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Bolton NHS Foundation Trust – Board Meeting 31 October 2019 
 

Location: Boardroom                                                                                                 Time: 0900 – 
 

Time  Topic Lead Process Expected Outcome 

09.00 1. Welcome and Introductions Chair verbal  

 2. Apologies for Absence Trust Sec. Verbal Apologies noted 

 3. Declarations of Interest Chair Verbal To note any declarations of interest in relation to items on the agenda 

 4. Minutes of meeting held 3 October 2019 Chair Minutes To approve the previous minutes 

 5. Action sheet Chair Action log To note progress on agreed actions 

 6. Matters arising Chair Verbal To address any matters arising not covered on the agenda 

 7. CEO Report including reportable issues CEO Report To receive a report on any reportable issues including but not limited 
to SIs, never events, coroner reports and serious complaints 

Safety Quality and Effectiveness 

09.15 8. Quality Assurance Committee Chair Report QA Chair Report QA Chair to provide a summary of assurance from the QA Committee 
and  to escalate any items of concern to the Board 

09.25 9. Finance and Investment Committee – Chair 
Report 

F&I – Chair Report F&I Chair to provide a summary of assurance from the F&I Committee 
and  to escalate any items of concern to the Board 

09.35 10 Workforce Assurance Committee – Chair Report CEO Report CEO to provide a summary of assurance from the Workforce Assurance 
Committee and  to escalate any items of concern to the Board 

09.45 11. Urgent Care Delivery Board Chair Report – CEO Report To receive a report on the Urgent Care Delivery Board 

09.55 12. Infection control Annual Report DoN Report To note 

10.10 13 Safeguarding Annual Report DoN Report To note 

10.25 14 Learning from Deaths quarterly report MD Report To note 

Coffee
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11.00 15 Patient Story  Verbal To note  

11.20 16 

16.1 

Performance Report 

- 18 Week RRT Report 

CEO 
COO 

Report 

Report 

To receive 

To receive  

Strategy 

11.45 17 Brexit update COO Verbal To note 

11.55 18 Change to iFM Articles Trust 
Secretary 

Report To approve 

Reports from Sub-Committees (for information)  

12.00 19. Any other business  

Questions from Members of the Public 

 20. To respond to any questions from members of the public that had been received in writing 24 hours in advance of the meeting. 

Resolution to Exclude the Press and Public 

 To consider a resolution to exclude the press and public from the remainder of the meeting because publicity would be prejudicial to the public interest by reason of the 
confidential nature of the business to be transacted 

 
 
 
 
 

Lunch and visits to wards and departments 
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Meeting Board of Directors Meeting – Part One

Time 09.00

Date 03 October 2019    

Venue Boardroom RBH

Present:-

Mrs D Hall Chair DW

Dr J Bene Chief Executive JB

Mrs T Armstrong-Child Director of Nursing/Deputy Chief Executive TAC

Dr F Andrews Medical Director FA

Dr M Brown Non-Executive Director MB

Mr A Ennis Chief Operating Officer

Ms B Ismail Non-Executive Director

Mrs S Martin Director of Strategic Transformation SM

Mr J Mawrey Director of Workforce JM

Mrs J Njoroge Non-Executive Director

Mr M North Non-Executive Director MN

Mr A Stuttard Non-Executive Director AS

Mrs A Walker Director of Finance

In attendance: -

Mrs E Steel Trust Secretary ES

Ms R Ganz Associate NED RG

Apologies Mr A Thornton

The Chair welcomed attendees and observers

Patient Story

S, an inpatient on ward C1 attended to share her story of her recent admission to 
the Trust.  S was admitted through Accident and Emergency following an episode 
of severe chest pain.  S was admitted to CCU where she spent a week before 
being transferred to C1 where has been an inpatient for the previous three 
weeks.  At the time of sharing her story she was waiting for an MR angiogram at 
Wythenshawe and had been waiting for this procedure for the previous two 
weeks.

S was very complementary with regard to the treatment she had received during 
her stay on both CCU and C1, food on the whole had been good and she had not 
been troubled by noise at night.
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Board members thanked S for sharing her story, questions were asked for 
clarification and further understanding, the Medical Director and the COO 
undertook actions to understand the background to the long wait for a scan and 
to provide clarity with regard to diagnosis – although S was happy with 
communication and felt she was able to ask questions about her care she was 
not clear about her diagnosis.

FT/19/59 AE to follow up to understand reasons for long wait for scan AE

FT/19/60 FA to follow up for clarity of diagnosis FA

Declarations of Interest

Mrs E Steel Company Secretary iFM Bolton

Ms R Ganz NED iFM Bolton

4. Minutes of The Board Of Directors Meetings held 25 July 2019  

The minutes of the meetings held on 25 July 2019 were approved as a true and 
accurate reflection of the meeting.

5. Action Sheet 

The action sheet was updated to reflect progress made to discharge the agreed 
actions.

6. Matters Arising

There were no matters arising.

7. Chief Executive report

The Chief Executive presented the CEO report providing a summary of 
reportable incidents, awards, recognition and media interest.

In addition to the awards detailed within the written report, the CEO highlighted 
the work of the IT team in achieving EPR implementation as planned on Tuesday 
2nd October 2019.

The approach to communications both in support of EPR and in promoting the 
Trust including supporting the arrangements for Baroness Harding to open the 
new Urology department was recognised.

Board members viewed the Freedom to Speak up promotional video and gave 
their support and commitment to raising awareness of the opportunities for staff 
to speak up about matters concerning them.
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Board Assurance Framework

Following the launch of the new five year strategy, the Board Assurance 
Framework has been revised to provide assurance that the risks to achieving the 
new strategic ambitions have been assessed and are being mitigated / treated in 
accordance with the Trust’s risk appetite.  Finance and Investment Committee 
members advised that the F&I Committee had proposed increasing the risk of 
achieving the financial plan to 20. 

Resolved: the board noted the CEO update.

8. Finance and Investment Committee Chair Report

Mr Stuttard, the NED Chair of the Finance and Investment presented his report 
from the meeting held on 24 September 2019.  

The Committee focused on the overall financial position and performance against 
plan.  The financial position to the end of August 2019 (excluding PSF) is a deficit 
of £7.7m against a deficit plan of £3.4m

The Committee considered the financial position and the actions being 
undertaken to address the deficit.

Other matters discussed within the committee and as outlined in the written 
report were progress on addressing aged debt, monitoring of the ICIP 
programme and the Trust’s capital programme.  

The F&I Committee received a report on the valuation of fixed assets, while the 
Committee supported the proposal it was agreed that the final decision should be 
referred to the Audit Committee as it had an impact on the accounting treatment 
which would affect the Annual Accounts.

The F&I committee also received an update on iFM financial performance and 
noted the forecast for an outturn in excess of the planned surplus.

The Committee received an update on EPR implementation through the Chair 
report from the Digital Transformation Board; as previously advised, 
implementation of EPR went according to plan.  Board members agreed that a 
formal note of thanks should be recorded to all staff members involved in the 
successful implementation of EPR.

In response to a question about the standing of the system savings board and 
the rigor applied to system savings Board members were advised that a System 
Transformation Director had been appointed to work to both the FT and CEO and 
provide system oversight to drive system savings.

Resolved: The Board noted the report from the Finance and Investment 
Committee.

FT/19/61 refer decision on accounting treatment of valuation to Audit Committee
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9. Audit Committee Chair Report

Mrs Njoroge, the Non-Executive Chair of the Audit Committee presented her 
Chair’s report from the meeting held on 19 September 2019.  The Committee had 
received a number of reports providing positive assurance but had also received 
reports identifying areas for action.  Three high risk reports had been received in 
draft – while it was recognised that this did not allow time for the provision of a 
management response Audit Committee members had previously expressed a 
strong preference for having early sight of any high risk report.

The Director of Nursing confirmed that she would have been happy to attend the 
meeting to provide a verbal update and advised that actions had been agreed to 
address the concerns raised within the report on ward cleaning.  Ms Ganz 
confirmed that cleaning and security are at the forefront of iFM’s focus.

Resolved: The Board noted the report from the Chair of the Audit Committee.

10. Workforce Assurance Committee Chair report

The Director of Nursing presented her Chair’s reports from the Workforce 
Assurance Committee meeting held on 20 September 2019.  As recorded within 
the written summary of the meeting the Committee received a number of reports 
and discussed actions being taken which felt to be on the right track.  Although 
sickness absence remains a key focus for the Trust and has not yet reached the 
target rates reported in the Trust are the second lowest in GM.

Board members noted the escalated concerns in regard to the Guardian of 
Safeworking – a new Guardian has now been appointed with a remit to develop 
the post and provide robust assurance reports.  Concerns were also escalated 
with regard to the Obstetrics and Gynaecology trainee action plan – once 
updated the action plan for HEE will be shared with Board members.

Mr North in his capacity as Chair of the Shadow Board proposed the production 
of a report on the Shadow Board Leadership programme.

Resolved: The Board noted the report from the Workforce Assurance Committee

FT/19/62 Report through Workforce Assurance Committee on the Shadow Board 
programme

11. Urgent Care Delivery Board

The Chief Executive presented the chair’s report from the Urgent Care Delivery 
Board.  The main focus of the meeting held on 10 September 2019 was with 
regard to a recent survey of A&E attenders with an aim of understanding the 
reason for the recent growth in working age attendees.

The Urgent Care Delivery Board also received a first draft of a demand and 
capacity report commissioned from NECS (NE Commissioning support)

Board members discussed the challenge of increased attendance, the pros and 
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cons of alternative models of delivery including walk in centres and the need for 
clear well defined pathways to ensure patients are aware of and access 
appropriate and available services.  Board members agreed that an update on 
system working would provide a useful opportunity for further discussion on 
streaming and alternative provision.

Resolved: the board noted the Urgent Care Delivery Board Chair report.

FT/19/63 update on system working

12. Nasogastric Tube Misplacement

The Director of Nursing presented an update on the Trust position on training in 
relation to the placement of nasogastric tubes.  In 2016, following a patient safety 
alert the Board had signed off compliance with guidance in an NPSA alert.  In 
December 2018 it was identified that although a good system was in place the 
Trust were no longer fully compliant with the guidance – as the original 
declaration of compliance was shared with Board it was agreed that the 
identification of an issue impacting on compliance should be escalated to the 
Board.

Board members noted the escalation of the issue and the recommendations 
within the report to be fully compliant with the guidance, including a report 
through the QA Committee in April 2020 to provide assurance that actions have 
been completed.

Resolved: The Board noted the report.

13. Integrated Performance Report

Board members reviewed the Integrated Performance Report considering the 
metrics within the report and focusing on areas in response to questions and as 
directed by the executive team.  In discussing the metrics and responding to 
questions the following points were noted:

Quality

In response to a question about inpatient falls, the Director of Nursing advised 
that although it is recognised that increased acuity and increased frailty increases 
the risk of falls there is still more that can be done to protect patients from harm 
as a result of a fall.

Infection Control – the number of c. diff cases has reported has increased over 
recent months; this has included a cluster of cases on one ward.  In response to 
this a weekly meeting has been implemented to provide increased oversight with 
regard to the factors that could have contributed to this cluster. Board members 
asked if this was linked to the report presented to the Audit Committee discussed 
earlier in the meeting.  The Director of Nursing advised that the review had been 
targeted in response to concerns, although a robust deep clean of an areas is 
undertaken after an infection a full decant programme of cleaning had not been 
undertaken.  Ms Ganz in her capacity of Chair of iFM confirmed that action is 
being taken within iFM including a full decant programme for cleaning and 
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maintenance.

Mortality – There has been a reduction in the trust’s SHMI rate however this is 
still higher than it should be, it is hoped that the new EPR system will enable 
coders to look at co-morbidities and recording.  Mr North in his capacity of Chair 
of the Shadow Board advised that the Shadow Board had discussed the July 
mortality report; this had prompted a request for an update on the action plan.  
The Medical Director confirmed that the mortality review had since been 
completed and had not identified any concerns with the quality of care.  The 
Board and QA Committee would continue to receive regular reports on plans for 
mortality reduction.

Maternity metrics to be covered in the presentation later on the agenda, the 
Director of Nursing suggested that metrics should be reviewed in 2020 to deliver 
a more sophisticated approach and ensure a focus on outcomes

Operational

There has been an increase in the time patients wait for surgery following a 
fractured neck of femur, this was a disappointment to the team who had 
worked to reduce this – the increase was attributed to the impact of the bank 
holiday and theatre pressures and the team had advised that they were confident 
of recovering performance.

The Chief Operating Officer advised that the Trust would not achieve the 18 
week target, waiting times have increased and there is a risk that performance 
against this target will deteriorate further.  A proposed recovery plan has been 
submitted to the CCF but this will require funding.  Board members discussed the 
reason for the increased waiting times, the Chief Operating Officer advised that 
the causative factors are not the same in all specialities with some areas affected 
by an increase in referrals and others feeling an impact from increased urgent 
cases.

The Chief Operating Officer advised that while he could not assure the Board that 
the position would improve, he was assured that a robust tracking process was in 
place with patients prioritised according to clinical risk.

The challenges in the system impacting on A&E performance remain an issue, 
there is an overall increase in the number of patients and an increase in acuity – 
the EPR implementation plan had included an ambition to create empty beds but 
this had not been possible.

The Board noted the Model Hospital data now included within the performance 
pack to provide an insight on some of the data used by regulators for oversight.  
A Board development session on Model Hospital has been scheduled for the 
October Board. 

In response to questions about the impact of actions to reduce did not attends, it 
was agreed that an update on the outpatient improvement plan and impact of 
actions to reduce the DNA rate would be provided.

Resolved: the Board noted the integrated performance report

JN left the meeting

FT/19/64 Mortality update

FT/19/65 update on outpatient improvement plan including action to reduce DNA
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15. Workforce and OD Strategy update

The Director of Workforce provided a summary of the key points covered within 
his 12 month update on the implementation of the Workforce and OD strategy.

Board members commended the report and the progress made and supported 
the need to continue focus on engaging with staff and reducing sickness 
absence.

Board members discussed the key points within the report including actions 
taken to ensure staff undertake the required statutory and mandatory training; 
actions to support staff retention and performance management of staff.

A number of follow up actions were agreed in response to questions raised.

FT/19/66 JM to email BI with details of update of Neybur

FT/19/67 JM to share staff pledges with Board members

FT/19/68 WAC to undertake a focus on retention and report back thru Chair report

14. Maternity Services Update

The Divisional Medical Director, Head of Midwifery and Clinical Lead for 
Obstetrics attended to provide the regular six month update on maternity 
services.

One quarter of all GM babies are delivered by Bolton maternity services which 
offer a choice of four places to birth and have a CQC rating of good.  The Trust 
also provides tertiary neonatal services and has the best performing NICU in GM.

Board members discussed the metrics provided with a focus on the link between 
intervention in labour, the national Saving Babies Lives initiative and the aim for a 
reduction in still births which has been achieved.  Team members advised that 
they were confident that inducing delivery at the right time contributed to a 
reduction in C Section rates and a good outcome for baby.

The division described their achievements and challenges including an increased 
sickness rate which with a number of staff off sick with long term and critical 
illness is 7.65% against a target of 4.2%.

Board members recognised the challenges within maternity services and asked 
what measures were in place to support staff and teams during difficult times.  
The Clinical Lead advised that debrief and support are offered at the end of 
cases and a working party has been established to discuss support and 
engagement.  The Director of Nursing extended an offer of further support if 
needed.

In response to a question about the utilisation of Ingleside the Head of Midwifery 
advised that the continuity of carer team are now building their case loads and 
predicting increased use of Ingleside, the team are also working with Pennine to 
offer as an option.

Board members discussed the impact of the environment and the need for 
refurbished or ideally new facilities, the Director of Finance advised that the 
Estates Strategy group had approved work on cosmetic improvements as a 
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temporary measure until a new build could go ahead – if funding for a significant 
cap ex project is made available this will be a project that is ready to go.

Resolved: the Board noted the update and thanked the team for their time.

16. Complaints Report 

The Director of Nursing presented the Annual Complaints report (previously 
presented for discussion and approval by the QA Committee.)

Performance has been strong, 95% of all complaints received a response within 
35 working days, reopened cases reduced by 24% and no complaints were 
upheld by the PHSO.

There are however still times when things could be better, actions are planned to 
ensure more support is available for the most vulnerable members of the 
community and to ensure that people with protected characteristics have equal 
access to support and care.

An action was agreed to check data within the report which showed a reduction 
in activity.

Resolved: The Board noted the report and agreed the importance of ensuring 
learning from concerns and complaints.

FT/19/69 check activity figures recorded in the complaints report

17. Revalidation

The Medical Director presented the revalidation report and annual return to NHS 
E for review and approval.

The submission is a mandated return that forms part of a robust system of 
assurance to ensure continued competence of doctors.

The Medical Director confirmed that the six doctors shown in the report as having 
an unapproved, incomplete or missed appraisal had all been addressed, there is 
a system to defer when an individual is off sick.  The Trust has not had to take 
any formal action with regard to this process.

18. Standing Orders

The Trust Secretary presented the Standing Orders and advised that the 
document had been reviewed with terminology updated to a more appropriate 
gender neutral language.  

It was felt that clauses 7.1 and 7.3 repeated the same requirement for a director 
to be excluded from discussions where they have a pecuniary interest – 7.1 to be 
removed.

The Trust Secretary confirmed that a record is kept of requests to view 
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documents.

Resolved: The Board approved the revised Standing Orders.

19 Planning for new format Board performance report 

Board members supported the proposal to shift metrics in the performance report 
to SPC run charts – an automated process is being developed to build this report 
with the aim of reporting all metrics in this format by the end of the financial year.

20. Any other business

21. Questions from members of the public

No questions submitted

Date and Time of Next Meeting

31 October 2019
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October 3  2019 Board actions

Code Date Context Action Who Due Comments

FT/19/59 03/10/2019 patient story AE to follow up to understand reasons for long wait for scan AE Oct-19 verbal update

FT/19/60 03/10/2019 patient story FA to follow up for clarity of diagnosis FA Oct-19 verbal update

FT/19/55 29/07/2019 Strategy Update on Estates Vision to October part two Board meeting Oct-19 agenda item

FT/19/40 27/06/2019 performance report Further information for Board members on Model Hospital AW Oct-19 development session confirmed

FT/19/53 25/07/2019 BCMS Full business case to September Board TAC Oct-19 deferred to October Board

FT/19/49 25/07/2019 AoB - Data Data effectiveness debate and review - Exec discussion and ES Oct-19 complete - agreed internal audit review

FT/19/66 03/10/2019 Workforce strategy 

update

JM to email BI with details of update of Neybur JM Oct-19 email

FT/19/67 03/10/2019 Workforce strategy 

update

JM to share staff pledges with Board members JM Nov-19 to be presented to Board in November

FT/19/61 03/10/2019 F and I Chair report refer decision on accounting treatment of valuation to Audit 

Committee

AW Nov-19

FT/19/69 03/10/2019 Complaints report check activity figures recorded in the complaints report TAC Nov-19

FT/19/36 27/06/2019 Urgent Care Board System wide discussion/report on mental health including 

proactive approach

AE Dec-19 update on approach to mental health patients to 

December QA committee

FT/19/38 27/06/2019 Seven Day services Verbal update on benchmarking, written update in six 

months

FA Dec-19 verbal update provided - written update due 6 months

FT/19/51 25/07/2019 Car parking - update on work of the sustainability group AE Dec-19

FT/19/64 03/10/2019 performance report Mortality update FA Dec-19

FT/19/65 03/10/2019 performance report update on outpatient improvement plan including action to SM Dec-19

FT/19/63 03/10/2019 Urgent Care Board update on system working JB Jan-20

FT/19/68 03/10/2019 Workforce strategy 

update

WAC to undertake a focus on retention and report back thru 

Chair report

JM Jan-20

FT/19/62 03/10/2019 Shadow Board Report through Workforce Assurance Committee on the JM Feb-20

Key

complete agenda item due overdue not due
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Agenda Item No:  

Meeting: Board of Directors

Date: 31 October 2019

Title: Chief Executive Report

Purpose

The Chief Executive update includes a summary of key issues since 
the previous Board meeting, including but not limited to:

 NHS Improvement update

 Stakeholder update

 Reportable issues log
o Coroner communications
o Never events
o SIs
o Red complaints

Executive Summary:

Previously considered 
by:

Provided for information
Recommendation

Please state if approval 
required or if for 
information

Confidential y/n no

This issue impacts on the following Trust ambitions (please  & “RAG” rate relevant boxes)

To provide safe, high quality and compassionate 
care to every person every time 

Our Estate will be sustainable and developed in a 
way that supports staff and community Health and 
Wellbeing



To be a great place to work, where all staff feel 
valued and can reach their full potential 

To integrate care to prevent ill health, improve 
wellbeing and meet the needs of the people of 
Bolton



To continue to use our resources wisely so that 
we can invest in and improve our services 

To develop partnerships that will improve 
services and support education, research and 
innovation



Negative Impact Neutral Impact Positive Impact

Prepared by: Esther Steel
Trust Secretary Presented by: Dr J Bene

Chief Executive
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All information provided in this written report was correct at the close of play 24/10/19 a verbal update will be provided during the meeting if required

1. Awards and recognition

Internal

Employee of the Month – Rebecca Walpole, Newly Qualified Staff Nurse, Ward E3  
- Rebecca arranged a video link, so that one of her patients could watch her son’s 
wedding in real-time so that she although she could not be there she had the opportunity 
to watch the whole ceremony

Team of the Month – Biomechanics Services Team Therapies) – awarded for their 
engagement in clinical audit

2. News and Developments

2.1 The Queen’s Speech introduced two bills directly related to health and social care (the 
Health Service Safety Investigations Bill and the Medicines and Medical Devices Bill), 
with the possibility of two more (on the NHS long term plan and on adult social care). 
The government has also committed to continuing to reform the current Mental Health 
Act.

Provisions of the Health Service Safety Investigations Bill will include:

 Establishing a Health Service Safety Investigations Body as a new Executive 
Non-Departmental Public Body, with powers to conduct investigations into 
incidents that occur during the provision of NHS services 

 Prohibiting the disclosure of information held by that investigations body, except 
in limited circumstances. This will allow participants to be candid in the 
information they provide and ensure thorough investigations.

 Improving the quality and effectiveness of local investigations by developing 
standards and providing advice, guidance and training to organisations.

 Amending the Coroners and Justice Act 2009, giving English NHS bodies the 
power to appoint medical examiners and placing a duty on the Secretary of State 
to ensure that enough medical examiners are appointed in England.

Provisions of the Medicines and Medical Devices Bill will include:

 Replicating powers over medicines and medical devices regulations contained in 
EU law.

 Making it simpler for NHS hospitals to manufacture and trial the most innovative 
medicines and diagnostic devices.

 Enabling the UK to be a world leader in the licensing and regulation of innovative 
medicines and devices, ensuring patients have access to the best possible 
treatments and supporting our domestic life sciences industry.

 Ensuring that the government can update legislation relating to medical devices, 
medicines, veterinary medicines, new innovative practices and clinical trials both 
in response to patient safety concerns and as it agrees the future global 
relationship of the UK in these areas.

The government has also committed to implementing NHS England’s proposals for 
legislative change to support the delivery of the long term plan. 
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All information provided in this written report was correct at the close of play 24/10/19 a verbal update will be provided during the meeting if required

2.2  NHSI/NHSE

Our current performance with regard to A&E and finance has been discussed in a 
number of calls with NHSI

Winter Planning – NHSE/I undertook a round of “Winter stocktake calls with all North 
West trusts to understand common challenges and the overall position.

Long Term plan submission - NHS England, NHS Improvement and Health Education 
England are collecting information from Integrated Care Systems/Strategic 
Transformation Partnerships to help them develop five-year strategic plans. System plan 
submissions will be made of a report on the finance and operational forecast, the Long 
Term Plan headline metrics, and a narrative system plan. Planning tools have been 
provided to CCGs and providers to complete.  (anticipated agenda item for November 
Board)

2.3 CQC

The Care Quality Commission (CQC) has published its report State of health care and 
adult social care in England 2018/19.  The report is CQC’s annual assessment of health 
and social care in England and looks at trends in quality, shares examples of good and 
outstanding care, and highlights where care needs to improve. 

 The CQC has found that the overall quality of care that people receive in England 
has improved very slightly from last year.  When people are receiving care, it is 
mostly of good quality.  However, the CQC has found many people can struggle 
to get access to the care they need and want, impacting on their experience of 
care.

 Access and staffing are presenting challenges across all care settings, with 
geographic disparities in provision presenting particular barriers in some parts of 
the country. 

 The report highlights pressures in A&E and across the system.  It states figures 
for emergency attendances and admissions are continuing to rise year-on-year, 
and patients struggling to access non-urgent services in their local community 
can have a direct impact on secondary care services.

 The report calls for actions in the following areas: more and better services in the 
community; innovation in technology, workforce and models of care; system-wide 
action on workforce planning; and long-term sustainable funding for adult social 
care.

2.3 Freedom to speak up month

The Trust hosted a visit from Dr Henrietta Hughes the National Guardian, the visit was 
very well received and Dr Hughes has written to thank us for the opportunity to visit and 
to commend the Speaking up arrangements we have in place

3.0 Reportable Issues Log 

Issues occurring between 18/07/19 and 25/09/19

3.1 Serious Incidents and Never events

The Trust reported one serious incidents relating to patient care.
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All information provided in this written report was correct at the close of play 24/10/19 a verbal update will be provided during the meeting if required

3.2 Red Complaints – One red complaints has been received, relating to maternity services 
– this is being investigated in accordance with the policy 

3.3 Regulation 28 Reports – no new concerns from coroner reports

3.4 Whistleblowing

No concerns to escalate to board

3.5 Media Coverage

There has been some very positive media coverage this month:

 The annual staff awards generated a double page spread in the Bolton News, 
significant engagement on social media and follow up interviews arranged with 
Bolton FM. 

 The replacement of the sculpture in the baby memorial garden, and Wave of 
Light ceremony to mark Baby Loss Awareness Week also generated significant 
engagement on social media and coverage in the Bolton News. 

 Bolton FM interviewed Ashley Mason ahead of the 0-19 launch event and 
advertised the event to their listeners. 

 There was also positive coverage around the development of the mortuary 
bereavement garden. Our staff profiles continue to generate positive 
engagement on Facebook. 

To balance this, there was negative coverage in the Bolton and Manchester media about 
the data breach in school nursing, the Trust’s financial position and pressures on waiting 
lists and A&E. 

Other projects and campaigns that have been publicised in various ways this month 
include; EPR go live, AHP Day, Freedom to Speak Up Champion Month, Flu Campaign, 
Mental Health Awareness and Black History Month.

4 Board Assurance Framework
The full Board Assurance Framework (BAF) is used to record and report the risks to the 
achievement of the Trust’s strategic objectives, the controls to reduce or mitigate these 
risks, any identified gaps in these controls and the assurance that the controls are 
effective.  

The BAF has been reviewed to align with the new five year strategy; comments are 
welcome on how the risks to our new ambitions are reflected within the BAF

The full BAF will be reviewed in detail within the November Audit Committee 
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Ambition Lead I L Oct Key Risks/issues Key actions Oversight
To give every person the best care every 
time – reducing deaths in hospital

FA

4 4 16

Escalation of ill patients
Increase in HSMR/RAMI

Ensure learning points are captured by Learning from deaths committee 
and that assurance fed back
Ensure KPIS for E-obs/NEWS are agreed and monitored for improvement
Ensure learning from deaths committee looks at diagnostic groups with 
greater than expected deaths using SJRs
End of life strategy role out including education on identifying patients 
who are nearing end of life

QA committee
Mortality 
Reduction 
Group
Learning from 
Deaths

To give every person the best care every 
time – Delivery of Operational 
Performance

AE

4 5 20

Urgent Care pressure and increased demand on Diagnostic 
and Elective work
Late decisions in A/E
Beds coming up late
Lower discharges at weekends
Staffing in key departments
Changes in pension rules

Urgent Care programme plan
SAFER
ECIP support
Enhanced pathways as part of the new streaming model 

Urgent care 
prog board

System 
Sustainability 
Board

To be a great place to work JM

4 4 16

Recruitment, limited pool of staff
Pensions / Tax implications
Sickness rates
Reliance on Non-Core Staff – Premium spend (Agency)

Recruitment workplan in place
Reviewing options to mitigate pension/tax implications
Targeted actions to reduce sickness absence
Tight focus on controls of Agency staff

IPM
Workforce 
committee

To use our resources wisely

Financial sustainability

AW

4 5 20

Delivery of ICIPs
In year cost pressures
Agency cost pressures  
Income/contracting risk
Commissioning decisions
Transformation funding
Cash flow
iFM performance
System wide savings
PSF risk

PMO and ICIP escalation meetings
IPM
Integrated Care partnership development
Actions to address agency pressures
PBR review
Develop links with specialist commissioners
Development of joint budgets within local system
Review of costs and income
iFM development including strategy and business plan
System wide savings governance

F&I committee

Board

IPM

Transformation 
Board

ICIP escalation

To make our hospital and our buildings fit 
for the future

4 3 12

Availability of capital funding
Changes to capital regime
Technical accounting rules
Lack of revenue to support capital
Planning considerations – traffic and car parking 
constraints

Development of detailed Business Cases
Detailed Strategy
Working with LA and other partners

Strategic Estates 
Board
Strategic Estates 
Group
Finance 
Committee

To join up services to improve the health 
of the people of Bolton

SM

4 3 12

Failure to Deliver Integrated Care Partnership Locality Plan to be produced November 2019
Business Case for ICP to be developed December to include:-
• Identify target population 
• Define core elements of delivery model 
• Translate the core elements to activity 
• Identify and model the workforce requirements 
• Model the financial requirement 
Robust Communication and Engagement Plan across all providers in place

Strategy / 
Transformation 
Board

QA

Board
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Development of an OD Framework to support cultural change 
Development of a system approach to community engagement.

To develop partnerships across Greater 
Manchester to improve services

JB/S
M

4 4 16

Delivery of Healthier together/Improving Specialist Care Executive Provider Oversight Group overseeing implementation of 
Healthier Together
NW Sector Partnership Board in place to oversee the delivery of the 
outputs of the Improving Specialist Care programme.
Robust Programme Plan in place across GM for the delivery of the 
Improving Specialist Care Programme.
Executive Level involvement in the Improving Specialist Care Programme.

Strategy / 
Transformation 
Board

QA
F and I

Board
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Name of Committee/Group: Quality Assurance Committee Report to: Board of Directors
Date of Meeting: 16 Oct 2019 Date of next meeting:
Chair: A Thornton Parent Committee: Board of Directors

Quorate (Yes/No): NOMembers present/attendees: D Hall, M Brown, J Njoroge, A Ennis, F 
Andrews, M Forshaw, E Steel.  
Representation from the four clinical 
divisions 

Key Members not present: T Armstrong Child, J Bene, D Sankey

Key Agenda Items: RAG Key Points Action/decision

Theatre Safety Mr P Wykes delivered a presentation on the 
development of a strong safety culture within theatres

Report noted, update requested on delivery of 
human factors training

Elective Care divisional quality report The regular quarterly report included the achievements 
and challenges for the division.  The strong 
performance against cancer targets was highlighted as 
a key success.  Discussion on the work to implement 
pathways changes to reduce pre-operative waiting 
times.

Report noted with some actions agreed to follow up 
on items within individual portfolios

Family Care Divisional quality report Quarterly report presented to provide a picture of 
successes and challenges within the division.  Debate 
focused on the action plan to address issues raised by 
the deanery, a discussion on the statistical significance 
of still birth data and a discussion on continuing to 
develop a culture where all staff are empowered and 
enabled to speak up.

Report noted – no actions required

Bowell Cancer Screening update Although actions have been taken since the previous 
report to increase capacity the overall capacity to 
manage increased demand remains a significant 
challenge.

Risks noted, update report requested in three 
months to include data on average waiting time.

Committee assured that although delays are a 
concern there is no evidence of patient harm as a 
result of increased waiting time

Assurance Mapping – national and third 
party audits

Report provided summarising national audits – 
provided assurance that audits are reviewed with valid 

Report noted
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

discussions to ensure the results are incorporated in 
improvement plans

Quality Account priority – Diabetes Report outlined the progress made on the quality 
account priority relating to diabetes.  Progress has 
been made but some areas for further work identified

Further detail requested in next iteration of the 
report

SI reports Final reports from three serious incidents received for 
approval.

All three reports approved, actions within reports 
discussed with some additional actions identified for 
committee members.

Patient Experience, Inclusion and 
Partnership Committee  

Matters covered included presentation on continuity of 
carer (maternity), an update on the Lived Experience 
Panel and a progress report on the use of runners to 
support pharmacy

Report noted – no risks escalated

Mortality Committee The Committee received a summary of the cardiac 
arrest RCA report and an update on the heart failure 
workstream.

Work is on-going with the clinical coding team to 
pneumonia cases 

Report noted, some amber areas within the report 
but no risks escalated

Risk Management Committee Review of risk registers in accordance with the 
workplan

Report noted, some amber areas within the report 
but no risks escalated

Strategy and Transformation Board Updates provided on ICP, Model Hospital and System 
savings 

Report noted, system savings identified as a red risk

Learning from deaths committee Reviewed patient deaths for learning from areas where 
sub-optimal care was identified.  Also identified 
learning from case where excellence was identified to 
share an example of good palliative care.

Report noted, some amber areas within the report 
but no risks escalated

Comments

Risks Escalated – 
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Committee/Group Chair’s Report  

 No assurance – could have a significant impact on quality, operational or financial performance; Please complete to highlight the key discussion points of the meeting using the key 

to identify the level of assurance/risk to the Trust   Moderate assurance – potential moderate impact on quality, operational or financial performance 

 Assured – no or minor impact on quality, operational or financial performance 

 

(Version 2.0 August 2018, Review: July 2020) 

 

Name of Committee/Group: Finance & Investment Committee Report to: Board of Directors 

Date of Meeting: 22nd October 2019 Date of next meeting: 26th November 2019 

Chair: Alan Stuttard Parent Committee: Board of Directors 

Members Present: Andy Ennis, Bilkis Ismail, Annette 
Walker, Catherine Hulme, Lesley 
Wallace, Donna Hall, Jackie Bene, 
Martin North, Andy Chilton, Mark 
Costello 

Quorate (Yes/No): Yes 

Key Members not 
present: 

Sharon Martin 

 

Key Agenda Items: RAG Lead Key Points Action/ 
decision 

Month 6 Finance Report 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Director of 
Finance  

The financial position to the end of September 2019 (Month 6), excluding 
PSF, is a deficit of £8.4m, against a deficit plan of £3.7m, an overall 
shortfall of £4.7m.  Taking PSF into account the deficit is £5.6m which is 
£4.1m off plan.  The main reasons for the shortfall are: 
  

• Income shortfall of £1.3m  

• Expenditure overspend of £2.8m 

• ICIP off track by £1.2m 
 

Overall when compared to August the position after taking PSF into 
account has worsened slightly by £0.3m (August £3.8m off plan).  This 
represents a stabilising of the position.   
   

A detailed piece of work has been undertaken on the issues around 
income.  A number of improvements have been made and further work is 
being undertaken.   
  

With regard to pay the in-month expenditure of £20.7m is £0.1m less than 
August and is the lowest this financial year.  Non-pay overall is in balance.   
  

The internal ICIP of £9.5m is on track to deliver savings, however the main 
issue is the system wide savings of c£6.0m which will not be delivered 
unless further schemes are identified and delivered in this financial year.   
  

The capital programme is on track to deliver the plan of £11.9m for this 
financial year.  On the cash position there is a closing balance at the end 
of September of £24.9m.  The Better Payments Practice Code (BPPC) is 

For noting. 
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Committee/Group Chair’s Report  

 No assurance – could have a significant impact on quality, operational or financial performance; Please complete to highlight the key discussion points of the meeting using the key 

to identify the level of assurance/risk to the Trust   Moderate assurance – potential moderate impact on quality, operational or financial performance 

 Assured – no or minor impact on quality, operational or financial performance 

 

89.4% which is the highest it has been in the last four years.   
 
Work is continuing to be undertaken to reduce the aged debt as it was 
disappointing to note that the amount outstanding over 121 days has not 
reduced.   
 
Overall the Trust is forecasting a best case outcome of a deficit of £8.6m 
which is £11.8m adverse variance from the Control Total.  The mid case 
more probable scenario is still a deficit of £13.2m.     
 

ICIP Progress Report  Deputy 
Director of 
Transformation 

The Committee received an update on the delivery of the ICIP.  The Trust 
is forecasting delivery of the internal Divisional schemes of £9.5m.  
However the main risk remains around the delivery of the system wide 
savings.  The Committee did agree that the system schemes should 
remain on the plan because they may be deliverable over a longer period 
of time.   
 
The Committee were assured that there is a detailed monitoring 
programme in place through the PMO on the ICIP programme.   
 

For noting. 

Protocol for Changes to an In-Year 
Financial Forecast 

N/A Director of 
Finance 

The Committee received a paper on the arrangements for changes to the 
in-year financial forecast.  This is relevant in the context of reporting any 
changes to the original Control Total which given the financial forecast for 
this year will need to be followed.  The FT’s forecast outturn as reported to 
NHSI is being discussed with GMHSCP in view of the current position.   
 

For noting. 

Financial Improvement Trajectories 
and the Financial Recovery Fund 

N/A Director of 
Finance 

The financial regime for Trusts from 2020 onwards is to undergo a number 
of changes.  The Committee received a letter from the Regional Director 
setting out the details of these changes and the likely impact for Bolton 
NHS Foundation Trust from 2021 onwards.  The Control Total has now 
been replaced by a financial improvement trajectory which requires a 
surplus of £1.75m for Bolton.  The PSF has now been removed and will be 
used to finance a financial recovery fund.  Further updates will be provided 
as we move towards the new financial year.   
 

For noting. 

Planning the 2020/21 ICIP N/A ICIP 
Programme 
Manager 

The ICIP Programme Manager, Debbie Tinsley, presented a paper on the 
opportunities and actions being taken for the 2020/21 ICIP.  This is being 
rolled out to the Divisions in advance of the 2020/21 financial year.   
 

For noting. 
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Committee/Group Chair’s Report  

 No assurance – could have a significant impact on quality, operational or financial performance; Please complete to highlight the key discussion points of the meeting using the key 

to identify the level of assurance/risk to the Trust   Moderate assurance – potential moderate impact on quality, operational or financial performance 

 Assured – no or minor impact on quality, operational or financial performance 

 

Model Hospital Use of Resources  Director of 
Finance 

The Committee received an update on the Model Hospital Use of 
Resources and the four metrics which were identified as requiring further 
work.  Pre-procedure bed days have improved from Q4 in 2017/18 to Q1 
of 2019/20.  DNAs and Emergency Readmissions have marginally 
improved, however DNAs are significantly worse than peer and the 
national average.  Further work is being undertaken, in particular the 
Outpatients Transformation Programme which is focusing on the DNAs.   
 

For noting. 

Top-up Insurance  Head of 
Financial 
Services 

The Committee received an update on the Trust’s insurance cover which is 
arranged through the Trust’s insurance broker Griffiths and Armour.  The 
Committee noted the update.   
 

For noting. 

iFM Finance Paper  iFM Director of 
Finance 

The Committee received an update on the financial position of iFM as at 
Month 6.  The Finance Director reported that as at September iFM is 
reporting a profit of £198.0k against a plan of £273.0k.  The forecast for 
the year is a probable outturn of a profit of £627.0k against a plan of 
£545.0k.   
 

For noting. 

BCMS Full Business Case  Director of 
Finance 

The Committee received an update on the proposals for the establishment 
of the Bolton College of Medical Sciences.   
 

For recommendation 
to the Board. 

Wave 3 Business Case  Director of 
Finance/iFM 
Director of 
Finance 

The Committee received the Outline Business Case relating to the transfer 
of clinical non-pay to iFM.  The Committee agreed with the proposal to 
share the OBC with NHSI to gain their approval to move forward and if this 
was granted to prepare a Full Business Case for consideration by the 
Trust.   
 

For approval. 

Procurement KPI Report  iFM Director of 
Finance 

The Committee received an update on progress with regard to 
performance against the key performance indicators for procurement 
savings.  As at the end of September savings of £1.1m representing 34% 
of the annual target (£3.2m) had been delivered.     
 

For noting. 

Chair Report from CRIG  Director of 
Finance 

The Director of Finance provided an update on the work undertaken by the 
Capital & Revenue Investment Group. In response to a query on the Acute 
Therapy base it was confirmed that further work was being undertaken to 
develop this scheme.   
 

For noting. 
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Committee/Group Chair’s Report  

 No assurance – could have a significant impact on quality, operational or financial performance; Please complete to highlight the key discussion points of the meeting using the key 

to identify the level of assurance/risk to the Trust   Moderate assurance – potential moderate impact on quality, operational or financial performance 

 Assured – no or minor impact on quality, operational or financial performance 

 

Chair Report from the Strategic 
Estates Board 
 

 Chief 
Executive 

The Chief Executive provided an update on the Strategic Estates Board in 
particular referencing the work being looked at with regard to the 
Farnworth area in conjunction with other local partners and how the Trust 
Estate could benefit potential plans.   
 

For noting. 

Tender Update 
 

 N/A Director of 
Finance 

There were no schemes that the Trust was currently tendering for.   For noting. 

Risks escalated 
 
The current financial risk previously reported of 20 (5 x 4) remains unchanged.   
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Name of Committee/Group: Workforce Assurance  Committee Report to: Trust Board
Date of Meeting: September, 2019 Date of next meeting: October, 2019
Chair: J Bene Parent Committee: Trust Board

Quorate (Yes/No): YesMembers present/attendees: J Mawrey,  F Andrews, E Steele, M Foreshaw,  
C Sheard, L Gammack , M Costello and all the 
clinical divisions present

Key Members not 
present:

T Armstrong-Child

Key Agenda Items: RAG Key Points Action/decision

Annual Equality Compliance Report 2018-
2019  

 The Committee received the annual report. The 
report included the progress being made on the 
numerous inclusion work streams. 
 

Actions agreed:-
 The Committee fully commends the report 

to the Trust Board. 

Workforce & OD Dashboard  The Committee received the Integrated 
Workforce Performance Report. The report 
triangulated key workforce data to support 
informed discussions. 

 Members were pleased to hear that over 50 
managers had recently been trained to carry out 
investigations. This will be critical to ensure swift, 
timely and effective investigation processes.  

 Workforce & OD metrics positive with the 
exception of sickness management (albeit in-
month improvement). A deeper focus on sickness 
management was considered later in the agenda.

 Committee noted that it would be helpful if the 
dashboard could set out which changes to 
headcount should be viewed as positive and 
which less positive – based on current financial 
climate and whether changes will increase or 
decrease run-rate. 

Actions agreed:-
 Review the dashboard to better 

understand which headcount should be 
viewed as positive and which less positive 
– based on current financial climate and 
whether will increase or decrease the run-
rate.
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Sickness absence   The Committee received a very helpful report, 
which aimed to better understand the impact 
Bolton demographics have on sickness rates.

 There was a very clear correlation between high 
sickness rates and Bolton locality areas.

 The paper noted that
A. The younger generations tended to have a 

higher number of short term absences. This 
may indicate that there is more work to do 
on promoting other types of leave eg flexible 
working to support staff to stay in work. 

B. The age group 46+ have a greater incidence 
of long term absence, rising most to 61+ age 
group. This may indicate that there is more 
work in this area – noting the NHS Working 
Longer Framework helps to better 
understand enabling actions 

 The Committee were reminded that the Staff 
Health and Wellbeing Strategy 2019-2022 and 
associated action plan was discussed in detail in 
the last meeting – which supported the Trust 
holistic approach to Staff Health & Wellbeing. 

Actions agreed:-
 A paper be provided to the December 

Committee outlining what further 
steps can be taken to support the 
findings set out in the paper e.g. liaison 
with Public Health, implementation 
plans to improve take-up of other 
leave and a review of the NHS Working 
Longer Framework. 
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Staff Deal  The Committee had a helpful paper & 
presentation on the plans to introduce a staff 
pledge and refreshed behavioural framework, 
aligned to a refocused staff recognition 
approach.

Actions agreed:-
 The introduction of a staff pledge was 

supported by the Committee, although 
there were elements that required 
greater clarity regarding 
implementation and the potential re-
naming of well-regarded internal 
awards.

 It was agreed that this would remain a 
standing item until which time the 
Committee would be able to make 
final recommendations to the Trust 
Board.

NHS Staff Survey  The Trust received an update on the NHS Staff 
Survey which is currently out and will be closing 
at the end of November. Currently the Trust’s 
response rate is above the national average. 

 It is too early to understand whether the EPR ‘Go 
live’ will have an impact on the Staff Survey 
findings. The Committee will receive the Quarter 
3 Go-Engage feedback (running concurrently with 
NHS Staff Survey) in December, which should 
then provide a helpful indication of NHS Staff 
Survey results. 

Actions agreed:-
 Verbal update be provided at the next 

meeting on the response rate for the 
NHS Staff Survey at both Trust & 
Divisional level

Workforce Cost Improvement Programme  The Committee received an update on the 
Workforce Cost Improvement Programme. It was 
noted that this remains a regular item on the 
Financial Recovery Group which reports to the 
Finance Committee. 

Actions agreed:-
 Report noted
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Guardian of Safeworking (GOSW) report  The Committee received an update on the 
remedial actions that are being taken to improve 
the poor reports that have been sent to the 
Committee. 

 The Committee supported the actions and 
looked forward to improved reporting moving 
forward. 

Actions agreed:-
 Report noted

Obstetrics & Gynaecology Trainees Action 
Plan 

 The Committee received little assurance again 
from the presented action plan that the 
appropriate actions were being taken. It was 
noted that significant work is required before 
submission to Health Education England (HEE) in 
November.

Actions agreed:-
 Divisional Medical Director to urgently 

review the action plan. Further update to 
be provided to the Executive team along 
with follow up to the November 
Committee. 

Developing Workforce Safeguards  The report set out the requirements of the 
‘Developing Workforce Safeguards’ (NHSI).

 The report set out a summary of the current 
policy against the requirements. Based on this 
assessment the Committee were satisfied that 
the Trust was compliant with the guidelines. 

Actions agreed:-
 Report noted

Equality & Diversity Group  The Chairs report was noted Actions agreed:-
Paper noted

Staff Engagement Group  The Chairs report was noted Actions agreed:-
Paper noted

Staff Health & Wellbeing Group  The Chairs report was noted


Actions agreed:-
 Paper noted

Medical Education Group  The Chairs report was noted Actions agreed:-
 Paper noted

Education Governance Group  The Chairs report was noted Actions agreed:-
 Paper noted
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

Risks escalated 
None – matters being managed within 
Committee (Obstetrics & Gynaecology)

Recommendations
Annual Equality Compliance Report 2018-
2019 is fully commended to the Trust Board.

Update on the Staff Deal and behaviours 
had planned to come to the November Trust 
Board. Given more discussion required then 
this will follow in a late Board meeting.  
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

(Version 2.0 August 2018, Review: July 2020)

Name of Committee/Group: Urgent & Emergency Care Board Report to: Board of Directors
Date of Meeting: 8th October 2019 Date of next meeting: 12th November 2019 
Chair: Su Long Parent Committee: Board of Directors

Quorate (Yes/No): Yes Members Present: System representatives present 
Key Members not present: Bardoc

Key Agenda Items: RAG Lead Key Points Action/decision
UECB Work Plan & High Impact Changes JB/IK  Presentation received from the Trust updating 

the Board on the work being undertaken to 
improve NEL LOS, Discharges by 12 & 4pm, 
Super Stranded patients and DTOC

 Further work required on streaming

Community and Intermediate Tier Update JS  Presentation received from the Trust regarding 
IMC at Home, Home Support Reablement, LOS 
in Community beds and Admission Avoidance

 Improvements demonstrated in Home support 
reablement and LOS 

 Further work required for IMC at Home (referral 
to start date has increased due to more 
complex cases being managed at home and 
staff absence

 Update on Reablement requested for 
next month’s meeting

Locality Progress Update GB  Feedback provided from the recent Winter 
Preparedness Peer Review

 Assurance process in place with regular 
updates expected to be submitted

Reducing Longer Length of Stay Workshop MH  Bolton System had representation at the event 
in September

 Communications team working on information 
for patients and relatives building on the “Home 
First” theme

 Team are presenting at GM meeting on 
18/10/19
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Committee/Group Chair’s Report 

No assurance – could have a significant impact on quality, operational or financial performance;
Moderate assurance – potential moderate impact on quality, operational or financial performance
Assured – no or minor impact on quality, operational or financial performance

Please complete to highlight the key discussion points of the meeting using the key 
to identify the level of assurance/risk to the Trust 

High Intensity Users Event MH  Bolton system had representation at the recent 
event where our Frequent Attenders work was 
held up as good practice

 Neighbourhood teams to be made aware of 
Frequent Attenders for the team to try to 
prevent further attendances at A&E/GPs

 Share frequent attenders information 
with Neighbourhood teams 

Comments

Risks escalated
None
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Page 1 of 29 
Date 18/10/19 Author Richard Catlin 

 

 

Agenda Item No:    

 

Meeting: Board of Directors 

Date: 31st October 2019 
 

Title: Infection Prevention and Control Annual Report 2018/19 
 

Purpose Overview of the provision of Infection Prevention and Control and 

healthcare associated infection (HCAI) performance  

 

Executive Summary: 

This report provides a summary of the activities of the Infection 

Prevention and Control Team (IPCT) for the year 2018/19. It 

includes key issues such as; meticillin resistant Staphylococcus 

aureus (MRSA) bacteraemia and Clostridium difficile figures, 

Carbapenemase Producing Enterobactericae (CPE) activity, audit 

activities and adverse incidents 

 

Previously considered 
by: 
 

Infection Prevention and Control Committee (IPCC) 

 

Recommendation 
 
Please state if approval 
required or if for 
information 

All recommendations to be overseen by the IPCC 

 Confidential y/n N 
 

This issue impacts on the following Trust ambitions (please  & “RAG” rate relevant boxes) 
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1. EXECUTIVE SUMMARY  
 
This report is intended to give a concise overview of key activities in the Trust related to 

infection prevention and control (IPC), healthcare associated infections (HCAI) and 

antibiotic stewardship. IPC remains critical to the Trust as it is a core component in the 

delivery of clean, safe care; failures in IPC can lead to adverse outcomes for patients and 

a poor patient experience. Antimicrobial stewardship has increasingly been identified as a 

challenge for the UK and presents a legitimate risk of the widespread dissemination of 

multi-drug resistant organisms and is therefore reflected in this report and future plans.  

 

The Trust has IPC and HCAI objectives set by NHS England related to Clostridium 

difficile1 and meticillin resistant Staphylococcus aureus (MRSA)2. The Trust also has key 

IPC/HCAI objectives commissioned by Bolton CCG. 

 
Fig. 1: Summary table of performance of 2018/19 HCAI cases as reported as part of 
the mandatory surveillance scheme 

Organism Cases Reported 

All Cases Hospital Onset Cases3 

Meticillin Resistant 
Staphylococcus aureus 
(MRSA) bacteraemias 

3  1  

Clostridium difficile toxin 
cases 

67 20  17 
Performance 
cases4 

Meticillin Sensitive 
Staphylococcus aureus 
(MSSA) bacteraemias 

99 22 

Escherichia coli (E. coli) 
bacteraemias 

289 39 

Klebsiella spp. 
bacteraemias 

61 12 

Pseudomonas aeruginosa 
bacteraemias 

10 2 

 
MRSA Bacteraemia 
 
NHS England adopts a zero tolerance to MRSA bacteraemias with an expectation that 

acute providers will have no avoidable MRSA cases as determined by root cause analysis 

of the case.  

 

There was one Hospital Onset MRSA case in 2018/19 compared with two cases in the 

previous year. 

 

                                            
1
 https://www.england.nhs.uk/patientsafety/associated-infections/clostridium-difficile/  

2
 https://www.england.nhs.uk/patientsafety/associated-infections/  

3
 As determined by Department of Health definitions 

4
 As agreed with Bolton CCG in line with agreed performance criteria 
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Clostridium difficile toxin (CDT) 
 
NHS England sets the annual Clostridium difficile objectives. The objective for 2018/19 
was no more than 19 Hospital Onset cases. There were 20 Hospital Onset cases in total. 
The Trust has an agreement with Bolton CCG that a decision regarding performance will 
be discussed at the CDT Harm Free Care Panels; if causal lapses in care are identified, 
then the case will be considered a performance case and so count against the target of 19 
cases. Of the 20 Trust apportioned cases, there were no causal lapses in care in three 
instances meaning that there were 17 cases where lapses were noted.  
 
Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia 
 
There are no national objectives for MSSA cases but these are a good proxy for the 
delivery of safe care, in particular related to line and wound care which are frequently the 
root cause of these infections. In 2018/19, there were 22 Hospital Onset cases compared 
with 15 cases in the previous year. 
 
Gram Negatives 
 
In November 2016, the government announced an intention to reduce all Gram negative 
bloodstream infections by 50% by the end of 2020/21. As a consequence, two new 
organisms were added to the mandatory surveillance list: Klebsiella species and 
Pseudomonas aeruginosa. 
 
Escherichia coli (E. coli) Bacteraemia 
 
There were 39 Hospital Onset E. coli bacteraemias in 2018/19 compared with 44 cases in 
the previous year.  
 
Pseudomonas aeruginosa Bacteraemia 
 
There were two Hospital Onset Pseudomonas aeruginosa bacteraemias in 2018/19 in 
comparison with two cases in the previous year.  
 
Klebsiella spp. Bacteraemia 
 
This surveillance includes all species of Klebsiella – referred to as Klebsiella spp. There 
were 12 Hospital Onset Klebsiella spp. bacteraemias in 2018/19 in comparison with nine 
cases in the previous year.  
 
Carbapenemase Producing Enterobactericae (CPE) 
 
In 2018/19 there were two outbreaks of CPE; there were three linked cases on one ward 
and 16 linked cases on a different ward. Both outbreaks were unrelated to each other. 
 
In total there were 34 CPE cases identified at Bolton FT in 2018/19. Of these, 28 cases 
were from screening samples – indicating CPE colonisation rather than infection – and six 
clinical samples compared with nine and six respectively in the previous year.   
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2. SYSTEMS TO MANAGE AND MONITOR THE PREVENTION AND CONTROL OF 
INFECTION PREVENTION AND CONTROL (IPC) 
 
2.1 IPC Service Delivery 
 
The IPCT remains unchanged from the structure in the previous year. The IPC functions 
continue to be split between the acute team who serve the Trust’s acute services and the 
community team who serve the Trust’s community functions as well as the Bolton Council. 
Bolton Council continues to commission Bolton Foundation Trust to provide community 
IPC services for their areas of accountability and the community services provided by 
Bolton FT. 
 
The Director of Infection Prevention and Control (DIPC) retains overarching responsibility 
for IPC and reports directly to the Board. The Assistant DIPC (ADIPC) oversees the 
development and implementation of IPC strategy and policies for the acute and 
community teams, reporting directly to the DIPC. The ADIPC works in conjunction with the 
IPC doctor and the rest of the IPC team and key staff such as the antimicrobial pharmacist 
to develop strategy related to IPC and HCAI. The IPC matron has primary operational 
responsibility for day-to-day IPC management, management of the IPC team and 
oversight of key quality standards. 
 
2.2 Microbiology Services   
 
The provision of microbiology services also remains unchanged with three consultant 
microbiology posts (2.6 WTE).  
 
The team continue to provide advice by phone; regular antimicrobial ward rounds for the 
review of patients with complex or prolonged antibiotic treatment and has recently 
established a weekly ward round to review Clostridium difficile toxin positive patients. The 
team also provide planned and prospective support for the critical care departments such 
as ICU and NICU.  
 
Out of hours IPC advice continues to be provided by the microbiology service. The 
microbiology service also provides IPC advice Greater Manchester West Mental Health 
Trust under a service level agreement and a limited service for GPs. 
 
The microbiology laboratory continues to provide a seven-day service for the diagnosis of 
Clostridium difficile toxin, Meticillin resistant Staphylococcus aureus (MRSA), and 
Norovirus infections. 
 
2.3 Healthcare Associated Infection (HCAI) System 
 
The IPCT makes use of ICNet; a proprietary system for the management of HCAI. The 
system extracts data from the Trust laboratory system and Patient Administration System. 
It uses this information to alert the IPCT to these results in real time and is also the 
electronic patient record (EPR) for the IPCT. The system allows epidemiological 
information to be used from historical data. The system also allows the acute and 
community team to function collaboratively and independently with each able to access 
each other’s notes and to alert the opposing team to new information e.g. a patient of 
interest can be flagged prior to or on discharge for follow-up in the community. 
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3. Healthcare Associated Infections (HCAI) performance 
  
The Trust participates in the mandatory HCAI programmes. The following conditions are 

reported to the Department of Health (DH) via the Public Health England (PHE) Data 

Collection System (DCS): 

 
1. MRSA positive blood cultures  
2. Clostridium difficile toxin positive results 
3. MSSA positive blood cultures  
4. E. coli positive blood cultures  
5. Klebsiella spp. positive blood cultures 
6. Pseudomonas aeruginosa blood cultures 
7. Surgical Site Infections 
 
3.1 MRSA Bacteraemia 
 
The DH apportions cases to acute Trusts based on date of specimen collection. If blood 

cultures are collected on the day of admission or the following day then the case is 

determined to have a Community Onset. Specimens collected after this period are 

determined to have a Hospital Onset. There is no longer a facility to alter how cases are 

apportioned following a case review as there was in previous years.  

 

This surveillance only covers MRSA positive blood cultures and excludes results from 

screening and other clinical sites.  

 
 
Fig. 2: MRSA Cases 
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Fig. 3: Hospital Onset MRSA Cases SPC Chart 

 
 
This chart shows that the period of time between MRSA cases is increasing over time 
after a period where there were very short durations between cases in the past few years. 
 
3.1.1 Trust Apportioned Cases  
 
NHS England has set a zero tolerance policy for MRSA bacteraemias so every acute 
provider has a trajectory of zero cases every year. During 2018/19 there was one Hospital 
Onset case.  
 
3.1.2 Non-Trust Apportioned MRSA Cases 
 
There were two Community Onset cases in 2018/19. These cases have also been 
reviewed using PIR methodology. In year, the support by Bolton FT for the CCG to 
undertake these reviews has been strengthened to improve shared learning.  
 
3.1.3 Post Infection Review (PIR) of MRSA Bacteraemia Cases 
 
The Trust follows the mandated NHS England PIR process5 in conjunction with the CCG. 
This requires for a case to be reviewed and fed back to a joint Trust/CCG group to agree 
apportionment. In line with revised guidance published in 2018, there is a threshold above 
which NHS England requires Trusts to collate their PIR outcomes centrally using the 
Public Health England (PHE) Data Capture System (DCS) for scrutiny. The threshold is 
1.8 cases/100,000 occupied bed days. The Trust ended the year with an MRSA rate of 
0.48 cases/100,000 occupied bed days.  
 
3.1.4 MRSA Screening 
 
The Trust has maintained a universal policy to MRSA screening with all elective and non-
elective admissions being screened for MRSA on admission to the Trust. Additional 
screening is undertaken in the critical care departments of the Trust where patients are 

                                            
5
 http://www.england.nhs.uk/wp-content/uploads/2014/04/mrsa-pir-guid-april14.pdf  
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screened on admission to the relevant unit and on a weekly basis. Elective patients may 
also be screened as part of their pre-admission pathway to maximise safety prior to 
surgery or other invasive procedures. 
 
Patients are re-screened for MRSA weekly once they have been an inpatient for 14 days 
or more. 
 
Patients who have become colonised with MRSA after admission are now reviewed to 
determine measures to reduce future likelihood. 
 
3.2 Clostridium difficile  
 
The DH apportions cases to acute Trusts based on date of specimen collection. If a stool 

specimen is collected on the day of admission, the following day or the day after that, then 

the case is determined to have a Community Onset. Specimens collected after this period 

are determined to have a Hospital Onset.  

 

Every Hospital Onset case is reviewed using root cause analysis methodology. If the Trust 

can demonstrate that there have been no causal lapses of care then the CCG has agreed 

to consider these cases as not counting to performance. 

 

The Trust remains complaint follows the Department of Health guidelines for C. difficile 

testing6. These guidelines stipulate that all stool specimens type 5-7 on the Bristol Stool 

Chart (BSC) should be tested if there is no other clear cause of diarrhoea. All samples 

submitted to the lab from the acute services in patients older than two years that meet this 

definition should always be tested for CDT in the laboratory, additional to any other test 

request. Any sample in a patient over the age of 65 from community patients should be 

tested for CDT additional to any other tests requested. 

 

The test should be undertaken using a two-step algorithm with a sensitive screening test; 

step one using glutamate dehydrogenase enzyme immunoassay (GDH EIA) or 

Clostridium difficile toxin polymerase chain reaction (CDT PCR). Step two using CDT EIA. 

It is only the CDT EIA positive cases that are mandated for reporting. Bolton FT uses GDH 

EIA followed by CDT EIA. 

 
3.2.1 Trust Apportioned Cases 
 
The objective for Bolton FT by NHS England was no more than 19 Trust apportioned 

cases. The Trust ended the year with 20 Hospital Onset cases in total. In agreement with 

Bolton CCG three cases were considered to have no lapses in care and so were not 

considered to be performance cases contributing to the objective of 19 cases. 

 

 
 
 

                                            
6
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215135/dh_133016.pdf  

9/29 40/169

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215135/dh_133016.pdf


     
 
Version 2 Document Infection Prevention and Control Annual Report 2018/19 

Page 10 of 29 
Date 18/10/19 Author Richard Catlin 

 

 
Fig. 4: CDT cases 
 

 
 
Fig. 5: Hospital Onset CDT Cases SPC Chart 
 

 
 
There has been a sustained improvement of Hospital Onset CDT cases since 2009. 
 
Trust apportioned cases are subject to a review which is undertaken using a guided root 
cause analysis approach. The purpose of these is to review the care provided and assess 
whether the care delivered was safe and appropriate.  
 
They are reviewed to establish whether care might have contributed to the risk of the 
patient developing a CDT infection and if this is the case, whether the corresponding 
policy was followed.  
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The clinical teams are responsible for the review. On the day of the result, the 
ward/department management team (patient consultant, ward manager and matron) are 
notified and given a date for the case to be fed back. The reviews are undertaken by a 
multidisciplinary team led by the patient’s consultant. Feedback is undertaken at a Harm 
Free Care Panel chaired by the DIPC or Medical Director attended by the ADIPC and/or 
IPC matron, IPC doctor or Consultant Microbiologist and antimicrobial pharmacist. The 
cases are presented by senior doctor and a senior nurse from the department.  
 
3.2.1.2 Outbreaks 
 
There were no outbreaks Clostridium difficile infection in 2018/19.  
 
3.3 MSSA Bacteraemia 
 
There are no national targets for MSSA cases. The DH apportions cases to acute Trusts 
based on date of specimen collection in the same way it does for MRSA. If blood cultures 
are collected on the day of admission or the following day then the case is automatically 
apportioned to the Clinical Commissioning Group (CCG). Specimens collected after this 
period are automatically apportioned to the Trust.  
 
This surveillance only covers MSSA positive blood cultures and excludes results from 
screening and other clinical sites. 
 
There was an increase in MSSA cases in 18/19 with no clear cause and with no clear 
themes that would account for the increase from 15 cases in 17/18. Three of the 22 
hospital onset cases (14%) were related to cannula site infections. In response to this, the 
IPC facilitated a Trustwide review of cannula care and rolled out a cannula care 
awareness campaign entitled ‘Time and Place’ advising staff on core principles of cannula 
care (see Appendix 2). 
 
Fig. 6: MSSA cases 
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Gram Negatives 
 
In November 2016, the government announced an intention to reduce all Gram negative 
bloodstream infections by 50% by the end of 2020/21. As a consequence, two new 
organisms were added to the mandatory surveillance list: Klebsiella species and 
Pseudomonas aeruginosa. 
 
3.4 E. coli Bacteraemia 
 
E. coli infections are more complex than MRSA or MSSA infections and much less likely 
to be attributed only to healthcare provision with personal hygiene and levels of hydration 
key risk factors for these infections.   
 
Fig. 7: E. coli cases 

 
 
The trend locally is rising and this matched on a national level with the trajectories being 
broadly similar. 
 
Fig. 8: E. coli cases – UK 
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There are E. coli cases that are directly related to the provision of healthcare – E. coli 

infections due to urinary tract infections in patients with indwelling urinary catheters – 

others are less clear although hydration and cleanliness are known to be important. 

 

Nationally, there continues to be an increase in cases – an increase of more than 5% from 

year to year and a slightly larger increase in Hospital Onset cases – an increase of more 

than 6.5%. Bolton has continued to see reduction in Hospital Onset cases by 11% whilst 

all cases in Bolton has remained largely unchanged from year to year (289 cases in total 

in 2018/19 compared with 290 cases in 2018/18).  

 

These outcomes continue to be driven by continued improvements in improved fluid 

balance monitoring and a focus on hydration.  

 
Fig. 9: E. coli SPC Chart 
 

  
 
3.5 Klebsiella spp. Bacteraemia 
 
Mandatory surveillance of bloodstream infections caused by all species of Klebsiella 

started in 2017. There were 60 cases in total of which 12 were apportioned to the Trust. 

This compares with 54 cases in total in 2017/18 of which nine were apportioned as 

Hospital Onset. 

  

0

2

4

6

8

10

12

A
p

r-
1

2

Se
p

-1
2

Fe
b

-1
3

Ju
l-

1
3

D
e

c-
1

3

M
ay

-1
4

O
ct

-1
4

M
ar

-1
5

A
u

g-
1

5

Ja
n

-1
6

Ju
n

-1
6

N
o

v-
1

6

A
p

r-
1

7

Se
p

-1
7

Fe
b

-1
8

Ju
l-

1
8

D
e

c-
1

8

Hospital Onset E. coli

Ave

UCL

13/29 44/169



     
 
Version 2 Document Infection Prevention and Control Annual Report 2018/19 

Page 14 of 29 
Date 18/10/19 Author Richard Catlin 

 

 
Fig. 7: Klebsiella spp Cases 

 
3.6 Pseudomonas aeruginosa Bacteraemia 
 
Mandatory surveillance of bloodstream infections caused by Pseudomonas aeruginosa 
started in 2017. There have been no significant changes with eight cases in total of which 
two were apportioned as Hospital Onset this compared to 10 and two respectively in 
2017/18. 
 
Fig. 8: Pseudomonas aeruginosa Cases 
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3.5 Glycopeptide Resistant Enterococcus (GRE) Bacteraemia 
 

There was one GRE bacteraemia in 2018/19.  
 
3.6 Additional Surveillance 
 
In addition to these HCAI, the IPC team undertakes active surveillance of other infections 

or conditions that are important because of the illness they cause and the impact or due to 

the antibiotic resistance they confer.  

 

These organisms are reported to the IPC team either by the ICNet (the IPC team 

surveillance system and electronic patient record) or by the laboratory on suspicion or 

confirmation. 

 
3.7 Surgical Site Infection Surveillance (SSIS)   
 
Every Trust that provides orthopaedic surgery is required by mandate to undertake SSIS. 

The minimum commitment for a Trust is one quarter of the year of at least total knee or 

hip replacements. At Bolton, the orthopaedic team ordinarily undertake ongoing 

surveillance (all quarters of every year) of total knee and total hip replacements as well as 

repairs of neck of femur resulting from fractures. This gives the Trust an excellent 

oversight of both elective and non-elective orthopaedic surgery. There were senior nursing 

capacity issues in year and the team were only able to undertake surveillance in the final 

quarter hence the small sample sizes. This has now been resolved, and the team intends 

to continue its commitment to continuous surveillance. 

 
Table 1: Reported SSI 

 Total Knee 
Replacement 

Total Hip 
Replacement 

Repair of Neck of 
Femur 

RBH National 
Average7 

RBH National 
Average 

RBH National 
Average 

No. of 
procedures 

35 225,912 41 200,415 98 33,744 

No. of infections 
 

0 3,530 1 1,935 0 405 

Incidence of 
infection 

0% 1.6% 2.4% 1% 0% 1.2% 

 
  

                                            
7
 The national comparison is against reported figures without patient questionnaires completed for a like for 

like comparison 
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4. Infection Prevention and Control Governance 
 
IPC assurance continues to be provided by the following: 
 

 
 
 
4.1 Infection Prevention Control Committee (IPCC) 
 
The committee meets monthly and is chaired by the DoN/DIPC. This committee provides 

assurance to the DIPC to be reported to the Board where required and provides a 

strategic direction for the provision of IPC. The committee covers the following on a 

regular basis plus other topics by exception: 

 

 HCAI surveillance 
 Outbreaks/periods of increased incidence 
 Antimicrobial stewardship 
 Policy approval 
 Emerging issues 
 Divisional concerns 

  
The revised Terms of Reference are available on request. 
 
4.2 Infection Control Operational Group  
 
This group also meets on a monthly basis. The purpose of this group is much more 
operational and covers agenda items such as: 
 

 IPC audits 
 Operational impact of emerging issues 
 HCAI performance and corresponding feedback from RCAs 

 
The revised Terms of Reference are available on request. 
 
4.3 Antibiotic Stewardship Committee (ASC) 
 
The antimicrobial stewardship committee is chaired by the Trust Antimicrobial 
Stewardship lead – who is a consultant medical microbiology – and includes 
representation from each of the clinical divisions.  
  

IPC Committee  

IPC Operational 
Group 

Antimicrobial 
Stewardship 
Committee 
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The remits of the group are to provide assurance on the following: 
 

 Ensuring the relevant policies are in date and evidence based 
 Provide assurance that key antibiotic prescribing policies are audited and that the 

audits are fed back 
 The Trust has a strategy for providing safe and effective care related to antibiotic 

prescribing and use 
 
The committee oversees the audit of antibiotic prescribing against the standards set out in 
the DH Start Smart Then Focus8. There are five auditable standards: 
 

1. Compliance with Trust Antibiotic Guidelines (including prescription in line with 

culture and sensitivity testing and/or microbiology recommendation). 

2. Indication for treatment written in the patient case notes at the point of antibiotic 

initiation.  

3. Indication for treatment written in the antibiotic section of the prescription chart.  

4. Stop date or a review clearly documented in the case notes by 48 hrs. 

5. Stop or review date clearly documented on the prescription chart by 48 hrs. 

 
Trustwide Compliance with Each Standard: 
 
The set the Trust an objective of at least 85% compliance with all five standards for 

2016/17.  

 

Fig. 9: Antimicrobial stewardship compliance 

Quarter Compliance 

Quarter 1 86% 

Quarter 2 Not undertaken 

Quarter 3 85.2% 

Quarter 4 85% 

Average 85.4% 

 

4.4 Representation at other Trust wide groups 
 
Members of the IPCT represent the service at a number of Trust wide groups such as the 
medical devices group, Professional Advisory Group (PAG), Trust Health and Safety 
Committee and is invited into other Trustwide groups such as building projects as 
required. 
 
The IPCT also represent the Trust at external meetings including the Greater Manchester 
West Mental Health Trust IPCC, North West Infection Control (NORWIC) and the NHS 
North IPC collaborative group. 
 
 

                                            
8
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/417032/Start_Smart_Then_F
ocus_FINAL.PDF  
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5. Flu 
 
5.1 Staff Flu Vaccination Campaign 
 
The IPCT led on a successful flu vaccination programme for frontline staff in 2018/199. 

Uptake in all frontline staff groups increased based on the previous years. Overall uptake 

for the Trust for frontline healthcare staff was 76.97% representing 3475 frontline staff up 

from 3446 staff in the previous year.  

 

Fig. 10: Flu Vaccine Uptake 

 
 
5.2 Seasonal Flu 
 
The 2018 was severe although less severe than during the previous flu season. The 

impact of flu was felt keenly across Bolton and the disease had a significant impact on 

patient admissions. 

 

In the 2017 there were 2109 flu samples collected of which 304 patients were Flu A 

positive and 382 were Flu B positive. In 2018 there were 273 Flu A positive samples and 

four Flu B positive samples.  

 
 
  

                                            
9
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Fig. 11: Flu Testing 
 

 
 
The community IPC team managed 20 outbreaks of influenza like illness over the flu 
season affecting more than 185. Flu was confirmed in three of these outbreaks and other 
organisms in a further three: 
 

 Pneumococcus spp. 
 Rhinovirus 
 Metapneumovirus 

  
6. Outbreaks 
 
6.1 CPE Outbreak 1 
 
During 2019 there was an outbreak of CPE on a ward that was closed in January. There 
were three patients who tested positive for CPE – one initial clinical sample and two cases 
who were positive for CPE in response to the first patient being CPE positive. 
 
This outbreak was closed shortly after being noted following four weeks of CPE screens 
on admission to the ward and weekly CPE screens of patients on the ward. No further 
cases were identified from the screening. 
 
6.2 CPE Outbreak 2 
 
There was a second outbreak of CPE that started in January 2019 and closed in August. 
There were 16 patients who tested positive for CPE as part of this outbreak – 
predominantly screen samples. There were 14 patients identified from screens and a 
further two (including the index case) who were positive from clinical samples. No patient 
came to harm due to this outbreak.  
 
The outbreak control team (OCT) concluded that transmission was likely to have been 
largely person-to-person transmission. There was universal CPE admission screens on 
the ward and weekly surveillance screens of patients on the ward. There were extensive 
screens taken of the environment. 
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Environmental samples were largely negative for CPE with the notable exception of hand 
wash basin drains. Some drains were noted to be positive on an intermittent basis. 
Attempts were made to remove the contamination, including replacing the water traps of 
each drain with mixed results. Some drains remained free from CPE whereas others 
became re-colonised with CPE. PHE noted that they had undertaken non-clinical studies 
at one of their facilities to investigate how to remove colonisation of sink drains with limited 
success. What they did find was that using hand wash basins for other fluids than soap 
and water exacerbated the problem. All clinical hand wash basins now have posters 
advising staff to only use hand wash basins for cleaning hands. What impact these drains 
had on the outbreak is unclear.  
 
The outbreak was confirmed over in August after four weeks with no new cases from 
admission and weekly screens after the discharge of the last known CPE positive patient.  
 
Public Health England were consulted for both of these outbreaks for support and 
guidance.  
 
 
7. Community IPC 
 
The team covers such services as care, homes, Bolton hospice, schools, district nursing, 
podiatry and community loan stores as examples. The team provide an informative, open, 
and knowledgeable service working cross organisationally to promote safe and effective 
infection prevention and control practices. 
 
The team have worked with care homes, schools and nurseries around the importance of 
reporting and appropriately managing outbreaks of infection - including diarrhoea and 
vomiting, and influenza. They have visited schools and carried out education sessions 
with the smallest of children, and also liaised with the local authority neighbourhood teams 
to encourage the 'Making Every Contact Count' approach to infection prevention and 
control with a view to this message being shared with the wider community.  
 
There are now separate bi-monthly link meetings for both FT community staff and care 
home staff which serve as an educational and informative forum for staff to feed back to 
their areas of work. The team also carries out mandatory training for our community staff, 
and have made time to visit several individual teams at their request, including podiatry 
and respiratory services, to carry out more 'tailor made' training for staff. 
 
The team also liaise directly with patients where necessary to ensure they are receiving 
the correct treatment and have a good understanding of their infection. This might include 
an initial conversation (by phone or in person) and it often followed up by a home visit to 
ensure correct practices and treatment are in place. This usually involves communication 
and close liaison with other teams - including district nurses, Children's Community 
Nursing Team, tissue viability service, podiatry and GPs amongst others.  
 
7.1 Care Homes 
 
The team continue to work consultatively with care homes to ensure that they are safe 
and improving. The average compliance with an overarching audit of facilities and practice 
is now more than 86%.  
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7.2 Training 
 
IPC mandatory training for staff in ICSD predominantly remains face-to-face delivered by 
the CIPCT. In addition to delivering this, the team have provided 23 training sessions to 
care staff, monthly training at IPC link meetings, training for schools and education staff. 
The team has made efforts to provide IPC awareness sessions to hard to reach groups 
like parents with children with long-term health conditions and vulnerable adults who are 
homeless or who are injecting drug users.   
 
7.3 Outbreaks 
 
The team dealt with 83 outbreaks in care homes and 29 outbreaks in schools in 2018/19: 

Table 2: Summary of care home outbreaks (note that some homes had more than one 
outbreak at the same time) 

Setting Cause Number/Proportion 

Care Home  Diarrhoea/Vomiting 49  (59%) 

Flu like illness 27  (32.5%) 

Scabies 7 (8.5%) 

Schools Diarrhoea/Vomiting 18 (62%) 

Scarlet Fever 8 (27.6%) 

Flu like illness 1 (3.5%) 

Hepatitis A 1 (3.5%) 

Scabies 1 (3.5%) 

 
7.4 Other Functions 
 
The team also take queries by phone, contribute to RCAs of Trust and non-Trust related 
infections. The team continue to lead on work in the Bolton population in raising 
awareness of infections related to injecting drug use such as MRSA and Group A 
Streptococcus.   
 
The IPC team were also critical in helping to provide the flu vaccine for staff in the Trust 
community services – providing much of the uptake in this division. 
 
 
8. Environmental Sampling 
 
The IPCT continues to monitor ongoing sampling such as weekly rinse water testing from 
the washer-disinfectors, settle plates from HSDU and water sampling from recommended 
points in the Trust. Any abnormal results are acted upon as soon as possible. There have 
been no specific issues in year. 
 
Environmental screening was used as part of the investigation and assurance related to 
the CPE outbreak (see Section 6).  
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9. Cleaning and Decontamination  
 
9.1 Decontamination across the Trust 
 
The Infection Prevention and Control team is continues to provide decontamination advice 
throughout the Trust. The IPCT are available to give specialist advice on policies, 
procedures and the purchase of equipment in relation to decontamination.  
 
9.2 Cleaning Service 
 
Domestic services continues to be delivered by Bolton iFM. Bolton iFM continue to 
monitor cleaning standards as part of the service contract. Audits are undertaken using 
national standards. The audits are visual inspections incorporating 41 standards. 
 
Departments are considered to be high-risk (for example, complex care) or very high-risk 
(for example, ICU). The same standards are monitored, but a successful audit in a high-
risk area is 95% compliance with the audit whereas the required compliance in a very 
high-risk area is 98%. 
 
All cleaning performance is reviewed and discussed at the Trust IPC Committee and the 
IPC Operational Group. Scores are reviewed monthly by the IPC team and area with 
consistently low scores or scores that generate a specific concern are discussed with the 
relevant managers. 
 
At the intermediate care facilities there is local authority in-house cleaning staff. Darley 
Court’s cleanliness is now assessed exactly the same as any other inpatient department 
in the Trust and reviewed with the same processes. All community healthcare facilities 
perform a 3 monthly audit which checks the standards of cleanliness and identifies any 
building fabric or building concerns. The audits are returned to the management team to 
progress any actions.  
 
In the new build health centres the cleaning is performed by Eric Wright associates and is 
performed to a high standard they perform monthly environmental/cleaning audits which 
are reported to the relevant management teams. 
 
9.3 Infection Control audits 
 
The IPCT carry out audits of practice and adherence to key IPC standards on at least an 
annual basis. High risk areas (listed below) are audited at least twice yearly: 

 ICU 
 HDU 
 A&E Dept 
 Ward D1 
 Ward D2 
 CDU 
 NICU 
 Main Theatres  

 
The audits are planned in advance and carried out by a member of the IPCT with a 
member of the ward staff; ideally the ward manager or IPC link nurse. 
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An action plans are completed by the ward staff and returned to the IPCT and the results 
are fed back at the IPC operational group. The group is attended by representatives from 
Bolton iFM facilities to assist if there are environmental issues that the ward staff cannot 
resolve them themselves. 
 
If the initial audit is unsatisfactory then a re-audit is required and if there are significant 
concerns, the issue may be escalated to the senior management team for support.  
 
9.4 Hand Hygiene Audits 
 
Hand hygiene audits are completed by nominated departmental staff continue and are 
inputted into secure applications.  All grades of all types of staff are included in the audit 
and up to five members of staff are observed to check that hand washing before and after 
patient contact is taking place. Managers are able to generate reports for feed back to their 
team/department.  
 
9.5 Bolton System of Care Accreditation (BoSCA) 
 
The IPCT participate in the review of wards as part of BoSCA. The IPCT undertake 
elements 1, 10 and 13 of the BoSCA: 

1.  First Impressions: 15 Step Challenge 
10. Infection Control 
13.  Environment 

 
This is another opportunity for the IPCT to work with the ward staff to review and improve 
the care standards on their ward related to cleanliness and infection prevention and 
control. 
 
The team work supportively with the ward staff to resolve any issues identified which helps 
to improve understanding and standards. 

  
10. Education and Training Activities 
 
The delivery of training remains a core component of the IPC service. The IPCT provides 
training for the Trust on the corporate induction and day 2 of the induction for clinical staff. 
There is now an e-learning module for clinical and non-clinical mandatory training for 
acute staff although this training is still face-to-face with community staff.  
 
Table 3: IPC Mandatory Training Compliance 

Division Training Compliance 

Acute Adult Care 89.6% 

Elective Care 93.8% 

Family Care 92.2% 

Integrated Care Services 95.2% 

Total 92.8% 

 
Face to face training continues to community staff. 
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The IPCT increasingly deliver training on an ad hoc basis as required and in response to 
incidents. More time is being devoted to training on a one-to-one basis or in small groups 
in the work setting as this is known to be an effective way of training staff. 
 
An example of such is the ‘Germ Warfare’ sessions undertaken by the band 6 nurses in 
the IPC team. This is a regular, planned in-reach programme where the IPC nurses for a 
month will engage with clinical and frontline staff on a one-to-one basis or in small groups 
on key topics such as MRSA, CDT, SIGHT, the appropriate use of personal protective 
equipment or hand hygiene. The feedback from staff is that this is a valuable approach 
and supports the e-learning well. 
 
The IPC team provide core training for cascade trainers – for example for cascade trainers 
for fit testing or aseptic non-touch technique (ANTT). An important part of the development 
of the Trust IPC link nurses is also teaching, training and information sharing. 
 
10.1 Student Nurse Placements 
 
The IPCT is a spoke placement area for both student nurses and qualified staff. During 
their placement the student/staff are given an insight into the daily working of the team 
which includes ward and patient visits, training, audits, community aspects and reviewing 
microbiology results. Visiting staff are given an information package which includes the 
names and contact details of the IPCT/microbiology team and the key roles and 
responsibilities in relation to infection prevention and control of all staff within the Trust. 
They are also given an opportunity to undergo a brief training session to discuss the 
fundamental aspects of infection control. 
 
10.2 IPC Link Meetings 
 
The link group meetings have now been split into two discreet groups: acute staff link 
nurses and community staff link nurses. Each group is held bi-monthly and held mid-
afternoon to facilitate maximum attendance.  
  
The meetings generally incorporate a short presentation or demonstration related to an 
aspect of IPC. This is followed by the team giving the group up to date information on 
recent events, new initiatives, key priorities and educational opportunities. The purpose of 
the meeting is for the attendees to disseminate the information to their clinical areas. 
 
The ‘Link Champion’ trophy is presented to a link person who has shown initiative in their 
area. The link person is presented with a trophy and a certificate. A certificate is also given 
to the ward/department to display on their achievement board. 
 
11. Objectives for 2018/19 

 
During the next 12 months the IPCT aims to ensure a high quality and effective service 
across the whole Trust with an aim of preventing infection by the application of clean, safe 
care.  
 
These objectives will be driven through an annual IPC/HCAI reduction plan that will be 
monitored through the IPC Committee and IPC Operational Group. It will be matched 
against the 10 core standards in the Code of Practice and NICE guidance and will be 
much more action and outcome focussed than the previous plan. 
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Health and Social Care Act 2008 Code of Practice on the prevention and control of 

infections and related guidance (updated 2012) 
NICE (2011) 

Quality 
Improvement 

Guide for HCAI 

Criterion The registered Provider is required to demonstrate Quality 
Improvement 

Statement 

1 Systems to manage and monitor the prevention and control of infection. 
These systems use risk assessments and consider how susceptible service 
users are and any risks that their environment and other users may pose to 
them 

1 

2 Provide and maintain a clean and appropriate environment in managed 
premises that facilitates the prevention and control of infections 

2 

3 Provide suitable accurate information on infections to service users and 
their visitors 

 

4 Provide suitable accurate information on infections to any person 
concerned with providing further support or nursing/medical care in a 
timely fashion 

4 
 

5 Ensure that people who have or develop an infection are identified 
promptly and receive the appropriate treatment and care to reduce the risk 
of passing on the infection to other people 

5 
 

6 Ensure that all staff and those employed to provide care in all settings are 
fully involved in the process of preventing and controlling infection 

6 
 

7 Provide or secure adequate isolation facilities 7 

8 Secure adequate access to laboratory support appropriate 8 

9 Have and adhere to polices, designed for the individual’s care and provider 
organisations. That will help to prevent and control infections 

9 
 

10 Ensure so far as is reasonably practicable, that care workers are free of and 
are protected from exposure to infections that can be caught at work and 
that staff are suitably educated in the prevention and control of infection 
associated with provision of health and social care 

10 
 

 
The trajectories set by NHS England remain challenging: 
 

 MRSA Bacteraemia:     zero, no avoidable cases of MRSA 
       bacteraemia 

CDT Cases 

 
The objectives and classification of CDT cases has been changed in advance of 2019/20. 
Historically cases were classified as Community Onset or Hospital Onset cases: 

1. Community Onset: GP samples, outpatient samples or samples collected on the 
day of admission, the following day or the day after that 

2. Hospital Onset: samples collected after the first three days of admission (the day of 
admission is classified as day 1) 

 
This has now been expanded to four classifications based on earlier admissions to the 
Trust10: 

                                            
10

 
https://improvement.nhs.uk/documents/808/CDI_objectives_for_NHS_organisations_in_2019_12March.pdf  
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1. Hospital Onset Hospital Associated (HOHA) – cases from samples collected on 
day three of admission and after 

2. Community Onset Hospital Associated (COHA) – community cases and 
samples collected on day one and two of admission where the patient has had an 
admission to Bolton FT in the preceding four weeks 

3. Community Onset Intermediate Association (COIA) – community cases and 
samples collected on day one and two of admission where the patient has had no 
admissions to Bolton FT in the preceding four weeks but has had an admission in 
the preceding 12 weeks 

4. Community Onset Community Associated (COCA) – community cases and 
samples collected on day one and two of admission where the patient has had no 
admissions to Bolton FT in the preceding 12 weeks 

 

Trust objectives will now include HOHA and COHA cases combined. The objective for 
2019/20 is no more than 32 HOHA and COHA cases. For context, using these definitions, 
there would have been 38 HOHA and COHA cases for the 2018 calendar year. 

 
As there had been a significant rise in MSSA cases, the IPC committee has set an 
objective to improve MSSA cases to be improved to better than 2017/18 figures – no more 
than 15 Hospital Onset cases.  
 
Although there are no national objectives at Trust level, the IPC Committee has agreed 
that there should be a continuous improvement path for the other surveilled organisms. As 
a consequence, the IPC Committee objectives are to reduce E. coli, Klebsiella spp. and 
Pseudomonas aeruginosa bacteraemias by 10%; this equates to: 
 

 E. coli Bacteraemia:    no more than 35 Trust apportioned 
       cases 

 Klebsiella spp. Bacteraemia:   no more than 10 Trust   
       apportioned cases 
 

 Pseudomonas aeruginosa Bacteraemia: no more than one Trust apportioned 
       case 

 
The national focus for HCAI is the ongoing reduction of Gram negative infections which 
will be the focus of the IPC service for the next 12-months. The IPC team will develop a 
case review process for these to see where lessons can be learnt where cases may be 
avoidable. 
 
Patient Engagement 
 
The IPC team has expressed an ambition to gain the expertise of patients with infections 
such as E. coli bacteraemias to understand what strategies might reduce the likelihood of 
new cases. 
 
The Trust will be engaging in a concerted campaign to improve patient hydration. 
Dehydration is the single most correlated risk factor with the development of Gram 
negative urinary tract infections. Improved hydration has other associated benefits such as 
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reduction in falls, less acute confusion and improved cognitive function in patients with 
dementia. 
 
Antimicrobial Stewardship  
 
The Government published its five year plan related to antimicrobial resistance: Tackling 
antimicrobial resistance 2019–2024; The UK’s five-year national action plan 
(https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment
_data/file/784894/UK_AMR_5_year_national_action_plan.pdf). 
 
This plan outlines a number of planned actions to reduce the likelihood of further antibiotic 
resistance that can be applied in acute settings (including but not limited to): 

 Infection prevention – preventing infections reduces the need for antibiotics which 
in turn reduces selective pressure which helps bacteria to develop resistance 

 Improved stewardship of antibiotics – using antibiotics only when needed and 
stopping them once no longer required (particularly in secondary care) 

 Improved use of diagnostics – better use of diagnostics can stop or shorten 
antibiotic courses or allow narrow spectrum agents to be used which reduces the 
selective pressure for antibiotic resistance 

 
Practically, this will mean, the introduction of methods to increase the ease by which 
prescribers can access antibiotic guidelines (introduction of a prescribing App based on 
the Trust guidelines and consolidating all of the antibiotic guidelines into a single 
document).  
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Appendix 1: Bristol Stool Chart 
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Introduction 

Bolton NHS Foundation Trust is committed to ensuring that safeguarding is a part of core business 

and recognises that safeguarding children, young people and adults at risk is a shared responsibility 

with the need for effective joint working between services and with partner agencies. 

This annual report outlines the arrangements to safeguard and promote the welfare of children and 

adults; the Trust’s safeguarding activity and also arrangements to provide services for Looked after 

Children. 

This report is based on the Trust values to provide a clear outline of key areas of practice and 

responsibilities and demonstrates commitment to ensuring that those who are at risk of or have 

suffered abuse are at the centre of care delivery. 

There is a clear line of accountability for safeguarding and Looked after Children (LAC) within the 

Trust from the Chief Executive to staff members. 

Safeguarding is a complex area of practice with a wide potential cohort. There are groups that 

research tells us are additionally vulnerable to abuse and those whose vulnerability may be short term 

or within a specific context. 

The Think Family agenda promotes the importance of a whole family approach to securing better 

outcomes for children, young people, and their families. This approach is supported by the co-location 

of Trust safeguarding adults and children specialist staff. There are a number of safeguarding issues 

that cross between adults and children – examples include domestic abuse, modern slavery, and 

contextual safeguarding. 

Safeguarding activity for both staff and those in a safeguarding or LAC specialist role has increased 

with higher numbers of those identified to be suffering abuse or at risk and increasing complexity. This 

is due to a number of factors including improved recognition and embedding of adult safeguarding 

practice across the Trust as all agencies work together to meet the requirements of the Care Act 

2014.It is recognised that legislation for children has been in place for considerably longer to support 

safeguarding practice and legislation for adults is now becoming more recognised and embedded in 

practice. Increasing activity for children is evident in rising numbers of children subject to a Child 

Protection Plan and increasing numbers of Looked after Children.  

The Safeguarding and LAC team have continued to provide a responsive service despite increased 

demands by facilitating and leading a range of activities to support safeguarding work, respond to 

emerging and new areas of practice and to develop practice across the Trust. The Safeguarding 

Team continue to operate an ‘open door’ policy for staff to allow easy access when they need support 

Summary 

Bolton NHS Foundation Trust holds statutory duties in relation to the following: 

Safeguarding Children in line with Section 11 of the Children Act (2004) and Working Together to 

Safeguard Children 2018. 

Duties and responsibilities outlined in the “Statutory Guidance for Promoting the Health of Looked 

after Children” 

Safeguarding Adults at risk in line with the Care Act 2014, the Mental Capacity Act 2005 and 

Depravation of Liberty Safeguards amendment 2007. 

Assurance about safeguarding arrangements across the Trust is reviewed and updated by the adult 

and children safeguarding leads by completing a number of submissions provided every year to the 
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CCG including standards for safeguarding adults and children and Looked after Children and in 

relation to the Prevent duty. Action plans are developed where there is additional work to complete 

and these are monitored through the Trust Safeguarding Committee. 

Vision – delivering excellent care, care for future generations, working with partners, decisions 

that support best outcomes 

Since the inception of the role of Lead Nurse For Safeguarding Adults , The Trust has striven to 

ensure that service provision continually develops to ensure the needs of ‘Adults at Risk’ are met in 

respect of promoting safe outcomes and ensuring all staff understand their responsibilities in regard to 

Safeguarding Adults. Throughout 2018-2019, training programmes have continued to ensure the 

safeguarding process will continue to be embedded within the ethos of service delivery. A Level 3 

programme of training in respect of Safeguarding Adults will be rolled out from September 2019 in 

accordance with the guidance from the Intercollegiate Document ‘Adult Safeguarding: Roles and 

Competencies for Health Care Staff’(2018). The training will include provision from The Trust’s 

partners of the Safeguarding Board with a view to forging stronger working relationships and a better 

understanding of service provision, roles and responsibilities. This will be a significant investment in 

developing staff skills and knowledge in respect of supporting not only victims but Trust staff also. 

The Trust has a number of staff in safeguarding children specialist roles to meet the requirements of 

the Intercollegiate Guidance for safeguarding and Looked after Children. This includes Named 

Professionals – Doctor, Nurse and Midwife and Specialist roles. 

An example of a specialist role is the secondment from Health Visiting to the MASSS (Multi-agency 

Safeguarding Screening Service).This has been in place to meet the requirements of a distinct 

Service Specification until the end of March 2019 and is now part of the 0-19 specification 

The post holder works closely with the Trust Safeguarding Team and is managed by the Named 

Nurse. Initial priority areas of work of the role included the establishment of the health practitioner 

role, support to the MASSS duty team in child protection enquiries, to ensure that agencies are 

supported in using the Early Help process and to build more effective working relationships with all 

health providers. 

The role has been embedded and developed by the current post holder by ensuring the health role is 

fully integrated in the duty team. Examples of this in practice include: 

• Attending the daily Domestic Abuse triage meeting with the police and Social Work manager 

• Supporting the early help and complex families panel 

• Providing and interpreting health information for Social Workers and the Police 

• Supporting strategy meetings 

• To be a point of contact to provide advice and guidance for all health providers 

• To review referrals made to the MASSS 

• To support multi-agency audit activity for safeguarding 

• This role supports effective communication across the health economy and is recognised to 

have strengthened partnership working. 
 

Contribution to High risk multi-agency panels 

The Safeguarding Team support a number of high risk panels locally at operational/practice level and 

as part of strategic groups. 
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This includes: 

• Specialist Safeguarding Nurse attendance at bi-monthly MARAC meetings (MARAC - Multi-

agency Risk Assessment Conference for high risk Domestic Abuse cases). 

• Named Nurse Safeguarding Children attendance at MARAC Steering Group and Domestic 

Abuse Partnership. 

• Named Nurse attendance at monthly and ad-hoc MAPPA meetings – these include high risk 

violent or sexual offenders. 

• Safeguarding Specialist Nurse Attendance at bi-monthly SEAM meetings. (SEAM –Sexual 

Exploitation and Missing. The remit of this meeting now includes complex 

safeguarding/exploitation also) 

• Adult Lead Nurse or Named Nurse Safeguarding Children attendance at CHANNEL (Multi-

agency panel to consider adults or children/young people who are at risk of radicalisation). 

Looked after Children (LAC) 

There is a continued upward trend of children who are in care locally and while this is comparable 
with areas across Greater Manchester rates are higher than the national average. In UK law, a 
Looked after Child is a child who is accommodated by the Local Authority for more than 24 hours. 
Legally, this could be when they are subject to planned or emergency Care Orders, in a secure 
children’s home or youth offender institution, unaccompanied asylum seeking children or Looked After 
with their parents’ agreement. A child will cease being “Looked After” when they are adopted, return 
home or reach the age of 18 years. Social care responsibilities for Care Leavers over the age of 21 
has now changed under the recently published Children and Social Work Act (2017), which enables 
care leavers to request support up to the age of 25, regardless of whether or not they are in 
education. 
 
The health and well-being of looked after children remains a national, regional and local priority. 
Looked after children and young people share many of the same health risks and problems as their 
peers, but often to a greater degree. They often enter care with a worse level of health than their 
peers in part due to the impact of poverty, abuse, neglect and trauma. 
 
 Trust provision for LAC is closely aligned with arrangements for safeguarding children .This includes 

oversight of LAC performance, practice issues including themes and trends and statutory 

requirements through the Trust Safeguarding Committee and by the Named professionals, Specialist 

medical and nursing staff, Family Division service managers and staff.  

The service provided to LAC includes: 

• Delivery of initial and review health assessments 

• Ensuring immunisations, dental and developmental checks are completed 

• Teaching and training to foster carers 

• Contribution to fostering and adoption panels and processes 

In addition to specific requirements it is recognised that LAC may come into contact with a wide range 

of services both in the hospital and community setting. Training for staff who are responsible for 

completing LAC Health Assessments and awareness raising of LAC across other key services 

continues with examples in practice that show better understanding of the needs of LAC in general 

and sensitivity to the needs of individual children who are seen. Good practice identified includes 

consideration within assessments of the child’s presentation after a short time in a new foster 

placement and for other children better understanding of concerns and difficulties based on the child’s 

background/experience and journey prior to becoming LAC. 

It is a statutory requirement that children and young people who are looked after receive a health 
assessment at specified points during their time in care. The purpose of these health assessments is 
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to identify health needs promptly so that the appropriate care and treatment can be arranged. The 
statutory requirements include: 
 

• That all LAC should receive an initial health assessment (IHA) within 20 working days of child 
becoming looked after this includes booking and completing assessment as well as 
completion of the Health Action Plan (IHA). 

• Children under 5 years receive a review health assessment (RHA) every 6 months. 

• Children and young people over 5 years will receive review health assessments (RHA) every 
12 months. Children in this age group include children who are resident locally with complex 
health and medical needs who attend special schools or are in a local specialist 
placement.RHA for this group of children are completed by the Community Paediatric Nurses 
for special schools. The remaining Children aged 5-19 had services from another provider 
until the end of March 2019. 

 
 
LAC data and compliance 
 
Monthly LAC data is captured and reported using an agreed template and submitted to the CCG. 
  
The numbers of health assessments required each month can vary.  
 
Data collected includes the overall figures for children in area (for which robust systems are in place 
for Health Assessments) and also children who are the responsibility of Bolton LA but are resident out 
of area. Ensuring that this group of LAC receives their health assessments within timescales and of 
suitable quality requires contact from both administrative and specialist staff, This is a significant 
amount of work as contact with other areas may be required more than once and also as part of a 
review and follow up of a list of children who have not had health assessments completed out of area 
every month. 
 
There has been an improvement in the number of IHA completed within timescales – 74%.It should 
be noted that 93% of appointments were offered on time. 
 
Appointments and assessments completed in month is also captured and provides assurance that 
where notification of a child coming into care is late or the child is not brought to an appointment there 
is prompt action to offer a clinic appointment within month. 
 
There has also been an improvement in the number of RHA completed within timescales – 
82%.There is fluctuation in monthly compliance (for example 94% one month and 71% 
another).Lower levels of compliance may indicate small numbers however ultimately timescales are 
important to ensure that there are good outcomes for children. 
 

The annual report for 2017/18 described systems in place for Looked after Children in relation to 

statutory health assessments and these have been effective in ensuring that the majority of health 

assessments are carried out within timescales and are of a high quality. There are however 

challenges in meeting statutory timescales and on monthly basis compliance is collated, reviewed 

within the Trust and submitted to the CCG. 

There is a focus on reducing and eliminating any issue that may impact on meeting timescales for 

health assessments for Looked after Children. The reasons for health assessments not being 

completed on time is collected and reported within the monthly report – the largest number is due to 

late notification of a child coming into care (41%). Other reasons include the child is not brought to the 

appointment (43%) and staff issues(8%),other (8%).The timeliness of health assessments includes a 

reliance on the Local Authority to share information about children coming into care and for Bolton 

LAC who move out of area. There are close working relationships with colleagues in the Local 

Authority to reduce and prevent delays in the provision of health assessments and use of prompt 

escalation where delays in sharing information has had an impact on meeting timescales. 
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Areas of good practice: 
 
The quality of health review assessments undertaken by all professionals continue to be maintained 
to a high standard. Quality assurance processes in place include Health Visitor Team Leader review 
of completed HA and an audit programme to review and benchmark samples of all Health 
Assessments. 
 
As part of an increasing focus on the Voice of the Child a bi-annual VOTC audit of assessments was 
and health records for LAC was completed. Part of this process is feedback to staff and sharing of 
examples of good practice. 
 
Expertise and knowledge of medical staff in completing IHA shows a focus on the needs of the child 
and analysis of their journey into care. 
 
Following discussions at the LAC Health Group it was identified that capturing health needs of LAC 

locally would assist in understanding of difficulties and would support service planning. It was agreed 

that 2 groups should be compared as anecdotally it was considered that children remaining at home 

with parents on a Care Order may have different health issues than children who were in a care 

setting or foster home. This work commenced in June 2018 with an agreed sample size of 50 for 

Bolton FT and 50 for 5-19 provider. Analysis of the samples were based on scores of the number of 

health needs identified with 21% of the sample having a score of between 9-14 indicating a high level 

of health needs identified. The findings have been of some benefit – for example identifying that 

dental health is significant compared to vision or hearing concerns. It was difficult to capture the 

differences in health needs for the two groups of children identified and also it was felt that different 

data would need to be captured in relation to emotional health and behaviour, general health issues 

including BMI and for children with complex health needs the level of care they require. LAC specialist 

staff continue to consider ways to gain a better understanding of health needs locally with 

opportunities to consider all children in the family as part of the 0-19 service. 

Areas for development: 
 
There are significant opportunities to improve services to LAC due to the Trust being the provider of 
the 0-19 service. This includes a focus on continuity of worker, ways to reduce and avoid duplication 
where there are a number of children in the family or placement and to strengthen work on Voice of 
the Child across the Trust to include LAC. 
 
A review of support provided to Care Leavers including transitions to adult health services. 
 
Use of a Tracker to ensure follow up and escalation to the Social Worker manager where children do 
not have health assessments within statutory timescales or are not brought for appointments. 
 
It is important to maintain high compliance with completion of health assessments and those of a 
good quality within 0-19 service. Consideration of a “perfect month” in early 2020 to ensure a focus on 
LAC Health Assessments and to test tracking and escalation processes. 
 
Unaccompanied Asylum Seeking Children 
 
Children often become looked after as a result of urgent concerns or a crisis so it is not possible to 
plan or predict the number of children or young people who will require an IHA. One group of LAC 
where the number of young people alone does not highlight the complexity of providing a service is 
unaccompanied asylum seeking children (UASC).  An unaccompanied asylum-seeking child (UASC) 
is an individual, who is under 18, who has applied for asylum in his/her own right, is separated from 
both parents and is not being cared for by an adult who by law or custom has responsibility to do so. 
 There have been a number of UASC seen for IHA within the timeframe of this report. Their 
circumstances and health concerns can be described an unique based on their experience in country 
of origin, in transit to the UK and their experience on arrival  
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The health needs of UASC are often very complex and this has been seen in children who have had 
an IHA within the timeframe of this report. Many suffer from post-traumatic stress related to their often 
tragic experiences and separation from their families. They will often have undiagnosed and untreated 
health conditions when they arrive and details regarding immunisations and past medical history is 
frequently missing. 
 
The complexity of health needs of UASC and the other contextual factors identified above will often 
mean that their assessments take more time and are more resource intensive than those involving 
LAC from within the UK. Interpreters are provided for all UASC who require this support during their 
health assessments. 
For this group of children and young people it is important to identify what currently works well and to 
identify areas for development to ensure services are responsive to their needs. 
 
 
Safeguarding training remains a priority to develop a competent and skilled workforce in the 

identification and management of safeguarding concerns. This includes LAC training for specific staff 

groups. Training compliance is reviewed with prompt action taken where concerns arise. 

Both the safeguarding adult and children agenda are dynamic in relation to themes and trends, 

recognition of risk and responding to practice issues that may arise. Training content is updated 

regularly and opportunities are identified to increase learning and understanding of safeguarding 

issues. 

Safeguarding training is reviewed in a number of ways – through Divisional oversight of mandatory 

training, through BOSCA at ward or service level, through individual case reviews and at the Trust 

Safeguarding Committee. 

Adult Safeguarding Training compliance 

As of March 2019 the Trust was fully compliant with Mandatory, Adult Safeguarding Training. 

Level 1 – 96.7% (1243 staff of 1286) Target 95% 

Level 2 – 95.3% (3664 staff of 3844) Target 95% 

There is a planned review and overhaul of the Level 2 e-learning package in 2019 to ensure 

compliance with the new Intercollegiate Guidance on Adult Safeguarding Training. 

A training plan has been agreed and implemented for the Trust’s Safeguarding Team to provide face 

to face, Level 1 Adult Safeguarding training for all IFm employees. All employees will have received 

training by August of 2019. 

Safeguarding Children training compliance– end March 2019 

Level 1 – 96.7% 

This represents 1244 staff trained from 1287. 

Level 2 – 96% 

This represents 3690 staff trained from 3843 

Level 3- 1418 staff trained from identified staff groups. This is a higher number than the cohort 

identified at the beginning of a 3 year programme that started in November 2016.Additional numbers 

of staff who have attended the training are from therapy, specialist and adults services. 

Level 3 LAC – 96% staff trained from Health Visiting and Paediatric Nursing staff. 
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Openness – communicate clearly with patients, families and staff. Feedback to drive 

improvements 

Effective safeguarding relies on joint working and effective relationships across teams and agencies 

Bolton NHS Foundation Trust is a key partner agency and this is achieved by a contributing to wider 

safeguarding arrangements. This is demonstrated by: 

The Deputy Director of Nursing, Lead Nurse for Adult Safeguarding and Named Professionals for 

Children continue to represent the Trust on the Adult and Children’s Safeguarding Board and 

subgroups. 

The Lead Nurse for Adult Safeguarding also chairs the Effective Practice subgroup with members 

from Local Authority Safeguarding, Legal and Quality Assurance Team, Police, GMMH, Housing and 

CCG. 

There are safeguarding practice issues that can be described as on-going priority areas of work and 

also concerns that are identified as emerging safeguarding issues. The following priority areas for 

multi-agency partnerships and Board are supported by safeguarding activity across the Trust. 

The priorities for the Adult Safeguarding Board are:- 

1. Ensure our safeguarding processes are effective- with assurance being gathered from all 

partner agencies in respect of their safeguarding policies, process and incidence. 

2. Embed making safeguarding personal into all service delivery across the partnership – 

The Trust over the past year has incorporated these principles into both policy and all adult 

safeguarding training provision 

3. Improve Engagement with Service-Users and the wider community to promote 

Safeguarding 

4. Workforce Development and Effective Practice-The Trust has contributed to the 

standardising of safeguarding training provision across Bolton and will be offering training 

places to managers of partner agencies, as part of a multi-agency response to Safeguarding 

in Bolton, on the Level 3 training initiative that the Safeguarding Team will be rolling out from 

September 2019. 

5. Strengthen collaboration between our Safeguarding Boards and the Community Safety 

Partnership.- The Community Partnership has already started providing bespoke training for 

Trust Staff , especially in respect of Human Trafficking and Slavery 

 

The safeguarding children agenda at national, regional and local level includes a number of practice 

areas that are significant for the Trust – this includes the exploitation of children and families, children 

and families affected by gun and knife crime, FGM, Child Sexual Exploitation. The term complex 

safeguarding is used and  highlights that children may suffer harm from parents and carers or those in 

a position of trust but also from those outside the family or through contact online or through social 

media. 

Bolton Safeguarding Children Board’s business plan for 2018/19 was developed with priority areas 

listed below. The priority areas highlight where large numbers of children may be at risk of or suffering 

significant harm and also emerging areas of concern. 

There are a number of additional strategies and areas of work that are under review (CSE, Missing, 

Neglect, Early Help, and LAC)) 

The identified priority areas are used to raise staff awareness and update safeguarding children 

training. 
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Priority 1 – Children are protected from the impact of living with Neglect-  

Priority 2 – Children affected by organised crime 

Priority 3 – Children’s whose experiences are hidden – refugees, Home Educated, Domestic 

Abuse and Violence and children with a disability 
Priority 4 – Child Protection Processes are used effectively to manage and reduce the risk of 

significant harm 

 

There are planned changes to the Safeguarding Children Board arrangements based on 

recommendations in the Wood Report and Children and Social Work Act 2017 with implementation 

from September 2019. 

 

Serious Adult Review (SAR) / Domestic Homicide Review (DHR) 

In 2019, The Adult Safeguarding Board commissioned their first Serious Adult Review in respect of a 

gentleman who died following a house fire. The formal report is awaited but no concerns were 

identified in respect of care delivery by Bolton NHS Foundation Trust. A second SAR has now been 

jointly commissioned alongside a Domestic Homicide Review, following the death of a lady in March 

2019. Bolton FT will be contributing to the joint review as the Trust was providing care for the victim 

along with a number of other agencies. 

 

Partnership working 

The Safeguarding team work closely with all partners of the Safeguarding Boards and other agencies 

on a National Level e.g. National Crime Agency, The Home Office, Counter Terrorism Units. These 

relationships have been developed over a number of years and facilitate best practice and timely 

response to concerns raised. Partnership working has proven to be beneficial for numerous victims 

especially where positive outcomes have been achieved by a multi-agency approach. 

 

Integrity –demonstrate fairness, respect and empathy, take responsibility for actions, speaking 

out and learning from mistakes 

LeDeR (Learning Disability Mortality Review Programme) 

The national LeDeR programme supports local reviews of people with a learning disability. 

The hospital Learning Disability Nurse is a member of the local steering group which monitors the 

progress and quality of the LeDeR reviews. 

 

There has been an increased number of staff who have undertaken the LeDeR reviewer training 

which will help to increase the response time for reviews.  Further to that there is a local recovery plan 

in place which widens the reviewer pool to assist the LeDeR reviews. 

 

Feedback from the LeDeR project and local area contact has been consistently positive in regards to 

the quality of reviews, detailed information and family involvement.   

 

Learning and improvement -Reviews for children and young people. 

Serious Case Reviews (SCRs) are undertaken when specific circumstances are identified – where a 
child has been abused or suffered neglect resulting in serious harm or death and there is cause for 
concern as to the way in which agencies or services have worked together to safeguard the child. 
 
Bolton NHS Foundation Trust has contributed to local reviews and reviews held in other areas where 

services were provided to the child and/or their family. 

 

Contribution to any review includes participation on the review panel by the Named Nurse for 

Safeguarding Children, providing a comprehensive chronology of services provided and an Internal 

Management Review (IMR) report.  
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Review panels meet to review information provided by all agencies and this is an opportunity to 

consider practice, wider consideration of safeguarding systems as a whole and reflect, challenge and 

provide analysis to support recommendations and actions from each review.  

 

Practitioner events are held to enable staff to meet with the reviewer to consider the multi-agency 

chronology and identify learning. Practitioner events are important to ensure that the child remains 

central to the review process. 

 

Progress and findings from all reviews are shared at the Trust Safeguarding Committee and with 

service managers and staff .To support continuous learning and improvement it is important to identify 

both areas of concern and what works well. 

 

Contribution to reviews in 2018/19 by safeguarding children team 

Serious Case Reviews 

2 Trust wide reports,6 Panel meetings ,3 Practitioner events 

2 

Rapid reviews 

4 Trust wide reports ,1 updated report 

4 

Practice/Learning  reviews 

2 Trust wide reports ,3 Panel meetings 

2 

DHR with children in the family 

2 Trust Wide reports, 4 Panel meetings 

2 

 

Summary of Actions/Recommendations/Learning from reviews 

• The importance of routine enquiry about domestic abuse during ante-natal period and 

opportunities for staff to use routine enquiry in post-natal period. 

• Recognition of coercive control as a risk to vulnerable adults and children. 

• Supporting children to disclose abuse and recognition of sexual abuse within the family. 

• Risks of co-sleeping including where there is adult substance use. 

 

Mental Capacity Act 2005 

In February 2019, independent Solicitors were commissioned by the Trust to provide 2 MCA/MHA 

training workshops for Consultants and Senior Clinicians. The workshops, supported by the Medical 

Director, Lead Psychiatrist for GMMH and the Lead Nurse for Safeguarding Adults were attended by 

over 70 Consultants. 

 

Bespoke training for departments such as Urology, Ophthalmology, Orthopaedics, Community 

Nursing and Therapy Teams has been delivered in respect of completion of Mental Capacity 

Assessments and the Best Interest Process.  

 

In conjunction with the ‘End of Life Care Team’ and Consultants a review of mental capacity 

assessments undertaken to underpin decision making in respect of DNR CPR is being undertaken to 

ensure adherence to legislation and best practice. This is work on-going led by the End of Life Care 

Team. 

 

Mental Health Act 2007 

The Service Level Agreement with GMMH has been renewed which supports the Trusts registration 

with the CQC to detain patients to the Trust under the Mental Health Act 2007 and to ensure 

legitimate process of detention in accordance with the Mental Health Act code of Conduct. On recent 

CQC inspection, The Trust’s governance and imposition process was reviewed and commended. No 

concerns were raised in respect of any elements of the process. The Deputy Director of Nursing and 

the Lead Nurse for Adult Safeguarding have attended the Mental Health Act Steering and 
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Governance committee meetings chaired by the Director of Nursing for GMMH on an agreed basis of 

twice a year to monitor process and promote excellent partnership working. 

 

An audit of document compliance in respect of detentions continues to be completed on a bi-annual 

basis to ensure legal process is being followed to reduce risk of illegal detention and to maintain CQC 

registration requirements. 

 

Compassion – person centred approach, provide compassionate care, helpful and caring to 

colleagues 

Activity/Referrals 

Working with the Adult Safeguarding Board, the Trust and partner agencies have now implemented 

the principles of Making Safeguarding Personal as described in The Care Act, being embedded within 

Trust policy and Safeguarding training provision. The principles ensure that Staff support and 

empower a victim to achieve outcomes they want as opposed to agencies dictating what a victim 

should accept. 

Staff clearly demonstrate that Safeguarding is integral to the assessment and support process with 

referral rates steadily climbing year on year. Trust staff have been faced with some very complex 

safeguarding cases especially within community settings and now have very clear pathways in which 

they can raise safeguarding concerns, taking a multi-agency approach to ensure optimal care delivery 

and outcomes for victims of abuse.  

The CQC noted on recent inspection reported that - 

‘staff understood how to protect patients from abuse and the service worked well with other agencies 

to do so. Staff had access to training on how to recognise and report abuse and they knew how to 

apply it. Staff were aware of how to make a referral and could give examples of referrals made’ 
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It is possible to track individual cases but not all referrals due to the number of referrals and the 

number of agencies involved in care plans. 

Referrals to safeguarding children team from A&E April 2018 –March 2019 

 

Referrals relating to children have been reviewed within the timeframe of this report in a number of 

ways. The number of referrals to the safeguarding children team from A&E has increased by 41% 

since 2017.The table above shows referrals within the Trust from A&E where the highest number of 

concerns are raised about children but a significant and increasing number of concerns raised where 

adults attend and there are concerns identified as they are parents or carers. In these cases the 

children are not seen by staff however there is sufficient concern about their care or parenting 

capacity based on information about the adult. 

Concerns about adults attending that may have implications for the care of children include physical 

or mental health issues, victim or perpetrator of violence and aggression and substance use. This 

results in establishing the identity of children in the family and a number of actions may be taken – 

some are for no further action, information may be shared with health professionals who know the 

family or who can review the health and well- being of the children or contact with Children’s Social 

Care to request information or make a referral. 

All referrals are notified to the Specialist Nurse in the MASSS who supports decision making and 

provides feedback to health staff where required. 

Section 47 medicals service evaluation 2018-2019 

 

There is an established pathway in place for Child Protection medicals where the Social Worker 

makes direct contact with the Consultant Paediatrician on hot week to discuss prior to the child 
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attending the hospital. Referrals for section 47 medicals are from Social Care (GP/HV) and A&E when 

concerns arise regarding neglect or physical abuse. 

 

Children up to the age of 16 are seen by senior Paediatric Medical Staff (mostly Consultant 

Paediatrician) on F5 (assessment unit). 

 

The total number of medicals for 2018-19 = 100 

This represents a slight increase compared with the previous year (94 in 2017-18), but overall 

remains lower than preceding years. All of these were seen either same or next day (within 24 hours). 

 

77/100 (77%) were seen by a Consultant, the remainder by ST3-ST8 Paediatric trainees under 

supervision of Consultant. This represents a slight increase in those seen by Consultant compared 

with previous years (2017-18 = 69%). 

 

Section 47 medicals continue to place significant demands on the acute service, particularly out of 

hours and over the winter months. They are currently performed by the hot-week Consultant who is 

also managing a high acute work load. Various options including a 2 Consultant hot week system and 

clinic based section 47 medical examinations are currently being explored.  

 

Following a previous SCR Trust medical staff complete an immediate response form that is given to 

the Social Worker at the time of the medical. This highlights findings and supports effective 

communication and understanding and is an example of good practice. 

 

 

Learning Disability Specialist Nurse Provision 

Learning Disability Awareness Training 

The Learning Disability Nurse has delivered training to a wide range of hospital staff which includes 

medical staff, newly qualified nurses, trainee nurse associates and specialty staff. 

Hospital staff has access to bespoke learning disability training pertinent to their specialty and area of 

work. 

 

Hospital Learning Disability Link Champions 

In our endeavour to continually improve the quality of care we provide to people with a learning 

disability who access hospital services and intermediate care we have a network of over 50 Learning 

Disability Link Champions throughout the hospital wards, departments and intermediate care facility. 

 

The Learning Disability Link Champions commitment includes: 

To work in partnership with the hospital Learning Disability Nurse to provide a high quality service that 

appropriately meets the needs of people with a learning disability and their carers and maximises 

successful health outcomes. 

VOTC 

 

Excellence – focus on quality and safety, continuously improve practice 

Safeguarding patients whilst in our care also includes the application of numerous legal frameworks 

including Deprivation of Liberty Safeguards as previously mentioned. The Trust’s process was 

reviewed by the CQC on recent inspection and found to be appropriate with no concerns raised. 
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The data reflects the higher incidence on complex care and orthopaedic wards where there can be 

sizeable cohorts of patients with cognitive impairments who may require enhanced care. 

The Spring of 2020 will see the implementation of the New ‘Liberty Protection Safeguards’ (LPS) 

which received assent in May 2019. LPS will replace ‘Deprivation of Liberty Safeguards’, following 

review of the Metal Capacity Act 2005 legislation. It is envisaged that the Trust will become 

autonomous in respect of the imposition process without having to apply for overarching authorisation 

from the Supervisory Body i.e. the Local Authority. This transition will incur considerable change in 

policy, practice and training provision with a 6 month implementation window as the Trust will be 

required to be able to adhere to the revised legislation by October 2020. 

BOSCA 

The safeguarding team contribute to the BOSCA schedule in the areas of Patient care and 

satisfaction, safeguarding adults and children and vulnerable patients. This provides regular scrutiny 

and oversight of services and ward areas and the opportunity to monitor staff skills and knowledge 

and also compliance with safeguarding procedures. 

Standard discussions include staff knowledge of referral processes, the identification and reasonable 

adjustments for vulnerable patients and feedback from patients and relatives in relation to care 

received. 

This has proved an effective way to ensure that issues identified and included in safeguarding policies 

are understood and implemented by staff. 

National Prevent Agenda 

Prevent forms part of the Counter Terrorism and Security Act 2015 and one aim is to work to ensure 

that children and vulnerable adults are not radicalised to carry out terrorist activity. The Trust is 

mandated as per the NHS contract to adhere to the National Prevent Agenda which is a strand of the 

National ‘Contest’ Strategy which is the National overarching counter terrorism strategy. 

As of March 2019:- 

92.1% (3847 staff) of identified staff have completed the level 3 Prevent training. The NHS England 

target to be achieved is 85%. 

93.9% (4911 staff) of all employees have completed the awareness training which has to be repeated 

every 3 years. The awareness training is now incorporated in both Level 1 and 2 Adult Safeguarding 

e-learning packages. 
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Training compliance is reported on a quarterly basis, as mandated to both NHS England and the 

CCG. The Trust is represented at the North of England Regional Prevent Forums by the Trust’s 

Safeguarding Leads. 

Prevent referrals to Local Counter Terrorist Unit and the Channel Panel remains low with only 6 

referrals having been made throughout the year. This reflects the fact that Bolton is regarded as a low 

risk area. Both the Adult and Children’s Lead nurses represent the Trust on the Channel Panel, which 

meets on a monthly basis where potential cases are reviewed and multi-agency action plans collated.  

The prevent training provision is currently under review by NHS England and The Home Office with a 

new provider having been commission to revise training packages to be implemented Nationally. 

These are not expected until late 2019. Lord Carlisle has been commissioned to undertake a 

complete review of the ‘Prevent Agenda’ by the Home Office as since inception, trends in terrorist 

activity have changed with the emergence of significant right wing concerns but the main concern 

remains international terrorism. 

Female Genital Mutilation FGM 

Monthly data about FGM is collected and submitted to the Department of Health. All the cases 

identified within the timeframe of the report were of adults who disclosed having FGM in country of 

origin. 

The numbers of cases and type each month varies and most cases are identified within maternity for 

Bolton residents. See table below 

 

 

 

Trust staff in key services (Maternity, Health Visiting, Sexual Health, and Asylum Nurses) have the 

skills and knowledge to work with families where there is FGM and use nationally approved risk 

assessments. 
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In March 2019 the Trust hosted an FGM workshop organised by the Named Nurse Safeguarding 

Children on behalf of the Bolton FGM Steering Group. This was open to Trust staff and partner 

agencies and attended by 55 people. Speakers were from Border Agency, local community groups 

(Bolton Solidarity Community Association above) an FGM charity in Greater Manchester and from 

University of Bolton. Positive feedback was provided about all the speakers and topics covered on the 

day including raising staff confidence in asking questions about FGM in the family, understanding of 

services in Bolton and across GM, findings from Border Force interventions at airports and the 

research in progress at the University about mental and emotional health impact of having FGM. 

The Trust has signed up to and implemented a new information sharing system known as FGM –IS. 

This is a National web based system for sharing information on the NHS Spine/Summary Care 

Record which: 

• Highlights a family history of FGM to protect and safeguard a girl under 18 

• Shares information on the record of a girl under 18 

• Prompts clinicians treating a girl that she has a family history of FGM 

The FGM- IS: 

• Does not change or replace professionals responsibility 

• Is used alongside existing local and national safeguarding frameworks 

• Provides an opportunity to strengthen/ review existing local safeguarding  policies and 

procedures 

• Should already be sharing family history of FGM with GP and health visitor 

It is proposed that nationally for all maternity units to implement FGM-IS and to start adding the FGM 

indicator to baby girls’ records. 
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The advantages are that FGM information can then be seen by practitioners or GPs/Practice Nurses, 

it will start appearing when open a girl’s record. 
 
 
Future Priorities 2019-2020 
 

2019 will see the implementation of the Trust’s Electronic Patient Record. The Safeguarding Team 

has designed the new referral pathway with the EPR Team to ensure the least diusruption as possible 

and to ensure the pathway is ready for the implementation. It is envisaged, in time this will improve 

communication between the team and Trust Staff as information in respect of cases will be readily 

available at all times as well as reducing administration workloads. 

 
Adult Safeguarding 
 
1. To commence rolling programme of Level 3 Adult Safeguarding Training to which partner 

agencies will also have access to with a view to an improved understanding of multi/inter-agency 

working partnerships 

2. Implement Liberty Protection Safeguards legislation and process  

3. Develop further training  provision in respect of care for those with Learning Disabilities 

4. Respond to and support the business plan of the Adult Safeguarding Board 

 

Safeguarding Children and LAC 

 

1. To develop safeguarding pathways and practice within 0-19 service  

2. Establish a Trust wide Voice of the Child Forum  

3. Update Level 3 safeguarding children training package 

4. Contribute to work-streams under new safeguarding children partnership arrangements 
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Agenda Item No:  

Meeting: Trust Board

Date: 31st October 2019

Title: Learning from deaths Quarter 2 report for 2019-2020

Purpose

Trusts are required to collect and publish on quarterly basis specified 
information on deaths via board. This data includes the total number 
of the Trust’s in-patient deaths (including Emergency Department 
deaths for acute Trusts) and those deaths that the Trust has 
subjected to case record review. Of these deaths subjected to 
review, Trusts need to provide estimates of how many deaths were 
judged more likely than not to have been due to problems in care, 
and be accompanied by relevant qualitative information and 
interpretation. This paper describes the (Q1) &Q2 summary from the 
learning from deaths programme at Bolton NHS FT

Executive Summary:

Previously considered 
by: N/A

The board are asked to approve the paper
Recommendation

Please state if approval 
required or if for 
information

Confidential y/n n

This issue impacts on the following Trust ambitions (please  & “RAG” rate relevant boxes)

To provide safe, high quality and compassionate 
care to every person every time

Our Estate will be sustainable and developed in a 
way that supports staff and community Health and 
Wellbeing

To be a great place to work, where all staff feel 
valued and can reach their full potential

To integrate care to prevent ill health, improve 
wellbeing and meet the needs of the people of 
Bolton

To continue to use our resources wisely so that 
we can invest in and improve our services

To develop partnerships that will improve 
services and support education, research and 
innovation

Negative Impact Neutral Impact Positive Impact

1/5 80/169



2

Prepared by: Dr Francis Andrews Presented by: Dr Francis Andrews, MD

Introduction

The learning from deaths committee became fully operational in April 2019 and 
currently has 37 trained reviewers. Trusts are required to collect and publish on 
quarterly basis specified information on deaths. This is through a paper and an agenda 
item to a public Board meeting in each quarter publication of the data and learning 
points. This data should include the total number of the Trust’s in-patient deaths 
(including Emergency Department deaths for acute Trusts) and those deaths that the 
Trust has subjected to case record review. Of these deaths subjected to review, Trusts 
will need to provide estimates of how many deaths were judged more likely than not to 
have been due to problems in care, and be accompanied by relevant qualitative 
information and interpretation. This report only covers in patient deaths in patients age 
18 and over (excluding maternal deaths). Maternal, neonatal and paediatric deaths are 
subject to different nationally directed processes and reported separately

Methodology

Overall total inpatient deaths are described followed by the numbers of cases 
scheduled for an SJR (structured judgement review) and the actual numbers of SJRs 
completed. These are known as primary reviews and are conducted by one of trained 
multidisciplinary reviewers and are randomly allocated. Individual components of care 
are scored on a 5 point scale and an overall score is also determined by the reviewer. 
For any patient who is scored as 1 or 2 (very poor or poor) overall then then the 
learning from deaths committee members collectively undertake a secondary review to 
determine whether the reviewer scores, especially the overall score are justified. Each 
case is also reviewed to determine whether on balance the death was more likely than 
not to have resulted from problems in care. If after the secondary review the overall 
score is 1 or 2 then the case is scoped to determine whether a divisional review or 
serious incident report needs to occur.

Results

These are shown in table 1 and 2 below. Data from quarter one is included for 
comparison. Of concern is the poor completion of cases for September-this will be 
raised at the next learning from deaths committee meeting to determine the reasons 
why. Of particular note is that some consultants have expressed concerns about the 
time taken for reviews in an already full job plan. On a more positive note, the advent of 
the EPR means that there should be no delays in getting patient notes as these will be 
available immediately online which may offset some of the delays to completion. 

2/5 81/169



3

Table 1: numbers of deaths per month

Total number 
of inpatient 
deaths

June July August Total for 
quarter

number 100 107 105 312

Table 2. Details of cases by source and score 

 Pilot Quarter 1 Quarter 2

 Mar April May June July Aug Sept

Number  Cases  (Sample) 23 29 35 32 26 27 25

COMPLETED 22 26 30 27 18 16 3

Outstanding Cases 1 3 5 5 8 11 22

Not Yet Received  - Within 
Deadline 

0 0 0 0 0 0 0

Outstanding  -Surpassed 
Deadline 

1 2 3 4 6 11 22

Missing notes unable to find 0 1 2 1 2 0 0

% 95.7 89.7 85.7 84.4 69.2 59.3 12.0

Source 

Mandated Death (Alert 
Diagnosis)*

22 18 25 21 4 2 8

Unexpected Death 0 1 7 2 6 6 9

LD Death 0 0 0 1 0 0 0

Mental Health Death 1 6 1 4 7 9 1

5% sample 0 4 2 4 9 9 7

Requested by cons/matron 0 0 0 0 0 1 0

 Total 23 29 35 32 26 27 25

Overall Score 

1 (Very Poor) 0 0 0 0 0 0 0

2 (Poor) 3 4 3 2 3 1 2

3 (Adequate) 5 9 8 3 8 4 0

4 (Good) 13 11 15 18 6 7 1

5 Excellent 1 2 4 4 1 4 0

 Total 22 26 30 27 18 16 3

*Mandated diagnoses were pneumonia to June 2019, then congestive cardiac failure 
from July 2019.

3/5 82/169



4

Total number of cases where death was more than likely to have occurred due to 
problems with care

Of the 37 cases that so far for quarter 2 have been rated as poor, 1 was classed as a 
death more than likely due to problems in care and was referred for a Serious Incident 
investigation. Estimate therefore 3% all deaths more than likely due to problems with 
care

Learning

At each learning from deaths committee, for each case where the care was judged to 
be poor or very poor, a secondary review is completed by the committee and learning 
points are collated in and disseminated via a learning slide from clinical governance to 
clinical governance and quality assurance committee and the divisions for circulation.
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The learning slides are distributed each month via the Better care together group email 
for cascade and distribution at ward level. Copies of the learning slides are then made 
available to everyone via the Governance page on BOB. This process commenced in 
August. As can be seen, some cases at learning from deaths committee are 
highlighted for excellent care and this learning is also fed back.

Further issues

Consideration is being given to raising the number of cases randomly selected to 10% 
of reviews. A limiting factor is the poor completion rate for September which needs to 
be examined for explanation. Those deaths categorized as ‘unexpected’ are currently 
based on the judgement of the clinician in acute cases and this is often not borne out 
given the frailty and comorbidities of many of these patients and should be replaced by 
deaths occurring in patients who have been admitted for elective procedures, in line 
with national recommendations.

Agreement has been reached with Greater Manchester Mental Health (GMMH) Trust 
that they will be notified of any SJRs where patients had severe mental health 
problems for their own review. GMMH have done a similar exercise with Salford 
culminating in useful learning points for the acute Trust and the intention is to replicate 
this at Bolton. 

Conclusion

The learning from deaths programme continues to evolve with evidence of lessons 
learned now being circulated, and links with the GMMH being forged around learning 
from deaths. Timely completion of SJRs and clinician capacity to do them is becoming 
a concern which will be addressed at the next learning from deaths meeting.

Report ends
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This summary report shows the latest and previous position of 
selected indicators, as well as a year to date position, and a 
sparkline showing the trend over the last 12 months.

Understanding the Report

RAG Status

Indicator is significantly underperforming against the plan for the 
relevant period (latest, previous, year to date).

Indicator is underperforming against the plan for the relevant period 
(latest, previous, year to date).

Indicator is performing against the plan (including equal to the plan) 
for the relevant period (latest, previous, year to date).

Trend
The direction of travel of the indicator value between the previous and 
latest period is downwards, and this is undesirable with respect to the 
plan

The direction of travel of the indicator value between the previous and 
latest period is upwards, and this is undesirable with respect to the 
plan

The indicator value has not changed between the previous and latest 
period 

The direction of travel of the indicator value between the previous and 
latest period is downwards, and this is desirable with respect to the 
plan

The direction of travel of the indicator value between the previous and 
latest period is upwards, and this is desirable with respect to the plan

Executive Summary

Trust Objective RAG Distribution Total

Quality and Safety

Harm Free Care 18

Infection Prevention and Control 10

Mortality 4

Patient Experience 16

Maternity 10

Operational Performance

Access 11

Productivity 12

Cancer 7

Community 4

Workforce

Sickness, Vacancy and Turnover 4

Organisational Development 6

Agency 3

Finance

Finance 5

Appendices

Heat Maps

Thursday, October 24, 2019

Integrated Summary Dashboard - September 2019

Page 1 of 44
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Quality and Safety

Harm Free Care

Pressure Ulcers
Pressure ulcers acquired in the hospital have remained low and within plan for September with only three Category 2 pressure ulcers identified. In the community, the number 
of Category 2 pressure ulcers has increased to eight, which is one above trajectory. One of these pressure ulcers developed in a paediatric patient. The number of Category 3 
and Category 4 pressure ulcers developing in the community has remained below plan. The number of pressure ulcers attributed to lapses in care across the trust has 
increased by one since August, but continues to remain below trajectory, at three.

Falls
Falls per 1000 bed days for September is under our target of 5.3  and shows an improving position from August. YTD we are also maintaining performance at under 5.3 falls 
per 1000 bed days.
Falls with harm remain red but again show an improving position from August.  Wards with falls levels outside the 5.3 target, have increasing repeat falls or falls with harm will 
be supported from November with the introduction of a new, targeted ward review process.

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

6 - Compliance with preventative measure for VTE >= 95% 95.5% Sep-19 >= 95% 97.4% Aug-19 >= 95% 96.9% 95.5 - 97.6%

9 - Never Events = 0 1 Sep-19 = 0 0 Aug-19 = 0 1 0 - 1

13 - All Inpatient Falls (Safeguard Per 1000 bed days) <= 5.30 4.24 Sep-19 <= 5.30 6.19 Aug-19 <= 5.30 5.21 3.60 - 6.19

14 - Inpatient falls resulting in Harm (Moderate +) <= 1.6 2 Sep-19 <= 1.6 3 Aug-19 <= 9.6 10 0 - 5

15 - Acute Inpatients acquiring pressure damage (category 2) <= 6.0 3.0 Sep-19 <= 6.0 3.0 Aug-19 <= 36.0 29.0 1.0 - 8.0

16 - Acute Inpatients acquiring pressure damage (category 3) <= 0.5 0.0 Sep-19 <= 0.5 0.0 Aug-19 <= 3.0 0.0 0.0 - 2.0

17 - Acute Inpatients acquiring pressure damage (category 4) = 0.0 0.0 Sep-19 = 0.0 0.0 Aug-19 = 0.0 0.0 0.0 - 0.0

18 - Community patients acquiring pressure damage 
(category 2) <= 7.0 8.0 Sep-19 <= 7.0 5.0 Aug-19 <= 42.0 45.0 2.0 - 12.0

Thursday, October 24, 2019

Integrated Summary Dashboard - September 2019

Page 2 of 44
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Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

19 - Community patients acquiring pressure damage 
(category 3) <= 4.0 2.0 Sep-19 <= 4.0 3.0 Aug-19 <= 24.0 16.0 0.0 - 8.0

20 - Community patients acquiring pressure damage 
(category 4) <= 1.0 1.0 Sep-19 <= 1.0 0.0 Aug-19 <= 6.0 2.0 0.0 - 2.0

21 - Total Pressure Damage due to lapses in care <= 6 3 Sep-19 <= 6 2 Aug-19 <= 34 18 0 - 8

28 - Emergency patients screened for Sepsis (quarterly) >= 90% 94.3% Q4 
2018/19 >= 90% 92.5% Q3 

2018/19 >= 90% 92.5 - 94.3%

29 - Emergency patients who receive antibiotics <60 minutes 
of Sepsis diagnosis (quarterly) >= 90% 100.0% Q4 

2018/19 >= 90% 91.7% Q3 
2018/19 >= 90% 91.7 - 100.0%

30 - Clinical Correspondence - Inpatients  %<1 working day >= 80% 81.0% Sep-19 >= 80% 80.0% Aug-19 >= 80% 79.0% 75.2 - 81.0%

31 - Clinical Correspondence - Outpatients  %<5 working 
days >= 72.5% 68.6% Sep-19 >= 72.5% 72.2% Aug-19 >= 

72.5% 61.5% 50.1 - 79.3%

86 - NHS Improvement Patient Safety Alerts (CAS) 
Compliance = 100% 66.7% Sep-19 = 100% 100.0% Aug-19 = 100% 86.8% 33.3 - 100.0%

88 - KPI Audits linked to Bolton System of Accreditation 
(BOSCA) >= 85% 91.6% Sep-19 >= 85% 92.2% Aug-19 >= 85% 92.3% 91.6 - 94.0%

91 - All Serious Incidents investigated and signed off by the 
Quality Assurance Committee within 60 days = 100% 0.0% Sep-19 = 100% 100.0% Aug-19 = 100% 142.9% 0.0 - 100.0%

Exceptions

24 October 2019

Integrated Summary Dashboard - September 2019
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

17/18 1 0 0 0 0 0 0 0 0 0 1 1

18/19 0 1 0 0 0 1 0 0 0 0 0 1

19/20 0 0 0 0 0 1

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

17/18 0

18/19 1 4 2 1 2 1 1 2 1 1 5 1

19/20 1 2 0 2 3 2

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

17/18 11.0 7.0 7.0 6.0 5.0 5.0 4.0 2.0 8.0 8.0 12.0 11.0

18/19 9.0 12.0 5.0 10.0 7.0 4.0 3.0 12.0 9.0 2.0 9.0 9.0

19/20 8.0 12.0 7.0 5.0 5.0 8.0

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

17/18 77.2% 78.0% 80.3% 80.7% 81.5% 83.8% 85.0% 83.4% 74.4% 84.9% 86.3% 87.2%

18/19 83.7% 85.0% 85.1% 74.6% 72.7% 72.8% 77.8% 79.3% 69.0% 72.9% 65.3% 58.6%

19/20 50.1% 51.9% 52.3% 70.9% 72.2% 68.6%

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

17/18 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

18/19 100.0% 100.0% 100.0% 100.0% 90.0% 50.0% 33.3% 100.0% 100.0% 100.0% 100.0%

19/20 100.0% 87.5% 66.7% 100.0% 100.0% 66.7%

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

18/19 100.0% 0.0% 0.0% 25.0% 66.7% 0.0% 33.3% 100.0% 0.0% 100.0%

19/20 0.0% 100.0% 50.0% 100.0% 100.0% 0.0%

24 October 2019

Integrated Summary Dashboard - September 2019
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Infection Prevention and Control

There number of CDT cases has reduced since August from 12 to six .  Trust Board received an update last month on the approaches taken regarding back to basics in light of 
not being able to determine a single root cause.
 
Blood culture contaminants continue to reduce to 3.7%. 
 
There have been no new MRSA cases, there has been a year on year decrease in MSSA cases.

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

215 - Total Hospital Onset C.diff infections <= 3 5 Sep-19 <= 2 7 Aug-19 <= 16 23 0 - 7

346 - Total Community Onset Hospital Associated C.diff 
infections <= 2 0 Sep-19 <= 1 5 Aug-19 <= 7 19 0 - 7

347 - Total C.diff infections contributing to objective <= 3 6 Sep-19 <= 3 12 Aug-19 <= 16 37 2 - 12

217 - Total Hospital-Onset MRSA BSIs = 0 0 Sep-19 = 0 0 Aug-19 = 0 1 0 - 1

218 - Total Trust apportioned E. coli BSI <= 4 5 Sep-19 <= 4 4 Aug-19 <= 24 20 0 - 6

219 - Blood Culture Contaminants (rate) <= 3% 3.4% Sep-19 <= 3% 4.5% Aug-19 <= 3% 3.9% 2.8 - 6.8%

199 - Compliance with antibiotic prescribing standards >= 95% 85.2% Q3 
2018/19 >= 95% 86.0% Q1 

2018/19 >= 95% 85.2 - 85.2%

304 - Total Trust apportioned MSSA BSIs <= 1.3 1.0 Sep-19 <= 1.3 0.0 Aug-19 <= 7.8 3.0 0.0 - 4.0

305 - Total Trust apportioned Klebsiella spp. BSIs <= 1 1 Sep-19 = 0 1 Aug-19 <= 5 6 0 - 3

306 - Total Trust apportioned Pseudomonas aeruginosa BSIs = 0 0 Sep-19 = 0 0 Aug-19 <= 1 1 0 - 1

24 October 2019

Integrated Summary Dashboard - September 2019
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Exceptions

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

17/18 4 2 1 6 3 5 2 1 2 1 1 2

18/19 0 1 1 4 0 3 1 0 2 2 3 3

19/20 4 2 1 4 7 5

Apr May Jun Jul Aug Sep

19/20 5 5 2 7 12 6

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

17/18 2 0 8 4 3 2 1 6 2 5 4 7

18/19 2 0 5 1 7 2 4 4 2 5 2 5

19/20 4 0 6 1 4 5

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

17/18 4.1% 4.0% 1.5% 4.1% 5.4% 3.3% 6.3% 5.1% 4.9% 5.8% 7.0% 4.4%

18/19 2.5% 5.1% 3.8% 4.8% 5.7% 6.8% 6.5% 4.8% 5.2% 4.7% 5.4% 4.9%

19/20 3.5% 2.8% 4.6% 4.5% 4.5% 3.4%

24 October 2019

Integrated Summary Dashboard - September 2019
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Q1 Q2 Q3 Q4

17/18 85.4% 85.6% 84.8% 85.5%

18/19 86.0% 85.2%

24 October 2019

Integrated Summary Dashboard - September 2019
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Mortality

Crude rate has fallen slightly to 1.9% with total deaths in month of 86.  Heart failure, pneumonia and A&E deaths continue to be monitored via the ‘Learning by Deaths’ 
Committee. 

SHMI has fallen to 116 for the period April 2018 to March 2019 although this figure is still significantly higher than the England average.  

The rolling 12 month average figure for RAMI has increased slightly in the 12 months to August 2019 but this is not significant
 

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

3 - National Early Warning Scores to Gold standard >= 85% 98.8% Sep-19 >= 85% 100.0% Aug-19 >= 85% 96.2% 87.1 - 100.0%

10 - Risk adjusted Mortality (ratio) (2 mths in arrears) <= 90 99.8 Aug-19 <= 90 99.5 Jul-19 <= 90 99.8 92.2 - 100.8

11 - Standardised Hospital Mortality (ratio) (quarterly in 
arrears) <= 100.00 116.00 Q4 

2018/19 <= 100.00 119.00 Q3 
2018/19

<= 
100.00 116.00 - 119.00

12 - Crude Mortality % <= 2.9% 1.9% Sep-19 <= 2.9% 2.0% Aug-19 <= 2.9% 1.9% 1.7 - 2.7%

24 October 2019

Integrated Summary Dashboard - September 2019
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Exceptions

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

17/18 94.0 93.0 90.0 89.0 89.0 88.4 86.7 87.2 87.5 85.4 86.3 89.0

18/19 89.5 89.5 92.0 92.0 92.0 92.2 92.8 94.9 94.6 94.6 96.3 93.6

19/20 100.5 100.8 98.7 99.5 99.8

Q1 Q2 Q3 Q4

17/18 108.10 106.20 105.22 108.70

18/19 111.16 113.85 119.00 116.00

Thursday, October 24, 2019

Integrated Summary Dashboard - September 2019
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Patient Experience

A&E FFT
Although there has been a slight dip, the response rates for September remain at the 20% trajectory for a second month.

In-Patient FFT/Maternity  
The recommendation rates for in-patients and Maternity are below the 95% trajectory.  Matrons and Ward Managers continue to review the negative feedback and act to 
improve services as a result.

Complaints
There was one complaint that was not acknowledged within the 3 days target.  This is as a result of the pressures the patient experience team has been under due to sickness.

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

200 - A&E Friends and Family Response Rate >= 20% 20.0% Sep-19 >= 20% 23.4% Aug-19 >= 20% 18.7% 15.1 - 23.4%

294 - A&E Friends and Family Satisfaction Rates % >= 90% 90.7% Sep-19 >= 90% 92.3% Aug-19 >= 90% 91.3% 88.9 - 92.3%

80 - Inpatient Friends and Family Response Rate >= 30% 29.9% Sep-19 >= 30% 28.6% Aug-19 >= 30% 29.7% 25.7 - 32.7%

240 - Friends and Family Test (Inpatients) - Satisfaction % >= 90% 95.3% Sep-19 >= 90% 96.6% Aug-19 >= 90% 96.6% 95.3 - 97.9%

81 - Maternity Friends and Family Response Rate >= 15% 30.2% Sep-19 >= 15% 36.6% Aug-19 >= 15% 31.7% 25.0 - 40.0%

241 - Maternity Friends and Family Test - Satisfaction % >= 90% 94.2% Sep-19 >= 90% 96.0% Aug-19 >= 90% 95.7% 92.4 - 97.3%

82 - Antenatal -  Friends and Family Response Rate >= 15% 20.8% Sep-19 >= 15% 23.5% Aug-19 >= 15% 22.3% 7.3 - 43.4%

242 - Antenatal Friends and Family Test - Satisfaction % >= 90% 99.1% Sep-19 >= 90% 96.7% Aug-19 >= 90% 98.6% 95.9 - 100.0%

83 - Birth - Friends and Family Response Rate >= 15% 27.0% Sep-19 >= 15% 28.1% Aug-19 >= 15% 33.2% 26.1 - 50.2%

243 - Birth Friends and Family Test - Satisfaction % >= 90% 90.1% Sep-19 >= 90% 91.5% Aug-19 >= 90% 92.7% 88.7 - 97.6%

84 - Hospital Postnatal - Friends and Family Response Rate >= 15% 28.1% Sep-19 >= 15% 58.0% Aug-19 >= 15% 33.6% 17.7 - 58.0%

Thursday, October 24, 2019

Integrated Summary Dashboard - September 2019
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Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

244 - Hospital Postnatal Friends and Family Test - 
Satisfaction % >= 90% 89.6% Sep-19 >= 90% 96.7% Aug-19 >= 90% 93.3% 88.1 - 96.7%

85 - Community Postnatal - Friend and Family Response 
Rate >= 15% 47.7% Sep-19 >= 15% 44.6% Aug-19 >= 15% 40.6% 28.8 - 51.4%

245 - Community Postnatal Friends and Family Test - 
Satisfaction % >= 90% 97.0% Sep-19 >= 90% 98.3% Aug-19 >= 90% 98.1% 93.2 - 99.5%

89 - Formal complaints acknowledged within 3 working days = 100% 96.8% Sep-19 = 100% 100.0% Aug-19 = 100% 99.4% 96.8 - 100.0%

90 - Complaints responded to within the period >= 95% 95.5% Sep-19 >= 95% 95.7% Aug-19 >= 95% 97.2% 90.0 - 100.0%

24 October 2019

Integrated Summary Dashboard - September 2019

Page 11 of 44
11/44 95/169



Exceptions

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

17/18 35.3% 33.9% 24.5% 30.6% 35.1% 29.3% 36.9% 34.9% 31.3% 35.7% 37.4% 32.7%

18/19 37.5% 35.7% 33.6% 31.0% 30.9% 30.7% 32.7% 32.3% 25.7% 29.8% 29.3% 28.1%

19/20 27.9% 29.5% 30.2% 31.7% 28.6% 29.9%

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

17/18 92.7% 92.7% 95.8% 96.5% 91.7% 93.8% 94.0% 93.9% 96.2% 97.6% 94.4% 96.6%

18/19 98.1% 95.4% 93.2% 92.5% 94.4% 96.4% 90.4% 88.1% 89.6% 93.5% 93.2% 92.2%

19/20 92.0% 95.9% 88.8% 91.1% 96.7% 89.6%

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

17/18 100.0% 100.0% 95.8% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

18/19 96.6% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

19/20 100.0% 100.0% 100.0% 100.0% 100.0% 96.8%

24 October 2019
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Maternity

Maternity stillbirths per 1000 births 5.99 (this month 3 stillbirths) - 1 woman came to us from another Trust looking for confirmation and went on to birth with us, she had not 
previously been under our care. 1 woman had Type 1 diabetes at 38/40.  1 woman was 26 weeks and 5 days. None were unexpected stillbirths in labour that meet the HSIB 
criteria.

Maternity -3rd/4th degree tears  2% (improved again on last month 2.3%).

Booked 12+6  BI calculated figure was 88.9%, maternity are keeping a log of the activity and had attained 91.50%, attributed to late bookers and repeat 

Rate of preterm births.  This is for information only as this is a regional QI work supported by the LMS.

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

322 - Maternity - Stillbirths per 1000 births <= 3.50 5.99 Sep-19 <= 3.50 4.13 Aug-19 <= 3.50 4.46 0.00 - 7.94

23 - Maternity -3rd/4th degree tears <= 2.5% 2.0% Sep-19 <= 2.5% 2.3% Aug-19 <= 2.5% 2.4% 1.3 - 3.3%

202 - 1:1 Midwifery care in labour >= 95.0% 98.3% Sep-19 >= 95.0% 98.8% Aug-19 >= 
95.0% 98.8% 97.8 - 99.8%

203 - Booked 12+6 >= 90.0% 88.9% Sep-19 >= 90.0% 89.4% Aug-19 >= 
90.0% 88.7% 82.9 - 90.7%

204 - Inductions of labour <= 35% 40.9% Sep-19 <= 35% 40.4% Aug-19 <= 35% 41.9% 37.6 - 45.0%

208 - Total C section <= 29.0% 30.8% Sep-19 <= 29.0% 25.7% Aug-19 <= 
29.0% 27.8% 24.6 - 31.4%

210 - Initiation breast feeding >= 65% 69.86% Sep-19 >= 65% 65.76% Aug-19 >= 65% 68.77% 63.30 - 72.60%

213 - Maternity complaints <= 5 4 Sep-19 <= 5 6 Aug-19 <= 30 19 0 - 8

319 - Maternal deaths (direct) = 0 0 Sep-19 = 0 0 Aug-19 = 0 0 0 - 0

320 - Rate of Preterm births (rate <37 weeks as a 
percentage of all births) <= 6% 10.2% Sep-19 <= 6% 9.3% Aug-19 <= 6% 9.7% 7.6 - 11.4%

24 October 2019
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Exceptions

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

18/19 4.43 2.04 2.07 1.95 0.00 1.99 2.05 5.96 2.16 0.00 2.19 5.92

19/20 6.71 7.94 2.14 0.00 4.13 5.99

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

17/18 87.4% 88.5% 84.3% 85.6% 89.6% 90.4% 87.6% 91.3% 89.7% 86.4% 87.3% 84.8%

18/19 86.1% 88.1% 88.4% 87.5% 89.4% 87.7% 82.9% 85.9% 88.1% 84.8% 86.8% 88.4%

19/20 87.5% 87.1% 88.4% 90.7% 89.4% 88.9%

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

17/18 36.0% 38.7% 38.3% 35.2% 39.1% 37.3% 32.2% 35.1% 37.6% 36.7% 45.3% 36.6%

18/19 36.3% 40.3% 40.4% 42.6% 41.7% 40.4% 37.6% 39.2% 43.6% 39.4% 39.1% 44.2%

19/20 45.0% 40.5% 43.0% 41.8% 40.4% 40.9%

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

17/18 27.3% 26.2% 30.0% 26.4% 28.5% 29.5% 28.8% 30.4% 27.4% 27.1% 29.2% 28.5%

18/19 25.7% 28.5% 25.9% 30.3% 29.5% 27.5% 29.1% 29.4% 31.4% 30.7% 28.4% 28.5%

19/20 26.6% 24.6% 29.7% 29.3% 25.7% 30.8%

24 October 2019
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

18/19 9.5% 10.8% 7.9% 8.9% 9.8% 8.5% 7.6% 7.6% 11.4% 8.3% 9.2% 9.5%

19/20 8.9% 10.7% 10.0% 8.8% 9.3% 10.2%

24 October 2019
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Operational Performance

Access

4 hour Standard
There has been significant pressure on bed availability towards the end of September which saw performance fall behind for the first time compared to the previous period last 
year. 
This has been exacerbated with the launch of EPR through October. The knock on effect on ambulance turnaround due to congestion in the department has seen turnaround 
times deteriorate, although remaining better than any point in the previous year. Recovery with the launch of EPR is not expected until November.

Latest Previous Year to Date Last 12 Months

Outcome Measure Plan Actual Period RAG Plan Actual Period RAG Plan Actual RAG Range Trend

7 - Transfers between 11pm and 6am (excluding transfers 
from assessment wards) <= 30 29 Sep-19 <= 31 36 Aug-19 <= 183 167 13 - 42

8 - Same sex accommodation breaches = 0 19 Sep-19 = 0 17 Aug-19 = 0 81 2 - 20

26 - Patients going to theatre within 36 hours of a fractured 
Neck of Femur >= 75% 68.8% Sep-19 >= 75% 63.9% Aug-19 >= 75% 70.5% 56.8 - 90.6%

41 - RTT Incomplete pathways within 18 weeks % >= 92% 84.8% Sep-19 >= 92% 84.4% Aug-19 >= 92% 85.4% 84.4 - 89.4%

42 - RTT 52 week waits (incomplete pathways) = 0 6 Sep-19 = 0 6 Aug-19 = 0 34 1 - 9

314 - RTT 18 week waiting list <= 22,812 26,705 Sep-19 <= 22,812 25,184 Aug-19 <= 
22,812 26,705 22,554 - 26,705

53 - A&E 4 hour target >= 95% 84.5% Sep-19 >= 95% 85.2% Aug-19 >= 95% 85.3% 78.9 - 91.3%

70 - Ambulance handovers to take place within 15 minutes 
(no of patients waiting > 30 mins<59 mins) = 0.0% 6.1% Sep-19 = 0.0% 3.1% Aug-19 = 0.0% 4.0% 3.1 - 9.7%

71 - Ambulance handovers must take place within 15 
minutes (no of patients waiting > 60 mins) = 0.00% 2.70% Sep-19 = 0.00% 0.81% Aug-19 = 0.00% 1.44% 0.35 - 3.50%

72 - Diagnostic Waits >6 weeks % <= 1% 0.7% Sep-19 <= 1% 0.9% Aug-19 <= 1% 1.0% 0.4 - 3.2%

27 - TIA (Transient Ischaemic attack) patients seen <24hrs = 100% 77.0% Sep-19 = 100% 83.3% Aug-19 = 100% 70.9% 0.0 - 100.0%

24 October 2019
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