
[image: image1.jpg]Bridgewater Community Healthcare NHS

NHS Trust




BRIDGEWATER COMMUNITY HEALTHCARE NHS TRUST BOARD

Thursday 5 January 2012, 10am
Boardroom, Cowley Hill Lane, St Helens
A G E N D A 
PART I - OPEN
	10:00
	211/11
	CHAIRMANS INTRODUCTION

(i) Apologies for Absence – Steve Cash and Colin Scales


(ii) Chairman’s Welcome 
(iii) Declarations of Interest in Items on the Agenda
(iv) Chairman’s Feedback:
1) Non-Executive Membership of Committees

2) Potential Change of Date for February Board – to Wednesday 1 February or Friday 3 February 2012
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	10:05
	212/11
	PATIENT STORY – HALTON AND ST HELENS DIVISION
PRESSURE ULCER CARE – LORRAINE HODSON, CLINICAL SERVICES MANAGER

	

	10:35
	213/11
	MINUTES OF THE LAST MEETING HELD ON 1 DECEMBER 2011
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	10:40
	214/11
	MATTERS ARISING FROM MINUTES AND ACTION LOG
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	10:55
	215/11
	QUALITY AND SAFETY
(i) Review of Corporate Risks – Dorian Williams 
(ii) Responsible Officer Regulations – Stephen Ward
(iii) CQC Outcomes – Access to Services for Patients with a Learning Disability – Colin Scales 
(iv) Governance of Integrated Care in Trafford – Kate Fallon
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	216/11
	STRATEGY AND PLANNING
(i) The Vision for Bridgewater for 2016
(ii) Hospice/End of Life Care – Stephen Ward
(iii) Organisational Uptake of Telehealth – Stephen Ward
(iv) QIPP Update, Bridgewater and Partner Organisations – Seamus McGirr
(v) Community Foundation Trust – Linda Agnew
1) Proposed Branding

2) Proposed Constitution

3) Proposed Consultation 

4) Board Governance Assurance Framework Briefing 

(vi)  Deloitte Board Development Programme – Kate Fallon/John Ward 
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	BREAK 
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	217/11
	FINANCE AND PERFORMANCE
Integrated Performance Report 

(i) Performance Report (including FT Pipeline Report) – Seamus McGirr 
(ii) Finance Report – Mike Treharne 

	
[image: image19.emf]21711i  BRIDGEWATER PERFORMANCE Board Report FINAL Month 8.pdf


[image: image20.emf]21711ii Board  Finance Report M8 Final.pdf



	11:50
	218/11
	REPORTS AND MINUTES FROM COMMITTEES 
(i) FT Programme Board Terms of Reference – Linda Agnew
(ii) Nominations and Remuneration Committee Terms of Reference – John Ward
(iii) Report from the Performance Sub Committee held on 19 December 2011

(iv) Unapproved Minutes of the Inaugural Meeting of the CFT Programme Board held on 8 December 2011 

(v) Minutes from the Audit Committee held on 10 November 2011
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	220/11
	ANY OTHER BUSINESS – at the Chairman’s discretion
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	221/11
	OPPORTUNITY FOR ATTENDING MEMBERS OF STAFF, THE PUBLIC AND THE MEDIA TO RAISE RELEVENT ISSUES AT THE CHAIRMAN’S DISCRETION


	

	
	222/11


	DATE AND TIME OF NEXT MEETING – To be confirmed

	

	MOTION TO EXCLUDE
Having concluded the business of the Board the Chairman requested that: Members of staff, the public and the media be excluded from the remainder of this meeting, having regard to the confidential nature of the business to be transacted, publicity on which would be prejudicial to the public interest 
(Section 1 (2) Public Bodies (Admissions to Meetings) Act 1960)



	
	223/11
	CONFIDENTIAL ISSUES – see separate agenda
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Board Meeting on:  Thursday 5 January 2012 
 
Agenda Item: 216/11(iv)  
 


 
Title:  
 


 
QIPP Update, Bridgewater & Partner Organisations  


 
Prepared by: 
Seamus McGirr 
Director of Clinical Performance 


 
Presented by: 
Seamus McGirr 
Director of Clinical Performance 


  


Executive Summary:  
 
Provision of an update for the Bridgewater Board on QIPP 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


Improving Patient Care 
Improving efficiency and effectiveness 
Supporting communities 
Working in partnership 
QIPP 


Number Title 
 


4 
 
 
6 


Care and welfare of people 
who use services 
 
Co-operating with other 
providers 
 


 
Hygiene Code of Practice 
supported by this paper: Not 
Applicable 


 


 
Recommendation: 


 


Board is asked to endorse the proposals. 
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Bridgewater Community Health Care NHS Trust Board 
 


Title QIPP Update, Bridgewater & Partner Organisations 


Author Seamus McGirr 


Date January 2012 


Purpose Update Bridgewater Board on QIPP  


Audience Trust Board 


 
INTRODUCTION 
 
QIPP is a large scale transformational programme for the NHS, involving all NHS staff, 
clinicians, patients and the voluntary sector with the intention of  improving the quality of 
care the NHS delivers whilst making up to £20billion of efficiency savings by 2014-15, which 
will be reinvested in frontline care. 


 
To date, QIPP has focussed mainly on reducing hospital activity either by actual activity 
reduction or transfer of a proportion of that activity back into Communities (either back to 
GP practices or into Community Healthcare organisations on the premise that cost or tariff 
will be lower).   The delivery and aspiration for QIPP has been inextricably tied into Demand 
Management which is seen mainly as admission avoidance schemes which aim to influence 
cost and productivity. However regional (& national) data show that over the last 3 years: 


 


 A&E attendances have increased  by 2.25% (3.6% nationally) 


 Emergency admissions have increased by 7.85%  over the same period  (slightly 
less than the national rate ) 


 That despite slower growth than the England average, the North West shows 
higher attendance and admission activity so the lower growth serves only to 
bring the North West closer to the England average rather than indicate high 
performance. 


 Elective (planned) admissions have reduced by approximately the same rate that 
day case admissions have increased (releasing some acute hospital bed space as 
each day case patient requires about 1 bed day compared with a 4 bed average 
for each elective case, however a recent significant increase in planned elective 
activity is seen across the North West although there is some speculation that 
this is related to challenges with the 18 week planned care (RTT) target.) 


 Community activity has increased significantly (see Bridgewater report) although 
this is partly attributable to better data collection as Community Providers 
collate activity information better in preparation for Community tariffs and 
evidence of cost efficiency. 


 
NB All the above activity increases apart from additional Community activity 
attracts additional tariff income for providers and has been seen to increase overall 
costs rather than decrease them. 


 
Determining true demand is fundamental to developing effective demand management 
strategies but few health communities have definitively or scientifically defined demand and 
all too often demand is confused with pressure, usually as seen and felt in A&E Units and in 
recent years in Ambulance queues. 
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When pressures occur, typically in winter and in holiday periods, the systems response is 
invariably to increase bed capacity at acute hospitals to ensure that performance targets are 
met with the undesirable effect of increasing acute sector cost and hospital average length 
of stay. 


 
There are no apparent examples of successful, population level admission avoidance 
schemes where the alternative provision is provided “as well as” rather than “instead of”.  
 
In order to transfer activity into a community setting, alternatives must first be created but 
then the previous hospital based service must be decommissioned.  There is minimal 
evidence locally, regionally or nationally that this has been achieved on the scale necessary 
to deliver the required QIPP savings. 


 
The principle that activity would transfer from hospitals to community settings has not yet 
been realised in the majority of health economies as whilst community providers developed 
“alternatives” to hospital admission which enhanced the quality and timeliness of care, 
hospital activity generally did not reduce and hence overall cost increased. 


 
Schemes intended to target the Quality, Innovation and Prevention aspirations of QIPP are 
fewer and less well defined as the NHS primarily focuses on achieving cost reductions over 
the last 2 and the next 5 years. 


 
Data suggest that the progress anticipated in reducing hospital activity has been slower than 
expected as a minority of health communities have seen activity reductions.  2011-12 
contracts have however in many health economies either capped or blocked contract 
payments so additional activity does not always attract a standard payment so the cost of 
additional activity at many acute hospital sites has been at the providers expense. 


 
The table below shows the comparative growth/ reductions in activity across the 
Bridgewater geographical footprint 
 
 
 


2008 to 2011 activity growth/ reduction comparison, unplanned activity, 
Bridgwater Community Healthcare NHS Trust and Acute Trusts within the 
Bridgewater footprint. 
 


Increase / 
decrease % 


A&E 
attends 


Total 
Emergency 
admissions 


Walk in Centre 
attendances  


Trafford 2.83 -10.99 2.81 
Altringham General (09-10 
comparison) 


WWL 7.04 1.93 3.01 Leigh WiC 


Warrington 12.21 3.89 N/A  


STHK -8.44 6.36 54.03 Widnes WiC opened late 2007 


 
 


The data show that with the exception of a reduction in A&E attendances at St 
Helens and Knowsley Hospitals and a reduction in Emergency admissions at Trafford 
General Hospitals, activity increases are seen at Acute Hospitals despite the 
availability of community based alternatives.   
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Whilst the aspiration of delivering care closer to home can be evidenced (additional 
WiC activity, additional Out Of Hours activity and additional Community Trust 
activity)  
 


 overall activity has increased   


 the overall cost of hospital activity has increased 


 Community activity has increased but as community activity is 
commissioned in a “block” the cost per case in community activity has 
reduced and the overall community costs contained. 


 
The logical assumption is therefore that QIPP schemes that intend to impact whole 
pathways of care (community – hospital – community) will only be successful if providers 
can co-operate across pathways to transfer activity to a lower cost base where the viability 
of the health community takes precedence over the interests of a single provider. 
 
As a consequence there is a greater body of evidence relating to QIPP schemes within single 
providers rather than whole health community schemes that reduce overall activity or 
transfer activity to a lower cost provider.  This can be summarised as seen below: 
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Key QIPP Schemes in Bridgewater 2011-12 
 
In 2011/12, the Bridgewater Divisions undertook local schemes relevant to the needs and 
strengths of each respective Division.  The schemes in line with the QIPP intentions to 
improve Quality, show Innovation, increase Productivity and Prevent ill health are 
summarised below 
 


Ashton Leigh and Wigan Division 
 


Hospital at Home Service – The benefits of this service have been shown to include 
increased patient satisfaction, a reduction in hospital acquired infections, and a positive 
impact on acute bed occupancy. 
 
Calculations show that in 2010/11 
 


 1,150 A&E attendances were potentially avoided at an average  cost of circa £113 
per attendance 


 
Attendance cost £113 


Attendances avoided 1150 


   
Total potential cost 
saving £129,950 


 


 Assuming an admission (conversion rate) of 28.6% (WWL 3yr average) an additional 
329 admissions have been potentially avoided at an average short stay cost of £495 
per admission 


 
Admission cost £329 


Admissions avoided 495 


   
Total potential cost 
saving £162,855 


 
 


 £15k savings were made from reductions in travel costs during 10/11 through the 
use of mobile technology. 


 916 referrals from acute services were received to facilitate early discharges. 


 National Audit Requirement 125 (is the patient still resident at home 3 months after 
leaving service); 98% of patients who had received care from the service remained 
at home and had no attendances at A&E.   


 Total cost benefit (cost avoidance) is therefore seen to be circa £308,000 during the 
year 10-11 


 
 
NB in 2011, the Hospital at Home team transferred to WWL and data show that post 
transfer the admission rate at WWL has risen by 33 patients per week average  at an 
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annualised potential cost of 33x£329 per week = £564,500 per annum,  at short stay 
admission cost average. 


 
 
Warrington Division 
 
In Warrington the Division was contracted to undertake a community alternative to the 
previous hospital based dermatology service as the hospital based service had staff 
recruitment challenges, was hospital tariff based and was not based in the community.  As a 
very low proportion (5.3%; C&M attrition profiles 2006/7) of dermatology patients require 
inpatient treatment, the provision of a predominantly hospital based solution was 
inappropriate. 
 
The QIPP opportunity has released a number of benefits: 
 


 Provides management plan for primary care to implement without the patient 
needing to be seen by a specialist. 


 Electronic referrals system to reduce administrative processes and improve 
efficiency. 


 Reduction of inappropriate referrals to secondary care. 


 Reduction of first and follow-up outpatient attendances in secondary care. 


 Improved patient management of long term skin disease. 


 Within the context of a 5% annual increase in dermatology referrals the cost per 
case continues to reduce year on year as efficiency improvements absorb the 
additional activity within a fixed cost service.  


 The nurse led photography clinic has resulted in 50% of patients no longer 
requiring a face to face doctor assessment. 


 Reduction of waiting times to treatment. 


 Promotion of the development of specialisation in primary care. 


 
 
Trafford Division 
 
 
A number of clinically driven schemes are underway within Trafford Division which include: 
 
 


 Sip Feed Scheme - It is anticipated that as well as improving patient safety, savings of 
approximately £110,000 will be made as a minimum based upon a similar project 
undertaken in Salford. A survey of 56 patients on repeat prescriptions for sip feeds 
has indicated that there is a potential cost saving of £9,000 in six months, from this 
small cohort of patients. 


 Wound Care Prescribing Project – Total expenditure in Trafford on wound care 
products through the leg ulcer clinic is approximately £120k. Total spend on wound 
care products in Trafford equates to £600k approximately. The scheme aims to 
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significantly reduce the overall cost of wound care and an evaluation is planned in 
2012. 


 Urology Catheter Prescribing – Rotherham PCT Continence Service have successfully 
implemented a similar service to the one proposed and have seen first year savings 
of up to 45% on products dispensed where the patient has chosen to enter the pilot 
project.  It is estimated that the current prescription costs for urology appliances 
(excl. sheath systems) will reach £320,745 in the current year which is increasing by 
5% each year.  The anticipated savings are therefore in the region of £144,000 per 
annum 


 Ring Pessary Scheme – The proposed transfer of this service to Trafford Provider 
services will offer cost savings of £44,704 to the PCT per annum. 


 
Halton & St Helens Division 


 
Two formal QIPP schemes are underway in the Halton & St Helens Division as part of the 
overall QIPP agenda to improve access and waiting times across the Division. 
 
A  Telehealth project is underway within the Division to enable a new way of caring for 
people with multiple complex and long term conditions and avoid attendances and 
admissions to hospital.  Data suggest that several hundred potential admissions have been 
avoided although a full evaluation is not yet available. 
 
Assuming 200 avoided admissions the scheme has yielded a cost benefit of circa £100,000. 
 
Walk in Centre services at St Helens and Widnes have been strengthened and extended over 
the last 2-3 years with a 54% increase in WiC attendances and a knock on reduction in 
attendances at acute hospitals particularly St Helens and Knowsley Hospitals of circa 159 per 
week 
 
The impact of this calculated at £113 per attendance is approximately £18,000 per week or 
£934,000 per annum. 
 
NB whilst Bridgewater can impact attendances at acute hospitals it has more limited impact 
on admissions as admission decisions depend on a number of factors which include reason 
for attendance, hospital ways of working, hospital facilities and historical practices.  Whilst 
attendance numbers at St Helens and Knowsley hospitals have reduced over the period, 
admissions to hospital have increased by 6.3% or 49 admissions, average, per week.   
 
Assuming a cost of £495 per admission (short stay) the additional cost of admissions is 
approximately £1.26 million. 
 
In summary whilst Halton and St. Helens QIPP schemes described have potentially avoided 
£1.1million in costs, the overall impact is diluted by the increased admission rate at hospital. 
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Summary 


 


Bridgewater QIPP schemes can clearly be seen to have: 


 


 targeted opportunities within Bridgewater’s entire control 


 facilitated the transfer of activity from acute hospitals to community settings, 
improving access, reducing waiting times and avoiding unnecessary attendance and 
admission. 


 (thereby)  improving the quality and timeliness of care 


 reduced the total potential cost of activity as much of the transferred activity and 
service redesign activity has been undertaken within a block contract and with 
minimal pump priming 


 supported acute hospitals to constrain growth thereby contributing to the NW lower 
growth figures 


 


Whilst all of the QIPP initiatives have the intention of supporting partner organisations to 
reduce their activity and cost base, the reductions seen in activity at acute hospitals have 
not matched the increase in activity seen in the community setting. 


 


The QIPP gains seen to date are therefore insufficient at this point to assure the financial 
reductions required of the wider health communities. 


 


Many of the Bridgewater QIPP initiatives incurred actions within Bridgewater alone and the 
opportunity remains to ensure that actions within Bridgewater are mirrored by pathway and 
operational changes in other provider organisations that partner with Bridgewater. 


 


Whilst Bridgewater Community Healthcare NHS Trust needs to continue to focus on care 
closer to home, cost reduction, innovative initiatives to constrain healthcare growth and 
supporting partner organisations through non bed based care provision; faster progress will 
be possible only through better co-ordination at Level 2 and above. 


 


A number of QIPP fora exist where PCTs, acute hospitals, GP commissioners and GP Practice 
and Community Providers meet to discuss and agree QIPP initiatives.  Priorities are agreed in 
a number of the QIPP “footprints”.  Bridgewater Trust is variably represented at each of 
these for and a strengthened presence and involvement could/ would deliver more aligned 
actions and more substantial delivery. 


 


It is therefore proposed that: 


 


 Bridgewater agree formal consistent engagement across all QIPP sub regional 
groups 


 Bridgewater establishes an internal QIPP group to maintain QIPP activity at level 1 
and to target level 2 QIPP opportunities with partner organisations and with 
commissioner support. 
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 That Bridgewater ensures that QIPP initiatives are quantified in terms of quality and 
financial benefit and evidence is shared widely with Commissioners and partner 
organisations. 


 


Board is asked to endorse these proposals. 
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Board Meeting on: Thursday 5 January 2012 
 
Agenda Item: 215/11(iv)  


 


 
Title: 
 


 
Governance of Integrated Care in Trafford 
 


 
Prepared by:  
Kate Fallon 


 
Presented by:  
Kate Fallon 


  


 
Executive Summary: An Overview Of Current Governance Arrangements Around 
The Trafford Integrated Health And Social Care Programme 
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


 Organisation Number  Title 
 


6 Cooperating With Other 
Providers. 


 


Hygiene Code of Practice 
supported by this paper: No 


 


 
Recommendation: 


 
Board is asked to endorse these revised 
Governance arrangements and to reiterate its 
ongoing support to the Integration 
programme 
 


 


 







 
 


 
Governance of Integrated Care in Trafford 


 
 
1. Background 
 


In December 2011 the Board approved the interim governance arrangements for 
the Trafford Strategic Programme Board.  This involves Bridgewater Trust’s 
participation in the oversight of the transfer of Trafford Hospitals Trust to Central 
Manchester Foundation Trust in April 2012. 
 
An important element of that transfer is the requirement for massive cost savings 
across the Trafford health economy, which can only be achieved by delivering 
more care closer to home at a significant scale. 
 
Prior to the tightening up of deadlines for all NHS trusts to achieve foundation 
status by 2014, the Trafford health economy had been working together to plan a 
truly integrated care organisation.  This organisation was strongly influenced by 
models such as Kaiser Permanente and Intermountain Healthcare in the USA.  
Local GPs, as providers, were to be an integral part of the new NHS body, which 
was to be based on the transformation of Trafford Hospitals Trust. 
 
At the same time that adult health services were being redesigned, much closer 
integration between Health and Social Care for the frail, elderly and vulnerable 
adults was being pursued in conversations between the Local Authority, Trafford 
MBC, and the PCT 
 
The Health and Social Care Integration Programme was given a governance 
structure which has now been amended to include Bridgewater Community 
Healthcare NHS Trust, as at Appendix 1. 
 
The CEO attends the CEO Review Meetings.  It may be appropriate to establish 
links between the Chairman and the Leader of the Council in Trafford to underpin 
the proposed arrangements. 


 
2. Trafford ICS 
 


With regard to Integrated Care Services, NHS Trafford has established an ICS 
Management Board and a proposal for Governance has been presented to that 
Board on the 13 December 2011.  The full version is now attached at Appendix 2, 
giving much more insight into the process being applied to the redesign of clinical 
services in Trafford. 
 
The main impact for Bridgewater Community Healthcare NHS Trust is to learn 
how integration can be achieved, despite the acknowledged perverse incentives 
in the system.  The Trafford Health Economy have been working on this strategy 
for over two years and have taken advice from organizations such as the Nuffield 
Foundation and the Kings Fund.  It is the only area in England where whole-
system change is being attempted at scale. 


 
 
 


…/.. 
 
 







Page Two 
Governance of Integrated Care in Trafford 
 
 
 
3. In Conclusion 
 


The Trafford ICS Programme provides a unique opportunity to participate in a 
well-planned scheme which aims to deliver an ‘alternative’ NHS system of care 
for a whole Borough population. 
 
Board is requested to endorse full commitment to the programme and its 
governance arrangements. 


 
 
Dr Kate Fallon 
Chief Executive 
 
29 December 2011 
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Appendix 1 
 


HEALTH AND SOCIAL CARE INTEGRATION 
 
 
Programme Governance structure 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
           
           
           
           
           
           
           
           
           
           
           
           
           
       
 
 
 
 
 
 
 


 
* Suggest substitute Bridgewater Community Healthcare ‘Board’  


  
 


Health and Social Care Integration 


Strategic Management Group 


Programme Management 


Steering Group 


Service Redesign 


Group 


Corporate Support 


Group 


Bridgewater  


SMT 


Bridgewater 


Executive   * 


TMBC : 


CWB SMT 


Transformation  


Board 


Council  


Executive 


ICS 
Management  


Board 


Chief Executive  
Review : 
TBC & 


Bridgewater 


Transitional 
Care Group 


  


Long Term 


Support  Group 


Service  
Improvement  


Programme 







 


1 
 


 
Appendix Two 


 
 


ICS MANAGEMENT BOARD 
 
To be held on:- 13th December 2011         
          Agenda No 5 
  
 


Report of: 
 


ICS Programme Director 
NHS Greater Manchester Project Director, A New Health Deal 
for Trafford 


Paper Prepared by: 
 


Samantha Nicol 


Date of Paper: 
 


13th December 2011 


Subject: 
 


Governance arrangements to support clinical service redesign 
and the future integrated care system across Trafford. 


Summary: 
 
 


 This paper sets out a proposed governance framework that is 
intended to establish a single governance structure to sustain 
the integrated clinical redesign of services for Trafford residents.  
These governance arrangements meld the current Integrated 
Care System Programme governance arrangements with those 
of the New Health Deal for Trafford Project.  This seeks to 
support the clinical redesign of services and to provide a 
sustained framework for the on-going design and 
commissioning of services to ensure integrated care across 
Trafford.   


Assurance process This paper is expected to be reviewed by the ICS Management 
Board and the New Health Deal for Trafford Strategic 
Programme Board. 


Relationship to 
Guidance or External 
assessment processes 
 


N/A 


Communication 
/Consultation with staff, 
patients and public 


Not applicable at this stage. 


Recommendation  The Board is asked to confirm its agreement to the 
governace arrangement as it is proposed in this paper. 


 The Board is asked to request the Programme Directors 
to finalise the Terms of Reference and membership of 
the Integrated Care Services Redesign Board and 
present them for ratification by the ICS Management 
Board and the Strategic Programme Board at their 
January meetings. 


 The Board should note that the melded arrangements 
proposed will be for the period of time taken to complete 
the clinical service redesign for the Trafford Healthcare 
NHS Trust acquisition and then the arrangements will be 
expected to revert to those established for the integrated 
care system albeit with appropriate revisions. 
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In case of query, please 
contact: 
 


 0161 746  
Fax 0161 746  
E-mail @trafford.nhs.uk 
 


 
1.0 Introduction 
 
This paper has been composed by the Integrated Care System (ICS) Programme Director and the NHS 
Greater Manchester Project Director, A New Health Deal for Trafford, as a result of discussions held with 
the ICS Management Board Chairman, Mr Graham Wallis, and within the Trafford Steering Group chaired 
by Ms Leila Williams, Director of Service Transformation, NHS Greater Manchester. 
 
The intention is to describe the current governance arrangements for the Integrated Care System 
Programme and to show how these can meld with the requirements for governing the clinical redesign 
phase of the New Health Deal for Trafford project. 
 
Furthermore there is a requirement to then ensure a sustained governance approach to the clinical 
redesign of services to provide integrated care across the Trafford health and social care system and the 
necessary commissioning of such services by the clinical commissioning group. 
 
2.0 Integrated Care System Programme 
 
Across the health and social care system there has been a programme of work running to develop the 
infrastructure of an integrated care system since April 2010.  The governance arrangements are illustrated 
below: 
 
 
 


 
              
              
              
              
              
              
              
              
   
The Stakeholder Board has involved the Chief Executives and Chairmen or their nominated deputies of all 
health and social care partners in the Trafford Integrated Care System.  Appended for information is the 
membership and terms of reference of this Board.  The Stakeholder Board  has had oversight of the entire 
programme and was a mechanism through which the progress of the programme could be communicated 
to the Boards of all partner organisations.  
 
The Management Board has been a Trafford specific group which has  been responsible for the 
implementation of the programme plan and for the utilisation of the allocated resources of £2m. Again for 
information the membership and terms of reference of the Board are appended. 
 
The Clinical Redesign Group has been responsible for the operational activities of all the workstreams and 
the projects within them and for supporting the project groups to achieve their aims and complete the 
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mandates they were given.  This Group has been supported by the Clinical Board which was also there to 
ensure clinical governance was adhered to and that any changes in service were clinically appropriate and 
safe and adhered to evidence best practice and agreed standards. 
 
Each workstream and project within these has had an executive sponsor and project manager.  All the 
workstream steering groups and project groups are jointly chaired where possible by a hospital consultant 
and a GP. 
 
All the projects have had project initiation documents and implementation plans and report each month 
using a progress, issues, next steps exception report. 
 
3.0 A New Health Deal for Trafford, Clinical Redesign Project 
 
The New Health Deal for Trafford Project has been established to: 
 


 Continue the development of a commissioner led, clinically designed vision for the provision 
of healthcare in Trafford 


 Implement effective public engagement and consultation throughout the development 
            and implementation process 


 Implement a safe, sustainable health system for Trafford. 
 
The governance arrangements are illustrated below: 


 
 


 
 
The Strategic Programme Board has an independent Chair, meets monthly and is attended by senior 
representatives from all stakeholder organisations.  The Strategic Programme Board acts as a committee 
of NHS Greater Manchester and is responsible for agreeing proposals for the range, scale and location of 
services to be provided within Trafford, in particular those areas relevant to the future shape of Trafford 
General Hospital, Altrincham General Hospital and Stretford Memorial Hospital. 
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The Integrated Care Design Board seeks to oversee the design of clinical models, test proposals for 
cohesiveness and clinical compatibility as well as against the wider strategic vision.  The Board has not yet 
met but there is an intention that it should be commissioner chaired and that it needs to meet regularly 
throughout the clinical redesign phase of the New Health Deal for Trafford project. 
 
4.0 The Governance Proposal 
 
The proposal is to meld the current ICS Programme arrangements (i.e. the Stakeholder Board, 
Management Board, Clinical Redesign Group and Clinical Board) into one Integrated Clinical Services 
Redesign Board. 
 
This Board will then sit, during the clinical redesign phase of the New Health Deal for Trafford Project, 
under the Strategic Programme Board and will replace the Integrated Care Design Board currently outlined 
in the governance structure.  Once proposals for this work have been agreed, and public consultation is 
underway, the Board will revert to sitting beneath the Board of the Clinical Commissioning Group and revert 
to the previous integrated care system governance arrangements albeit with appropriate revisions. 
 
5.0 The Integrated Clinical Redesign Board 
 
5.1 Membership 
This Board is likely to be chaired by the Trafford  Commissioning Consortium  Chairman and must have the 
required representation from all the constituent bodies.  It is suggested that while it meets under the 
authority of the Strategic Programme Board, and therefore in respect of the clinical redesign process, it 
should include a senior clinical representative from each of the following organisations: 
 


 NHS Trafford 


 Trafford Healthcare NHS Trust 


 Trafford Providers Services (Bridgewater Community Trust) 


 Central Manchester Hospitals NHS FT 


 South Manchester Hospitals NHS FT 


 Greater Manchester West NHS FT 


 Trafford Primary Healthcare Ltd 
 
It should also have appropriate representatives from: 
 


 Trafford Metropolitan Borough Council 


 Trafford Commissioning Consortium (other than the Chairman) 


 NHS Greater Manchester 


 North West Ambulance Service 
 
Consideration will need to be given to other members such as: 
 


 Patient and carer representation 
 
The Board would also benefit from appropriate professional support from the following functions: 
 


 Finance and Contracts 


 Information/Performance 


 Workforce (organisational development and HR might be required on an adhoc basis) 


 Communications 


 IM&T 
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5.2 Purpose 
 
The purpose of the  Board is to: 


 Ensure clinical leadership supporting the clinical redesign of services across organisations based on 
the agreed principles for integration and meeting the needs of local residents as outlined in the 
published commissioning intentions 


 Ensure that the redesign of services ensures that they meet all clinical governance requirements for 
quality and safety and are utilising resources appropriately to meet the needs of the Trafford 
population 


 Hold the workstreams and project groups to account for the delivery of agreed outcomes through 
the executive sponsors 


 Test the proposed service changes as required with organisations, the public and other 
stakeholders 


 Support integrated care provision through collaborative working across and within partner 
organisations 


 Foster a culture of continuous quality improvement  


 Engage patients, clinicians and managers in the redesign of services that are integrated 


 Promote clinical leadership  


 Promote patient centred care. 
 
 
5.3 Roles and Responsibilities 
 
It is expected that the members of this Board will be of a sufficient seniority to have the experience and 
skills to be able to support effectively the purpose of the Board and to be able to have the appropriate 
(delegated) authority to take decisions relating to integration of services to meet local health needs as 
required. 
 
The role of executive sponsors for the workstreams that will sit beneath the Integrated Service Redesign 
Board undertaken by members of the Board will ensure a clear line of accountability and communication 
between the worksteams and the Board.  This role is also pivotal in supporting the workstreams to agree 
and deliver the appropriate outcomes. 
 
The Board will also need to be supported by experts from support functions such as Finance etc and it is 
expected that each of the workstreams will involve experts from these functions too. 
 
5.4 Sub Groups 
 
It is proposed that the current ICS Programme workstreams will sit beneath the Board and that there will, 
during the New Health Deal for Trafford clinical redesign process, be a number of other workstreams 
reporting into the Board.  These are: 


 Unscheduled Care 


 Outpatients 


 Surgical Services (including the Greater Manchester Surgical Centre) 


 Clinical Support Services  
These workstreams will be multi professional and will include representation from each of the partner 
organisations and will be responsible for taking forward the clinical redesign work.  
 
Each of the workstreams may require task and finish project groups within them to undertake pieces of 
work, but will continue to be responsible for leading and monitoring whole system change leading to fully 
integrated services across the system. 
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6.0 Conclusions 
Following a number of discussions and given the current requirement to ensure an appropriate design of 
secondary care services as part of the New Health Deal for Trafford project the governance arrangements 
around the ICS and the clinical redesign elements of the New Health Deal project should be melded 
together to form a single Integrated Clinical Redesign Board for the time it takes to complete the clinical 
service redesign for the Trafford Healthcare NHS Trust acquisition. 
 
Following the completion of the clinical redesign phase of the New Health Deal project this Board will then 
continue to lead the integrated clinical redesign of services across the health and social care systems 
within Trafford led by the Trafford Commissioning Consortium. 
 
 
7.0 Recommendations 
It is therefore recommended that: 
 


 The Board confirms it’s agreement to the governance arrangement as it is proposed in this paper. 
 


 The Board requests that the Programme Directors finalise the Terms of Reference and the 
membership of the Integrated Care Services Redesign Board and present them for ratification by 
the ICS Management Board and the Strategic Programme Board at their January meetings. The 
Board should note that the melded arrangements proposed will be for the period of time taken to 
complete the clinical service redesign for the Trafford Healthcare NHS Trust acquisition and then 
the arrangements will be expected to revert to those established for the integrated care system 
albeit with appropriate revisions. 


 The Board should note that the melded arrangements proposed will be for the period of time taken 
to complete the clinical service redesign for the Trafford Healthcare NHS Trust acquisition and then 
the arrangements will be expected to revert to those established for the integrated care system 
albeit with appropriate revisions. 
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Title: 
 


 
Review of Corporate Risks December 2011 


 
Prepared by: 


 
Presented by: 
 


Vaughan Reeves, 
Interim Head of Risk 


Dorian Williams 
Director of Governance/Executive Nurse 


 
Executive Summary:  
 
The Corporate Risk Report is a summary of the combined risks from the Corporate 
Assurance Framework and those operational risks evaluated by the Divisions as 
scoring score 15+ and are therefore being escalated for the attention of the Board as 
Accountable Officers. 
 
 There are currently 53 Corporate Risks 
 
 No Extreme strategic or operational risks 
 
Risk Level Decreased or Removed 
 
 The existing strategic risk “3.1.01 Failure to comply with national CQC LD 


outcomes” reduced risk score from 16 to 8.  Likelihood has been reduced from “4 
Likely” to “2 Unlikely”.   


 
 Warrington risk “Failure to meet contractual demand” within the Paediatric 


Audiology service was re-evaluated by the Division and the DMT agreed at their 
November meeting a reduction from 15 Extreme to 6 Moderate.  This is due to an 
approved increase in staffing for December 2011. 


 
 Warrington risk “Receiving insufficient information from a sending Prison…” was 


re-evaluated by the Division and the DMT agreed at their November meeting a 
reduction from 16 Extreme to 12 High.  This is due to the implementation of 
SystemOne to receive clinical information. 


 
Extreme Level Risks (15+) 
 
 No Extreme risks at present. 
 


 







 


 


 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


All Number Title 
 


All All 


 
Hygiene Code of Practice 
supported by this paper: 


YES 
Risk 2.1.04 “Unacceptable incidence 


of Community Acquired Health 
Infections” 


 
Recommendation: 


 
The Board is requested to resolve to: - 
 
1. Review the risk detail in the appendices 
and: - 
 
 Agree that the documented Controls, 


Assurances, and Actions are adequate 
to mitigate the risk, or 


 
 Make a request for further work or 


clarification on these, and 
 
2. Note the decision in the minutes 
 
3. Members of the Board attend the 
following sessions set by the SMT: - 
 


 January 4th – Review 2011/12 to 
meet Statement of Internal Control 
(SIC) requirements. 


 
 January 6th – Develop 2012/13 


Framework based on IBP. 
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4 Recommendations 4 
 Appendix 1. Corporate Assurance Framework Summary 5 


 
1. Introduction 
 


1.1. As the Accountable Officers for the organisation, the Chief Executive Officer (CEO) and the 
Board are accountable for all risks and incidents across the organisation.  The Board 
delegate responsibility for the management of risks to senior managers but retains direct 
responsibility for strategic risks and significant operational risks. 


 
1.2. In order that the Board remains fully informed, documented reports are produced from the 


following two types of risk: - 
 


 Corporate Assurance Framework – Presented in it’s entirety to the Integrated Governance 
Committee for evaluation and reported to the Board with recommendations on a quarterly 
basis and solely identifying strategic risks.  The full Corporate Assurance Framework will be 
reported to the Integrated Governance Committee in January who will then prepare a report 
to the February 2012 Board recommending a level of assurance. 


 
 Corporate Risk – Presented to the Board on a monthly basis and consisting of a 


summarised combination of all strategic risks, and also any operational risks with a score 
equal to or beyond 15 (Extreme Risks) 


 
This report is the monthly Corporate Risk Report. 


 
2. Corporate Risk 
 


2.1. Table 1 summarises 53 “Corporate” risks: 53 Strategic Risks as identified in the Corporate 
Assurance Framework.  There are no Extreme Risks at the time of the report (strategic or 
operational). 


 
Table 1 Corporate Risks by 
Lead Director 


Risk Level 


T
o


ta
l 


%
 


B
/l
in


e
 


Low 
1-3 


Moderate 
4-6 


High 
8-12 


Extreme 
15-25 


Finance  3 7  10 19% 13 


Finance & Performance   2  2 4% 0 


Operations 1 5 7  13 25% 0 


Medical Director   1  1 2% 4 


Performance   2  2 4% 0 


Governance  2 9  11 21% 16 


Governance & Medical Director  1 2  3 6% 0 


Chief Executive   4  4 8% 8 


Strategy   7  7 13% 8 


Total 1 11 41 0 53 100% 49 


% 2% 21% 77% 0% 100%   


Baseline 0 13 36 0 49   


 
 


A summary of Strategic risks appears at Appendix 1. 
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2.2. Table 2 sets out the risk matrix (consequence score by likelihood score) for the current 
assessments.  Figures to the top-right are those scoring 15 or over, of which there are 
none currently present. 


 
Table 2 Risk Matrix 
Consequence x 
Likelihood 


Likelihood 


T
o


ta
l 


%
 


B
/l
in


e
 1 


Rare 
2 


Unlikely 
3 


Possible 
4 


Likely 
5 Almost 
Certain 


C
o


n
s


e
q


u
e


n
c
e
 


5  Catastrophic 1 3    4 8% 5 


4  Major  22 10   32 60% 31 


3  Moderate  5 6   11 21% 7 


2  Minor  2 3   5 9% 6 


1  Insignificant 1     1 2% 0 


 Total 2 32 19 0 0 53   49 


 % 4% 60% 36% 0% 0% 100%   


Baseline 3 33 12 1 0 49   


 
2.3. Strategic Risk reduced from Extreme (16) to High (8) risk “3.1.01 Failure to comply with 


national CQC outcomes - LD”.  Assurance in November indicated that the organisation was 
not fully compliant with Learning Disabilities outcomes and the SHA requested resolution 
for December 2011.  The November SMT advised that this was an Extreme Risk, with 
further details being compiled with the assistance from the Executive Director of 
Operations. 


 
Actions are underway to produce staff guidance, patient literature, and staff training is being 
monitored to improve Trust compliance with this CQC outcome.  As a result, the Likelihood 
has been reduced from “4 Likely” to “2 Unlikely”.  The risk remains High until there is 
sufficient assurance that the action results have been implemented. 


 
2.4. Operational Risk reduced from Extreme (16) to High (12) “(293) - Receiving insufficient 


information from a sending Prison to enable effective assessment of a patient” is evident at 
HMP Risley (Warrington).  Prisoners transferred into the prison during the quarter arriving 
without sufficient clinical records. 


 
Rule 43 letter sent to officially note what notes have been received and how they have been 
reviewed.  Prison healthcare staff are now implementing ways to improve access to notes 
using SystemOne with support from external prison healthcare staff.  Likelihood reduced 
from “4 Likely” to “3 Possible”. 


 
2.5. Operational Risk reduced from Extreme (15) to High (6) Warrington Specialist 


Children’s Audiology Services “316 - Failure to meet contractual demand”.  New audiology 
screening role in place, services fully staffed and service now remaining within budget and 
aiming to maintain contractual requirements.  Likelihood reduced from “5 Certain” to “2 
Unlikely”. 


 
2.6. The classification for type of risk as used for Table 3 is based on risk domains as 


established by the National Patient Safety Agency.  Business and Reputation risks 
represent the highest volume.  The Extreme risk affects Statutory as it relates to CQC 
outcome compliance. 
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Table 2 Corporate 
Risks by Risk Type 


Risk Level 


T
o


ta
l 


%
 


B
/l
in


e
 


Low 
1-3 


Moderate 
4-6 


High 
8-12 


Extreme 
15-25 


Business  2 11  13 25% 15 


Commercial   2  2 4% 2 


Environmental Impact     0 0% 0 


Finance   5  5 9% 5 


HR  1 5  6 11% 7 


Patient Safety   3  3 6% 3 


Quality 1 2 3  6 11% 3 


Reputation  5 5  10 19% 6 


Service interruption     0 0% 0 


Strategy     0 0% 0 


Statutory  1 7  8 15% 8 


Total 1 11 41 0 53 100% 49 


% 2% 21% 77% 0% 100%   


Baseline 0 13 36 0 49   


 
The 3 risks to Patient Safety are: - 
 


 1.1.04 Lack of capacity to maintain patient safety due to reduced contract value, risk score 
= 12, (target = 8) 


 
 2.1.02 Failure to Safeguard children and vulnerable adults, risk score = 10, (target = 8) 


 
 2.1.03 Failure to demonstrate our contribution to a reduction in health inequalities, risk 


score = 8, (target = 4) 
 
3. Changes to Corporate Risks 
 


Risk Level Increased 
 


3.1. Nil 
 
Risk Level Decreased or Removed 


 
3.2. The existing strategic risk “3.1.01 Failure to comply with national CQC LD outcomes” 


reduced risk score from 16 to 8.  Likelihood has been reduced from “4 Likely” to “2 
Unlikely”.   


 
3.3. Warrington risk “Failure to meet contractual demand” within the Paediatric Audiology 


service was re-evaluated by the Division and the DMT agreed at their November meeting a 
reduction from 15 Extreme to 6 Moderate.  This is due to an approved increase in staffing 
for December 2011. 


 
3.4. Warrington risk “Receiving insufficient information from a sending Prison…” was re-


evaluated by the Division and the DMT agreed at their November meeting a reduction from 
16 Extreme to 12 High.  This is due to the implementation of “SystemOne” to receive 
clinical information. 
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3.5. Although appearing as an Extreme risk between reports and dealt with immediately by the 


Division, the Trafford Provider Services risk “Failure to consistently provide Stroke 
Rehabilitation Services…” was scored as 16 Extreme and subsequently reduced to 6 
Moderate. 


 
Extreme Level Risks (15+) 


 
3.6. No Extreme risks at present. 
 


4. Recommendations 
 
The Board is requested to resolve to: - 
 


4.1.  Review the significant risk detail in the appendices and: - 
 
 Agree that the documented Controls, Assurances, and Actions are adequate to mitigate the 


risk, or 
 


 Make a request for further work or clarification on these, and 
 


4.2. Note the decision in the minutes 
 
4.3. November SMT requested that dates be set to review Framework and plan for 


development: - 
 


 January 4th – Review 2011/12 to meet SIC requirements. 
 


 January 6th – Develop 2012/13 Framework based on IBP. 
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Appendix 1. Corporate Assurance Framework Summary 
 Scores Variation from 


Ref Risk Baseline Q3 Target Baseline Prev. 
Qtr 


Target 
Q3 


1.1.01 Poor clinical practice 8 8 8     0 


1.1.02 Failure to demonstrate consistent high quality of services 4 8 4 4   4 


1.1.03 Failure to deliver continuous improvements 8 6 8 -2   -2 


1.1.04 Lack of capacity to maintain patient safety due to reduced contract value. 8 12 8 4   4 


1.2.01 Unclear referral processes for patients 6 6 4     2 


1.2.02 Lack of local services 6 6 4     2 


1.2.03 Lack of flexible services 6 6 4     2 


1.2.04 Failure to meet waiting time targets 6 6 6     0 


1.2.05 Failure to provide a safe, accessible environment to patients 10 10 5     5 


2.1.01 Failure to secure an updated information system 9 9 6     3 


2.1.02 Failure to Safeguard children and vulnerable adults 10 10 10     0 


2.1.03 Failure to demonstrate our contribution to a reduction in health inequalities 4 8 4 4   4 


2.1.04 Unacceptable incidence of Community Acquired Health Infections 8 8 8     0 


2.1.05 Failure of the organisation demonstrate the delivery of value for money and 
improved outcomes 


9 9 6     3 


2.1.06 Failure to meet local contractual requirements 8 8 8     0 


2.2.01 Failure to identify and/or engage key stakeholders within the local health 
economies in the delivery and future planning of healthcare 


8 8 8     0 


2.2.02 Failure to engage local communities 8 8 8     0 


3.1.01 Failure to comply with national CQC outcomes - LD 8 8 8     0 


3.1.02 Loss of registration with CQC 8 8 8     0 


3.1.03 Failure to comply with national NHSLA Risk Management Standards 12 12 8     4 


3.1.04 Failure to financial statutory requirements 4 4 4     0 


3.1.05 Failure of the Board to understand risks to delivery of strategic objectives 5 5 5     0 


3.1.06 Failure of systems of internal control 5 8 5 3   3 


3.1.07 Inability to demonstrate long term financial viability 8 12 8 4   4 


3.1.08 Failure to contribute to the QIPP/VFM/CIP agenda 8 8 8     0 


3.1.09 Failure to understand the true cost and contribution of individual service lines 8 9 6 1   3 


3.1.10 Inadequate contract monitoring 8 8 8     0 


3.1.11 Failure to meet statutory IG requirements 12 12 9     3 


3.1.12 Failure to comply with statutory requirements for equality and diversity 12 12 8     4 


3.1.13 Failure to manage potential disinvestments by the commissioners 12 12 12     0 


3.1.14 Failure to maintain adequate management capacity and capability in the context 
of mandated management cost reductions 


8 8 4     4 


3.1.15 Failure to exert adequate Board scrutiny and challenge over financial control 8 8 5     3 


3.1.16 Failure to monitor and drive progress against the IBP at Board level 8 8 4     4 


3.2.01 Failure to demonstrate value for money 8 8 8     0 


3.2.02 Failure to maintain services in emergency situations 8 8 8     0 


3.2.03 Failure to develop a sustainable and integrated IM&T infrastructure across the 
organisation 


12 12 10     2 


3.2.04 Failure to compete successfully in the NHS market place 8 9 8 1   1 


3.2.05 Lack of quality and performance monitoring at service level 8 8 4     4 


3.2.06 Failure to anticipate changes and react appropriately to commissioning 
arrangements 


6 6 6     0 


3.2.07 Not delivering single sex accommodation (Halton & St Helens and Trafford 
provider Services) 


8 1 1 -7   0 


3.2.08 Activity over performance against contract 12 9 0 -3   9 


3.3.01 Failure to maintain the quality of services in the context of increased efficiency 
savings 


8 8 8     0 


3.3.02 Failure to demonstrate that we are an environmentally responsible community 
organisation 


4 4 4     0 


3.3.03 Failure to achieve clarity with a wider range of commissioners regarding their 
strategic intentions for community services 


9 9 6     3 


3.3.04 Failure to establish fit for purpose governance arrangements 6 6 6     0 


3.3.05 Corporate failure to implement fully integrated, coherent, and consistent 
corporate and clinical services. 


0 12 5 12   7 


3.3.06 Foundation Trust status not being successful 0 10 5 10   5 


4.1.01 Failure to sustain staff engagement and enthusiasm 8 8 6     2 


4.1.02 Failure to have a workforce fit to meet population needs 8 8 6     2 


4.2.01 Failure of leadership and succession planning 12 12 8     4 


4.2.02 Failure to establish clarity and accountability for staff at all levels of the 
organisation 


6 8 4 2   4 


4.2.03 Increased staff absence levels  12 12 8     4 


4.2.04 Attention diverted from core services following merger 8 6 4 -2   2 
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Document Title: 


Non-Executive Director 


Membership of Board Sub-


Committees 


 


Document Author: 


Harry Holden, Chairman 


 


 


 


28 December 2011 


 


Further to the increase in our establishment of Non-Executive Directors, I have reviewed the formal 


Non-Executive Director membership of our Sub-Committees and would propose a revised 


arrangement as follows: 


I would ask however that in the lead-up to achieving Community Foundation Trust status, all Non-


Executive Directors endeavour to attend all Sub-Committee meetings so as to maximise individual 


knowledge bases in advance of our expected Board to Board meeting with Monitor early in 2013.  







Divisional Link Board 


Appts and 


Remuneration Audit Governance Performance


Patient 


Experience


Time Limited -


FT Programme 


Board


Harry Holden, Non-Executive Director Trust Chairman X X N/A X


Dorothy Whitaker, Non-Executive Director Trust Vice Chair Dental X X X X


Karen Bliss, Non-Executive Director Audit Chair X X X X


Stephen Cash, Non-Executive Director Performance Chair X X X


Robert Saunders, Non-Executive Director Governance Chair Wigan X X X X X


Sue Musson, Non-Executive Director Warrington X X X X


Sally Yeoman, Non-Executive Director Halton and St Helens X X X X


Baron Frankal, Non-Executive Director Trafford X X X X






_1387866685.pdf


Page 1 


 


Board Meeting on: Thursday 5 January 2012 
 
Agenda Item: 215/11(iii)  


 


 
Title: 
 


 
Securing Compliance with CQC Outcomes – Access to Services for 
People with a Learning Disability 
 


 


Prepared by:  
 
Presented by:  


Colin Scales Colin Scales 


 
Executive Summary:  
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


 
Patients 
Organisation 


Number Title 
 


1 Respecting and Involving  
                People Who Use Services 


 
4 Care and Welfare of People 
               Who Use Services. 
 
 


 


Hygiene Code of Practice supported 
by this paper:  


No 


 


 
Recommendation: 


 
Board is asked to accept the content of this 
report as assurance of the action being 
taken to ensure compliance with this set of 
CQC outcome measures. 
 


 


 







 
 
 
 
 
 
SECURING COMPLIANCE WITH CQC OUTCOMES – ACCESS TO SERVICES 
FOR PEOPLE WITH A LEARNING DISABILITY. 
 
1. Introduction 
 
1.1. As has been considered at previous meetings of the Board, as part of its 


Foundation Trust pipeline submissions to the SHA the Trust has been 
unable to demonstrate full compliance with the CQC outcome measures 
that relate to access to services for people with a learning disability 
following a self-assessment exercise. 


 
1.2. A summary of that self-assessment is set out below: 
 


1. Identify and flag patients with LD and protocols that ensure pathways of care are 
reasonably adjusted to meet the health needs of these patients – Moderate 
Compliance 


2. Disability Equality Duty compliance – Moderate Compliance 
3. Support to family and Carers - Moderate Compliance 
4. Provision of relevant LD training - Moderate Compliance 
5. Encourage representation of the LD population on local groups/boards - 


Moderate Compliance 
6. Regular audit of practice and publish outcomes – Minor Concern 


 
1.3. In recognition of the significance of this, it was agreed that an exercise be 


undertaken rapidly that addresses the deficiencies identified as part of the 
self-assessment exercise and enables the Trust to secure sufficient 
evidence to demonstrate compliance and therefore a ‘green’ rating for the 
suite of pipeline indicators. 


 
2. Action 
 
2.1. Clearly there is a need to quickly develop and implement solutions to 


ensure that the SMT can assure the Board and the SHA of compliance 
with the indicators, and a working group was established, led by the 
Divisional Director for ALW on behalf of the Executive Director of 
Operations.  


 
2.2. Following a review of the self-assessment exercise, an appraisal of the 


current situation within the divisions and by learning from good practice in 
other organisations it was agreed that the implementation and close 
monitoring of set of Bridgewater guidelines would deliver compliance with 
all of the above indicators. 







 
2.3. Key outcomes of this work to date have been: 
 


- Draft Guidelines: Access to Healthcare for People with Learning 
Disabilities has been developed by the Adult Learning 
Disability Service Coordinator for the ALW division.  


 
- Two easy to read documents have been prepared for submission to 


the leaflet group. The wording has been reviewed and agreed by 
the ALW Learning Disability Advocacy Group and symbols have 
now been added to aid understanding. 


 
- A Bridgewater task and finish group has been pulled together with 


representation from all divisions to share best practice, embed 
agreed protocol and monitor compliance with the standards during 
quarter 4. This group will account to the Operational Delivery Group 
(Executive Director of Operations and Divisional Directors). The 
first meeting is on 4th January and it will meet weekly during 
January. 


 
3. Next Steps 
 
3.1. The next steps are as follows: 
 


- The Guidelines, a copy of which are available for inspection if 
required, have been shared with all Divisional Directors for cascade 
and immediate implementation, although still as draft.  They will be 
approved internally in early January. 


- The easy to read leaflets will be circulated for use in early January 
following internal approval. 


- All Team Leaders across the Trust will be briefed by divisional 
teams in early January on the content of the guidelines and leaflets. 


- During January work will be undertaken to secure sufficient 
evidence of compliance for review by the SMT prior to the next FT 
pipeline return on 18th January. 


 
4. Recommendation 
 
4.1. Board members are asked to accept the content of this report as 


assurance of the action being taken to ensure compliance with this set of 
CQC outcome measures. 


 
Colin Scales 
Executive Director of Operations 
28 December 2011. 
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Steve Ward 


  


 
Executive Summary: A proposal to enter into a formal strategic partnership with 
local Hospice organisations 
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


Community  
Organisation  


Number Title 
 


 
4                  Care and welfare of people  
                    who use services  
 
6                  Cooperating with other  
                    Providers  


Care a 
 


Hygiene Code of Practice supported 
by this paper:  No  


 


 
Recommendation: 


 
Board is asked to endorse this proposal 


 


 







Strategic Partnerships to Deliver End of Life Care 
 


Introduction 
 


There is a long history of collaboration and co-operation between Community 
Services, Primary and Secondary Care and the Hospice movement. This may be 
seen through the working arrangements to implement the Liverpool End of Life Care 
Pathway or at an operational level, clinicians in palliative care being employed and 
shared between several organisations. 
 
Each of the Bridgewater Boroughs is served by a charitably funded hospice: 
 


 Halton Haven Hospice           Halton  
 Willowbrook Hospice             St Helens 
 St Rocco’s Hospice               Warrington 
 Wigan and Leigh Hospice     Wigan 
 St Anne’s Hospice                Trafford 


 
Currently these organisations are in receipt of varying proportions of their annual 
income from their respective primary care trusts, but the major part is raised from the 
public, through donations and fund raising. The Government has indicated that in the 
future, hospices will generate the NHS part of their income from a form of Payment 
by Results (PbR). This is in line with the other planned changes through the Any 
Qualified Provider (AQP) agenda and the demise of the Primary Care Trusts in 2013.  
 
However, the Treasury are currently reviewing these proposals and the Hospices are 
not anticipating formal guidance for many months. Meanwhile, Hospices are 
concerned at the prospect of diminished NHS income if the incoming Clinical 
Commissioning Groups (CCG) decide that they cannot maintain the same level of 
funding support as the outgoing Primary Care Trusts (PCT).  
 
The Hospices will need to acquire skills in contracting, negotiating and managing in a 
competitive healthcare market environment. In addition due to the challenging 
economic climate facing the population, the proportion of their income derived from 
charitable donations and their creative fund-raising activities is also diminishing and 
proving more difficult to access. 
 
As a result they will need to consider working in partnership with other agencies and 
stakeholders to ensure survival in a commercial market. Working together will ensure 
sharing of resources such as staff and estates. 
 
Links with Bridgewater 
 
End of life care is a significant element of the work undertaken by the Bridgewater 
District Nursing (DN) teams and Specialist Nurses, hence supporting palliative care 
is a mainstream activity for this Trust. The Liverpool Care Pathway, recognised as 
‘Gold Standard Care’, requires individual care plans to include specialist advisory 
and clinical input from Hospice staff working in close partnership with other agencies 
especially community services. 
 







Partnership and co-working are already well established, as has been joint planning 
and mutual professional support. In the current NHS and future healthcare economic 
climate this needs to be further strengthened. 
 
Apart from the community working arrangements, Bridgewater currently employ, on 
behalf of the Hospices, a group of palliative care clinicians detailed below.  
 


Wigan:          Dr A Hodgson Consultant 
HSH:            Dr M Fountain, Consultant in Palliative Medicine  
                     Dr P Powell, Community Consultant in Palliative Care 
Warrington:  Dr Esraa Sulaivany – Senior Clinical Medical Officer 
                     Dr Melanie Brooks – Consultant 
 
Apart from the direct advantage to Bridgewater, it is a requirement of the Royal 
Colleges that the consultant contact is held and managed in respect of Appraisal, 
Re-validation and Job Plans by an NHS Trust with a Medical Director. The Hospices 
are unable to fulfil this requirement and so a natural link between the two 
organisations has been established. 
  
As a result currently 
 


 Bridgewater directly employs the clinicians for some of our local Hospices as 
detailed above. 


 Bridgewater Community Services are providing the Hospices with operational 
and leadership support. 


 In each town, there are strong links between Bridgewater Community 
Services and the Hospice. 


 As Bridgewater employs these clinicians, it is a requirement to deliver their 
education, training, appraisal and revalidation programme. This is in line with 
monitoring their Personal Development Plans (PDP) and job plans.  


 
Proposal 
 
Bridgewater should strengthen strategic partnerships with local hospices to ensure 
that mutual support is maintained and that the learning gained by the organisations 
from joint working and specialist end of life care is not lost.  
 
A meeting has been arranged in January 2012 between Bridgewater and 
representatives from the Hospices to take forward through early discussions some of 
these ideas. Potential areas of mutual benefit for both parties to explore would 
include: 
 


 Bridgewater learning from the charitable sector how to raise and steward 
charitable funds. 


 The Hospices learning contract and negotiation skills from Bridgewater. 
 Bridgewater’s association with Hospice delivering high quality ‘Gold Standard’ 


end of life care for patients living within their communities, respecting the 
patient choice of preferred place to die.  







 The working arrangement would support patients their families and carers, 
raise awareness of end of life care and enhance the reputation and goodwill 
of both organisations within their communities.  


 The Hospices would reach a wider population of patients, enabling greater 
exposure to potential donors and opportunity for charitable fund raising.  


 By working in collaboration, GP awareness of the clinical roles and the full 
range of services available to manage end of life care in the community will be 
raised. This is an important because GPs will influence the commissioning 
intentions of the CCGs and Health and Well Being Boards post 2013.  


 Joint working would support the workforce and enable more effective use of 
increasingly limited resources by sharing services. 


 This arrangement would positively support other clinical working 
arrangements such as peer support, mentorship, appraisal and revalidation. 


 There is the potential to develop the innovation of new technologies within 
end of life care, such as Telehealth and form a basis on which to build joint 
audit and research programmes  


  
Request to Board 
 
To consider the proposal to form strong strategic partnerships with local Hospices, 
and to consider forming a Bridgewater wide community of interest in palliative and 
end of life care. 
 


 
Dr Kate Fallon 
Chief Executive 
 
Dr Steve Ward 
Medical Director 
 
Jan 2012 
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The Vision for Bridgewater in 2016/17 
 
 
1. Context 


 
In 2007/8, the developing provider organisation of NHS Ashton, Leigh and Wigan 
defined its vision and mission statements in the context of an ageing population, 
significant rises in the diseases of lifestyle related disease and the spiralling cost of 
ever more complex hospital care. 
 
The mission was to improve health and wellbeing, with the intention of providing 
more care closer to home. 
 
The journey for PCT providers since the Transforming Community Services 
programme was launched has been varied, but the purpose of what ultimately 
became Ashton, Leigh and Wigan Community Healthcare Trust in November 2010 
has not wavered. 
 
In April 2011, upon receipt of the provider arms of three further PCTs, it became 
necessary to revisit the new Trust's mission, vision and values across its wider 
footprint. 
 
Renamed Bridgewater in May 2011, reflecting the new geography of the Trust, the 
original statements were consulted widely. With a few minor alterations, they remain 
the mainstay of the organisation. 


 


 


 
 


 


 


 


 


 


 


 


 


Mission 


To improve local health and promote wellbeing in the communities we serve. 


Vision 


By working with local people and partners, we will promote good health and be a leading 
provider of excellent community healthcare services in the North West. 


Values 


Patient Centred - Patient care is our priority. 


Encourages Innovation - We encourage and embrace new ideas to deliver improvements 
in patient care. 


Open and Honest - We communicate clearly to develop relationships based on mutual 
trust and respect. 


Professional - We provide a quality service for patients by investing in our staff and 
recognise and value their contribution. 


Locally led - We will continually develop our knowledge of the communities we serve so 
that we can be responsive to local need. 


Efficient - We will use our resources wisely to ensure quality patient care and value for 
money. 
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2. Changing Environment 
 


However, much has changed in the NHS over the past two years, with the years of 
planned growth in allocations coming to an end. 
 
Sir David Nicholson, CEO of the NHS, laid down a challenge to the NHS to reduce 
projected spend by £20bn by 2015, recognising the upwards trend in emergency 
admissions related to: 
 


 An ageing population  


 A burgeoning incidence of long term conditions in the population  


 The increased technological potential in treatments  


 Changing patterns of public expectation. 
 
This Nicholson challenge was followed by the announcement of the national 
programme for improving: 
 


 Quality 


 Innovation 


 Productivity  


 Prevention 
 
The TCS programme and the QIPP programme were intended to stimulate a change 
in thinking and a sea-change in service delivery within the NHS, but incentives 
remain aligned, through Payment By Results, in the favour of increased activity in 
hospitals, although some shifts have been achieved by capping tariffs for emergency 
activity with marginal payments for over-activity. 


 
3. What this Means for Bridgewater 
 


As this new, enlarged Trust continues with its work to achieve FT status by April 
2013, it is timely to reappraise the Board’s strategic vision and to make sure it 
remains relevant to the needs of the NHS for the years to come. 
 
It is necessary to review the appropriateness of the establishment of new Community 
Trusts as the 2012 Health and Social Care Bill is passing through the final stages of 
parliamentary approval and the resources available for public services are limited by 
the economic recovery programme. 
 
Therefore, on December 14th, the senior management team spent the day at the 
University of Lancaster, reviewing the overall purpose and position of the Trust. 
 
The principal aim for the day was to redefine the Bridgewater offer, in the context of 
the rapidly changing NHS environment. 
  
This was done by visualising the place of the Trust within local health economies in 
five years time, from both a commissioner and patient perspective. 
 
The overwhelming conclusion was that the offer from a community focussed provider 
is essential if the NHS is to meet the Nicholson challenge of reducing projected 
spend by £20bn by 2015, whilst providing better quality and more personal care to its 
patients. 
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This conclusion is not based on subjective feelings that “it must be right”, it is built 
upon years of hard evidence form overseas, where companies such as Kaiser 
Permanente, the Veterans Association and Intermountain Health in the USA, and 
national services in Germany, Holland, Denmark, Sweden and Australia have sought 
to build up community capability and capacity rather than depend on hospital centric 
models of health care. 
 
In the UK, the Nuffield Trust, the King’s Fund and now the NHS Confederation have 
continued to advocate for more care closer to home. The previous Government’s 
Transforming Community Services Programme, of which this Trust was an active 
member, has been aimed at improving the responsiveness and flexibility of 
community staff. 


 
Thus the success to date of ALW Community Healthcare, now Bridgewater 
Community Healthcare NHS Trust, was built on a strong strategic foundation. 
 
In a New Year Message, the CEO of the NHS Confederation makes the case for 
more care out of hospital very succinctly: 


 
Setting out the top issues for 2012, Mike Farrar says the NHS must convince people 
to let go of the “outdated hospital-or-bust model of care”. It must shift resources into 
community-based services, early intervention and self care. 


NHS leaders believe that at least 25 per cent of patients in hospital beds could be 
looked after by NHS staff at home, Mr Farrar says. Political and NHS leaders need to 
be “honest about the issues, bold about the solutions and decisive in taking action”. 


They must offer the public a compelling vision of how services can be better after the 
changes. They must avoid the traps of focussing exclusively on the closure of some 
hospital services and failing to explain how the public would benefit overall. 


The NHS is already trying to make £20 billon worth of efficiencies by 2015 in order to 
cope with a flat budget and rising demand. But Mr Farrar says the economic 
backdrop suggests that the age of austerity will now go on even longer, making the 
task more urgent. 


2012 must be the year we convert talk into action.  Mike Farrar states: “We have had 
a lot of talk about changing services but 2012 must be the year we convert talk into 
action. It feels like the focus is on everything but the thing that would make most 
difference. 


“Hospitals play a vital role, but we do rely on them for some services that could be 
provided elsewhere. We should be concentrating on reducing hospital stays where 
this is right for patients, shifting resources into community services, raising standards 
of general practice, and promoting early intervention and self care. There is a value-
for-money argument for doing this, but it not just about money and the public need to 
be told that. This is about building an NHS for the future. 
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“Care would be better for frail patients who would have fewer crises, shorter hospital 
stays when they need them, and more time in the comfort and safety of their homes. 
There would be opportunities to improve safety through consolidation of specialist 
services. There would be major potential to deliver better value for money and keep 
the NHS on a sustainable footing. We all know that quality of care will fall victim to a 
financial crisis.” 


Four factors that would help bring about change 


 Strong political leadership – politicians have failed to support the NHS even when 
the case for change has been clear.  


 Strong clinical leadership – the voice of clinicians will be more powerful than ever 
under the new system but they must not be set up to fail through lack of support.  


 Changing how health services are paid for –perverse incentives often mean it 
may not make financial sense to provide care out of hospital even though this 
may be best for patients.  


 Listening to the public - NHS must always listen and be prepared to change 
course when it is getting something wrong. 


4.   Defining the Bridgewater Offer  
 


We provide specialist services for vulnerable individuals and generalist 
universal services for whole populations. 
 
Characterising community services is complex, since there are a wide range of 
specific services encompassed with the umbrella but the vast majority of services 
within the Bridgewater portfolio do not need to be located within hospital settings. 
They can be safely and better delivered either at home or as close to home as 
possible. 
 
Community services are patient-focussed, being tailored for individual and family 
needs, but they respond to population-based health needs assessments by offering 
longitudinal, i.e. life-long care and support to communities, families and local 
individuals.  
 
By educating, empowering and supporting people to manage their own long-term 
conditions such as diabetes, COPD, heart failure and renal failure, the need to refer 
more and more people to hospital, and the demand for unscheduled, medical care, 
can be reduced significantly (this has been demonstrated in numerous locations both 
in the UK and abroad, for example by the Kaiser Permanente Group in the USA). 
 
Community services are holistic in nature, that is they are aimed at the whole person 
in his/her environment, not simply disease focused. 
 
The widespread adoption of tele-health and tele-care advances to facilitate more 
immediate communication and easier address for patents is going to be essential as 
demand grows and resources shrink. 
 
Through close partnership working with colleagues in adult and children’s social 
services, NHS community services are well placed to rise to challenge the socio-
economic determinate of ill health in co-operation with local councils and general 
practices. 
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Working within local health economies, community providers are perfectly placed to 
help deliver system-wide savings and QIPP improvements, benefitting from a flexible 
estates base and an adaptable, mobile workforce. 
 
It is essential that the Trust clearly demonstrates the value and contribution being 
made in terms of both the Nicholson challenge and the QIPP expedients. 
 
In a nutshell, BCH offers universal services for local populations and specialist 
services for vulnerable people. 


 
By 2016/17, the Trust must be thriving in an open market, winning tenders for new 
services and for some not recognised as core business by reorganising district 
general hospitals. 


 
5. Working with our Peers 
 


Bridgewater is a founder member of the NHS Confederation’s Community Services 
Network. The CEO of Leeds Community Healthcare NHS Trust has, on behalf of this 
forum, just sent a brief paper to Sir David Nicholson, “Realising the Community 
Dividend” (Appendix 1).  We will continue to press for the policy shifts needed TO 
help realign incentives in the NHS payments system. 
 
We are also forming a separate specific network of the aspirant CFTs, born out of 
the old TCS group and the newer partners whom we have met through the FTN. 
 
At a local level, we are committed to working in close partnership with Local 
Authorities and Hospital sector colleagues to deliver more cost effective, integrated 
care packages for patients in all of the Boroughs we serve. 
 
The most important link in the developmental chain, however, remains the GP 
sector, both in their role as emerging commissioners and as co-providers of care out 
of hospital. 
 
GPs are not yet readied for a role in system management, and it is evident that not 
all GPs understand the contribution Community Services currently make, let alone 
our potential for the future rebalancing of NHS provision. 
 
This must be a major priority for the Trust in 2012/13. 


 
6. By 2016/17  
 


By 2016/17 we envisage Bridgewater Community Healthcare Foundation Trust will 
be a not for profit community interest company retaining its NHS brand, offering a 
wide range of specialist and universal services to geographically based populations 
in what will be an openly competitive NHS market. 
 
The Trust will work very closely with Local Authorities, with other providers and with 
patients to deliver integrated packages of care focussed on improving individual 
health and wellbeing and addressing health inequalities in the areas we serve. 
 
The Trust will be working much more through the assistance of technological 
solutions, often able to support individuals at home through centralised delivery 
hubs, taking full advantage of Cloud technology. 
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The Trust will be unlikely to offer global community services in any particular area, 
but will be renowned for the provision of excellence in specific areas such as end of 
life care and early year’s preventative services. 
 
We will be working with networks of hospital providers, particularly delivering 
“upstream” prevention and intervention within integrated care pathways with the 
substantial importance on admission avoidance schemes. 


 
7. Board is requested 
 


Board is requested to consider and endorse the refreshed strategic vision for the 
Trust and to support its underpinning of the IBP. 


 
 







Appendix 1 
 
“Realising the Community Services Dividend” 
 
Most care in the NHS is provided in people’s homes and communities. Over 
250,000 people are employed in the sector. Community services operate from 
a position of some strength. The impact of reform requires serious 
consideration if we are to realise the dividend of having community services 
delivered at industrial scale in almost every home and in every community in 
England.  
 
Community Services: 
 
1) Are consistent with what patients and the public say they want. 
 
Work undertaken to deliver the NHS Constitution and local engagement 
strategies in World Class Commissioning highlight that patients want to be 
seen: 
 


 In their own home or community 


 At a time of their choosing, with good access 


 To someone who knows them, is appropriately qualified and respects 
them 


 Who works in a team that share data and information 


 With excellent hospital care when needed. 
 


2) Reflect increasing needs/demand 
 
Demographic changes play into the core services provided in the community 
[Insert Figs]: 
 


 The birth rate is increasing – more health visitors, family and school 
nurses; 


 Children with complex needs surviving longer – whole community 
teams 


 Burden of chronic disease increasing – LTC management in integrated 
teams 


 Exponential increase in older people – complex and co-ordinated 
health and social care 


 
3) Have a role in the public’s health  
 
We need to change behaviour and lifestyles, work with people who have a 
long term condition to keep them well and provide support to families through 
a new universal offer. 
 


 Universal health – including the best start in life and improvements in 
parental capacity [as required from Marmot] 







 Prevention – smoking, alcohol and exercise/obesity services [PH White 
Paper] 


 Reducing the impact of disease on health inequalities – better 
management of people with CVD, Cancer, CHD [JSNA] 


 
4) Are at the heart of QIPP 
 
Taking 5% of costs out of the system each year means that there will need to 
be a new system, with better management of patients at risk. The aim must 
always be to get people into a planned pathway of care. 
 


 Better LTC management and integrated care for the elderly to avoid 
admission – risk profiling, integrated H&SC teams, co-production [John 
Oldham’s work] 


 Improved planned care – delivering COOH, e.g. IV treatment [NHS 
Institute COOH] 


 Improved Urgent Care, including emergency responses and 
intermediate care [RCGP Work] 


 Improved end of life care [Healthy Ambitions] 
 
5) Are people based, with an ethos of Care 
 
Community services focus on the whole person, working in their homes and in 
their lives changes the deal between the practitioner and professional, with 
more control: 
 


 Culture of care [CQC findings and RCN views that this is lost in 
hospitals?] 


 Co-production opportunities [NESTA and Health Foundation Work] 


 Integration with other services as a necessity, with opportunities for 
greater coherence and less overlaps 


 
6) Are at the heart of communities, delivering sustainable solutions 
 
Community services work with everyone, everywhere – from the hospital to 
home; from the streets to the prison; from the health centre to the local 
school. There are already elements of the big society to draw on, and social 
enterprise: 
 


 Community services work closely with other partners – voluntary 
sector, GPs, LA staff – and play to the “big society”.  


 they engage some of the most vulnerable people in society 


 they are local employers, with training and research offers 
 
7) Work professionally and at scale, in a new market 
 
Transforming Community Services has seen a new professionalism in the 
delivery and management of community services. Every service has been 







benchmarked and assessed, with new governance models. The move to new 
providers sees: 
 


 Real efficiency programmes, backed by the productive community 
series 


 A genuine market for providers to operate in 


 Information and benchmarking not seen previously 
 
Realising the Community Services Dividend 
 
This requires conscious decisions to be made about the design of services in 
the NHS and social care [and beyond]. We advocate and support: 
 
1. Community services being at the heart of reform, meaning more of a voice 


in the debate about NHS and Social Care Reform – better representation 
on Future Forum etc; 


2. The ongoing focus on delivering improvements in the public’s health, with 
a broader perspective from Health and Wellbeing Boards; 


3. Recognition of demographic changes on the demand for community 
services across all age groups but particularly children and older people 
reflected in commissioning plans; 


4. Harnessing the programme on Health Visiting to drive improved services 
for children, universal and targeted, to increase parental capacity and 
improve their health.  


5. Delivery of proven methodologies for QIPP relating to older people and 
long term condition management, including integration of health and social 
care; 


6. The opportunity to drive cultural improvements around care, through 
increased community rotations for all staff during training and 
vertical/horizontal integration; 


7. Locally based solutions to partnerships with the voluntary, private and 
statutory sector, supported by the Health and Wellbeing Board 


8. Increased service integration being the principal test for competition, with 
service footprints being defined in any service procurements 


 
 
 
On behalf of the NHS Confederation Community Services Network 
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 Implementing Telehealth across Bridgewater 
  


 


Introduction 


New medical technologies, such as Telehealth and Telecare, are now giving 
Health and the Local Authorities the opportunity to deliver patient services in 
an alternative manner thereby improving the outcomes of care programmes 
for patients, giving greater benefits for carers, supporting the clinical decision 
making process and making more efficient use of resources which may be 
then re-invested into other services without compromising patient well being.  
 
The use of new technologies for the management of patients, especially with 
Long Term Conditions (LTC), is now being recognised as the way forward by 
the Government and is strongly supported through the latest Operating 
Framework released by the Department of Health (DH) 
 
The new technology may be considered as a 
 
Win for Patients and Carers 
 
Win for Clinicians   
  
Win for the Health Economy 
 
Telecare  
May be defined as a service that enables people to live independently in their 
own home and gives peace of mind to family and carers that loved ones are 
safe. It supports NHS care closer to home and is delivered by home sensors 
which automatically organise by human contact, usually by phone line, an 
effective response should a problem arise. 
 
Telehealth 
May be defined as a service to remotely monitor the health and well being of 
patients empowering them and their carers to become more actively involved 
in their own personal health management. It is mainly used in the monitoring 
of Long Term Conditions thereby improving health outcomes and reducing 
complications and use of services and resources.  
 
It is a means by which community teams (community matrons, case 
managers, specialist nurses or palliative care nurses) are able to monitor their 
patient’s care by video consultation and track vital signs from patient based 
recording devices. Clinical decision making is assisted by use of this 
equipment but at all times clinical freedom, patient visiting and support will be 
will be maintained but this will be planned and determined according to need 
between the clinician, the patient and their carers. 
 







Based on data obtained from existing International and UK pilot and whole 
scale demonstrator sites (WSDN) Telehealth services are already identifying 
health and social care gains, such as maintaining patients within their home 
environment, reducing the need for hospital admissions and the use of 
secondary care services. This is particularly identified in the management of 
long term conditions (LTCs) such as Chronic Obstructive Airways Disease 
(COPD) and Heart Failure (HF) but these clinical areas only represent one 
possible application and benefit for these new technologies. The technology 
can be equally applied to diabetes, mental health problems, dementia and 
palliative care / end of life.  
 
In addition Telehealth services can have a considerable benefit in facilitating 
early hospital discharge and preventing re-admissions. This is demonstrated 
by the work of Scalvini et al (2006) with the work she undertook in Italy 
enabling the early discharge of patients post cardiac surgery. 
 
It is however still a challenge to define the exact health economy benefits from 
the use of Telehealth services as obvious gains are generated by maintaining 
patient’s in their home environment but they still need social and health 
support which is difficult to quantify. This has been considered by Sibbald et al 
(2007) and an evaluation and costing model prepared by the health 
economists at the University of York from the Telehealth pilot site at NHS 
Central Lancashire  (2011). 
 
Background 


Most of the PCTs within the North West (and UK) already use some remote 
patient monitoring services through the Lancashire Telecare Programme. 
Many have been considering how best to progress the usage of these new 
technologies recognising the benefits of embracing the option of remote 
patient monitoring by the uptake of Telehealth services. This service would 
allow the community clinicians caring for patients, with for example COPD, to 
track care and maintain patients in their home. 
  
In this example this would be achieved by video consultation and patient 
recorded metrics such as oximetry, pulse rate, blood pressure, weight. Data is 
downloaded on a pre-determined basis to a central server based in a call 
centre where the clinician (usually a community matron) will have access to 
the information thereby monitoring the patient’s progress and this data will be 
used to inform each consultation. Should the patient’s clinical condition / data 
deteriorate an alarm is raised and this will precipitate early clinical intervention 
from the clinician, by phone contact or visit to rectify the problem and keep the 
patient well and at home. A visit may still be needed; this service is not 
designed to remove personal clinical contact if necessary. 
 
The pilot sites have recognised that there is a ‘Kaiser pyramid’ for the use of 
this technology and that patient need of these remote monitoring services will 
vary, a patient moving from Telecare to Telehealth and back as their condition 
improves or deteriorates. Patients may also become reliant on the equipment 
and so it is important that regular patient reviews are undertaken and the 







technology supplied being targeted at the level needed by the patient. 
Telehealth services will never override face to face consultations if clinically 
indicated. 
 
PCTs have already independently reviewed and considered Telehealth 
options and have been in discussions with a range of manufactures, such as 
GE / Intel, Phillips, Tunstall and others as to how to progress existing work 
programmes and take up new technology opportunities. In the relatively short 
time of use the equipment has progressed from its initial start of large phones 
and recording devices to small laptops with downloadable software and now 
the option exists to deliver the service through mobile communication 
systems.  Hence when Telehealth services are taken up consideration must 
be given to the procurement and contract so that upgrades and maintenance 
are within the financial envelope. 
 
Currently each PCT is also reviewing the place for Telehealth within the 
health economy and how the service should be delivered. Generally it is 
considered that the technology would be used by community matrons, 
respiratory care nurses and palliative care nurses to monitor the patients with 
for example an established diagnosis of COPD or lung cancer. This is based 
on the impact of the clinical condition on the individual patient, their carers 
and the resource allocation. The organisation has to consider the workforce 
issues and the skills and changes needed to initially deliver the service but 
make it sustainable and part of routine clinical practice and care in the longer 
term. 
 
The International and National Telehealth pilots and demonstrator sites have 
data supporting the healthcare benefits of the new technology but difficulties 
arise as each cannot precisely identify cost savings, although each recognise 
the reduction, for example in hospital admissions and the usage of secondary 
care services. The benefits are therefore apparent but release of funding 
through commissioning / decommissioning is still an issue and one which the 
PCTs will need to resolve in taking up the opportunities of the new 
technology. 


 
There have been numerous pilot sites across England, some of the lessons 
learned from these may be summarised below:-  


  


 The relationship between Telecare and Telehealth 


 The ‘Kaiser  pyramid’ for technology 


 Patient moves with their condition (as does carer) 


 Technology fits patient not patient fits technology  


 Acceptability and patient compliance 


 Set criteria and standards before the start of the work programme 


 Empowerment of patients, carers and clinicians 


 Too many call centres: the number in place, one centre for multiple   
companies and function  


 Skill mix within the call centres 


 Benefits: patient / carer / health economy 







 The Commissioning / De-commissioning debate for funding 


 The equipment must be portable and  ease to move between patients 


 Equipment – buy or pay per use / line rental / service / connection  


 The changing health economy – GP consortia opinion of new   
technology 


 
Proposal  
 
Bridgewater already has experience of delivering Telehealth through two 
small pilot projects both using Tunstall equipment. Currently Halton and St. 
Helens use 65 units and Trafford use 20 units. At a recent Board meeting 
patient feedback from Halton and St. Helens clearly identified the benefits of 
using this new technology for the management of COPD. 
 
This proposal would be to build upon this experience focussing initially on 
either COPD or Heart Failure but reviewing the place of Telehealth in the 
overall management of LTCs. The two chosen clinical areas are of 
significance because of their impact on the individual patient and the 
considerable use of health care resources by for example repeat hospital 
admissions.  
 
A phased approach would be considered, working with three of the leading 
manufacturers of Telehealth equipment. Suggestion would be that the existing 
sites are up scaled to 150 units in Halton and St Helens and 50 in Trafford in 
the first year with significant incremental increases year on year thereafter. 
This would lead to Telehealth coverage for a significant number of patients in 
these two areas of Bridgewater over a 3 year period. This timescale is chosen 
as it will allow successful implementation whilst accommodating adjustment of 
the workforce and their patterns of working. This should lead to a point of long 
term sustainability, the tipping point’, after which use of technology should be 
embedded as a routine part of patient care. It would not be envisaged to buy 
units but instead fund by a lease arrangement or cost per call. 
 
The pilot sites have also shown that it is not always appropriate to leave a unit 
with a patient long term as a dependency on the service occurs and the 
clinical benefit declines. This is especially the case when using video training 
programmes for example in the management of heart failure. In this instance 
an exercise programme may be used for 16 week blocks after which the 
patient is often empowered to continue with the exercise regime as their 
clinical condition has improved As a result each device could be used by 3 
patients per year. This allows coverage of the patient needs and servicing and 
cleaning of equipment between transfers. As the programme progresses the 
range of clinical conditions covered and the treatment options should be 
increased to include conditions such as diabetes, dementia and end of life 
care. 
 
In addition Telehealth services will be introduced into the Warrington and the 
Ashton, Leigh and Wigan areas. Although they will have benefit of the 
experience already gained by other areas, there will be start up challenges to 
overcome. Here it would be proposed that work is started with 25 units in both 







areas procured through open competition to ensure probity and give 
Bridgewater wide experience of the opportunities that exist between different 
companies. A similar incremental increase would be planned for years 2 and 
3 as previously described.  
 
This phased approach is achievable in the current financial climate as 
although an initial start up cost is needed in year 1, this would be offset in 
years 2 and 3 as savings in healthcare are generated and can be re-invested 
into the service. In addition as it becomes possible to decommission 
redundant services additional savings would be generated to support the 
expansion in years 2 and 3 and work towards making the service sustainable 
in the coming years. This will require negotiation with the newly established 
Clinical Commissioning Groups (CCG). DH, linked to the Delivering Assisted 
Living Lifestyles at Scale (DALLAS) programme and the Operating 
Framework are encouraging the private sector to fund start up costs and so 
some of the initial financial burden to Bridgewater may be reduced. 
 
The challenge for Bridgewater with this approach will be how to avoid setting 
up multiple call centres. This has been the case with each of the pilot sites 
which dependant on size have set up a centre with a bank of phones and 
computer terminals each staffed to take and receive calls and respond to the 
incoming patient data which is stored on a computer server. It would not be 
desirable or cost effective to have call handling within each of the Bridgewater 
divisions; a single central hub must be the option and ties in with other current 
developments such as the 111 service. This may need to be a stepped 
approach but needs outline consideration before work begins.  
 
A phased approach would also benefit the organisation as issues such as the 
extent and skills of the existing workforce would make it impractical for to take 
up a large number of units in a single year, especially year 1.  
. 
It is important that this programme of work is not taken up as a further pilot to 
demonstrate the benefits of the service. This is not required as adequate 
evidence already exists to support the case for Telehealth services. There is, 
however, an opportunity to conduct a research programme within Bridgewater 
as there are still benefits which have not been fully evaluated by the existing 
sites.  
 
A flow diagram identifying the individual steps to successful implementation is 
shown below. It is copied with permission of PA consulting. 
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Business case   
 
 
For information Charts 1 and 2 are taken from the work undertaken through 
NHS Central Lancashire in 2010, the work subsequently being evaluated by 
the health economists at York University. This study considered patients with 
COPD who were monitored using Intel equipment. This data relates to four 
patients from the study, it is basic and crude standardised assumptions have 
been made against costs, for example of a hospital admission. It does 
however give a sense of the potential benefits that Telehealth could offer 
individually and at a larger scale which is in line with Chart 3. 


 
Chart 3 outlines the gross savings that may be achieved by roll out of 
Telehealth across the Bridgewater footprint. It has been prepared by an 
independent company and is copied with the permission from PA Consulting. 
The data is based on the use of Tunstall equipment, the figures giving a view 
of the potential impact on resources if the technology is implemented at scale. 
Most of the companies involved with the deliver of Telehealth can 
demonstrate similar data. 
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Potential gross financial savings from a Telehealth deployment in 


Bridgewater


Notes:


1.The figures assume a 12 month contract 


2.It assumes that the systems are split evenly between Heart Failure patients and COPD patients


3.The gross financial saving is the saving achieved before the deduction of commercial costs or any other addition costs to implement of deliver the 


service model


Short Stay Admission Avoidance 


 
 
 
Proposal and next steps 
 
In order to progress this work, a meeting was held in November to bring 
together the technology leads within the Bridgewater divisions to consider the 
current status of Telehealth across the organisation and consider how best to 
develop the service. This gave opportunity to share experiences of the use of 
Telehealth and understand the current position of the new technology. 
 
From this, a working group is being established to take forward the proposal 
outlined above, with the divisions that already use the technology giving 
support and encouragement to the new starters. The group will also use the 
lessons learned from the National Demonstrator programmes and others. 
Through a programme of meetings, an action plan with a full business case 
will be formulated. In addition it is a key requirement that a full engagement 
programme led through the communications team is undertaken with the 
nurses and managers working within Bridgewater and with our external 
stakeholders, especially the newly forming Clinical Commissioning Groups 
(CCGs). 
 
Funding has also been achieved through the SHA to support a project worker 
to form a learning link between ourselves and Liverpool Community and this 
will also support an education and training programme relating to Telehealth. 
Dates are also being arranged for two Innovation workshops in February 
2012 to consider how as an organisation Bridgewater explores the 







development opportunity of new technology. Telehealth will be promoted at 
both events. 
 
As such a programme of work for implementation will be produced with a 
specified time line and measurable outcomes for patients and carers, 
clinicians and the health economy. Roll out will commence in April 2012. 
 
Recommendations 


 
The Board is asked to endorse these initiatives.  
 
Dr. Steve Ward 
Medical Director 
January 2012 
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Document Title: 


 


Continuing Board Development 


Proposals. 


 


Document Author: 


 


Kate Fallon and John Ward 


 


23 December 2011 


 


Board Development Work With Deloitte 


As the Board is already aware, the initial engagement of Deloitte to support the Trust in its journey to 


Community Foundation Trust status comprised an Assessment phase, the outcome of which was 


reported to a Board Seminar session on the 10th October 2011. 


 


It is now proposed to move into the second phase of this support which comprises a Board 


Development phase. The content of this will be:- 


 


1. A Board Workshop aimed at a review of progress against the actions agreed in the October 


Board Seminar session plus a focus on the specific themes of the Board’s approach to risk and 


the level of collective strategic challenge. The suggested dates for this Workshop are either 


Friday 27th January 2012 or Monday 6th February 2012 with a 10.30am start. 


2. The offer to all Board Directors who will be subjected to Monitor scrutiny of individual coaching 


sessions, probably comprising some 3 two hour sessions over a period of several months. 


3. The possible delivery of an informal scrutiny of the Board Governance Memorandum that we 


will be required to submit for real as part of the SHA Assessment Phase of our CFT 


application, probably during Spring 2012. This particular element is the subject of a 


teleconference with Deloitte to take place on Tuesday 3rd January 2012 which will determine 


whether the added  benefit to be gained from undertaking this offsets the additional work that 


its early preparation will create. The conclusion from this teleconference will be offered to 


Board along with this paper to enable an informed decision to be made. 


 


Board is asked to consider the Deloitte proposal  and to agree the way forward with the Board 


Development Programme. 


 


JW/Deloitte/BdDvlpt. 
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Document Title: 


 


Proposed Community Foundation 


Trust Constitution 


  


Document Author: 


 


John A Ward 


 


29 December 2011 


 


At its December 2011 meeting, the Board approved the key components relating to Member and 


Governor numbers for inclusion in the proposed CFT Constitution which will be part of the package of 


proposals to go out for public consultation at the beginning of February 2012. 


 


Monitor require applicant Foundation Trusts to utilise their Model Core Constitution which requires 


customisation by the applicant Trust and whilst it does not expressly forbid amendments to this, it 


does operate a fairly rigorous “comply or explain” approach to any such departures from the Model. In 


addition the Model Constitution gives Trust’s the option to include additional elements to the 


Constitution in a number of specific areas. 


 


As things stand therefore, the Trust needs to make some further decisions in order to able to conclude 


the Constitution in the areas of:- 


 


- should the Staff Constituency be open to individuals who exercise functions for the Trust other 


than those in the Trust’s direct employment? 


- what should the minimum numbers of Members of both the Public and Staff Constituencies 


be? ( NB Not our previously agreed Target numbers. ) 


- are there any additional reasons why individuals should not be allowed Membership or to be 


elected as Governors other than those specified? 


- what provision should be made for the removal of Governors? 


- what, if any, provision should be made to exclude the public from  parts of meetings of the 


Council of Governors? NB These must be for special reasons only. 


 


The Board is asked to agree to the delegation of authority to the CFT Programme Delivery Group to 


determine the final content of the Constitution so as to enable the final version to be available for the 


Consultation process commencing on the 1st February 2012. 


 


A copy of this final document can be presented to the February Board should this be felt to be 


necessary. 
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Agenda Item: 216/11(v) Paper 4 


 


 
Title: 
 


 
Board Governance Assurance Framework 


 
Prepared by:  


 
Presented by:  


Linda Agnew 
Director of Corporate Development 


Linda Agnew 


 
Executive Summary:  
The Department of Health has commissioned a Board Governance Assurance 
Framework (BGAF) to assist aspirant Foundation Trusts to prepare for authorisation.  
This will be a requirement from January 2012.  The Framework has two key 
components: a self assessment and development modules.  The self assessment will 
be externally verified by an independent external assessor 
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


 Organisation Number Title 
 


4 Care  and welfare of people who 
 use services 
 
16 Assessing and monitoring 
 the quality of service provision 
 
12 Requirement relating to workers 
 
26 Financial position 
 
28 Notifications 


 


Hygiene Code of Practice supported 
by this paper: No 


 


 
Recommendation: 


 
Board is asked to familiarise itself with the 
content of the framework and commence 
preparation and evidence collection 
 


 


 







 


 
 
 


Board Governance Assurance Framework 
 


Briefing Paper 
 


January 2012 
 
 
(1)  Introduction 
 


Bridgewater Community Healthcare NHS Trust is on a trajectory to achieve 
Foundation Trust (FT) status by April 2013.  As part of this, and in line with other 
aspirant FTs, Bridgewater has signed and published a Tripartite Formal 
Agreement (TFA) setting out our timeline and key milestones. 
 
To date, half of all aspirant NHS Trusts whose application is deferred during the 
authorization process do so due to a failure of governance, specifically issues 
with Board capacity and capability and ability to evidence this.  The DH found 
that in preparing for Monitor, most Trusts have undertaken Board development 
work, but the cost and quality of this work varies widely. 
 
The DH has commissioned the development of a Board Governance Assurance 
Framework (BGAF) to assist Boards to prepare for FT authorisation. 
 
From January 2012, all aspirant FTs are required to use the BGAF prior to 
submitting their FT application to the DH.  It will form part of the Trust’s 
application. 
 
It is stressed that although this is a national framework and both self and 
independent assessment, the issues and development that arise must be owned 
by the Trust. 


 
 
(2) BGAF Structure 
 
 The BGAF is structured in two key stages: - 
 


 The Board Governance Memorandum 
 Development modules 


 
2.1 Board Governance Memorandum (BGM) 
 


This is used by Board to self assess their current capacity and capability.  
Responses must be supported by appropriate evidence.  The self 
assessment is then externally validated by an independent external 
supplier. 
 
The BGM covers five indicators of effective Board governance.  Each 
indicator is divided into a number of sections.  Each section must be RAG 
rated on a ‘comply or explain’ basis. 
 
Evidence must be provided and explanation given for each response. 
 
 


…/.. 
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The five indicators are: - 
 
1. Board composition and commitment 
2. Board evaluation, development and learning 
3. Board insight and foresight 
4. Board engagement and involvement 
5. Board impact case studies x 4 


 
2.2 Development Modules 
 


Modules developed by the DH which Boards can opt to undertake to gain 
a deeper level of assurance into specific areas.  These will provide a 
standard of delivery to all aspirant FTs. 
 
The development modules are: - 
 


 Organisational strategy and values 
 Quality governance 
 Financial governance 


 
 
(3) Process 
 


The DH is procuring suppliers for both the independent external assessment and 
the delivery of the modules. 


 
The independent external assessors cannot be an organisation who has worked 
with you in the past two years. 


 
The SHA will match you to your independent assessor. 
 
The Board will first complete a self assessment on the BGM and submit this, on 
the prescribed form, after it has been signed off by the Board and Chair. 
 
The independent assessor will undertake an assessment and verification process 
based on the submission.  This will include a desk top review, Board observation, 
interview of Board members, interview of internal and external stakeholders, 
focus groups with staff, patients, carers, and a challenge and confirm session 
with the Chair and CEO. 
 
Once the assessment is complete, the independent assessor will produce a 
report to corroborate or challenge the Board self assessment and make 
improvement suggestions. 
 
A summary report will be sent to the aspirant FT, the SHA and the DH, outlining 
findings, recommendations and any major risks. 
 
Development modules may be used to address any issues raised through the 
process. 
 
The cost of the assessment will be around £30K. 


 
 


…/.. 
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(4) Next Steps 
 
 The DH procurement exercise has commenced.  For Trusts who are going to DH 


before April, a limited list of suppliers has been identified. 
 
 BCH is discussing the timeline with the SHA, to fit the assessment into our 


programme. 
 
 An internal trial self-assessment should be carried out early January to identify 


any areas for immediate action. 
 
 Discussions are being held with Deloittes on preparation work for the process. 
 
 Need to identify budget for this and development modules. 
 
 
(5) Recommendation 
 
 Board is asked to familiarise itself with the content of the assurance framework 


and commence preparation and evidence collection for the assessment. 
 
 
 
Linda Agnew 
Director of Corporate Development 
 
December 2011 
 







Board Governance 
Assurance Framework 


Laura Roberts 
Head of Provider Leadership Development 







BGAF - Background 


• Good governance is key 
• Historical failure at Monitor  
• Huge variation in quality and cost of Board 


development 
• Standardised through range of suppliers 
• Modular design with flexibility 
• Independent report 
• Mandatory from Jan 2012 


 







BGAF - Approach 


• Appointed Deloitte as co-design partner 
 


• Steering Group 
– Provider development – DH, 
– Director of Provider development - SHA, 
– Director of Leadership - SHA 
– Monitor  


 
• Network of Experts 
 







BGAF - Pilot Sites 


• Range of High Performing FT’s, across 
country, delivering range of services 


 


• Nominations – SHA PD Leads, FTN & Monitor 


 


• Northumberland Tyne & Wear MH, Derbyshire 
MH, Central Manchester, SE Coast Ambulance, 
Royal Marsden, Chelsea & Westminster 







Design Principles 


• Respect 


• Co-creation 


• Alignment 


• Best practice 


• Evidence Based 


• Value for Money 







BGAF – overview  


BGM approved by 


AFT Board and 


signed-off by the 


AFT Chair 


BGM tested by an 


independent 


supplier 


Independent report 


produced by 


supplier and 


submitted to AFT 


Board and SHA 


Cluster 


BGM completed by 


AFT Board 


Undertake the 


development 


modules where 


required 


The Board Governance Assurance Framework has two 
distinct components:  
 
1) the Board Governance Memorandum  (BGM)   
 
2) the Development Modules - which seek further assurance 
in one or more of the following areas of governance: 


i. Organisational Strategy and Values 
ii.Quality Governance  
iii.Financial Governance  







BGAF - Overview 


• Board Governance Memorandum 
– Composition & commitment 
– Evaluation, development & learning 
– Insight & foresight 
– Engagement & involvement 
– Impact 
 


• Scoring system  
 
• Self certification/Submission Document & Assurance visits 
 
• Report & Feedback 


 
 


BGM approved by 


AFT Board and 


signed-off by the 


AFT Chair 


BGM tested by an 


independent 


supplier 


Independent report 


produced by 


supplier and 


submitted to AFT 


Board and SHA 


Cluster 


BGM completed by 


AFT Board 


Undertake the 


development 


modules where 


required 







Composition & 
Commitment 


 


• Board positions and size 


 


• Balance of skills, knowledge & 
experience 


 


• Member commitment 







Example  
1.1  Board positions and size 


Red Flag Good Practice 


1. The Chair and/or CEO 


are currently interim or 


the position(s) vacant.  


2. There has been a high 


turnover in Board 


membership in the 


previous two years 


(i.e. 50% or more of 


the Board are new 


compared to two years 


ago).  


3. The number of people 


who routinely attend 


Board meetings is 


unwieldy compared to 


other NHS Provider 


Trusts. 


1. The size of the Board (including voting and non-voting members of the Board) is 


appropriate for the requirements of the business.  


2. All voting positions are substantively filled. 


3. The Board has a Senior Independent Director (SID) in place.  


4. The Board has a Foundation Trust Secretary (or equivalent) in place. 


5. It is clear who on the Board is entitled to vote.  


6. At least half the Board of Directors, excluding the Chair, comprise NEDs determined 


by the Board to be independent (refer A3.2 and C2.2 in the Monitor NHS 


Foundation Trust Code of Governance). 


7. Where necessary, the appointment term of NEDs is staggered so they are not all 


due for re-appointment or leave the Board within a short space of time.   


Examples of evidence 


that could be submitted 


to support the Board’s 


RAG rating.   


• Biographical information on each member of the Board. 


• The Board’s structure. 


• Job Descriptions/ Role Specifications for FT Secretary, SID, and NEDs. 


• Evidence of potential conflicts of interest of Board members being declared and 


managed.  







Evaluation, 
Development & learning 


• Effective evaluation 
 


• Whole Board development programme 
 


• Induction, succession & contingency 
planning 
 


• Appraisal & personal development 







Insight & Foresight 


• Board performance reporting 


 


• CIPs & QIPP 


 


• External environment & strategy 


 


• Quality & timeliness of papers/info 







Engagement & 
Involvement 


• Stakeholder involvement 


 


• Communicating priorities & expectations 


 


• Profile & visibility 


 


• Future engagement with governors 







Impact 


• How do you measure impact? 


 


• Case Study 


– Quality & Finance failure 


– Strategy Formulation 


– Organisational culture change 







Independent Supplier  


• Desktop review of evidence submitted 


• Introductory meetings with CE and Chair  


• Board Observation 


• Focus groups with staff 


• Interviews with all Board members and Company Secretary 


• Confirm and Challenge session 


• Final Report – shared with the Aspirant FT, SHA Cluster,  


BGM approved by 


AFT Board and 


signed-off by the 


AFT Chair 


BGM tested by an 


independent 


supplier 


Independent report 


produced by 


supplier and 


submitted to AFT 


Board and SHA 


Cluster 


BGM completed by 


AFT Board 


Undertake the 


development 


modules where 


required 







BGAF - Modules 


• Organisational Strategy & Values  


– builds upon the IBP 


• Quality Governance 


– Aligns with Monitor Quality 
Governance Framework 


• Financial Governance 


– Planning, reporting & monitoring,  


– Board & organisational awareness 







BGAF – Next Steps 


• Sign off by Steering Group 


• Announced early December 


• Supplier Awareness Day   


• Standardised ITT - ‘procurement pack’ 


• SHA based information sessions 


• Available from Dec/Jan onwards 


 







 


 


Any comments or questions? 


 


Thank you 
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Title:  
 


 
Proposed Terms of Reference – Foundation Trust Programme Board 


 


Prepared by:  
 
Presented by:  


John Ward  Linda Agnew 


 
Executive Summary: Proposed formal Terms of Reference for the FT Programme 
Board established as a Trust Board Sub Committee 
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


Organisation  Number Title 
 


Not applicable  
 


Hygiene Code of Practice supported 
by this paper: No 


 


 
Recommendation: 


 
Board is asked to approve these Terms of 
Reference 


 


 







 
 


 


Proposed Terms of Reference  


 
Foundation Trust Programme Management Board 


 
Proposed Terms of Reference 
 
The Programme Management Board is established to steer and direct the Trust 
through the Foundation Trust application process on behalf of the Trust Board and to 
provide assurance to the Board of satisfactory progress towards outcomes that will 
achieve successful Foundation Trust application. 
 
1. Authority 
 


1.1 The Foundation Trust Programme Management Board is established as a 
formal Sub-Committee of the Trust.  Its constitution and terms of reference 
shall be as set out below, subject to amendment by the Trust Board. 


 
1.2 The Programme Board is authorised to direct any actions to be taken as 


required by the SHA, Department of Health or Monitor necessary to comply 
with the Foundation Trust application process. 


 
1.3 The Programme Board will have responsibility for the monitoring, oversight 


and direction of the organisation’s Foundation Trust application. 
 
2. Purpose/Duties 
 


2.1 The Programme Board is responsible for ensuring the effective application 
           for Foundation Trust status, following guidelines, requirements and advice  
           as laid down and given by the SHA, the Department of Health and Monitor. 
 
2.2 The Programme Board will oversee performance, reporting and evidence 


submissions to the SHA, Department of Health and Monitor to ensure 
achievement of milestones. 


 
2.3 The Programme Board will monitor progress and direct and receive reports 


from the identified key workstreams to ensure successful achievement of 
project plans and milestones leading to successful application for 
Foundation Trust status.   


 
2.4 The Programme Board will monitor progress against the Tri-partite Formal 


Agreement (TFA) and Accountability Agreement and any other monitoring 
agreements provided by the Department of Health, SHA and Monitor. 


 
2.5 The Programme Board will provide reports and assurance on progress to 


the Trust Board. 
 







2.6 The Programme Board will ensure all risks associated with the programme 
and its workstreams have been properly identified and that appropriate 
mitigating actions are in place. 


 
3.  Membership 
 


3.1 The Chief Executive will be designated as Programme Sponsor and Chair 
of the Programme Board. 


 
3.2       The Director of Corporate Development will be designated Programme 


Director and Chair of the Programme Delivery group. The Programme 
manager will Chair individual workstream meetings. 


 
3.3 The Director of Finance, and Director of Operations shall be members of 


the Programme Board. 
 
3.4       The Trust Board shall nominate one Non-Executive Director to be a 
           member of the Programme Board to provide challenge and assurance. 


 
3.5 A quorum will be four members, including the Programme Sponsor and/or 


the Programme Director. 
 


3.6       Directors shall be allowed to nominate deputies to attend on their behalf. 
 
4.  Frequency of Meetings 
 


4.1 Meetings will be held monthly. 
 


4.2 Additional meetings and workshops may be called to review particular 
reports or information. 


 
 
5. Reporting 


 
5.1 The minutes of the meetings, actions, recommendations, required 


submissions and summary of key risks shall be submitted to the Trust 
Board. 


 
5.2 The Programme Board shall receive reports from the identified 


workstreams and from the FT Programme Director. 
 


5.3 The Programme Board will submit reports as required to the SHA, 
Department of Health, Monitor and their assessment teams. 


 
6.  Programme Board Support 
 


6.1      The Programme Manager / Trust Secretary will provide administrative 
             support to the Programme Board. 


 
6.2       Agenda papers will be issued 3 working days before scheduled meetings 
            and minutes of meetings will be issued within 5 working days of each 
            meeting date. 







 
 
7.  Review 
 


7.1          The Terms of Reference shall be reviewed six monthly. 
 
 
8.   Structure 
 


 
     
 
 
 
 Author 
       
     Linda Agnew 
     Director of Corporate Development 
     FT Programme Director 
     December 2011 
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Chairman and Chief Executive’s introduction 


Bridgewater Community Healthcare NHS Trust (BCH) is one of the largest providers of NHS 


community healthcare services in the North West. 


We want our patients, their families and carers, our staff, our communities and partner organisations 


to have a greater say in the future development of the services we provide. 


We believe the best way of achieving this is by becoming a Foundation Trust (FT) as this will give us 


greater freedom to respond to the needs of our patients and give them more say in how our services 


are run. 


We have already done a great deal to help us on our way to achieving FT status and now need to 


seek feedback on the arrangements which we are proposing to put in place. This is why we are 


carrying out a 12 week consultation on the proposals contained within this document. 


These arrangements include building a membership base from among our patients, their families and 


carers, our staff and our local communities and establishing a Council of Governors to represent them. 


Find out more about what becoming a member means on page XX. 


Please take the opportunity to read this document and learn about our about our plans. Please tell us 


what you think. Details of how to do this are included at the end of this booklet. 


We would also like you to sign up as a member of our Trust to ensure that you can have your say on 


the future of local community healthcare services. A membership application form is included at the 


back of this booklet. 


 


Harry Holden 


Chairman 


Kate Fallon 


Chief Executive 


Insert signatures & photos 
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About Us 


We provide NHS services to a population of more than 1.2 million people living in Ashton, Leigh and 


Wigan, Halton & St Helens, Trafford and Warrington. We also provide specialist community dental 


services in these areas plus Bolton, Stockport, Tameside & Glossop and Western Cheshire.  We are 


called Bridgewater Community Healthcare NHS Trust (BCH) because of the Bridgewater Canal and its 


network of links to the communities we serve. 


We employ 4,211staff who support our mission to improve local health and wellbeing through 


providing care close to home - in clinics, health centres and patients’ own homes. We also deliver 


healthcare services within locations at the heart of our local communities such as schools, community 


centres and GP surgeries. 


Community health services provide care treatment and support for the youngest to the oldest 


members of our communities and everyone else in between.  In many cases we have long-term 


involvement with patients and service users which sometimes lasts throughout their lives. 


We are passionate about delivering care close to home and we believe that becoming a Foundation 


Trust (see page XX) will enable us to continue providing NHS services which are tailored to the 


current and future needs of the people and communities we serve. 


 


Our Services 


Insert high level matrix table of services and which divisions they are provided – or could 


include as an appendix at the back. 


 


Our Vision for the future 


 


Mission  


As an organisation working with and for local people our role is to address health inequalities and 


improve quality of life by providing healthcare.  This is reflected in our Mission statement. 


To improve local health and promote wellbeing in the communities we serve. 


Vision 


We have set a vision for the organisation which details our aims for the future development of the 


Trust. 


By working with local people and partners, we will promote good health and be a leading provider of 


excellent community healthcare services in the North West. 


Values 


We have adopted a set of values which underpin the developing culture of our organisation and 


outline the attitudes, behaviours and culture of our workforce.  (Insert graphic of values – Patient 


Centred, Encourage Innovation, Open and Honest, Professional, Locally le, Efficient) 
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Our plans for the future 


Bridgewater Community Health care NHS Trust also has four Strategic Themes – Patients, 


Community, Organisation and People – which will help us to achieve our mission to improve local 


health and wellbeing.  


Within these four themes sit our Strategic Objectives which outline what we intend to achieve over the 


coming years and underneath these we have provided a number of priorities to illustrate how we plan 


to work towards achieving these objectives. 


 


Strategic Intention Strategic Objective 


Patients We will demonstrate improvement in the delivery of high quality, safe, 


excellent and effective personal community healthcare for our 


patients. 


We will make it easier for patients/carers to access our services 


where and when they need them. 


 


Priority 1 We will continue to develop specialist community services for the 
most vulnerable in our communities, including children, people with 
disabilities, the homeless and elderly by:  


o continuing to develop our safeguarding systems and 
processes 


o introducing new ways of engaging vulnerable members of 
our communities with health services 


o developing specialist diagnostic services 
 


Priority 2 We will improve services that support people living with long-term and 
life limiting conditions by: 


o further developing our services for people with diabetes, 
respiratory and cardiac conditions 


o greater investment in services for people with dementia, 
cancer and those who are nearing the end of their lives 


o exploring the use of technology that enables us to 
remotely monitor patients’ vital signs and respond 
appropriately. 


 


Priority 3 We will improve access to our services to ensure you receive the right 
care, in the right place at the right time by: 


o working with patients and the public to find out when and 
where they want services 


o exploring the use of new technology to ensure our 
services are both convenient and efficient. 


 


Community We will work with local communities to improve services that support 


their health and wellbeing, establishing targets that will demonstrate 


that we are achieving this. 


We will engage with stakeholders and the local community to ensure 


that we develop a community organisation that is recognised as 


contributing to the lives of the local population. 


Priority 4 We will continue to develop a wide range of services which are 
available to all members of our communities and designed to keep 
people in good health and free from preventable illness by: 


o further improving public health services, including health 
visiting 


o ensuring services are geared towards working with 
people to prevent the need for unnecessary hospital 
admissions. 


 







 5 


Priority 5  We will improve how we deliver services and provide more 
coordinated care by: 


o working to integrate care with local health and social care 
providers 


o developing services in conjunction with voluntary 
organisations and other providers 


o integrating systems to enable healthcare and other care 
staff to spend more time providing care 


 


Organisation We will be financially secure and accountable across our entire 


organisation. 


We will deliver value for money by ensuring efficiency in all our 


activity and processes to enable and drive innovation. 


We will achieve NHS Foundation Trust status by 2013 and be 


assessed as a leading provider of community healthcare in the North 


West by 2015. 


Priority 6 We will use our NHS Foundation Trust status to enable us to 
generate a surplus of cash which we will use to invest in services and 
innovations (outlined above) so that we can continue to improve the 
quality of services for patients without compromising on efficiency.  
 


People We will develop world class skills, competencies and experience, to 


deliver high quality care through our workforce planning and 


education, to be seen as the employer of choice. 


We will engage with our staff, fostering talent and developing leaders, 


to deliver change, innovation and improvement. 


Priority 7 Our staff development will focus on the development of clinical skills 
and also on providing better customer care and problem solving so 
that we can respond to patient needs. 
 


.   
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What is a Foundation Trust? 


We are currently an NHS Trust and are seeking to become a Foundation Trust (FT). This is a different 


type of healthcare organisation but one that will remain within the NHS. 


We will continue to deliver on the principles of providing care that is free at the point of delivery. 


Becoming an NHS Trust will not directly result in any changes to the services that we provide. 


It will, however, change the way our Trust is governed. There will be a greater emphasis on local 


accountability. This means giving our patients, our staff, local people and partner organisations a say 


in the future of the services we provide.  


Our commitment to working with local people will be achieved through developing a formal 


membership scheme and giving members the opportunity to vote for representatives on our Council of 


Governors – more detail is provided over the next few pages. 


We will also be required to change our name to Bridgewater Community Healthcare NHS Foundation 


Trust. 


 


What are the benefits? 


Becoming an FT will ensure the continued delivery of locally led NHS healthcare in the heart of the 


communities we serve. This is of critical importance as we address the health needs of local people in 


an era of rising life expectancy. We must also provide accessible and cost effective care for people 


throughout their lives, including care for increasing numbers of people with complex conditions. 


Some of the key benefits of becoming a Foundation Trust are outlined below: 


 Our decision making will be local, as opposed to being dictated by central government, which 


will enable us to respond more quickly to the needs of our patients and local communities 


 Local people and organisations will have a much greater role in the planning and design of our 


services and in setting priorities through establishing a membership base and a Council of 


Governors 


 Both public and staff members will be able to elect the majority of representatives on our 


Council of Governors. 


 The Council of Governors will represent members, local communities and other organisations 


and be able to influence key decisions about the Trust and our services and have a say on key 


appointments. 


 We will be able to plan and manage our finances over a longer period of time and generate a 


surplus of money which will allow us to invest in new and improved services for patients 


 We will be required to meet all the standards set by the independent regulator of Foundation 


Trusts ‘Monitor’ as well as standards set by other authorities including the Care Quality 


Commission. 
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Having your say 


 


The following pages outline our proposals for the governance arrangements for the 


Foundation Trust. At the end of this booklet is a form containing the points that we would like 


you to comment on. We have also included a membership application form. 


Please read the following pages and complete both forms and return them to us using the 


FREEPOST envelope/form… No stamp is required. 


What are we are consulting on? 


 


We are not asking people to comment specifically on our plans to become a Foundation Trust. It is 


government policy for all NHS Trusts to become Foundation Trusts during the next few years. All NHS 


Trusts will become NHS Foundation Trusts or become part of an existing FT. 


We do want people and organisations to provide to feedback on our proposals for ensuring local 


people and patients have a greater influence over the development and delivery of their local 


community health services. We do want people to comment on our suggestions for membership and 


the Council of Governors. 


We are keen to obtain a wide range of views on our proposals and have provided a variety of ways in 


which you can have your say on page XX of this document.  


 


What is membership?  


Becoming an FT means that we need to have a membership base that reflects the communities that 


we serve.  Our membership will be made up of our patients, their carers and families, residents and 


members of our local communities and our staff. 


Some facts about being a member: 


 Membership is free and will be open to anyone aged 14 or above. We are proposing this age as 


we provide a large number of services to children and young people. We want all our members to be 


able to vote in our Governor elections and we feel this is an age at which young people can make an 


informed decision. 


 All members can exercise a vote in who will stand for election on the Council of Governors 


 It is up to each individual member how much time they wish to devote to membership and 


members will be able to select from three levels of membership but can amend this at any time 


 Members will have the same access to services as anyone who chooses not to become a 


member 


 Members aged 16 years or above can stand for election as a governor 


 Individuals can be members of more than one Foundation Trust 


 


Becoming a member of the Trust provides new ways for local people, patient, carers and staff to 


contribute effectively to the development of the Trust. Members will be able to positively influence the 


way in which the Trust is run.  


Join us as a member and you will be able to: 


 Receive regular information such as members’ newsletters, copies of the Annual Report and 
Accounts 


 Receive invitations to participate in focus groups, surveys and give feedback on aspects of the 
Trust’s services 
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 Be kept informed of plans for future development and be asked for views on strategic service 
improvements to give a public and staff perspective on proposals 


 Have a say, through the Council of Governors, on decisions about proposed changes to 
services and future plans for the development of the Trust 


 Elect fellow members as representatives to serve on the Council of Governors 


 Stand for election to the Council of Governors (if aged 16 or above) 


 Register for the online NHS Discounts scheme  which is exclusively for NHS Staff and 


Foundation Trust Members 


 


Levels of membership 


When you apply to become a member you will be asked to select one of the following levels of 


membership. This is to ensure that members are able to have a choice of levels of involvement with 


the Trust. If you change your mind you will be able to change this preference at any time. 


 


Level 1: Receive information about the Trust and issues affecting local health services at regular 


intervals, including invitations to events including the Annual Members’ Meeting and AGM. Receive 


voting papers for the elections to the Council of Governors. 


 


Level 2: Members will receive the same information as Level 1 members and receive invitations to 


participate in surveys and discussion groups which will allow members to comment on service 


developments and the Trust’s future strategic plans.  


 


Level 3: Members will receive the same information as Level 1 and 2 members and will also receive 


more detailed information about Governor vacancies, how to stand for election as a Governor and 


receive invites to events for potential Governors. 


 


Becoming a member 


Becoming a member is free of charge and easy to do. Staff will automatically be opted-in. To become 


a public member please complete the membership form on page XX of this document.  


You can also complete the online membership application form at www.bridgewater.nhs.uk 


You can also contact membership@bridgewater.nhs.uk or 01942 482672 to learn more about 


membership. 


 


How will membership be structured? 


We are proposing two membership constituency categories – Public and Staff 


 


Public Constituencies 


Our members will be invited to have a say on how we develop our service and will be represented on 


our Council of Governors who will influence how we the significant decisions that we must take as a 


trust.  


The Trust has taken a decision to have a single Public constituency for patients, carers and members 


of the public to reflect the fact that majority of our patients will be resident in the boroughs we serve 


and therefore eligible for the public constituency. This also reflects the reality that a significant 


proportion of the population of the boroughs we serve will be service users or will have accessed our 


services at some time. 



http://www.bridgewater.nhs.uk/

membership@bridgewater.nhs.uk%20
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The Public constituency will be divided into the following six sub-constituencies which are based on 


local authority boundaries, Primary Care Trust boundaries and the operational divisions within the 


Trust: 


Ashton, Leigh and Wigan (comprising the Borough of Wigan and mirroring the area covered by 


Ashton, Leigh and Wigan Division of the Trust) 


Halton (comprising the Borough of Halton and mirroring part of the area covered by the Halton & 


St Helens Division of the Trust) 


St Helens (comprising the Borough of St Helens and mirroring part of the area covered by the 


Halton & St Helens Division of the Trust) 


Warrington (comprising the Borough of Warrington and mirroring the Warrington Division of the 


Trust) 


Trafford (comprising the Borough of Trafford and mirroring the Trafford Division of the Trust) 


Community Dental (comprising the Boroughs of Bolton, Stockport and the PCT areas of 


Tameside & Glossop and Western Cheshire) 


Rest of England (comprises all other parts of England and will ensure that carers or relatives of 


our patients can also have a say in our services) 


 


Eligibility for public membership  


 Anyone aged 14 or over living in one of the areas defined as the public constituency.  


 Staff members will not be eligible to join the public constituencies but will be eligible to join the 


staff constituency. 


 
All public members will be entitled to vote to elect governors from their respective sub-constituencies 


to provide representation on the Council of Governors. 


 


Staff Constituency 


Our staff are our most valuable asset and will remain part of the NHS when we are authorised as a 


Foundation Trust.  


The Trust is keen to ensure that as many staff as possible are involved in and have a say in the 


organisation’s future and development. Therefore, the Trust will operate an automatic opt-in system 


for staff. All staff and new starters will be informed in writing of their automatic membership of the Trust 


and will be given the opportunity to opt-out of membership. 


 


Eligibility for staff membership will be open to staff who are either: 


 employed under a contract (including honorary contracts with no fixed term) 


 employed by the Trust under a contract with a term of at least 12 months or have been 
continuously employed with the Trust for 12 months or more 


 
 
Staff members will be allocated to one of the sub-consituencies of the Staff Constituency which are 


outlined below. Any staff who leave the Trust’s employment can be assigned to the appropriate public 


constituency. 


 
All staff members will be entitled to vote to elect governors from their respective sub-constituencies to 


represent them on the Council of Governors. 
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 Registered Nurses/Midwives 


 Allied Health Professionals/Other Registered Healthcare Professionals 


 Clinical support staff – including Assistant Practitioner/Healthcare Assistants 


 Medical 


 Dental 


 Non-clinical Support Staff, including managerial and administrative staff 


 


Council of Governors 


The views of members will be represented at the highest level within the Trust through establishing 


a Council of Governors. Our Council of Governors will play an important role in influencing the 


direction and decisions taken by the Trust. 


The Council will comprise representatives elected by members of the Public and Staff 


constituencies as part of a democratic voting process. In addition to this a number of Governors 


will be appointed to represent the Trust’s partner organisations.  


The Council of Governors will not have responsibility for the day-to-day running of the Trust but will 


have the following important statutory responsibilities: 


 


 To appoint and, if appropriate, remove the Chair and Non-Executive Directors 


 To decide the remuneration, allowances and other terms and conditions of office of the 
Chair and Non-Executive Directors;  


 To approve the appointment (by the Non-Executive Directors) of the Chief Executive; 


 To appoint and, if appropriate, remove the Trust’s financial auditors; 


 To provide their views to the Board during the Trust’s forward planning process; 


 To receive the Annual Report and Accounts; 


 To hold the Board of Directors to account for the performance of the Trust. 
 


In addition to this Governors will also: 
 


 Represent the interests of the local community and be consulted on proposed changes 
to how services are delivered 


 Provide an active link between the NHS Foundation Trust and communities 


 Review the Trust’s Membership Strategy and support the recruitment of members 


 Be actively involved in forums and advisory groups. 
 


Governors will be elected for a term of three years and will be eligible for re-election at the end of this 


period. 


 


Structure of Council of Governors 


The Trust is proposing a Council of Governors made up of 34 Governors. This includes 18 Governors 


elected by members of our Public Constituency and nine Governors elected by our Staff Constituency. 


The number of Public Governors must exceed the staff and partner governors combined. This allows 


us to invite nominations for seven Governors from partner organisations. 


 


The allocation of public Governors has taken into account the population size of the different areas in 


which the Trust provides services. Display as Table 


This will be split as follows: 
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Table of Council of Governors for membership constituencies: 


Public 18 


Staff 9 


Appointed-Partner 7 


Total 34 


We propose  


 


Display as Diagram to illustrate balance of Governors 


 


Public Governors (elected) 


We propose the following allocation of Public Governors based on the population size and the level of 


service we provide in each of the sub-constituencies. 


Wigan  5 


Warrington  3 


St Helens  3 


Halton  2 


Trafford  3 


Community Dental  1 


Rest of England  1 


 


Staff Governors (elected) 


We propose the following allocation of Staff Governors based on the numbers of staff in each of the 


sub-constituencies. 


Nursing  3 


Allied Health/Other Clinical 


Professionals 


 2 


Medical  1 


Dental  1 


Support Staff (Clinical)  1 


Non-Clinical Support Staff including 


Administration and Managerial 


 1 


 


Partner-appointed Governors 


We have decided to seek nominations for appointments to the Council of Governors from a number of 


organisations and forums.  


   


Health and Wellbeing Board Wigan*  1 


Health and Wellbeing Board Halton*  1 
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Health and Wellbeing Board St 


Helens* 


 1 


Health and Wellbeing Board Trafford*  1 


Health and Wellbeing Board 


Warrington* 


 1 


Voluntary Sector  1 


Higher Education Institution  1 


 


Note: Health and Wellbeing Boards will bring together locally elected councillors with the key 


commissioners, including representatives of clinical commissioning groups, directors of public health, 


children’s services and adult social services, and a representative of local HealthWatch (the new 


patients’ representative body) in each borough. 


When agreeing nominations from the Health and Wellbeing Boards we must take into account the 


legal requirement to have at least one governor from a Local Authority and at least one Governor from 


an NHS Commissioning organisation on the Council. 


 


Board of Directors 


The Trust Board is legally accountable for the safe and effective operation of the Trust’s services and 


ensuring we meet our statutory obligations. The Board provides leadership and strategic direction to 


the organisation and is also responsible for ensuring that the Trust performs well and meets all 


targets. 


The Board comprises of 13 Directors of whom eight are Non-Executive Directors, including the 


Chairman, and five Executive Directors, including the Chief Executive. 


As a Foundation Trust the Board will continue to undertake this role but will work closely with the 


Council of Governors, which will be chaired by the Chairman of the Trust. 


Working in this way will ensure that Governors are involved in key decisions about the future of the 


Trust. 


 


Feedback 


What happens next? 


When the consultation period has ended we will review all feedback and take this into account when 


making our application to become a Foundation Trust  to the Secretary of State for Health. 


 


We will publish summary of feedback to the consultation on our website www.bridgewater.nhs.uk/ft 


and detail how it has influenced our plans.  If the Secretary of State supports our application it will then 


be assessed by Monitor (the independent regulator of Foundation Trusts) who will then decide if we 


can become an NHS Foundation Trust. 


 


IF you have any questions or comments about this consultation please contact xXXXX or XXXXX 


 


Key Dates: 
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Consultation ends: April 30 2012 


Publish response to consultation: XXXto be insertedXXX 


Application to Secretary of State: XXXto be insertedXXX 


Monitor Assessment: XXXto be insertedXXX 


Target date for NHS Foundation Trust status to be approved: XXXto be insertedXXX 
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Form 1: Folded, gummed with tear-off perforation 


Tell us what you think. 


Questions:  


1. Do you agree that the minimum age to become a member should be 14 years? Tick 


boxYes/No –Additional comments box 


2. Do you agree that all members should be able to vote in governor elections from the age of 


14? Tick boxYes/No –Additional comments box 


3. Do you agree with our proposed three levels of membership? Tick boxYes/No –Additional 


comments box 


4. Do you agree with our plans for public membership constituencies? Tick boxYes/No –


Additional comments box 


5.  Do you agree with the proposed number of public governors? Tick boxYes/No –Additional 


comments box 


6. Do you agree with our proposals for staff membership and the number of staff governors 


proposed? Tick boxYes/No –Additional comments box 


7. Do you agree with the proposals for appointed partner governors? Tick boxYes/No –Additional 


comments box 


8. To reflect the change in status of the organisation we would like to change our name to 


Bridgewater Community Healthcare NHS Foundation Trust. Do you have any comments to 


make on this?  Comments box 


9. If there was one thing you would like us to change about our services during the next five years 


what would it be? Comments box 


10. Do you have any other comments on our proposals? Is there anything else you would like to 


see included in our plans for the future? Comments box 


 


Contact Details: 


Please complete your contact details if you wish us to send you details about the summary feedback from the 


consultation 


Title 


Address 


First Name Last Name 


Postcode   


Telephone  Email; 


Are you:    


Member of staff 


Representative of Partner 


organisation 


 


Patient 


Other 


Resident 


 


 


 


 


Form 2: Folded, gummed with tear-off perforation 
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Become a Member. 


We would like you to support their local community healthcare services by becoming a 


member. This will give you the opportunity to have your say on how we develop services in the 


future. 


You must be at least 14 years old to become a member. If you are a member of staff you do not 


need to complete this form as information will be sent to you separately. 


If you would like to join us please complete this form and return to the Freepost address. 


 


Your Details: 


Title (box) 


First name (box) 


Last name (box) 


Address (box) 


Postcode (box) 


Date of Birth (box) (sub-text you must be at least 14 years of age to become a member) 


Telephone (box) 


Mobile (box) 


 


We would like to send you information by email. If you have an email address, please provide it 


below 


(box) 


Your Details: 


We want to build a membership that is representative of the communities we serve. The 


following information will help us to know if we have achieved this. 


Gender: 


(tick box) Male/ (tick box) Female 


Ethnicity 


(tick box)  


White British Asian Indian Mixed – White and Black 


Caribbean 


White Irish Asian Pakistani Mixed – White and Black African 


White Other Asian Bangladeshi Mixed – White and Asian 


Black Caribbean Asian – Other Other Mixed Background 


Black African  Chinese Other Ethnic Group 


Black - Other   


 


 


Do you consider yourself to have a disability 


(tick box) Yes/ (tick box) No 
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Getting involved: 


Which level of Membership would you like? 


(box) Level 1 / (box) Level 2 / (box) Level 3 


Sub-script - You can amend this at any time by contacting us. 


 


I would like to become a member of Bridgewater Community Healthcare NHS Trust  


(box) signature    (box) date 


Please return this form in the envelope provided/ by folding it along the edges and posting back to the 


Freepost address on the back. 


 


Public register (CHECK the legal requirement for this information) 


(tick box)We are required to keep a public register of our members. If you do not wish to be included 


(what’s included?), please tick this box 


 


The data will be used to contact you about Bridgewater Community Healthcare NHS Trust and will be 


stored and processed in accordance with the Data Protection Act 1998 
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Back cover 


Contact information  


You can give us your views in a number of ways: 


 


Complete the “Have Your Say” feedback section on page XX and then return the document to the 


Freepost address provided on the pull out section. 


 


Alternatively you can write to us, email us or contact us by telephone using the details below: 


Contact address: 


Bridgewater Community Healthcare NHS Trust 


Bevan House 


17 Beecham Court 


Smithy Brook Road 


Wigan 


WN6 7JA 


Email: membership@bridgewater.nhs.uk 


Telephone: 01942 482672 or 01942 482672 


 


More information is available on our website www.bridgewater.nhs.uk 


Why not follow us on Twitter http://twitter.com/Bridgewater_NHS 


 


Insert Accessibility info/wording 


 



mailto:membership@bridgewater.nhs.uk

www.bridgewater.nhs.uk

http://twitter.com/Bridgewater_NHS








_1387806212.pdf


Page 1 
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Title: 
 


 
Proposal for adoption of a new Bridgewater brand 


 


Prepared by:  
 
Presented by:  


Matt Atherton  
Communications and Marketing 
Manager 
 


Linda Agnew 
Director of Corporate Development 


 
Executive Summary: 
 
A project to develop a new brand for the Trust has been running during the latter part 
of 2011. The brand is intended to be used as a distinctive design style across Trust 
communications to ensure Bridgewater is easily identifiable and can be differentiated 
from other community healthcare providers.  
 
The new brand has been developed to support our core NHS brand identity and has 
been designed in conjunction with staff across all Divisions. Patients and 
Commissioners have also been engaged in the process. 
 
This paper presents the proposed new Bridgewater brand and asks the Board to 
approve its adoption. 
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


 Organisation Number Title 
 


 
Not Applicable. 


 


Hygiene Code of Practice supported 
by this paper: No 


 


 
Recommendation: 


 
The Board is requested to: 
 
1. Approve the proposed new brand for 
Bridgewater Community Healthcare NHS 
Trust. 
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Communications 


21 December 2011 


 


Introduction 


 


SMT recently agreed an approach to developing a new brand for Bridgewater that aims to 


complement but not replace our existing core NHS brand. This new brand would be used as a 


distinctive design style for the organisation, enabling us to stand out from other community providers 


and help local people and service users identify our services. 
 


Branding process 


 


A proven brand development methodology was implemented which included a high level of staff 


involvement and engagement across a three stage process.  


Staff questionnaires were issued across all Divisions inviting colleagues to provide their views on: 


 What a brand for the Trust should embody.  


 What key elements from our mission, vision and values it should be based on. 


 What it should communicate to staff, patients, Friends and stakeholders. 


 What we stand for as an organisation. 
 


More than 200 questionnaires were returned and thematic analysis of the responses was carried out 


to identify common trends and themes. The findings of the analysis were then tested and refined 


through staff focus groups held across our Divisions.  


 


Service users and commissioners were engaged via questionnaires, focus groups and one-to-one 


interviews, ensuring we had a full understanding of the range of views about the new brand for 


Bridgewater. 


 


A design brief was created from the findings of the initial research which gave a clear set of 


recommendations on the desired format, content and style of the new brand. Staff were then invited to 


submit their ideas for the new brand. The response across the organisation was very positive with a 


wide range of designs and concepts being put forward. 


 


The staff ideas and updated design brief were then shared with a local graphic design agency who 


developed a range of professional artwork concepts. A shortlist was drawn up and shared with SMT in 


November, followed by the three preferred designs being distributed to staff for comment in early 


December.  


 


Results of staff consultation 


240 staff across the Divisions gave their views on the three design options. Where a clear preference 


was expressed, 65% of respondents preferred the option shown overleaf.  
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18% of the sample wanted to keep the design but change the strap line to one without the word 


‘flows’. These findings mirrored the preferences previously expressed by SMT.  


 


The proposed brand 


The preferred design was then refined to include a number of different strap line options that had been 


suggested by SMT and staff. The following version has now been selected and is submitted for 


approval by the Board. 


 


 


 


Next steps 


The Board is asked to give its approval for the new brand style to be adopted across the organisation. 


Once the final version of the brand has been agreed a set of guidelines will be produced to ensure it is 


used appropriately alongside our core NHS brand. A range of standard design styles will also be 


developed for Bridgewater materials and publications to ensure consistent application across the 


organisation. 
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Board Meeting on: Thursday 5 January 2012

Agenda Item: 215/11(ii) 

		Title:




		Compliance With The Responsible Officer Regulations Of The Medical Act



		Prepared by: 

Steve Ward

		Presented by: 

Steve Ward



		Neil Gregory

		



		Executive Summary: An Update on Progress with the Organisational Readiness Self-Assessment.





		Strategic Intentions supported 


by this paper:

		Care Quality Commission Outcomes supported by this paper:



		 People

Organisation

		Number

		

		Title






		

		12

13


14




		Requirements Relating To Workers.

Staffing.


Supporting Workers




		



		Hygiene Code of Practice supported by this paper: 

		

		

		



		No.

		

		

		



		Recommendation:

		Board is asked to accept this paper as assurance of satisfactory progress







BRIDGEWATER COMMUNITY HEALTHCARE NHS TRUST


		Title

		Update report on Bridgewater Community Healthcare NHS Trust compliance to the Responsible Officer Regulations of the Medical Act



		Author

		Dr Stephen Ward, Medical Director


Neil Gregory, Assistant Director for Workforce



		Date

		5 December 2011 





1.0 INTRODUCTION


		1.1

		Bridgewater Community Healthcare NHS Trust (herewith referred to as the Trust) must comply with its statutory duties with the Responsible Officer (RO) Regulations of the Medical Act by the end of 2012.






		1.2

		The most fundamental aspect of the statutory duties relates to the recommendations of the Trust’s RO to the General Medical Council (GMC) to revalidate licensed medical practitioners.






		1.3

		The purpose of revalidation is to ensure that doctors remain up to date and continue to be fit to practise.  The aim is to support doctors in their professional development, contribute to improving patient safety and quality of care and to sustain and improve public confidence in the medical profession.  For a small minority of doctors who fall short of the high professional standards expected, it also seeks to ensure that there are full and effective local systems to identify them and ensure appropriate remedial, performance or regulatory action to safeguard patients.






		1.4

		To achieve these aims the GMC will require assurance that local systems of medical appraisal and clinical governance function effectively and fairly in distinguishing between satisfactory and unsatisfactory performance and that ROs are making correct and valid recommendations.






		1.5

		The Medical Profession (Responsible Officer) regulations set out the duty to statutory bodies to nominate or appoint an RO to execute the following responsibilities:


· Evaluating doctors’ fitness to practise;


· Ensuring annual appraisals are carried out;


· Monitoring doctors’ conduct and performance;


· Investigating and take appropriate action to deal with concerns about doctors;


· Where appropriate, reporting concerns to the GMC; and


· Carrying out pre-employment checks on doctors.





2.0 PURPOSE


		2.1

		The purpose of this paper is to appraise the Board that we are making progress against the Organisational Readiness Self Assessment (ORSA) – appendix 1* and 2*, and thus be in a position to deliver against our statutory responsibilities.





* Please note this self assessment is based on the medical cohort prior to 1 April 2011


* Please note this self assessment is based on the medical cohort prior to 30 September 2011


3.0 PROGRESS


3.1
The table below details an overview of the required actions needed to the delivered to meet the statutory timescales:


		ACTION

		PROGRESS

		RAG






		By now, Chief Executives of designated bodies should be looking to have:



		Ensure that an RO has been nominate or appointed.




		Dr Ward is the nominated RO.

		G



		Ensured that their senior management team is informed and engaged.




		SMT have been informed.

		G



		Informed their Board of the steps their organisation is taking to prepare for medical revalidation.




		Paper presented to Board in January 2012.

		A



		Provided their RO with the support and resources which they need to fulfil their statutory duties.




		Resources currently under discussion as part of the Corporate restructure.

		A



		By now, ROs in designated bodies should be looking to have:



		Made themselves known to their SHA RO.




		Dr Ward is the nominated RO, and is known to the SHA RO.

		G



		Linked to their regional RP network (via the SHA).




		Both Dr Ward and Neil Gregory are linked to their RO Network.

		G



		Booked to take part in the initial RO training set up through the SHA RO.




		Dr Ward has completed all the required RO training delivered via the SHA.




		G



		Set up a revalidation project team within their organisation.




		To date the revalidation project team is Dr Ward and Neil Gregory.  Once the restructure is completed, the team will be expanded.




		G



		Familiarised themselves with the guidance on appraisal and revalidation that is being produced at a national level by the GMC, Department of Health, and the NHS Revalidation Support Team (RST).




		Both Dr Ward and Neil Gregory are fully familiarised with all the required documentation.

		G



		Ensure the HR Director for their organisation and their medical workforce/ staffing team is aware of and involved in their planning work.




		The Medical Director and HR team are fully involved in this piece of work.

		G



		Ensure that their organisation has an appraisal policy in place.




		Work is ongoing to review and refresh the Appraisal Policy.  This will be concluded by January 2012.

		A



		Started to identify the doctors with whom the designated body has a prescribed connection.




		This work is ongoing and will be concluded by January 2012.

		A





		Started to review the quality of their current appraisal scheme and their clinical governance systems: checking to see if every doctor has an annual appraisal; if there are sufficient appropriately trained appraisers; if clinical governance systems are able to provide doctors with the supporting information that they are required to bring to appraisal etc.




		This work is ongoing and will be concluded by February 2012.

		A



		By the end of December 2011, ROs should be looking to have:



		Developed a local action plan based on the results of the first ORSA exercise, and submitted a copy to the SHA RO.




		Following the January 2012 Board, the action plan will be forwarded to the SHA.

		A



		Started to deliver the actions in their local action plan (above).




		Work is ongoing set against the actions detailed within this action plan.

		G



		Provided their Board or an equivalent governance body with an update on the outcomes of the first ORSA exercise and their ongoing preparations for revalidation.




		Board presented with a progress paper

		A



		Accurately identified all the doctors with whom the designated body has a prescribed connection.




		This work is ongoing and will be concluded by January 2012.

		A



		Identified any potential or actual conflicts of interest between ROs and the doctors for whom they have a prescribed connection.




		The outcomes of this work will be known following the outcomes of point above.

		A



		Started to track the appraisals of all the doctors with whom the designated body has a prescribed connection.




		A timetable is being finalised and will be concluded by January 2012.

		A



		Considered the capacity, training and support needs of the appraiser workforce.




		This work is underway as part of the Corporate review and will be concluded by March 2012.

		A



		Started to establish links with other organisations (such as those in the independent sector) where the doctors they have responsibility for may also work.




		This work will commence in January 2012 and will be completed by March 2012

		R



		Decided what your policies and procedures will look like.




		The full suite of policies is being finalised.

		A





		By end of March 2012, ROs should be looking to have:

		



		Made significant progress towards readiness which can be demonstrated through completing the annual ORSA exercise (in April/May 2012), reporting progress to the Board (or an equivalent governance structure) and making the report openly available. 

		Work against the outstanding actions is ongoing and will be concluded by March 2012.

		R





4.0 RECOMMENDATION


4.1
The Board are asked to accept this progress report as assurance in working towards and meeting the statutory duties with the Responsible Officer (RO) Regulations of the Medical Act by the end of 2012.


Appendix One 
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ACTION LOG 


 
 
Meeting:  Bridgewater Community Healthcare NHS Trust Board 
Meeting – 1 December 2011 (PART I)  Refreshed 29.12.11 
 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible Person 


 
Completion Date 
 
Due 
Date/RAG 
Status 


 
Comments/Further Action 
 


 
04.08.11 
 


 
115/11 (ii)  


 
Telehealth 


 
Report to the October 
Board  
 


 
Steve Ward  


 
(Amber) 
5.01.12 


  
Deferred to the January Board 
On Agenda. 


 
04.08.11 
 
 


 
120/11 (ii) 


 
Patient 
Experience 
Reporting  
 


 
Proposed format for 
future reporting to be 
prepared by Patient 
Experience Group  


 
Dorian Williams 


 
 


(Amber)  
5.4.12 


 
Final report format to be 
proposed to the April 2012 
Board.  
 


 
1.9.11 
 
 


 
141/11(ii) 


 
Monitor 
Financial Risk 
Ratings 


 
Further analysis of July 
risk score of 3 to be 
provided. 
 


 
 
Mike Treharne 


 
 


(Green) 
12.12.11 


 
To be addressed in the 
December 2011 Board 
Seminar. Concluded. 


 
6.10.11 
 


 
156/11 


 
Speech and 
Language 
Therapy  


 
Consistency of 
investment between 
Divisions to be reviewed  
 


 
Colin Scales  


 
(Green) 


     19.12.11 


 
Interim report to the 
December Board. Completed. 
Detailed paper to the 19.12.11 
Performance Sub-Committee. 
Concluded. 
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ACTION LOG 


 
 
Meeting:  Bridgewater Community Healthcare NHS Trust Board 
Meeting – 1 December 2011 (PART I)  Refreshed 29.12.11 
 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible Person 


 
Completion Date 
 
Due 
Date/RAG 
Status 


 
Comments/Further Action 
 


 
3.11.11 
 


 
175/11 


 
Patient Story 


 
Action Plan to address 
delays in the provision of 
bespoke wheelchairs to 
be produced. 
 


 
 
SMT 


 
 
      (Amber) 


1.3.12 


 
For report back in March 
2012 prior to 12/13 
Contract sign-off. 
 


 
1.12.11 
 


 
193/11 


 
IMT Strategy 


 
To be submitted to the 
February 2012 Board 
 


 
Mike Treharne 


 
(Amber) 
2.2.12 


 


 
1.12.11 
 


 
193/11 


 
E-Mail 
Addresses 
 


 
Chairman request that 
Bridgewater e-mail 
addresses be adopted 
as a matter of urgency. 
 


 
 
Mike Treharne 


 
 


(Amber) 


 


 
1.12.11 
 


 
197/11(i) 


 
Extreme Risks 


 
Refocussed action plan 
to achieve CQC 
Outcomes. 
 


 
 
Colin Scales 


 
(Amber) 
5.1.12 


 
On Agenda. 


 
1.12.11 
 


 
198/11(ii) 


 
QIPP 


 
Paper on Level 1 
Opportunities and Risks. 
 


 
 
Kate Fallon 


 
    (Amber) 


5.1.12 


 
QIPP Paper on Agenda. 
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ACTION LOG 


 
 
Meeting:  Bridgewater Community Healthcare NHS Trust Board 
Meeting – 1 December 2011 (PART I)  Refreshed 29.12.11 
 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible Person 


 
Completion Date 
 
Due 
Date/RAG 
Status 


 
Comments/Further Action 
 


 
1.12.11 
 


 
199/11(i) 


 
Performance 
Report 
 


 
Reporting to include:- 
 


- Analysis of WiC 
performance 
between 
individual units. 


- Prison 
performance 
against external 
standards / 
targets. 


- Waiting List 
analysis to 
distinguish 
between RTT 
and All Waiters 
and to provide a 
further analysis 
of RTT Waiters 
by Patient 
Choice and 
service Capacity. 


 


 
 
 
 
 
Seamus McGirr 


 
 
 
 
 


(Amber) 


Board to confirm if this 
action can be cleared 
following review of the 
Month 9 Performance 
Report.  
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ACTION LOG 


 
 
Meeting:  Bridgewater Community Healthcare NHS Trust Board 
Meeting – 1 December 2011 (PART I)  Refreshed 29.12.11 
 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible Person 


 
Completion Date 
 
Due 
Date/RAG 
Status 


 
Comments/Further Action 
 


 
1.12.11 
 


 
199/11(i) 


 
Performance 
Report 
 


 
Report content to be 
developed to incorporate 
detail of the actions 
being taken to address 
issues of sub-optimal 
performance. 
 


 
 
Seamus McGirr 


 
 


(Amber) 


Ditto as above please. 


 
1.12.11 
 


 
199/11(ii) 


 
Finance Report 
 


 
Corporate costs to be 
reported s a separate 
line in 2012/2013. 
 


 
Mike Treharne 


 
(Amber) 
3.5.12 


 


 
1.12.11 
 


 
199/11(ii) 


 
Finance Report 
 


 
2012/2013 CIP 
Programme to be 
identified by 29.2.12 with 
Quality Impact 
Assessments. 
 


 
 
Mike Treharne 


 
 


(Amber) 
1.3.12 
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ACTION LOG 


 
 
Meeting:  Bridgewater Community Healthcare NHS Trust Board 
Meeting – 1 December 2011 (PART I)  Refreshed 29.12.11 
 
 


 
Date 


 
Minute 
Ref 


 
Issue 


 
Action 


 
Responsible Person 


 
Completion Date 
 
Due 
Date/RAG 
Status 


 
Comments/Further Action 
 


 
1.12.11 
 


 
201/11 


 
Local 
Safeguarding 
Children Board 
Annual 
Reports. 
 


 
 
To be presented to 
Board for Wigan, Halton 
& St Helens and 
Trafford. 


 
 
 
    Colin Scales 


 
 
 


(Amber) 


 


Ref: JW         
Date: 29.12.11 
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Board Meeting on: Thursday 5 January 2012 
 
Agenda Item: 217/11(i)  
 


 
Title: 
 


 
Performance Report Executive Summary November (Month 8) 2011 data 


 


Prepared by: 
 


Presented by: 


Lesley Austin and Darren Ashurst Director of Performance 


Executive Summary:  
 
This report summarises the key issues arising within Month 8, November 2011. 
 


 


Strategic Intentions supported  
by this paper: 


 


Care Quality Commission Outcomes 
supported by this paper: 


Improving Patient Care 
Improving efficiency and effectiveness 
Supporting communities 
Working in partnership 
QIPP 


Number Title 
 


4 
 
6 


Care and welfare of people 
who use services 
Co-operating with other 
providers 
  


Hygiene Code of Practice 
supported by this paper: Not 
Applicable 


 


 
Recommendation: 


The Board is asked to receive, review and 
approve the report. 
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BRIDGEWATER 
 


PERFORMANCE REPORT 
EXECUTIVE SUMMARY 


November 2011 
(Month 8) 
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Bridgewater Performance Report 
 


Corporate Dashboard 


 


The Bridgewater Corporate Dashboard (overleaf) shows an overview of both latest 
month and year-to-date performance at Trust level. It also shows the cumulative 
variance and the latest month position for each KPI at Divisional level (see columns 
on the right). 
 
It has sections pertaining to Clinical Activity, Quality, Finance and Human Resources, 
and lists the Key Performance Indicators (KPIs) relevant to the organisation. The 
dashboard is a work in progress and will develop to include further KPIs in 
subsequent iterations. 
 
A performance indicator column shows the year-to-date RAG status of each KPI, and 


an arrow denoting improvement , constant performance , or worse 


performance  when compared with the previous month. 
 
The dashboard includes a visual trend graph for each KPI (where appropriate) so that 
performance can be viewed graphically.  
 
The activity section at the top of the dashboard displays numbers in the boxes 
against Activity, DNAs and 18+ week waits (All services – not just consultant-led). 
These numbers denote the number of service lines across Bridgewater clinical 
services that fall into each RAG category. 
 
Note: The green cross for Trafford’ activity denotes the variance being outside of 
tolerance (the cross), but overachieving (green) rather than underachieving (red).   
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GREEN – within Bridgewater stretch target thresholds  


AMBER – within tolerance thresholds, but outside of stretch target thresholds  


RED – outside of Bridgewater tolerance thresholds    


A performance indicator column shows the year-to-date RAG status of each KPI, and 


an arrow denoting improvement , constant performance , or worse 


performance  when compared with the previous month. 
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Introduction 
 
Each Division’s performance is summarised in this report.  This report serves to 
comment on overall performance issues and where data exist and are developed, to 
provide a high level overview. 
 


Key issues  
 
Activity in all Divisions now exceeds the cumulative expectation as at the end of 
Month 8 
 
The total number of patients waiting over 18 weeks (both national RTT waits and 
non RTT waits) has fallen in 3 Divisions: Ashton, Leigh and Wigan, Halton and St 
Helens and Trafford.  The number of patients waiting over 18 weeks (RTT) in 
Warrington is 28 leading to underperformance against the 18 week target in 
Warrington at 94.97%. 
 
Walk in Centre performance in each of the Walk in Centres at Leigh, St Helens, and 
Widnes exceeded the national 4 hour standards in all areas although data show that 
the unplanned re-attendance rate at St Helens Walk in Centre exceeded the 5% 
threshold in October.  Further examination shows this to be a data recording issue 
rather than a true breach of the indicator. 
 
Out of Hours performance showed marginal underperformance of Carson standards 
QR8c, 9b and 9c at Leigh OOH and breaches of the Out of Hours indicators QR8b & c 
and QR12a and b at Warrington Out of Hours services. 
 
Prison Healthcare indicators reporting are now in place across Bridgewater and all 
standards are met with one exception where lack of information is signaled as a RED 
indicator. 
 
Trust performance in respect of the FT Trust Pipeline submission remains at 99.5% as 
the plan to improve Learning Disability access is not yet fully complete. 
 
 


Activity and Waiting Lists 


 
In aggregate, Bridgewater Trust at end of month 8 is slightly over performing in 
terms of clinical activity against targets.  
 
Previously Trafford’s constant over performance against activity thresholds had been 
attributed to the community services contract and Trafford undertook to validate 
the data.  Trafford Division has also been developing reporting mechanisms for the 
SLA with THT and realised that in co-ordinating the two pieces of work that it may 
have inaccurately calculated the distribution of activity between the commissioner 
and the Trusts components of the contract. Given this, retrospective data have been 
adjusted to more accurately reflect performance throughout the year. 
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Warrington and Halton and St Helens both continue to over perform, yet they are 
within the 10% tolerance for activity variance against target, as are Ashton, Leigh and 
Wigan. Only Trafford are performing outside of tolerance.  
 


  
 
 
Dental Services’ Activity 
There have been no new significant risks identified in month 8. A complete set of 
figures is now available and activity is generally satisfactory. The Division expects to 
meet the UDA target tolerance by year end.  
 
Stockport continues to stabilise their performance. Whilst long term sickness early in 
the year indicates that the service will struggle to meet its yearend target, changes 
following the divisions restructure will mean that performance will be far more 
robust on an ongoing basis.  Halton St Helens continues to show healthy recovery 
and is on track to deliver year end targets following a slow start to the year. Bolton 
position has worsened but this is expected to show significant improvement in the 
near future following the recent successful recruitment of a Senior Dental Officer.  
 
West Cheshire continues to over perform as previously reported and Tameside & 
Glossop have begun to show signs of significant performance. This is expected to 
settle to closer to the contracted target by year end.  
 


18 weeks and Referral to Treatment Times 
In November Warrington Division reported 18 new breaches against 18 wks RTT. 5 
breaches related to patient choice and 13 are related to service issues. There are 
now a total of 28 patients waiting greater than 18 weeks, all of which were 
associated with the Dermatology service. 


There were no breaches for Ashton, Leigh and Wigan, and Halton and St Helens. 
Despite this the Trust continues to achieve its 18 weeks and RTT obligations and is 
managing its patients waiting via priority treatment lists. 
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All Waiting Lists 
 


 


 


 
 
The overall number of patients waiting in Ashton Leigh and Wigan Division has 
decreased in month and the number of patients waiting over 18 weeks has also 
reduced by 22 from month 7 to 107 in month 8. 
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Trafford Division is currently reporting 18+ week waits in two services: Children’s 
Speech and Language Therapy and Paediatric Therapy.  There is a reduction month 
on month in the numbers of patients waiting 18+ weeks for both of these services. 
 


Across all services, the Halton and St Helens Division reduced the number of patients 
waiting over 18 weeks by 31.6% from the previous month. A significant reduction of 
71, this leaves 154 remaining at the end of November.  
 


Warrington Division reported that the number of patients waiting over 18 weeks has 
increased by 92 patients.  This is due to the reporting of 4 additional services 
(Community Falls Prevention, Wheelchairs, Acquired Brain Injury, Community 
Audiology non- consultant and) in month. 


 
Priority Treatment List 
The facilitation of a Priority Treatment List has been requested across all Divisions 
when appropriate. 
 
 
DNA rates 
As a percentage of total scheduled activity Bridgewater continues to achieve its 
internal target of less than 5% across all Divisions. A review of DNA rates has been 
done and reporting should reflect this work in Month 9 data. 
 


 
 
The Dental Division continues to be unable to meaningfully report on DNAs as 
contacts are not a recognised currency within dental. Additionally services do not 
have clinical system which can systematically record across the patch.  
 


Out Of Hours Service 


The table below illustrates a summary of service performance in relation to the 
essential national quality requirements and confirms that Ashton, Leigh and Wigan 
Division’s service has achieved compliance with all the quality requirement targets 
during November, however are only partially compliant in 3 of the indicators:  
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 QR8c - this was due to the N3 connection server transfer on the 11th 
November .The connection was not restored until mid afternoon on the 13th 
November .This resulted in no IT system during this period and the service 
using a paper based system .This led to longer response time . An IR1 form 
was completed. 


 


 QR9b and QR9c - this was due to increase in demand during the month and 
availability of G.Ps.  The service is currently seeking to recruit Salaried G.Ps in 
order to meet demand. 


 


Warrington Division’s service has breached on 4 indicators during November and has 
reached partial compliance on 1 indicator: 


QR8b & c - Initial reporting of these standards commenced in month 6, during month 
7 it was identified that a proportion of these calls related to monthly Thursday PLT 
sessions, where the service is delivered within core primary care operating hours.    
Further analysis has been undertaken in month 8 to understand the true OOHs 
service performance.  
 
A capacity and demand analysis is currently being undertaken, to identify the 
pressure points within the services, to inform a service improvement action plan. 
 
QR9c - Higher than predicted activity levels resulted in 87 breaches on Sat 26th & 
Sun 27th of Nov 11 (afternoon).  Currently the service does not have a dedicated 
clinical weekend supervisor; this will be resolved in April, due to skill mix and 
workforce redesign.   An escalation plan has been initiated based on the predictor 
tool, to seek authorization for additional staffing. 
 
QR12a - 2 breaches (1 minute and 19 minutes delay) out of 4 home visits.   
 
QR12b - 14 breaches  
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OOH Descriptor 


National 
Previous 


Month  
Current  


Trend against 
National 
Quality 


Requirements 
and against 


Local Targets 


Nov 2011 


Previous 
Month  


Current  


Trend against 
National 
Quality 


Requirements 
and against 


Local Targets 


Quality 
Month                     


(Oct 2011) 
Month                   


(Nov 2011) 
 


Month                     
(Oct 2011) 


Month                   
(Nov 2011) 


Requirement 
Standards 


ALW ALW  Warrington Warrington 


% % %  % % 


Regularly reporting of Quality Standards  Monthly Monthly Monthly 


QR1  
Monthly Monthly 


Supply clinical data GP   95 99.12% 97.57%  QR2 99.22% 99.28% 


Patients with defined needs   - -  QR3 - - 


Clinical audit - up to last quarter   97.14% 45.45%  QR4 Yes Yes 


Patient Experience 1 3.79% 
Data not yet 


available   QR5 
No Data * 2.6 


Engaged Calls 0.1 0 0  QR8a 17.74% 0 


Abandoned Calls 5 0.43% 1.15%  QR8b 19.50% 16.00% 


Answered within 60 seconds 95 96.19% 91.96%  QR8c 80.00% 77.00% 


Emergency care requiring ambulance  95 100% 100%  QR9a 100% 100% 


Urgent care requiring call within 20 min 95 96.41% 93.63%  QR9b 95.74% 96.72% 


Routine care requiring call within 60 min 95 97.55% 92.26%  QR9c 93.09% 92.63% 


Drop in patients require assessment 20 
min Not applicable due to A&E type provision 


    QR10 
    


PCC Emergency appointment within 60 
min 95 


100% 
No 


emergency 
patients   QR12a  


100% 100% 


PCC Urgent appointment within 120 min 95 99.51% 100%  QR12b  97.60% 96.76% 


PCC Routine appointment within 360 min  95 99.89% 100%  QR12c  99.87% 99.55% 


Visit Emergency appointment within 60 
min 95 


100% 100% 
 QR12a  


100% 50% 


Visit Urgent appointment within 120 min 95 100% 100%  QR12b  96.63% 82.50% 


Visit Routine appointment within 360 min  95 100% 100%  QR12c  100% 97.66% 


Providing access to interpreter services    Yes Yes  QR13  Yes Yes 
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Walk-In Centre National Indicators 
 
Publication 
The Operating Framework for the NHS in England 2011/12 launched a set of clinical quality indicators 
which would provide a comprehensive and balanced view of the care delivered in A&E, which 
included Walk in Centres.  
 
In June 2011 the Department of Health (DoH) published “A&E Clinical Quality Indicators – Best 
Practice Guidance for Local Publication” with the purpose of supporting providers to publish the data 
associated with the Indicators for patients, public, other providers and commissioners which will be 
presented in a Dash Board Format. This will be mandatory by April 2012 but Bridgewater has 
facilitated an earlier publication date via our Intranet Site.   
 
Walk-In Centre Activity 


Ashton, Leigh and Wigan, and Halton and St Helens Divisions are compliant across all 4 of the national 
WiC indicators they report on;  
 
              


  Walk-In Centres National Indicators           


     ALW   


  Indicator Target Oct Nov Trend   


  Percentage of People Seen in 4 Hrs >=95% 99.85% 99.18%    


  Time to treatment decision (median) 
<=60 
mins 


10 mins 52 
secs 13 mins    


  Unplanned re-attendance rate <=5% 1.5% 0.9%    


  Left without being seen <=5% 0.13% 0.00%    


              


     H&StH (combined)   


  Indicator Target Oct Nov Trend   


  Percentage of People Seen in 4 Hrs >=95% 99.94% 99.99%    


  Time to treatment decision (median) 
<=60 
mins 13 mins 13 mins    


  Unplanned re-attendance rate <=5% 5.3% 4.4%    


  Left without being seen <=5% 1.5% 0.2%    


              


      Bridgewater   


  Indicator Target Oct Nov Trend   


  Percentage of People Seen in 4 Hrs >=95% 99.90% 99.73%    


  Time to treatment decision (median) 
<=60 
mins 12 mins 13 mins    


  Unplanned re-attendance rate <=5% 3.8% 3.1%    


  Left without being seen <=5% 1.0% 0.1%    


 
Daily monitoring of performance at Newton Hospital and all Bridgewater Walk-In Centres has begun. 
This will continue throughout the winter period. All Bridgewater Directors are now being emailed 
daily (Mon-Fri) with any WiC performance breaches being highlighted along with any notable 
pressures. Similarly there is now also daily throughput monitoring of the GP Out Of Hours Practice 
within Ashton, Leigh and Wigan Division, which will be complimented by full weekly reports of all 
performance indicators. Warrington’s OOH Service will follow suit when they are able to do so.  
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Prison Health 
 
In 2007, Offender Health issued a set of Prison Health Performance Indicators to guide Strategic 
Health Authorities, Primary Care Trusts and prisons in judging their own performance in delivering 
healthcare services to prisoners. In 2009, in line with measures being developed in the wider NHS, 
Offender Health redeveloped and broadened the Indicators to include the quality of healthcare in 
prisons, as well as the performance of other contributing health and prison services. These are now 
referred to as Prison Health Performance & Quality Indicators. This development has enabled 
commissioners  to assess how appropriately the needs of prisoners are meant, how well 
commissioned services map to health priorities identified through health needs assessment, and how 
stakeholders, especially prisoners, value these services. 
 
Bridgewater has three Prisons (Hindley Young Offenders (Ashton, Leigh and Wigan Division), Thorn 
Cross and Risley (Warrington Division)). This report aims to give an interim performance position 
against the Indicators for the three prisons.  
 
Ashton, Leigh and Wigan Division – Hindley, Young offenders, show green on all 33 indicators and 
have action plans in place to maintain/improve on performance. 
 
Warrington Division – across Thorn Cross and Risley they show combined indicators of 27 green, 14 
amber and 1 red and have action plans in place to improve performance. 
 
During quarter 4 a programme of reconciliation is to be carried out to ensure that there is a 
consistent reporting process/methodology in place and that the three prisons will submit their data 
separately. The Governance Directorate will lead on this programme of work with support from the 
Corporate Clinical Performance Team. 


 
Governance 
 
Quality and Safety 
 
The Trust has received no performance notices from Commissioners. 
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Health Care Acquired Infections 
 


 
 
There was 1 infection to note for November attributable to community services provided by the 
Halton and St Helens Division, the patient was an inpatient at Newton Community Hospital.  
 
Serious Untoward Incidents (SUI)/Never Events  
 
No SUI, “Never Events”, RIDDOR reportable incidents, have been reported in month 8. 
 
Security Incident Reporting Systems (SIRS) 
 


 
 
Ashton, Leigh and Wigan, Halton & St. Helens and Warrington have SIRS recorded in month. All 
reported SIRS have been managed by the Divisions.  
The Dental Division also note no SIRS in month. 
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Complaints 
 


 
 
During month 8 Bridgewater has had a number of complaints. The complaints across all Divisions 
have been addressed within the standard timescales. 
 
The Ombudsman investigation in the Ashton, Leigh and Wigan Division continues, the Division has 
received a draft report from the Ombudsman office and have provided a response .The Division is 
awaiting the final report .The Divisional Senior Advisor for Nursing is leading on the preparation of an 
action plan. The Divisional Director is to provide a briefing to the Board January 2012. 
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Bridgewater Community Healthcare NHS Trust 


FT Pipeline Monitoring Template 


Monitor Compliance Framework 
Indicators Threshold


s 


Weighting Reporte


d 


Oct 11 


Reported 


Nov 11 


DH Target Progress* 


RAG 


Rating 


YT


D 


YTD 


Plan 


 


Clostridium Difficile Meeting the Clostridium Difficile objective 0 1.0 0 1   
 


 
MRSA Meeting the MRSA objective 0 1.0 0 0   


 


 
Indicators Threshold


s 


Weighting Reported 


Oct 11 


Reported 


Nov 11 


Progress* 


RAG 


Rating 


All Cancers: 31-day wait for second or 


subsequent treatment 


a) surgery  94%  


1.0 


100% 100% 
 


 
b) anti cancer drug treatments 98% N/A N/A N/A 


c) radiotherapy 94% N/A N/A N/A 


All Cancers: 62-day wait for first 


treatment 


a) from urgent GP referral to treatment 85%  


1.0 


100% 100% 
 


 


b) from consultant screening service referral 90% N/A N/A N/A 


Referral to treatment waiting times a) admitted (95
th


 percentile) 23 weeks 1.0 N/A N/A N/A 


b) non-admitted (95
th


 percentile) 18.3 weeks 15.2 17.3 
 


 
All Cancers:  31-day wait a) from diagnosis to first treatment 96% 0.5 100% 100% 


 


 
Cancer: two week wait from referral 


to date first seen 


All cancers 93%  


0.5 


98.51% 97.96% 
 


 
for symptomatic breast patients (cancer not initially 


suspected) 


93% N/A N/A N/A 


A&E a) Total time in A&E (% of patients who have 


waited ≤ 4 hours) 


95% 1.0 99.90% 99.73% 
 


 


b) Time to initial assessment (95% percentile) 


Only applicable from Q2 onwards 


≤ 15 


minutes 


 


 


1.0 


(failing 3 or more) 


0.5 


(failing 2 or less) 


N/A N/A N/A 


c) Time to treatment decision (median) 


Only applicable from Q2 onwards 


≤ 60 


minutes 


12mins 13mins 
 


 


d) Unplanned re-attendance rate 


Only applicable from Q2 onwards 


≤ 5% 3.80% 3.1% 
 


 


e) Left without being seen  ≤ 5% 1% 0.1% 
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Only applicable from Q2 onwards 


Stroke Percentage of patients admitted with stroke spending 


at least 90% of their stay on a stroke unit 


80%  


0.5 


N/A N/A N/A 


Percentage of patients with Transient Ischaemic 


Attack (TIA) at higher risk of stroke seen and treated 


within 24hrs 


60% N/A N/A N/A 


Indicators Threshold


s 


Weighting Reported 


Oct 11 


Reported 


Nov 11 


Progress* 


RAG 


Rating 


100% enhanced Care Programme 


Approach (CPA) patients 


a) Receiving follow-up contact within seven days of 


discharge 


95%  


1.0 


N/A N/A N/A 


b) Having formal review within 12 months 95% N/A N/A N/A 


Minimising mental health delay transfers of care ≤ 7.5% 1.0 N/A N/A N/A 


Admissions to inpatient services had access to crisis resolution home treatment teams 90% 1.0 N/A N/A N/A 


Meeting commitment to serve new psychosis cases by early intervention teams 95% 0.5 N/A N/A N/A 


Data completeness:  Identifiers 99% 0.5 N/A N/A N/A 


Data completeness:  Outcomes for patients on CPA 50% 0.5 N/A N/A N/A 


Category A call a) Emergency response within 8 minutes 75% 1.0 N/A N/A N/A 


b) Ambulance vehicle arrives within 19 minutes 95% 1.0 N/A N/A N/A 


Self-certification against compliance with requirements regarding access to healthcare for 


people with a learning disability 


N/A 0.5 Action Plan is in place 


in order that 


compliance is met 


 


 


 


 


Overall Progress RAG Rating for Monitor Compliance Framework* N/A  
 


 


 


 


 


 


Monitor Financial Risk Rating, Milestones and Covenants 
Indicators Reported 


Oct 11 


Reported 


Nov 11 


Progress* 


RAG Rating 


Monitor Financial Risk Rating 3 3 
 


 
Achieving Milestones (please refer to TFA and Accountability Agreement) Yes Yes 


 


 
Achieving Covenants (please refer to Accountability Agreement) No                     No 


 


 
DH Risk Level 
DH Risk Level** A/G                    A/G 


                                 


 


 


*Progress RAG Rating  


 


 Same, tolerance not met 


 


 Same, outside tolerance 


 


 Same, within tolerance 


 


 


 Improved, tolerance not met 


 


 Improved, outside tolerance 


 


 Improved, within tolerance 


  


 


  Decline, tolerance not met 


 


 Decline, outside tolerance 


 


 Decline, within tolerance 






_1387804947.pdf


 


 


 
 


 
 
 
 
 


Board Meeting on: Thursday 5 January 2012 


Agenda Item: 217/11(ii)  


Title: Finance Report 


November (M8) 2011-12 


 


Prepared by: Keith Dickinson, Chris McGarry, 
John Morris, Gareth Pugh, Phil 
Broadbent, Mike Cunningham  


Presented by: Mike Treharne 


Executive Summary: 


Report to provide the Board with an update on the Financial Performance for 2011-12 as at the end of 
November 2011. 


Strategic Intentions supported by this paper: 


We will be financially secure and accountable across 
our entire organisation. 


We will deliver VFM by ensuring financial efficiency in 
all of our activity and processes to enable and drive 
innovation. 


Care Quality Commission Outcomes 
supported by this paper: 


Number Title 


26/12 Financial Position 


Hygiene Code of Practice supported by this paper: 


NO 


 


 


 


Recommendation: The Board is requested to endorse the report. 


Decision:  
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1. 2011-12 Financial Performance Summary 


1.1 Main Objectives for 2011-12 


No Position


1 101.1%


2 100.1%


  Objective


  Income At Least Equals Plan Year to Date


  Expenditure Is No More Than Plan Year To Date


  Income and Expenditure % to Plan At Least Break-Even Year To Date


88%


37


1.0%


4   Annual Savings/ Efficiency Targets Implemented


  Liquidity Ratio of 15 days or greater *


3


5


 
 


1.2 Overall Performance - Headlines 
1.2.1 Year to Date (YTD) performance sufficient to achieve a FT Monitor financial risk rating of 3 and 


the forecast position also indicates a risk rating of 3 after adjustments in the original plan to reflect 
the delays in transferring the estate i.e. ITDA costs have reduced significantly. This is the 
minimum level the SHA expect the Trust to achieve as part of Stage 1 of the FT application 
process.  


1.2.2 I&E Surplus of £1.04m (£74k behind plan) and a forecast of £1.67m, in line with the plan. Main 
reasons for the shortfall to plan continue to relate to delays in implementing remaining CIP plans 
to match reduced income of £1.35m from NHS ALW in the ALW division and unfunded cost 
pressures but some of these issues are mitigated by controls on expenditure. 


1.2.3 Balance sheet shows a positive equity position of £3.4m, reflecting the £2.36m carried forward 
from ALWCHT plus the additional equity raised through eight months of trading. Cash position at 
£8m shows a far higher than planned positive position due partly to Halton & St Helens division 
having a significant creditor balance with NHS Halton & St Helens.  


1.2.4 All divisions show a surplus position. Only ALW (£98k) and Warrington (£6k) are below planned 
surplus levels. Halton & St Helens (£411k), Trafford (£343k) Dental Network (£60k) divisions all 
showing net surpluses YTD on or above planned levels; Warrington Division shows a £165k 
surplus and ALW division shows a £65k surplus. ALW division is implementing further 
expenditure controls whilst they address the delays in the achievement of the CIP target. The 
ALW division is required to attend performance review meetings until the division achieves the full 
CIP target and achieves the YTD surplus position. The forecast for ALW division will also be 
reviewed in the next month to ensure income and expenditure variances reflect the latest views.  
The Warrington division fell behind plan for the first time this year due mainly to the effects of 
MARS payments in the previous month.   


1.2.5 To help support the ALW division in achieving the CIP target for 2011-12, the Trust has 
commissioned an assessment of the CIP opportunities available to the division.  This may then 
be rolled out across all the divisions as the Trust looks to identity long term CIP opportunities for 
the next five years and will be an essential element of the FT application process and post FT 
approval. 
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1.2.6 In August 2011, the transfer date of the Estate from NHS ALW, NHS Halton & St Helens and 
NHS Warrington had been confirmed as the 15th December 2011. However, the Department of 
Health (DH) has now stated that it will take place next year. The trust is discussing with the SHA 
how this will impact on the financial plan for 2011/12 and beyond. The FIMS return at Quarter 2 
now shows zero Estate transferring in 2011/12 versus the original plan of c. £19m. The FT 
Pipeline plan for 2011/12 has now been adjusted to reflect the delay in the transfer and the 
effects this has had on the ITDA costs/ Asset base. A revised FT Monitor Ratings table has been 
constructed to highlight the changes and to show the Trust as still producing an average weighted 
performance rating of 3.   


1.2.7 Negotiations are continuing to take place with the above organisations (along with the SHA) to 
confirm the final details of the transfer including the transfer of revenue budgets to support the 
running costs. However the final figure will be significantly lower than initial planned transfer value 
of circa £19m, following the DH revised guidance. This is obviously creating uncertainty for the 
Trust in constructing a robust Estates Strategy and the Trusts objective of proving ‘world class’ 
facilities for our patients (and staff).      


 


Summary Statement of Comprehensive Income – SOCI (Income & Expenditure) Table 


 


 
Year To Date Plan


Main Type Budget ** Actual 


Variance 


(Under)/ Over 


Spends 


Annual Budget
Forecast 


Outturn


Variance 


(Under)/ Over 


Spends 


£'000 £'000 £'000 £'000 £'000 £'000


Income 107,902 109,101 (1,199) 160,886 162,769 (1,883)


Less:-


Pay 82,503 81,585 (918) 121,276 121,604 328


Non-Pay 25,292 26,403 1,111 37,774 39,329 1,555


EBITDA Total (107) (1,113) (1,006) (1,836) (1,836) 0


Less ITDA 107 69 (38) 159 159 0


Total 0 (1,044) (1,044) (1,677) (1,677) 0


Plan (1,118) 74  


1.3 Key Risks 


1.3.1 Under performance against the CIP target will have an impact on the financial performance for 
2011-12 and beyond. The ALWCH division continues to work on identifying further schemes and 
to firm up implementation plans.  Controls on vacancies and non pay spend will continue until the 
target is met.   


1.3.2 The original plan was to have just one finance ledger for all the divisions and corporate by April 
2012 but this is unlikely to be achieved now due to the uncertainty whether Trafford Community 
Services will remain with Bridgewater after this year. The integration of the ALW Division 
(01.10.11) continues to present challenges to the Trust but the impact this is having on the Trust 
is being kept to a minimum.  
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1.3.3 Disinvestment of services; NHS ALW agreed to transfer a number of 'demand management' 
services and this will have a significant impact on the income levels for the ALW division. A final 
financial transfer sum has now been agreed and this has resulted in a three way share of the 
financial gap.  The Trust will monitor to check that any costs incurred after the transfer date are 
verified and if necessary recharged to WWLFT if deemed post transfer costs. 


1.3.4  The agreement to approve phase 3 of the MARS process has had a minor financial impact on the 
2011/12 position and contingency plans have been drawn up to look to mitigate this issue. The 
main commissioners have been contacted to seek funds to support this. An update will be 
provided to the Board next month.  


Treasury Management 


2.1 Balance Sheet 


2.1.1 As already mentioned, the assumed value of transfers included in the FIMS plan to the SHA/ DH 
in relation to the balance sheet was £19.1m but as the transfer (as mentioned in page 2) will now 
be next year, the FIMS Quarter 2 return shows the Estate value as zero. The Trust paid out some 
£328k in PDC at the end of September 2011 as required by DH who based the calculation on the 
average amount of assets in the FIMS plan i.e. based on c. 19m. For this report, the YTD PDC 
shown will be the correct amount due based upon zero Estate transfer in 2011/12. Depreciation 
amounts have also reduced down accordingly.   


2.1.2 Creditors are high at £14.3m for reasons alluded to below in the overall performance section and 
the section relating to cash flow. This relates partly to payroll costs and this is not impacting on 
achievement of BPPC. We have debtors of £9.3m plus the cash of £8.1m: this therefore leaves 
the working capital figure of £3.1m as reported in the balance sheet.   


 


2.2 Cash flow 


2.2.1 Cash flow Statement   


The Trust has a cash balance at end of November of £8.1m. This is significantly higher than plan, 
due mainly to the St Helens division position and reflects the transitional arrangements put in 
place with the local primary care trust for payment of creditors and payroll costs, i.e. the local 
primary care trust has paid suppliers and staff but have yet to be reimbursed by Bridgewater – St 
Helens divisions for these payments. However the position is expected to be resolved over the 
oncoming weeks as the ALW division begins to utilise the SBS service fully.       


 


2.2.2 Cash flow Forecast   


The Trust is forecasting a year end cash position of £4.4m, cash generation in year of £1,666k 
which implies a negative EFL of £1,666k compared to a notified limit of negative £2,730k. The 
difference of £1,064k relates to capital payments the Trust expects to make in year. These were 
reflected in this Trusts final submitted plan for the year but were not included in the plan 
submitted to DH – hence the difference between notified limit and forecast cash generation.  


The DH has agreed to an EFL adjustment of £1,064k to give us a negative EFL of £1,666k but 
the initial forecast suggests a figure of negative £2.3m (partly depends upon when the Trust 
receives the PDC charge rebate (see 2.1.1); the Trust is allowed to ‘undershoot’ its EFL i.e. 
generate more cash than planned, however actions continue to meet the £1.67m target.  
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2.3 Better Payment Practice Code (BPPC) 


The Trust has fallen behind the 95% target for both value (92%) and volume (86%). A plan to 
recover the position for the remaining months of the year (excl Trafford) will now be drawn up and 
a communication will be sent to all budget holders reminding them of the need to process 
invoices as quickly as possible.  


  


2.4 Capital 


The trust is working towards a Capital Resource Limit (CRL) of £1,064k. The Trust remains 
confident that there are sufficient capital requirements that do not relate to Estate, to ensure that 
the full funds are spent.   
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3.0 CIP Monitoring 


3.1 CIP by Division Summary Table 


Division


Scheme 


Amount
Achieved In Progress


No Plans but 


Controls in 


Place


Mitigation 


amount


£'000 £'000 £'000 £'000 £'000


ALW 4,300 3,430 476 394


Dental 396 396 - - 0


Halton & St Helens 3,293 2,797 496 - 0


Trafford 1,450 1,450 - - 0


Warrington 1,673 1,673 - - 0


Total 11,112 9,746 972 394 0


Planning Stage


 


 
3.2 Summary 


3.2.1 At the end of month 8, the Trust had identified £10.7m worth of CIP plans (97%), implemented 
£9.7m and put in place controls to ensure that the outstanding £0.4m was met by controls on 
expenditure.   


3.2.2 Warrington Division has achieved the full CIP target and expects to achieve 80% recurrently by 
December close with the remaining 20% (non recurrent) due to be made recurrent by the end of 
March 2012. Trafford division has also achieved 100% of the target (although £500k is non 
recurrent) along with Dental Network. It should be noted that Dental Network was at 33% to target 
last month.    


3.2.3 The highest under performances (achievement) versus target are ALW Division (80% achieved); 
Halton & St Helens Division (85% achieved). The divisions remain confident that the full target will 
be met for the year.  


3.2.4 In addition to the achievement of the Divisional CIP plans, the Corporate functions will achieve 
CIP plans by carrying out a rationalisation of structures and posts, looking at any opportunities 
offering MARS to employees and recharging to all the divisions corporate costs pressures. 
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3.3 CIP Performance Chart  


 


Bridgewater CIP Performance Chart 2011/12 Month 8


Achieved 88%


No Plans but 


Controls in 


Place


3%


In Progress


9%


 


 


 


 


Bridgewater CIP Performance Chart 2011/12 Month 7


No Plans but 


Controls in 


Place


3


%
In Progress


10%


Achieved 


87%
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Appendix 1 - Statement of Financial Position – SoFP (Balance Sheet), BPPC Summary and Cash Flow Forecast 


  


 


Balance Sheet 


HSH, 


WARR, 


DENTAL,A


LW


TRAFF Total


£'000 £'000 £'000


Non Current Assets 305 - 305


Current Assets


Receivables 7,867 1,447 9,314


Cash Bank/In Hand: 7,365 725 8,090


Current Liabilities:


Payables (less) 12,470 1,829 14,299


Working Capital/ Net Current Assets 2,762 343 3,105


Non Current Liabilities


Provisions (less) - - -


Total Net Assets 3,067 343 3,410


Financed by


Public dividend capital 2,119 - 2,119


Retained Earnings 927 343 1,270


Revaluation Reserve 21 - 21


Total Equity 3,067 343 3,410  
 


 


 


 


 


BPPC Summary 


Target/ Description Number £'000 Number £'000 Number £'000 Number £'000


Non-NHS:


Total invoices paid in the year 3,876 9,530 8,330 3,415 3207 4,378 15,413 17,323


Total invoices paid within target 3,732 9,410 7,447 3,074 3045 4,224 14,224 16,708


Percentage of invoices paid within target 96% 99% 89% 90% 95% 96% 92% 96%


NHS:


Total invoices paid in the year 270 1,978 287 24,858 73 2,080 630 28,916


Total invoices paid within target 242 1,607 166 19,321 66 2,058 474 22,986


Percentage of invoices paid within target 90% 81% 58% 78% 90% 99% 75% 79%


TRAFF
TOTAL


ALW (pre SBS)
HSH, WARR, 


DENTAL,ALW
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Cash Flow Forecast


 2011/12


Actual Forecast Actual Forecast Actual Forecast 


YTD M12 YTD M12 YTD M12


Vol £'000 Vol £'000 Vol £'000


Cash flows from operating 


activities


Operating surplus/(deficit) 701 1,495 343 500 1,044 1,995


Depreciation 80 440 80 440


Dividends paid (8) (112) (8) (112)


(Increase)/decrease in inventories (55) - (55)


(Increase)/decrease in trade and 


other receivables (6,326) (2,455) (1,448) (620) (7,774) (3,075)


Increase/(decrease) in trade and 


other payables 10,453 3,549 1,830 300 12,283 3,849


Increase/(decrease) in provisions (312) (312) (312) (312)


Total - Net cash inflow/(outflow) 


from operating activities 4,588 2,605 725 125 5,313 2,730


Cash flows from investing 


activities


(Payments) for property, plant and 


equipment - (1,064) - - (1,064)


Total - Net cash inflow/(outflow) 


from investing activities - (1,064) - - - (1,064)


Opening Cash Balance 2,777 2,777 - - 2,777 2,777


Net increase/(decrease) in cash 


and cash equivalents 4,588 1,541 725 125 5,313 1,666


Closing Cash 7,365 4,318 725 125 8,090 4,443


TOTALHSH, WARR, DENTAL, ALW TRAFF
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Appendix 2  -  Finance Metrics Table and Monitor Financial Ratings Table 
 


Criteria Metric


ALW HSH WARR DENT TRAFF TOTAL


Year to Date YTD EBITDA 0.4% 1.1% 0.9% 1.2% 2.4% 1.0%


Forecast Operating Performance 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%


Forecast EBITDA 0.8% 1.0% 1.0% 1.0% 2.3% 1.1%


Rate of Change in Forecast Surplus or 


Deficit 
0.0 0.0 0.0 0.0 0.0 0.0


Better Payment Practice Code Value%  * 96% 97% 86%


Better Payment Practice Code Volume%  * 96% 95% 92%


Current Ratio 1.2 1.2 1.2


Debtor Days 20 25 21


Creditor Days 33 32 32


Forecast 


Outturn


Finance 


Processes & 


Balance 


Sheet 


Efficiency


Rate


20


33


79%


88%


1.2


 


Monitor Financial Risk Classification YTD Plan


Performance


EBITDA margin 1.0% 2.1%


EBITDA, % achieved 87% 111%


ROA 13% 10%


I&E surplus margin 1.0% 1.0%


Liquid ratio 37 38


Score


EBITDA margin 2 2


EBITDA, % achieved 4 5


ROA 5 5


I&E surplus margin 2 3


Liquid ratio 4 4


Weighted Average * 3 3


* Average based on Monitor formula and adjusted for the 'overriding 


rules rating' and confirmed by the SHA.
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Appendix 3 - Summary Statements of Comprehensive Income – SoCI (Income and Expenditure) Tables by 
Division 


 


 
ALW Division Trafford Division


Year To Date Plan Year To Date Plan


Budget Actual 


Variance 


(Under)/ 


Over 


Spends 


Annual 


Budget


Forecast 


Outturn


Variance 


(Under)/ 


Over 


Spends 


Budget Actual 


Variance 


(Under)/ 


Over 


Spends 


Annual 


Budget


Forecast 


Outturn


Variance 


(Under)/ 


Over 


Spends 


£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000


Income 33,417 33,172 245 47,596 47,596 - 13,569 14,319 (750) 20,834 21,463 (629)


Less:-


    Pay 25,757 25,401 (356) 36,266 36,266 - 12,078 12,326 248 18,099 18,499 400


    Non-Pay 7,553 7,637 84 10,926 10,926 - 1,491 1,650 159 2,235 2,464 229


EBITDA Total (107) (134) (27) (404) (404) - - (343) (343) (500) (500) -


Less ITDA 107 69 (38) 159 159 - - - - - -


Total - (65) (65) (245) (245) - - (343) (343) (500) (500) -


Plan (163) 98 Plan (333) (10)


HSH Division Warrington Division


Year To Date Plan Year To Date Plan


Budget Actual 


Variance 


(Under)/ 


Over 


Spends 


Annual 


Budget


Forecast 


Outturn


Variance 


(Under)/ 


Over 


Spends Budget Actual 


Variance 


(Under)/ 


Over Spends 


Annual 


Budget


Forecast 


Outturn


Variance 


(Under)/ 


Over Spends 


£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000


Income 38,896 38,897 (1) 59,567 59,642 (75) 17,139 17,889 (750) 25,642 26,862 (1,220)


Less:-


Pay 26,112 25,710 (402) 39,461 39,452 (9) 14,376 14,178 (198) 21,240 21,332 92


Non-Pay 12,784 12,776 (8) 19,502 19,586 84 2,763 3,546 783 4,145 5,274 1,129


EBITDA Total - (411) (411) (604) (604) - - (165) (165) (257) (256) 1


Less ITDA - - - - - - - -


Total - (411) (411) (604) (604) - - (165) (165) (257) (256) 1


Plan (404) (7) Plan (171) 6


Dental Network


Year To Date Plan


Budget Actual 


Variance 


(Under)/ 


Over 


Spends 


Annual 


Budget


Forecast 


Outturn


Variance 


(Under)/ 


Over 


Spends 


£'000 £'000 £'000 £'000 £'000 £'000


Income 4,881 4,824 57 7,248 7,206 42


Less:-


Pay 4,180 3,970 (210) 6,210 6,055 (155)


Non-Pay 701 794 93 966 1,079 113


EBITDA Total 0 (60) (60) (72) (72) 0


Less ITDA 0 0 0 - - -


Total 0 (60) (60) (72) (72) -


Plan (48) (12)


Main Type


Main Type


Main Type
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Appendix 4  -  Main Variance Actual and Full Year Plan for 2011/12 


 
 


 


Variance by Month - YTD & Full Year Plan - 2011/12
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Appendix 5  -  ALW Division - narrative to support performance 
 


1.0 Overall Financial Position  
 
1.1 At month 8 the year to date surplus is £65k with an unchanged expectation that the forecast plan 


position of £245k surplus will be achieved (as reported to the Board).  The position has improved 
from month 7 (£37k surplus) ,however there are a number of ALW division cost pressures which 
continue to be monitored and plans developed to fund the costs, some of which relate to the Trust 
corporate services. The CIP position has improved, in year CIP target is 80% achieved (91% 
identified) through identified schemes plus the remaining amount met through controls e.g. 
vacancy and activity and need to be made recurrent as quickly as possible. 


 
1.2 Pay costs at month 8 are under spent by £356k which predominantly relates to savings generated 


from the vacancy controls in place. Further work continues to be undertaken including ongoing 
vacancy control to identify further schemes to achieve the CIP, pressures and achieve the 
planned surplus. The budgets for ‘Demand Management’ services have been removed to reflect 
the NHS ALW divestment of services. 


 
1.3 Non Pay is over spent by £84k.  There are a number of cost pressures particularly within estates 


and facilities revenue costs, dressings and equipment costs and ICES which require resolution.  
Work is progressing to identify the detail of the estates pressures to progress the recovery of 
funding from the PCT. As noted above work is progressing to identify plans, however it is likely 
that a number of key areas where saving could be achieved would require an integrated Trust 
wide approach. 


  
1.4 Forecast outturn position remains at £245k surplus and work continues in respect of reviewing the 


forecast particularly with the corporate costs and the transfer of services noted in 1.2 above.  
 
2.0 Key Risks 
 
2.1 Currently the division is reporting a surplus, albeit below the planned level, predominantly due to 


unachieved CIP within Children and Young People and Estates services together with Trust 
corporate costs held within the division. The achievement of 'in year' and recurrent CIP targets, 
reduction of cost pressures (see below) and the achievement of the planned surplus will be 
continue to present challenges to the division (and corporate). 


 
2.2 Reduction/ divestment of services resulting in adverse financial outcomes, either short or long 


term. The processes by which Commissioners and the Trust manage contract changes are 
currently being reviewed to ensure that they are robust and protect both service delivery and the 
Trust's ability to react to changes with minimum adverse financial effects. 


 
2.3      Identification of funding for cost pressures. 


There are a number of cost pressures across both clinical and corporate services.  To achieve the 
financial plan these pressures must be absorbed through mitigation plans or funded by increasing 
CIP targets.  Cost management is being undertaken to support these in year however this will 
require a longer term solution to be determined through 2012-13 budget setting. 
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Appendix 6  -  Dental Division - narrative to support performance 


 


1.0 Overall Performance - Headlines 


1.1 Income    


 YTD £57k under recovery   


Credits due to NHS ALW for contract income overcharge have been factored into this Month’s 
position 


1.2 Pay 


 YTD £210k under spend 


 On going vacancy controls are creating an improving under spend. 


1.3 Non Pay 


 YTD £93k over spend 


Recharges from satellite units are less than anticipated, but planned non recurrent spend towards 
year end have resulted in an overspend to Month 8 


   


2.0  Key Risks 


2.1 Divisional restructure will deliver recurrent savings, but in year savings will not be realised due to 
pay protection on staff affected 


 


2.2 Non recurrent spend needs to be actioned in order that year end forecast is achieved 
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Appendix 7  -  Halton & St Helens Division - narrative to support performance 
 
1.0 Overall Performance - Headlines 


1.1  Halton and St Helens is reporting a surplus of £411k which is slightly above the profiled plan 
figure of £404k. Expenditure in excess of profiled budget within continence, domestics and 
Newton hospital continues and consequent data analysis meetings have been held in order to 
identify management action. A number of work streams have commenced e.g. stock control, data 
quality, recruitment to ensure year end forecasts are achieved.  


1.2  There have been no formal contract variations in month with the host PCT but subject to 
recruitment extra income has been identified to support intermediate care (winter pressures), 
breastfeeding and health visiting. The variation relating to the contract reduction in respect of 
depreciation and capital charges which was reported last month also remains outstanding. 
Confirmation has been received from the PCT to extend the current arrangements in respect of 
Alcohol Lifestyle services until March 2012, after which the service will transfer to another 
provider.  Work continues with St Helens and Knowsley Acute Trust to formalise arrangements in 
respect of expenditure recharges associated with the provision of outpatient facilities at Newton 
Hospital and this work continues. The division continues to work in partnership with both councils 
in respect to seasonal pressures with additional funds earmarked for home loans services and 
intermediate care. 


1.3.  The current shortfall against the efficiency programme is included as a straight line profile and the 
appendix within the main body of the report highlights the current work in progress in identifying 
and actioning the recurrent balance. Work achieved in month has identified a further £69k of 
recurrent savings to leave a balance of £496k.   


 


2.0 Key Risks 


2.1  The level of income, outside of formal SLA, that remains subject to both activity and formal 
agreement presents an ongoing risk. In particular income associated with RTA claims, MIU 
attendances from non host PCT’s and Newton outpatients. 


2.2 The PCT/Council has identified separate re-ablement investment to alleviate equipment issues 
over the winter months but any increases in staff or facility capacity across the division as a result 
of seasonal demands will present a financial risk.   


2.3 A number of schemes in respect of estates and facilities have been put forward to meet the 
efficiency agenda. The uncertainty over the future estate ownership may have an impact on the 
division’s ability to implement these schemes. Additionally any changes to original planning 
assumptions will have an impact on the division’s ability to generate EBITA surplus and cash 
resources to support the corporate capital programme.    
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Appendix 8  -  Trafford Division - narrative to support performance 
 
1.0  Overall Performance - Headlines 


1.1  The Trafford Division is under spent by £343k to the end of November. This is £10k above the   
planned under spend of £333k. 


1.2  All CIPs have been achieved to date and the division in on track to achieve the £500k under 
spend target by the year end. 


 
 
 
 
Appendix 9  -  Warrington Division - narrative to support performance 
 
1.0 Overall Performance - Headlines 


1.1 Warrington is reporting a YTD surplus of £165k against a planned surplus of £171k. The deficit 


against plan is due mainly to a £33k pressure from MARS payments but some under spends on 
pay are bridging some of the funding gap. Income and expenditure remain higher than budget due 
to additional costs and revenue within Intermediate Care. 


1.2 Additional income and expenditure has also been recognised for delivery of the Community 
Equipment service for Warrington Borough Council. 


 


2.0 Key Risks 


1.1 Surestart income will not achieve the £257k budgeted. It is now estimated to be £130k. This lower 
figure is factored into the forecast but there is a risk that it may reduce further. 


1.2 Prescribing costs remain on average 30% over budget. We are currently discussing this issue 
with the commissioners to try and secure additional funding, particularly around Intermediate Care 
and Paediatric Community Medical services. 


1.3 Intermediate Care costs incurred after the TUPE transfer of staff from WHHFT are not currently 
funded. We are invoicing at cost plus a management charge. There is a risk that the management 
charge will be disputed and also that any proposed budget will be insufficient as there is not 
enough funding in the system to cover the costs. 


1.4 The ever increasing corporate recharge is a significant risk. We are unable to absorb this level of 
corporate recharge, particularly with the additional pressures in Dermatology and Prescribing. 


1.5 We are now experiencing significant non-pay cost pressures, particularly Continence products, 
Community Equipment and prescribing costs. All appear to be due to increased demand. We are 
currently investigating the reasons for this increased demand and will seek additional funding 
where appropriate. 
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Organisational Readiness Self Assessment: Interim Report 30th September 2011 
1.  Section 1: Details of Designated Body  


Sections 1.1 – 1.3 identify the Designated Body and the answers may be identical to the end of year report 


1.1  Name of Trust/Designated Body: 


Address Line 1 


Address Line 2 


Address Line 3 


Address Line 4 


Address Line 5 


Address Line 6 


Postcode 


Website [where appropriate] 


Name of Responsible Officer                                                                                                                   GMC Number 


Email                                                                                                                                              Phone 


Name of Chief Executive [where appropriate]                                                                                     GMC Number [where appropriate]  


Email                                                                                                                                              Phone 


1.2  Health Sector: 
[tick one] 


Primary Care Trusts   


Foundation Trust ‐ Hospital Trusts/Secondary Care Trusts   


Non‐Foundation Trust – Hospital Trusts/Secondary Care Trusts   


Foundation Trust – Mental Health Trusts   


Non‐Foundation Trust ‐ Mental Health Trusts   


Foundation Trust – Other NHS Trusts/Organisations [Community Trusts, Ambulance Trusts, Blood 
Transfusion Service, etc] 


 


Non‐Foundation Trust ‐ Other NHS Trusts/Organisations [Community Trusts, Ambulance Trusts, Blood 
Transfusion Service, etc] 
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Deanery   


Independent/Non‐NHS sector 
[tick one] 


Independent Healthcare Provider   


Locum Agency   


Faculty/Professional Body [FPH, FOM, FPM, IDF]    


Academic or Research Organisation   


Government department or executive agency, Armed Forces, Public 
bodies  


 


Hospices, Charity/Voluntary Sector   


Other Non NHS [please enter type]   


1.3  SHA area of Trust/Designated Body: 
[tick one] 


North East   


North West   


Yorkshire and Humber   


East Midlands   


West Midlands   


East of England   


London   


South East Coast   


South Central   


South West   


1.4  Number of doctors with whom the Designated Body has a prescribed connection as at 30th September 2011                                        
The Responsible officer should keep an accurate record of all doctors with whom the Designated Body has a prescribed 
connection under The Medical Profession (Responsible Officers) Regulations 2010 [Guidance, 4.5]. The prescribed connection is 
defined in detail in the regulations and the Responsible Officer must be satisfied that the doctor has correctly identified their 
Designated Body. The number of individual doctors in each broad category should be entered. The categories relate to current 
roles and job titles rather than qualifications or previous roles. A large number of doctors [including research, civil service, locums, 
other employed or contracted doctors, doctors in wholly independent practice, etc] may not be included in these categories and 
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should be entered under ‘Other’. Academics with honorary clinical contracts will usually have their Responsible Officer in the NHS 
Trust where they perform their clinical work. Trainees have a prescribed connection to the Deanery. Secondary care locums may 
have a prescribed connection to a locum agency or another designated body. Practising privileges for an Independent Healthcare 
Provider will only define a prescribed connection where the doctor does not have an employment contract with another 
organisation. Detailed advice on establishing whether a prescribed connection exists is contained in the Regulations and Guidance 
Each doctor must be included in one category only 


  1.4.1   Consultants [including honorary contract holders]   


  1.4.2   Staff Grade, Associate Specialist, Specialty Doctor   


  1.4.3   General Practitioner [for Primary Care Trusts only, doctors on a General Practitioner Performers List]   


  1.4.4   Trainee: doctors in postgraduate training scheme [for Deaneries only, doctors on national training programmes]   


  1.4.5  Doctors with practising privileges [for Independent Healthcare Providers only]   


  1.4.6  Temporary or short term contract holders i.e. trust doctors, LAS doctors (locums for service), clinical  research fellows, locums 
on temporary employment contracts 


 


  1.4.7 
 


Other [including management/leadership roles, research, civil service, other employed or contracted doctors, doctors in wholly 
independent practice,etc] 


 


  1.4.8  TOTAL (this cell will automatically sum 1.4.1 – 1.4.7)   
  
 
2.  Section 2: Responsible Officer  


  2.1   Responsible Officer has been nominated/appointed in compliance with the Regulations [Regulations, 7]   Yes 


 No 
To answer ‘Yes’:  


 The Responsible Officer has been a medical practitioner fully registered under the Act throughout the previous 5 years and 
continues to be fully registered under the Act whilst undertaking the role of Responsible Officer.  


2.2  Appropriate Responsible Officer training is undertaken [Guidance, 4.48, 4.49]   Yes 


 No 
To answer ‘Yes’:  


 Appropriate initial training has been undertaken 
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3.  Section 3: Appraisal System                                                  


 
 
 


3.1  A medical appraisal policy with core content is in place    Yes 


 No 
To answer ‘Yes’:  


 A medical appraisal policy is in place covering the core content described in Annex 3 (attached)  of ORSA End of Year Report 
2010‐11 


3.2  Numbers of doctors with whom the Designated Body has a prescribed connection who have a completed appraisal as at 30th 
September 2011 [Guidance, 3.10]   


 This refers to the period 1st April 2011 to 30th September 2011 


 


3.2.1   Consultants [including honorary contract holders]   


3.2.2   Staff Grade, Associate Specialist, Specialty Doctor   


3.2.3   General Practitioner [for Primary Care Trusts only, doctors on a General Practitioner Performers List]   


3.2.4   Trainee: doctors in postgraduate training scheme [for Deaneries only, doctors on national training programmes]   


3.2.5  Doctors with practising privileges [for Independent Healthcare Providers only]   


3.2.6  Temporary or short term contract holders i.e. trust doctors, LAS doctors (locums for service), clinical  research fellows, locums on 
temporary employment contracts 


 


3.2.7 
 


Other [including management/leadership roles, research, civil service, other employed or contracted doctors, doctors in wholly 
independent practice,etc] 


 


3.2.8  TOTAL (this cell will automatically sum 3.2.1 – 3.2.7)   


3.4  The number of trained medical appraisers is sufficient for the needs of the organisation [Guidance, 3.9, 3.10]    Yes 


 No 
To answer ‘Yes’:  


 All medical appraisers have attended an appraiser training programme 
 In the opinion of the Responsible Officer, the number of trained medical appraisers is sufficient for the Designated Body’s 


needs 
 The initial training for medical appraisers should cover the competencies and skills required for the organisation’s appraisal 


process but to inform revalidation should include: 
o Understanding the purpose of appraisal and revalidation and the links between these processes and other systems 
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for improving the quality of medical practice in the organisation and the wider health system 
o Competency in assessing supporting information that informs the appraisal and revalidation process, specialty 


aspects of appraisal 
o Skills to conduct an effective appraisal discussion, including all the elements necessary for revalidation 
o Ability to produce consistently high quality appraisal documentation, sufficient to inform the revalidation 


recommendation as well as inform personal development 


  3.4.2  Number of active medical appraisers who have attended an appraiser training course at any time in the past [Guidance, 3.10]  
[If answer unknown please put 0]  
 The training history and current training status of all appraisers needs to be understood by the Responsible Officer so that plans 
can be made to update their training. 


 


   
 
4.  Section 4: Organisational Governance  
  4.3  There is a system for monitoring the conduct and performance of medical practitioners with whom the Designated Body has a 


prescribed connection [Regulations 16(3)(a)]  
 Yes 


 No To answer ‘Yes’:  
 Information [including clinical outcomes] is routinely collected to monitor the quality of individual and team performance 
 An explanation is sought and recorded when outlying performance, activity or quality is discovered  
 The quality of the data used to monitor individual and team performance is reviewed [Guidance, 5.16] 
 Relevant information about the practitioner from other roles and organisations is available [Guidance, 5.17]  
 All routinely available information produced and collected by the organisation for monitoring should be shared with the 


doctor for inclusion in their portfolio  
 Appropriate records are maintained by the Responsible Officer of assessments [Regulation 11(2)(f)] 
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  4.10  A process is established for the investigation of performance, conduct, health and fitness to practise concerns [Regulations, 


11(2)(b)]  
 Yes 


 No To answer ‘Yes’: 
 A description of this process is in place covering the following: 


o NCAS advice on good practice in investigation [Regulations, 18(b)] 
o Initiating, managing and concluding an investigation 
o Ensuring investigators are appropriately qualified [Regulations, 16(4)(a)] 
o Ensuring all relevant information is taken into account and that factors relating to performance, conduct, health 


and fitness to practise are considered [Regulations, 16(4)(c)] 
o Where appropriate, ensuring advice is taken from NCAS, GMC Employment Liaison Advisers, local expert 


resources, specialty and Royal College advisers, Deaneries, etc [Guidance, 3.10] 
o Where appropriate, making a recommendation to the Designated Body that the medical practitioner should be 


suspended or have conditions or restrictions placed on their practice [Regulations, 16(4)(g)]  
o Where appropriate, taking any steps necessary to protect patients [Regulations, 16(4)(g)] 
o Ensuring that a medical practitioner who is subject to these procedures is kept informed about progress and that 


the medical practitioner’s comments are taken into account where appropriate [Regulations, 16(4)(e)(f)] 
o Appropriate records are maintained by the Responsible Officer of all fitness to practise information [Regulation 


13(2)(f)] 


 
 
  







Organisational Readiness Self Assessment: Interim Report 30th September 2011 v2.0 
 


 8 


Annex 3: Core content of medical appraisal policy  
 
The medical appraisal policy covers the following: 


 Objectives of medical appraisal [to include professional development, revalidation and where relevant, organisational development needs] 
 Accountability, management, quality assurance and reporting arrangements for the appraisal system [to ensure accountability and enable 


consistent quality assurance processes, the responsible officer ensures that appraisals are carried out by the Designated Body [Regulations 13(3)] 
 Description of appraisal process including timescales and deadlines 
 The appraisal system must incorporate the standards in the GMC’s Good Medical Practice Framework for Appraisal and Assessment and where 


appropriate comply with current official DH Appraisal Guidance  
 Description of integration with quality improvement, clinical governance and performance monitoring systems [to include the transfer and sharing 


of information between these systems]. To include how collated development needs are used to inform organisational development activity 
 Description of the relationship of appraisal to the job planning process [if appropriate] 
 Arrangements [if appropriate] for Whole Practice Appraisal and Joint Appraisal for clinical academics with honorary contracts to comply with the 


Follett principles [see references] 
 Principles of equality and fairness 
 Responsibilities of:  


o Designated Body 
o Responsible Officer 
o Appraiser [and Appraisal Lead if appropriate] 
o Appraisee 


 End of 2011/12: Description of essential supporting information requirements 
 Confidentiality, security and access arrangements; electronic portfolio support [if appropriate] 
 Feedback from participants about the appraisal system  
 How specific situations will be dealt with:  


o Illness, secondment, absence, suspension  
o Missed or incomplete appraisals  
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o Description of the process allowing the Responsible Officer to ensure that key information [for example specified complaints, 
SUIs/significant events, outlying performance/clinical outcomes] is included in the appraisal portfolio and has been discussed in the 
appraisal so that development needs are identified 


o Conflict of Interest, where appropriate ensuring common situations where a conflict may exist are covered, for example:  
 Personal or family relationships;  
 An appraiser and appraisee sharing close business or financial interests;  
 Reciprocal appraisal ‐ where 2 doctors appraise each other;  
 An appraiser appraising a doctor who acts as their line manager in the same or a different organisation; 
 A Responsible Officer or a doctor’s direct employer acting as their appraiser; 
 An appraiser receiving direct payment from an appraisee for performing the appraisal. 


o Risk of collusion/complacency between appraiser and appraisee [this can be minimised through appraiser training, ensuring two appraisers 
within the revalidation cycle, periodic joint appraisal, qualitative evaluation of appraisal outputs, etc] 


o Complaints about the appraiser or appraisal system 
o Significant concerns or patient safety issues arising within appraisal  


 Selection, training and support of medical appraisers [see AQMAR, AQTMA] 
o Description of the selection process for appraisers  


 Required competencies 
 Probationary period or early review of skills [if applicable] 
 Person Specification contains the core elements described in Annex 3a 
 Job Description contains the core elements described in Annex 3b 


o Description of the training and development of appraisers 
 Description of initial training  
 Arrangements for access to leadership, support and ongoing development  
 Arrangements for performance review including feedback on performance in the role 


 Description of indemnity arrangements for appraisers  
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Board Meeting on: Thursday 5 January 2012  
 
Agenda Item: 218/11(ii) 


 


 
Title: 
 


 
Proposed Terms of Reference for the Nominations and Remunerations 
Committee 
 


 


Prepared by:  
 
Presented by:  


John Ward  John Ward 


 
Executive Summary: Proposed Terms of Reference for the Nominations and 
Remuneration Committee to replace the current Terms of Reference for the 
Appointments and Remuneration and Terms of Service Committee  
 


 
Strategic Intentions supported  
by this paper: 


 
Care Quality Commission Outcomes 
supported by this paper: 


 Organisation Number Title 
 


12                  Requirements relating to  
                      Workers  
 


 
 


Hygiene Code of Practice supported 
by this paper: No  


 


 
Recommendation: 


 
Board is asked to approve these Terms of 
Reference  


 


 







 
 Board Nominations & Remuneration Committee Terms of Reference 


  
1. Authority 
  
1.1 The Nominations & Remuneration Committee is constituted as a standing 
committee of the Trust's Board of Directors. Its constitution and terms of reference 
shall be as set out below, subject to amendment at future Board of Directors 
meetings.  
1.2 The Nominations & Remuneration Committee is authorised by the Board of 
Directors to act within its terms of reference. All members of staff are directed to co-
operate with any request made by the Nominations & Remuneration Committee.  
1.3 The Nominations & Remuneration Committee is authorised by the Board of 
Directors to instruct professional advisors and request the attendance of individuals 
and authorities from outside the Trust with relevant experience and expertise if it 
considers this necessary for or expedient to the exercise its functions.  
1.4 The Nominations & Remuneration Committee is authorised to obtain such 
internal information as is necessary and expedient to the fulfilment of its functions.  
 
2. Role 
  
Nominations  
 
2.1 Regularly review the structure, size and composition (including the skills, 
knowledge and experience) required of the Board and make recommendations to the 
Board with regard to any changes.  
2.2 Give full consideration to and make plans for succession planning for the Chief 
Executive and other Executive Board Directors taking into account the challenges 
and opportunities facing the Trust and the skills and expertise needed, in particular 
on the Board in future.  
2.3 Be responsible for identifying and nominating for appointment candidates to fill 
posts within its remit as and when they arise, in accordance with relevant Department 
of Health guidance. Such appointments would normally be confined to the Chief 
Executive and Executive Director posts but the remit of the Committee can be 
extended to other specified posts with the agreement of the Chairman. 
2.4 Be responsible for identifying and nominating a candidate to fill the position of 
Chief Executive.  
2.5 Before an appointment is made evaluate the balance of skills, knowledge and 
experience on the Board, and, in the light of this evaluation, prepare a description of 
the role and capabilities required for a particular appointment. In identifying suitable 
candidates the Committee shall; use open advertising or the services of external 
advisers to facilitate the search; consider candidates from a wide range of 
backgrounds; consider candidates on merit against objective criteria  
2.6 Consider any matter relating to the continuation in office of any Board Executive 
Director at any time including the suspension or termination of service of an 
individual as an employee of the Trust.  
2.7 To consider the engagement or involvement of any suitably qualified third party or 
advisers to assist with any aspects of its responsibilities.  
 
Remuneration 


 
2.8 To decide and review the terms and conditions of office of the Trust's Executive 
Directors [and senior managers on locally-determined pay] in accordance with all 
relevant Trust policies and relevant Department of Health guidance, including:  
• Salary, including any performance-related pay or bonus  
• Provisions for other benefits, including pensions and cars and  
• Allowances.  







 
2.9 To monitor and evaluate the performance of individual directors.  
2.10 To adhere to all relevant laws, regulations and company policy in all respects, 
including (but not limited to) determining levels of remuneration that are sufficient to 
attract, retain and motivate Executive Directors whilst remaining cost effective.  
2.11 To advise upon and oversee contractual arrangements for Executive Directors, 
including but not limited to termination payments.  
 
3. Special Payments 
 
3.1 The committee shall consider proposals from Executive Directors to seek 
approval from the SHA Remuneration Committee and / or the Treasury to special 
payments related to actual or potential Employment Tribunal cases. 
 
4. Membership  
 
4.1 The membership of the Nominations & Remuneration Committee shall consist of:  
• The Trust Chair (who will chair the committee); and  
• All Non-Executive Directors on the Trust Board of Directors.  
4.2 A quorum shall be three members.  
 
5. Attendance  
 
5.1 Meetings of the Nominations & Remuneration Committee may be attended by 
the:  
• Chief Executive  
• Director of Human Resources  
• Trust Secretary  
• Any other person who has been invited to attend a meeting by the committee so as 
to assist in deliberations.  
 
6. Frequency of Meetings 
  
6.1 Meetings shall be held at least every six months.  
 
7. Minutes and Reporting  
 
6.1 The minutes of all meetings of the committee shall be formally recorded by the 
Trust Secretary and will be retained by the Chair. 
6.2 The committee will report to the full Board of Directors after each meeting.  
6.3 The committee shall ensure that Board of Directors emoluments are accurately 
reported in the required format in the Trust's annual report.  
 
 
7. Review  
 
7.1 The terms of reference of the committee shall be reviewed by the Board of 


Directors at least annually. 


 


 


JW/ProposedTOR/211211  
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Unapproved Minutes of the Inaugural Meeting of the 
Foundation Trust Programme Board  


8 December 2011 
 
 
Present 
 
Kate Fallon, Chief Executive and Chair 
Linda Agnew, Director of Corporate Development and FT Programme Director 
Chris Samosa, Director of HR and OD 
Bob Saunders, Non-Executive Director 
Colin Scales, Executive Director of Operations 
Mike Treharne, Executive Director of Finance, Information and Performance 
Dorian Williams, Executive Nurse and Director of Governance 
 
In Attendance 
 
John Ward, Trust Secretary 
 
 


Introduction 
 
 Kate Fallon welcomed those present in view of the seminal importance of the 


successful achievement of the FT Programme 
 
 In discussion it was acknowledged that the Trust does not currently have a 


“Plan B” but it was agreed that the consideration of this should take place 
outside of the Programme Board so as not to be a distraction to the primary 
remit of the forum.  It was agreed that the first step in considering this 
should be an identification of the risk triggers which would create the 
need for a Plan B.  


 
01/11 Apologies for Absence 
 
 None 
 
02/11 Terms of Reference 
  


 Linda Agnew presented the proposed Terms of Reference and emphasised 
that the Programme Board had been established as a Sub Committee of the 
Trust Board to clearly delineate its role as being one of seeking assurance of 
satisfactory progress on the Board’s behalf as distinct from the operational 
delivery of the CFT Programme which remained an Executive Director 
accountability.  
 
 
  


 


 


 


KF 
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In discussion on the context of the proposed Terms of Reference it was 
agreed that:- 
 
The FT Application workstream/working group was a function of the 
Programme Director and did not require a discrete working group to be 
established.  
 
The expectation of the workstreams/working groups needed to be clearly 
established with identified timelines/milestones for delivery.  
 
Paragraph 2.3 to be amended to read “leading to the successful 
achievement of FT authorisation”.   
 
The CFT Working Group should be termed the CFT Delivery Team and 
terms of reference be developed for it, some of which should be transferred 
from the proposed version currently being considered e.g. 2.4.   
 
Linda Agnew to amend and re-issue.  


 
 
03/11 Membership of the Programme Board 
 


 It was agreed that Workstream Leads should not be members of the 
Programme Board 


 
04/11 Workstreams and Working Groups 
 


 Colin Scales emphasised the importance of the Trust’s demonstrable 
compliance with the Monitor Compliance Framework and suggested this be 
clearly tasked within the appropriate workstream/Working Group.  
 
It was agreed that the FT Constitution and Governor requirements be 
contained within the Communications and Membership Workstream/Working 
Group although it was acknowledged that this should be renamed to reflect 
its wider remit for the above plus the Consultation process.  
 
It was also agreed to be important that for the purposes of the operation of 
this Committee that a distinction be drawn between activities which are 
specific to the achievement of FT status and wider activities which are 
essential to the robust operation of the Trust in it delivering its everyday 
business.  It was acknowledged however that subsequent Monitor attention 
will be paid to the wider activities.  
 
John Ward to forward a copy of the Tripartite Formal Agreement (TFA) 
and Accountability Agreement to all members.  


 
05/11 Timeline 
 


 Linda Agnew advised that the Trust’s compliance with the timeline identified 
within the above agreements was essential and that departure from this 
would materially impact on our assessed suitability to progress through to FT 
status.  
 
It was agreed that the FT Programme Plan should be a standing agenda 
item to enable the Committee to monitor progress against key 
milestones/high-level actions/its critical path.  
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06/11 Programme Manager 
 
 Kate Fallon confirmed that Neil Gregory, Assistant Director of Workforce, 


had agreed to a secondment into the Programme Manager role.  
 
07/11 Frequency of Meetings 
 
 It was agreed that the Committee should meet monthly on a Monday with a 


late morning start, preferably on days with an afternoon Sub Committee 
meeting. 


 
08/11 Date and Time of Next Meeting  
  
 Monday 9 January 2012 between 11am and 1pm at Bevan House.  
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Minutes of a Meeting of the Audit Committee 
held on Thursday, 10 November 2011 


in Meeting Room 2, Bevan House.  Approved Under Chair’s Delegated 
Authority Arrangements on the 4th December 2011. 


 
Present 
 
Karen Bliss Non-Executive Director and Audit Committee Chair 
Bob Saunders Non-Executive Director 
Dorothy Whitaker Non-Executive Director 
 
In Attendance 
 
David Amini Audit Manager, MIAA 
Tim Collins Audit Manager, MIAA Director of Finance, Information & 


Performance 
Kate Fallon Chief Executive 
Mark Heap District Auditor, Audit Commission 
Carole Hugall Divisional Director – Warrington Division 
Iain Myles Audit Manager, Audit Commission 
Mike Treharne Director of Finance, Information & Performance 
John Ward Trust Secretary 
Kerry Ann Wheat Local Counter Fraud Specialist, MIAA 
Dorian Williams Executive Nurse/Director of Governance 
 


Action 
 


66/11 Apologies for Absence 
 
Apologies were received from Steve Cash. 
 


 


67/11 Declarations of Interest in Items on the Agenda 
 
No declarations were made. 
 


 


68/11 Minutes of the Last Meeting  
 
The minutes of the last meeting were accepted as an accurate 
record following the Chair’s approval under delegated 
authority arrangements. 
 


 


69/11 Matters Arising from Action Log 
 
05/11 (iv) Partnerships Reviews 
The Chief Executive confirmed that a paper would be 
produced and presented to a future Board meeting, which 
would inform the Commercial Strategy.   
 
44/11 MIAA Internal Audit Progress Report 
It was confirmed that the CQC Review had been discussed at 
the Governance Committee meeting and that the action could 
therefore be deleted from the action log. 


 
 
 
 


KF 
 
 
 
 


JW 
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57/11 (i) Internal Audit Follow-Up Report 
It was agreed that a follow-up report on outstanding MIAA 
Audit Recommendations would be presented to the 
Committee by the SMT on a quarterly basis to alternate with 
the existing twice-yearly MIAA Follow-Up Reporting cycle.  
 
64/11 (i) Ex-Gratia Payments 
The Director of Finance, Information & Performance advised 
that an enquiry would need to be made to establish what level 
of authority the Trust has in respect of these payments given 
the requirement for such proposed payments to have both 
SHA Remuneration Committee and Treasury approval.  It was 
confirmed that the Director of finance would produce a paper 
for consideration at the February 2012 meeting. 
 
64/11 (ii) Quality Account 
It was confirmed that the Executive Nurse/Director of 
Governance had received clarity in respect of this from the 
MIAA Audit Manager who confirmed that the actual approach 
had not changed from last year. 
 


 
 
 
 
 
 
 


MJT 
 
 
 
 


MJT 


70/11 Mersey Internal Audit Agency: 
 
(i) Internal Audit Progress Report  
 
Tim Collins presented the Internal Audit Progress Report and 
summarised the key issues arising from this including: 
 


 Contracting Arrangements - received ‘Significant’ 
assurance  


 QIPP, Efficiency Project & Cost Improvement Review – 
received ‘Significant’ assurance 


 
In response to the report:- 
 


- it was confirmed that contrary to the detail included on 
the Contracting Arrangements, the DMT meetings 
were not chaired by Non-Executive Directors. 


- Bob Saunders commented on the importance of 
identifying the impact of CIP savings on the quality and 
quantity of service delivery. Dorian Williams 
acknowledged this and referred to the previous 
decision to Quality Impact Assess all CIP proposals in 
future. 


- Dorothy Whitaker commented on the general 
importance of offering staff feedback in the light of 
these Reviews. 


- Bob Saunders referred to various comments within the 
report which highlight the need for a review of the 
wider Halton & St Helens governance arrangements 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 


 


 
 


Page 3 of 7 


and asked if this was scheduled to take place. Dorian 
Williams confirmed that this would be happening and 
that he had briefed Colin Scales on this issue. 


 
 
(ii) Internal Audit Review Halton & St Helens Division. 
Tim Collins and Seamus McGirr presented this specific report 
which was at first draft stage and confirmed that it had been 
requested due to a number of issues which had arisen from  
Quarterly Performance meetings with the Division. 
 
Tim Collins highlighted the main issues emerging from the 
Review as: 
 
 the Business Intelligence Unit are not working to a standard 


formula; 
 the roles and responsibilities in respect of the structure 


need to be clarified. 
 
Seamus McGirr advised that since the remedial action plan 
had been implemented, improvements had been made but at 
present the activity remains slightly short of target.  Seamus 
stated that further work is required in respect of performance 
monitoring and that a report would be presented to SMT in 
December.   
 
Dorothy Whitaker queried the report’s wording in its first 
paragraph which stated that Bridgewater Community 
Healthcare NHS Trust is a “confederation of providers” which 
is an incorrect description of arrangements.  Tim Collins 
agreed to amend this..   
 
A discussion then took place in respect of MIAA undertaking 
the Phase 2 stage – accurate data activity reporting.  The 
following points were made: 
 


 accurate data activity reporting is vital in order to 
provide assurance to the organisation; 


 Mike Treharne expressed the view that the tone of the 
report needed to be strengthened and that it needed 
to fully address the agreed Terms of Reference;  


 
After discussions, the following was agreed: 
 


 phase 2 to be implemented 
 a progress report to be presented at the next 


Committee meeting 
 MIAA to provide final report, once the review is 


complete. 
 
(iii) Internal Audit Follow-up Report 
Tim Collins presented the MIAA  update on outstanding 
management actions and confirmed that significant progress 
had been made in implementing these.   


 
 


DWi/CSc 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


TC 
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(iv) Counter Fraud Progress Report 
Kerry Wheat, Local Counter Fraud Specialist (LCFS), 
provided an update on the work which had been carried out 
for the period 1 August to 31 October 2011.   
 
The key messages in respect of the following areas were 
highlighted to the Committee: 
 


 Creating an Anti-Fraud Culture 
 Deterrence 
 Prevention 
 Detection 
 Investigation 


 
It was confirmed that additional days were being invested for 
community dental.  The LCFS to work with the Divisional 
Director (Dental) in respect of policies and that further 
awareness sessions would take place in respect of the new 
Bribery Act. 
 
The LCFS confirmed that the e-learning training programme is 
now in place and that this would be included in mandatory 
training, which is to be completed every 2 years for non-
clinical staff and every 3 years for clinical staff. 
 
The LCFS wished to express her thanks to the Assistant 
Director of Workforce for informing MIAA of a request for 
payment from an Advertising Agency which prevented the loss 
of monies from the Trust. 
 
The Committee was informed that an exercise is to take place 
to ensure that the procurement process is being complied 
with.  It was confirmed that Halton and St Helens division 
would be looked at and that a report would be presented to 
the Committee in due course. 
 
The LCFS updated the Committee on two ongoing 
investigations.   
 
(v) Briefing Paper – Theft v Fraud 
Kerry Wheat presented the paper requested at the last 
Committee meeting to differentiate between Theft and Fraud.   
 
It was agreed that this information would be forwarded to the 
Divisional Director’s and HR staff.   
           


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


   JW 
 


71/11 Audit Commission: 
 
(i) 2010/2011 Annual Audit Letter 
Mark Heap presented the Annual Audit Letter and confirmed 
that the Trust had received an unqualified audit opinion for the 
2010/2011 financial year.   
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(ii) Update Report 
Mark Heap presented the report and advised that information 
in respect of the 2011/12 audit is currently being collated and 
would be included in the planning process.  An update is to be 
made available at the next meeting. 
 
The Chief Executive reported that the Directorate structures 
were currently being reviewed and it was agreed that the 
Director of Finance, Information & Performance would keep 
the District Auditor informed. 
 
The District Auditor confirmed that bids are being prepared for 
the future of the future management of the Audit Commission 
and that the deadline is 16 December 2011.  It was confirmed 
that the country has been divided into 4 regions and that the 
successful bidder is due to be announced in March 2012. 
   
 


 
 
 
 


 


72/11 Clinical Audit Progress Report 
 
Dorian Williams offered a verbal report in which he confirmed 
that the Governance Sub-Committee had received and 
accepted a report in respect of the Clinical Audit Plan 
progress for Quarter 2.  The 4 organisation-wide key audit 
themes had also been approved at the  Governance Sub-
Committee meeting and working groups established to take 
these forward: 
 


 Record keeping  


 Consent Audit 


 Hand Hygiene/Infection Control 


 Medicines/Medication Handling 
 
 
 


 


73/11 Debt Write-Off Requests 
 
No requests received. 
 


 


74/11 Gifts and Hospitality Register Entries 
 
The Committee received the declared entries.. 
 
 


 


 
75/11 


 
Review of Waiver Proposals: 
 
(i) Procurement Services 
It was confirmed that this tender waiver was in respect of the 
transfer of the ledger and consolidation of suppliers.  
 
(ii) Payroll Services 
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It was confirmed that St Helens & Knowsley NHS Trust 
already delivered Payroll Services for the Halton & St Helens, 
Warrington and Dental Divisions and that it was the most 
appropriate option for the organisation.  
 


The Committee endorsed  both Waiver proposals. 
 


76/11 Gifts and Hospitality Policy – Proposed Principles 
 
The Committee discussed the proposed principles as outlined 
by the Trust Secretary.  After discussion, the following 
amendments to the document were agreed: 
 


 Conferences/Meals – needs to be IBP/business 
enhancement related and needs to always be 
recorded; 


 Proposed values were amended; 
 Need to include a section to provide justification for 


accepting the gift, in which the Line Manager can 
provide authorisation. 


 
It was agreed to incorporate the proposed principles with the 
agreed changes above, in the Gifts and Hospitality Policy 
which Kerry Wheat offered to draft.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


KAW 


77/11 Audit Committee Self Assessment – Proposed Response 
for Discussion 
 
The Committee discussed the draft self-assessment produced 
by the Audit Committee Chair, the Director of Finance and the 
Trust Secretary.  Mike Treharne asked  members to send any 
amendments or comments to the Trust Secretary.  
 


 
 
 
 
 


ALL 
 


78/11 Proposed Revised Terms of Reference 
 
The Committee discussed the content of the document.  The 
following points were agreed: 
 


 the Trust Secretary would discuss the identity of the 3rd 
NED member with the Chairman.   


  
  
The final document to be presented to the next Board 
meeting.   
 


 
 
 
 
 
 


 
 
 
 


JW 
 


79/11 2011/2012 Audit Committee Workplan 
 
The Committee discussed the workplan.  It was confirmed that 
the June meeting date would be arranged once the detail of 
the final accounts is received.  The Director of Finance, 
Information & Performance advised that this would be 
reviewed and finalised for the February meeting. 
 


 
 
 
 
 
 


MJT 


80/11 Information Governance Toolkit – Position Statement  
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The Executive Nurse/Director of Governance confirmed that 
all divisions had been involved in this process, scores had 
been collated and that the Chief Executive had signed the 
return which had been forwarded to the Department of Health.  
It was confirmed that an overall score of 30% had been 
achieved and that an improvement plan is to be implemented.  
 
It was highlighted that one of the issues is the way in which 
the systems are being used and that some staff are using third 
party systems.  It was highlighted that the IMT Strategy would 
need to be implemented in order to improve the score.   
 
It was confirmed that the assessment is held in March each 
year and that Aspiring FT’s should be at Level 2 against each 
criteria.       
 


81/11 Report on Counter Fraud Dismissal Action 
 
The Committee was updated on the recent dismissal.  The 
Director of Finance, Information & Performance agreed to 
follow up on compliance with the procedure that two 
employees be responsible for monitoring and balancing petty 
cash funds.  
 


 
 
 
 
 


MJT 


82/11 Items for Report and Approval 
 
No items to report. 
 


 


83/11 Items for Information 
 
No items to report. 
 


 


84/11 Any Other Business 
 
The Trust Secretary updated the Committee on the recent 
decision by the WWL NHS FT that they were no longer willing 
to fulfil the Charitable Trust Fund management role on the 
Trust’s behalf and that as a consequence the alternative 
options previously reported to the Committee would be further 
explored. 
 


 
 
 
 
 
 
 
     JW 


85/11 Date and Time of Next Meeting 
 
Thursday, 9 February 2012 at 1.00pm 
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Document Title: 


 


Report from the 19th December 


2011 Performance Sub-Committee. 


 


Document Author: 


 


Steve Cash and John Ward 


 


29 December 2011 


 


The Performance Sub-Committee met on the 19th December 2011 – the key issues arising from this 


were as follows: 


 


Integrated Performance Report – agreed that the delivery of a truly integrated Performance Report 


be deferred until 31-3-12. 


 


Halton & St Helens Division 18+ Week Waiters – acknowledged that the 570 patients waiting as at 


the end of September 2011 had now been reduced to 130. The committee were assured that this 


number would be nil by 31-3-12. 


 


Deep Dive Review – Childrens Speech & Language Therapy Services – Trafford – an impressive 


presentation was received from Caroline Drysdale which in part explained the internal action taken to 


greatly reduce waiting times within the Service. The Committee were assured that this methodology 


would be extended to other Services via a reinvigorated Service Improvement process. 


 


Review of Health Visiting Services – the Committee were advised that the current scoping work 


would be concluded by the end of January 2012 and that the Director Lead on this issue now lay with 


the Executive Director of Operations. Responses are still awaited from some PCT Commissioners as 


to their position on funding the required increase in Health Visitor numbers. 


 


Deep Dive Reviews – the Committee agreed a revised programme  which would be supplemented by 


Commissioner-specified Deep Dive Reviews. 
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Unapproved Minutes from Part I Board Meeting 
Held on: Thursday 1 December 2011, 10am 


Meeting Room 2 and 3, Bevan House, Wigan 
 
 
Present 
 
Harry Holden, Chairman 
Karen Bliss, Non-Executive Director  
Steve Cash, Non-Executive Director 
Kate Fallon, Chief Executive 
Bob Saunders, Non-Executive Director 
Colin Scales, Executive Director of Operations 
Mike Treharne, Executive Director of Finance, Information and Performance 
Dorothy Whitaker, Non-Executive Director 
Dorian Williams, Executive Nurse / Director of Governance 
 
In Attendance 
 
Linda Agnew, Director of Corporate Development 
Janet Hall, Divisional Director – Trafford 
Seamus McGirr, Director of Clinical Performance 
Gareth Pugh (in attendance for Carole Hugall, Divisional Director – Warrington) 
Lynda Richardson, Personal Assistant 
Christine Samosa, Director of HR and OD 
Michael Smith, Divisional Director – Dental 
Steve Ward, Medical Director (in attendance Item 197/11(ii)) 
John Ward, Trust Secretary 
Christine Whittaker, Divisional Director – Halton and St Helens 
 
 
 
193/11  Chairman’s Introduction 
 
 (i) Apologies for Absence:  
 


Michelle Lee and Carole Hugall 
 


 (ii) Chairman’s Welcome:  
 
The Chairman welcomed all to the December meeting of the Board including 
representatives from LINKS who were present to observe.  
 
(iii) Declarations of Interest in Items on the Agenda:  
 
No Declarations of Interest were made. 
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(iv) Chairman’s Feedback:  
 
1) Update on Non-Executive Director Recruitment:  
 
The Chairman advised the Board that a significant number of applications 
had been received in response to the recent advertisement for three Non-
Executive Directors. Following a pre-assessment and shortlisting process, 
there were nine candidates selected for interview. Interviews would be taking 
place on Tuesday 6 December. 


 


 2) IMT Strategy:  


The Chairman requested advice on the current position regarding the 


production of an IM&T Strategy for the Trust. Mike Treharne confirmed that 


his team would be taking this work forward.  The Chairman wished to 


emphasise the importance and urgency of this work and asked that this be 


taken forward as a priority. Linda Agnew advised that this would need to be 


included as part of the next draft of the IBP to be submitted to NHS North of 


England.  


 It was agreed that IM&T Strategy would be brought back to the 


February Board along with information to outline how work was to be 


funded and all financial implications.  


 The Chairman also requested that email addresses for all staff were 


changed over as a priority to firstname.surname@bridgewater.nhs.uk   


 


194/11 Patient Story – Ensuring Quality – The Challenge of Special Care 


Dentistry: 


 Marie Wilson from Trafford Community Dental Services and Andrea Patrick, 


from Stockport and Warrington Community Dental Services, were in 


attendance to give a presentation to inform the Board of the specialist care 


dental services that Bridgewater provides to individuals who are unable to 


accept routine dental care because they suffer from one or more of physical 


or learning disabilities, mental health problems, Autistic Spectrum Disorder,   


dental phobia or are otherwise medically compromised 


 The Board were keen to learn from the example of this service providing 


care across a spectrum of challenging factors and behaviours, as it felt that 


all the services Bridgewater offer should be available to all patients equally 


irrespective of their health needs status.  


 Discussion took place concerning the high cost of specialist dental 


equipment for patients and it was agreed that the SMT should be asked to 


consider  the purchasing of this in the future via Capital funds.  


 Dorothy Whitaker emphasised the importance of the ABC ( Attitude, 


Behaviours and Communication ) Policy being complied with by the whole 


organisation and suggested that the Community Dental Service could be 


used as a role model in this respect.  


 


 


 


 


MT 


 


MT 
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 In response to a query from Steve Cash, it was advised that there were 


between 30,000 to 40,000 patients seen by the specialist care dental service 


each year.  


 In response to a query from Bob Saunders, it was advised that elderly 


patients were referred from a range of sources including nursing homes and 


that there had been an increase in the percentage referred from domicillary 


visits also.    


 The Links representatives present informed the Board of the recent 


disinvestment in homelessness dentistry in St Helens and queried whether 


linkages could be established with special care dentistry.  


 The Board thanked Marie and Andrea for their informative presentation.  


195/11 Minutes of the last meeting held on 3 November 2011:  


 Seamus McGirr wished to correct Item 160/11(i) to reflect that Kate Fallon 


and Seamus McGirr would jointly sign off the FT Pipeline report prior to 


submission to the SHA. In the absence of either, this would be signed off by 


any other available Executive Director.  


 The minutes were otherwise agreed as an accurate record.  


196/11 Matters Arising from Minutes and Action Log:  


 139/11(i) Medicines Management Policy:  


The Board agreed that this matter had now been concluded and could 


be removed from the action log.  


 140/11(ii) Monitor Performance Report:  


Seamus McGirr advised the Board that this would now be reviewed 


through SMT in line with Productive Board recommendations.  


 156/11 Speech and Language Therapy:  


Colin Scales informed the Board that work had been undertaken around 


activity, investment and waiting times. A report would be taken to 


Performance Sub Committee in December to enable detailed 


discussion to take place and to further look at consistency of 


investment issues within other smaller services.  


 175/11 Patient Story: 


 In relation to bespoke wheelchairs, Kate Fallon advised that discussion had 


taken place at SMT where it had been identified that this was an 


organisation wide issue. Colin Scales informed the Board that this issue 


would be included within the next contracting round negotiations and 


that a paper would be brought back to the March Board in advance of 


the contracts sign off in April.  
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178/11(ii) CQC Compliance:  


Christine Whittaker informed the Board that work had now been undertaken 


to capture Infection, Prevention & Control training figures through the new E-


Learning system which will be implemented fully by the end of the month. 


The Chairman asked that the Governance Sub-Committee monitor 


training uptake figures and requested that this item now be removed 


from the action log.  


197/11  QUALITY AND SAFETY 


 
 (i) Update Report – Extreme and High Risks:  
 
 Dorian Williams presented this report to the Board which summarised the 


current 53 Strategic Risks and 1 Operational Extreme Risk faced by the 
Trust.  


 
 The Board was reminded that the Operational Extreme Risk related to 


patients continuing to be transferred into Risley Prison without adequate 
healthcare records and that the one Strategic Extreme Risk related to the 
potential failure to comply with national CQC Outcome requirements, Colin 
Scales advised that work was being undertaken to harmonise the 
action plans currently in place across the Trust’s Divisions and that a 
refocused action plan would be presented to the next meeting of the 
Board.  


 
 Janet Hall provided an update in relation to the North Trafford Combined 


Care Centre which had previously been identified as an Operational Extreme 
Risk.  This PCT led 10 bedded unit in Stretford General Hospital had now 
been temporarily closed and therefore there was no longer a risk. Kate 
Fallon advised that she had written to Graham Wallis, Chief Executive of 
Trafford PCT, to seek discussions as to the required interim arrangements.  


 
  
 
            The Board received this report.  
 
 (ii) Patient Experience Interim Progress Update Report:  
 
 Dorian Williams presented this item to the Board. The Patient Experience 


Group had been set up and was chaired by Dorothy Whitaker.  The report on 
today’s agenda was the interim report on progress made  in advance of the 
full proposal being brought to Board in April 2012.  


 
  Dorothy Whitaker advised the Board of some practical examples of ongoing 


work which would be formally captured in the April 2012 Report and 
emphasised that the intention of the Group was to secure real, not token, 
patient involvement. 


 
 The Board received this report.  
 
 (iii) Procedural Notice – Approval of Development and Management of 


Procedural Documents Policy: 
 
 Dorian Williams presented this item to the Board. The circulated report 


provided a briefing in relation to the approval process. A further report would 
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be brought to the Governance Sub Committee in January. The Board agreed 
that it was vital that progress was made on this issue and approved the 
report.  


 
198/11 STRATEGY AND PLANNING 
 
 (i) Lead Director Roles 
 
 Kate Fallon presented this item to the Board. The Board agreed to approve 


the circulated list of key responsibilities for Executive Directors. 
 
 Dorian Williams reminded the Board of the importance of the key 


responsibilities in terms of the signing off of the Statement of Internal 
Control.  


 
 (ii) QIPP in Bridgewater 
 
 Kate Fallon presented this item to the Board. The Board were asked to 


endorse the recommendations within the proposed Trust response on the 
way forward, with particular reference to future challenges for the 
organisation within QIPP levels two and three.  


 
 Bob Saunders informed the Board that he supported the paper but felt that 


further detail around timelines, individual responsibilities and how they were 
to be taken forward should be provided.  Kate Fallon advised that this detail 
would be provided within the next version of the IBP.  


 
 Colin Scales felt that Bridgewater should look to use the Operating 


Framework as a mandate in terms of informing discussions and highlighting 
to commissioners as to what needs to be taken forward.  


 
 Kate Fallon informed the Board that a report would be brought back to 


the January Board meeting around work on level one of QIPP, outlining 
opportunities and risks.  


  
 The Board agreed to endorse the recommendations within the proposed 


Trust response.  
 
 (iii) Draft Membership Strategy  
 
 Linda Agnew presented this item to the Board which captured the options for 


future Member and Governor numbers.  
 
 From the three Governor options outlined within the circulated paper, Linda 


Agnew recommended option two to the Board. This option would result in a 
total of 34 Governors, comprising of 18 Public Governors, 9 Staff Governors 
and 7 Partner Governors.  


 
 Linda Agnew advised that the Trust would be required to consult on its 


proposals and would need to ensure representation from across all 
backgrounds and minorities.  


 
   


The Board endorsed option two and reconfirmed its previous agreement to 
aim for a target of 10,000 Public members and 4000 Staff members via an 
“opt-out” arrangement. 
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199/11 FINANCE AND PERFORMANCE 
  
 Integrated Performance Report  
 
 (i) Performance Report (including FT Pipeline Report) 
 
 Seamus McGirr presented this report to the Board which summarises the 


key issues arising from Month 7 performance data.  
 
 In discussion: 
 
 With reference to 18 weeks and Referral to Treatment Times, Colin Scales 


requested that the report outlined where patients were waiting in excess of 
18 weeks for reasons of patient choice or service capacity.   


 
 Seamus McGirr advised that the Warrington Division service breaches 


outlined in paragraph four on page nine were in fact related to QR8b and c 
and not QR8a and b.  


 
 Janet Hall clarified that the Trafford sickness absence rate was in fact 


monitored weekly and not monthly.   
 
 With reference to PDR rates, it was advised that work had been undertaken 


during the month and there had been significant increases noted. A report 
would be included within the month eight report outlining the improved 
performance.   


 
 Steve Cash queried the reason as to why the responses within the FT 


pipeline report in relation to sections one, four and five were identical.  
Seamus McGirr clarified that the same issue of equal access to services for 
patients with a learning disability caused us to self-assess as Amber for each 
of these FT Pipeline categories. 


 
 Dorian Williams requested that performance data for Prisons within the 


Bridgewater Divisions be included in future reports.  Seamus McGirr advised 
that he would undertake the inclusion of this with assistance from Carole 
Hugall. A proposed format would firstly be brought back to the Board in 
draft form for approval 


 
 In relation to Walk-in-Centre National Indicators, Colin Scales asked whether 


figures could be analysed separately in future reports for the Halton and St 
Helens and Wigan Division’s Walk-in-Centres. It was agreed that this 
information be taken back to the Performance Sub Committee to be 
reviewed in more detail.   


 
 Linda Agnew referred to repeat attendances and queried whether further 


work should be undertaken to identify if there were any underlying issues 
causing these. 


 
 Karen Bliss commented that the content of the Clinical Activity and 


Workforce performance reports had improved considerably over the last few 
months but that it was now important that they begin to focus in on areas of 
sub-optimal performance, the reasons for this and, most importantly, the 
remedial action to be take to address them. In this way the Board and the 
Performance Sub-Committee can obtain the assurances they need that 
management action is being taken to address such issues. 
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Seamus McGirr advised that comments made by the Board at today’s 
meeting had been received and would be incorporated into future 
reports.  


  
 The Board received this report.  
 
  


(ii) Finance Report 
 
 Mike Treharne presented this report to the Board outlining the key issues for 


month seven.  
 
 In discussion: 
 


 The proposal to incorporate the Trafford Division onto the Bridgewater 
Finance Ledger would be dependant upon the outcome of the Board’s 
consideration of the Trafford Provider Services paper on the Part 2 Agenda. 
 
 
It was noted that within the 3.1 CIP by Division summary table, there had 
been an error whereby the mitigation amount had not been provided.  Mike 
Treharne advised that this detail would be provided within the month eight 
finance report.  
 


 The Chairman raised his concerns regarding the current CIP position and 
lack of progress made at this point in the year.  


 
 Mike Treharne acknowledged this concern and further advised the Board 


that proposed CIP schemes for 2012/2013 and beyond would need to be in 
place by February 2012 at the latest.  Steve Cash reiterated the importance 
of Quality Impact assessments being undertaken on CIP proposals prior to 
their acceptance.  


 
  Mike Treharne confirmed that corporate costs would be reported 


separately in 2012/13 to enable closer monitoring.  
 
 
200/11 REPORTS AND MINUTES FROM COMMITTEES 
 
 The Board received the following reports from its Sub Committees: 
 
 (i) Approved Minutes from Performance Sub Committee – 24 October 2011 
 
 (ii) Approved Minutes from Governance Sub Committee – 24 October 2011 
 


 (iii) Report from Audit Committee Chair from Meeting held on 10 November    
                      2011 


 
 (iv) Proposed Revised Terms of Reference for Audit Committee which the 


Board accepted.  
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201/11 ITEMS FOR INFORMATION 
 
 (i) Warrington Safeguarding Children Board – Annual Report 
 
 The Board requested that the Annual Safeguarding Reports be brought 


to the Board for all other Divisions.  
 
 
202/11 ANY OTHER BUSINESS 
 
 The Chairman advised of three items of Other Business:  
 
 (i) IBP Update 
 
  Linda Agnew informed the Board that the SHA had provided written 


comments on the first draft of the IBP and LTFM.   
 
 The comments overall on the document were that it was a decent and 


reflective first draft that recognised that the document would reflect inevitable 
changes as time progressed and commissioning intentions become further 
evolved.   


 
 Comments rated as significant included: Activity forecasting, inclusion of 


timescales and owners for plans, estates strategy, narrative of financial 
figures, non-recurrent CIP levels, IT strategy, QIPP, PbR, efficiency, links to 
Clinical Commissioning Groups and taking credit for the successes of the 
Trust.  


 
 Areas that were rated as meriting attention included ensuring that evidence 


was provided for statements that the Trust makes, being consistent with 
figures and information throughout the document, enunciating the benefits 
and how the Trust will use FT freedoms, good information – but being 
stronger on what the Trust would do to take forward and exploit its strengths 
and opportunities and comments on amendments to tables, charts and 
information that could be moved to the appendices.  


 
 The remaining comments were on presentational issues only. Further areas 


for the development of the IBP have been identified, in particular links 
between the chapters, utilising commercial strategy and commissioning 
intentions, and being clearer about our service developments that impact on 
finance and workforce.   


 
 The Board received the report.   
 
 (ii) Update on Industrial Action – 30 November 2011 
 
 Chris Samosa provided an update to the Board. Overall 800 staff were 


involved in the strike action across the Trust. No issues had been reported 
with pickets. Divisional Directors were praised for the plans they had put in 
place. The Board noted that the day was well managed in terms of business 
continuity.  


 
 (iii) Metrics 
 


Seamus McGirr gave a brief presentation to the Board  of how the Waiting 
List Metrics summarised in a recent Board Seminar were now being used in 
practice. 
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203/11 OPPORTUNITY FOR ATTENDING MEMBERS OF STAFF, THE PUBLIC 


AND THE MEDIA TO RAISE RELEVANT ISSUES AT THE CHAIRMAN’S 
DISCRETION 


 
 No questions raised.  
 
204/11 DATE AND TIME OF NEXT MEETING 
 
 Thursday 5 January 2012, 10am in the Boardroom, Cowley Hill Lane, St 


Helens. 
  






