that is done at induction and other awareness activity.

Continue to engage with staff, to be visible within the Trust, support training for staff and
managers around Speaking up.

Work towards our staff supporters being “Freedom to Speak up Champions” within the trust to
provide contact and signposting information

Conduct a refreshed Freedom to Speak Up review tool review for 2021 with the Board and work
on any associated actions that result from this.

Launch the Freedom to Speak up Strategy

Conduct review of the Freedom to Speak up Guardian structure to support the future plans and
strategy.

Explore how to enable the Freedom to Speak Up data to be triangulated with other data through
the Trust’s Integrated Governance report

Implement new communication tools, such as inputting into the learning newsletter from
Governance that is looking to be introduced, to enhance visibility

Support the Leadership and Management Programme by providing specific Freedom to speak up
workshops to identified future leaders. This will focus on how concerns are received by managers
and the expected actions they are required to take.

Continue to meet with staff groups to publicise the role of the Freedom to Speak up Guardian
both internally and externally to the Trust.

Continue to support the Fair and Just Culture work program within the Trust and embed its
principles into all aspects of Trust business.

Continue to work with Reginal and National Guardians to improve communication and standards
of working and reporting of Concerns Raised.
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Work with HR colleagues on analysis of the any Staff Survey’s to identify pockets of concern and
prioritise these areas for contact and support.

Continue to Work with the Divisional Leads to identify any trends and themes in concerns raised.
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3. Conclusion

This paper demonstrates that the Trust is working to increase the reach and visibility of the freedom
to speak up service. It demonstrates the continued feedback approach being adopted to ensure the
service keeps pace with the needs of the staff in the organisation.

It also provides assurance that any concerns that have been raised have been dealt with
appropriately.

4. Recommendation(s)
The Board is asked to accept the assurance provided by this report and endorse the further actions
proposed.
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Freedom to Speak Up
Vision and Strategy
2021-2024
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Context & Mission

Sir Robert Francis’s ‘Freedom to Speak Up’ review in February 2015 highlighted the need
for the creation of the National Guardian and Freedom to Speak Up Guardians at every
Trust in England as a ‘vital step towards developing the right culture and environment for
speaking up’.

The National Guardian’s Office, produces leadership, guidance and information in relation to
national best practice for Speaking Up and how organisations can develop and enrich their

speaking up arrangements, to better support staff to do so.

The National Guardian’s stated mission is to make speaking up business as usual
throughout the healthcare sector.

What is Freedom to Speak Up?

When things go wrong we need to make sure that lessons are learnt and improvement
made. If we think that something is wrong, it is important that we feel able to speak up so
that potential harm is avoided.

Even when things are going well, but could be made better, we should feel able to say
something and should expect that what we say is listened to and used as an opportunity for
improvement.

Speaking up is about all those things.

Workers may use terminology such as ‘raising concerns’, ‘whistleblowing’, ‘raising a
grievance’, ‘complaining’, ‘making a suggestion for improvement’.

All of these things are speaking up.
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Our Vision

At Liverpool Women'’s Hospital (LWH we are committed to creating an open, fair, just & kind
culture throughout the organisation from front line to Board level.

We want to ensure that all staff, including agency workers, temporary workers, students,
volunteers, governors and other stakeholders are encouraged and feel safe to ‘Speak Up’.

Our Freedom to Speak Up culture will actively encourage:

Courage — speaking truthfully and challenging appropriately

Impartiality — remaining objective and unbiased

Empathy — listening well to diverse voices and acting with sensitivity

Learning -seeking and providing feedback, and looking for opportunities to improve.

Our Board and senior leadership team will support this vision by:

Actively championing Speaking Up
Providing timely and easy access to the Senior Independent Director when
requested

e Ensuring all methods of raising concerns are promoted seeking innovative ways to
make speaking up accessible to all staff at all times

e Raising the profile and visible leadership of Freedom to Speak Up
Modelling the behaviours to promote a positive culture in the organisation
Providing the time and resources required to deliver an effective Freedom to Speak
Up function

e Seeking assurance from Guardians across a range of indicators about the underlying
culture in relation to speaking up across the Trust

e Utilise data effectively including triangulation of Speak Up data with quality and
engagement metrics
Ensuring the policy and procedures are being effectively implemented
Leading the development of a Fair and Just Culture with LWH
Ensuring that F2SUGs have access to all the information they require (maintaining
confidentiality) to adequately assess and understand the cultural drivers in relation to
speaking up

e Providing learning to support leaders to recognise and utilise the potential for
speaking up to drive improvement

e Provide access to training for all workers, including leaders, to promote a speak up,
listen up, follow up culture

e Ensuring that those who speak up are supported, cared for and suffer no detriment.
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Role of the Freedom to Speak Up Guardians at LWH

The Trust's Guardians will fully engage with the National Guardian’s Office and the local
network of Freedom to Speak Up Guardians in our region to learn and share best practice.

There are 10 principles of the F2SU Guardian role defined by the National Guardian’s office

1.

2.

10.

Fairness - F2SU Guardian teams appointed or selected in a fair and transparent way

Conflict - F2SU Guardians should guard against potential conflicts caused by
holding additional roles

Reach - The F2SU message should reach everyone

Diversity - All staff groups, especially the most vulnerable, need routes to enable
them to speak up, staff networks can support this

Communication - F2SU messages should be included in training and feedback and
how it generates change should be disseminated regularly

Partnerships - F2SU Guardians need to develop strong partnerships with teams and
individuals throughout their organisation

Leadership - All leaders in the organisation should demonstrate their commitment to
F2SU and CEOs and NEDs will meet regularly with the F2SU Guardian/s

Openness - F2SU Guardians should present regular reports to their Board of
Directors in person

Feedback - F2SU Guardians should gather feedback on their performance

Time - F2SU Guardians should have sufficient time and resource to meet the needs
of workers in the organisation

Our F2SU Guardians will work together to:

Engage with Trust leadership and the wider workforce to raise the profile of raising
concerns in our organisation.

Meet with staff, utilising a variety of events, processes and media to ensure that all
staff are aware of how to raise a concern.

Provide confidential access, advice, support and feedback to every section of the
workforce in relation to concerns they have about patient safety.

Provide training to all staff in how to raise and receive a concern.

Provide adequate information, which has been appropriately triangulated, to PPF and
Board to enable them to make informed opinions on the culture of speaking up with
LWH
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Strategy

We will prioritise the following actions to deliver our F2SU Vision:

Leadershi

Annually review our position against the National Guardian’s Office expectations for Boards
Provide support for the Guardian/s and ambassadors in their roles with access to executive
and non-executive leads

Participate in the relevant Integrated Care System programs in line with The NHS People Plan.
For example workforce race equality and F2SU joint training

Ensure Visible leadership of F2SU by promoting all methods access and communication

Governance

Ensure policies, procedures and reporting arrangements are in place and reviewed annually,
taking into consideration national, regional and local learning

Ensure systems are in place to record disclosures and that they protect a person’s
confidentiality when a concern is raised

Annual review and audit of the Trust's F2SU strategy and policy

Annual audit of staff awareness of F2SU processes

Report outcomes through the appropriate channels

Provide an annual report for the Trust Board and presented in person by the Guardian/s

Learning

Deliver the national training program at three levels; all staff, managers and the Board

Share good practice and learning from concerns raised through a variety of fora, with the key
aim of fostering openness and transparency

Review and strengthen plans to address learning from NGO case reviews

Review internal cases management through reflection

Seek opportunity to triangulate learning from F2SU concerns with patient safety, patient
experience and HR data

Culture

Develop a communications and training plan which raises the profile and understanding of our
speaking up arrangements and learning

Ensure people who raise concerns are supported through the process, receive feedback and
are thanked for their action

Ensure that all staff are treated fairly and consistently when speaking up or raising concerns,
including those who are being spoken about

Develop a plan to ensure that staff from minority groups feel able to access speaking up
support

Ensure that all staff will have completed F2SU training and know how to speak up, and if in a

line manager role, will know how to listen up and take action
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Monitoring Impact

The Putting People First committee (PPF) will have oversight of the Strategy and the
supporting workplan will be reviewed twice yearly by the PPF Committee and
annually by the Board of Directors.

Annual Freedom to Speak up report / presentation to the Trust Board

Annual Raising Concerns Report (including Freedom to Speak Up) to be presented
to Putting People First Committee and Audit Committee

Divisional Boards will receive and review Divisional F2SU quarterly reports and
Divisional Performance Reviews. This will be incorporated into the PPF and Board
reports.

Feedback obtained from those that speak up; about their experience of speaking up
will be collated and used to inform appropriate changes

Regular testing of staff awareness and confidence in Speak Up processes will be
undertaken at regular intervals throughout the year and as part of the Annual Staff
Survey.
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Draft F2SUG Strategy Action Plan 2021-24

On target to
achieve

Action

Minor Delay

Behind
Schedule
Action Description

Completed

F2SU Strategy

Progress / Completion

a) ldentify the baseline for Regular all staff surveys to be KR Jan 2022 Initial survey undertaken in June 2021
knowledge of speaking up undertaken at 6 month intervals for baseline.
across the Trust — use the and scores tracked to identify any
intelligence gathered to areas of improvement
inform future engagement
with staff.

b) F2SUG to work at Regional Attend quarterly Reginal events KR Ongoing
and National Level to including Regional conference
celebrate and inform Read and review Bulletins from
speaking up NGO and share any relevant

information

c) Read and Evaluate the Case | Develop a gap analysis and action | KR Ongoing
Studies produced by the plan for improvement on LWH
NGO current performance and

development needs in relation to
Case Studies.
Report findings, developments to
PPF in bi annual report.
Escalate any urgent issues to
Executive and NED for Speaking
Up
d) Development of a Bi-annual | Identify the KR April 2022

Divisional Reports to raise
the profile of speaking up at
Divisional level.

e Number/ type of concerns
raised per division per quarter.

e Learning achieved

e Areas of concern for
Guardians

e Silent areas
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Survey results of F2SUG
Team meetings attended,
other engagement and
education events attended.

e) Ensure feedback and Feedback framework to be KR Apr 2022
findings gathered from desigined to ensure trands and
speaking up cases feed into | findings from sepak up cases feed
wider Trust governance into reviews with Incidents,
reports Patient feedback, staff surveys
etc.
f) Ensure the Trust Policy on Review current policy against KR Apr 2022
Speaking up reflects the best | National Speaking up Policy
practice National Speaking Guidance
up Policy Guidance Undertake Gap analysis
Revise policy to reflect national
guidance
Ratify policy via usual channels
g) Ensure all Trust Induction Review all Trust induction KR Complete | Allocated time on all inductions
Sessions have a spot for the | programs and ensure F2SUG are completed. Video induction recorded
F2SUG role and Speaking represented on each one and made available where needed.
Up at LWH including student nurse/midwife
and Junior Doctor Induction
programs.
Ensure promotional materials are
available in induction packs
h) Gap analysis of current Review the F2SUG input into the | KR Jan 2022 Online training developed as per Action

training program against
National Guidelines on
Speaking up Training from
NGO

Trust Leadership program to
ensure it is up to date and
congruent with national best
practice.

Ensure the training program for
staff meets the minimums
standards of the NGO Guidance.
Development of on line and virtual

g) currently in the process of adding
this to the Trust training provisions
through Education Governance.
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training programs to promote
learning.

i) Development of closer links Support the development of a KR Ongoing
with other staff support comprehensive advice system for
services such as Mental all staff.
Health First Aiders and Support other internal staff
Dignity at Work Advisors support services and engage in
greater cross working
j) Develop ways to celebrate Celebrate annual Speaking up KR Oct 2022
speaking up across the Trust | Month (October) have plans in
and externally place to raise the profile of
speaking up
Develop (where appropriate)
lessons learnt from speaking up
cases within the Trust,
maintaining confidentiality.
k) Regular meetings between Ensure meetings are regular and | KR Nov 2021 NED Meetings arranged
the F2SUG’s and CEO/Chair, | given priority within diaries
NED and Exec for Speaking
up are diarised
l) Development of a minimum Ensure compliant with NGO KR OCT 2022
Data set for reports to Board | advice in Guidance for Boards on
and PPF which will provide F2SU in NHS Trusts and NHS
assurance about the Foundation Trusts
Speaking up arrangements in | Ensure data set is triangulated
the Trust properly to give informed advice
to Board and PPF
Agree with Trust Secretary
frequency of reports to Board and
PPF
m) Development of a feedback Design a feedback / evaluation KR April 2022

mechanism to allow learning,
improvement and
development of the F2SUG
service

form for all contacts for the
F2SUGs within LWH to include
e Ease of use

e Support Offered / Given
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Any Detriment
Overall Satisfaction
E&D Data

Use again?

Ensure this feedback is added to
the annual F2SUG reports to PPF
and Board

Annual Self-Assessment
against national best practice
to be developed

To be completed annually and
action plans developed for any
areas of non-compliance with
expectation.

KR

Ongoing

Development with HR leads
a system to review impact of
speaking up on workforce

Review current arrangements and
revise the information this is
telling us.

To include :-

Sickness

Recruitment

Termination

Exit Interview

Staff Survey results

KR

April 2023

p)

Review of all Promotional
Materials

Review current promotional
materials, cross reference with
survey responses (above) and
refresh and develop new methods
of promotion of Speaking Up
across the Trust.

Development of a Trust Leaflet on
Guidance about How to speak up
and How to receive a concern at
LWH.

KR

April 2022

New branding promotional materials
sourced and distributed.

a)

Development of an online
training program in how to
raise and receive a concern.

Working with Learning and
Development Leads, IT leads;
NGO and Regional Guardians

KR

Completed

Online training program now complete-
Implementation picked up in action g)
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develop a comprehensive on line
training program for all staff.
Develop an evaluation process for
evaluation of learning

Build in annual reviews
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COVER SHEET

Agenda Item (Ref) 2021/22/71d ‘ 2 September 2021
Report Title Integrated Governance Assurance Report 2021/22 — Quarter 1
Prepared by Allan Hawksey, Acting Associate Director of Quality and Governance

Presented by Marie Forshaw, Chief Nurse & Midwife

Report provides information of oversight and assurance monitoring of Integrated Governance
and highlights key risks to the Trust.

Key Issues / Messages

Action required

Approve [

Receive []

Note [J

Take Assurance X

To formally receive and discuss a | To discuss, in depth,

For the intelligence of the

To assure the Board /

Committee that
effective systems of
control are in place

report and approve its | noting the implications Board / Committee
recommendations or a particular | for the Board / without in-depth
course of action Committee or Trust discussion required
without formally
approving it

Funding Source (If applicable):

For Decisions - in line with Risk Appetite Statement — Y/N

If no — please outline the reasons for deviation.

It is requested that the Trust Board review the contents of the paper and take assurance that there
are adequate governance processes in place and the positive progress in managing risk has been
made with Senior Management having oversight of such risks.

Supporting Executive: Marie Forshaw, Chie_wase & Midwife

Equality Impact Assessment (if there is an impact on E,D & I, an Equality Impact Assessment MUST accompany the report)

Strategy O Policy O Service Change [ Not Applicable
Strategic Objective(s)

To develop a well led, capable, motivated and x To participate in high quality research and to x
entrepreneurial workforce deliver the most effective Outcomes

To be ambitious and efficient and make the best use of X To deliver the best possible experience for patients X
available resource and staff

To deliver safe services X

Link to the Board Assurance Framework (BAF) / Corporate Risk Register (CRR)

Link to the BAF (positive/negative assurance or identification of a control / gap in Comment:
control) Copy and paste drop down menu if report links to one or more BAF risks

3.1 Failure to deliver an excellent patient and family experience to all our
service users

5.2 Failure to fully implement the CQC well-led framework throughout the
Trust, achieving maximum compliance and delivering the highest standards
of leadership

Link to the Corporate Risk Register (CRR) — CR Number: Comment:
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NHS Foundation Trust
REPORT DEVELOPMENT:

Committee or meeting report Date ‘ Outcome

considered at:
Quality Improvement Group 20/08/21 | Deputy Medical The Group took assurance from the report
Director

EXECUTIVE SUMMARY

The following Integrated Governance Assurance report covers Quarter 1 of 2021/22. The report is part of the
regular reporting schedule of the Trust to ensure that there is oversight and assurance monitoring of Integrated
Governance across the Trust.

Key findings in this report:

. There has been an increase in the total number of incidents reported during Quarter 1 by 279 compared to
Quarter 4 in 2020/21 and an increase of 910 compared to the same quarter in 2020/21.

. The no harm category has decreased by 163 incidents, low/minor harm increased by 205 incidents and
moderate harm decreased by 7 incidents overall.

. Clinical management is the highest cause group for reported incidents related to delays of greater than
30 minutes between presentation and triage, failure to follow clinical guidelines, treatment and
procedures being delayed or failing and communication issues, predominantly across maternity
services (delivery suite) but also across the Trust.

. There remains a significant issue (reported in Q3 and Q4) relating to blood sampling errors, with
samples not being processed due to inadequate / inappropriate labelling. The Trust Transfusion
practitioner in continuing to undertake a weekly safety round in all clinical areas on the subject as well
as discussing errors with individual staff.

. Lessons learned remain a priority for the Governance Team who are actively working to continue to
develop an evolving system of dissemination in order to improve quality, reduce risk and develop staff
engagement through use of engagement and learning events, the Trust Wide shared learning desktop icon
and the roll out of the new staff app which is expected to be fully functional as a priority.

Dashboard of key figures relating to Incidents, complaints and claims Q1

" E e Increase of 279 incidents compared to Quarter 4 — Increase of 910
i incidents compared to Q1 20-21
¢ E e Decrease of 163 no harm incidents, increase of 205 low / minor harm
‘ incidents and a decrease of 7 moderate harm incidents

e Overall increase in total number of patient safety incidents due to
increased incident reporting, however a significant reduction for
moderate levels of harm.

e Increase of 3 controlled drug incidents.
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COMPLAINTS
COMMENTS
COMPLIMENTS

Key risks to the Trust:

NHS'

Liverpool Women'’s
NHS Foundation Trust

Key themes and issues highlighted:

Clinical management — treatment procedures / delays

RTT 52-week breaches — reduced Trust capacity

Investigations — blood labelling sampling errors

Admission / discharge / transfers — ability to discharge, admit patients
and transfer internally

Staffing levels — Covid impact and sickness

Decrease in formal complaints (-4) — fewer formal investigations required
Increase in closures (+7)

Increase in PALS complaints (+76))

10 clinical negligence claims — increase of 3 from Q4

At the time of writing this report the key risks to the organisation relate to the continued impact of Covid-19

and on Trust capacity to treat patients appropriately within 52-week performance targets.

Blood sampling errors continue to be reported on a daily basis relating to inappropriate and insufficient

labelling errors and other errors associated with obtaining such samples. This remains a focus for the Trust
transfusion lead in working with staff to support and educate staff in improving standards.

The key areas, which continue to be part of the themes and trends, though out incident and complaints

continues to be, clinical treatment / management and communication.

Achieved

Engagement of staff

Improved compliance with Safe
and Secure Storage of Medicines
New CQC compliance Module,
Action Planning Module and
Clinical Audit Module on Ulysses
developed and ready for
implementation.

Safety and Governance in
relation to Covid-19

Continued availability and use of
PPE

Fit Testing staff for FFP3 mask
completed for all nominated
clinical staff

Increase in incident reporting
over the year

Requires Improvement Risks

Lesson learnt from Complaint’s /Lack of learning being disseminatem
/ PAL’s need to be implemented divisionally and Trust wide

in a timelier manner e Poor verbal and written

Prescribing errors Trust wide communication

Insecure storage and retention e Multiple IT systems — Managed risk
of patient medication ® Non - compliance with Medicines
Verbal communication and Safe and Secure Requirements
accuracy documentation e Lack of adherence to

Full use of Ulysses system in recommendations, requiring further
progress education of staff

Further improvements to * Medicines Safety

learning being disseminated o Clinical management and treatment
Trust wide required.

Risk register content continues

to require improvement and

development but is progressing
Care of the 16-17 year old /
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e A key area, which continues from triangulation, is poor or lack of communication, with patients, between\
staff and in written documentation (as per Q3)

e Governance work on greater dissemination of lessons learnt has significantly progressed with the
continuation of Trust Wide learning and engagement events, the introduction of a Trust Wide Shared
Learning icon on all staff computers (which is regularly updated) and a section on the new staff app called
Learning Together which is due to launch imminently.

e Medicines Safety Group — work continues to ensure all new and closed medication incidents are reviewed
and scrutinised by the group weekly, chaired by the Gynaecology Head of Nursing (this reports to the
Medicines Management Committee). /

Recommendation: It is it is requested that the Trust Board review the contents of the paper and take assurance
that there are adequate governance processes in place and the positive progress in managing risk has been made
with Senior Management having oversight of such risks.
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MAIN REPORT

The following report provides information in relation to five key aspects of an integrated Governance structure,
Incidents, Complaints, Clinical Audit, Claims and triangulation of themes.
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Incidents
Total incidents
1. = e 1691 reported in total
; e Increase of 279 incidents compared to Quarter 4 — Increase of 910
[ ¢ — incidents compared to Q1 20-21

Top 5 cause groups

e Clinical management — 194 (+24)

e 52 week breaches — 174 (+57)

e Investigations — 164 (-40)

e Admission / discharge / transfer — 127 (+40)
e Communication — 126 (+4)

Top 5 Incident locations

e Maternity - 763 (+143)

e Gynaecology —380 (+21)

e Neonatal -153 (+8)

e Theatres and Anaesthesia — 99 (+47)
e Patient Administration — 69 (+31)

Patient Safety Incidents

Total Patient Safety Incidents

e 1402 reported in total (+357 from Q4)

e No harm 537 (-163)

e Low /minor harm — 445 (+205)

e Moderate harm 7 (-7) — Joint highest cause groups: Admission /
discharge / transfer (2), Clinical management (2), Diagnosis (1),
Infection (1) and Resuscitation (1)

e 5 Formal reviews undertaken (2 still under review), 1 case of
appropriate care with 4 cases demonstrating potential for

improvement by reflections and discussions with staff.
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Clinical Management Incidents

Clinical Management Incidents

e Highest cause group Q1
e 194 Incidents reported in total
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e Delay >30 Mins Between Presentation And Triage (30)
e Failure To Follow Clinical Guidelines (14)

e Shoulder Dystocia (10)

e Treatment / Procedure - Delay/Failure (10)

e Communication issue (9)

Top 5 Location Clinical Management Incidents

e Delivery Suite (57)

e MAU - Maternity Assessment Unit (41)
e Maternity Base (15)

e Midwifery Led Unit(MLU) (12)

e Community (8)

Impact of Clinical Management Incidents

e Near miss (5)

e No harm (73)

e Low harm (41)

e Moderate Harm (2) — (did not result in an Sl)

Medication Incidents

Medication Incidents

e 118 (+28) incidents reported in total

e 12 (+3) related to a controlled drug (CD).
e 3 CDincidents within Gynaecology

e 3 occurred within Pharmacy

e 5 occurred on Maternity Base

e 3 occurred within Neonatal

e 1 occurred within Gynaecology

e 4 medication incidents assessed as near miss
e 34 asnoharm.

e 53 aslow/ minor

e No incidents assessed as moderate harm.
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Complaints and PAL’s

Effectiveness and Audit

- Effectiveness and Audit
e 3 audits completed in Q1
o~

- e Shared learning from clinical audit outcomes were
\\/ disseminated at local meetings to promote awareness of the
@j_\_j_l importance of robust documentation.

e Communication with staff about indications for intrapartum
antibiotics through a Lesson of the Week.

e Change in EPR (K2 Athena) system to include a clear process
for GBS documentation.

e Inaddition, continuing the development of Saving Babies Lives
Care Bundle V2 Power Bl dashboard, and continuing to work
with regional strategic clinical team to align LWH guidance for
fetal surveillance competency assessment, training
requirements, escalation process and management of staff
who are non-compliant.

Page 149 of 503



NHS

Liverpool Women'’s
NHS Foundation Trust
e Ensuring information team are able to retrieve risk status data from K2, ensuring second scope of K2 work
includes ability to document risk status for FGR is built into the risk assessment, and evaluating K2 risk
assessments and status with K2 Midwife after completion of the second scope of work.
e Scenario-based learning was added to Safeguarding Children training to increase staff confidence in
assessing level of need.
e Further work required in respect of Staff engagement with the early help agenda (EHAT), how Staff
facilitate the offer of early help and document this.
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Claims cases and Inquests

Legal

e 10 clinical negligence claims in Q1

e |ncrease of 3 from Q4 20/21, and 3 from Q1 20/21

e A4 clinical negligence claims were settled in Q1

e No claims were raised as a result of any Serious Incident

investigations
e No new public liability of employer liability claims
e 1 request for inquest statements — The Trust is indirectly

involved in the case.

April

In April 3 gynaecology claims settled

May

In May 1 claim settled during trial.

1 neonatal claim settled upon serving the Letter of Response.
Inquests

The Trust have been asked to provide statements for an inquest that the Coroner is investigating regarding a lady

that was operated on at the Trust under an arrangement with another local Trust.
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Triangulation and key trends

e Medication errors relating to prescribing and administration across
all divisions (as per Q4)

e Blood sampling errors relating to Inappropriate or insufficient
labelling across all divisions (as per Q4)

e Communication issues both with patients and with the teams
across all divisions (as per Q4)

e C(linical treatment / management and communication remain the
highest categories of formal complaints and a significant
proportion of PALS contacts.

Family Health

e Risk 2329 (Pharmacy) on the Corporate Risk Register relates to the
safe and proper management of medicines — Owned by the
Medical Director and managed by the Deputy Chief Pharmacist

e Risk 2232 (Pathology) on the Corporate Risk Register relates to the
safety requirements regarding blood transfusion including sample
labelling — Owned by the Trust Transfusion Lead (Consultant) and
managed by the Trust Transfusion Practitioner.

Quality Improvement Projects

e There are 39 current ongoing projects, 7 new projects listed for July

e  Overarching Ql project on Ulysses is addressing the Trust wide issue of clinical investigations; this covers the
blood sampling issues, scan requests and reporting on ICE and moving onto new systems. The project lead is
Lynn Greenhalgh with a fortnightly task and finish group established utilising an MDT approach

e  CSS have 8 current ongoing QI Projects, 2 for Theatres/Anaesthesia (Measurement of blood loss in theatres
and Outcomes of high-risk patients sent to the RLUH for surgery). The other 6 projects are for Genetics with
2 on-track and 4 overdue. The overdue projects are being addressed by the project leads and these should
move to being on track by the end of July.

e  Family Health there are a total of 19 projects. Maternity have 9 projects, 2 are on-going, 7 are overdue all
project leads have been contacted and offered training and support to ensure the updates are actioned. (1-
Management of pain post caesarean section; patient experience survey has been presented at the QI Great
Day in April this project is ongoing. 2 - Service evaluation prior to, during and post the implementation of
Birmingham Specific Obstetric Triage System into the Maternity Assessment Unit — this is ongoing.)

e Neonatal have 9 projects listed all are overdue, these are currently being addressed 2 have been completed
and closed without uploading the project evidence. 2 projects have had junior doctors leave and these are
being re-assigned to ensure completion (1-Lumbar punctures on the NICU this has been closed but awaiting
further evidence to be uploaded. 2- Avoiding Term Admissions to NICU, this project has been re-assigned and
will be updated by end of July on Ulysses)

CONCLUSION

This report is to provide assurance as to the Governance System in place in LWH and that staff are being open
by reporting incidents, clinical and non-clinical, to ensure patients and staff safety is maintained.

The report which has been presented has clearly identified themes within incidents and complaints and the
triangulation of these across the divisions.
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RECOMMENDATIONS

It is it is requested that the Trust Board review the contents of the paper and take assurance that there are
adequate governance processes in place and the positive progress in managing risk has been made with Senior
Management having oversight of such risks.
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Agenda Item (Ref) 2021/22/71e Date: 02/09/2021 N
Report Title Bi-Annual Safer Staffing Paper; Nursing and Midwifery HG_)
Prepared by Nashaba Ellahi, Deputy Chief Nurse & Midwife N
Presented by Marie Forshaw, Chief Nurse & Midwife
Key Issues / Messages The bi-annual Nursing and Midwifery staffing report is provided to the Board of Directors through the Putting People First
(PPF) Committee. The report sets out the LWH position in the context of the National Nursing and Midwifery workforce
challenges.
Action required Approve [ Receive [ Note [ Take Assurance
To formally receive and discuss a | To discuss, in depth, For the intelligence of the To assure the Board /
report and approve its | noting the implications Board / Committee Committee that
recommendations or a particular | for the Board / without in-depth effective systems of
course of action Committee or Trust discussion required control are in place
without formally
approving it

Funding Source (If applicable):

For Decisions - in line with Risk Appetite Statement — Y

If no — please outline the reasons for deviation.

The Board of Directors are asked to:

1. Accept the assurance of the current nurse/ midwife staffing levels

2. Note the content of the report and the assurances, provided that nurse/midwife staffing levels agreed are safe and
appropriate at present.

3. Note the risk to the organisation of the number of nursing and midwifery staff > 50 years of age.

4. Be sighted on the national shortage of nurses and midwives, current vacancies in Maternity and Theatres and actions
being taken in divisions.

Supporting Executive: Marie Forshaw, Chief Nurse & Midwife

Equality Impact Assessment (if there is an impact on E,D & I, an Equality Impact Assessment MUST accompany the report)

Strategy O Policy O Service Change O Not Applicable
Strategic Objective(s)

To develop a well led, capable, motivated and X To participate in high quality research and to O
entrepreneurial workforce deliver the most effective Outcomes

To be ambitious and efficient and make the best use of | To deliver the best possible experience for patients X
available resource and staff

To deliver safe services X

Link to the Board Assurance Framework (BAF) / Corporate Risk Register (CRR)

Link to the BAF (positive/negative assurance or identification of a control / gap in Comment:
control) Copy and paste drop down menu if report links to one or more BAF risks

1.2 Failure to recruit and retain key clinical staff

3.1 Failure to deliver an excellent patient and family experience to all our service
users

Link to the Corporate Risk Register (CRR) — CR Number: Comment:
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REPORT DEVELOPMENT:
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Committee or meeting report Date Lead Outcome (-
considered at: =
Putting People First Committee July 2021 | CN&M Outlined in the report. S
0p]

)

(¥l

EXECUTIVE SUMMARY (C/)U

The bi-annual Nursing and Midwifery staffing report is provided to the Board of Directors through the
Putting People First (PPF) Committee. The report sets out the LWH position in the context of the
National Nursing and Midwifery workforce challenges. This report covers the period from January 2021
to June 2021 (where data has been available). The report provides assurance that there are robust
systems and processes in place throughout the year to monitor and manage nursing & midwifery staffing
requirements. This report also includes AHP staffing. The report will emphasise a focus on re-set (post
peak of Covid-19) highlighted within the recommendations of this paper.

The report has been presented and discussed at Putting People First Committee (PPF) in July 2021
where the key issues reported were:

e Vacancy rates at LWH are 5% for Registered Nurses, Midwives and ODPs with the vacancy rate
remaining static in LWH since previous report (December 2020).

e Vacancy rates at LWH are 10% for HCSW which is an improvement on previous report of 21%

e Nursing and Midwifery Turnover rates are at 10% in June 2021

e The Age profile for LWH is 29.7 % of the Nursing and Midwifery workforce are > 50 years of age.
This is a very small reduction from previous report

¢ Recording the highest volume of staff in the past 12 months on Maternity Leave in June 2021 (35
headcount)

¢ Actual versus planned staffing over last 6 months highlights fill rates have fluctuated, with some
figures reflecting more recently the challenges experienced with Covid-19, sickness and absence
and vacancies

e The previous results of the Safer Care Nursing Staffing Tool (SCNT) were unable to define the
correct establishment needed for the gynaecology ward. Further communication regarding use of
SNCT is underway with NHS/I

o Staff have worked flexibly over the last six months (and previously) with deployment of staff from
one area to another to support safer staffing across the organisation as required overseen by
Heads of Nursing and Midwifery.

MAIN REPORT

1.0 Introduction

1.1 Getting the right numbers of nurses, midwives and care staff in place is essential for the delivery of
safe and effective patient care. It is a requirement for the Executive Nurse Director, on behalf of the Board
of Directors to review the nursing and midwifery staffing numbers twice per year.

1.2 NHSI have developed recommendations to support Trusts in making informed, safe, and sustainable

workforce decisions (October 2018). The document builds on the National Quality Board’s (NQB) guidance
(2013, 2016). NQB'’s guidance states that providers:
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e Must deploy sufficient suitable qualified competent, skilled, and experienced staff to meet the care
and treatment needs safely and effectively.

e Should have a systematic approach to determining the number of staff and range of skills required
to
meet the needs of the people using the service and keep them safe at all times.

¢ Must use an approach that reflects current legislation and guidance where it is available.

1.3 The Bi-annual Nursing and Midwifery review and annual budget setting ahead of Q4 and Q1 staffing
report considers relevant guidance and resources available to support organisations. The relevant
literature endorses supporting NHS providers to deliver the right staff, with the right skills, in the right place
at the right time (National Quality Board, 2016) through effective staffing (NICE, 2014; NICE, 2015; NHSI,
2018).

1.4 Liverpool Women’s Hospital reports the following in line with recommendations:

¢ Six monthly Trust Board report: Bi- annual Nursing & Midwifery Staffing Review.

¢ Monthly Board level reporting detailing planned and actual staffing (fill rates) for the previous
month, reported through the Integrated Performance Report

¢ Monthly staffing report to Unify and published on the Trust’'s website.

¢ Nursing/ Midwifery staffing levels each shift (planned and actual) displayed at ward level.
Evidence based tools, professional judgement and outcomes are used in the safe staffing
processes within Divisions as an integral part of detailed six-monthly staffing reviews.

¢ Updated annual workforce plan that is signed off by the Executives.

e Any service change, including skill mix change has a full quality impact assessment review signed
off by
the DONM and MD.

1.5 This bi-annual comprehensive report is provided to the Board of Directors on Nursing and Midwifery
staffing. The report details the Trust’s position against the requirements of NICE guidance for adult wards
(2014); NICE guidance for maternity settings (2015), NQB Safer Staffing Guidance (2016) and NHSI,
Developing Workforce Safeguards (2018).

1.6 The report will provide analysis of the Trusts workforce position at the end of June 2021 and the actions
being taken to mitigate and reduce the vacant position.

1.7 Workforce planning has been undertaken prior to budget setting by each division. This has been
signed off by Divisions and Trust Board in April 2021.

1.8 Each Division has undertaken a review of their workforce.

1.9 The staffing and acuity measures are modelled based on activity and professional judgement.
BirthRate plus reviews acuity versus staffing requirements utilising the BirthRate Plus tool which provides
a calculation of plus or minus depending on clinical activity and staffing. In addition, the maternity delivery
suite utilises an acuity tool every four hours to assist with staffing and Maternity Led Unit reviews acuity
and staffing every two hours due to status a low risk birth suite. Following the initial findings of the
Ockenden Report a gap analysis of the maternity workforce has been compiled and is reported to Board
monthly. Supporting safe care in maternity is the adoption of the helicopter view through the 104 bleep.
The helicopter bleep has oversight of the acuity and dependency and utilises professional judgement in
addition to actual staffing to determine appropriate midwifery staffing across all areas. The bleep holder
additionally reviews issues such as staff breaks, patient ratio on ward and captures staff moves.

1.10 The Neonatal unit utilises an acuity model of staffing, which is reviewed 12 hourly and staffing flexed
in accordance with patient need. British Association of Perinatal Medicine (BAPM) standards have been
utilised to provide the benchmark for staffing within the Neo-natal Unit. Theatre staffing review is based on
AFPP (Association of peri-operative practitioners) guidelines. The SCNT (Safe Care Nursing Tool) which
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is a measure of acuity is currently being considered for use in Gynaecology in-patients with initial
discussions being held with NHSE/I. Acquisition of appropriate license being the first step ahead of any
training and use thereafter. The tool is not suitable for day- case patients.

1.11 The performance indicators such of fill rates, attendance/absence, vacancies, red flags and bed

occupancy is reported monthly at Trust Board. The information is presented within the Integrated
Performance Reports.

2.0 National Context

2.1 The shortfall in nurse humbers and midwives across the UK is well-recognised. The National Audit
Office (March 2020) highlighted the shortfall in nurse vacancies to be 43,590 vacancies (12%). With the
NHS in England short of almost 2,500 midwives according to the latest Royal College of Midwives analysis
of birth figures published in August 2020 by the Office for National Statistics (ONS).

2.2 The people plan sets out areas of focus for the future nursing and midwifery workforce
which includes:
¢ Increasing the pipeline supply
¢ Reducing vacancies (target 5% by 2028)
e Career development and progression
e Expanding the nursing workforce (including nursing associate role and International
Recruitment)

3.0 LWH Nursing and Midwifery Workforce position

3.1 At the end of June 2021 there were a total of 37.85 wte Nursing, Midwifery, and ODP vacancies across
LWH. This is an increase of 2.49 wte since December 2020 (previous reporting period).

3.2 June 2021 saw the vacancies improve in HCSW with a current vacancy of 19.91wte, an improvement
from 37.63wte in December 2020 (previous reporting period)

3.3 The Trustwide vacancy rate in June 2021 as a percentage for Nursing, Midwifery and ODP is 5%
(previously reported 5%); HCSW vacancy rate is 10% (previously reported 21%).

3.4 The Nursing and Midwifery turnover is 10% at the end of June 2021. The last six months saw a spike
in January 2021 of 13% which has since stabilised and remains under the Trust turnover target.

3.5 The Nursing and Midwifery staff on Maternity Leave demonstrates a variable but relatively stable
combined position of between 29-31 staff on maternity leave over the past 6 months except for June when
the position rose to 35. Maternity leave has previously not been funded within budgets, but where possible
has been recruited to by divisions. The Deputy Director of Nursing and Midwifery in conjunction with the
Deputy Director of Finance will support divisional teams to actively recruit against maternity leave and
turnover to avoid sub-optimal gaps and therefore unnecessary workforce challenges.

3.6 The age profile of Nurses and Midwives across LWH. 201.95 wte of our N&M workforce are >50 years
of age which equates to 29.7% of LWH workforce, which demonstrates a small reduction from the previous
6 months.

3.7 Sickness absence saw a rise to 10.15% in January 2021 and notably the highest recorded since the
start of the pandemic, however June 2021 has seen a rise after a previous reduction and now at 7.86%.
Covid-19 related sickness absence in the last six months, saw January 2021 with the highest peak at
5.33% with June 2021 position highlighting a small upward turn after previously being under 1% (1.51% in
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June). Current position of Trustwide sickness (June 21) is highlighting short term sickness is at 32%, but
long-term sickness remains the greatest challenge at 68%.

4.0 Summary from Divisional staffing reviews.
4.1 Gynaecology services

4.2 The Gynaecology Nursing team currently incorporates:

Gynaecology Emergency Department (GED) & Early Pregnancy Assessment Unit (EPAU)
In-patient ward (24 beds)

High Dependency Unit (2 beds)

Day Case Surgery Unit (6 trolleys)

Outpatient department (includes Colposcopy and Ambulatory care) based at Crown Street and
Aintree

A Colposcopy and Hysteroscopy Unit both on site and at Aintree

e The Bedford unit

o Hewitt Fertility Centre based at Crown Street and Knutsford

4.3 The breakdown of staffing establishment is as follows: (utilising May’s budget statements):

e GED/EPAU: Nursing establishment for GED and EPAU is set at 44.02 WTE, Registered Nurses
26.93 WTE, Healthcare Support 12.81 WTE

e In-patient ward: Nursing establishment is set at 30.64WTE, Registered Nurses 18.36 WTE, an over
establishment was agreed of 2.83WTE to support with Maternity leave and career break,
Healthcare Support is set at 10.08WTE.

e HDU: Nursing establishment for HDU is set at 6.77 WTE,

e Day Case Surgery Unit: 4.08WTE and 1.86WTE Support Workers fully stablished Out-patients
Department: Nursing establishment is set at 36.56WTE and fully established

e Bedford Unit: The nursing establishment is set at 10.28 WTE 7.86 RN and 2.42 HCA

e Hewitt Fertility Centre: The establishment for the Hewitt Centre is set 33.63 WTE Registered
Nurses, 12.08 WTE Health Care Assistants, within this establishment there are 1.92 WTE Nurse

consultants and 1 WTE ANP with 1 WTE trainee ANP
4.5 Current vacancies

4.6 Current position in June 2021 across Gynaecology division highlights wte vacancies as follows: 1 HCA,
8 RN and 1 Ward Manager

4.7 Sickness Absence

4.8 January 2021 saw sickness rise from previous six months in Gynaecology (9.39%) and Hewitt Fertility
Centre (4.42%), June position highlights Gynaecology at 8.22% and Hewitt Fertility Centre which has
shown a significant rise after showing some improvement at 6.35% with further work to be undertaken to
be under Trust target. Gynaecology noted as area of highest sickness absence, with the division giving a
focus on managing this in line with policy.

4.9 In addition to sickness absence, the division has also been impacted by Covid-19 special leave which

includes those staff who were shielding (and unable to work from home). During the third period of
shielding which ran from 6" January-315t March 2021 it was noted that related absence peaked to 7.99%
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in January 2021 within Gynaecology/Hewitt Fertility Centre combined. Following a significant period away
from work, the division introduced a ‘Welcome Back’ training day which was held in Gynaecology to
support staff returning from shielding in April 2021. This position improved when shielders returned,
however the current combined Gynaecology/Hewitt Fertility Centre position of 5.61% in June 2021 remains
high.

4.10 Turnover

4.11 January 2021 saw the highest turnover position (Gynaecology 22%; Hewitt Fertility Centre 25%). This
position is based on ‘avoidable’ turnover, therefore excludes retirements and dismissal from the
calculation. Since January we can see that there has been a marked improvement in turnover with the
data reflecting either a marginal above target position or one which is below. In addressing the high
turnover from January 2021 gynaecology inpatient ward has embedded actions to support
improvement. This has included the introduction of a Ward Based Matron, increased support for new
starters as part of a recruitment and retention strategy adopted for the unit, recruiting to turnover which
was previously not undertaken and recruitment of additional experienced HCA staff to support nurse
retention and staff experience. The staffing model will reflect a HCA and RN per team. The changes and
improvements made is reflected in our current turnover position with June 2021 position seeing
Gynaecology at 9%. The Hewitt Fertility Centre has a current position of 16% turnover (June) with further
work to support improvement.

4.12 Age Profile within the workforce

4.13 Largest staff group who can potentially retire under terms and conditions is within 56-60 age group
with Gynaecology at 16.88wte (20staff); Hewitt Fertility Centre at 4.09wte (6staff). This is closely followed
by those in 51-55 age group with Gynaecology at 16.67 (17staff); Hewitt Fertility Centre at 3.43 (4staff).

4.14 Currently there is one Colposcopy Lead Nurse requesting retirement in October 2021, this leaves a
gap in the leadership role as the division has not previously placed direct focus on succession planning,
therefore in the absence of anyone internally being able to assume the duties through acting up or a
successful internal appointment, the post will be externally advertised.

4.15 One Nurse Consultant has expressed the desire to retire in the very near future and a further Nurse
Consultant has requested to reduce her hours to support an improved home and work life balance.

4.16 The division will take action to prevent any gaps in the expertise required by advertising for a qualified
ANP who will work alongside the Nurse Consultants to bridge any potential gap in service delivery.

4.16 Workforce challenges identified:

e Awaiting a start date for Children’s Nurse Specialist to support the management of under 18s in
adult settings

e Specialist nurse group identified as greatest area of risk from age profile

o Efficient and effective use of staff resource in HDU/In-patient ward, highlights current model for
areas demonstrates a lack of role rotation between areas, development of a range of staff in
advanced skills to support safe care across both areas. Further work to be undertaken to review
bed occupancy across both areas, use of CPD/HEE monies to develop staff and review of current
workforce model of a stand-alone HDU establishment. Consideration through consultation the
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adoption of a similar model to Maternity in managing patients and HDU requirements within a
combined establishment

e Early Pregnancy Unit based in Gynaecology Emergency Department with plans to re-locate to
Bedford Unit to support succession planning in scanning for early pregnancy

4.17 Actions being taken to address workforce challenges:

e The Triumvirate, alongside HR and Finance Business partners to create a succession plan which
includes a detailed business case for succession planning in specialist nursing teams across
Gynaecology as part of a wider workforce review

¢ ANP recruitment to support the Nurse Consultant succession plan, covering Gynaecology

¢ Introduction of an educator post in Hewitt Fertility Centre to support on-going and specialist fertility
training.

e On-going recruitment to vacancies and deep dive into areas of highest sickness to ensure
managing sickness absence in line with policy

¢ Implement rotational post for Band 5 across gynaecology. Adverts will all include rotational post
offer.

e MSc cancer module discussions being progressed with Liverpool John Moore’s and Edgehill
Universities with development of a Level 6 Gynaecology Nursing module and Nurse Sonographer
module.

¢ In conjunction with HR Business Partners and OD&L, develop staff through appraisal process
(PDR), including talent management and developing future leaders through career conversations

e Appropriate use of CPD/HEE spend noted in Divisional Training Needs Analysis with HoN
oversight to support clinical, academic, and managerial development

e Review of HDU/In-patient ward bed modelling, occupancy, and staffing review to be undertaken
identifying proposals for consideration and adoption.

5.0 Clinical Support Services

5.1 The Clinical Support Services Division provides the services required across Liverpool Women’s
Hospital to enable the delivery of safe effective care. The services provided include, theatres for
gynaecology and obstetrics, imaging, including radiology and sonography, physiotherapy, dietetics, blood
transfusion and genetics. The Dietitians are not employed directly and therefore staffing information is not
covered in this paper.

5.2 Theatres

5.3 Staffing within in theatres comprises of registered nurses, operational department practitioners and
there are 3 registered nurses with advanced skills working as surgical first assistants and 1 surgical care
practitioner educated at master’s level. Current vacancies within theatres are 18 WTE. Recently theatres
recruited further theatre scrub and healthcare support workers to open a second theatre out of hours for
obstetrics theatres and as demand for caesarean births has increased we are developing a business case
to fund additional theatre lists for obstetrics and the staffing required. In December theatres operationalised
the expansion of robot assisted surgery for women with gynaecological conditions and over the past six
months we have been training an expanding team of surgeons and surgical first assistants to operate
using Robotics.

5.4 Imaging
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5.5 The imaging department provides a service with the facility to provide diagnostic Scanning services
for women requiring gynaecology and obstetrics appointments. There are currently 2.0 WTE vacancies
for sonographers within the imaging department. Recruitment is taking place and the department is
recruiting two more trainees, reducing the vacancies in the team further. There are currently 2 WTE
sonographers on maternity leave. A workforce review is planned within the imaging department which will
assess current workforce issues.

5.6 Capacity and demand is currently being reviewed in the service to understand if we have sufficient
resource in the core establishment as there has been an increase in agency spend which is being
monitored and bank rates are under review.

5.7 There have been recruitment and retention challenges and the trust has carried out listening events
with staff to understand concerns raised in the team regaining moral, training opportunities and career
progression. The trust has planned a cultural mapping exercise for the service to review the current culture
in the teams and see what improvements can be made.

5.8 Genetics

5.9 The Merseyside and Cheshire Clinical Genetics Service is primarily involved with the diagnosis and
genetic counselling of families with possible or known inherited disorders. There are also 0.4 WTE
vacancies within the Genetic Counsellor team, recruitment into these vacancies is to commence soon.

5.10 Table showing summary of vacancies for CSS

Department Staff Group Band WTE
Theatres Nursing / ODP 6 1.0
Nurse / OPD 5 13.74
HCA 2 4.3
Genetics Counsellor 6 0.4
Imaging Sonographers 7 15
HCA 2 0.54

5.11 Current vacancy levels above are below the National vacancy target in all areas except theatres who
have a high number of vacancies.

5.12 Workforce KPIs

5.13 The divisional workforce KPIs presented exclude the medical workforce.

5.14 Sickness Absence

5.15 Having peaked in January 2021, sickness absence has continued on a downward trend, reducing to
4.5% in March 2021, though increasing again in June 2021 to 4.98% (combined overall sickness absence).

Absence remains higher in the admin and theatre teams with attention focused in those areas, which is
showing an improvement.
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5.16 In addition to sickness absence, the division has also been impacted by Covid-19 special leave which
includes those shielding (and unable to work from home), peaking at 4.54% during the third period of
shielding which ran from 6" January - 315 March 2021, with the impact concentrated in theatres. Following
a significant period away from work, individual return plans were agreed with those who had been shielding
to support their return to the hospital site in April. Current sickness absence in division due to Covid-19 is
at 2.10% in June 2021, however this remains significantly higher in theatres scrub (6.57%) and theatre
pre-op (7.01%).

5.17 Turnover

5.18 The reported turnover figure provides a rolling 12-month position, and is based on ‘avoidable’
turnover, so excludes retirements and dismissal from the calculation, for example. Turnover remains above
the 13% target. Within this reporting period, divisional turnover is at 17% with higher turnover noted in
areas of theatres and physiotherapy.

5.19 Age profile

5.20 Those in the age bands of 56 and over within registered and unregistered Nursing and Allied Health
Professionals in June 2021 equates to 7.36wte which is 13.64% of the total workforce in CSS. Given the
distribution of ages within the services, the services encourage new entrants to enable cross
working/learning from the experienced workforce. This allows the transfer of skills and supports
succession planning.

5.21 PDR Compliance & Mandatory Training

5.22 The division is under the agreed targets for Mandatory training and PDRs and are taking actions to
understand the reason for this and taking steps to improve.

5.23 Workforce challenges identified, and actions being taken to address workforce challenges:

e Vacancies are higher than desired in theatres, recent progress has been made with recruitment of
band 6 scrub nurses and team leaders, a review of the correct staffing number and skill mix is
underway benchmarking current staffing, existing staffing model against the Association of Peri-
operative practitioners (AFPP) guidance. A recruitment drive for band 5 staff is planned.

e The age profile for the Division highlights the need to continue to build on student training provision
and the recruitment of newly qualified staff to build our workforce for the future.

e Focussed divisional oversight during Quarter 2 on improving training in the areas of: Core
Mandatory Training, Clinical Mandatory Training, Specialty Specific (Local) Training and PDR
Compliance

6.0 Maternity

6.1 The maternity service at LWH, had 7349 births for the period of April 2020 to March 2021, the maternity
service offers a wide range of tertiary maternity services to the women of Liverpool and beyond. The 2021
— 2022 budgets were set in line with the agreed ward or service level rotas which were updated early 2021.
This establishment and rota work were ‘signed and rolled over’ as the divisional team recognised the
potential operational delivery and staffing requirements of the implementation of the National maternity
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transformation work — Continuity of Care (COC). The resultant overall WTE budget was also reviewed to
ensure workforce requirements were in line with the national Maternity workforce tool, Birthrate plus.

6.2 Maternity has recognised the requirement, for an updated Birthrate plus report, to ensure effective
workforce planning for the forth coming year, to include the staffing requirements of the national mandated
100% compliance rate of COC.

6.4 There is a funded establishment of 371.6wte, across the service, consisting of 291.95wte midwives
and 79.65wte maternity support workers, ranging in band 2-4, for the purposes of Birthrate plus calculation
only bands greater than 3 can be utilized in a staffing establishment calculation. We are presently
undertaking the data collection required for our full Birthrate plus report, draft findings are expected into
the division, in the late summer.

6.5 Covid-19 has had a huge impact on staffing within maternity services, both in registered and
unregistered staff, with staff feedback including, burnout, stress and staffing issues. This feedback follows
the national pattern within maternity services, with many midwives deciding to retire early, leave the
profession, or reduce working hours to achieve a different work/home life balance. The division are
currently working with the HR Business Partner to review flexible work patterns, and support the continued
delivery of COC, which will offer midwives flexibility with working hours.

6.6 Maternity is currently reporting a sickness rate of 10.13%, which equates to 12.76wte LTS and 8.23wte
STS lost to the rota in June. An in-depth review of sickness has been undertaken by the divisional HR
Business Partner which highlights management of sickness is in line with policy.

6.7 Sickness remains a challenge as the breakdown of maternity sickness demonstrates a long-term
sickness rate of 7.31%. Work remains ongoing within the division to support managers to address. Staff
supporters continue to be visible and in place for all staff, with resilience sessions held to provide further
care. The maternity ‘wobble room’ remains available for staff to take a break or used to seek support.

6.8 Maternity leave has also seen an increase within the service, we remain committed to recruiting to all
maternity leaves. In June 2021, Trust Board approved an additional over-recruitment of 10.0wte Midwives
to cover anticipated maternity leave.

6.9 Maternity has undertaken a successful recruitment to address all absence from rotas, including LT sick
cover in addition to vacancies. We are presently expecting 32.0wte newly qualified (NQ) midwives from
within the CM region, to commence in September 2021 (this has reduced from initially recruited numbers
due to regional post availability). The division has recognised that the introduction of a large cohort of NQ
midwives poses a risk to the skill mix across the service, and for this reason Maternity has been granted
approval to recruit to two band 7 Professional Midwifery Advocate (PMA)/Preceptorship Midwives to
support the transition from NQ status to band 6 midwife. Furthermore, the division has successfully
strengthened the Pre-registration Practice Education Facilitator (PEF) role by securing funding for 1.0wte
PEF. The additional recruitment will support the changes in Standards for Student Supervision and
Assessment (SSSA) requirements.

6.10 Despite the above we recognise short and long-term sickness (Covid and Non-Covid) and current
vacancy position has been a challenge noting the effect of this has resulted in a number of maternity
diverts.

10
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6.11 Divisional on-going actions to support recruitment, retention, and attraction:

e Collaborating at a regional level to offer rotational programmes for experienced midwives giving them
opportunities to gain advanced competencies in a tertiary unit. These midwives will be paid a retention
premium to come from their substantive employers for 6 months

e Collaborating at NW level to engage in joint domestic and international recruitment

e Enhanced support and onboarding package for newly qualified staff starting in September with
additional PEF support

e Individual and team coaching for maternity matrons and ward managers, reviews of roles and
structures as well as support for the Divisional Leadership Team through the reach for the stars
programme

¢ Opportunity for all midwives to engage in the Leadership Programme and have access to a mentor

¢ Dedicated wellbeing programme for maternity

e Development of new roles including digital midwife

7.0 Neonatal Services

7.1 Overview of the Neonatal Workforce

7.2 The workforce with the Neonatal Intensive Care Unit (NICU) comprises of both registered and non-
registered nurses. The registered staff are made up of Advanced Neonatal Nurse Practitioners (ANNP)
and Nurses from a background Adult, Children, and midwifery training. Over 70% of the nurses on the unit
have completed a speciality course in the care the preterm and sick babies this allows them to be
registered as nurses who are qualified in speciality (QIS).

7.3 However, the Trust continues to be very successful in the recruitment of staff and have one of the
lowest vacancy rates in the country. The Trust have also had great success with internal recruitment and
the launch of our talent pool. Turnover remains below the national average at 7% and the Trust have
reduced the aging age profile of the unit, 68% of staff 45 years or under.

7.4 Staffing

7.5 Neonatal Nursing has become one of the most prescribed areas of nursing over the last years. In line
with other intensive care specialities BAPM has set clear standards around the minimum number of nurses
required to care for our client group. This is set in the national specification for neonatal care and is clearly
defined by the specialist commissioners in hospital contracts.

7.6 Neonatal Units have also seen the introduction of the safer staffing guidance for Neonatal services,
this reflects the requirements of the BAPM guidance but also addresses ways in which professional
judgement should be used to ensure safer staffing on units. This way of working has been in use on the
NICU since early 2017 and has helped ensure the Trust maintain safe and appropriate levels of staffing.
7.8 The above requirements have been included in the Neonatal staffing budgets for 2020-21. These
budgets are rota based as reviewed and agreed by the Head of Neonates and the Deputy Director of
Nursing & Midwifery.

7.9 Advanced Clinical Practice (ACP)
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7.10 The role of the ANNP is widely acknowledged as being essential to the provision of safe and effective
care to sick and vulnerable newborn infants. There have been ANNPs in post on the neonatal unit at LWH
since 1995. Currently there are 28 qualified ANNPs (25.28 WTE) plus 4 in training. The team is well
established with levels of experience within the existing team of ANNPs ranging from 1-year post
gualification to 26 years post qualification. The team has been led by an 8b ANNP Nurse consultant
appointed in 2016.

7.11 As the ANNP team expanded rapidly from 12 ANNPs in 2016 to 26 ANNPs by 2019, the need for a
second tier of leadership was recognised. A second 8b nurse consultant was appointed in 2019, but the
two Nurse consultant model of leadership was unsuccessful, and the second 8b Nurse consultant left the
trust in 2020. A decision was made to divide the second 8b salary and uplift several the existing 8a senior
tier 2 ANNPs to 8b lead ANNP role. Five 8b lead ANNPs (4.36 WTE) were appointed in May 2021. This
reflects the ambition of the new national framework for ACP.

7.12 Trainee ANNPS

7.13 There are currently 4 Trainee ANNPS in post. The current trainees are all senior nurses recruited
from the existing nursing team. The Trainees will complete their university program me including a
nonmedical prescribing qualification in July 2022.

7.14 Staffing Tool

7.15 Previously commissioners have used the Dining Tool to calculate staffing requirements of the
Neonatal units, however, this has now moved to the new National Clinical Reference Group (CRG)
Workforce tool. The CRG Workforce Calculator (2020) has been adapted from the CRG Workforce
Calculator (Dinning) Tool (2013) and has been developed with the National Lead Nurses Group. It is
intended to support neonatal nurse managers and their colleagues by providing a consistent method for
the calculation of nursing establishment requirements which meet national standards i.e. NHSI (2018);
NHSE Neonatal Service Specification e08 (2015); DH (2009); BAPM (2010); NICE (2010) This tool uses
activity against standards to calculate the cot nursing need of a unit. The expectation is every year this
tool will be completed and reported into the North West Neonatal Operational Delivery Network
(NWNODN) to ensure there is a clear national picture. the tool is completed using the year’s activity and
budgeted and actual staffing.

7.18 Workforce KPI's

7.19 Turnover

7.20 The turnover remains low on the NICU at an average of 7%; this is assisted with good morale,
proactive training and the possibilities of internal promotion. Vacancy has been actively managed over the
last 6 months, with all band 6 post being recruited to internally and all band 5 posts being filled at interview.
Talent pools are running for band 5-6 promotion, band 6-7 talent pool being established and nurse to
ANNP talent pool established. There are 3.0 WTE current 8a vacancies, which will go out to advert after

vacancy panel approval on 30th Jun 2021.

7.21 Age profile
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7.22 The unit has reduced the age profile of the unit, with most of our staff in the under 45 categories.
With a reduced age profile, the service can see that the length of service of the majority of our team is
under 10 year, meaning that the service is aware of the training and development needs of the team. Also,
in having a younger workforce, the service is cognisant that maternity rates may be higher over the coming
years. On average the service has 8.5wte on maternity leave at any one time. Going into Quarter 3 of this
year we are expecting to have upwards of 14.0wte on maternity leave.

7.23 Sickness

7.24 Sickness within the Neonatal Service has run at an average of 5.2% over the last 12 months, of this
there has been an average split of 50/50 between long-term and short-term sickness. All sickness has
been managed in line with Trust policy and with the support of the HR Business Partner. Covid-19 sickness
and Covid-19 special leave has had an impact on staffing. Most episodes have been more due to the need
for team members to isolate or because those within their bubble have become positive. The service has
had some members of staff who have been affected with Long Covid, two are now back in work and the
other remains supported by their team leader and HR support

7.24 There has been active management and a downward trend in long term sickness across the service
and that short-term sickness sits in the most part at less than 3%. The main causes of sickness on the
neonatal service are around stress /anxiety/mental health, flus/colds, gynae and Gl sickness.
Occupational Health referrals are completed where appropriate and staff signposted to NHS Resilience
HUB. Again, where appropriate adjusted working patterns and support are put in place by team leaders
and Matron.

7.25 Achievements of Neonatal Nursing & ANNP teams

e Positive external recruitment of speciality and ANNP trained staff
e Presentations at local, regional, national and international conferences
e Positive rotational posts between Alder Hey and LWH

e Development of talent pools

e QI project implementation led by nursing teams

e Development of the Lead ANNP role

¢ Development of the TNA role

e Amazing kindness and teamwork throughout the pandemic

e OQutstanding memory making with families during palliative care
e Development of staff council and newsletter

e Parent teaching programme

¢ Introduction of Less Invasive Surfactant Administration (LISA)

7.26 Recommendation for 21/22

e To work with the NWNODN to secure funding for the development of protected quality roles

e To further develop talent pools for all staff within the neonatal service

e To work with staff council to promote the health and well-being of all staff within neonatal services

e To continue to challenge staff to develop and grow within our services

e More focus on developing the leadership and management skills of the senior leadership teams

¢ Increasing the profile of the senior leadership team and the work undertaken within neonatal
service at LWH.

13
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8.0 Recruitment

8.1 Trust wide proactive recruitment campaigns continue to attract experienced nurses and midwives as
well as newly qualified Nurses and Midwives. The Trust utilises links with Universities and social media as
part of recruitment strategies. The HON/ M have introduced keep in touch strategies for those in the
recruitment process. There is a regional drive to improve HCSW recruitment with £54k support from
NHSE. LWH are part of this programme to fill all HCSW vacancies. The Trust has successfully recruited
27 staff (22.97wte) with a current Trustwide vacancy position remaining of 19.91wte

8.2 LWH continues to support Student placements and is committed to increasing placements as
appropriate to support succession planning for the future. The Trust currently takes up to 30 student
nurses on placement and 121 student midwives, with growth in student midwife humbers expected in
September 2022. LWH currently has one OPD apprentice who is in the 3™ year of training. All students
have recommenced placements. As part of the workforce review it has been identified that a further PEF
is required to support the increase in student capacity within Maternity with funding secured to support
this.

8.3 Trainee Nursing associates commenced in September 2020 who will complete their training on June
2022. They are current healthcare support workers who are undertaking a foundation degree and will
become a Band 4 Registrant at the end of their training. They have been supported by the gynaecology
division as part of their recruitment and succession planning for the future. Neonates are considering 2
staff being recruited into the TNA programme in January 2022.

9.0 Retention and Turnover

9.1 Retention is a key element of the workforce plans for the Trust. At the end of June 2021, the Nursing
and Midwifery turnover rate was 10%. This is a 1% increase from the last report reflecting December 2020
position.

9.2 To support staff, competency frameworks have been developed for Bands 8C- Band 5 with plans for
Matron’s to participate in the Trust Leadership Programme commencing in September 2021.

9.3 Deputy Director of Workforce to support Head of Midwifery with a review into recruitment, attraction
and retention across Midwifery which will support flexible working patterns, draw in experienced midwives,
newly qualified staff and specialist practitioners, supporting succession planning and the Trust delivery of
low and high risk maternal care. Paper reflecting intentions and approach to be presented in Quarter 2 at
PPF by Family Health Division.

9.4 Trust Board have requested a deep dive into retention and turnover through Putting People First
Committee

10.0 Health Care Support Workers

10.1 There are 19.91wte HCSW vacancies across the Trust (June 2021) an improvement on previously
reported position, however, in maternity some of these vacancies are considered within a review of
establishment undertaken due to the drop-in births.

10.2 LWH is part of a national programme to recruit to HCSW vacancies with support from NHSE. Funding
has been secured and utilised to support with the recruitment, training, and pastoral support.

11.0 Care Hours Per Patient Per Day (CHPPD)
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11.1 In May 2014, guidance was published from NHSE that required all Trusts to publish staffing fill rates
of RN/RM and Care Staff by hours and percentages (Actual versus Planned) via the Unify Return- Safe
Staffing Fill Rate. From April 2016 all Trusts were required to report this monthly.

11.2 CHPPD was introduced as a measure for the deployment of nursing, midwifery, and healthcare
support staff on acute and acute specialist inpatient wards. CHPPD is now the national principal measure.
CHPPD relates only to hospital wards where patients stay overnight.

11.3 CHPPD is calculated by taking all the shift hours worked over the 24-hour period by Registered
nurses/ midwives and nursing assistants and dividing this by the number of patients occupying a bed at
midnight. The data is aggregated each day over the month. In maternity only, the mothers are included in
the census.

11.4 1t is important to note that the use of CHPPD will only capture the care hours provided to each bed
and does not capture all the activity on the ward such as the turnover of patients through that bed within
the 24-hour period or recognise the acuity of the patient receiving the care.

11.5 The lack of national CHPPD benchmarks limits the validity of the data to inform safer staffing
decisions at present. By itself, CHPPD does not reflect the total amount of care provided on a ward nor
does it directly show whether care is safe, effective, or responsive. It should therefore be considered
alongside measures of quality and safety.

11.6 Whilst CHPPD is a simple measure, this must be reviewed alongside patient acuity and dependency
data as CHPPD is not a metric to neither determine registered nurse/ midwife requirements nor provide

assurance for safe staffing.

12.0 Safe Care-Planned versus actual

12.1 Planned versus actual staffing levels are reported monthly via Unify. Currently the data is gathered
manually with discussions relating to possible future reporting via Health Roster in 2021-2022.

12.2 The planned versus actual fill rates from January 2021- June 2021 highlights that the fill rate is better
at nights than days, with fill rates for care staff generally higher when RN/RM fill rates are notably reduced,
which reflects how safe care overall is being managed with adjustments to skill mix.

12.3 The fill rates are reported monthly within the Integrated Board Reports

13.0 Safe Care-Acuity and Dependency

13.1 The previous results of the Safer Care Nursing Staffing Tool (SCNT) were unable to define the correct
establishment needed for the gynaecology ward due to the mix of day cases and in-patients but gave an
indication for the HoN to use as part of the workforce review. Further communication regarding future
consideration is underway with NHS/I.

13.2 The tool is not designed to capture acuity and dependency data from wards with less than 10 beds,
day case rates, maternity areas, or departments.

14.0 Red Flags, Escalation and Patient Experience

15
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14.1 Where a shortfall in Registered Nurses/ Midwives occurs, the Trust has a process to mitigate in real
time through interventions by senior nurses/ midwives in line with an escalation process to enable the
delivery of safe and effective patient care.

14.2 NICE guidance recommends that the trust have a mechanism to capture “red flag” events. The trust
has incorporated these into the Trust incident reporting system. Incidents can be reviewed against acuity
and dependency, planned and actual staffing levels for the day. Triangulation of data assists in informed
decision making related to staffing.

14.3 From January 2021-June 2021 (Q4&Q1) a total of 193 Red flags were raised. Of these 70 incidents
reported on staffing levels. There were 2 reportable incidents in Q1, one related to Maternity diverts (3
separate diverts initiated) and the other related to staff breach of Covid-19 regulations in Maternity.

14.4 Maternity services (DS, MAU, MLU and Mat Base) dominated the top reporting areas of staffing
incidents in Q4 and Q1. Community added to the list of high reporting of staffing related incidents in Q1.
Gynaecology saw high reporting of staffing incidents in Q4 (8) which reduced in Q1 (2).

14.5 There were two formal complaints during Q4 and Q1 that had some concerns raised about staffing.
The first one was in Maternity and had a direct complaint about staffing numbers, however on investigation
it was found that the staffing numbers were sufficient, so this part of the complaint was not upheld.

14.6 The second complaint was in Gynaecology where a patient complained that her call bell was left
unanswered for long periods and the patient was left alone for long periods on humerous occasions for
long periods which may relate to staffing issues, however this is currently still under investigation and
therefore a causal link has not yet been identified .

14.7 Complaints can be received by the Trust later that may relate to Q4 and Q1 reporting period which
the Trust are currently unaware of, therefore caution is applied in noting the 2 cases highlighted for this
period may alter. Future reporting will seek to include and review both PALs and PALs+ to identify any
themes or trends that could be linked to staffing issues and included in this paper.

14.8 There were 9771 Trust responses to Friends and Family Test from January — June 2021. 1588
responses positively mentioned staff. 70 responses were displeased with staff with 21 of the 70 responses
specifically mentioning staffing levels.

14.9 Staffing levels are also triangulated with complaints and adverse incidents to provide assurance on
patient safety and are reported through the appropriate senates. Staff are encouraged to complete an
incident report when staffing levels are below the required parameters. Each division puts plans in place
when staffing falls below the required parameters with oversight by the Head of Nursing/ Midwifery. Daily
staffing huddles take place for the site to review staffing levels and oversee the support required for the
shortfalls and escalation as necessary.

15.0 E-Roster

15.1 The Trust has rolled out Health Roster v11, there is still some work to do with embedding usage of
the system. Health roster sign off meetings will commence with DDON/M, monitoring the roster
performance KPI's with the HON/M and Matrons. This will be led initially by the DDoN/M, supported by
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DDoW, DDoF and E-roster Manager to embed new process adoption and standards before being handed
back to divisional senior management teams to manage

16.0 Temporary staffing

16.1 Currently the Trust uses its own internal Bank system. A contract for the use of NHSP will likely
commence in November 2021. Ahead of this will be the start of an implementation process led by the
DDoN/M in July 2021. There will be stakeholder engagement throughout the implementation process with
a task and finish group and cross divisional representation to ensure safe transition and use of NHSP.

17.0 Summary

17.1 LWH can demonstrate how it manages safe staffing levels through workforce reviews, use of acuity
tools, and
professional judgement.

17.2 Vacancy rate for Registered Nursing, Midwifery and ODP at LWH is 5 % which is the same as
previously reported
(December 2020). Vacancy rate for HCSW has improved at 10% (previously 21%)

17.3 Total turnover for Nursing and Midwifery is 10% in June 2021. However, it is to be noted the services
over the
Trust target of 13% in June 2021 are Hewitt Fertility Centre and Surgical Services.

17.4 29.7% of the Nursing and Midwifery workforce are > 50 years of age therefore recruitment and
retention need
to remain a high focus.

17.5 Recording the highest volume of staff in the past 12 months on Maternity Leave in June 2021 (35
headcount)

17.6 There has been a fluctuation in sickness rates in the last six months with January 2021 seeing the
highest rate

of 10.15% and June 2021 reflecting 7.86%

17.7 COVID-19 related absence has decreased since January 2021 where it was at its highest in the last
six months

(5.33%) to 1.51% in June 2021.

17.8 The Divisional triumvirate structure monitors workforce data monthly.

17.9 Staff have worked flexibly during COVID-19 and at times of increased staffing challenge to support

safe care Trustwide.

18.0 Conclusion and Recommendations

18.1 The Board of Directors are asked to:
Be sighted on the national shortage of nurses and midwives.

¢ Note the content of the report and the assurances provided that nurse/midwife staffing levels are
challenging yet managed by HoN’s/HoM safely and appropriately to mitigate any shortfalls
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Note the risk to the organisation of the number of nursing and midwifery staff > 50 years of age
(29.7%)

Note the current impact of sickness Covid-19 and Non Covid-19 related absence on staffing and
fill rates

Note Unify fill rates are collected manually with need for a digital solution

Note NHSP contract agreed to supply Bank and Agency staff to support fill rates. Implementation
commences in July led by DDoN/M; full implementation of contract expected end of November
2021

Note changes to e-roster oversight and sign off process to commence in July 2021

Support DDoN/M to obtain the SNCT licence for the organisation to aid a nurse staffing review of
Gynaecology in-patients in the next 6-12 months

Support the DDoN/M in a request to recalculate headroom for the organisation yearly in view of the
large number of long serving NHS staff (10 years or more), new starters/leavers and increased
training requests ahead of budget setting so local adjustments to headroom can be agreed

Support the DDoN/M to make improvements to simplify future bi-annual staffing reports and avoid
variance and duplication of information in divisional reporting with use of a staffing template aligned
to the reporting of mandatory information

Support the DDoN/M to work with colleagues in the development of a Trust wide recruitment
calendar that underpins the workforce strategy for recruitment and retention that can be reported
on in Putting People First committee

Approve a refresh of reporting schedules to allow full Quarter reporting in bi-annual papers,

resulting in Q4&Q1 reporting to PPF committee in September and Trust Board in October; Q2&Q3
reporting to PPF committee in March and Trust Board in April each year

18
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Quality Committee Chair’s Highlight Report to Trust Board
26 July 2021

1. Highlight Report

Matters of Concern or Key Risks to Escalate

Recent activation of the internal major incident plan and maternity diverts due to
staffing pressures and high levels of activity and acuity. The subsequent pressure
and ability within the region to accept maternity diverts was considered. It was
noted in response to the escalation that Cheshire and Merseyside had initiated a
maternity cell to address system pressures. The Committee queried the health and
wellbeing of front-line staff at this time and noted the services available to support
them.

Concern raised regarding the impact of the Oversight Framework and developing
Integrated Care Systems, in particular in relation to a continuation of mutual aid
requests and potential impact on timely delivery of care to Trust patients and
resilience of staff.

Challenges working with external partner agencies in relation to Safeguarding
concerns during 2020/21 had been highlighted. This had been escalated and
meetings with relevant bodies requested to review past cases and agree forward
actions to improve partnership working. The Chief Executive requested further
escalation if the matter was not resolved.

Positive Assurance

Received the first Chair Reports from the inaugural meetings of the Research
Development and Innovation Sub-Committee and the Maternity Transformation
Board.

Assured by the update provided by the Maternity Executive Oversight Group that it
was appropriately challenging operational issues and supporting progress forwards
towards an outstanding maternity service.

The Executive Safety Champion Lead noted that the Safety Champion Group
continued to meet and included representation from the Maternity Voices
Partnership. No issues escalated.

Noted the action plan underway as an output from the Board Well led governance
review. Leads would be asked to update actions ahead of submission to the Trust
Board in September 2021.

Assured by the contents of the CQC Insight Tool report. The tool comprised
information about the Trust which would be analysed by the CQC to monitor services
at provider, location, and core service level.

NHS

Liverpool Women's
NHS Foundation Trust

Major Actions Commissioned / Work Underway

Committee noted a change in national timetabling for delivery of the Continuity
of Carer pathway. Firm plans to be in place as of March 2022 and become
implemented default model as of 2023.

A persistent theme in relation to electronic systems linking patient care
between MAU and other Trust services was noted within the Integrated
Governance and Assurance report. The Committee raised the action to the
Digital Hospital Sub-Committee to consider the tracking process.

Decision
Committee reviewed the Quality related BAF risks. No changes to existing
risks were identified as a result of business conducted during the meeting. It
was noted that BAF risk 5.2 had been reviewed in detail by the Executive Lead
and gaps in control identified and addressed.
Approved the Trust Safeguarding Sub-Committee terms of reference.
Agreed to add the CQC Insight Tool to the Committee workplan.
Approved the Safeguarding Annual Report 2020/21 and the Complaints
Annual Report 2020/21.
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¢ Noted that the Trust response to the Ockenden review had been submitted. Awaiting
formal outcome from the review team.

e Assured by the Serious Incident and Learning quarterly report noting key risks in
relation to 52-week performance and blood sampling errors. Positive progress
against medication incidents was noted. A streamlined version highlighting key
trends and effective learning would be shared with Trust Board in September 2021.

o Committee assured by the refocus and prioritisation applied to LocSSIPs.

¢ Committee received an overview in respect to the planned delivery of the Clinical
and Quality Strategy for 2021/22 and beyond. The Committee noted that five key
workstreams had been agreed to achieve the strategy priorities and the associated
timescales. The Committee felt assured by the update noting that the proposed
actions would strengthen the process of efficient reporting to inform annual reports
and external regulators. The Committee would receive the workplan for approval at
its meeting in September 2021.

e Assured by the contents of the Safeguarding Annual Report, it was requested that
an anonymised case be presented to a future meeting.

e Assured by the contents of the Complaints Annual Report. Further work to effectively
track social media comments was noted together with the Communications Team
and other health providers.

¢ Received and assured by the contents of the Medicines Management Assurance
Report and NICE Annual report.

e Noted MIAA findings report on the Trust CQC Action plan had been to Audit
Committee and would be presented to a future Committee meeting.

—
N
o
N
>
>
=
Q
o

Comments on Effectiveness of the Meeting / Application of Ql Methodology

e Good quality of report papers.
o Effective timekeeping.

2. Summary Agenda

Integrated Governance Assurance Report Quarter

76. Board Assurance Framework Assurance 83. 1 Assurance
77 Sub Committee Chair Reports Assurance 84 Local Safety Standards for Invasive Procedures Assurance
' " | (LocSSIPs) Assurance Report Quarter 1
Well led governance review recommendations . . .
78. aligned to Quality Committee Information 85. | Review of Quality Strategy Quarter 1 Assurance
79. Quality Performance Report Month 3 2021/22 Assurance 86. | Safeguarding Annual Report 2020/21 Approval
go. CQC Insight Tool Information 87.  Complaints Annual Report 2020/21 Approval
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81. | Ockenden Report Assurance 88. | Medicines Management Assurance Report Quarter 1 = Assurance

89 National Institute for Health and Care Excellence

82. | Serious Incident and Learning Update Quarter 1 Assurance (NICE) Annual Report

Assurance
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3. 2021/ 22 Attendance Matrix

e o s S s

Tony Okotie, Chair v v A v
Susan Milner v v A v
lan Knight v v v / v
Louise Kenny v v v v v
Marie Forshaw v v v v v
Gary Price v v A v v
Lynn Greenhalgh v v A v A
Jenny Hannon v v A 4 v
Michelle Turner v v v v v
Christopher Lube v v v v NM
Present (v) Apologies (A) Representative (R) Nonattendance (NA) Non-quorate meetings highlighted in greyscale
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Quality Committee Chair’s Highlight Report to Trust Board
23 August 2021

1. Highlight Report

Matters of Concern or Key Risks to Escalate

Received an insightful staff story related to a safeguarding case where an inherent
jurisdiction had been placed. The Committee noted the partnership working
required between multiagencies to deliver safeguarding appropriately. The
empathy and compassion displayed by the LWH team to ensure safe delivery of
baby and safe patient care despite the planned future outcome was noted. The
difficulties to communicate effectively and agree the clinical plan provided by the
Trust was highlighted. This had been escalated to the Commissioners to assist the
Trust to improve multiagency engagement. The comprehensive planning and
debrief support available to staff was positively noted as a difficult process for staff
to undertake.

Noted that the Trust reported all investigations of maternity incidents that meet the
criteria for Each Baby Counts programme to the Healthcare Safety Investigation
Branch (HSIB). The Trust also investigates all incidents internally to resolve issues
quickly and act on learning. It was noted that the Trust had been advised that only
one investigation should be conducted led by HSIB. The Committee was asked to
note the possible impact on rapid learning.

Significant work required to close the action: Control of Substances Hazardous to
Health (COSHH) Reporting and Audit on the Trust CQC action plan was noted. It
was reported that the team were working through the detail but no timeframe could
yet be assigned. The Committee would be further updated on this action.

Positive Assurance

Assured by the investigation report into the e-RS waiting list incident. Actions
including strengthening of asset owner registers, raising staff awareness of NHS
Digital Alerts, and Access Recovery Board oversight of e-RS alerts were noted.
Committee received a review against the MIAA recommendations from the Learning
from Serious Incidents and Never Events audit. The Committee was assured by the
significant work undertaken to ensure the areas of improvement had been
progressed.

Assured by the internal audit process conducted to highlight weaknesses which
could be addressed.

Assured by the positive trend of improvement across the suite of quality metrics.

Major Actions Commissioned / Work Underway

Committee noted a further MIAA review of Learning had been commissioned

to be undertaken in Autumn 2021.

Received an update to the MIAA review of the Trust CQC action plan. The
results of the MIAA review highlighted that there was evidence of full
implementation for 23 actions with a further 11 actions being partially
compliant. MIAA had proposed 9 main recommendations to clear the 11
actions. Work undertaken had resulted in the closure of 3 actions; 6 remain
open. Of these 6; one action required significant work, however the
remainder of 5 are anticipated to be closed by September 2021. Work with
IM&T to explore digital solutions such as the creation of ‘SharePoint’ as a
data repository for easier collation of evidence was noted.

Consideration how to present the updated Oversight Framework metrics
within the Board performance report going forward.

Decision

Comments on Effectiveness of the Meeting / Application of Ql Methodology

Lesson learning approach undertaken at the meeting had been positive and beneficial.

Internal audit process effectively utilised for both the CQC action plan and Learning from S| & NEs.
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2. Summary Agenda
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Agenda Item _Purpose ______ No._ Agenda ltem
98.  Patient/ Staff Story: Safeguarding Story Information 101. ggiﬁ?a?:d Safety Investigation Branch (HSIB) Information
99. Concise Investigation Report: ERS waiting lists Assurance 102. Mersey Ir!ternal Audlt Agency Care Quality Information
Commission Audit Update
100. Learning Lessons Follow up Report Assurance 103. | Quality Performance Report Month 4, 2021/22 Assurance

3. 2021/ 22 Attendance Matrix

-----W

Tony Okotie, Chair
Susan Milner

lan Knight

Louise Kenny
Marie Forshaw
Gary Price

Lynn Greenhalgh
Jenny Hannon
Michelle Turner
Nashaba Ellahi
Christopher Lube M
Present (v) Apologies (A) Representative (R) Nonattendance (NA) Non-quorate meetings highlighted in greyscale
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Workforce
Performance Report
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Workforce Performance

Trust Board
September 2021
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Total Failing Target Workforce Performance by Month

50%

To develop a well
led, capable,

motivated and O
entrepreneurial
Workforce
20% \

2018 2019 2020 2021

Leadership

¢ The first LWH Leadership Forum takes place on 315t August which is an opportunity for Executive Directors and Senior Leaders to come together to progress the Trust Strategy. The forums are designed to aid self-
development, peer support and networking across the organisation and the system. Each Forum will have targeted areas of focus, but can be reviewed to support the requirements of the group.

¢ North West Leadership Academy are delivering a series of bespoke leadership bitesize sessions for Medical colleagues over the Autumn and sessions have been opened out to other Trust leaders

* PDRs for Band 7s and above in Nursing and Midwifery are now nearing completion meaning talent and succession plans in these areas will be clearly identified and N&M leaders can be prioritised for access to the
brand new LWH Leadership Programme which will be launched in October and then rolled out to the rest of the Trust

Flex for the Future

¢ LWH has successfully bid to take part in a national flexible working programme with NHSI. A project team consisting of a Matron, Ward Manager, Clinical Fellow, E-Roster Manager and the Deputy Director of
Workforce has been identified to lead this project which will establish and implement targeted flexible working solutions for LWH based on best practice nationally.

Wellbeing

¢ Over 1700 Wellbeing bags have been delivered to staff over the last month, this coincided with the launch of the LWH ‘We Care’ wellbeing strategy, Boo consulting are continuing to work with colleagues in
maternity to deliver resilience, wellbeing support and Coaching. We will shortly be welcoming ex-professional rugby players from Rugby Cares to deliver targeted mental health support throughout September and
October and will soon be in receipt of our 2 /3 Sleep Pods, plus the refurbishment of staff rooms programme will commence.

NHSP Implementation

* The implementation process has started and a project go live date of 22" November has been identified. This project is being supported and underpinned by the E-Rostering Review meetings which are ensuring
that rosters are efficient, safe and compliant to minimise the use of bank and agency staffing. The revised bank rates agreed in the summer will be reviewed as part of the implementation process.
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To develop a well led, capable, motivated and entrepreneurial

Director of
Workforce

Clinical
Mandatory
Training
Compliance

Mandatory
Training
Compliance

July 2021

July 2021

As of Date

Mandatory Training Compliance

Clinical Mandatory Training
Compliance

What is the reason for failure against this target?

The overall Trust clinical mandatory training compliance
increased by 2% from 80% in month three, to 82% in
month four. This is now 13% under the Trust's target rate
of 95% and rated as amber. In the largest clinical areas,
compliance increased by 1% in Gynaecology, and by 3% in
Maternity, although it remained unchanged in Neonates.
At the divisional level, compliance increased by 2% in both
the Gynaecology Division and Clinical Support Services,
and by 1% in both Family Health and the Corporate
Division.

The overall Trust mandatory training compliance fell by
7% from 87% in month three, to 80% in month four. This
is now 15% under the Trust's target rate of 95% and rated
as amber. In the largest clinical areas, compliance fell by
4% in Gynaecology, by 8% in Maternity, and by 10% in
Neonates. At the divisional level, compliance fell by 5% in
the Gynaecology Division, by 9% in Family Health, by 7%
in Clinical Support Services, and by 4% in the Corporate
Division.

July 2021

July 2021

Current
Value

80.00% P -15.00%

81.88% & -13.12%

How is this being fixed?

The HR and L&D teams continue to provide support,
information and training to managers across the Trust.
There have been a number of compliances added to the
system for clinical mandatory training to support central
recording. There are some courses which are below
compliance which are mainly those that are face to face
or via workbooks - this is being looked at locally to
review the figures and seek solutions to improve.
Safeguarding level 3 online learning has been
redeveloped and now requires additional e-learning
modules.

The HR and L&D teams continue to provide support,
information and training to managers across the Trust.
Further ways of making mandatory training more
accessible are being explored including widening the
provision for e-learning. Efforts are also being made to
ensure that training which has to be face to face can be
delivered in an appropriate and safe environment.
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95.00%

95.00%

When will
target be
achieved?

By the end of
quarter three
(December
2021).

By the end of
quarter three
(December
2021).

orkforce - Mandatory Training

m Denominator DQ Kite Mark

Why this timeframe?

While every effort is being made to improve and maintain
compliance rates, it is difficult to accurately predict when
the target figure of 95% will be achieved, particularly in light
of the continuing covid 19 global pandemic and the
pressures it has created both operationally and in terms of
staffing. High sickness levels will also be having an impact.
Nevertheless, every endeavour continues to be made to
bring the figure within Trust target through effective
collaboration between line managers, Human Resources
and Learning & Development.

While every effort is being made to improve and maintain
compliance rates, it is difficult to accurately predict when
the target figure of 95% will be achieved, particularly in light
of the continuing covid 19 global pandemic and the
pressures it has created both operationally and in terms of
staffing. Nevertheless, every endeavour continues to be
made to bring the figure within Trust target through
effective collaboration between line managers, Human
Resources and Learning & Development.

Mitigating Actions?

Local managers continue to
monitor the training compliance
of their staff, to ensure that
patient safety and the quality of
the service provided are
maintained.

Local managers continue to
monitor the training compliance
of their staff, to ensure that
patient safety and the quality of
the service provided are
maintained.

Workforce
Performance Report




To develop a well led, capable, motivated and entrepreneurial

Director of
Workforce

Sickness
Absence Rate

July 2021

Sickness Absence Rate July 2021

Turnover Rate July 2021

Proportion of Temporary Staff July 2021

What is the reason for failure against this target?

The single month sickness absence figure increased by 1.46% from
6.21% in month three, to 7.67% in month four. This is now 3.17%
above the Trust's target figure of 4.50% and is therefore rated as red.
In the largest clinical areas, sickness absence increased by 0.08% in
Gynaecology, by 2.15% in Maternity, and by 1.97% in Neonates. At
divisional level, sickness increased by 0.16 in the Gynaecology
Division, by 2.11% in Family Health, by 0.34% in Clinical Support
Services, and by 2.13% in the Corporate Division. Overall, there was an
increase in short term sickness, which accounted for 37% of the total
figure in month four, compared to 32% in month three. In terms of
diagnosis, the top three most common remain unchanged:
cold/cough/flu is the most prevalent diagnoses, followed by
anxiety/stress/depression, and then gastrointestinal problems. The
figure for sickness specifically resulting from covid 19 increased from
1.34% in month three to 1.91% in month four.

Current

Value Target

7.67% ® +3.17% 4.50%

11.00% P -2.00%

7.00% P +7.00%  0.00%

How is this being fixed?

The HR Department are continuing to provide support
for managers in managing sickness absence and in
supporting staff through this difficult time. A range of
measures are in place specifically to address the
situation with regards to covid 19. These are available to
all staff and include risk assessments, on-site testing for
staff (and family members) with suspected symptoms,
asymptomatic testing, and vaccinations. So far, 86.75%
of staff have been vaccinated (88.22% of
BAME/vulnerable staff have been vaccinated). A lot of
work has also been done in pulling together and
communicating to staff a whole range of available
support, with a particular focus on health and wellbeing.
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orkforce

Denominator | DQ Kite Mark

13.00%

When will
target be
achieved?

By the end of
quarter three
(December
2021).

Why this timeframe?

Efforts to reduce sickness
absence are on-going, but itis
difficult to accurately predict
when the target figure of 4.50%
will be achieved, particularly in
light of the continuing covid 19
global pandemic and the
pressures it has created both
operationally and in terms of
staffing. Nevertheless, every
endeavour continues to be
made to bring the figure within
Trust target through effective
collaboration between line
managers, Human Resources
and Occupational Health.

Mitigating Actions?

Local managers continuously monitor sickness
absence and adjust rotas and work schedules
as appropriate.
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NHS

Liverpool Women'’s
NHS Foundation Trust

Trust Board

Agenda Item (Ref) 2021/22/72b ‘ Date: 02/09/2021

Report Title Equality Diversity and Inclusion Update, including WRES and WDES 2021 Data

Rachel Cowley, Head of Culture and Staff Experience

Prepared by

Presented by Michelle Turner, Chief People Officer / Deputy Chief Executive

Key Issues / Messages This report fulfils the mandatory requirement for the Board of Directors to review the annual data relating to the Workforce
Race Equality Standard (WRES) and the Workforce Disability Standard (WDES) (for the year ending 31st March 2021),
presents a range of other ED&I information and updates the Board of progress against our strategic aims as outlined in the
Trust Strategy 2021-2025.

Action required Approve [ Receive [J Note [ Take Assurance
To formally receive and discuss a | To discuss, in depth, For the intelligence of the | To assure the Board /
report and approve its | noting the implications Board / Committee Committee that
recommendations or a particular | for the Board / without in-depth effective systems of
course of action Committee or Trust discussion required control are in place

without formally
approving it

Funding Source (If applicable):

For Decisions - in line with Risk Appetite Statement — Y

If no — please outline the reasons for deviation.

The Board is asked to note the contents of the report, be assured that appropriate actions are being taken, and support the
ongoing work on the ED&I agenda.

Supporting Executive: Michelle Turner, Chief People Officer / Deputy Chief Executive

Equality Impact Assessme