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[bookmark: _Hlk88119167]Commissioning of training/learning for regional colleagues – Please Note: 

The NW region Quality & Safeguarding team regularly commission (pay for) training sessions to support the competencies and skills in the system relating to safeguarding and other training needs that are identified. These sessions are at a cost per delegate and free to delegates at a cost to the NHS.  We repeatedly have nonattendance with no explanation or notice, acknowledging, that there are difficulties at the moment due to COVID and staff pressures. 

Please consider carefully before registering and if you are unable to attend, due to circumstances out of your control, please contact the team as soon as possible so that they can try and offer your place to another delegate, thank you. 

[bookmark: _Hlk88118631]The team can be contacted at: england.northsafeguarding@nhs.net. 
            Key Contacts: To contact the North West Region Quality & Safeguarding Team : england.northsafeguarding@nhs.net












Hosted by NHS England and NHS Improvement North West Region Safeguarding team.

	Training
	Date & Time
	Delivered by
	See flyer for futher details and link to register

	Domestic Abuse - Lunch & Learn for professionals who want to increase their knowledge of Coercive Control
	23 February 2022 and 25 March 2022
12.00-13.00 via Microsoft Teams
	Luke and Ryan Hart 

	


	Cultural Competence in Safeguarding
	23 March 2022 
10.00-13.00 via Microsoft Teams
	Power the Fight 

	


	Learning from Safeguarding Adult Reviews: Self Neglect

	1 April 2022 and 10 May 2022
09:30 – 16:30 via Microsoft Teams
	Professor Michael Preston-Shoot
	




Home Office funded Harmful Sexual Behaviour Support Service Launches 

The Harmful Sexual Behaviour Support Service, run by SWGfL in partnership with the Marie Collins Foundation, is now available to safeguarding professionals across England and provides the tools to equip and empower practitioners to address the alarming normalisation of harmful sexual behaviour in children and young people. 

The telephone and email support, which is funded by the Home Office and developed in collaboration with the Department for Education, is available Monday – Friday, 8am to 8pm. 
Call: 0344 255 0623 or Email: hsbs@swgfl.org.uk.

See attached for further information 
1. How will it support you?
2. Why act not?
3. What is Harmful Secual Behavior? 



Patient Safety Update - 25 January 2022

This update from the NHS National Patient Safety Team pulls together key information that you or your clinical governance/patient safety leads might need to know but could otherwise miss. It is not intended for general circulation within your organisations.



Child Death Overview Panel (CDOP) for GPs

To encourage engagement with CDOP for GPs, please see attached, which has been received from the Merseyside CDOP team who asked us to share and are happy for you to “pinch with pride”.



Safer Recruitment Training

NHS England and Improvement North West have commissioned nine cohorts of Safer Recruitment training delivered by the NSPCC.  Safer recruitment is an essential part of safeguarding. It is important you have rigorous safer recruitment at the heart of your organisation.  See attached flyer for futher details.
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NHS England and NHS Improvement North West Region Safeguarding team will be hosting two Domestic Abuse Learning Events

“Lunch & Learn for professionals who want to increase their knowledge of Coercive Control”

Delivered by Luke and Ryan Hart 

23 February 2022 and 25 March 2022

12.00-13.00 

via Microsoft Teams

Luke and Ryan Hart are award-winning domestic abuse advocates, authors, and international keynote speakers. Through their inspiring and educational keynote speeches, they have directly presented to tens of thousands of people, in hundreds of speaking engagements across 13 countries. 

They share their story as White Ribbon Ambassadors, Refuge Champions, and National Centre for Domestic Violence champions. They have worked extensively in the UK and delivered sessions with the NHS, police forces, probation, social services, teachers and sessions aimed at the general public. 

Luke and Ryan have also built up an impressive international portfolio, working with a range of organisations such as the European Commission in Brussels and Stockholm, The Safe and Together Institute in Colorado and Melbourne, the OECD in Paris, and the British Armed Forces in Cyprus. They’ve won a number of awards for their work, such as: Lincolnshire Police Outstanding Contribution to Public Service 2018/2019, BBC Inspirations 2020, Big Issue’s Top 100 Changemakers of 2020.

Delegates can register for a place using the links below:

		23/02/2022

		Lunch & Learn for professionals who want to increase their knowledge of Coercive Control (england.nhs.uk)



		25/03/2022

		Lunch & Learn for professionals who want to increase their knowledge of Coercive Control (england.nhs.uk)





If you are struggling to access the link, go via a different web browser rather than Internet Explorer i.e. Google Chrome or Microsoft Edge

If you have any questions please contact the regional safeguarding team via england.northsafeguarding@nhs.net
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NHS England and NHS Improvement North West Region Safeguarding team will be hosting two learning events

“Cultural Competence in Safeguarding”

Delivered by Power the Fight 

23 March 2022 

10.00-13.00

via Microsoft Teams

Belonging: Let’s Talk About Race

This interactive training session uses different forms of media to explore the invisible barriers that stop racial diversity and inclusion becoming a reality.  While diversity is not only about race, many organisations struggle with this aspect of diversity and inclusion and this training aims to address that gap.  During the sessions we cover the following areas: Bias; Racial Microaggressions; Pathways to leadership; Integration Fatigue; Impostor syndrome; The criminal justice system; The school to prison pipeline; Far right extremism and music & culture.

Learning Objectives:

· Audit and reflect, both individually and organisationally, on diversity and inclusion. 

· Increase Awareness of the lived experience of the black and brown minority culture

· Consider how you can Act to better serve the diverse people you work with and explore how cultural humility & sensitivity can contribute to this.

Delegates can register for a place using this link: Cultural Competence (england.nhs.uk) 

If you are struggling to access the link, go via a different web browser rather than Internet Explorer i.e. Google Chrome or Microsoft Edge

If you have any questions please contact the regional safeguarding team via england.northsafeguarding@nhs.net
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NHS England and NHS Improvement North West Region Safeguarding team will be hosting two learning events.

“Learning from Safeguarding Adult Reviews: Self Neglect” 

Delivered by Professor Michael Preston-Shoot. 

Delegates can register for this event by using the links below:

		Date

		Time

		Registration link



		01/04/22

		09.30-16.30

		Learning from Safeguarding Adult Reviews: Self Neglect (england.nhs.uk)



		10/05/22

		09.30-16.30

		Learning from Safeguarding Adult Reviews: Self Neglect (england.nhs.uk)







If you are struggling to book using the link above, try using a different browser to Internet Explorer i.e. Google Chrome/Microsoft Edge. If the problem persists, contact your IT department.



An invite to the learning event (Microsoft Teams) will be shared at least 3 working days prior. 

Please ensure you check you junk mailbox for the event link.



If you have any questions please contact the regional safeguarding team via england.northsafeguarding@nhs.net
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Home Office funded Harmful Sexual Behaviour Support Service Launches 

18th January 2022

The Harmful Sexual Behaviour Support Service, run by SWGfL in partnership with the Marie Collins Foundation, is now available to safeguarding professionals across England and provides the tools to equip and empower practitioners to address the alarming normalisation of harmful sexual behaviour in children and young people. 

The telephone and email support, which is funded by the Home Office and developed in collaboration with the Department for Education, is available Monday – Friday, 8am to 8pm. 

Call: 0344 255 0623                  Email: hsbs@swgfl.org.uk

How will it support you?

The Harmful Sexual Behaviour Support Service is for education and safeguarding professionals and will provide: 

1. Advice on individual cases or incidents of harmful sexual behaviour, to ensure an appropriate response both for children displaying this behaviour and others affected by it 

1. Guidance on policy development on tackling harmful sexual behaviour 

1. Relevant resources, best practice and contacts around harmful sexual behaviour, both locally and nationally



Find out more about the service



		Why act now? 

The service has been established in response to the 2021 Ofsted review, which revealed a prevalence of child-on-child sexual harassment and abuse so widespread that, for some children, incidents are ‘so commonplace that they see no point in reporting them’ and ‘consider them normal’.  



		What is Harmful Sexual Behaviour?

Developmentally inappropriate sexual behaviour which is displayed by children and young people (under the age of 18) and which may be harmful or abusive. It can be displayed towards younger children, peers, older children or adults. It can be harmful to the children and young people who display it, as well as those it is directed towards.
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Patient Safety Update – 25 January 2022 
 


Patient safety update from the NHS National Patient Safety Team 


This update pulls together key information that you or your clinical governance/patient safety leads might 


need to know but could otherwise miss. It is not intended for general circulation within your organisations.  


Key 
messages 


Information for safety leaders 


• View the 
updated 
SALG ‘stop 
before you 
block’ 
guidance 


1. The Safe Anaesthesia Liaison Group (SALG) has recently updated the 'stop 
before you block' (SBYB) guidance. The revised and updated guidance follows a 
Healthcare Safety Investigations Branch report into wrong side regional 
anaesthetic block in 2018. 
 
The revised guidance deconstructs the SBYB process into three explicit steps: 
Preparation, a Stop moment followed immediately by performance of 
the Block (Prep, Stop, Block).  The new process is designed as a standard 
operating policy for national adoption  
 


• View our 
identified 
patient 
safety 
research 
needs 


2. We have published our ‘National Patient Safety Strategic Research Needs’ for 
2022/2023, which particularly relate to the priorities in the NHS Patient Safety 
Strategy. The research needs are organised into eight themes with specific 
examples of the research needed for each theme:  
 


• reducing inequalities in healthcare safety 
• improving patient safety intelligence and understanding challenges 
• improving organisational patient safety culture and practice 
• patient safety behaviours 
• effective patient safety practices 
• patient safety impacts of alternative service delivery models 
• ergonomics, design and human factors 
• clinical risk scores (validation, implementation and outcomes). 


 


• Be aware of 
the new 
2022/23 
CQUIN 
measures, 
particularly 
around 
deterioration 


3. NHS England and NHS Improvement has launched the 2022/23 Commissioning 
for Quality and Innovation (CQUIN) scheme which supports improvement in the 
quality of services and improves patterns of care.  
 
One of the CQUIN measures (CCG3: Recording of NEWS2 score, escalation time 
and response time for unplanned critical care admissions) is a step towards 
improving care processes for deteriorating patients. To find out more about this 
CQUIN and access helpful implementation resources, visit the FutureNHS: 
National Deterioration Forum. 
 


• Read the 
HSIB 
reports on 
issues 
around 
COVID-19 


4. Since the beginning of the COVID-19 pandemic the Healthcare Safety 
Investigation Branch (HSIB) has worked to conduct investigations to help 
healthcare staff combat the virus. 
 
The resulting reports, cover issues including COVID-19 transmission in hospitals, 


early warning scores to detect deterioration, oxygen issues, treating patients 
using CPAP, and PPE for care workers delivering homecare. They provide useful 
assistance in responding to all variants of the disease, including Omicron.  



https://www.salg.ac.uk/salg-publications/stop-before-you-block/

https://www.salg.ac.uk/salg-publications/stop-before-you-block/

https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/#research-needs

https://www.england.nhs.uk/nhs-standard-contract/cquin/2022-23-cquin/

https://www.england.nhs.uk/nhs-standard-contract/cquin/2022-23-cquin/

https://future.nhs.uk/NEWS2CN/view?objectID=32776688

https://future.nhs.uk/NEWS2CN/view?objectID=32776688

https://www.hsib.org.uk/covid-19-statement/
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• Read the 
latest HSIB 
reports 


5. HSIB has recently published two new investigation reports: 


• Incorrect patient details on handover: Local integrated investigation pilot 2, 
was published 20 January 2022, focusing on the systems and procedures that 
are in place to help staff correctly identify patients. 


• Recognition of the acutely ill infant was published 9 December 2021, 
focusing on understanding and describing circumstances in which the acutely 
ill infant is not recognised and/or acted upon. 


• Read the 
SHOT 
safety alert 
on 
transfusion 
delays and 
access a 
new range 
of resources  


6. Serious Hazards of Transfusion (SHOT) has issued a safety alert around 
transfusion delays. The urgent provision of blood components and/or blood 
products is vital for life threatening bleeding and severe anaemia. Deaths and 
serious harm related to delayed transfusion continue to be reported to SHOT with 
the numbers increasing each year. 
 
SHOT have also recently produced a number of resources to support blood 
transfusion safety which include: 
• A new summary of SHOT reports around cell salvage  


• a Human Factors - Serious Hazards of Transfusion web page where multiple 
resources and training can be found in relation to human factors in transfusion  


  


Send any queries on this update to patientsafety.enquiries@nhs.net 
 


In focus: Patient Safety Incident Response Framework (PSIRF) 


update 


We are nearing completion of our work with early adopters who have been piloting the introductory 
version of the PSIRF. This work is informing the final version of the framework, which we expect to 
publish in Spring 2022, at which point we will ask the wider NHS to begin the transition from the current 
Serious Incident Framework to PSIRF. 


We expect this implementation to be a gradual process and do not expect organisations to be ready to 
fully implement PSIRF from its launch. Organisations should not feel pressure to start to create a PSIRF 
Plan at this stage. The current documents on our PSIRF web page and the Patient safety investigation 
resources page will be revised following the completion of our work with early adopters, but are still 
available for information only. 


To support you to prepare for PSIRF we have recently created a PSIRF area in the NHS Patient Safety 


workspace on the FutureNHS platform. If you are not already a FutureNHS user, you can request access 


to the NHS Patient Safety workspace by emailing NHSps-manager@future.nhs.uk.  


Recent additions include: 


• The independent evaluation report providing an overview of the findings of our work with 
early adopters 


• A podcast providing background on PSIRF, its key features and the changes it will 


introduce, an overview on our work with early adopters, and information on what providers 


can do to prepare for PSIRF (you can also listen to the podcast directly on SoundCloud)  


• Slides from the roundtable events we held in Nov-Dec 2021 to provide a brief background 
to PSIRF, overview of the early adopter programme, and findings from the independent 
evaluation of the programme. The content is directly related to the discussion in the 
podcast. 


We will continue to update you on progress as we get closer to publication and plan to produce a range 


of other resources to support providers with the implementation of PSIRF and transition from the Serious 


Incident Framework. 


 



https://www.hsib.org.uk/investigations-and-reports/local-integrated-investigation-pilot-2-incorrect-patient-details-on-handover-notes/

https://www.hsib.org.uk/investigations-and-reports/recognition-of-acutely-ill-infant/

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103190

https://www.shotuk.org/wp-content/uploads/myimages/SHOT-bite-cell-salvage-Dec-2021.pdf

https://www.shotuk.org/human-factors-tuition-package/

mailto:patientsafety.enquiries@nhs.net

https://www.england.nhs.uk/patient-safety/incident-response-framework/

https://www.england.nhs.uk/patient-safety/patient-safety-investigation/

https://www.england.nhs.uk/patient-safety/patient-safety-investigation/

https://future.nhs.uk/NHSps/view?objectId=32482672

mailto:NHSps-manager@future.nhs.uk

https://soundcloud.com/nhsengland/update-on-the-patient-safety-incident-response-framework?si=7c1708805f9a4afd99426fc03ed18cf2&utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
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Information on the Merseyside and Isle of Man Child Death Overview Panel (CDOP) for GPs



Merseyside and Isle of Man CDOP: the what

· Hears a narrative of a child’s life and death from a collation of CDOP returns

· Reviews all of the child deaths in the area – approximately 90 each year

· Is the final part of the child death review (CDR) process in England

· Is a legal requirement from Working Together to Safeguard Children

· Represents Wirral, Liverpool, Sefton, Knowsley, St Helens, and also the Isle of Man

· Features expertise from health (paediatricians, neonatologists, obstetricians, CAMHS, GPs, Designated nurses), police, education, social care, lay opinion, public health, legal opinion

· Submits information to the National Child Mortality Database, an NHS funded programme

· Links with the local learning from the LeDeR service improvement programme



Merseyside and Isle of Man CDOP: the so what

· Each and every child death is a devastating loss; helping CDOP is how GPs can assist professionally in learning from deaths, to make positive changes for those left living

· Many children die in hospital, but the GP knows the subtleties of the family (e.g. who lives at the given address; parental mental health details), especially the details that make that child unique (e.g. when you visited you see they always showed you their Disney princess pyjamas; they were the only Blue in a house of Reds)

· The GP may have examples of great team working with other professionals, which can be shared and then replicated

· Child deaths are a stark and sensitive indicator of the social determinants of health, and the link between higher indices of multiple deprivation and child death has been in the Mersey CDOP annual report since 2015; GPs are attuned to the impact of social factors

· GPs continue to provide solace and support to the bereaved for the rest of their lives



Merseyside and Isle of Man CDOP: the what now

· Please complete the form sent to the practice from the team, even if the child was not known to you, or was too young to ever be registered – parental information is crucial

· Consider doing an SEA or learning event from a child’s death – especially if it went well

· Get in touch with the CDOP team if you want to know more about any part of the process

22% of child deaths occur in children under 28 days of age



Over a fifth of all child deaths might be avoided if children living in the most deprived areas had the same mortality risk as those living in the least deprived
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                                                                                                                                                                [image: ]                                  NHS England and Improvement North West have commissioned nine cohorts of Safer Recruitment training delivered by the NSPCC 

Safer recruitment is an essential part of safeguarding. It is important you have rigorous safer recruitment at the heart of your organisation.

Our course covers:

· developing safer recruitment policies and procedures for your organisation

· preparing to recruit

· selecting the right people to interview

· carrying out thorough background checks

· responding to concerns identified through background checks and assessing risk

· responding to inappropriate behaviour and allegations of abuse.

Please be aware that there are limited places available and NHSE/I are funding the cost of the training. If you commit to a place and do not attend/give sufficient notice for cancellation, this may affect you being prioritised for future training.

Each cohort will have a maximum of 16 places per cohort and delegates will be required to attend the full day session and commit to any pre-course preparation.  The dates and times for the Cohorts are as follows:



Cohort No:

Date

Time

Link to booking page

1

23/02/22

09.30-16.30

Safer Recruitment Training Cohort 1 (england.nhs.uk)

2

02/03/22

09.30-16.30

Safer Recruitment Training Cohort 2 (england.nhs.uk)

3

04/03/22

09.30-16.30

Safer Recruitment Training Cohort 3 (england.nhs.uk)

4

08/03/22

09.30-16.30

Safer Recruitment Training Cohort 4 (england.nhs.uk)

5

11/03/22

09.30-16.30

Safer Recruitment Training Cohort 5 (england.nhs.uk)

6

14/03/22

09.30-16.30

Safer Recruitment Training Cohort 6 (england.nhs.uk)

7

17/03/22

09.30-16.30

Safer Recruitment Training Cohort 7 (england.nhs.uk)

8

22/03/22

09.30-16.30

Safer Recruitment Training Cohort 8 (england.nhs.uk)

9

25/03/22

09.30-16.30

Safer Recruitment Training Cohort 9 (england.nhs.uk)



Successful applicants will be contacted directly with confirmation of acceptance. The links to join the training will be provided closer to the start of the course.
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