
 
TRUST BOARD MEETING AGENDA – PUBLIC 

Date: 23rd February 2016 
Time: 10am 

Venue: Conference Room, 2nd Floor, RLH 
 

# Item Lead Page # 
 

PRELIMINARY BUSINESS 

 

1. Introduction, Apologies & Declaration of Interest 
To note the apologies for absence and any new declarations of interest from 
Directors. 

BG Verbal 

2. Minutes of Trust Board Meeting held on 26 January 2016 
To approve the minutes of the Board of Directors 

BG 3 

3. Rolling Action Tracker 
To discuss any outstanding actions 

BG 14 

4. Any urgent matters arising 
To discuss and note any urgent matters arising 

BG/AK Verbal 

5. Chair’s Update 
To receive an update on the Chair's activities and work streams 

BG Verbal 

6. Assurance Report from Committees 
To discuss and note key issues relating to this report 

MW 20 

7. Patient Story 
To receive and consider the learning from a patient story 

LG Presentation 

8. Trust Executive’s Report  
To discuss and note key issues relating to this report 

All 26 

 

ITEMS FOR CONSIDERATION 

 

9. 
 

Achievement of 4 hour Emergency Care Standard 
To note the actions, progress taken and plans to support future sustainable 
improvement in performance. 

DMcL 94 

10. Corporate objectives 2016/17 
To consider the report and the 2016/17 Corporate Objectives identified and approve 
the proposed objectives. 

AK 99 

11. Risk management – update on action plan  
To note the progress with the Risk Management Review Action Plan 

LG 102 

12. Great Place to Work – Becoming an Employer of Choice  
To receive this report and to endorse the next steps of the delivery plan. 

RE 112 

13. Safe Staffing January 2016 
To present current position.  To note the report and acknowledge the work being 
undertaken to further strengthen the Trust’s position 

LG 118 

14. Committee Terms of Reference  
To approve the terms of reference and membership of the Finance and Performance 
and Workforce Committees 

MW 125 

15. Health and Safety Quarterly Update 
To note the report. 

DMcL 132 

16. Update to Standing Financial Instructions 
To approve the inclusion of the Quotations, Tendering and Contract Procedures in 
the Trust’s SFIs. 

JHG 136 

 

CONCLUDING BUSINESS 

 

17. Chair’s Log 
To note items for the Chair’s Log 

BG Verbal 

18. Questions from members of the public 
To consider questions from the public 

BG Verbal 

 Code of Conduct & Glossary of Terms 
For information 

All 137 
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Finish Time: 12.30pm 

 

Resolved: that in accordance with the Public Bodies (Admission to Meetings) Act 1960 representatives of the 
press and other members of the public are 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. 

 

Papers requested by the Board but not received. 
 
PFHR Business Case review – to be incorporated into report on ‘IT investment requirements 2016/17’ (March 2016) 

NHS staff survey 2015 Summary Report – deferred to March 2016 as results only just received 
Board Succession Plan – pending further discussions and with agreement of the Chair. 
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 Royal Liverpool and Broadgreen University Hospitals NHS Trust  
 

Meeting of the Trust Board: Part 1 held in public  
 

Held on Tuesday 26 January 2016 at 1pm 
 

Conference Room, Royal Liverpool University Hospital 
 
Present:  Bill Griffiths (BG)      Chairman    
  Aidan Kehoe (AK)     Chief Executive 
  Prof. Bob Burgoyne (BB)  Non-Executive Director 
  Ros Edwards (RE)        Director of HR and OD 
   John Graham (JHG)   Deputy Chief Executive/Director of Finance

  Lisa Grant (LG)     Chief Nurse 
  Geoff Stewart (GWS)      Non-Executive Director 
  Neil Willcox (NW)   Non-Executive Director 
  Dr Peter Williams (PW)   Medical Director 
 
In attendance:   Helen Jackson (HJ)   Director of Strategy and Transformation   
  Donna McLaughlin (DMCL)  Director of Operations 

  Helen Shaw (HS)     Director of Communications and Marketing 
  David Walliker (DW)   Director of IT 
      
Officers  Madelaine Warburton (MW)     Associate Director of Corporate Affairs 

  attending: Karen Bates (KB) Assistant Chief Nurse, Safeguarding (Item 
15/242 only) 

 Janet Budd (JB) Assoc. Director of Change (Item 15/256 only) 
 Dr Richard Fitzgerald (RF) Director, Clinical Research Unit (CRU) (Item 

15/239 only) 
 Emmanuel Nsutebu (EN) Consultant, Infectious Diseases (Item 15/237 

only) 
 Prof. Robert Sutton (RS) Director of NIHR Liverpool Pancreas 

Biomedical Research Unit (PBRU) (Item 
15/239 only). 

 Julia West (JW) Operational Director of RD&I (Item 15/239 
only) 

 Mark Grimshaw (MG)    Corporate Governance Manager (Minutes) 
                  
Apologies:         Mike Eastwood (ME)  Non-Executive Director 
 David Killworth (DK)  Non-Executive Director 
 
15/231 Introduction, Apologies and Declaration of Interest  
 

BG welcomed members of the public (4) and a shadow governor to the meeting.  
 
No interests declared.   

 
15/232     Minutes of the Trust Board Meeting held on 24 November 2015  
  
 The minutes of the meeting held on 24 November 2015 were agreed as a true and 

accurate record. 
 
 
15/233 Rolling Action Tracker 
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 15/202 – Trust Executive’s Report – DMcL reported that an analysis, had been 

carried out to quantify the cost of the Trust’s ‘ready for discharge’ performance. This 

suggested that the cost to the Trust was c. £40k per day. It was agreed that a 
metric based on these assumptions would be included in future reports. 

 
 15/174 – Trust Executive’s Report – JHG confirmed that the monetary value of 

debtors and creditors and explanations of movements would be included in the 
February 2016 report.    

 
 15/174 – Trust Executive’s Report – RE explained that the Trust had no new 

starters in the previous month prior to safer recruitment checks taking place. It was 
agreed to include a zero return should this occur. 

 
 15/174 – Trust Executive’s Report – HJ confirmed that a review of the RAG 

ratings on the Journey to 2018 dashboard was performed on a monthly basis. 
 
 15/14 – Trust Wide Acuity Study and Safe Nurse Staffing Compliance –RE 

undertook to provide an update to the Board on the action being taken to make the 
Trust the ‘employer of choice’ in February 2016. 

 
 14/281 – Safe Staffing Monthly Update – JHG reported that work was progressing 

to agree alternative metrics for staffing and resources in the finance report. This 
would be available for the February 2016 meeting.  

 
 14/163 & 13/156 – Trust Executive’s Report – Are we using our resources 

effectively and efficiently - JHG explained that there were on-going conversations 
at the Resources and Performance Committee regarding the presentation and 
content of finance performance reporting to the Board. BG requested that revised 
format be expedited and used for future reporting with supporting analysis.  

 
 Chair’s Logs 
 
 Delegated 
 
 Transformation Committee (March 2015) – Migration Path Process – HJ 

reported that the migration path had been shared with the Transformation 
Committee in December 2015 and therefore would be brought to the Board in 
February 2016. 

  
15/234 Urgent Matters Arising 
 
  None noted. 
 
15/235 Chair’s Update 
 
 BG reported that he had attended recent meetings regarding the Healthy Liverpool 

Programme and the Liverpool Health Partners Board in which the wider context in 
terms of budgets and reconfiguration had been discussed. 
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15/236  Assurance Report from Committees 
  
 MW explained that the report summarised the key items discussed, risks identified 

and assurance provided by the Board’s Committees which was supported by verbal 
updates from the Committee chairs.    

 
 JHG reported that the discussion at the Charitable Funds Committee had 

predominately centred upon how best to harness funds for the New Royal. 
 
 In terms of the Resources and Performance Committee, BG queried when the cash 

review action plan would be considered. JHG reported that this was scheduled for 
the February 2016 meeting and noted that several of the recommendations had 
already been actioned. BG suggested that a report would be necessary to review 
the potential savings from cash management initiatives. 

 
 Action: To produce a report to R & P on cash management initiatives.   
  
 BB reported that the Quality Governance Committee had noted a 28% reduction 

from the previous year with regard to falls resulting in moderate to severe harm. A 
key risk had been highlighted on the management of patients with mental health 
problems. An update had been requested for the February 2016 meeting.  
Assurance had been provided that the Trust was making satisfactory progress in 
relation to C.diff and MRSA bacteraemia rates.  

 
 GS reported that the Transformation Committee had been alerted to concerns over 

progress on the IT/construction/bed reduction projects. Plans were expected in 
February/March 2016 in order to provide assurance that the projects would be 
delivered. GS noted that the plans might require additional funding.  

 
 The contents of the report were noted in terms of assurance provided and key risks 

considered by the Committees.  
 
 
15/237 Patient Story  
 
 EN outlined the work that the Trust was doing to improve its response to patients 

with sepsis. It was noted that sepsis was the most common cause of death within 
the Trust and that early identification and timely intervention were key to preventing 
instances. Reference was made to a case in 2012 in which a patient had been seen 
by a number of doctors but sepsis had not been diagnosed. The patient had 
subsequently complained.  Since then a number of improvement had been made 
including better systems, leadership and education as well as four sepsis nurses 
within the Emergency Department and AMU. 

 
 Mr Crook had presented at A & E who then suffered toxic shock from sepsis. Mr 

Crook specifically referred to the efforts made to maintain his dignity and provide 
reassurance. Whilst in recovery, Mr Crook went into toxic shock for the second time 
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and due to the new processes in place, the specialist team was available to provide 
the most appropriate care.  

 
 AK noted that this example illustrated why it was important for the Trust to learn 

from incidents and complaints. It was queried if the actions taken had reduced the 
Trust’s mortality rate for sepsis. EN reported that at the severe end (septic shock), 

there had been a 15% reduction in instances over the last 12 months. Length of 
stay for patients with sepsis had also reduced by a median of 2 days; saving the 
Trust c. 2500 bed days. 

 
The Board thanked EN and Mr Crook for their attendance and noted the 
presentation. 

 
 
15/238 Trust Executive’s Report 
 
   AK noted that, together with Aintree, the Trust had commenced a MADE 

programme on 27th December 2015. It was explained that MADE was a national 
programme focused on increasing safe and appropriate discharge from acute 
hospital sites. The programme ran every day, including bank holidays and 
weekends, until 15th January 2016. Mental health and social care services gave 
strong support to the initiative, with senior practitioners attending for the majority of 
days. Support from other parts of the system, such as primary care and 
commissioners was more variable. DMcL added that the Trust would look to embed 
the lessons learnt.   

 
 AK highlighted that it was hoped that the appointment for the Knowledge Quarter 

Chief Executive was imminent and would provide a significant step forward in 
developing an internationally renowned life sciences campus.  

 
 Attention was drawn to the Trust’s R Charity ‘Nippy Dip’ in the Irish Sea on New 

Year’s Day. This was the first of the Board’s 12 (events) in 12 (months) commitment 

and had proven to be a very successful event. 
 
 AK noted that the second instance of industrial action by junior doctors had been 

called off. Discussions remained on-going in terms of the proposed action 
scheduled for 10 February 2016.  

 
 Directors highlighted key issues relating to their reports. 
 
 HJ confirmed that the Trust was prioritising action to expedite progress with the 

projects identified as ‘red’. The Bed migration plan was particularly challenging but 

weekly migration task force meetings were taking place to improve the trajectory. 
Construction remained 26 weeks behind schedule but it was hoped that once the 
building was watertight in April 2016, double shifts could be undertaken to 
accelerate progress. In terms of IT projects, it was expected that progress would be 
seen in February / March 2016. NW queried how the ‘RAG’ ratings in the 

dashboard aligned with other risk management mechanisms. HJ undertook to 
check and report back. 
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 Action: To explore how the ‘RAG’ rating in the 2018 dashboard aligned with 
other risk management mechanisms.  

 
 PW noted that there had been two never events recorded in December. The first 

related to a wrongly placed nasal gastro tube.  The case had been referred to the 
coroner and the patient’s death had not been attributed to the incident. The second 

related to medical equipment (small plastic bag) being retained following surgery 
resulting in the patient re-presenting. Both events had been referred to 
commissioners and were under investigation. PW also reported that there had been 
an incident of a patient gaining access to the roof and subsequently falling. This 
was currently subject to a police investigation. JHG queried how the Trust was 
learning from the events. PW confirmed that an amendment had been made to the 
equipment count process to include the plastic bag. It was also noted that the NHS 
gathered information on never events across the country and circulated to all 
Trusts. PW undertook to write out across the network to share the learning from the 
plastic bag event. 

 
 Action: To write out across the network to share the learning from the 

retained plastic bag never event. 
 
 BG queried what action had been taken with the staff involved. PW confirmed that 

the BMA’s approach was to view the events as opportunities for learning. The 

doctor involved in the misplaced tube had been referred to the Deanery and the 
doctors involved in the retained plastic bag were under restricted practice until the 
Root Cause Analysis had been completed. 

  
 DMcL reported that the Trust did not achieve the 4 hour A&E standard in November 

and December 2015. The year to date performance was 94.4% - meaning that the 
Trust required a performance of 97% or above for the rest of year to meet the 
target. Performance against the 18 week standard had deteriorated in December 
2015 and whilst performance against cancer targets remained strong, deterioration 
in the turnaround time in the laboratories had been seen.  

 
 LG highlighted that the Trust had received a report from Healthwatch following a 

Listening Event in December 2015. Feedback had been largely positive and the 
actions were being reviewed through the Quality Governance Committee. 

 
 AK queried why the Trust had the second highest acute non-elective length of stay 

when compared to its peer group. PW noted that this could be partially explained by 
the figures not including zero length of stay. There was also an issue of a lack of 
social services provision.  

 
 Speaking to the Ward Dashboard, LG note the work that was on-going to make 

improvements to Ward 7a (RAG rated ‘red’). In particular, a designated matron had 

been identified to offer enhanced support and address on-going issues. 
 
 Explaining the Trust’s financial position, JHG noted that there was an emerging 

picture of how the DH/TDA intended to deal with the financial pressure facing the 
system. Control totals had been set for 2015/16 and suggested totals had been 
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issued for 2016/17. Whilst the allocation for 2016/17 was improved, the additional 
funds would be dependent on the Trust’s current and future performance. The cash 

position was £34.8m against a plan of £40.5m. JHG identified the main issues for 
the Trust’s financial position as being cash management and under delivery on the 

QEP programme. 
 
 BG queried whether it was significant that the agency spend for Month 9 (£0.7m) 

was down on the average of (£0.9m). JHG confirmed that the Trust was looking for 
a sustained reduction in agency spend. PW stated that it was important to 
differentiate between locum spend and agency spend in the report as it was 
identifying the avoidable spend that was useful for the Board. 

 
 Action: To differentiate between locum and agency spend in future finance 

reports in order to identify the avoidable spend.  
 
 GS asked whether the Board could be assured that the Trust was addressing the 

high level of debtors and creditors. JHG confirmed that the Trust was developing a 
plan for each organisation. An analysis had been included in the report to the 
Resources and Performance Committee and this would be included in future Board 
reports. 

 
 RE reported that the rolling sickness rate had increased during November from 

4.39% (in October) to 4.94%. The Trust’s current rolling figure was 5.2% against a 

target of 3.8%. An interim target of 4.7% had been set and once this had been 
achieved (trajectory for September 2016), a further target would be set. To help 
achieve this, a business case was being developed to increase resources to 
centrally manage sickness. DMcL added that the Trust was replicating good 
practice. It was suggested that future reports should separate the Trust sickness 
figure from the nursing sickness figure and include trend analysis. 

 
 Action: To provide a separate nursing sickness figure and trend analysis in 

future ‘People’ reports. 
 
 Appraisal performance for 14/15 had increased to 75% and focus was now centred 

on known areas of low performance. BG suggested that appraisal completion 
should be included as a key objective for all managers. DMcL confirmed that work 
had been undertaken to improve accountability and reporting.  

 
 PW reported that the Trust’s research and innovation performance remained in line 

with the Trust’s peers. JHG highlighted that it was likely that the NWCRN would see 
a reduction in funding for 2016/17.  

 
 Drawing attention to the Trust’s risk register, LG noted that the report now included 

risks with a 15+ rating from the transformation project. It was reported that actions 
to mitigate the risk relating to nurse staffing levels remained on-going. In terms of 
the Never Event regarding an incompatible blood transfusion, a business case had 
been developed to procure an electronic solution to mitigate the risk of re-
occurrence. The Quality Governance Committee was maintaining oversight of the 
risk relating to electronic prescribing. 
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 In terms of clinical effectiveness, PW highlighted that a national emergency 

laparotomy audit had taken place and provided an amber assurance level. Quality 
improvement work was underway and processes were being improved, along with 
adherence to new standards.  

 
15/239 RD&I Strategy  
 
 RS and JW presented the updated RD&I Strategy which had been previously been 

considered by the RD&I Committee and as part of the Board Development session 
in December 2015. RS highlighted that research was integral to patient care. The 
strategy set out the short, medium and long term objectives The proposed model 
for the BRC was outlined and the Board was requested to support the intention to 
pursue funding for its establishment. 

 
 AK asserted that the establishment of the BRC was fundamental to the Trust’s 

ambitions of delivering world class research. It was noted that Liverpool Health 
Partners (LHP) was fully behind the bid and there was a truly collaborative effort 
across the city to secure the award of funding.    

 
 HS queried if there was any further support the Board could offer. RS requested 

that the Trust review the allocation of funding retained by the Trust to support the 
BRC.  JHG undertook to review this proposal. 

 
 Action: Should the BRC bid be successful for the Trust to explore the 

reallocation of a percentage of the support funding back to the BRC. 
 

RS explained that the full application was required to be submitted on 6 June 2016. 
It was suggested a discussion could be explored regarding support for the bid, 
particularly noting its strong alignment with the Northern Powerhouse initiative. 
 
The Board ratified the RD&I Strategy and noted its support for the BRC funding bid.   

 
 
15/240 Board Assurance Framework – qtr 3 review 2015/16 
 

MW noted that since the Board Assurance Framework (BAF) was last considered 
by the Board in October 2015, it had been updated to reflect additional 
controls/assurances to address gaps in controls impacting on the delivery of the 
Trust’s 2015/6 objectives.. Progress had been made in several areas but work 
continued to improve the consideration of risks relating to workforce, IT, 
performance and research. Attention was drawn to a report published by MIAA 
called ‘What Keeps Boards awake at night?’ (2015). There were potentially issues 
for consideration relating to estate and health and safety risks which would be 
explored in the next quarterly iteration.  
 
A discussion was held in terms of increasing the risk score (from 16 to 20) for the 
Trust’s inability to effectively manage demand (no 1). The issue had been debated 
by the Executive. DMcL asserted that there was a need to view the risk holistically, 
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noting that there were signs of deterioration against cancer, 18 week and 4 hour 
targets; therefore suggesting that the risk had increased. AK acknowledged that 
there were challenges but stated that the Trust continued to meet all access targets 
apart from the 4 hour standard. Taking this into account, it was suggested that the 
risk score should remain at 16.  
 
It was agreed that the MW and DMcL would review the risk and the existing 
controls and if there was a change prior to the next scheduled quarterly update, a 
report would be brought for the Board’s consideration. 
 
The Board noted the report.     

 
 
15/241 Trust Preparations for CQC 
 
 LG reported that the Trust would be undergoing a CQC inspection in March 2016. 

Particular attention was drawn to the self-assessment which had been submitted. 
The Trust had rated itself as ‘good’. The Trust’s approach included the design and 

implementation of an audit and quality improvement tool. The toolkit utilised the five 
key lines of enquiry, the observational methodology and a bespoke 1 hour audit tool 
for use by directors and NEDs during ‘leadership walk rounds’. A staff training 

programme had been developed along with the production of an information 
booklet.  

 
 The Board noted the report and endorsed the recommendations.   
 
 
15/242 Safeguarding Annual Report & Service Overview 
 
 The Board considered the annual report of the safeguarding function and activity for 

2014/15.  LG noted that the report provided evidence of continuous improvement 
and a commitment to embedding of safeguarding arrangements, with progress 
monitored by the Quality Governance Committee. .  

 
 KB provided an update with regard to the further embedding of the External 

Safeguarding review and changes being made. Areas including sexual exploitation, 
trafficking and female genital mutilation were highlighted and the Trust’s response 

including additional resources was reported.  Safeguarding staff were now more 
visible on the wards and the training offered to all staff around safeguarding issues 
was being developed.  

 
 BG made reference to the Goddard Review and queried if there was an 

understanding of the available records so that the Trust could provide realistic 
expectations to requests. 

 
 Action: To develop an understanding of the availability of records to prepare 

for any forthcoming requests under the Goddard Review.    
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 BG stated that it was important for the Trust to be clear on the number of staff who 
had received DBS clearance and to be able to provide a timeframe for when all 
appropriate staff would have their clearance in place. It was also suggested that the 
Trust needed to be cognisant of how many referrals had been made to the DBS. If 
this was a low number, the possibility of under reporting would need to be 
assessed.  

 
 Action: To develop an understanding of the number of staff with a DBS 

clearance and a timeframe for ensuring that all appropriate staff had their 
DBS clearance.  

  
 JHG queried how the Safeguarding Team was capturing learning and circulating 

this. KB confirmed that a safeguarding newsletter was produced and that other 
internal communication media such as the patient safety bulletin were also utilised. 
HS suggested that a meeting would be scheduled with KB to discuss the approach 
to communicating safeguarding messages to staff. 

 
 Action: To arrange a meeting to discuss the approach to communicating 

safeguarding messages. 
 
 The Board noted the report.  
 
 
15/243 Complaints Management 
 
 LG provided an update on the changes to the complaints process and to the policy. 

It was highlighted that there had been a move to embed ownership of complaints  
with the directorates with a view to improving learning.  There had also been an 
amendment to response timescales in recognition that the majority of complaints 
were complex, cutting across multiple departments. The policy therefore reflected a 
more achievable response time of 35 days for all formal complaints and 45 days for 
complex areas (amended from 25 and 35 respectively).  

 
 AK asserted that the key issue for complaints was good communication. There had 

been occasions when directorates had not kept complainants updated. LG 
acknowledged this and stated a desire to make customer care training mandatory 
for staff.   

 
 The Board noted the report. 
 
 
15/244 Safe Staffing December 2015 
 
 For December, there had been a slight increase in the number of areas that 

highlighted a fill rate of less than 80% (16 compared to 15 in October, out of a total 
of 40 areas). Despite this, the overall percentage of trained and untrained nursing 
staff against the actual required was above 95%. The areas that were struggling 
had been impacted by high sickness rates which was being exacerbated by an 
increase in the acuity of patients. There were no overall concerns about these 
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areas in terms of patient safety and work was being undertaken to make 
improvements. The Trust was also continuing to proactively recruit and build 
capacity to actively manage staff sickness. Part of this was ensuring that ward 
managers were being supported to discharge their supervisory role.   

 
 To provide additional assurance on effective nursing provision the red flag 

escalation process had also become operational in December 2015.  
 
 PW noted that there was significant variation in the sickness levels between wards. 

It was suggested that it would be useful to understand the reasons behind this. 
DMcL confirmed that this was being reviewed through the Resources and 
Performance (Workforce) Committee. 

 
 AK queried why on occasion, the fill rate was above 100%.  LG explained that the 

fill rate was often due to the complexity of patients who required higher staffing 
ratios e.g. patients under a Deprivation of Liberty Order.  

 
 The Board noted the report and acknowledged the work being undertaken to further 

strengthen the Trust’s position. 
 
15/245 Patient Safety and Mortality Quarterly Update 
  
 PW reported that the Trust’s SHMI and HSMR rates had remained constant and 

remained within the expected parameters. There had been an increase in mortality 
over the winter of 2014/15 but this had reflected a national trend. PW highlighted 
that following direction from NHS England, the Trust was looking to change how it 
reported mortality. There would be a move away from using standardised mortality 
rates to analysing avoidable deaths. An update on this work would be provided to 
the next Board meeting. 

 
 Action: to update the Board as part of the standard patient effectiveness 

report on the move away from standardised mortality rates to analysing 
avoidable deaths .  

 
 It was noted that the Trust was pushing to increase the completion rate on mortality 

peer reviews to 100% (currently at 84%). This would enable the effective 
dissemination of lessons learned through divisional governance meetings.  

 
 Attention was drawn to a drop in VTE assessment compliance since August 2015. 

PW confirmed that he had written to the Chair of the Quality Governance 
Committee to highlight this as an emerging risk.  

 
 The Board noted the report. 
 
15/246 LCRN Quarterly Performance 
 
 The Board considered the report which provided a summary of the North West 

Coast National Institute of Health Research Clinical Research Network ‘s  
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performance in Quarter 2 of 2015/16 in meeting the nationally agreed high level 
objectives. 

 
 The Board noted the report. 
 
15/247 TDA Accountability Framework 
 
 The Board noted the status of the process following the deferral decision and 

approved the submission of the self-certifications consisting of Monitor’s Licensing 

Requirements and the Board Statements as part of the Single Operating Model. 
   
15/248 Chair’s Logs from Meeting 
 
 To produce a report to R & P Board on cash management initiatives.   
 
15/249 Questions from Members of the Public 

 
The Chair invited members of the public to ask questions.  
 
It was queried whether the Trust had held discussions with Liverpool Clinical 
Commissioning Group (CCG) regarding the funding of a new hydrotherapy pool. 
DMcL confirmed that the Trust attended a monthly contracting meeting with the 
CCG and the issue had been logged as an on-going item. It was confirmed that a 
paper would be formally submitted at a future meeting. 
 
It was noted that according to availability and occupancy data from NHS England 
(Indicator KH03), bed capacity (availability) for the Royal Liverpool Hospital was as 
follows: 
 

 2014-15 4th Quarter (Jan-Mar): 804 overnight beds, 125 day beds 
 2014-15 2nd Quarter (Jul-Sep): 768 overnight beds, 79 day beds 

 
This was a gain of 36 overnight beds and 46 day beds. It was therefore queried 
where the additional 82 beds had come from.  DMcL noted that this could be 
partially explained by the opening of the winter ward (additional 21 beds) and 
fluctuations due to estate issues. Bed use definitions also had an impact on the 
figures and these were currently under discussion. DMcL undertook to provide a 
written response to the question outside of the meeting. 
 

  Exclusion of the Public 

The Board of Directors resolved to exclude the press and public from the meeting at 
this point on the grounds that publicity of the matters being reviewed would be 
prejudicial to public interest, by reason of the confidential nature of business.  
Members of the public were requested to leave the meeting room at this point. 

Next meeting: 23 February 2016  
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Jan-16 
15/245 

Patient Safety and 
Mortality Quarterly 

Update 

To update the Board as 
part of the standard 
patient effectiveness 

report on the move away 
from standardised 
mortality rates to 

analysing avoidable 
deaths. 

PW Included in the ‘Care Effectiveness 
Part 1’ report 

Jan-16 
15/238 

Trust Executive’s 
Report 

To provide a separate 
nursing sickness figure 
and trend analysis in 

future ‘People’ reports. 
RE 

Included in the ‘People’ report. 

Jan-16 
15/238 

Trust Executive’s 
Report 

To differentiate between 
locum and agency spend 
in future finance reports 
in order to identify the 

avoidable spend. 

JHG 

Noted in the ‘Finance’ report. 

Oct-15 
15/174 
 
 
  

Trust Executive's 
Report 

To include the monetary 
value of debtors and 

creditors, and 
explanations for 

movements, in future 
reports. 

JHG 

Included in the ‘Finance’ report. 

Oct-15 
15/174 
 
 
  

Trust Executive's 
Report 

To report to the Board 
the number of cases in 
which new starters had 
joined the Trust prior to 
safe recruitments checks 

taking place 

RE 

Included in the ‘People’ report. 

Apr-15 
15/14 

Trust wide Acuity 
Study and Safe 
Nurse Staffing 

Compliance 

To undertake analysis of 
main drivers to make 
RLBUHT employer of 

choice.   

 
 

RE 

Paper on the public agenda. 
 

 
CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken 

Nov-15 
15/213 
 
 
  

TDA Accountability 
Framework 

To review the process for 
submitting monthly self-
certifications to the TDA. 

JHG
  

No longer required to be completed 
for TDA (further detail in report to 

Board). 

Nov-15 
15/210 
 

Standing Financial 
Instructions (SFIs) 

and Scheme of 

To amend the SORD so 
that a recommendation 
from the Remuneration 

JHG
  

Considered by the Audit Committee 
in February 2016. Amendment to 

SFI’s also considered – update 
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Reservation and 
Delegation Review 

(SORD) 

Committee for an 
individual compensation 

payment in excess of 
£100k would require 

Board ratification prior to 
being submitted to the 

TDA for approval. 

provided in Board report. 

Nov-15 
15/209 
 
 
  

Safe Staffing 
October 2015 

To add the cost of 
recruitment from the 

Philippines to the Trust’s 
risks and mitigations 

schedule. 

JHG
  

This has been added to the schedule 
but there is nil cost in 2015/16 – so 

no impact on 15/16. 

 

Trust Board rolling action tracker        Report owner: Madelaine Warburton 

PUBLIC ROLLING ACTION TRACKER OF OUTSTANDING ACTONS  Items in Red are overdue 
 

Meeting 
Date 

Item Action Owner Action Taken Due 
Date 

 Jan-16 
14/242 

Safeguarding Annual 
Report & Service 

Overview 

To arrange a meeting to 
discuss the approach to 

communicating 
safeguarding messages. 

HS  Mar-16 

Jan-16 
14/242 

Safeguarding Annual 
Report & Service 

Overview 

To develop an 
understanding of the 

number of staff with a DBS 
clearance and a timeframe 

for ensuring that all 
appropriate staff had their 

DBS clearance.  

RE / LG  Mar-16 

Jan-16 
14/242 

Safeguarding Annual 
Report & Service 

Overview 

To develop an 
understanding of the 

availability of records to 
prepare for any 

forthcoming requests 
under the Goddard Review.    

LG  Mar-16 

Jan-16 
15/239 

RD&I Strategy Should the BRC bid be 
successful for the Trust to 
explore the reallocation of 

a percentage of the 
support funding back to 

the BRC. 

JHG 

 Jul-16 

Jan-16 
15/238 

Trust Executive’s 
Report 

To write out across the 
network to share the 

learning from the retained 
plastic bag never event. 

PW 

 Mar-16 

Jan-16 
15/238 

Trust Executive’s 
Report 

To explore how the ‘RAG’ 
rating in the 2018 

dashboard aligned with 
other risk management 

mechanisms. 

HJ 

 Mar-16 
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Jan-16 
15/236 

Assurance Report 
from Committees 

To produce a report to R&P 
on cash management 

initiatives JHG 

 Mar-16 

Nov-15 
15/208 
 
 
  

GMC National Training To carry out a safety 
attitude survey with both 

doctors and nurses. PW  

 Mar-16 

Nov-15 
15/208 
 
 
  

GMC National Training To explore the possible link 
between the concern 
raised in the National 
Trainee Survey under 

‘general medicine’ and the 
ward quality issue flagged 

for A&E. 

PW  

 Mar-16 

Nov-15 
15/204 
 
 
  

Financial Recovery 
Plan (FRP) and 

Monitor Letter Action 
Plan 

Action plan to be reviewed 
to ensure that it is 

comprehensive and 
addresses all the issues 

raised throughout the FT 
assessment process 

JHG  

Considered by the Audit 
Committee in February 

2016. To be 
strengthened and 

reported back to the 
Committee in April 16. 

Apr-16 

Nov-15 
15/202 
 
 
  

Trust Executive's 
Report 

To quantify the cost of the 
Trust’s ‘ready for 

discharge’ performance. 
DMcL  

Will be included in next 
year’s report as a 

metric.  Additional 
information provided to 
the ‘care effectiveness 

part 2’ comments. 

May-16 
(Feb-16) 

Oct-15 
15/175 
 
 
  

Board Assurance 
Framework – qtr 2 

review 2015/16 

To check that the financial 
risks within the Divisional 

Risk Registers aligned 
appropriately with the BAF 

DMcL 

A review of the financial 
risks has begun for both 

directorates and is 
expected to be 

completed by the end 
of February 2016. 

Feb-16 

Oct-15 
15/174 
 
  

Trust Executive's 
Report 

To ensure that dates are 
added to the updates to 
the main controls in the 

risk register. LG 

This has been 
completed for the high 

risks. Other risk 
registers continue to be 
updated – compliance 
to be reviewed in May-

16. 

May-16 
(Jan-16) 

May-15 
15/46 

Annual Report 
2014/15 

To explore the possibility of 
including a provision for 

electronic board meetings 
in the Trust’s Standing 

Orders 

MW Will be included in the 
next update of SOs. 

Mar-16 

Feb-15 
14/281 

Safe Staffing Monthly 
Update 

To ensure alignment of 
information on staffing 

numbers. 

JHG/RE Work has progressed to 
agree alternative 

metrics. Will be ready 
for reporting in Month 

8. 
 

Jan-16 

Oct-14 
14/163 & 

13/156 

Trust Executive's 
Report - Are we using 

our resources 

To ensure figures in next 
month’s report are correct 

JHG Explained that there 
were on-going 

conversations at the 

Mar-16 
(May-15) 
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effectively and 
efficiently? 

Resources and 
Performance 

Committee regarding 
the presentation and 

content of finance 
performance reporting 

to the Board. BG 
requested that revised 
format be expedited 
and used for future 

reporting with 
supporting analysis.  

Sep-14 
14/147 

Transformation 
Committee Terms of 

Reference 

To tighten up the language 
contained in the ToR 

HJ/MW Scheduled for 
consideration in April 

2016. 
 

Apr-16 

Apr-14 
14/07 
 
 
  

BAF Blockages with IT 
stakeholder software to be 

resolved 

JHG / HS Presentation provided 
to the Executive 

Committee on 4th 
November. Expected to 

be presented to the 
Board in March 2016. 

Mar-16 
(Jan-15) 
 
  

Jul-13 
13/157 

Strategic Initiatives Report to be prepared for 
R&P Committee on 

equipment replacement 
programme 

JHG Report / update 
required on two areas i) 

what equipment is 
required in the New 

Royal ii) how the Trust is 
ensuring that 

equipment is not being 
replaced unnecessarily. 

Scheduled to be 
reported at the next 

Transformation 
Committee – to be fed 

back to the Board 
subsequently.   

 

Mar-16 
(Jan-16)  
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Calendar of ad hoc reports      Report owner: Madelaine Warburton 

What will be coming to the board in the next three months? 
Date Ad Hoc Report  
  

 

March 2016 
 

EPR Business Case 

LTFM 

National Inpatient survey 

Quality Plan 

IT investment requirements 2016/17 (incorporating PFHR Business Case review & I Links) 

NHS Staff Survey 2015 Summary Report 

Board Succession Plan 

Committee & Board Review 

Workforce Planning 

 

April 2016 
 

Patient Safety and Mortality Update 

Annual Plan 

BAF Quarterly Update 

LCRN performance 

Update on implementation of EDS. 

Declaration of Interests 

QEP 

Trust Strategy 2025 

 

May 2016 
 

Budget/LTFM 

QEP 

Health & Safety update 

Infection Prevention & Control Annual Report 

Standing Orders/SFIs/SORD Review 
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 Chair’s Log & Attendance Record       Report owner: Madelaine Warburton 

Chair’s Logs Received 

Committee (date 
& Chair) 

Issues and lead 
officer 

Receiving 
Body 

Recommendation/ assurance / 
mandate to receiving body 

Action 

None noted. 
 
Chair’s Logs Delegated 
 
Trust 
Board 
Date 

Issues and 
Lead Officer 

Receiving 
Body 

Recommendation/ 
assurance / mandate to 
receiving body 

Due 
Date 

Action 

March 
15 

Migration Path 
Progress 
 
Lead Officer: 
Helen Jackson 

Transformation Transformation Committee to 
review the Trust’s progress 
against the key milestones in 
the migration path and provide 
assurance to the Board in 
relation to progress. 

Jan-
16 
(June-
15) 

Paper on the draft 
move plan included on 
the private agenda. 

July 
2015 

R&D Risk 
 
Lead Officers: 
John Graham 
& Peter 
Williams 

RD&I 
Committee 
Peter Williams 
(Trust Lead: 
CRN Board) 
 
 
To be 
combined and 
then 
considered at 
the Executive 
Committee 

The risk relating to the delivery 
of the Trust’s research activity 
as well as the risk relating to 
the CRN to be reviewed by 
both the RD&I Committee and 
the CRN Board and then 
considered by the Executive 
team. 

Oct-
15 

This issue was 
discussed at the CRN 
host meeting and the 
CRN partnership group. 
 
A performance review 
with NIHR in London 
has also been held. 
 
Work progresses on 
aligning RD&I risk with 
the BAF. 

Nov 
2015 

Cost of 
recruitment 
 
Lead Officer: 
Lisa Grant 

R&P For a paper to be received to 
justify the cost of recruitment 
(from Philippines) against the 
cost of agency spend. 

Jan-
16 

Considered at the R&P 
Committee on 22 
January 2016. 

 
Attendance Record 

 
Executive Director/NED No of Board Meetings 

Attended* 
* Includes 2 
extraordinary board 
meetings (15 
December & 4 
February) 

Bill Griffiths 6/6 
Aidan Kehoe 6/6 
Bob Burgoyne 6/6 
Mike Eastwood 5/6 
Ros Edwards 5/6 
John Graham 6/6 
Lisa Grant 6/6 
Helen Jackson 5/6 
David Killworth 4/6 
Donna McLaughlin 5/6 
Helen Shaw 6/6 
Geoff Stewart 6/6 
David Walliker 6/6 
Neil Willcox 5/6 
Peter Williams 6/6 
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Assurance report from Committees  
Mark Grimshaw  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton  

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  23/02/2016 

Budget: [Please insert]  Security marking:  None 
Funding source: [Please insert]  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Summary of committee minutes 
 

Has this paper considered the following?                                                                                                      

Key stakeholders: Our compliance with: 
x Patients x Regulators (CCG/TDA, Monitor, CQC etc) 

x Staff x Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) x Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  ☐ Reputation  
State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                  

The Board has formally approved the delegation of powers to be exercised by formally constituted 

committees. The terms of reference of the committees and their specific powers are formally approved by 

the Board in accordance with para 4.3 of the Trust’s Standing Orders.    

 
2. QUESTION(S) ADDRESSED IN THIS REPORT             

Committees are responsible for providing assurance to the board in relation to the conduct of its business. 

The committees are also responsible for managing the strategic risks relevant to its area of responsibility and 

to provide assurance that the risks are being managed. 

 
This report summarises the key items discussed, decisions made and linkages to key risks discussed by the 

Committees.  This includes the most up-to-date minutes available as at 12 February 2016.  Copies of the 

minutes are available electronically for all Board members on e-share / Virtual Boardroom.      

 
3. CONCLUSION AND RECOMMENDATION        

The Board is asked to discuss and note key items discussed and key decisions made and linkages to key risks 

discussed by the Committees. 
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Assurance report from Committees  
Mark Grimshaw  

MAIN REPORT:  

1) Transformation Committee – 21st January 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered 

 Accelerator – Reported that work had begun on site with a completion date in 2017.  

 Programme Funding Group – The 2018 Programme budget had been presented, as had a 

report regarding equipment and a possible managed service agreement. 

 Transformation Strategy Development 

 

Key Risks/Negative Assurance  

 Bed Challenge – risks to the bed reduction target highlighted.  The Committee noted the 

work underway with other providers exploring alternative models of care which was noted 

as one of the key mitigations.   

 2018 Programme - progress for with regard to Theatres and Outpatients remained a concern 

 New hospital – noted that the construction programme was 26 weeks behind programme.  

(further slippage due to bad weather). The potential risk to quality was noted should the 

programme be accelerated. Agreed that a composite document would be prepared to 

include the different scenarios resulting from the delay.   

 

Positive Assurances 

 2018 Programme – noted that IT would be delivered on time or ahead of time, due to a 

significant reduction in procurement times. Noted that the current priority was the 

infrastructure. 

 New Hospital. Assurance provided that the Independent Tester was regularly on site 

ensuring quality was maintained. Noted that all transformation projects were now managed 

under QEP project management arrangements and had dedicated Project leads. 

 Risk Register – Committee informed that a full review had been undertaken on all 37 risks. 

Highlighted that eight of the risks were currently classed as critical (now included as part of 

standard Board risk report).   

 New RLUH – Variations Account – Assurance provided that the remaining allocation was 

sufficient. 

 

2) Resources and Performance Committee – Finance - 22nd January 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered 

 EMC Contract – Recommendation to the January 2016 Board meeting. 
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Assurance report from Committees  
Mark Grimshaw  

 Tenders: 

o Pharmacy Practice Review – recommendation to  the January 2016 Board. 

o Home Parenteral Nutrition – Noted that the Trust intended to respond to a tender 

opportunity to provide a cheaper and more effective service. Agreed that a report 

would be brought back to the Committee on the tender process.  

 2016/17 Financial Planning – timetable considered. 

 Cash Report - noted and confirmed here was an understanding of the actions which need to 

be taken.    

 Financial Recovery – risks and mitigations to the delivery of the 2015/16 financial plan 

discussed. The need for command control measures over the next few months was noted 

and other measures to improve cost management were discussed. 

 Financial Planning 2016/17 (TDA Letter) – discussed at the Extraordinary Board Meeting (4th 

February 2016). 

Key Risks/Negative Assurances  

 Noted that the risk regarding working capital assumptions had been added to the Financial 

Risk Register. 

 QEP – Noted that there had been little change since previous month with no change in 

number of projects RAG rated ‘red’.  Of the £2.4m red projects, £1.6m would be removed 

from the 2015/16 programme. The process of validating 2016/17 schemes had begun and 

progress made on benchmarking work. The effort on the 2016/17 programme acknowledged 

with further assurance requested regarding 2015/16 progress. 

 Performance against the RTT standards and 4 hour target highlighted. Noted that the Trust 

had failed the active pathways target (the 92% target) in December. Assurance provided that 

plans were in place to make improvements and the trajectory would be on track by July 

2016. Performance against the 4hr target was noted as being challenging (90.8% for January 

against the target of 95%). New strategies and plans to try and address these issues had 

been introduced e.g. MADE. 

Positive Assurances 

 International Nurse Recruitment – Highlighted changes in legislation on language 

requirements meant that recruiting from outside of the EU (e.g. Philippines and India) was 

increasingly attractive as English was used in their hospitals. Work remained on-going with 

universities to increase the workforce supply in the long-term. Assurance was provided in 

terms of the quality of the international nurses recruited. The financial benefits of such 

recruitment were to be added in future reports. 

 Bank and Agency Update - the Committee was updated on the work being done to reduce 

agency spend. The agency spend for nursing was 2.94% at month 8 (November) and 3.5% at 

month 9 (December). The projection for 31st March was 3.0%. 

C
om

m
itt

ee
 R

ep
or

t

Page 22 of 141



RLBUHT BOARD PACK

[Type text] 
 

  
 

Assurance report from Committees  
Mark Grimshaw  

 Financial Risk Register/BAF – reported that all risks have been systematically reviewed to 

ensure they were reflected on the BAF. Noted that work was required to ensure that 

financial risks were being captured on the divisional risk registers. Also noted that work was 

progressing to improve the financial literacy of divisional managers. The risk register would 

continue to develop with the addition of items for operational performance and IT (as per 

BAF report to January 2016 Board). 

 

3) Resources and Performance - Workforce– 22nd January 2016 

Quorate: Yes 

 

Considered 

 Education & Learning Strategy 2014 – 2018 - Committee discussed nurse recruitment and 

placements and noted that this would be a regular agenda item to gain assurance. 

 Values based recruitment – reported that the intention was to develop a value based 

approach for all posts. The approach was supported. 

 It was noted that the outcome of the management capacity audit undertaken following 

Project Shape would be considered by the Committee in February 2016.  . 

 

Key Risks/Negative Assurances  

 Continuing risks in relation to sickness absence and appraisal completion were noted. 

 

4) Quality Governance Committee – 3rd February 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

Considered 

 E-Consent Report – On-going issues associated with the implementation of e-consent and 

scanning patient records noted. Update to be provided for the next meeting on agreed plans 

to address e-consent. 

 Incidents, Claims and Complaints Report and Complaints Presentation – general fall in 

complaints and claims noted whilst there had been a slight increase in the number of 

incidents reported for quarter 3. Presentation received on the improvements made to the 

complaints process. Confirmed that medical staff would undergo Datix training so that they 

could access learning/feedback from incidents.  

 Quality Efficiency Programme Report - Considered the report with particular focus on the 

quality led initiatives. Improved engagement at divisional level acknowledged and it noted 

that work continued to improve engagement at a sub-divisional level. 

 Ideal Week Report - Particular attention was given to the costings to implement ideal week 

noting that the resource demand to maintain patient flow was as high during summertime as 

it had been historically over the winter months. 
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Assurance report from Committees  
Mark Grimshaw  

 The Committee approved the Safeguarding Strategy which set out the strategic approach to 

strengthening safeguarding governance arrangements.  The model incorporated seven 

themes that relate to safeguarding and include children and young people, adults, domestic 

abuse, mental health including mental capacity and deprivation of liberty, dementia, learning 

disabilities and autistic disorders and the anti-radicalisation programme PREVENT.   It was 

noted that a safeguarding dashboard has been developed which would be monitored on a 

quarterly basis within the Quality Performance Report.   

 Care Quality Commission Inspection Preparation.  

Key Risks/Negative Assurance  

 Issue highlighted within outpatients in terms of delays and waiting times.  A task and finish 

group has been established and a presentation was being given to the March 2016 meeting 

to inform of the improvement work undertaken.  The risk remains on the risk register.   

 A key risk regarding insufficient capacity to carry out robotic procedures on Urology cancer 

patients was noted.  The vacancy had now been recruited to.   

 Serious Incident and Never Event - The Committee was informed of a recent never event 

declared with regard to wrong tooth extraction.  An investigation was underway and would 

be reported to the Patient Safety Sub-Committee.  

 Liverpool Clinical Laboratories Governance Report – Concern with regards to Cellular 

Pathology and reporting times noted and it was requested that future reports include 

information on turnaround times/predicted turnaround times. 

 VTE Assessments - Noted that there had been a reduction in performance for VTE 

Assessments (90% against the target of 95%). Citing a letter from the NHS England Director 

of Patient Safety, it was requested that VTE performance be given increased focus within the 

organisation. Agreed that a verbal update would be provided at the beginning of each 

Quality Governance Committee meeting. 

 Advancing Quality remained a significant challenge and the Trust was underperforming in six 

pathways. Several workstreams were on-going to achieve the 95% completeness and interim 

targets have been identified. Assurance provided that that appropriate lessons had been 

learnt with regard to pressure ulcers. 

Assurances 

 Sub-Committee Assurance Report – Updates received from: 

o Clinical Effectiveness – highlighted that there was an outstanding action related to 

the national bowel cancer audit and that this was being discussed at the next Clinical 

Effectiveness meeting. 

o Patient Safety - Assurance was given that a task and finish group has been 

established regarding the EU Sharp Safety Directive. Assurance also provided on the 

effectiveness of the Patient Safety Bulletin for communicating key messages. 

o Divisional Governance – Surgery – informed of progress made with regard to 

reducing the backlog of complaints.  
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Assurance report from Committees  
Mark Grimshaw  

 Cauda Equina Syndrome - action plan developed to address the concerns raised regarding 

MRI scanning provision out of hours for patients with suspected cauda equina syndrome. 

Agreed that further assurance was required and it was agreed that a meeting would be 

scheduled within the next month to consider how to resolve the issue. 

 Infection Control Report and Action Plan – Informed that the Trust was making satisfactory 

progress in relation to C.Difficile and MRSA bacteraemia rates within the organisation. CPE 

remained a challenge and a programme of screening had been in place since June 2014. 

Improvement in terms of hand hygiene covert audits was noted (10 wards with 100% 

compliance). 

 

CONCLUSION & RECOMMENDATION  

  

The Board is asked to discuss and note key items, decisions made and linkages to key risks.     
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Executive Summary

The biggest operational pressure facing the Trust remains patient flow and the achievement of the 4 hour 
A&E standard. The issue largely results from a difficulty in discharging patients due to pressures on social 
care and delays in arranging care packages. On a number of occasions over recent weeks we have had 
more than 140 patients in the hospital who are deemed to be ‘Ready For Discharge’. The issue is not 
unique to Liverpool, and there is considerable attention nationally on performance against the 4 hour 
standard.

The other area of focus, both locally and nationally, is on the development of Sustainability and 
Transformation Plans (STPs). These look to organisations to work collaboratively across health systems to 
deliver better integrated services and financial sustainability. Strong systems plans are a prerequisite for 
access to the £1.8bn additional NHS funding announced in the Comprehensive Spending Review.

What has gone well?

Workplace Wellbeing Charter

We were delighted to receive our certificate of accreditation for achievement of the Workplace Wellbeing 
Charter standards. The award was presented by Deputy Lord Mayor, Councillor Roz Gladden, and 
recognised the work being done across the Trust to support the health and wellbeing of our staff. The 
assessment covers areas of leadership, culture and communication, and the Trust achieved an ‘Excellent’ 
rating in 8 of the 9 domains.

Academic Palliative Care Unit

The first month of operation of the Academic Palliative Care Unit has proved extremely successful. Patient 
and family feedback has been excellent, and the team were even able to organise a wedding on the unit!

Congenital Heart Disease (CHD) Collaborative

Along with Liverpool Heart and Chest Hospital, Alder Hey Hospital and Liverpool Women’s Hospital, we 
are developing a collaborative bid to become the North-West Centre for CHD. Manchester are also keen 
to become the North-West Centre, but most of the expertise already resides in Liverpool and we are 
hopeful that specialist commissioners will ultimately decide to place the service here. The joint working 
between the Trusts has been impressive, and whether we are ultimately successful or not, it has 
demonstrated what can be achieved when the Liverpool Trusts work together. There would be resource 
implications for all of the Trusts in establishing the service in Liverpool and I intend to bring a detailed 
paper to the Board in March for approval, setting out the benefits and resource implications.

Liverpool Women’s Hospital Governors meeting

John Graham and I attended the Council of Governors meeting at Liverpool Women’s Hospital to discuss 
collaborative working between our organisations. We are exploring how we can develop better 
integrated, safer, adult services, and also how we can work together to make better use of our financial 
resources. We had a good discussion about the challenges facing our local health economy, but also the 
unique opportunity to establish Liverpool’s reputation as a centre of excellence in health and life sciences.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Liverpool Heart and Chest Hospital Executive meeting

Our Executive team met with the Executive team at Liverpool Heart and Chest Hospital to discuss current joint 
working between the Trusts, and explore the potential for further collaboration. We have recently brought together 
our estates services at Broadgreen under unified management and are also looking at how we make the best of the 
clinical resources at the site, in particular critical care and robotic surgery.

Community Provider event

On February 12th Donna McLaughlin attended a provider event, hosted by the TDA and Liverpool CCG to set out 
arrangements for the future of Liverpool Community Services. The Community Trust announced more than a year 
ago that it was not sustainable as a stand-alone organisation and work has been going on since then to determine 
the best way to transfer services to other providers. The event on the 12th was to set out the process moving 
forward, and Donna will provide an update at the Board meeting.

Launch of NHS Improvement

On February 11th the Chairman and I attended the launch event for NHS Improvement, which will formally come in 
to place on 1st April. NHS Improvement sees the bringing together of the Trust Development Authority (TDA) and 
Monitor under the management of one team, led by Jim Mackey. At the event, NHS Improvement released its first 
‘roadmap’ for the direction of the service over the forthcoming years. ‘Implementing the Forward View’ sets out a 
focus on tackling the provider deficits, which are expected to exceed £2bn by the end of this financial year. The aim 
is to bring the system back in to balance by the end of 2016/17, without compromising patient care. 
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499663/Provider_roadmap_11fe
b.pdf)

At the event, NHS Improvement also announced the following key appointments to their executive team:

• Bob Alexander, Executive Director of Resources/Deputy Chief Executive
• Stephen Hay, Executive Director of Regulation/Deputy Chief Executive
• Kathy McLean, Executive Medical Director
• Ruth May, Executive Director of Nursing
• Adam Sewell-Jones, Executive Director of Improvement
• Lyn Simpson, Executive Regional Managing Director
• Dale Bywater, Executive Regional Managing Director
• Adrian Masters, Executive Director of Strategy
• Helen Buckingham, Executive Director of Corporate Affairs

Bill Gates and George Osborne visit to LSTM

On 25th January I attended an event at the Liverpool School of Tropical Medicine (LSTM), which Brought Bill Gates 
and George Osborne to the city to announce further funding support for the fight against malaria. It provided an 
excellent opportunity to showcase the excellent work being undertaken by the School and partners in the 
Knowledge Quarter of Liverpool, and will potentially open the door for further support, as we develop the Life 
Sciences sector in the city.

Cornerstones Project

I was delighted to attend the launch of the Cornerstones Project at St Georges Hall, and commit the Trust to 
providing as much support as possible. Cornerstones is a venture led by the City Council and Liverpool John Moores 
University, and looks to support children in the care system to develop and realise their potential in life. The Trust 
will look to support the project in as many ways as possible, such as providing learning and work experience 
opportunities and making staff available for mentoring and coaching young people.

T
ru

st
 E

xe
c'

s 
R

ep
or

t

Page 27 of 141



Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Professor Sir Munir Pirmohamed’s Knighthood

Earlier in the month Professor Sir Munir Pirmohamed received his knighthood at Buckingham Palace. This was a 
great accolade for the work Munir and his team are doing in the field of clinical pharmacogenetics, and the whole 
city can be proud of the ground-breaking work that he is leading. Well done to Munir and his team.

R Charity Scouse at R House

The ‘Scouse at R House’ launch was a great success in raising the profile of the R Charity. The Lord Mayor joined us 
to celebrate the cooking of the largest pot of scouse ever, and the event was covered extensively by the media. 

Where have we been challenged?

A&E 4 hour standard

As stated in my executive summary, the A&E 4 hour standard continues to represent a significant challenge to the 
Trust. Achievement of the standard requires a whole system approach to the management of non-elective patients, 
and performance provides a barometer of how well the system is working. Delays in A&E are a result of hospital 
beds being full to capacity and, therefore, difficulty in admitting patients from A&E in to the bed base. Providing 
more acute beds is not the most appropriate solution, as many of the patients accommodated in the hospital do not 
require acute hospital care, and we know that for elderly people a week in hospital has the same effect as 10 years 
of muscle wastage. We must continue, therefore, to strengthen joint working with our partners in primary care, 
then community, and social care to ensure that patients are managed in the most appropriate environment 
possible. At a time of continuing pressure on social care budgets this will remain a significant challenge. NHS 
Improvement have made clear that it is their expectation that the A&E 4 hour standard will be met consistently 
across the country by April 2017. All organisations have been asked to develop plans and produce trajectories 
demonstrating how and when the standard will be achieved.

Never events

Over the last three months we have seen four ‘never events’ at the trust, having gone for many months prior to this 
without one. All have been, or are, subject to full Root Cause Analysis, and the Medical Director will update the 
Board on the findings and lessons learnt during his report.

Vasculitis Service Review

Following the pressure of increased demand, and discussions on the future direction of the service, we invited the 
Royal College of Medicine in to the Trust to review our Vasculitis service. The report from the team has just been 
received and it highlights a number of areas where improvements can be made. The Medical Director will update 
further at the Board meeting.

Histopathology Service

The national shortage of histopathologists, along with increasing workload, has led to lengthening turnaround times 
for biopsy results. This causes delays in cancer diagnosis and increased anxiety for patients awaiting results. We are 
organising waiting list initiatives for histopathologists and outsourcing work to provide extra capacity. We are also 
reviewing the specimen reception process and equipment effectiveness to ascertain whether there are 
improvements we can make in these areas to improve turnaround times. We also continue attempts to recruit 
additional histopathologists.

Overseas Visitor Income

We have been working with the Department of Health’s overseas visitor team to review our current systems and 
processes for the collection of income due from overseas visitors. The team have identified a number of areas where 
our processes can be improved, and, based on benchmarking with other Trusts, believe we could raise up to an 
additional £600,000 per annum.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Are there any emerging issues?

Sustainability and Transformation Plans (STPs)

Strong STPs are required for health systems to access additional funding. Each health system must produce its plan 
by July and this must set out how it intends to achieve the vision of NHS England’s Five Year Forward View.

(https://www.england.nhs.uk/ourwork/futurenhs/nhs-five-year-forward-view-web-version/)

As things stand, all of the Liverpool Trusts are considered to be part of the Cheshire and Merseyside health system, 
that extends to Macclesfield in the east and Crewe in the South. Should this remain the footprint, then considerable 
work will need to be done by July to develop a system-wide plan, as there is currently no joint planning done across 
this footprint. Our natural planning environment has been the Liverpool City Region and we have worked 
particularly closely with Liverpool CCG in developing the Healthy Liverpool Programme. It will be essential over the 
coming months to ensure that plans developed retain the momentum created through Healthy Liverpool and are 
consistent with the devolution strategy.

We have a Liverpool City Region providers event early in March, where we are going to explore the potential for 
some form of Provider Alliance, that will assist us in formulating a strong strategy for the region and support the 
development of the health agenda as part of the devolution deal.

Junior Doctors Contract

On February 11th, following failure to resolve the Junior Doctors dispute through negotiation, NHS Employers and 
the Secretary of State for Health decided to impose a new national contract. The area of disagreement related to 
Saturday working. At this stage the British Medical Association has said “junior doctors cannot, and will not, accept a 
contract that is bad for the future of patient care, the profession and the NHS as a whole, and we will consider all 
options open to us.” It is possible, therefore, that further industrial action may ensue.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Values:  Patient centred, Professional, Engaged, Collaborative, Open and engaged
Corporate objectives:  Ensure that as many patients as possible receive the best care
Indicator Target Actual Period
‘care for Pats . i s  priori ty’ +ve s taff survey response 67% 73% Annual

‘happy with care provis ion’ +ve s taff survey response 77% 80% Annual

‘incident reporting’ +ve s taff survey response 90% 90% Annual

Fa l ls  per 1,000 bed days , moderate to severe harm 0.12 0.17 Month

C. di ff cases  (Hospita l  Acquired) 4 1 Month

C. di ff cases  (Hospita l  Acquired) 37 24 YTD

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 1 YTD

Patients  with Pressure Ulcers  per 1,000 bed days  (Hosp Acq) 0.34 0.30 Month

Patients  with Grade 3/4 Pressure Ulcers  per 1,000 bd (Hosp Acq) 0.00 0.00 Month

VTE assessments  conducted 95% 94.6% Month

Serious  Untoward Incidents 1 Month

Never events 1 Month

NHS Safety thermometer - Harm Free Care 90% 94.6% Month

Inpatient Experience Survey - Pos i tive Responses 91% 88.8% Month

SHMI (most recent quarter avai lable) 1 1.050 Month

18 Weeks  RTT - Admitted 90% 79.5% Month

18 Weeks  RTT - Non-Admitted 95% 91.5% Month

18 Weeks  RTT - Active Pathways 92% 91.0% Month

18 Weeks  RTT - Patients  waiting longer than 52 weeks 0 0 Month

Cancer - 14 day wait - Urgent Suspected Cancer 93% 95.2% QTD

Cancer - 14 day wait - Breast Symptoms 93% 94.3% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 97.8% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 94.6% QTD

Cancer - 31 day wait - subsequent treatment (drugs) 98% 100.0% QTD

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 87.2% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 94.7% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 93.2% QTD

Cancel led Operations 0.6% 1.05% QTD

A&E 4-hour s tandard (a l l  days) 95% 90.6% Month

A&E 4-hour s tandard (weekdays) 95% 91.1% Month

A&E 4-hour s tandard (weekends) 95% 89.9% Month

Same sex accommodation breaches 0 4 Month

Ready for discharge 10% 25.5% Month

'Trust acts  on concerns ' +ve s taff survey response 71% 73% Annual

Inpatient Survey - Discharge Planning 90% 78.0% Month

Dai ly Average Discharges  (week days) 150.0 Month

Dai ly Average Discharges  (weekend days) 96.0 Month

Mortal i ty (HSMR) 100 97.1 Month
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Values:  Professional, Open and engaged, Collaborative, Creative
Corporate objectives:  Launch and implement coaching leadership
Indicator Target Actual Period
Staff F&F. Recommend Trust for care 80% 84% Quarter

Staff F&F. Recommend Trust for work 70% 88% Quarter

Sickness  absence 3.8% 5.2% Rol l ing12Month

Staff turnover 0.85% Month

Actual  s taffing vs . establ ishment Month

Nurs ing & Mid.Wif. s taffing (WTE) levels  vs . establ ishment Month

Annual  appra isa l  YTD against target 95% 95.7% Month

Mandatory tra ining 95% 90.1% Month

'Reporting incidents '  +ve s taff survey response 90% 90% Annual

Values:  Profesional, Open and engaged
Corporate objectives:  Establish and embed an accredited nurse training program
Indicator Target Actual Period
# enrol led onto the Nurse Tra in. Prog. (Trust) 200 233 6monthly

# graduated from Nurse Tra in. Prog. (Trust) 233 226 6monthly

Values:  Professional, Collaborative, Creative
Corporate objectives:  Establish the  Bio Medical  Research Centre
Indicator Target Actual Period
# of new staff appointed 2 Quarter

# of themes  developed 1 Quarter

Completed commercia l  s tudies 4 Month

Time from study open to fi rs t recrui t (days) 70 69 Month

Patients  recrui ted to NIHR tria ls 3,634 2,019 YTD

Information governance breaches 0 7 YTD

Values:  Professional, Open and engaged, Collaborative
Corporate objectives:  Launch and implement coaching leadership
Indicator Target Actual Period
Key project progress  report aga inst timel ines A Month

Progress  against key migration path objectives A Month

Finance Monitor ri sk rating 4 3 YTD

EBITDA margin £21.3 £15.1 YTD

Surplus/defici t £4.04 (£2.50) YTD

Cash forecast accuracy assessment A Month

Cash Balance £34,975 £45,072 Month

QEPs  del ivery - approved PIDs 90.0% 72.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £12,062 £10,877 YTD

Total  income actual  vs  plan 100 104.9% YTD

TDA risk rating #VALUE! AG Month

Audits  providing high assurance 0 2 YTD

Audits  providing s igni ficant assurance 1 4 YTD

% RCAs  completed (previous  months  data) 100% 86.6% Month

% RCAs  completed (year to previous  month) 100% 93.4% YTD

Under-

review
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The 2018 Transformation Programme – February 2016 Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

What is the programme for 2016: are we on track? 

Work-
stream

Project

RAG rated

Progress made in the last month
Key Benefits/

Risks
Progress Cost Benefits

Service 
Redesign

White Space • Endoscopy business case partially approved . Schedule of
accommodation delivered. This element of WS has been passed to
operational lead for implementation.

• Other subprojects divided up and passed to directorates for
implementation with exception of MRI.

• PODS in for CT efficiencies.
• Build diagrams delivered to Scape framework leads.
• IR nurse to advert (failed due to error in finance- is being

reapproved).
• Discharge report passed to Deputy COO.

Closer to 
Home

• Frailty Unit - Project completed working well.
• Acute Geriatric Unit - Plans to move 23 beds from RLUH to BGH

are now approved. Organisational Change process underway.
• Transforming Stroke - Ongoing cost benefit analysis, development

of costed model. Continued discussions with CCG and LA re
community hub and additional Social Worker capacity, agreed in
principal.

• Care Homes Medicine - Proposed model rejected.
• Unified ESD Team - Fully approved by CCG.
• Vascular Rehabilitation - Number of proposed beds 6.

Risk - CCG
guidance/
approvals

Single
Bedroom/ 
Ward Design

IT
• Pilot of Vital signs monitoring on Ward 3X is on going. Business

Case being presented to Trust Board in March for funding of
devices for full role out.

• Discussions on the number and type of ward Devices is on going.
Workforce
• Chief Nurse has agreed to principle of 1.6 RN ratio on Generic

Wards .
• Directorates working on Individual workforce plans .
Staff engagement
• Drop in sessions for mock up rooms on going .
• On site wards available from June .
• Individual Directorate Commissioning teams set up.

If IT in the
single
bedroom not
agreed and
procured,
additional
nursing
workforce
will be
required.

Outpatients • This is now being taken forward by the Outpatient Improvement
Group.

Theatres • The project to increase the efficiency in theatre utilisation has yet
to commence.

7/7 working • Trust has now clarify on plans for 16/17 delivery requirements.
Through engaging with city partners and NHS England, the city
have agreed to be part of the national rollout to deliver 4 priority
standards compliance by end of 2016/17.

• The Trust is currently 89% compliant against four priority standards
• Gaps identified to close this are within GIM and General Surgery,

both of which have project work streams in delivery that will
achieve compliance of consultant-led ward services.

• Analysis to date on respiratory wards has found significant impact
on LOS, this is being tracked until end of March where bed day
savings will be calculated.

Bed 
Migration
Plan

• Monthly progress reporting templates now completed for all bed
relocation/reduction projects.

Challenging 
trajectory.
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The 2018 Transformation Programme – February 2016 (cont) Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

What is the programme for 2016: are we on track? 

Workstream Project

RAG rated

Progress made in the last month Benefits/Risks

Progress Cost Benefits

Construction –
New Royal

Main 
Hospital

• Project Co’s contractor, Carillion, is reporting they are 28
weeks behind the contractual programme (target
completion 31 March 2017).

• They are reporting they are 5 weeks behind their 19.4(a)
recovery programme (target completion date 30 June
2017).

• Lack of clarity on the actual target construction completion
date is now beginning to impact on contractual deadlines
and major procurement workstreams, i.e. Radiology and
Laboratory MES and discussions are ongoing with Carillion
and Project Co to jointly agree a realistic construction
completion date.

CSSB • Currently, running 8 weeks behind target programme but
not part of the critical path.

Site issues • Potential delay to handover of new RLUH.

Hospital 
Environment 
and Readiness 
for Service 
Move

Design • Minor changes as build develops.

Equipment • As stated above, lack of clarity on the actual target
construction completion date is now beginning to impact
on major procurement workstreams, i.e. imaging
equipment tenders.

• The equipment transfer audit is 20% complete, and on
target for completion September 2016. A risk analysis is
being drafted to highlight any specific areas of concern with
regard to the age and poor condition of some items
identified to transfer.

• To assist with the equipment transfer audit and risk analysis,
Mike Pearlstone will join the Transformation Team from 4
April 2016 for 2 days per week. Mike will also take the lead
role in medical devices training for staff and assist with
other mobilisation activities.

Service 
Move Plan

• The Move Plan was presented to December Transformation
Committee for assurance.

• Commissioning Teams are now identifying the operational
impacts of the moves, including: emergency provision
during the moves, double running of services, coordination
of resources, and so on.

• A plan has been developed for the proposed occupation of
Linda McCartney Centre. Consultation with service users is
well underway.

Operational
Policies

• Work is continuing on the development of Operational
Policies for each service due to move into the new hospital.

• Visits to site have been increased to weekly to assist with
staff orientation and consideration of new/different ways of
working.

• Working groups have been established and are progressing
the allocation of clinical offices on the RLH site. This work
will feed into Trust Accommodation Group.

• A visit to South Glasgow hospital which opened October
2015 was undertaken by lead nurses and members of the
Transformation Team on 16 February 2016.

CSSD • Business case submitted to TDA in October 2015.
• Plan B options for provision of CSSD services are still to be

agreed.
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The 2018 Transformation Programme – February 2016 (cont) Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

What is the programme for 2016: are we on track? 

Workstream Project

RAG rated

Progress made in the last month Benefits/Risks

Progress Cost Benefits

Workforce • A ratio of 1RN to every 6 patients supported by 1 HCA
for every 7/8 patients has been agreed with the chief
nurse for the generic inpatient wards, subject to
ratification at Executive Directors/Trust Board.

• Work is underway to assess the staffing requirements
for enhanced recovery within the inpatient bed base
and for specialist areas, e.g. theatres, emergency floor.

Hospital 
Environment 
and Readiness 
for Service 
Move

Arts • With the receipt of all arts proposals an overview will be
provided at March Implementation Group and
thereafter made available to staff.

• Better patient 
experience

IT • Infrastructure design and costs are being developed
following discussions between supplier and Trust.

• Option appraisal being developed for outpatient self
check in, call through etc.

Sustainable Communities • It has become clear that the local spend target will not
be met (an error in the reporting spreadsheet had
mistakenly increased local spend from 35% to 50%).

• It is unlikely that the local employment target will be
met, although expectations are that final figure will
increase above 50% when the cleaning and decorating
contractors come on site.

• Both local spend and local employment are targeted at
60%.

• Liverpool in Work (the Council’s employment body) has
been asked to look into why the targets are not being
met to understand whether the lack of progress is due
to deficiencies in the local supply chain, the
requirements to be on Carillion’s framework or any
other reason.

Liverpool 
Health Campus

Accelerator • Construction continues with completion in June 2017.

Clatterbridge 
Cancer Centre

Construction • Discussions are being held with CCC regarding a revised
start on site date.

Clinical Care 
Pathways

• Clinical linkages developed.

Strategic Options Analysis 
with Aintree
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Report owner: John GrahamCapital expenditure: Are our investment projects on track?

Area Project / Investment description
Total 
cost 

(£000s)

2015-16 
cost

(£000s)

On 
time

On 
budget

On 
benefit

Corporate PFI Prepayment PDC / Re-devlopment Team 94,000 59,000 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 24,219 2,500 n/a n/a n/a

Surgery Vascular Fixed Radiology kit 3,993 3,950 n/a n/a n/a

Corporate Re-provision of CSSD 8,038 500 n/a n/a n/a
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Area Overview of projects
Total 
cost

(£000s)

2015-16 
cost 

(£000s)
Activity update and any concerns

Dental Dental Equipment Replacement 770 770

£308,000  additional spend over 
allocation in 2015/16, funded from 

planned 14/15 underspend & reduced 
16/17  allocation

Medicine  
& Core 

Clinical / 
Surgery

Medical Equipment replacement 1,500 1,500
Additional Investment over and above 

£1m allocation 

Surgery X-linking machine 78 78 approved

Corporate Bioquell Pods 86 86 approved

Corporate Limb Reconstruction Transfer 75 75 approved

Corporate Bgh Endoscopy Facility 100 100 approved

IT IT Schemes 2,500 2,500
Additional investment over and above 

£800k recurrent allocation

Estates
Environmental & Essential 

Improvements (incl Asbestos)
800 800 Schemes on programme

Estates Backlog Maintenance 900 900
£200k overspend anticipated, mainly as 

a result of investment in DTC in 
conjunction with LHCH on BGH site

Corporate Retained Estate Investment 1,000 1,000 Scheme on programme

Corporate Enabling Works for CCC 1,974 250
Slippage of £500k+ anticipated on 
planned £750k spend in 2015-16

Corporate Aggregate corporate schemes 1,711 1,711 Schemes on programme

Surgery Operating Theatre Tables 616 616 Approved and purchased

How are we progressing with our major investment projects (>£1m)?

How are we progressing with our smaller investment projects (<£1m per project)?
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Executive Summary :

• One Clostridium difficile infection (CDI) case was reported in January 2016 and the trust remains under
trajectory with a total of 24 cases since April 2015 against an annual trajectory of 44 cases. The trust remains
at 1 case of MRSA bacteraemia year to date against a target of zero.

• There was 1 never event and 1 SI declared in the Month of January.

How are we performing?

RLB Nurse Programme Cohort 3 :The RLB Nurse Programme now includes AHPs and Dental Nurses in its
running of Cohort 3. The third nursing graduation is planned for May this year. .
Infection prevention and control: Clostridium difficile infection (CDI) - The Trust remained under trajectory
with a total of 24 cases to end of January 2015.
MRSA Bacteraemia : The trust remains at one trust attributable MRSA bacteraemia this year as previously
reported against a target of zero.
Carbapenemase producing enterobacteraeciae (CPE) A total of seven colonised patients were identified
through screening of readmissions and 30 day rescreens during January 2016. The patients were identified on
gerontology, orthopaedics, vascular surgery and general surgical wards.
Influenza
During January 2016 at total of 32 Influenza cases were confirmed amongst in - patients. The majority of these
were Influenza A (H1N1) admissions from the community. Four Influenza B cases were identified. A small cluster
of potentially Trust attributable Influenza A cases were reviewed with the haematology team although no common
source was identified. The trust overall staff vaccination rate to end of January 2016 was 65% against a target of
75%. This seasons vaccine is a good match against circulating flu strains and the staff vaccination programme
remains active.
RCA completion rates: Completion rate for the end of December is 84% (26/31). Year to end of December, the
trust is performing at 93% 185/198, this is monitored at the Weekly Safety Meeting and escalated to the Chief
Nurse. We now include Bacteraemia RCAs in these figures.
Serious Incidents declared: There was 1 Never Events declared in January – wrong tooth extraction. The SI
declared in January relates to a patient whom had been excluded from the Trust attending via ambulance to the
Emergency Department. The patient was assessed as not needing emergency treatment and was not permitted
access to treatment. The CCG are looking into stepping this incident down as the Trust followed its policy
appropriately.
Falls: 130 falls were reported in January 2016. This equates to 5.4 falls per thousand bed days highlighting a
decrease since December 15. Throughout January 4 patients sustained an injury resulting in a moderate to severe
harm. There has been a 16% reduction in moderate to severe harm against last years total. A common theme
around falls relates to toileting patients and as such the team are looking to rollout a campaign focussed on
patients and the use of call bells.
VTE: The Trust has achieved 94.7% compliance in undertaking VTE Assessments, which is marginally below the
target of 95%, albeit an improvement on December. The VTE steering group is continuing to manage and monitor
various improvement workstreams relating to the management and reduction of VTE.
Hospital acquired pressure ulcers: In January seven patients developed a grade 2 pressure ulcer. RCAs have
been undertaken throughout January and February and lessons learned continue to be disseminated on the
patient safety bulletin.
Mandatory Training; Significant improvement has been made to this agenda with 86.77% of staff having
completed mandatory training and 90.45% of staff booked to attend. Managers are still meeting with a senior
responsible person regularly to review the status of their staff mandatory training. This will remain amber as 95%
target not yet reached.
RIDDOR: No RIDDOR reportable incidents occurred in January 2016;
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Month Month Months

Target Actual vs. r3m

Process: % patients assessed for risk & measures put in place to reduce risk 98.2%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 5.45
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.17

% adult patients risk assessed for falls 98% 98.8%
% with care plan in place if at risk 98% 93.8%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 1
# Clostridium difficile toxin cases 37 24
# MSSA cases 21
# E. coli cases 59
# VRE cases (target = full year target) 9
# ESBL cases (target = full year target) 2
% CAUTIs (Catheter Associated UTIs) 2% 0.3%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 6.9

Outcome: # medication incidents

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 0
# staff-related H&S incidents (inc. contacted staff) 136
# visitor H&S incidents 10
# MDA alerts 1
# MDA alerts in breach of compliance 0
# PSA alerts 0
# PSA alerts in breach of compliance 0
# EFA/EFN alerts 4

# EFA/EFN in breach of compliance 1

Process: % staff attended/enrolled for mandatory training 95% 90.1%
% staff who attended mandatory training 87.4%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

Outcome: % RCAs completed (previous months data) 100% 86.6%

% RCAs completed (year to previous month) 100% 93.4%

Month Month Months

KPIs for Risk Management Strategy Target Actual vs. r3m

Process: Risks scoring 15+ reported to Board 100% 100%
Risks scoring 10+ reported to Subcommittees 100% 100%
Risks scoring 10+ reviewed at Pat. Saf. Com. 100% 100%
Risks within review dates (Red - monthly) 80% 93%
Risks within review dates (Orange - Quartley) 80% 80%
Risks within review dates (Yellow/Orange - Biannualy) 80% 83%
Risks within review dates (Green/Yellow - Annually) 80% 87%
Risks not more than 6 months out of date 80% 99%
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Are we investigating why incidents took place?
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Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary 
National benchmarking  information released January 2016.
During the most recently reported period (to end June 2015) there were 2009 deaths in the Trust or in 
the 30 days post discharge. 76% deaths were as in -patients. The period included the winter 2014’15 

when there was an increase in mortality nationally. So that although there were more deaths compared 
to 2013/14, the Trust standardised mortality has not changed.
• The most recent SHMI is 105 (as expected) . 
• Preliminary information shows that the top 5 causes of mortality remain pneumonia (411 patient deaths), 

sepsis (103), acute cerebrovascular disease (80 ), acute kidney injury (AKI)(74), COPD (66). There are 
established evidence based pathways for all these conditions within the Trust and we are committed to 
increasing compliance to these pathways.

• A recent communication from NHS England has indicated an increased focus on ‘Self assessment of 

avoidable mortality. 
• We have completed a preliminary return to NHSE which we estimated that we would be in the ‘typical’ range 

for potentially avoidable deaths.
• We calculated that of 1526 in –patient deaths in the reporting period that between 27 and 56 deaths were in 

this category.
• Our local processes  reviewed 84% of deaths and identified 37 as possibly preventable.
• The Lessons learnt are being collated and will inform the QI programme for 16/17

CQC reviews : The provider Information Request (PIR) submission was returned to CQC 
as planned and the Trust now await an Intelligence Pack which will inform the inspectors of 
key issues. The Trust will have seven days, once received, to undertake a factual accuracy 
check.
A quality team is looking at areas of compliance using the CQC key lines of enquiry 
methodology. A communications strategy has been developed and various engagement 
activities have commenced to support staff throughout the inspection process.

Are there any questions for the board? None

T
ru

st
 E

xe
c'

s 
R

ep
or

t

Page 38 of 141



Effectiveness: Are we treating patients effectively? Report owner: Lisa Grant/Peter Williams

Do we have an acceptable relative risk of mortality?

Which of our procedures has a higher than expected mortality risk ratio?

* Please note that HSMR data has a lag of 2 months and SHMI data has a lag of 5 months Month Month Months

Are we providing effective treatment? Target Actual vs. r3m

Staff Effectiveness
Ward Quality Indicator Score 90% 91.7%
Ward Quality Assessment 90% 97.6%
Service Quality Assessment 90%

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% 93.33%
Hip & Knee 95.00% 94.73%
Heart Failure 77.60% 69.23%
Pneumonia 84.90% 66.85%

No Data

% stroke patients spending at least 90% of stay on a stroke unit 80% 77.2%

Treatement effectiveness
PROMS: Hip Replacements 80% 100.0%

Knee Replacements 80% 100.0%
Hernia 80% 100.0%

Readmittance Rates
% elective patients readmitted as an emergency w/in 30 days* 2.1%
% non elective patients readmitted as an emergency w/in 30 days* 14.3%
*NB: 30 day lag in the data available Month Month Month

Target Actual vs. r3m

% A&E patients reattending on an unplanned basis within 7 days 5% 8.7%
New to follow-up ratio 2.23 2.33
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Now based on Appropriate

Care Score (ACS)
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3.45 4.1 3.52 2.77 3.5 2.98 2.66 2.68 2.92 3.65 2.79 2.58

Expected %
(exc daycase)

3.6 3.96 3.19 2.77 3.3 3.27 3.09 2.95 2.66 3.67 2.97 2.78

Diagnoses / Procedures Where Audit / Investigation Required

KEY:
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Commentary

Executive Summary 
• The diagnostic waiting time was achieved for January.
• The trust did not achieve the 95% standard for emergency care in January and the year to date

performance is now under 95%.
• The trust did not achieve the 18 week RTT standard for January.
• The trust is achieving the cancer standards for quarter 3 2015/16.

How are we performing? 
1. Diagnostic Waits.
The trust achieved the 6 weeks for their diagnostic test.  The main risk for the on going delivery of this target 
is MRI capacity .  The Transformational Committee are considering a business case to improve MRI 
capacity.  Support for this business case is critical to maintain diagnostic performance.  In the meantime 
additional capacity has been sought through the independent sector, Liverpool University and at other NHS 
Trusts.  

2. Emergency Access - 4 Hour Standard
The trust did not achieve this standard for January and it is unable to achieve this standard for the year.  
There is a full paper to board outlying the reasons for this failure and a high level plan which outlines what 
approach for a system wide plan to achieve sustainable achievement.  The detail will be discussed through 
Resources and Performance prior to Board approval of an achievement trajectory for 2016/17,

The data from January 2016 shows that 579  patients  (38 patients less than December) were discharged 
from the Trust who had incurred RFD days.  This was equivalent to 3183 bed days (a small improvement of 
30 bed days from  December).  Interestingly, the average wait which has shown an improvement in 
December increased again in January to 5.5 days from 5.2 days.

The biggest contributor to lost bed days was Social services (1,864). This ranges from the wait for an initial 
assessment / followed by the sourcing of Packages/Placements etc. This amounts to over 50% of all lost 
bed days in the community category.

3. 18 weeks and Cancer Performance
The trust has not achieved the 18 week standard for the first time. Improvement trajectories will be
presented to resources and performance for assurance. There has been no change in the cancer
performance since the last report with the actions describe on going.

4. Summary
The impact of a lack of patient flow through the hospital and industrial action is showing in the operational
results. These are being closely managed and further updates will be given through Resource and
Performance.
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

Appointment Access: # slot issues per booking Medicine 7% N/A

Surgery 7% N/A

CCSS 7% N/A

% patients who did not attend (DNAs) 10% 10.6%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1%

Quarter Quarter Quarter

Target Actual vs. r3Q

# operations cancelled by hospital and not rebooked within 28 days 1

% operations cancelled by hospital and not rebooked within 28 days 0% 2.2%

# operations cancelled by hospital 47

% total operations cancelled by hospital 0.6% 1.05%

Month Month Month

Target Actual vs. r3m

Initial A&E assessment: # minutes to initial assessment (95th percentile) 15 3

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 59

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 90.6%

% patients who left A&E without being seen 5% 0.4%

Transfers of care: % patients whose discharge is delayed once medically fit 2.1% 2.5%

Are we treating cardiac patients quickly?

Rapid Access Chest Pain Clinic: % patients seen within 14 days of referral 98% 96.6%

Are we treating patients quickly?
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When care is delayed or cancelled, are we rebooking patients quickly?

Are we diagnosing and treating emergency patients quickly?

Which specialties are not achieving the 62 day cancer wait time target? Quarter Quarter Quarter

Target Actual vs. r3Q

Specialty: Head and Neck 85% 78.57%

Upper GI 85% 83.33%

Colorectal 85% 84.38%

Sarcoma 85% 83.33%

Urology 85% 72.00%
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Commentary

Report owner: Lisa GrantExperience: Are we delivering a positive patient experience? 

Executive Summary :

Complaints (Level 2 & 3) – January 16 Board Pack – Q3 (November 2015 Data)
•Compliance with response times for level 1 concerns remain on target at 100% for November 2015
(93/93).
•An increase in the number of internal inpatient satisfaction surveys has been noted with 155 carried out in
the month of January 2016 by our trust volunteers.
Complaints - How are we performing ?
•The Trust received 41 formal complaints (level 2) in November 2015. This is an increase from October
2015 when the trust received 22 complaints. The complaint themes where the increase has been seen
relates to the categories, delayed results, treatment delays and staff attitude. Action plans are in place to
address each of the key issues and will be monitored through the appropriate governance structures. The
Trust Wide compliance rate for Level 2 complaint responses, (35 & 45 days) in November 2015
is 66.66% (26/39). For completed cross boundary (60 days) is 50% (1/2) for November 2015.
•The overall Trust compliance rate is 65.85% (27/41) an improvement of 2% on last month.

Key Performance Indicator – Percentage Complaints Acknowledgment Letter:
The Trust requires that all formal complaints (level 2 & 3) receive an acknowledgment letter within 3 
working days. This performance is monitored monthly: Q3 November 2015 95% (39/41)

Internal Inpatient Surveys:
• In January 158 surveys were undertaken.
• Over the last 3 months an average of 95% of the patients surveyed would be extremely likely or likely to

recommend our hospital to friends and family. 74% of patients felt they were kept informed of their
discharge plans and this has seen an improvement from the previous months figure of 68%

Friends and Family Test:
• Inpatient response rates are recorded at 29.25% and the Accident & Emergency department recorded a

response rate of 20%.
• 92.26% would be extremely likely or likely to recommend our hospital to friends and family.

Improvement Targets :
There is an increasing focus on listening to, acting upon and learning from the feedback provided to us by
service users and a range of methods are utilised to understand patient experience. Methods include
ensuring that feedback from the Friends and Family Test, patient experience audits and surveys, as well as
themes from complaints, feed into our learning, quality assurance and improvement processes.
The Trust is in the process of increasing awareness about how to complain or raise a concern across the
organisation and this information will meet the requirements of the accessible information standard and be
available in different formats upon request across the organisation.
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Experience: Are we delivering a positive patient experience? Report owner: Lisa Grant

Month Month Months

Target Actual vs. r3m

% patients who had a positive experience when asked:

Were you involved as much as you wanted to be in decisions about your care? 90% 90.3%

Were you given enough privacy when discussing your condition or treatment? 95% 92.9%

Did you find someone to talk to about your worries and fears? 90% 85.8%

Have your medications and possible side effects been discussed with you? 90% 87.7%

Have you been kept informed of your discharge plans? 90% 78.0%

Do you feel safe on this ward? 95% 98.0%

Was your pain was managed effectively? 95% 91.6%

Process: Are we doing what we can to provide a positive patient experience?

Month Month Months

Target Actual vs. r3m

Comms: % patients where discharge summary completed ≤ 24hrs for:

- inpatient ward areas 95% 80.5%

CareExperience 80% 72.1%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 91.9%

% plans of care in place for patients at risk of malnutrition* 100% 100.0%

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 95.8%

Cleanliness performance audits - BG ward areas 95% 97.5%

Accom: # mixed sex accommodation breaches 0 4

Pain: Pain Management Nursing Quality Audit Score 90% 96.9%

*Audit data for directorates Gastro and SSOP only as dictated by the CQUIN. 

Are we giving people cause to complain and are we responding appropriately?

YTD YTD YTD

Month Month Month

Responding to complaints: Target Actual vs. r3m

Level 1: Response < 5 days 98% 100.0%

Level 2: Response within timeframe 90% 66.6%

Are patients placed on the appropriate ward?

Month Month Month

Percentage of patients on inappropriate wards: Target Actual vs. r3m

Medical patients on surgical ward 0.9%

Surgical patients on medical ward 3.0%

Perception: Do patients perceive their experience to be positive?
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa GrantRegulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa Grant

Area covered: National regulator Focus of regulator: Governance and quality

What does the regulator track? 28 outcomes, each of which is based on a number of specific elements with 
evidence required for each.

Are we confident we are compliant with this regulator?
The CQC Action Plan is monitored at the Quality Governance Committee and progress can be evidenced.
Each of the actions agreed following the last inspection are routinely reviewed and a RAG rating is applied.
Actions which continue to remain amber are:
• Out Patient Improvement Programme
For Out Patients, the Outpatient Improvement group is well established with an improvement programme in
place.

Are we appropriately responding to feedback from the regulator?     
Last visit: 30th June, 1st July                           Last report: February 2014

Feedback: Provided and 
now published onto the 
CQC site.  

Action taken in response: 
Action Plan continuously monitored and 
reported through the Quality 
Governance Committee

Outcome: 
As above

Area covered: National Mandate to publish nurse 
staffing. 

Focus of regulator: Governance and safety. 

What does the regulator track? Performance against the National Quality Board requirements to publish staffing 
data. 

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight.
The trust is required to and is publishing the following:
• Day shift and night shift staffing plan against the actual staff available.
• A percentage staff availability score will be provided.
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided.
• Data will be submitted by UNIFY and uploaded to the NHS Choices website.
• The Trust will also be required to publish this data on their own web page.
For January the overall  average percentage of trained and untrained nursing staff against the actual 
required is 100.0% which is in comparison to 103.35% in  December. We have seen a reduction in the fill 
rates for registered and healthcare assistant for day duty (around 5.0%), and the fill rate for registered 
nurses on night duty is consistent with last months. 
European recruitment  continues to take place with 2 cohorts  of registered nurses  arriving from Spain , 
further Skype interviews have taken place and future dates are planned for February 2016.
Monthly Open Events  continue to recruit newly qualified and experienced staff which have remained 
successful, the next taking place on 27 February 2016 . Internal and external adverts for speciality based 
recruitment  also continue.
Band 3 and Band 4 interviews have proven to be successful  to support areas with high vacancy rates and 
further adverts have been circulated using social media, national websites and various publications  . 
The weekly review meetings continue with the senior nursing team and recruitment team within HR .
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin

Plan Month 10 RAG Month 10 RAG Month 10 RAG

Clostridium difficile Clostridium difficile
Surgery: 20 

Medicine: 25 
CCSS: 3

7 17 0

All cancers: 31-day wait Diagnosis to first treatment >=96%

Surgery >=94%

Anti cancer drug treatments >=98%

Urgent GP referral to treatment >=85%

Screening service referral >=90%

Admitted >=90% 78.6% 88.7% 76.9%

Non-admitted >=95% 93.0% 90.3% 91.1%

Incomplete >=92% 88.6% 94.2% 92.8%

Urgent suspected cancer referrals >=93%

Breast symptomatic (not susp cancer) >=93%

A&E % patients waited ≤ 4 hours >=95% 100.0% 76.8% N/A

Medicine CCSS

Key Service Performance Score indicators By Division
The following dashboard illustrates Divisional performance against the key Governance Risk Rating indicators

Indicators

All cancers: 31-day wait for 
second or subsequent 
treatment

All Cancers: 62-day wait for first 
treatment

Referral to treatment waiting 
times

Cancer: two week waits

Surgery

Thresholds Weight Nov-15 Dec-15
Risk Score (based 

on Weighting)
RAG

P
ro

gr
es

s

All Cancers: 31-day wait 31 day diag to treat (first treatment) >=96% 1 97.7% 97.8% 0

Surgery >=94% 95.8% 94.6%

Anti cancer drug treatments >=98% 100.0% 100.0%

Urgent GP referral to treatment >=85% 86.0% 87.2%

Screening service referral >=90% 90.6% 93.2%

Urgent suspected cancer referrals >=93% 94.7% 95.2%

Breast symptomatic (not susp cancer) >=93% 94.2% 94.3%

Thresholds Weight Dec-15 Jan-16
Risk Score (based 

on Weighting)
RAG

P
ro

gr
es

s

Admitted >=90% 1 80.3% 79.5% 1

Non-admitted >=95% 1 94.3% 91.5% 1

Incomplete >=92% 1 91.2% 91.0% 1

A&E % patients waited ≤ 4 hours >=95% 1 93.2% 90.6% 1

Clostridium difficile Clostridium difficile YTD <=48 1 23 24 0

N/A 0.5 0.5

4.0 4.5

Monitor Risk Assessment Framework - Service Performance Score Month -2 (January 2015)

Indicators

All Cancers: 31-day wait for second 
or subsequent treatment

1 0

All cancers: 62-day wait for first 
treatment

1 0

Referral to treatment waiting times

Cancer: two week waits 1 0

Indicators

Self-certification - access to healthcare for people with a learning disability

Service Performance Score Total: 4.5 (Red)

Governance Concerns

A&E 4-hour wait - The Trust met the conditions for a governance concern in Q4 2013/14, and continues to fall below target.

Within tolerance

Outside tolerance

Tolerance not met

Not Applicable

RAG Key

Better

Same

Worse

Not Applicable

Progress KeyKey: Service Performance Score Service Performance Score

<1 Green

>=1 Amber-Green

>=2 Amber-Red

>=4 Red

A governance concern will be triggered by a Red rating on 
the Service Performance Score, or a persistent failure of an 

individual indicator.
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Commentary

The ward based dashboard provides a snapshot of performance each month.
The KPIs are categorised to provide an overall RAG rating and risk score for the ward.
Overall risk scores for the KPIs are calculated as follows: WQI: 0 if Green, 0.5 if amber and 1 if Red.
Hospital Acquired Pressure Ulcers. 0 if none, 0.5 if any grade 2 and 1 if any grade 3 or 4.
Falls Moderate to severe harm 0 if no falls and 1 if falls reported with harm.
MRSA/CDT 0 if none reported 1 .
Complaints 0 if none, 0.5 if 1 and 1 if more than one complaint.
Ward level RAG rating is based on: 0 - 1= green, 1.5– 3= Amber and 3.5 or above = red risk rating.

Ward Based Snap Shot Quality Care Exception Reporting: 
34% of ward areas were rated amber and 66% were rated green, in comparison to November’s audits when 

23% of ward areas were rated amber and 77% were rated green.

Ward Quality Indicator audits:
Overall, Trust performance for January is 91.8% which is rated as Green but is a slight deterioration to last
month’s score of 94.1%. Green was achieved in eight out of the eleven standards Trust wide, with Falls,
Infection Prevention, and Discharge Planning all being rated as Amber:
Falls – 86.8%
Improvements are required in the completion of reassessment of FRAD and ensuring patient information 
has been given.
Infection Prevention – 86.9%
Improvements are required in the completion of VIIAD and CDT risk assessment.
Discharge Planning – 84.6%
Improvements are required in the documentation of EDD within 24 hours and documentary evidence 
around social and discharge planning.

There were two clinical areas rated Red for the month of January, Ward 7B and the Emergency 
Department :

The ED needs to bring about improvement in Infection Control, Pain management and NEWS, as they
scored Red for these standards. Funding has been secured for an additional matron to support
improvement measures and an action plan is also in place for an enhanced robust cleaning schedule with
support from ISS.

7B scored Red for Infection Control (hand wipes not accessible), Dementia and Discharge Planning (poor
documentation and not recording the Expected Date of Discharge ‘EDD’). Additional support will be given
by the specialist teams, but there are also plans to undertake more frequent quality assessments whereby
findings will be discussed with the team at the time and plans to introduce more senior nurse presence
within this area are being developed.

Exception Reporting  (scores over 2.0)  Ward KPIs :

Ward 7B : Rated 2.5

The ward reported 1 pressure ulcer, and an RCA is currently underway to determine if any lessons can be
identified. Sickness absence is higher than the Trust trajectory and stands at 12.6% and is being managed
with HR support. The ward has a high vacancy rate and recruitment is a priority for this area. The WQI had
an overall rating of Red for January and they scored three Red standards as outlined above. The lead nurse
and matron are currently working together to develop a quality improvement plan so as to embed an
enhanced model of care and engage the wider team.

The ward has also reported low fill rates through the safe staffing return for trained staff on day and night
duty which is, in the main, due to a higher than average vacancy rate of 18.8% (along with an increased
sickness rate). A designated matron has been named for the area to offer enhanced support to the ward

and address ongoing issues as they arise as well as taking a more proactive approach.
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Specialty
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A&E / EAU A&E 2 49 61.06 2.8 8

Ward 4 (BG) Dermatology 0 78 0 0

3A Cardiology 1 81 20.8 0.15 2

9X Clin Pharm/Inf Dis 0 36 16.8 3.75 1

9BDW Medical day ward 0 58 22.91 4.6 1

3X Infectious Diseases 1.5 38 12.8 3 0

3Y Infectious Diseases 1 62 12.4 1.4 3

5X Gastroenterology 1 17.5 4 3.53

5Y Gastroenterology 1 84 20.82 4 0

6A Nephrology 1 48 8.6 0.8 1

6B Nephr (Dialysis) 0 36.1 1 0

6X Respiratory 2 29 22.03 5.75 3

6Y Respiratory 2 47 21.93 2.75 1

7A Diabetes 2 15 21 3.6 2

7B Diabetes 2.5 62 18 0 3

9ADU Nephrology HDU 0 12.82 0 0

AMU Acute Medicine 2 36.54 10.8 5

RCCU Coronary Care 0 100 4.3 0.66 1

HEC Cardiology 0 71 16.09 0.82 0

SRU (W8 BG) Clinical Gerontology 0 100 0 0

2B Clinical Gerontology 1 0 16.14 2.73 1

2X Clinical Gerontology 1 100 13.01 1 1

SU & 2Y Stroke Unit 2 68 21.47 0 0

2A Clinical Gerontology 1 12.76 1.83 1.93

APCU Palliative Care 0 100 10 0 7.35

Ward 2 (BG) Urology / Gen Surg 0 87 14.64 0.1 0

5A General Surgery 1.5 29 24.69 1 1

5B General Surgery 0 45 24.49 1 1

8X / ACRU General Surgery 0 62 27 3.8 3

8Y Vascular / Urology 1 81 27.69 0 1

ESAU ESAU 0 14.52 2 1

9A Renal Transplant 0 59 17.4 0 1.9

8A Vascular Surgery from July 0.5 60 27 3.67 1

9Y Breast Surg/Ophthalmology 0.5 82 21.58 1 3

ITU Anaesthetics 1 100 105 5.68 6.6

POCCU Anaesthetics 1 100 10.8 0 0

8HDU Anaesthetics 0 0 35.39 5.6 3

Ward 1 (BG) Orthopaedics 0 79 24.71 2.31 0

4A Orthopaedics 1.5 39 17.43 2.44 0.4

4B Orthopaedics 1 60 24.3 3.17 2

Ward 5 (BG) MTC Rehab (Ortho) 0 14 0.03 2.8

DCU (BG) Day Case Unit 1 9.01 0 2

Ward 3 (BG) Orthopaedics 2 78 11.38 0.76  

7Y Clin Haematology 0 88 16 2 3

10Z Clin Haematology (BMT) 0.5 100 26.33 3.6 1

Fr
ie

nd
s 

an
d 

Fa
m

ily

C
om

pl
ai

nt
s

M
ed

ic
al

M
R

S
A

C
D

T

S
ur

gi
ca

l

CCSS

W
Q

Is
 la

te
st

 A
ud

it

Fa
lls

 (M
od

er
at

e 
to

 
S

ev
er

e 
H

ar
m

)

H
os

p 
A

cq
 P

U
(2

, 3
 o

r 
4 

)

Ward

Green Improved

Amber No Change

Red Deteriorated

Not Recorded Not Applicable

KEY
ChangeIndicator
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham 

Commentary 

Executive Summary  
As at the end of  January 2016 the Trust is reporting a deficit position of £2.3m. The Trust is 
reporting EBITDA of £15.1m, which is £6.2m behind planned EBITDA as at the end of month 10. 
An adverse variance of £13.1m on pay and £12.3m on non pay expenditure is driving the 
pressure on the EBITDA.  
 
A detailed Variance Analysis is available for Board members to view on the separate link when 
viewing on the eShare app and in the shared documents folder when viewing on Virtual 
Boardroom. 
 
INCOME 
Income is above plan by £19.2m which is an increase above trend of £3.2m. £2.3m is due to 
increases in clinical activity, £0.2m was due to the increase in income for high cost drugs and 
£0.7m due to the release of deferred income.  
 
PAY 
Expenditure on agency staff now totals £9.0m year to date, although the trend overall is reducing. 
Nurse agency spend has increased on trend and although there are reductions in areas such as 
theatres and ITU there are increases in emergency services and general surgery.  
Expenditure on nurse agency staff totalled 5.3% of total nursing expenditure in January 2016 and 
was therefore above the 3% ceiling set by the TDA.  
 
NON PAY 
Expenditure on high cost drugs, which is offset with income, is £6.5m above plan and is 
contributing significantly to the adverse variance on non-pay.  
 
QEP 
QEP is £4.3m behind plan and is also contributing to the non-pay variance of £12.3m. Forecast 
outturn is £6.4m behind plan and includes the assumption that red rated QEPs totalling £0.3m will 
be delivered. Actions taken to ensure delivery of the QEP are covered in a separate paper to the 
Board.  
The TDA has circulated an Urgent Turnaround Checklist for short term implementation during 
quarter 4 with the aim of ensuring that providers do not exceed the forecast national provider 
deficit of £1.8 billion. 
The Trust has reviewed the checklist and has plans for implementing, if not already in place, all 
the actions listed. The checklist and associated actions will be reviewed by the Resources and 
Performance Committee. Each division has produced a detailed recovery plan to support the 
Trust wide recovery plan. Progress against these recovery plans is monitored at Resources and 
Performance Committee.  
The cash position as at the end of January 2016 was £10.1m ahead of plan. The cash balance 
was £45.1m against a plan of £35.0m. This is due to the receipt of the £15m capital to revenue 
transfer in January 2016 which was repaid via PDC in February 2016. There is an underlying 
adverse variance of £5m which is being driven by the variance from the planned surplus.   
Are there any emerging issues on the horizon? 
The recovery plans now need the full support of all to reduce spend for the Trust to meet its 
financial plan 
Continued focus on the recurrent delivery of the 2015/16 QEP and the development of QEP plans 
for 2016/17. 
Are there any questions for the Board? 
The Board are asked to confirm their understanding of the position reported 
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Are we delivering our services profitably? 

Income £355,755 £370,136 £474,342 £474,442

Expenditure (£335,914) (£357,708) (£448,695) (£448,592)

EBITDA £19,841 £12,428 £25,647 £25,850

Operating surplus £3,330 -£2,550 £994 £297

Retained surplus £3,551 -£2,560 £5,000 £4,203

I & E surplus margin 1.00% -0.69% 1.05% 0.89%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 5.58% 3.36% 5.41% 5.45%

Operating surplus margin (op. surplus/income) 0.94% -0.69% 0.21% 0.06%

Retained surplus margin (ret. surplus/income) 0.94% -0.69% 1.05% 0.89%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

(£3,759)

Net cash inflow/outflow:

(£2,185) (£5,732) (£979) (£1,638)

£854 (£3,956) (£1,759) (£3,686) (£7,403) (£1,567) (£4,315) £224

(£3,553) (£2,372) (£797) £213

(£2,515)
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Are we cash generative?
Month Month Month
target  actual vs . r3m

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 20 21

Cash days of op. expense 32 26

%debtors >90 days overdue 5% 25%

%creditors >90 days overdue 5% 20%

Cash              (000s)
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham 
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Commentary 

Report owner: John Graham Our finances 2/4: How are the patients we receive affecting our profitability?  

Executive Summary 
Income is above plan by £19.2m as at the end of January 2016. Clinical Income is ahead of plan 
by £13.2m and non clinical income by £6.0m.  
 
How are we performing?  
Income relating to high cost drugs accounts for £6.5m of the favourable variance and will 
therefore be matched by a corresponding increase in expenditure. 
Overperformance is concentrated in 3 key areas; Gastroenterology (£4.7m), Clinical 
Haematology (£2.4m), and Ophthalmology (£2.2m). The overperformance in gastroenterology is 
primarily due to high cost drugs which are £3.6m above plan, day case activity is also 
contributing to the favourable variance. The increase has been due in part to the change in the 
colorectal pathway (telephone triage for appropriate test) which has seen referrals for 
colonoscopy increase, we have also in the last 6 months altered the Iron Deficient Anaemia (IDA) 
pathway after agreement with the CCG so that patients with suspected IDA are now treated on a 
two week rule pathway. Clinical Haematology has maintained their favourable variance at month 
9 levels as income from bone marrow transplants is marginally behind trend due to the case mix 
of the activity.  Overperformance against the haemophilia plan accounts for £1.2m of the 
overperformance and high cost drugs accounts for £0.5m. Clinical activity in ophthalmology is 
driving an increase of 10% in income over and above the plan. 
 
The Trust is marginally behind plan for ITU, but has reverted back to recording activity against 
the CCG contract using the methodology from the last financial year. The contract with the CCG 
includes a local tariff for ITU activity which was set in 2014/15. In early 2015/16 detailed data 
cleansing was undertaken which found that original data included, in error, some HDU activity 
when the tariff was calculated. This would result in a lower than expected level of activity and 
subsequently income, if no adjustment were made for the HDU activity. The Trust has asked the 
CCG to consider a pragmatic solution to the matter in year; however CCGs have yet to respond 
positively.  
  
Emergency Services are showing a £1.8m favourable variance from their income plan, however 
their income position now includes the income relating to the transfer of the contract for the walk 
in centres (£2.8m), which is matched by an increase in expenditure and offsets an adverse 
income variance of £1.0m. As stated previously, the adverse variance is due to activity previously 
recorded as short stay admissions attracting a lower tariff. The Trust as part of the activity query 
notice action is in discussions with CCGs about the use of a local tariff for this. 
 
Orthopaedic income is £1.8m behind plan and remains a high priority for the division going 
forward, a recovery plan is being implemented and will be monitored closely throughout the year. 
Average income from April to September was £1.5m / month. This has increased to £1.7m from 
October to date, primarily due to additional theatre capacity and improved utilisation of existing 
theatre sessions.  
  
There is an adverse variance against Palliative Care of £0.6m, which is an increase of £0.2m 
from last month. The adverse variance has arisen because the income tariff assumed in the 
original business case was not supported by the commissioners. 
 
Are there any emerging issues on the horizon? 
Increased focus on underperforming directorates to bring income back to plan 
Robust management of the CCG Contract for the year as commissioners have indicated a strong 
focus on activity review in 2015/16, particularly on non-elective activity 
Monitor CCG contract sanctions for impact of operational target non delivery, particularly A&E 
Performance. Reported income assumes the reinvestment of contract sanctions by the CCG 
which currently stand at £1.1m.  
Are there any questions for the Board? 
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Are we delivering patient care profitably?

YTD YTD Month YTD YTD Month YTD YTD Month
target month vs. 3m target month vs. 3m target month vs. 3m

Income (000s) £113,492 £114,782 £137,146 £147,114 £10,681 £9,999

CQUIN income #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF!

Expenditure #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF!

Surplus #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF! #REF!

How did the patients that we received affect our profitability?
YTD YTD Month YTD YTD Month YTD YTD Month

target month vs. 3m target month vs. 3m target month vs. 3m

Total # patients 280,054 280,483 224,713 221,198 43,954 50,245

# elective 5,992 5,505 873 930 123 111

# non elective 5,493 5,796 26,841 23,744 1 1

# inpatients 11,485 11,301 27,714 24,674 124 112

# outpatients 253,400 254,352 180,162 178,518 43,660 49,913

# day cases 15,169 14,830 16,837 18,006 170 220

SURGICAL MEDICAL CCSS

Patient care only

Patient activity
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on p.46)

Key
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Patients YTD & profitability

Report owner: John Graham Our finances 2/4: How are the patients we receive affecting our profitability?  
P

R
O

FI
T 

A
C

TI
V

IT
Y 

T
ru

st
 E

xe
c'

s 
R

ep
or

t

Page 51 of 141



Our finances 3/4: Are we using our resources effectively & efficiently? 

Commentary 

Report owner: John Graham 

Executive Summary 
 
Pay and non-pay costs are currently above plan by £25.4m. Pay costs are above plan by £13.1m, 
which is primarily attributable to the increase in agency costs over the last 18 months. As at the 
end of January 2016, £9.0m has been spent on agency staff. On average this is £0.9m per 
month, however spend in month 10 was down to £0.8m. Reductions in trend are being seen 
particularly in medical agency spend. The agency medical figure excludes £2.3m spend on locum 
medical staff. 
  
  
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Initial forecasts were prepared by divisions and directorates from Month 5 results and are 
updated monthly to inform directorate recovery plans. Implementation of the recovery plans is 
underway. Heads of Finance are working closely with the divisions to review and monitor 
forecasts to ensure corrective action is taking effect. 
Key actions by the divisions are: 
 
Medical Division 
• Focus on identifying QEP schemes to close the in-year gap of £1.7m 
• Recruitment campaign for emergency services to reduce the reliance on agency staff 
• Waiting List Initiatives (WLIs) to cease in Gastroenterology in Jan 15. WLIs  ceased in 

Diabetes and Endocrinology. 
• Dialysis income is improving following action by the division to address vascular access  
• Replacement dialysis machines procured to reduce expenditure on maintenance costs 
• Review of all stock held by the division to reduce ordering levels 
• Focus on reduction of agency staff across all directorates 
Surgical Division  
• Increase in theatre lists once the hybrid theatre opens in January 2016 
The hybrid theatre first test case commences on the 25th January 2016 with the theatre becoming 
fully operational from the 1st February 2016. 
•  Review and reduction of WLIs 
With the introduction of the new theatre lists above, waiting list initiatives for theatres will stop. 
The future requirement for WLI’s is being reviewed by the Division of Surgery and may be 
required on a case by case basis from March 2016 due to increases in the waiting list size. 
 
 

PROFESSIONAL GROUP 
SPEND TO 

M10 £m 
AGENCY ADMIN AND CLERICAL              2.0  
AGENCY MEDICAL STAFF              2.1  
AGENCY MAINTENANCE AND 
WORKS              0.2  
AGENCY NURSING              2.7  
AGENCY PROF AND TECH              0.7  
AGENCY SCIENTIFIC              0.7  
AGENCY SENIOR MANAGERS              0.2  
AGENCY AHPS              0.4  
TOTAL              9.0  
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 Focus on reduction of agency staff 
There is a continued focus reduction in the use of agency for theatres and critical care. 
Recruitment within theatres is open to continuous advert and this has been successful in 
minimising vacancies together with international recruitment and pro-active management with 
Edge Hill and John Moore’s in securing trainees who qualify and choosing the Trust as the 
preferred employer. 
  
• Focus on identifying QEP schemes to close the in-year shortfall 
Continued one-to-one meetings with directorate managers. 
Emphasis at divisional management meetings and weekly finance meetings. 
Collaboration between medicine and surgery (sharing best practice). 
Review of NHS fab website and NICE guidance quality and efficiency suggestions. 
  
• Move of the Limb Reconstruction Service to Broadgreen General Hospital in November 
This is now complete with commencement of third session in January.  The effect on theatre 
throughput is being monitored at present. 
  
• Orthopaedics – early discharge scheme 
The project has commenced.  
 
Clinical Support Services 
• Focus on identifying QEP schemes to close the in-year gap of £1.8m 
• Review of orthotics spend 
• Implementation of the Aseptics business case  
• Review of capacity in imaging 
• There has been a review of process for ordering stock in imaging. 70% of items are now on 

consignment and will therefore only be paid for when used.  
• Focus on reduction of agency staff 
 
Are there any emerging issues on the horizon? 
Continued focus on the QEP for the year 
Monitoring and review of recovery plans 
Increased control of expenditure, particularly non-essential spend 
Delivery of 15/16 & 16/17 Control Totals – and associated access to the Sustainability & 
Transformation fund in 2016/17 
Are there any questions for the Board? 
The Board are asked to confirm their understanding of the position reported 
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Have we got the resources we need to deliver high quality patient care?
YTD YTD Month

target actual vs. r3m

Bed util isation (%) 91% 84.7%

Theatre util isation (%) 80% 71.8%

YTD YTD Month YTD YTD Month YTD YTD Month
target actual vs. r3m target actual vs. r3m target actual vs. r3m

HCA per bed 0.0 0.0 ###### 0.0 0.0 ###### 0.0 0.0 #DIV/0!

Qualified nurse per bed 0.0 0.0 ###### 0.0 0.0 ###### 0.0 0.0 #DIV/0!

Junior doctor per bed 0.0 0.0 ###### 0.0 0.0 ###### 0.0 0.0 #DIV/0!

Consultant per bed 0.0 0.0 ###### 0.0 0.0 ###### 0.0 0.0 #DIV/0!

Spend on locums, agency & bank staff £0 £4,102 £0 £5,058 £0 £1,128

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 0 0 0

Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days), elective 4.5 10.3 n/a

Avg. length of stay (days), non-elective 7.6 5.4 n/a

Income per patient (£) £405 £409 ###### £610 £665 ###### £243 £199 #DIV/0!

Wastage

% DNAs 10% 12.5% 10% 11.0% 10% 0.0% #DIV/0!

Equipment  ALL DIVISIONS

SURGICAL MEDICAL CCSS

People

YTD YTD Month YTD YTD Month

Balance sheet (000s) target actual vs. r3m (000s) target actual vs. r3m

Non-current assets £232,432 £209,968 Working capital £31,435 £37,271

Current assets £91,108 £109,908 Net assets £251,856 £223,728

Trade & receivables £44,339 £65,200 Assets - current liabilities £263,867 £247,239

Non-current liabilities (£12,011) (£23,511)

Current liabilities * (£59,673) (£72,637) YTD

Trade & payables (£57,504) (£70,468) Estimated risk rating if FT (5=best): 3

Total assets employed £251,856 £223,728 (see glossary for component parts )

* Amend section once the PFI has been signed to break out the PFI liability

Report owner: John Graham Our finances 3/4: Are we using our resources effectively & efficiently? 
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These Key Performance Indicators are not currently reported because they are 
under review 
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Key: Non-staff A Other V Other (inc. dressings)

S Staff B Services from other NHS Bodies W Equipment

C Establishment & Premises X High cost drugs

D General Supplies & Services Y Drugs & blood products

Cost variance YTD Clinical Services & Supplies Z Appliances & implants
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Report owner: John Graham Our finances 4/4: How are we managing our costs? 

C
O

ST
S Commentary 

Our Finances 4/4: How are we managing our costs? 

Executive Summary 

Pay costs are above plan by £13.1m and have increased by  5.8% when compared to 2014/15. The Trust now 
employs 32.58 more medical staff, 52.08 more nurses, 49.31 more healthcare assistants and 21.36 professions 
allied to medicine than the same period last year. 

Due to increases in demand on operational services and safer staffing requirements agency costs have increased 
by 38% or £2.5m when compared with expenditure to the same period last financial year.   

Non pay costs are above plan by £12.3m. This is primarily due to the increase in high cost drugs above planned 
levels by £6.5m. The contract for the walk in centres has transferred to the Trust which has increased 
income and expenditure above planned levels, the impact to month 10 is £2.8m. 
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  Month 08  Month 09  Movement    

  £000s £000s £000s Reason for movement  

University of Liverpool             6,323             6,568                   245  Facilities invoices raised 

Aintree University Hospitals NHS Foundation Trust             3,349             4,122                   773  Oct/Nov Lab invoices raised in M9 £0.2m each, dispute over Diabetes Community contract 

Liverpool Heart & Chest Hospitals NHS Foundation Trust             2,650             1,713  (937) Payment of £1.1m & £0.4m against Utilities estimates. 

NHS Liverpool CCG             3,222             1,328  (1,894) Large credit against incorrect Q2 performance raised £1.4m 600k paid. 

Liverpool Womens NHS Foundation Trust                 696                 797  101 Various invoices raised 

The Clatterbridge Cancer Centre NHS Foundation Trust                 499                 662  163 Various quarterly invoices raised e.g. doctors salaries 

Liverpool Community Health NHS Trust                    -                   633  633 Various invoices raised 

Wirral University Teaching Hospital NHS Foundation Trust                    -                   606  606 Various invoices raised 

Liverpool City Council                 571                 545  (26) Various invoices paid. 

NHS England Cumbria & North East                 404                 506  102 2 NHS Cancer Drugs Fund invoices raised £150k each 1 paid 

Betsi Cadwaladr University LHB                697                    -    (697) Q1 and Q2 performance invoices paid 

Southport & Ormskirk Hospital NHS Trust                    -                      -                        -    Various invoices raised  

NHS England                 657      £591k Q2 performance invoice paid 

Other             7,403             6,833  (570) Various performance invoices paid relating to Q2 SLA's 

Total           26,471           24,313  (2,158)   

Our finances 4/4: How are we managing our costs? Report owner: John Graham 

  Month 08  Month 09  Movement    

  £000s £000s £000s Reason for movement  

University of Liverpool             8,364             8,661                   297  ON HOLD 

Aintree University Hospitals NHS Foundation Trust             1,948             2,559                   611  ON HOLD 

Liverpool Heart & Chest Hospitals NHS Foundation Trust                 704                 964                   260  ON HOLD 

ISS Facility Services Healthcare                    -               1,404               1,404  INVOICE HELD OVER 

Roche Diagnostics Ltd             3,065                 403  (2,662) see note below ***** 

Veolia Energy & Utility services UK PLC                    -                   580                   580  INVOICES RECEIVED 

Tosbiba Medical Systems Ltd                 573                 595                     22  INVOICES RECEIVED 

Beckman Coulter UK                 284                    -    (284) ACCOUNT PAID 

T J Smith & Nephew Ltd                 202                    -    (202) ACCOUNT PAID 

Gilead Sciences Ltd                 413             1,286                   873  INVOICES RECEIVED 

NHS England             1,086             1,300                   214  INVOICES RECEIVED 

Liverpool Community Health NHS Trust                 297                 651                   354  INVOICES RECEIVED 

Other             8,268           12,407               4,139  INVOICES RECEIVED 

Total           25,204           30,810               5,606    

Note - The creditors report is a ' live report' and was run on 4th January, after the processing of the the ROCHE £2.6m, this was therefore excluded from 

the  M09 creditors position.  

Please find below an analysis of the movements of the Top 10 debtors between month 
8 and month 9 

Please find below an analysis of the movements of the Top 10 creditors between month 8 and month 9 
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Are we on track to deliver the planned savings from QEPs? 

Report owner: John Graham Our finances 4/4: How are we managing our costs? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2015-16 M10 Year to Date 

Base+ (£m) 

In Year Forecast 

Base+ (£m) 

Full Year Forecast 

Base+ (£m) 

Target £15.195 £21.643 £21.643 

Actual – Recurrent £7.023 £10.424 £12.310 

Actual - Non Rec £3.854 £4.828 £0.000 

Actual Total £10.877 £15.25 £12.310 

Variance to Target -£4.318 -£6.391 -£9.333 

Variance excl Projects with Red Risk 

Benefits 
  -£6,664 -£9,898 

2015/16 PORTFOLIO BENEFIT STATUS  
The Portfolio position for Month 10 is summarised in the chart and table below. 

 

Summary Portfolio Base Benefits Status 
The 2015/16 year to date QEP position of £10.9m has been achieved through £7.0m  
(65%) recurrent projects and £3.9m (35%) non recurrent projects.  At Month 10 the Trust has in 
year savings of £15.3m with 68% being recurrent, the in year shortfall against the Base+ target of 
£21.6m at M10 is £6.4m,  an increase of £0.1m compared to M9.  Of the in year savings, £15.0m 
(up £1.0m from M9) has been profiled over the year. £12.3m or 57% of the full year 2015/16 
£21.6m QEP Base+ plan has been identified. The full year shortfall is £9.3m, a deterioration of 
£1.7m compared to M9.   
Benefits at risk 
Of the identified £15.3m 2015-16 in year savings, £0.3m of benefits are ‘Red’ RAG rated and an 
additional £0.2m in ‘idea’ status which if not delivered would increase the in year shortfall against 
the Base+ target to £6.8m. The in year value of ‘Red’ rated schemes has reduced by £2.1m 
compared to month 9.  The total value of ideas with a ‘Red’ rag rating is £25k, again a reduction 
compared to M9.  
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Executive Summary: the following exceptions are noted this month.
Sickness
The average rolling figure for acute trusts is 4.00%. The Trust’s current rolling figure is 5.16%. Our initial 

interim target is to reduce the rolling figure to 4.7% (a reduction of 0.5%). When this figure is reached, the 
interim target will be reviewed and a further target set. The estimated rolling average sickness figure by 
March 2016 is 5%. The divisional sickness rates are: Surgery 5.73%, Medicine 5.08%, Corporate 4.99%. 

The Board requested more detail on Nursing sickness rates. Qualified nursing sickness absence was 5.39% 
in December 2015, and 5.78% for the 12 months previous. During 2015 the Trust suffered with higher than 
average sickness over the summer months and we are actually seeing reduced absence rates compared to 
previous years.  The highest reason for absence in the period was Anxiety, Stress or Depression equating to 
23.76% of all absence in the period, Other known causes (12.16%) was second and Musculoskeletal 
(12.05%)  third.  Managers selecting Other Known causes are being challenged by the HR team to provide 
more accurate reasons for absence.

Key actions since the last board meeting are:
• Discussions have taken place with MerseyCare to review their centralised model and how it can be 

applied in this Trust 
• A review of a case tracker system, to ensure the Trust Sickness Absence Policy is being followed, has 

been undertaken
• Return to Work audits will now be completed on a quarterly basis
• There has been a review of long term sickness cases, with 19 long-term sickness cases being  brought 

to a conclusion through the termination of employment  
• A revised sickness improvement plan has been generated, which reflects the findings of the NHS 

Employers ‘Developing a Healthier Workplace Guidance’.   

A business case for the following resources to reduce sickness has been proposed to the Workforce 
Committee comprising purchase of the Case tracker software system and three permanent roles to support 
Absence Reduction (Band 6 Data Analyst, Band 6 Senior HR Advisor and Band 3 Admin Officer).

Sickness rates are reliant upon policy compliance and adherence to the Health and Wellbeing strategy.

Mandatory Training
Weekly reports are provided to Divisions for their information and action. Specific support and an enhanced 
focus have generated an increase in actual training undertaken (87.40%), although since these intervention 
stopped in November planned training has reduced (90.11%). The increases in ‘actual’ are in every 

department and are substantial from previous months. The drive will continue towards the Trust target of 
95%.  

Appraisal
The appraisals for 15/16 continue to be received and the current return rate stands at 75.79% across all
staff groups at the beginning of February. Targeted letters have been sent to divisions and these will
continue. Revisions to the appraisal process for 16/17 are being drafted ready for the next appraisal round
from April.

Workforce Planning
Work continues to understand the nursing ratios that will be required in the new build from 2017 and a paper 
is scheduled to be submitted to the Executive committee at the end of February to discuss further the 
implications and costs of the staffing requirements within the new hospital. 

Temporary Staffing – bank and agency
The weekly TDA returns continue. Month 9 Nursing agency cost was £232,000, equating to 3.51% of total 
nursing spend. The capped rates reduced again from 1st Feb and will reduce further at 1st April. Whilst most 
framework agencies are now complying with the cap, there are still challenges in areas of critical and 
emergency care. Regional Trust networks are supporting a consistent approach and asking others to do the 
same. The Medic rates are also being closely monitored with a revised approval process being drafted for 
during and out of normal hours. In terms of future agency spend, the estimate at Month 9 was 4.24% per 
month for the last quarter. This equates to c£282k per month.

Report owner: Ros EdwardsOur people: Do we have the engaged and motivated people that we need?
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Report owner: Ros Edwards

Heads WTE By Division : Month Ending 31st December 2015

351 319.13 5.58%

1065 947.10 16.57% Heads WTE
1489 1324.05 23.17% 988 917.75

431 378.90 6.63% 2578 2343.10

134 124.67 2.18% 2161 1936.80

300 281.27 4.92% 574 517.13

623 574.94 10.06% 6301 5714.79
1908 1764.72 30.88%

6301 5714.79
*WTE excludes bank, agency and overtime.

Oct-15 Nov-15 Dec-15 Oct-15 Nov-15 Dec-15

1 4 5 17 14 17

0 0 0 0 0 0

4 2 2 18 17 18

0 0 0 4 4 4

2 0 1 3 3 3

0 2 0 0 2 1

0 1 1 3 3 4

0 0 0 0 0 0

4 1 0 17 17 14

11 10 9 62 60 61

July August September October November December

7 11 0 6 3 0

5 9 0 5 6 7

1 66 22 4 0 1

109 113 126 145 103 79

Administrative and Clerical

% 
Workforce

Add Prof Scientific and Technic

Additional Clinical Services

Estates and Ancillary

Actual

Total

Division of Medicine

Grievance

New Cases Logged On Going Case

Corporate Services

Liverpool Clinical Labs

Employee Relations Activity

Division of Surgery

TRUST BOARD WORKFORCE SUMMARY

December 2015

Medical and Dental

Actual Establishment
Staff Group

Totals

Allied Health Professionals

Healthcare Scientists

Nursing and Midwifery Registered

Equal Pay

Organisational Change

Employment Tribunal

Bullying & Harassment

Discipline

Honorary Contracts

New Recruits

Medical
Non-Medical

Medical
Non-Medical

Number started before 
checks confirmed or 
completed (Dec 15)

Total

Redundancy

Capability (Formal Process)

MHPS Policy

Safer checks 
completed before 

start (Dec 15)

0

0

0

0 79
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Monthly Turnover

Add Prof Scientific and Technic Additional Clinical Services Administrative and Clerical Allied Health Professionals Estates and Ancillary Healthcare Scientis ts Medical and Dental Nursing and Midwifery Registered

Aug 15 Medical 
& Dental 
Turnover 14.67%

TRUST AVERAGE

STAGE 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

Stage 1- Recruitment Request

Stage 2- Advert close

Stage 3- Shortl i s ting

Stage 4- Interviews

Stage 5- Offer made & Checks  underway

Stage 6- Notice period

Stage 7- Checks  complete to Start Date booking
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Report owner: Ros Edwards

Qualified nursing sickness absence was 5.39% in December 2015, and 5.78% for the 12 months previous.  As you can see from the data above, sickness absence is influenced by seasonal change 
and although during 2015 the Trust suffered with higher than average sickness over the summer months, we are actually seeing reduced absence rates in recent months compared to previous years.  

The highest reason for absence in the period was Anxiety, Stress or Depression equating to 23.76% of all absence in the period, 'Other known causes' (12.16%) was second and Musculoskeletal 
(12.05%)  third.  Managers selecting 'Other known causes' are being challenged by the HR team to provide more accurate reasons for absence.
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Report owner: Ros EdwardsOur people: Do we have the engaged and motivated people that we need?
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Executive Summary
This year our focus is on providing an optimal environment for translational and clinical research. To achieve this, we 
are focusing on our relationships with strategic partners in academia including Liverpool Health Partners, the NHS, the 
National Institute for Health Research (NIHR) and commercial partners. We have a strong capability for research with a 
number of areas of excellence, and our commercial portfolio is growing well.  Specifically the Trust is committed to 
supporting the NHRC BRC bid.

How are we performing?
What has gone well – why and what are the implications?

• The NIHR BRC call has been announced  and will be led by Professor Sir Munir Pirmohamed:-
• Pre Qualifying Questionnaire – Submission 15th February 2016

• Two further NIHR grant applications have been submitted this month:-
• HTA Full grant of £2.5 Million for Paul Richardson and UoL colleagues - Gastro
• HTA Outline grant of £1.2 million for  Rao Vallabhaneni  - Vascular 

• The PBRU is planning for its final year:-
• Publication of the PBRU work is paramount
• Concluding the short term projects
• Supporting the BRC application for the Pancreas theme beyond 2017

Where have we underperformed or been challenged – why and what are the implications, overall and specifically in 
relation to our strategic objectives and quality of care? What actions are we taking? Have we considered the possibility 
of any unintended consequences occurring?

• The HRA new approval process is being introduced in a staged approach. RD&I’s approval process SOP has been 

redrafted and reviewed by Mersey Internal Audit the final version will be ratified at the Research Governance 
Committee.  

• We understand that the North West Coast Network anticipate a 5- 10% cut in their budget and clearly this will 
impact upon Trusts, at this stage we have not been given any further detailed information.

• RD&I is struggling to obtain research MRI capacity and has recently taken a commercial study to the MARIAC to 
perform the MRI scan for the study.

• The 70 day 1st patient remains a challenge but this process is micro managed and this month we achieved 69 days 
which is an improvement on the last 3 months

Are there any questions for the board?

The Board is asked to conform their understanding of the position reported and advise of any areas where greater 
clarity is required.

Commentary

Report owner: John GrahamR&I: Are we a leader in research and innovation?
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Report owner: John GrahamR&I: Are we a leader in research and innovation?

Please note: Data for this report began to be collected in Sep 2012 – historical data will become available as time progresses.

Contracts in pre trial set up Contracts signed Contracts signed this time last year

*Please see commentary for further information

What is the impact of our research & innovation? Year Quarter

Plan Plan

Finances: Commercial income from research studies (£m) 4.3 1.1

Non Commercial income from research studies (£m) 5.8 1.4(Updated 

quarterly)
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Research studies undertaken and in the pipeline

Are we delivering research to plan, and is it positively impacting patient care?
Last 

Month 

Month 

Actual

Month 

vs. r3m

% research studies closed (delivered 'on time to target') 17% 100%

% studies failing to recruit a patient in first 70 days* 43% 55%

Time from full document set to RD&I approval: Local LCRN (Target 15 Days) 14 15

Time from full document set to RD&I approval: All Studies (Target 30 Days) 22 22

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 77 69

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 101 102

# non-commercial studies open 340 342

# feasibility studies requested by pharma or CLRN 8 29

# feasibility studies awarded (updated biannually) 1 7

# feasibility studies declined by our clinicians 2 3

NIHR league table ranking (1-4) 2 2
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Commentary

Report owner: David WallikerOur IT: Do we have the IT systems and devices we need?

Key highlights for this month are:

Where have we underperformed or been challenged?

The directorate has been challenged by staff vacancies due to turn over in 2015/16. Recruitment is 
in process and where critical agency staff, in line with framework and rate caps, have been used in 
the short term. This hasn’t negatively impacted upon the directorate budgets but the ability to 

provide an fully reactive service has been impacted, however all priority one incidents have been 
managed within tolerance and the technical teams have work very hard to bridge the gaps.

How are our improvement initiatives progressing?

Paper Free Health Record

The build of the PFHR development environment has been completed. This is currently being set up 
and configured in preparation for user acceptance testing and training. Further work on the test and 
production environments is scheduled for later in the year.

The programme’s training approach has been shared with operational leads and was signed off on 
the 19th January. The project team are now in the process of establishing an engagement and 
training team to support the Trust’s transition to a paper-free environment. 

Electronic Patient Record

In February, the Three Trust EPR Programme Lead delivered a presentation to the members of IT 
Programme Committee. The presentation included a high level summary of the programme’s 

implementation schedule, across the three Trusts. This fostered a lot of healthy discussion regarding 
the links and dependencies with some of RLBUHT’s other strategic change programmes and those 

of the wider local heath economy.

The EPR Programme Team is continuing work on the full business case for the three trust EPR 
solution. This month, the focus of discussions has centred on refinements to the programme’s 

financial case. Plan to submit full business case to first stage governance for approval in February.

Are there any emerging issues on the horizon?

The creation of the Trust PMO under the leadership of the Associate Director of Change will 
result in two senior members of the IT directorate moving to the new team. This will have a 
positive impact upon Trust Transformational processes but will impact upon the IT PMO 
management  in the short term. Mitigations have been put in place to ensure this doesn’t 

impact upon project delivery.
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Reporting period is: Jan, 2016

Freedom of Information
Indicator Target Actual
# FOI requests 48

# FOI requests  not responded to within 20 days 0 0

Security
Indicator Target Actual vs. r3m
% Staff who have received mandatory info gov tra ining (YTD) 80.00% 82.50%

Number of Information Governance Breaches  (YTD) 0 86

Information governance breaches  (YTD) Basel ine sca le 1 0 7

Information governance breaches  (YTD) Basel ine sca le 2 0 0

Systems Availability, Core Platform and Core Clinical
Indicator Explanation Target Actual vs. r3m

Network

Network domain controller - disc space fully utilised - cleared down log files - 

minimal impact as multiple controllers
99.80% 99.99%

5

Fi lestore 99.80% 100.00% 5

Bob 99.80% 100.00% 5

Tie 99.80% 100.00% 5

MS Exchange 99.80% 100.00% 5

IPM 99.80% 100.00% 5

PACs 99.80% 100.00% 5

ICE 99.80% 100.00% 5

JAC Mobile carts lossing connectivity - recurring issue 99.80% 99.99% 5

Winscribe 99.80% 100.00% 5

CyberRen (Renal )

2 separate outages caused by database locking. CyberRen infrastructure 

replanced however legacy issue with database formatting and table 

structure remain
99.80% 99.99%

5

Bluespier 99.80% 100.00% 5

A&E Whiteboard 99.80% 100.00% 5

Programmes and projects
Indicator Description Stage Actual

Paper Free Health Record (PFHR) Paper free health records across the trust by December 2016 Delivery 
G

Electronic Patient Record (EPR) Electronic patients records Initiation A

JAC/EPMA Upgrade Pharmacy upgrade to system from v4.47 to v5.1 Close-Out G

ADT Whiteboard Phase 2 Electronic whiteboard for bed management Initiation G

CyberRen (Renal ) CyberRen upgrade Delivery 
A
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Are we regularly listening and responding to our key stakeholders?

Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw

Stakeholder Priorities identified Update on response taken

Governors & 
Members

Member engagement and 
recruitment

Under-represented groups

A Behind the Scenes event took place in the theatres at Royal in 
January. This was attended by 20 members. A further event is 
planned for April on dementia services. Members will be involved in 
a planned workshop to help develop our new website.

A meeting planned with several stakeholders in April to discuss an 
approach to improving knowledge of health services for the Chinese 
student population.

Priority: 2018 Lead: Helen Jackson

The second meeting of the Strategy and marketing group for the Liverpool Life Sciences Accelerator was held on 12 
February. Hakim Yadi, chief executive of the Northern Health Science Alliance is the chair of the group. 

Key stakeholders – chief executives of local trusts, Liverpool Clinical Commissioning Group, the City Council – are 
being consulted on the draft proposals for the trust’s strategic theme around playing a lead role in the 
development of a sustainable health system. A social media campaign in January saw staff and stakeholders asked 
for their views about the Trust, which will feed into our strategy up to 2025. 

Priority: World Class Workforce Lead: Ros Edwards

We are currently engaging with Health Education England (NW) over the introduction of the apprenticeship levy 
from 2017 in order to ensure that we maximise our opportunities to enhance our workforce skills and reduce 
financial loss. The implications of the levy are not yet clear but they will have significant cost for NHS trusts and a 
requirement to significantly increase our apprenticeship capacity.

HEE (NW) has invited bids for funding of assistant, associate and advanced practitioners and we have made a 
request for a number of advanced practitioners in different clinical areas as well as a number of generic assistant 
practitioner roles to support new ways of working in the new Royal. 

We continue to work with developing our approach to supporting reservists and ex-armed forces personnel having 
been awarded Bronze for the Defence Employer Recognition scheme in November 2015. Reservists and ex-service 
personnel are a potential useful source of skills and recruitment pipeline that has not been fully explored.
Our next Share and Learn event will take place in March, where staff will be invited to recognise their educational 
and service achievements. Work with a local alternative education provision academy Harmonise is on-going to 
provide young people with work experience opportunities to expand their horizons and consider different careers. 

Priority: Sustainable Health System Lead: Aidan Kehoe

We continue to participate in on-going discussions with our partners in line with the Healthy Liverpool programme. 

RD&I Lead: John Graham/Peter Williams

We continue to work with partners in research and development. 
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Are we regularly listening and responding to our key stakeholders?

Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw

Stakeholder Priorities identified Update on response taken

Patients Patient Experience

Improving complaints responses 

A dedicated programme of ward-based engagement is 
taking place with patients, carers and relatives as part of 
our quality compliance reviews to understand and gauge 
overall experience.

An event was held in February to engage with internal and 
external stakeholders to review our 2016 Quality Account 
objectives and patient experience strategy objectives. 

The PALS and complaints team continues to work closely 
with the clinical teams to improve complaint response 
times and this is on-going.

Where time permits the weekly patient experience 
meeting take and review complaint responses, which 
supports quality assurance checks. 
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Environmental Scan   

 

1 
 

Report owner: Madelaine Warburton 

 

SOCIAL & THE ECONOMY 
 

State of Liverpool City Region Report: Making the Most of Devolution 

The Report is a far reaching appraisal of the State of the Liverpool City Region, the impact and opportunities that 
Devolution brings and the views and commentaries of interested persons in the City Region. 
 
Please click here to view the Report. 
 

Opportunity: A clear strategy and agreed ‘pitch’ to the 
government on the strengths of the city region will 
enable additional funding to be attracted, boosting 
jobs, place and as a corollary; health outcomes.  
 

Threat: N/A 

Steps taken by the Trust: Awareness provided through the Environmental Scan. Contributions provided to the 
report by Aidan Kehoe and Helen Jackson and discussions continue in terms of the inclusion of a ‘health’ element 
to the bid. 
 

POLITICS  
 

None noted. 
 

LEGISLATION & TECHNOLOGY 
 

Study shows small changes to text message reminders can reduce missed hospital appointments 

The Department of Health (DH) has published the findings of this peer-review journal article that looked at the 
effectiveness of the content of text messages sent to remind people of their upcoming hospital outpatient 
appointments. Evidence already exists that reminder test messages can be effective, but no evidence previously 
existed on what the messages should include. 
 
Data from 2014/15 shows that nine per cent of hospital outpatient appointments were missed. The National 
Audit Office estimates that in 2012/13, missed appointments cost the NHS £225 million. 
 
Summary Report 
 

Opportunity: To potentially reduce missed 
appointments and increase productivity. 
 

Threat: N/A 

Steps taken by the Trust: The Trust’s reminder services works in two parts. First there is an automated phone 
call to a land line (where it is on file)about a week before the appointment date and a voice reminds the patient 
of their appointment and asks them to confirm attendance (or not). Second, a short text message is sent the day 
before to remind the patient of their date and time of the agreed appointment. It has been found that text 
messaging alone was not effective and did not impact the DNA rate by a significant amount. The biggest impact 
was seen with the introduction of the the voice reminder service as this was interactive. An initial 3% reduction 
in the DNA rate was seen but this has plateaued due to a lack of telephone numbers and due to some patients 
not completing the phone call. The IT Service continues to explore various methods of communicating with 
patients for the future. 
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Report owner: Madelaine Warburton 

The King's Fund highlights the most promising health and care technologies 

The King’s Fund takes a look into the ‘crystal ball’ of technologies that are most likely to change health and care 
over the next few years. None of the eight technologies are systematically deployed in the health and care 
system, and The King’s Fund looks at why this is the case and what can be done to overcome these barriers. 
 
Article 
 

Opportunity: To explore whether such technologies 
can be systematically embedded within the Trust’s 
operations thereby increasing effectiveness and 
productivity. 

Threat: N/A 

Steps taken by the Trust: Several of the technologies highlighted are covered by the “Hospital 2.0: Time to make 
a difference” IT strategy or the Healthy Liverpool Digital Programme. However, there are no plans currently for 
‘blockchain’ technologies. 
 

EU nurses face English language checks 

Under new rules, nurses and midwives coming to Britain from the EU will now need to prove they are fluent in 
English. Until now, checks have only been applied to nurses outside the EU but the move by the Nursing and 
Midwifery Council brings the profession in line with doctors, who are already vetted in this way for patient 
safety. The new rules mean any nurse who is unable to show they have sufficient language skills will need to 
have an English language assessment. NMC chief executive Jackie Smith said: “The ability to communicate 
effectively with patients is fundamental to patient safety and a principle that is central to our code.” Tests will 
check listening, reading, writing and speaking fluency, and if an allegation is made that a nurse or midwife 
already working in the UK does not meet the necessary English language skills, they could be investigated under 
fitness to practise rules 
 
Article 
 

Opportunity: Ensuring that staff have the ability to 
communicate effectively with patients is 
fundamental to patient safety. 
 

Threat: Potential implications on recruitment and staff 
retention. 

Steps taken by the Trust: The Trust is aware and supportive of this requirement and is working with the 
Recruitment agencies when considering any further overseas recruitment. The recruitment timeline may be 
extended due to the new rules, but this will be built into the plan for any international recruitment from hereon 
in. 
 

‘Off-framework’ ban to be extended to agency doctors 

The ban on NHS trusts using “off-framework” staffing agencies will be extended to doctors from April. Since 
October, providers have been unable to use nursing agencies not on approved framework agreements, unless 
they obtain specific approval. A letter to trusts from Monitor and the NHS Trust Development Authority, says the 
rules will be extended to all agency procurement – including doctors and other staff – from April. In order to 
secure a place on a framework, agencies must agree to greater transparency and cost controls. The letter from 
the regulators said: “Many trusts have told us of certain agencies refusing to support the agency rules, reinforced 
by the fact that maximum rates on some existing frameworks exceed the price caps…” It added that framework 
suppliers will have to “renegotiate with agencies or retender” to ensure prices are at or below the rates set by 
NHS Improvement. The regulators are still in the process of drawing up a list of approved frameworks for 
procuring agency doctors and other staff. 
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Article 
 

Opportunity: Only using framework agencies 
ensures a level of quality. 

Threat: Current agencies fail to join/remain ‘on 
framework’ and this leaves a gap in certain areas e.g. 
Critical care / Theatres. 

Steps taken by the Trust: The use of agency staff is being monitored in detail and a weekly return is submitted to 
the TDA. There have been a number of instances where ‘off-framework’ agencies have been used due to a very 
specific requirement but these are reducing quickly. Also a couple of agencies previously used by the Trust have 
failed to be accepted onto the framework and the staff supplied by the agencies have now been replaced by 
framework suppliers. The Trust is renegotiating with existing framework suppliers to adhere to the capped rates. 
 

THE HEALTH ECONOMY & MARKETPLACE 
 

Monitor to strengthen its foundation trust assessment process 

Monitor is to tighten up its internal processes for granting foundation trust status to NHS trusts following an 
independent review into the authorisation of St George’s University Hospitals NHS Foundation Trust. 
 
The review, carried out by Health Group Internal Audit found no evidence of a breakdown in Monitor’s provider 
appraisal process. It has instead identified areas where improvements could be made to the process. 
 
Monitor has accepted these recommendations in full and will make these changes to its process. 
 
Article 
 

Opportunity: To be aware of the regulatory 
environment for the Foundation Trust authorisation 
process. 
 

Threat: Not fully aligning with the updated process once 
the Trust re-engages with Monitor. 

Steps taken by the Trust:  Awareness provided through the Environmental Scan. The updated processes will be 
considered once the Trust agrees on a timeline for re-engagement. 
 

CQC announces appointment of the new national freedom to speak up guardian for the NHS 

Early in January the Care Quality Commission (CQC) announced the appointment of the new national guardian 
for the NHS. Dame Eileen Sills DBE, chief nurse at Guys and St Thomas's Hospital NHS Foundation Trust will lead 
cultural change within NHS trusts, helping to foster a culture where staff feel safe and confident to raise public 
interest concerns.  
 
Dame Eileen's initial priorities will be focused on responding to the recent CQC consultation on the establishment 
of the national guardian role and office, which is expected to be operational from 1 April 2016. 
 
Press Release 
 

Opportunity: To be aware of significant 
appointments within the health system.  

Threat: N/A  

Steps taken by the Trust: Awareness provided through the Environmental Scan. 
 

Dementia patients face 'Russian roulette' in hospital 
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Report owner: Madelaine Warburton 

The BBC reports that the Alzheimer’s Society has warned that dementia patients admitted to hospital in England 
play “Russian roulette” with their health, adding it found “shocking” evidence of poor and variable care during a 
recent review. The report, which is based on Freedom of Information requests, found problems with falls, night-
time discharges and readmissions, and said standards needed to improve urgently. The charity called for all 
hospitals to publish an annual statement of dementia care as part of its campaign to improve standards. The 
Alzheimer’s Society also carried out a survey of dementia patients. Nine in 10 said hospitals were frightening and 
only 2% felt all staff understood the needs of people with dementia. The charity described the findings as 
unacceptable and a sign that dementia patients were not getting the standard of care they should. 
 
Article  
 

Opportunity: To ensure that the Trust is providing a 
quality service for patients with Dementia. 
  

Threat: Poor care for patients with dementia. 

Steps taken by the Trust: The Trust’s forward plan including carer experience will capture service development 
along with our CQUIN and WQI/NQA performance. A quarterly review and yearly summary have been discussed 
and are being progressed. 
 

NHS Improvement executive team structure revealed 

The HSJ has reported that NHS Improvement has agreed the structure of the executive team that will remain 
after Monitor has merged with the NHS Trust Development Authority in April. It is understood that affected staff 
were briefed last week on the 11 posts that will report directly to NHS Improvement chief executive Jim Mackey 
once the new organisation goes live. These roles include: executive medical director; executive director of 
nursing; executive director of resources/deputy chief executive; executive director of regulation/deputy chief 
executive; executive director of improvement; executive director of strategy; and executive director of corporate 
affairs. There will also be four executive regional managing directors, covering the North, South, London and the 
Midlands and East. The jobs are currently open to applications from any staff affected by the reorganisation, 
meaning the senior teams of Monitor and the TDA, and part of NHS England that will be transferred to the new 
organisation. It is expected that NHS Improvement will announce the appointments by mid-February, subject to 
Department of Health approval. It is yet to be determined which posts in the executive team will be voting 
members of the board. 
 
Article 
 

Opportunity: To be aware of significant 
appointments within the health system.  

Threat: N/A  

Steps taken by the Trust: Awareness provided through the Environmental Scan. 
 

Summary of statutory board papers - January 2015 

The NHS Providers team produces short summaries of the monthly board meetings of the statutory bodies, 
including Monitor, NHS England, the Care Quality Commission (CQC), Health Education England (HEE) and the 
NHS Trust Development Authority (TDA). A summary of the papers is available on a dedicated NHS Providers 
webpage. 
 

Opportunity: To develop an awareness of the main 
issues being discussed and considered by the 
statutory bodies involved in healthcare. 

Threat: N/A 

Steps taken by the Trust: Awareness provided to the Board through the Environmental Scan. 
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Media:  

 

 
 

The on-going dispute between the BMA and the 
Government over junior doctors’ contracts has 
dominated the media’s reporting of health throughout 
the month. Pickets outside the Royal became a focus for 
regional and local media, gaining extensive neutral 
coverage for the Trust. During January messages 
involving the Trust were viewed by over 67,000 people 
on Twitter and around 10,000 on Facebook.  

Opportunity: The feature with BBC Radio 4’s World 
at One provided an opportunity to highlight not only 
the success of the frailty service but the work of 
other teams in the Trust and in partner organisations 
to assist discharges and to highlight the wider 
systems issues that lie behind winter pressures, 
which all often go unreported in the media and 
therefore do not present the true picture 

Threat: The ongoing dispute between the government 
and the BMA is having a detrimental effect on staff 
morale at an already challenging time with demands on 
services. 

Steps taken by the Trust: The communications team received numerous requests from national and regional 
media crews to film with the Trust during the strike days that were politely declined, due to managing existing 
pressures. 
 

Local Health Economy: Aintree University Hospitals and St Helens and Knowsley Teaching Hospitals NHS Trust 

Neighbouring trusts launched recruitment drives across Merseyside with advertising in a nurse recruitment 
supplement in the Liverpool Echo. 
 

Opportunity: N/A Threat: Missed opportunity for highlighting our own 
nurse recruitment and may have led to possible new 
recruits joining other trusts instead. 

Steps taken by the Trust: Awareness provided by Environmental Scan. 
 

Local Health Economy: Numerous trusts nationwide 

Increasing winter pressures were widely reported. In an attempt to get a deeper understanding of the issues 
behind these pressures and how the NHS works, The Guardian and BBC embedded themselves within hospitals. 
BBC 5 Live conducted a 24 hour broadcast from the Queen Elizabeth Hospital, Birmingham, whilst the Guardian 
spent a week looking at various specialties in various hospitals to get the views from frontline staff. In addition 
BBC Radio 4 reported from the Royal on the subject of delayed discharges. 

Opportunity: To highlight what the Trust is doing 
with partners locally to resolve some of the issues 

Threat: N/A 
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Environmental Scan   

 

6 
 

Report owner: Madelaine Warburton 

with delayed discharges and to highlight the wider 
problems behind pressures on hospital services. 

Steps taken by the Trust:  The Trust agreed to take part in BBC Radio 4’s report to highlight what it is doing with 
partners locally to resolve some of the issues with delayed discharges and to highlight the wider problems 
behind pressures on hospital services. 
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Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant

* Previous risk rating shown in bracketsWhat are the biggest risks (15+) on Risk Registers?

* reported on the last board report 

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Serious Incident Helen 

Ballinger, Risk 

and 

Governance 

Manager

*ID3718 –Division of Medicine - Emergency Department

Ambulance Delays/Capacity in ED 

Cause:  Capacity with the Emergency Department led to Ambulance Delays

Effect:  Patients unable to be handed over into our care, waiting on trolleys in the 

Emergency Triage Corridor under the remit of ambulance crews

Impact:  Inappropriate placement of patients waiting triage and admission

Oct 15 25 Serious incident investigation commenced

Update
Feb 16 – process on-going until  action plan complete

7/3/2016

Transformation Helen Jackson, 

Project 

Director

*ID3469 – Project Board Risk 

Land contamination of the construction site causes compensation claim against the 

Trust

Land contamination, including asbestos, on the construction site causes 

compensation claim against the Trust

Dec 14 20

(20)

Letter received from Project Co.  Legal advice sought.  On-going discussions with Carillion and 

Project Co.

Update:

Feb 16 – no change

11/3/2016

Transformation Helen Jackson, 
Project 
Director

*ID3781 – Project Board Risk
Contamination found in Energy Centre
Contamination found in Energy Centre causes second Delay Event.

Nov 15 20
(20)

Legal advice sought. On-going discussions with Carillion and Project Co.

Update:

Feb 16 – no change

11/3/2016

Transformation Helen Jackson, 
Project 
Director

*ID1501 – Project Board Risk
Equipment requirements incorrectly stated
Capital not available in 2016/17 to fund equipment

Nov 06 16
(25)

ERM reflects signed off 1:50s.  Assessment of big ticket and top 20 items (by value) 
undertaken.  Audit of potential equipment transfer commenced in August 2014. Draft report 
in February 2015 indicating 41% transfers with the caveat that further work is required.  
Assess justification where high spec equipment is requested. MR Scanner Business Case.  
Programme Funding Group considering alternative procurement routes.  Other Trusts 
contributing, e.g. in respect of LCL.  Current audit indicating 50% transfers.

Update
February 2016 :  Final equipment audit commenced October 2015 and is due to complete by 
the end 2016.  Early indications suggest that the requirement for new equipment and 
furniture may be contained within the available funding identified in the CBC, assuming no 
unforeseen expenditure. The exception is ICT equipment which is currently being assessed. 
Work is ongoing to progress MES/lease procurement routes for imaging equipment and the 
majority of LCL laboratory equipment.  A funding position is reported to Programme Funding 
Group on a quarterly basis.

11/3/2016

Transformation Helen Jackson
Project 
Director

*ID1897 – Project Board Risk
Third Party Funding
Failure to achieve £7.5m third party funding.

May 12 16
(20)

Fundraising strategy approved by Trust Board - September 2013. Action plan to achieve £10m 
and application to include equipment in strategy.  £3.5m of existing charitable funds has been 
earmarked already as a contribution. Because of Capital pressures, divisions have been asked 
to use existing charitable funds.

Update:
Feb 16 – no change

11/3/2016

Transformation Helen Jackson
Project 
Director

*ID2485 – Project Board Risk
Workforce estimates for 100% single ward model are under-estimated
Workforce, including 100% single ward model, are under-estimated.

Jul 12 16
(16)

Nursing workforce and costs assessed for ABC and approved by the Director of Nursing and 
Operations.  Single room model of care group and development of operational policies will 
test assumption. Site visits/reviewing current model confirmed the workforce is under-
estimated. Extent of impact is being included in a Trust Board paper in December 2015. 
Workforce Group established.  Ownership within the Trust on all workforce issues 
progressing.

Update
Feb 16:  A ratio of 1RN to every 6 patients supported by 1 HCA for every 7/8 patients has been 
agreed with the chief nurse for the generic inpatient wards, subject to ratification at 
Executive Directors/Trust Board.  Work is underway to assess the staffing requirements for 
enhanced recovery within the inpatient bed base and for specialist areas, e.g. theatres, 
emergency floor. 

11/3/2016
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Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Analysis of 

Incidents, 

Complaints and 

Claims

Lynne Murphy, 

Emergency 

Department

*ID1803: Division of Medicine – AMU

EPMA Drug Errors

Cause: Since the introduction of  EPMA on AMU - there have been transcribing errors 

regarding the dual system of electronic and paper drug charts.

the introduction of 72 hour prescription charts for the emergency floor has reduced 

the number of patients on a dual system, however there are some patients on EPMA 

if their stay is longer than 72 hours.  Also in times of urgent patient flow there is not 

time to transcribe paper data onto the electronic system leaving ward teams to take 

on this role.

Effect: there is a risk that patient medication is missed or indeed duplicated indeed 

this was escalated to a red risk following 2 RCAs despite mitigation plans in place in 

February

Impact: risk to patient safety

Dec 11 16

(12)

Checks by Pharmacists on the ward.  Checked by nursing staff on medicine rounds 

Checks by Medical staff on ward round.  Incident form raised wherever policy not followed.  

Particular caution when Full Capacity Protocol in place.  Broader discussions re EPMA in 

general raised as an issue at Quality Governance Committee for wider discussion.

Upgraded to 5.1 (business continuity)completed, (Summer 2015).  This has given the 

capability to include other prescribed 

Additional resource in AMU 

A Task Force is in place to drive this issue related to EPMA and wider organisation issues to 

determine the most appropriate next steps

Long term mitigation : 

EPMA system fit for purpose for the most complex emergency and critical immediate 

medication requirements within an electronic format.

Oct 15 update – Task and finish group chaired by Director of Operations, with involvement of 

Deputy Medical Director, Director of IT and Pharmacy.  Upgraded JAC to allow increased 

functionality.  Full roll out plan proposal to be completed by end of October, with full 

reporting into the Executive Team Meetings.  

2nd phase review of upgrade ongoing at February 2016 but progress welcomed

Update 

Feb 16 - 2nd phase review of upgrade ongoing at February 2016 but progress welcomed

11/03/2016

Risk Assessment Lisa Grant, 
Chief Nurse

*ID3375:  Corporate – Nursing Services
Nurse Staffing Levels
Cause:  Increased number of nursing vacancies due to the increase in bed base 
across the Trust (Critical Care and Emergency Department, in addition to the safer 
staffing paper approved by the Trust Board in September 2014.
Effect:  Inability to meet safe staffing ration of 1:8 on early, late and night shifts.
Impact:  Reduced staffing and additional pressures of a busy hospital will have a 
direct impact on the delivery of a safe and quality care service to our patients.

Sept 14 16 
(12)

Current arrangements re cover and patient safety being maintained through use of extra 
hours, use of bank and agency staff.
Matron huddles held twice a day to ensure safe staffing

Update 
Feb 16 – plan for international recruitment in April that has been approved by the Board of 
Directors.

6/3/2016

Linked to 
Strategic 
objective

Sue Calvert, 

Divisional Risk 

and 

Governance 

Manager

*ID2300 – Corporate Services Finance
Deliver a financial surplus and achieve Divisional QEP Target
Cause: Devolvement of corporate financial and quality targets to Surgical Division.
Effect: Review of Directorates budgets,; identification of individual QEP targets.
Impact: Potential reduction in service provision and possibly compromise of quality.

July 12 16
( 

12)

QEP target status and ways to achieve discussed at the following meetings: Divisional Board 
(Weekly), Divisional Management (Weekly), Divisional Finance (Weekly).
•QEP updates will be provided at the Trust Strategic QEP meetings (Monthly).
•Divisional Strategy Lead oversees the Divisional target for current and future financial years. 
Strategy Lead is working with each of the Directorate Managers, Divisional Board, the 
Procurement Team and external consultants in order to achieve.
•Focus will be on increasing quality. Cost savings will be a by-product. Areas of quality which 
will be focused upon are as follows: Emergency Pathway, the Theatre Setting, the Ward 
Setting and the Outpatient Setting.
•77% of 15/16 Target Identified (£5.2M Identified).
•25% of 16/17 Target now Identified.
2016
•         77% of 15/16 Target has been Identified (£5.2M Identified, £370K Corporate).
•         31% of 16/17 Target now Identified.
•         Surgical Divisional Lead for Strategy coordinating and overseeing benchmarking 
analysis for 2016/17:

Update
Feb 16
70% of 15/16 Target has been Identified (£4.7M Identified, £740K Corporate).
30% of 16/17 Target now Identified.
Surgical Divisional Lead for Strategy coordinating and overseeing benchmarking analysis for 
2016/17.

4/3/2016

What are the biggest risks (15+) on the Risk Registers?

Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?
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Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant
* Previous risk rating shown in bracketsWhat are the biggest risks (15+) on Risk Registers?

* reported on the last board report 
Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)

Risk Source   Risk Owner Risk Date added Risk * rating Main Controls Review Date

Failure to 
comply with 
Guidance 
(NICE, NSFs 
etc)

Lynn Power

Directorate 

Manager

*ID3576 – Surgical Division – Urology
Insufficient Capacity to carry out Robotic procedures on Urology Cancer Patients
Cause: The capacity on the De Vinci robot is currently insufficient to ensure that patients 
(predominantly prostate cancer) are dated within 31 and 62 day targets 
Effect: Impact on Trust performance 
Impact :This capacity relates to staff rather than the equipment. This puts the Trust performance 
against the targets at risk and is a poor patient experience.

April 
15

16
(12)

Waiting list initiatives where possible but this is limited due to 
staffing.
Capacity and demand work in progress.
1. Consultants currently exploring pathways for Trans Perineal 
Biopsies (TPB) 
2.To increase capacity for the Robot Theatre. Employ a Clinical 
Fellow for 12 months as per 2013 Robotic Business Case to be 
trained in house.
3.Diagnostic tests to be booked. Identifying test from referral if 
possible and to be arranged before attending clinic.
Division monitoring to ensure this doesn’t impact on Trust 
overall cancer targets

Update
Feb  2016 – no changes

26/2/2016

Never Event Helen Ballinger 

Risk and 

Governance 

Manager

*ID3692:  Division of Medicine – Acute Medical Assessment Unit

Never Event – Incompatible Blood Transfusion

Cause - Never Event declared following blood transfusion incident

Effect - nothing untoward - patient stable

Impact - monitoring required

Oct 15 16

(16)

Patient reviewed, minor reactions. Investigation commenced
Remedial actions taken whilst investigations underway

Update
Feb 16 – process on-going until  action plan complete

2/3/2016

Single Incident Lynn Power

Directorate 

Manager, ENT 

and Urology

*ID3527: Division of Surgery – Urology

Equipment Replacement

Cause: The current machine has now expired its lease date

Effect: The current machine has broken down and this has led to patients being cancelled. 

Impact: This could lead to many patients being cancelled on the day, also we are the Mersey Regional 

service for Lithotripsy, this could have an impact on patients being referred to another hospital having 

financial impact.

Mar 15 16

(12)

Awaiting finance sign off to lease machine.

Update
FEB 16 - Procurement process commenced

26/2/2016

Risk 

Assessment

Rebecca 

Molyneux

Nurse 

Consultant, 

Infection 

Control

*ID3578:  Corporate Department s –Infection Control

IPC Multi drug resistance

Cause:  Mandatory screening of patients has highlighted latent or occult carriage of CPE  

Effect:  Increased incidence - additional resources, closure of beds.

Impact:  Increased risk of untreatable infection in colonised patients, increased length of stay, closure of 

beds, potential requirement for cohorting of colonised patients, financial resources.

Apr 15 16

(12)

1.  Risk assessment on admissions.  2.  Screening of relevant 
patients.  3.  Isolation of relevant patients.  4.  Screening of 
contacts.  5.  Additional education for staff.  6.  Additional 
environmental cleanliness measure in place. 7.  Monitoring via 
outbreak meetings, weekly surveillance data, patient follow up 
and practice audits.8.Screening of patients in for 30 days and 
readmissions commenced roll out in November 2015. 9. 
Additional isolation capacity on 4A,5B and 5Y installed 
November and December 2015.

Update
Jan 16 – risk upgraded
Feb 16 – no change

29/2/2016
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Report owner: Lisa Grant

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)

What are the biggest risks (15+) on Risk Registers?

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Risk Assessment Pauline 

Bradshaw

Directorate 

Manager,  

Breast Services

*ID3570: Division of Surgery – Breast Services

Lack of Cytology cover for rapid access clinics due to staffing issues and national 

recruitment difficulties

Cause: staffing issues in histology

Effect: inability to fully cover rapid access clinics. Increase in turnaround for results

Impact : additional visits for patients delay in providing diagnosis. Impact on patient 

experience and treatment delays.

Mar 15 16

(12)

WLI sessions made available
Further recruitment drive within pathology
additional hours offered to existing staff

Update
– risk upgraded4.1.16

Risk Upgraded. Urgent meeting to discuss pathology turnaround times for Breast and 
endocrine surgery
Risk to be added to pathology Risk register
To review outcome of meeting next month and update
Feb 16 – no change

19/2/2016

Link to Strategic 
Objective

Deborah 
Murphy
Divisional Chief 
Nurse

*ID3797 – Division of Medicine – Division
Risk of not achieving Recurrent QEP Divisional target
Cause - QEP target not on trajectory
Effect - Divisional target not met - performance not achieved
Impact - financial balance potentially not achieved

Jan 16 16 weekly discussions
1:1 with DM's
Key element of performance Review
discussed at Monthly Governance Meeting
Nominate Divisional lead for QEP
Recognition that not all QEPs release financial gain but quality improvement often leads to 
resource enhancement
All staff at al grades asked to put any ideas forward to ideas street
Regular liaison with Divisional QEP Lead

Update
Feb 16 no change

3/3/2016

Strategic 
Objective

Donna 
McLaughlin, 
Director of 
Operations

*ID3792 – Corporate Department – Operations
Risk of failing operational  performance standards notably 4 hours and 18 weeks
Cause:  The risk of failing targets is increased due to the cancellation of activity during 
industrial action.  Reduction of activity over Christmas and New year.  Reduced 
Theatre capacity
Consultant sickness/Vacant posts  Patient flow impact of elective activity.  Delayed 
discharges.  Inadequate community support
Increased acuity of patients.  Other external factors
Effect: Reduced capability to treat patients within operational timescales
Impact:  Increased waits.  Increased fines.  Potential CCG Contract queries

Jan 16 16 Detailed 18 week trajectory are being reviewed and recovery plans will be in place by 15th 
January
Following Industrial action patient tracking lists will assist Directorates in re booking the 
longest waiting patients first (according to acuity needs)
Full Capacity Protocol in place as needed
Winter planning in place
Bed meetings
Multi Disciplinary discharge event.
SRG Monthly meetings led by CCG

Update
Feb 16 no change

12/2/2016

Transformation Helen Jackson
Project Director

*ID3035 – Project Board Risk
Insufficient capital resources for IM&T active equipment
Insufficient resources for IM & T active equipment, including servers and manpower 
(to enable IM & T commissioning of new facilities)

Sep 13 16
(16)

Papers presented to the Trust Board in October and November 2013 and January 2014. Paper 
submitted to Resources and Performance Committee in November 2015 identified the funding 
shortfall. IT Task Force established. Increase in IT resources, i.e. staff, within the Project Team is 
underway.  

Update
Feb  16:  A total of 6 posts will be provided. A funding position is reported to Programme 
Funding Group on a quarterly basis..

11/3/2016

Transformation Helen Jackson

Project Director

*ID3798 – Project Board Risk

Office Accommodation

Office accommodation of clinical/non-clinical teams is insufficient in the new hospital

Jun 14 16

(16)

Update

Feb 16 - Revised controls

The current working assumption is clinical teams will be accommodated on the RLH site.  

Working groups have been established to validate this assumption.  Non-clinical staff will be 

accommodated off site.  Progress is reviewed and monitoring through the Trust 

Accommodation Group. Following completion of the agile working pilots, an assessment of ICT 

requirements will be required along with new ways of working.

11/3/2016

Risk management: Are we mitigating risks effectively?
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What are the biggest risks (15+) on Risk Registers?
Report owner: Lisa Grant

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Transformation Helen Jackson

Project Director

*ID3783 Project Board Risk

Lack of continuity of the members of the Project Team

Lack of continuity of the members of the Project Team.

Nov 15 16

(16)

Succession planning being progressed.

Update

Feb 16l  No change

11/3/2016

Transformation Helen Jackson

Project Director

*ID3783 Project Board Risk

Lack of continuity of the members of the Project Team

Lack of continuity of the members of the Project Team.

Nov 15 16

(16)

Succession planning being progressed.

Update

Feb 16l  No change

11/3/2016

Transformation Helen Jackson

Project Director

ID2829 Project Board Risk

Inability to re provide CSSD service

Inability to re provide CSSD service in line with opening of new hospital

Dec 12 16

(4)

Business case submitted to TDA in October 2015.

Update
Feb 16 - Risk increased
Currently options for provision of CSSD services are still under discussion.  Plan B options for 
provision of CSSD services still to be agreed.

11/3/2016

Serious Incident Helen Ballinger 

Risk and 

Governance 

Manager

*ID3657: Division of Medicine – Acute Medical Assessment Unit

Serious Incident WEB72497 – Deterioration of Patient

Cause:  Serious incident relating to care of th0e deterioration of a patient

Effect:  Patient suffered a cardiac arrest, patient died post arrest.

Impact: Potential for other patient safety incidents

Jul 15 15

(15)

Serious Investigation declared and in progress, report to be shared with Patient Safety Sub 
Committee and action plan monitored until completion

Update
Feb 16 – process on-going until  action plan complete

6/3/2016

Risk identified 
through external 
assessment, visit 
or review

Deborah 
Murphy, 
Assistant Chief 
Nurse

*ID2831:  Division of Medicine – Divisional Risk
Nursing post vacancies
Cause: The division has concerns about the effect nursing vacancies is having on 
patient care. Although the number of vacancies at any one time has reduced. The 
main concern comes from the time it takes to recruit into a vacancy and the national 
shortage of staff coupled with once recruited although establishment may improve 
many of the staff can be newly qualified so require more support and guidance
Effect: Use of Bank and Agency to support backfill - wards left with junior teams even 
when establishment of 1:8 reached
Impact: Service delivery, patient experience ,patient safety, patient flow delays

Dec 12 15
(12)

1) The divisional nurse is working closely with recruitment teams and Matrons to improve the 
systems and processes around recruitment. 
2)The Trust has extended notice period for all staff.
3)Recruitment process have been looked at with the service improvement and excellence 
team.
4) changes have been made to bulk recruitment to speed the process.
5) Staffing status monitored through staffing huddle and red flag process
6) utilisation of Band 3 and Band 4 posts to support vacancy levels

Update
Feb 16 – reviews continue

3/3/2016

Link to a 
Strategic 
Objective

Paul Bradshaw, 
Deputy Director 
of Finance

*ID3640:  Corporate Services – Finance
Project Co Delay Event – 12th May 2015 formal notice from Project Co
Cause : Delays attributable to the Trust could expose the Trust to a delay event from 
Project Co:
Effect :The Project Agreement for the new hospital allows Project Co to seek redress if 
the Trust breaches its obligations under the agreement and this leads to a Delay 
Event.  Two delay event claims have been received from project Co.
Impact : Possible adverse effect on delivery of Trust financial duties. Combined 
impact estimated at c. £21m

June 15 15 Transformation Committee oversees programme.
Project Agreement is legally binding and sets out legal framework.
Trust legal advice being provided by Addleshaw Goddard. 
Trust has also secured professional Asbestos and Programme Management advice

Update
Feb 16 no change

31/1/2016

Risk management: Are we mitigating risks effectively?
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Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Link to Strategic 
Objective

Jayne Scotson
Directorate 
Manager, 
Cellular Sciences

*ID2655: Liverpool Clinical Laboratories – Cellular Sciences
Divisional Dashboard – Turnaround Time - Failure to deliver to set turnaround times 
will result in Trust being unable to meet cancer targets. Internal & external 
customers affected.
Cause: staffing issues in both medical & technical staff groups
Effect: delays in processing work and reporting
Impact; delays in reports being available to clinical teams
Reputational risk
Financial risks as penalties may be applied or contracts with external customers 
terminated.

Sept 
2008

15
(9)

Routine monitoring of turn around times
More disciplined record of data reviewed monthly
improved liaison and understanding of cancer pathways
explicit KPIs
Active recruitment to vacancies
Outsourcing where necessary
Use of locum staff

Update
Feb 16 no change

11/1/2016

Link to Strategic 
Objective

Paul Bradshaw
Deputy Director 
of Finance

*ID3793 – Corporate Department – Finance
Failure to deliver cash plan within LTFM - Working Capital Assumptions
Cause - Failure to perform against key assumptions in LTFM may result in lower than 
planned cash reserves
Effect - Lower than planned cash reserves may lead to failure of financial duties, need 
to revise down expenditure assumptions (esp capital) or need to secure bridging 
finance
Impact - Based on Month 9 estimate the cash plan at 31/3/16 could be c. £26m 
against an LTFM target of £53m.

Jan 16 15 LTFM in place sets required cash reserves framework
Financial reports to R&P & Board track progress against cash plan
13 week and 18 month projections now in place
Detailed cash analysis report considered monthly by R&P
LTFM currently being re worked to take account of new tariffs and emerging pressures
Opportunity to apply for bridging DH financial support - not yet factored in

Update
Feb 16 no change

29/2/2016

Link to Strategic 
Objective

Sue Calvert
Divisional Risk 
and Governance 
Manager

*ID2811 – Division of Surgery – Division
18 Weeks Target
Cause: Potential failure of target for 18 week RTT. NHS North first identified a concern 
to all trusts in a letter dated 26 July 12. This highlights a need to focus on all patients 
waiting greater than 18 weeks and in particular the 40 -52 week bracket. Patients 
waiting greater than 18 weeks should be doing so through choice or clinical 
complexity. 
Effect: Patients not being treated within 18 weeks when they have not opted out.
Impact: Financial penalty for each patient failing the 18 week target. Damage to Trust 
reputation and potential market share.

Oct 12 15 The directorates have set out a performance trajectory and monitoring/review of the non-
admitted and admitted pathways on a weekly basis to identify trajectory variance. This is 
reviewed on a daily basis and progress is reported to the divisional manager on a weekly basis.

14.1.16
Risk re graded to high. A meeting was held on Monday 11th January to discuss the issue. The 
directorates have set out a performance trajectory and monitoring/review of the non-admitted 
and admitted pathways on a weekly basis to identify trajectory variance. This is reviewed on a 
daily basis and progress is reported to the Divisional Director of Operations, daily at present. 

Update Feb 16
Risk description  and main controls updated

14/2/2016

Transformation John Graham

Director of 

Finance

*ID1495 Project Board Risk

Activity levels differ from projections (under or over)

Capacity requirements differ post FC from projections in terms of size/cost/content 

and have an impact on space requirements and site completion.

Nov 06 15

(25)

Update
Feb 16 – revision of controls
Manage any shortfall in capacity at RLUH by transferring services to Broadgreen and providing 
additional beds. Migration Path identifies required changes. Implementation of the following 
initiatives: Project White Space, Closer to Home, service move to Broadgreen, Out of Hospital, 
7/7working.
Continue to develop leading edge clinical services and models of care.
CCG engagement on new hospital and service changes, building on successful work with GPs, 
e.g. A&E diversions, admission avoidance.
Working closely with health economy partners including Healthy Liverpool and closer 
collaboration with other Trusts (Aintree Hospitals and others).
Flexibility of design of the new RLUH will enable different services to be delivered.

11/3/2016

What are the biggest risks (15+) on Risk Registers?
Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

T
ru

st
 E

xe
c'

s 
R

ep
or

t

Page 80 of 141



Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

Linked to 

Strategic 

objective

Paul Bradshaw

Deputy 

Director of 

Finance

ID3606 – Corporate Services Finance

Delivery of the 2015/16 QEP Programme

Cause:  Failure to deliver the QEP Programme in 2015/16

Effect:  May materially affect delivery of the Trust Financial plan for 

2015/16. 

Impact:  The QEP Plan for 2015/16 totals £17.2m in addition to making 

good the recurrent shortfall in the 2014/15 QEP Programme of c. £4m.  

December R&P Committee report identified projected shortfall of 

£7.687m in year if all red rated schemes are included in the shortfall.

May 15 12

(20)

Financial Plan approved by Board & Monitored via Board & R&P
Budgetary management system in place
QEP Governance process in place and being monitored via Strategic QEP Committee (CEO Chairs), R&P and 
Board

Update
Feb 16  Risk likelihood for 2015/16 downgraded in month to reflect the fact that the underlying impact is 
reflected in the reported financial position and the risk reflects the risk of further adverse impact.

29/2/2016

Strategic 

Objective 

risk

Paul Bradshaw, 

Deputy 

Director of 

Finance

ID3681 – Corporate Services – Finance

In year (2015/16) review of ITU Tariff

Cause:  Activity data cleansing has identified that contracted critical 

care tariff requires review in 2015/16.  A new tariff was introduced in 

14/15 based on historic local activity and historic contract values.  It has 

been established that activity baseline was incorrect, thus tariffs have 

been set too low.

Effect:  If unresolved critical care element of the contracts will 

underperform in 2015/16.

Impact:  Unresolved c. £3.6m.  Not currently reflected in financial 

position.

Aug 15 12

(16)

Budgetary management processes in place
Commissioning governance processes in place - FARG and CRG meet monthly. Tariff review meeting 
established for 25th August 2015.
Trust DoF has written to CCG DoF (1th September) setting out Trust request for in year review. Initial 
response from CCG (23rd September )was negative. Trust DoF has written again (6th October).
CCG have indicated that they will not respond to the 6th October letter. at Contract Review Meeting in 
December 2015 Trust indicated that it would continue to count critical care activity using original (and 
flawed) methodology. Which it did so from Month 8 activity, CCG's are reviewing the impact.   
CCGs have requested an independent reviewing of the coding and counting of ITU activity (at their cost) to 
be completed by early March. CCGs are entitled to ask for this under the terms of the Acute Contract. 
Review commenced January 2016.
CCGs have indicated that they are proposing to pay up to contract levels and await the outcomes of the 
review before paying any over performance. Over performance on the core CCG and NHSE Contract is 
running at c. £3.5m forecast outturn. Trust is confident that the invoicing and pricing is in line with 2015/16 
contract.

Update
Feb 16 risk downgraded

29/2/2016

Link to 
Strategic 
Objective

Paul Bradshaw, 
Deputy 
Director of 
Finance

ID3755: Corporate Departments – Finance
Cost of Agency Staff exceeding Budget
Cause: Spend on Agency Staff exceeding resources available
Effect: Failure to deliver financial duties
Impact: 2015/16 impact projected to be £3.3m above 2014/15 spend. 

Nov 15 12
(16)

Monthly Reporting to R&P within finance reports
Monthly Reporting to R&P within finance reports

Update
Feb 16 
Risk likelihood downgraded in month due to the underlying in year impact being reported in financial 
position and the risk reflects the underlying residual risk on additional further impact

6/3/2016

Risk management: Are we mitigating risks effectively?

Report owner: Lisa Grant
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Item Comment

Are there any areas requiring Board attention?

Risk management: Are we mitigating risks effectively?

Report owner: Lisa Grant

Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

Link to a 

strategic 

objective

Paul Bradshaw, 

Deputy 

Director of 

Finance

ID3607:  Corporate Services – Finance

Marginal Rate Payment for Spec Comm Activity above Baseline Value

Cause : Activity from specialised services exceeds SBV level

Effect :If activity for services commissioned by specialised 

commissioners exceeds stated baseline value in 2015/16 the Trust will 

only receive reimbursement for 70% or tariff which may compromise 

the Trust ability to deliver financial duties in 2015/16. 

Impact :The contract with Spec Comm for 15/16, if all projected activity 

is delivered calculates this risk to be £1.7m. Based on actiivty to Month 

5 the impact is £754k, howver this is included within the financial 

position reported to month 6

Mar 15 9

(16)

Contract with Spec Comm in place
Financial plan and budgets in place
Activity and contract impact monitored by finance team using SLAM system.
Activity and potential risk share impact to be monitored monthly via R&P and Trust Board

Update
Feb 16
Risk downgraded at Month 10 to reflect the residual risk of further impact in year beyond the reported I&E 
at Month 10.

29/2/2016

Link to 
Strategic 
Objective

Sue Calvert
Divisional Risk  
and 
Governance 
Manager

ID3756:  Division of Surgery – Divisional Risk
Junior Doctors Industrial Action
Cause: Junior Doctors planned industrial action, on 8th December to 
2nd December: 8th December 2015 and 16th December 2015, 
suspended  pending outcome of BMA talks with Government.
Effect: Emergency and Urgent Care only will be provided, patent care 
will be compromised for all other referrals.
Impact: New referrals; follow up appointments; waiting lists; Theatre 
utilisation; Cancer Targets;18wk RTT. 

Nov 15 9
(15)

20.11.15: All planned operations and procedures have been cancelled
All non urgent theatre lists cancelled
No new annual leave requests will be honoured
Senior medical staff to cover junior doctors work were necessary and will provide cover, skills allowing, 
trust wide.
07.12.2015: Planned strike action suspended pending outcome of BMA talks with Government. Divisional 
monitoring on progress continues.
11.01.16
Junior Doctors planned strike action confirmed, Divisional/Directorate contingency plans activated. Risk 
upgraded
19.01.2016
The BMA has announced that the planned 48-hour junior doctors’ industrial action which was due to take 
place 26-28 January has been suspended.
Planned industrial action scheduled for 10 February 2016 may still go ahead should negotiations fail. 
Risk Downgraded and will be reviewed again prior to 10.2.16

Update
Feb 16 – no change

11/2/2016

Strategic 

Objective 

risk

Paul Bradshaw

Deputy 

Director of 

Finance

ID3680:  Corporate Departments – Finance

Impact of LCL Financial Management Issues 2014/15

Cause : Unresolved year end 2014/15 financial management matters 

relating to LCL between RLBUHT and UHA.

Effect: May result in impact on 2015/16 financial position 

Impact : Trust accounted for UHA payments to RLBUH of £1.6m, UHA 

proposing to settle for £284k, potential impact of £1.338m

Aug 15 162

(16)

Budgetary management systems are in place for LCL
LCL Management Board established and Management Team in place
Correspondence in place which documents respective positions. Work plan in place to work through 
differences
LCL CEO preparing report to aid the resolution of year end disputes.
LCL Finance and Planning Meeting took place on 7th October - LCL CEO tasking with arranging meeting to 
resolve issue.

Update 
Feb 16 
9th February update - no progress - meeting planned with Deputy DoFs to progress before end February 
2016

31/1/2016
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Clinical Audit

% Statutory audits on track 80% 87%

# locally agreed mandatory audits on track N/A 278

# on programme following SUIs N/A 45

# on programme following Complaints N/A 4

# on programme following mortality alerts (internal/external) N/A 6

Findings & impact: # audit returns with red RAG for quality assurance N/A 5

Mortality review

% of peer reviews taken place in appropriate time frame 90% 82%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 735

# NICE guidance RAG rated Green 0 630

YTD 

target

YTD 

actual

Month 

v. R3m

Item Comment

Clinical
Audit 
programme

Outcome 
and 
Findings

87% statutory audits on track, (National Clinical Audit and Patient Outcome Programme 
(NCAPOP) and Quality Accounts (QA)) on track. 

Audit return awaited for AC02997 Stroke Improvement National Audit Project (SSNAP) - Post-
Acute Organisational Audit, AC02993 National Oesophago-Gastric Audit (NOGCA) (upper GI), 
AC02191Bowel Cancer (NBOCAP), AC03188 Potential Donor Audit, AC02754 NHSBT -
National Comparative Audit of Blood Transfusion - Patient Blood Management in Surgery and 
AC02495 Lung Cancer (LUCADA / NLCA). AC02602 Ophthalmology National Audit is 
delayed.

Forty five audits are on the programme with an SI driver, six were added during January. 

There are six audits on are the programme due to a mortality alert, no new audits were added 
during January.

The following narrative includes audit outcomes from audit returns reviewed by the 
Trust Audit Lead (TAL in January).

Audits giving Red assurance

AC02658 Emergency Use of Oxygen (BTS), Assurance: Red
This is a rolling audit with numerous audit cycles both on a national level and an internal one. 
An Oxygen prescription working group has been established to further investigate reasons for 
non compliance and produce and implement a robust action plan.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams

What audits have been undertaken / are on plan to ensure the quality of the care we provide?
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Item Comment

Outcome 
and 
Findings

Statutory Clinical Audits 

AC03017 National Audit of Inpatient Falls (Organisational audit) - Part of FFFAP 
Assurance: Green
The Trust reported less than the national average number of falls.

AC03016 National Audit of Inpatient Falls (Clinical / patient observations)  - Part of FFFAP 
(NICE CG161), Assurance: Amber
Falls and Fragility Fracture Audit Programme (FFFAP) aims to improve the delivery of care for 
patients who have falls or sustain fractures .
The Trust scored 5 green standards on the organisational audit with the remaining two 
standards as amber and red. These were around lying and standing blood pressure recording 
and delirium pathway and have been reflected in the action plan. The Trust scored higher than 
the national average on all standards.

AC02546 ICNARC - Case Mix Programme (CMP), Assurance: Amber

The Case Mix Programme (CMP) is an audit of patient outcomes from adult, general critical 

care units (intensive care and combined intensive care/high dependency units) covering 
England, Wales and Northern Ireland. 

There were 677 admissions to the ICU. 5.6% were elective surgical admissions (below national 
average – 25%) – due to POCCU taking most elective surgery. 
13.1% were emergency surgical admissions – this has been increasing since September 2013 

when vascular surgery was moved to the Royal site.

The overall predicted mortality for all admissions was 25-29% - this is above the national 
average (20%).

Quality indicators:
The ICU and HDU operate at occupancy rates > 80% most of the time – reducing opportunity 
for timely admissions. Unit-acquired infection rates are falling over time, and are in line 
with the national average. There were 17 unit-acquired bloodstream infections on the 
ICU over 12 months. A quality improvement programme to reduce CRBSI is in place. 
Readmission rates to the units, which might indicate patients inappropriately 
discharged from critical care, are below the national average (2%). 
Delayed discharges are over double the national average (85% compared to 40%). 
This has an impact on bed occupancy and the ability to admit critically ill patients in a 
timely manner. 
Overall hospital mortality for patients admitted to the ICU was 29% (180 of 618 
patients died). 
Hospital mortality:The ICU SMR is 1.24 [0.97-1.55] The HDU SMR is 1.08 [0.68-1.66].

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

Outcome 
and 
Findings AC03561 National Vascular Registry – Abdominal Aortic Anneyurism (AAA) & Carotid 

Endarterectomy (CEA) outcomes, Assurance: Amber
The following summary has been provided by the lead; Case ascertainment was excellent i.e. 
greater than 90 % of index cases are being recorded on the national vascular registry for all 
procedures other than major limb amputation and peripheral angioplasty 50 % and 15% 
respectively nationally. 
Clinical outcomes were good for index procedures however the delay to surgery is outside the 
recommendations for Aortic aneurysm surgery as well as Stroke prevention surgery.
For stroke prevention surgery, the adjusted Stroke and/or death rate for carotid endarterctomy
was 2.5%. The median delay to surgery was 15 days (10-25). Guidelines recommend 2 weeks For 
infra-renal aneurysm repair.
The Adjusted mortality was 1%. The time to surgery was outside the national guidelines  and 
places us in the bottom quartile of national performance. A full action plan has been developed for 
implementation during 2016/17.

Clinical Audits instigated due to SI 

AC03485 Rolling audit of Difficult to Telephone Results, Assurance: Amber
This audit was initiated following a Datix incident when an abnormal result was not telephoned to a 
ward, despite numerous attempts. Numerous audit cycles have fluctuated between amber and red 
assurance due to standards failing to be met each time. The audit team have been invited to the 
Clinical and Cost Effectiveness Sub Committee to present the current findings.

AC03579 WHO Checklist and Team Brief Dental, Assurance: Green

AC03469 ENT - Unilateral side surgery audit, Assurance: Green
This is a reaudit of AC03436 and AC03068 which provided Amber and Green assurance 
respectively. 100% adherence to stating and marking the side for surgery was confirmed, and 
other standards audited. Another audit is scheduled for June 2016, AC03635.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

Outcome 
and 
Findings

AC03415 ENT - Incidental lung lesions on shoulder x-rays (WEB66875), Assurance: Green
Following SI investigation for a missed lung lesion on a shoulder x-ray, a review is required of 100 
shoulders and clavicle x-rays to check for other similar cases to identify is this type of discrepancy 
is more frequent than expected.
Clinical incident of missed lung lesions in a series of previous shoulder x-rays. Action plan agreed 
to audit the frequency of incidental lung lesions on shoulder x-rays to identify the scale of the 
problem.
AIMS
• To fulfil a requirement on a risk management plan.
• To identify the frequency of missed lung lesions on shoulder x-rays
• To assess the necessity of a larger imaging review of shoulder examinations

The following locally agreed standard was met:
Cut-off point of 2% of missed suspicious lung lesions, as threshold to trigger review a larger 

review A reaudit has been scheduled for October 2016 AC03477.

Other Audits of note

AC03329 Oral Mucosal Biopsies, Assurance: Amber
Biopsy is indicated for the assessment of any unexplained oral mucosal abnormality that persists 
despite treatment or the removal of local irritants.  Histopathological diagnosis is the gold standard 
for diagnosis of oral mucosal lesions.  Oral mucosal biopsies are considered a safe and effective 
procedure for diagnosis of oral lesions. The following standards were audited:
Written consent  - Yes, 100% All patients had written, informed, consent documented in the case 
notes in accordance with hospital policy.
Photograph of Lesion - No, 40 patients (77%) had clinical photographs taken prior to the biopsy.
Documentation of medical history being checked by surgeon - No, Only 27% of patients’ medical 

histories were documented as checked on the day of the procedure; although discussion with the 
clinicians completing biopsies indicates that this is always checked verbally but not always 
documented.
Adequate documentation of the procedure - No, 85% of patients have documentary evidence of 
post-operative instructions being given, however, it is likely that this is an error of recording rather 
than a genuine failure to give the post-operative instructions.
Documentation that post-operative instructions have been given - No, 48 case notes (92%) 
contained documentary evidence that post-operative instructions were given to the patient; four 
did not.
Diagnostic accuracy of specimen – No, 96%
An action plan has not been developed however a reaudit with adjusted standards will take place.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

Outcom
e and 
Findings

AC03364 IV fluid prescribing knowledge and practice in FY1s, Assurance: Amber
This is a reaudit of AC03347 which originally provided amber assurance as only one of three 
standards was met. This audit demonstrated that the following standards were not met a second 
time:
Standard 1: Assess patient’s fluid and electrolyte needs from clinical examination and laboratory 

results – partly achieved: 
Standard 2: Prescribe IV fluids based on patients clinical monitoring - i.e. weight – failed: 

An IV Fluid working group has been established to address this ongoing issue with a full action 
plan developed with emphasis on education and training. A further trust wide audit will take place 
in the summer of 2016.

AC03083 Fumaric acid esters (DRN), Assurance: Amber
An audit of prescribing of this uncommonly used, unlicensed drug for psoriasis against European 
Dermatology Forum (EDF) Guideline 2015 and the British Association of Dermatologists dosing 
(BAD) regime. FAE are used after patients have failed other systemic agents and/or phototherapy 
or when these Rxs are contraindicated. Cost full course 8K per annum i.e. slightly less than 
biologics.
An action plan was developed and all action implemented by January 2016, a reaudit was 
suggested for 2019, AC03672.

AC03517 Accuracy of Discharge Letters, Assurance: Amber
Discharge Summaries are the key means of communicating in-patient stay with GPs.
The audit was conducted on the 5th floor where there is a mix of medical & surgical patients. 
Key Findings - Omissions: Date; Time; Name of Surgeon; Follow-up Appointments; Polytrauma
Injuries; Blood Cultures and their relevant antibiotics; Pre/Post Blood Transfusion Results.
data capture was good. 90 % of cases were recorded. Pre-operative assessment was excellent 

with all elective patients under going pre-operative anaesthetic review. A reaudit AC03568 took 
place in December 2015 following a F1 education session that provided green assurance although 
TAL review is awaited, this will report in March 2016.

AC03616 Audit of compliance with the EANM guidelines of Parathyroid scintigraphy at 
RLUH, Assurance: Amber
Twelve standards were audited against, with the following 3 failing:
Matrix 128×128 or 256×256
Collimator used: LEHR
Views early delay and survey
An action plan has been established with a reaudit in December 2016 AC03647.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

Outcome 
and 
Findings

Mortality

AC03549 and AC03545 HLI Specimen Policy Audit, Assurance: Amber
This is a continuous audit cycle, 100% compliance was met for both audits with implemented 
actions.

AC03278 How well the Malnutrition Universal Screening Tool (MUST) is being completed at 
Broadgreen Hospital and on level two at the Royal Liverpool Hospital, Assurance: Amber
Malnutrition is a state in which a deficiency of nutrients such as energy, protein, vitamins and 
minerals causes measurable adverse effects on body composition, function or clinical outcome.

Malnutrition is both a cause and a consequence of ill health and increases a patient’s vulnerability 

to disease.
It is recommended by NICE that all inpatients have their nutritional status screened using a 
validated screening tool (MUST) on admission and repeated weekly Patients are scored on their 
risk of malnutrition and an action plan commenced depending on the score.
Six standards were audited, 5 of which failed the report was discussed at the Patient Safety Sub 
Committee with the following noted:
The Trust’s nursing documentation states that the MUST chart must be completed within 6 hours 

of admission. NICE guidance states MUST should be completed within 24 hours of 
admission. The sub-committee agreed for the nursing documentation to be amended to reflect 
NICE guidance. Amendments are being co-ordinated by the Nutrition Steering Group.
A reaudit is scheduled for April 2016.

AC03473 NICE Quality Standard (QS) 49 Surgical site infection. Audit of compliance in 
Vascular Surgery, Assurance: Amber
This audit intended to demonstrate compliance the QS49 Surgical Site Infection, a previous audit 
AC02727 provided amber assurance. This audit cycle showed improvement in some areas and it 
was noted that areas of partial compliance almost certainly reflect a failure to record action rather 
than failure to complete necessary action. The main action was to present finding to the team and 
provide an education session a reaudit was noted as an action and has been added for May 2016, 
AC03674.

Other items of note

Mortality: 
The following data is from October 2013 to November 2015
Trust 82% (2875 of 3498)
Top 3 reporting Directorates:
Renal Transplant 100% (4 of 4)
AMU 94% (236 of 250)
Nephrology 91% (115 of 127) and Critical Care 91% (417 of 456)
Bottom 3 reporting
Vascular Surgery 55% (41 of 75)
General Surgery 62% (74 of 119)
Urology 62% (8 of 13)

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

NICE NICE:
735 – Potentially applicable
630 – green (assurance and evidence standards are met and or/are being worked towards via a 
robust action plan. Good liaison with ET).
42 - amber (action plan not sufficiently detailed to provide assurance, limited liaison with ET).
36 – red (baseline assessment breached, no action plan developed, no communication with ET).
4 – yellow (barriers to implementation exist outside the Trust’s direct control)

23 – white (newly published, deadline for base assessment not reached).
The Clinical Effectiveness Team have recently established an Evidence Based Healthcare Group, 
which will report to Clinical Effectiveness Sub-committee. Adherence status to NICE guidance, 
and actions related to red and yellow will be reviewed by this group on a monthly basis and issues 
escalated accordingly.
NICE guidance with red status this month:-
16 are Trust Wide, 20 directorate level (please note some guidance may be cross directorate and 
therefore number of guidance listed below may not correspond with total figures)

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

NICE

AQ

NICE guidance with yellow status this month:-
QS6 Diabetes in Adults 
CG15 Type 1 Diabetes 
CG147 Lower limb peripheral arterial disease (Vascular Surgery) 
QS52 Peripheral arterial disease (Vascular Surgery) 
Safe Staffing guidelines 
SG1 Safe staffing for nursing in adult inpatient wards in acute hospitals – has been recorded as 
fully implemented following the ratification of the Nursing red flags and safe staffing policy.
Quality Standards in Quality Contract
Six Quality Standards are included in the Trust Quality Contract with Liverpool CCG for 2015/16. 
Each will have a baseline assessment carried out, and an action plan developed to address any 
issues, Liverpool CCG will expect to see implementation of the action plan and improvement in the 
baseline assessment over the 12 months of 2015/16.
Quality Statements expected to be selected and their current baseline assessment are:
QS49 Surgical Site Infection Green
QS3 VTE – Red 
QS34 Self Harm – Red
QS7 Glaucoma – Green
QS89 Pressure Ulcers – Green 
QS1 Dementia – Amber

Advancing Quality

Advancing Quality
The following data is as per 22nd December 15 and it includes data for 2015/16 up to October 
2015.

The Trust is currently achieving CQUIN targets for Sepsis.

The Trust is currently underperforming on seven pathways; Acute Kidney Injury, Alcohol-related 
Liver Disease, Diabetes, Hip Fracture, COPD, Heart Failure and Pneumonia. 

Across all pathways there is a current backlog of 455 patient records to be entered onto Clarity by 
07/03/2016 (previously 08/06/2016).

Interim targets to help monitor improvements against the 95% data completeness CQUIN have 
been established with the clinical leads for AKI (7%), ARLD (6%), Diabetes (5%), Sepsis (10%), 
COPD (5%) and Pneumonia (10%).

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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AQ Focus Area
Year to date 

ACS
AQ ACS 

Threshold
April 15 

ACS
May 15 

ACS
June 15 

ACS
July 15 

ACS
Aug 15 

ACS
Sep 15 

ACS
Oct 15 
ACS

Acute 
Myocardial 
Infarction

92.86% N/A (AQ Lite) 100.00% 100.00% 100.00% 100.00% 100.00% 83.33% 92.86% ↓

Acute Kidney 
Injury

6.08% 50.00% 0.00% 0.00% 3.13% 0.00% 3.13% 12.50% 6.08% ↓

Alcohol-related 
Liver Disease

42.47% 50.00% 38.46% 41.67% 46.67% 45.45% 66.67% 50.00% 42.47% ↓

Diabetes 25.76% 50.00% 37.93% 28.13% 28.95% 27.78% 23.33% 17.65% 25.76% ↑

Hip Fracture 21.95% 50.00% 7.69% 26.32% 27.59% 20.69% 26.67% 19.05% 21.95% ↑

Sepsis 55.27% 50.00% 57.14% 45.24% 51.43% 51.11% 57.35% 61.33% 55.27% ↓

COPD 23.59% 50.00% 15.15% 25.00% 30.77% 8.33% 11.11% 35.71% 23.59% ↓

Heart Failure 
(Apr 15 - Oct 15)

74.71% 77.60% 70.00% 72.22% 65.00% 80.95% 88.89% 79.31% 74.71% ↓

Heart Failure 
(Oct 15 - Dec 15)

69.23% 77.60% 69.23%

Hip and Knee 
Replacement

94.06% N/A (AQ Lite) 85.71% 92.86% 94.12% 100.00% 94.12% 100.00% 94.06% ↓

Pneumonia (Apr 
15 - Oct 15)

78.91% 84.90% 77.78% 79.17% 82.22% 77.65% 77.78% 78.13% 78.91% ↑

Pneumonia (Oct 
15 - Dec 15) 71.62% 84.90% 71.62%

Quality Incentive Results - Appropriate 
Care Score (Reporting Period April - Sep 

2015) Change
Monthly YTD ACS Position
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Item Comment

AQ AKI: Prospective electronic data collection implemented. Improvement against Self-management 
information measure noted. Admin support for AKI team has been implemented January 2016 to 
help data completeness.

ARLD: Backlog notes prioritised however issues with data collection resources have been recently 
identified. Data backlog has increased since previous report. Alcohol nurses to start using PENS 
form Feb 2016.

Diabetes: Additional Inpatient Diabetes nurse now in post. Improved data completeness noted. 
EWS/GCS and Blood Urine interval measures continue to present a challenge.  

Hip Fracture: Good performance against all measures except admission to Orthopaedic ward 
with 4 hours of arrival. Trial of organising one empty bed on Neck of Femur unit daily at 4pm to 
accommodate evening/overnight hip fracture admissions is currently on-going.

COPD: Delay to PENS form due to devices and missing data fields (now corrected). Pulmonary 
Rehab referrals continue to present a challenge.

Heart Failure: Performance against all measures achieved for July – September 2015 discharges. 
Prospective electronic data collection commenced December 2015. Data Completeness is now 
>95%.    

Pneumonia: Good performance against all measures. AQ coding forms are now in place across 
the Trust. Improvement against data backlog noted. Backlog notes prioritised.

Data Completeness: Currently the Trust is meeting the data completeness CQUIN in four focus 
areas namely AMI, Hip Fracture, Heart Failure and Hip & Knee replacement. 

The AKI and Heart Failure nurses are now collecting AQ in real-time using the PENS system; 
which was planned to be rolled-out to the other AQ areas in December 2015. Delays to the data 
extraction process has meant that PENS is still not rolled entirely, however work is ongoing to 
complete this work in February 2016. AQ Coding forms have made a significant impact on 
capturing AQ data directly from discharge, especially in the areas of COPD and Pneumonia. A 
decrease in the number of casenotes each month has been observed. Three dedicated 
administrative staff in place to coordinate improvement in the areas of AMI, Heart Failure, COPD, 
ARLD, Sepsis and Pneumonia. These staff members will, as of November 2015, also take charge 
of coordinating the data backlog in these areas. Sepsis data completeness deficit has decreased. 
April to July 15 data is now over the 95% CQUIN target. Work is ongoing to complete August to 
October 15 deficits.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Quality Performance Overview - Trust - May 2015 (Month 2 2015-2016)

Indicator
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Inpatient Experience Surveys >=91% 826 930 88.8%  qt

Friends and Family Test CQUIN >=75 - - 63  qt

Outpatient Surveys - CRT (% +ve 
performance)

>=90%  qt

Complaints (Response rates level 1) >=98% 90 90 100.0%  nt

Complaints (Response rates level 2) >=90% 26 39 66.6%  nt

Staff attitude complaints <=50 - - 64  t

Ward Quality Indicators (NQI audit data) >=90% 2,352 2,564 91.7%  t

Ward Quality Assessment Tool (Inpatient 
Assessment) - overall % green / amber 
green

>=90% 42 43 97.6%  t

Service Quality Assessment - % rated 
green or amber green

>=90%  t

Health Records Performance (casenote 
availability)

 t

Stroke Care >=80% 374 484 77.2%  nmq

Advancing Quality CQUIN - AMI >=95.00% 28 30 93.33%  q

Advancing Quality CQUIN - Heart Failure >=77.60% 27 39 69.23%  q

Advancing Quality CQUIN - Hip & Knee >=95.00% 108 114 94.73%  q

Advancing Quality CQUIN - Pneumonia >=84.90% 119 178 66.85%  q

Advancing Quality CQUIN - Stroke No Data No Data No Data  q

Preferred Place of Care assessed 
[HSPCT patients]

>=95%  q

Personalised care plan for patients 
known to HSPCT

>=98% 

Patients known to HSPCT letter faxed to 
GP on discharge 

>=80% 

Preferred Place of Care achieved 
[HSPCT patients]

>=70% q

CODG records pain managed >=80%  q

CODG other symptom managed >=80%  q

Assessment using MUST >=95% 319 347 91.9%  q

Plan of care in place for at risk patients >=100% 100.0%  q

At risk patients refer to dietician >=100%  q

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

Advancing Quality CQUIN (For 2013/14 now based on Appropriate Care Score)

Where to die when the time comes

Currently under review

Indicator
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Emergency admissions dementia 
screening (inpatients aged 75+, LOS 
72hrs+)

>=90%  q

Dementia diagnostics for at risk patients >=90%  q

Referral for specialist diagnosis 
following positive diagnostic 
assessment

>=90%  q

Full monthly submission of audit data >=100% - - On Track 

 % of patients receiving harm free care >=90% 684 723 94.6%  t

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 2 723 0.3%  q

VTE risk assessments >=95% 9,343 9,873 94.6%  nq

QualityTrustOverview >=98% 3,241 3,241 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 7 24,024 0.30  q

Grade 3/4 PU per 1,000 bed days <=0.00 0 24,024 0.00  q

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

Adult patients risk assessed (NQI audit 
based on 50% sample of patients)

>=98% 258 261 98.8%  q

Care plan in place if at risk (NQI audit 
based on 50% sample of patients)

>=98% 137 146 93.8%  q

Falls per 1,000 bed days <=3.33 130 23,869 5.45  q

Smoking status recorded (inpatients) >=90% 16,402 19,455 84.3%  q

Ratio of MRSA Screens: Elective 
Admissions

>=1.0:1 10,433 1,493 6.9:1  n

MRSA zero tolerance (in month) <=0 - - 0  nmq

MRSA - Rate per 1,000 bed days YTD <=0.000 1 231,316 0.005  t

Clostridium difficile toxin - Number YTD <=37 - - 24  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.160 24 231,316 0.104  t

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Dec-15

Patient Safety

Patient Safety Thermometer CQUIN

Implemented as part of DN 
Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Indicator
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MSSA - Number YTD - - 21  t

E. coli - Number YTD - - 59  qt

VRE - Number YTD - - 9  qt

ESBL - Number YTD - - 2  qt

Mortality (HSMR) <=100 1,266 1,305 97.1  nt

Mortality (All diagnoses) <=100 1,481 1,545 95.9  nt

Discharge summary <= 24 hours 
(inpatient ward areas)

>=95% 1,550 1,925 80.5%  q

Discharge summary <= 24 hours 
(assess/obs areas)

>=80% 551 764 72.1%  q

Outpatient correspondance plan, pilot 
and deployment

- q

Outpatient correspondence <= 2 weeks 
(Gastroenterology, Cardiology and 
Diabetes)

TBC q

Nursing Sickness Absence (rolling 12 
month)

<=5%  qt

Nursing Turnover (rolling 12 month)  qt
Mandatory Training (composite, attended 
& booked)

>=95% 90.1%  t

Number of vacancies WTE - -  t

Vacancies recruited waiting to start - -  t

Average time from offer to start date - -  t

Recruitment in Nursing [for recruitment currently]

Clinical Indicators

Productivity

Communication CQUIN

People

Workforce
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On Plan Improved  National n
Below Plan No Change  Monitored m
Failing Deteriorated  CQUIN/CCG q
Not Applicable Not Applicable  Trust t

KEY
Indicator Change Monitored

For details on how individual indicators are RAG rated, please see the 
Glossary in Appendix B

Corporate Performance Overview - Month 2 2015/16 (April 2015 to May 2015)

Indicator
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Cancelled Operations <=0.6% 13 36 36.12%  n

Cancelled Operations 28d breach <=0% 0 13 0.0%  n

RTT: admitted >=90% 1,262 1,587 79.5%  n

RTT: non-admitted >=95% 7,994 8,735 91.5%  n

RTT: active pathways >=92% 24,817 27,244 91.0%  n

Diagnostic waiting times <=1%  t

A&E Waiting Times ( RLBUHT) >=95% 17,444 19,239 90.6%  nm

Unplanned reattendances < 7 days <=5% 780 9,035 8.7%  n

Left without being seen <=5% 32 9,031 0.4%  n

Time to initial assessment 95th 
percentile

<=15 
mins

- - 3 mins  n

Time to treatment decision median
<=60 
mins

- - 59 mins  n

Delayed transfers of care <=2.1% 14 548 2.5%  n

Two Week Waits (urgent suspect. ca) >=93% 3,386 3,555 95.2%  nm

Two Week Waits (breast symptoms) >=93% 707 749 94.3%  nm

31 day diag to treat (first treatment) >=96% 407 416 97.8%  nm

31 day second / subsequent (surg) >=94% 89 94 94.6%  nm

31 day second / subseq. (anti ca drug) >=98% 35 35 100.0%  nm

62 day ref to treat (urgent GP) >=85% 130 149 87.2%  nm

62 day ref to treat (upgrades) >=85% 63 67 94.7%  nm

62 day ref to treat (screening) >=90% 59 64 93.2%  nm

RACPC waiting time (Quarter to date) >=98% 58 60 96.6%  q

MINAP audit data completeness >=90%  q

Stroke care >=80% 374 484 77.2%  nm

Data Quality on Ethnic Group >=85%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

Indicator
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MRSA zero tolerance (in month) <=0 - - 0  nmq

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.000 1 231,316 0.005  t

Ratio MRSA Screens: Elective 
Admissions

>=1.0:1 10,433 1,493 6.9:1  n

Clostridium difficile YTD <=37 - - 24  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.160 24 231,316 0.104  t

VTE Assessment >=95% 9,343 9,873 94.6%  q

Activity against plan t

Daycase Rate >=80% 38,410 46,108 83.3%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 54,908 10,066 5.5  t

Av. Length of Spell (Non Elective) <=5.0 196,147 33,241 6.0  t

New to Follow Up Ratio <=2.23 350,771 155,787 2.26  t

DNA Rates <=10% 65,070 571,628 11.4%  t

Emergency Readmissions following non 
elective

3,997 28,053 14.3%  t

Emergency Readmissions rate following 
elect/dc

844 41,354 2.1%  t

Theatre Utilisation >=79% 5,543 7,943 69.7%  t

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

PATIENT SAFETY

Infection Control

VTE

Indicator
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Sickness Absence (Rolling 12 mth)% <=3.8% 109,114 2,121,875 5.2%  t

Sickness Absence (In month)% <=4% 9,389 184,356 5.1%  t

Turnover (monthly) 0.85%  t

EBITDA achieved >=5 nm

EBITDA margin >=3 nm

Return on assets >=3 nm

I&E surplus margin >=3 nm

Liquidity Ratio >=3 nm

CQUIN Indicators q

Compliance Framework (Governance 
Risk Rating)

- -  m

Financial Risk Rating >=4 - - 3  m

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 
included in Section 9

Commissioning for Quality and Innovation (CQUINs)
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AUTHOR: ALYSON CONSTANTINE 

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Donna McLaughlin 

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  23/02/2016 

Budget: [Please insert]  Security marking:  None 
Funding source: [Please insert]  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Team, CCG contract meetings, TDA IDM meeting 
 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
x☐ Patients ☐x Regulators (PCT/SHA, Monitor, CQC etc) 

☐x Staff ☐ Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Increased risk of mortality State: CCG contracted penalty State: Achievement of national patient 
due to overcrowding in ED  standard 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has worked on and 

managed to achieve good performance against in the first 6 months of 2015/16, but more latterly been challenged with 

the onset of winter pressures and the lack of system resilience assurance.  It is well researched that crowding in ED 

departments can impact on mortality and for this reason along with patient experience and the need to optimise the 

utilisation of resources, particularly staffing, it is important that the Trust is able to achieve at least the expected 95% 

target for the national 4 hour emergency access standard.   

This paper articulates the current and previous performance and responds to the recent correspondence from NHS 

England which acknowledges the challenges that all acute trusts with emergency departments face suggesting a system 

wide response to a sustainable improvement in performance against this standard. 

This paper provides the trajectory for achievement but also identifies the strategies that will get us there.  

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How has the trust performed year to date (2015/16)? 

 What actions are and will be taken to ensure sustainable improvement in performance? 

 What are the governance arrangements to ensure that these actions are delivered and if necessary further 
mitigations are put in place? 

 What are the key risks and issues to the organisation? 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

 

The Board is asked to note these actions, progress taken and plans to support future sustainable improvement in 

performance. 
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MAIN REPORT:  

1. Introduction and Purpose 
 
The trust achieved above required performance between June and October 2015. Since then it has been challenged 

in the same way as other trusts have for a number of reasons, including the numbers of attendances and the age 

and acuity of those attendances, the number of patients medically fit but undischarged taking up an acute hospital 

bed and the impact that these factors have in enabling patient flow within the hospital to ensure that emergency 

admissions can be placed appropriately and that patients in the emergency department can ultimately be seen 

within a timely manner.  

In parallel with the Trusts desire to improve performance and in recognition of the national pressures, NHS England 

has requested that trusts develop and implement a strategic and robust plan which will deliver a sustainable 

improvement by April 2017. 

This paper provides a high level view of that plan and expected performance delivery. 

2. Results 

The graph below shows the 4 hour emergency access monthly performance from April 2015 to Feb 12
th

 2016. 

MONTHLY PERFORMANCE CHART 

 

This reduction in performance highlights the challenges presented by the inability of the health and social care system 

to expedite appropriate discharge when required. In December 2015, 617 patients were medically fit but unable to be 

discharged due to waiting for social care assessment and placement; in particular the availability of packages of care in a 

timely manner.  These patients utilised 3,213 bed days which equates to almost three and a half wards use within that 

month. This has been an increasing trend, as seen below and remains an issue. 

 

NUMBER OF BED DAYS UTILISED BY MEDICALLY FIT UNDISCHARGED PATIENTS  
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3. The proposed plan 

We know that there will be seasonal variation, peaks and troughs for demand and capacity and both the organisation 

and the system needs to flex to deal with this. The following trajectory for expected performance for all types of 

emergency access includes this expected fluctuation. 

 

PROJECTED TRAJECTORY TO DELIVER OVERALL YEAR TO DATE PERFORMANCE BY APRIL 2017 (TOTAL) 
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Internally there is an appreciation that a zero tolerance approach to patients kept waiting for assessment and 

treatment, if required and possible (some patients who require admission are sometimes not well enough to be moved 

from the E.D. (Emergency Department)) would be an appropriate internal stretch target to achieve the national 

standard for Type 1 (Emergency Department on an acute site only). The following graph represents this trajectory. 

 

PROJECTED TRAJECTORY TO DELIVER OVERALL YEAR TO DATE PERFORMANCE BY APRIL 2017 (IMPACT 

FROM TYPE 1 ACHIEVING AT LEAST 95%) 

 

However, in order to flex there must be the headroom to enable this to occur and we currently, due to our 

undischarged but ready for discharge patients run at an occupancy of over 99.9%. This needs to shift to 94% and can be 

undertaken by reducing the number of patients on the RFD from an average of 127 patients to 75 at any one time. 

In order to achieve this performance a number of strategies will need to be deployed to enable this to happen. High 

level themes are described below, with considerable work already started in each area: 

 Internal Improvement : Further implementation of seven day working, utilisation of non-medical prescribers, 

implementation of the 4 lanes model, enhancement of the use of Board rounds and whiteboard technology 

 Working together with local partners through the MADE Initiative : A number of plans are now being worked 

through including the continued use of this Multi-disciplinary Accelerated Discharge Event approach through a 

three weekly cycle of team interventions, addressing package of care capacity, implementing Home First or 

Discharge to Assess across the rest of the Trust, implementation of the Patient Choice policy and further 

discussion around how neighbourhoods can reduce admissions and support discharges 

 Involvement in national work : Emergency Department Peer review, Safer bundles further implementation, 

Delayed transfers of Care Rapid Improvement Event and Clinical leadership with others who have 

demonstrated improvements 

 

4. Key Risks 
 
Alongside each of the agreed areas of work will be a risk and issues register. High level risks currently include: 

 Ability to create sufficient packages of care to unblock flow and the impact financially 

 Complexity of organisations being able to make decisions quickly as a system 

 Ability for organisations to adapt quickly and change practice, even over the next 13 months 

 Potential impact from further industrial action affecting emergency care 
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The BAF score will need to be monitored closely as policies and procedures start to positively impact on performance. 
 

Performance Management and Governance Arrangements 

The performance management systems remain in place with an enhancement to the Trust Operations Group which has 

a new Terms of Reference to include senior Clinical leaders in the organisation to monitor performance and delivery of 

plans 

Conclusion and Recommendation 

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has struggled to 

consistently achieve in recent months.  The board is asked to note current performance and the new trajectory and 

plans to improve performance over the next 13months enabling delivery of this target by April 2017.  
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Aidan Kehoe 

☐ To note 
 For decision (insert funding source if financial 

implications).  
Service line affected: All 

  Date of board meeting to discuss this paper:  23/02/2016 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Directors and Council of Governors 
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
 Patients  Regulators (CCG/TDA, Monitor, CQC etc) 

 Staff  Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs)  Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

☐ Clinical ☐ Financial  ☐ Reputation  
State: Delivery of high quality care State: Delivery of QEP State: Development of staff 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

2016-2017 promises to be a particularly challenging and exciting year for the Trust and in a number of quite different 

areas including: preparations to move into the new hospital, the financial environment and the demanding Quality 

Efficiency and Productivity (QEP) target, operational challenges and focus on the 4hour target, System Transformation 

and the Healthy Liverpool Programme including our discussions with neighbouring Trusts, and, the research agenda.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

In recent years the Board has agreed a small number of corporate objectives which can be used as a focus across the 

Trust for teams and individual members of staff.  This report presents the proposed Corporate Objectives for 2016/17 

along with implementation actions and identifies how each will support delivery of the Trust Strategic Themes. 

 

Draft objectives for 2016/17 have been discussed by Executive Directors on a number of occasions since October 2015.  

Those presented in this report are the outcome of those discussions and include the updating required to take account 

of the Five Year Plan and the System Transformation agenda. 

 

3. CONCLUSION AND RECOMMENDATION        

The Trust Board is asked to: 

- Consider the report and the 2016/17 Corporate Objectives identified 

- Approve the proposed objectives. 
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Corporate Objectives 2016/17 
 

Strategic Themes 

1 2 3 4 5 

Prepare to move into the new hospital 
 
 Develop standard operating procedures for the single bedroom 

 Deliver the plan to achieve 646 beds in the new Royal 

 Develop and deliver IT systems to support operational plans 

 Finalise the workforce plan for the new nursing model, clinical 
models and business units 

 Develop collective leadership across the Trust (Kings Fund model) 

 Develop new models of care eg outpatients 

 Finalise and communicate the commissioning and move plan 

 Procure/transfer equipment in line with agreed schedule 
 

 
 
x 
x 
x 
x 
 
x 
x 
x 
x 

 
 
 
X 
X 
 
 
 
X 
X 
x 

 
 
 
 
X 
X 
 
X 
 
X 
x 

 
 
 

 
 
 
X 
X 
X 
 
 
X 
X 
x 
 

Work with partners across the system to develop 
reconfiguration plans 
 

 Develop governance structures for provider organisations 

 Develop plans for sharing services 

 Create a campus brand 

 Implement new models of community based care 

 Promote health and wellbeing amongst staff and patients 

 
 

 
X 
X 
 
x 
x 
 
 

 
 
 
X 
X 
 
X 
x 

 
 
 
X 
X 
X 
X 
x 
 

 
 
 
 
 
x 

 
 
 
X 
X 
X 
X 
x 
 

Remodel non elective care in conjunction with 
partners    
 Implement the major trauma transfer to Aintree 

 Redesign the operational model for A&E 
 

 
 
X 
x 

 
 
X 
x 

 
 
X 
x 

  
 
X 
x 

Deliver the financial plan 
 Embed a QEP culture through appraisal and personal 

development plans 
 

 
x 

 
x 

 
x 

 
x 

 
x 

Increase recruitment to early and late phase trials, and 
the proportion of commercial studies 
 

x x x x x 
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Key to Strategic Themes 

1 To deliver an exceptional patient experience 

2 To improve the quality of life for our patients 

3 To develop a world class workforce 

4 To achieve international recognition for our research and innovation 

5 To play a lead role in the development of a sustainable health system  
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: Lisa Grant, Chief Nurse 

☐ To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  23/02/2016 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:   
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
x Patients x Regulators (CCG/TDA, Monitor, CQC etc.) 

x Staff ☐ Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Patient safety and experience  State: Effectiveness State: Public document  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The Trust commissioned an independent review of its risk management arrangements to seek assurance with regards to 

its internal policies and processes. The review was undertaken by Deloitte and a board workshop was held in June 2014 

to discuss the reviews findings.  The final report was produced in August 2014. The Board considered the findings of the 

review and the action plan in September 2014. The actions within the plan have been monitored by the Foundation 

Trust Steering Group (FTSG) and by the Board in March and June 2015.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

The report outlines the work undertaken to date with regards to the implementation of the recommendations following 

the Deloitte review of risk management arrangements. There has been some significant work undertaken across the 

trust over the last 24 months and the action plan provides assurances with regards to the work undertaken to date and 

the timescales for delivery of the plan. Some of the planned completion dates have moved forward mainly due to 

gaining additional assurance that processes are embedded at directorate and divisional level.  

 

 

3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to note the progress with the Risk Management Review Action Plan  
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Main Report: 
 

1. STRATEGIC CONTEXT    

 

The Trust commissioned an independent review of its risk management arrangements to seek assurance with regards to 

its internal policies and processes. The review was undertaken by Deloitte and a board workshop was held in June to 

discuss the reviews findings.  The final report was produced in August 2014. The Board considered the findings of the 

review and the action plan in September 2014.  

 

The findings of the review at the time of the report noted the focus on risk management arrangements and the need for 

the Board to promote a positive risk culture across the organisation. A  number of improvements were noted as well as 

some material gaps that required addressing to enable the Trust to effectively manage risk.  

 

The review findings within the report were grouped into two theme areas: 

 

 Board oversight of risk; and 

 Risk and culture within the organisation 

 

A total of 24 recommendations were presented to the Trust that have been taken forward within the risk the action 

plan. This included the development of a Risk Management Policy that was undertaken and ratified by the Board In 

September 2014.  

 

The key recommendations were taken forward and can be found within appendix 1 of this report.  

 

2. QUESTION(S) ADDRESSED BY THIS REPORT              

 

This report addresses the following questions: 

1. Has the trust taken forward the recommendations outllined within the Deloitte Report on Risk Management? 

2. Has the trust made improvements with regards to Board oversight of risk and with regards to risk and culture within 

the organisation? 

2. What is the timescale for delivery of the plan? 

3. ANALYSIS 

 

The actions within the plan are progressing with additional resource approved to support each division, this additional 

resource was initially a secondment but due to the benefits this resource has provided the posts have now been made 

substantive. The work that has been undertaken to date now needs to be further embedded across the trust and 

monitored through the trusts reporting structures.  
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A Risk Management Policy was ratified by the Board in September 2014 and has been shared with both divisions and 

directorates. Further scrutiny of all risk registers has commenced across the trust. An audit of compliance with the Risk 

Policy is now in place. Key performance indicators have also been added to the board pack to ensure that the trust is 

meeting its objectives with regards to the policy.  

 

There have been improvements made over the last 24 months with regards to risk management and the reporting of 

clinical incidents. Going forward work has commenced on ensuring individual staff receive feedback following the 

submission of an incident on Datix however it is recognised that this requires further work with regards to the quality of 

feedback provided. The processes for monitoring RCA’s and action plans are now robust and continued work to support 

staff to further embed this work has commenced. The risk registers across the trust have had additional focus to ensure 

that they are amalgamated when appropriate across the divisions, horizon scanning for potential risk and are accurately 

recording the description of the risk and the controls in place. It is acknowledged that this requires further focus with 

regards to emerging external risks going forward. The risk registers and the BAF are presented to the committees that 

oversee risk within their terms of reference.  

 

The action plan was initially planned to be completed by the end of April 2015, however after further scrutiny and 

discussions the end date for delivery of the full plan has been moved forward to December 2016. It is recognised that 

although the recommendations have been taken forward and implemented that it would be prudent to allow key work 

streams to be embedded so that deliverable outcomes can be measured going forward.  

                                                  

4. CONCLUSION & RECOMMENDATION               

          

The Board are asked to note the progress to date and the schedule of work left to complete by December 2016. The 

Board are also asked to note the plan of work that will continue to embed the changes across the trust going forward.  
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

A.1 A.1 Board Oversight - Board risk awareness
A1.1 45.20 Risk Management 

Strategy

31-Mar-15 LG R1 -  HIGH - Revise RMS in line with recommendations and establish RMS implementation plan 

to enable tracking of progress against objectives.

March Update  -  LG - RMS KPI's to be presented at March Patient Safety Group by 

HB and then on to Trust Board for the April board pack. 

g

A1.1 45.30 30-Sep-14 LG R2 -  HIGH - introduce a risk management policy in order to allow staff to clearly understand the 

processes for identifying & managing risks.

Completed

g

A1.2 45.40 Risk Appetite 30-Jun-16 LG R3 - Risk appetite -  HIGH - agree the trust's risk appetite and a Risk Appetite Statement to be 

used to communicate this to all stakeholders.

Risk appetite statement completed in September 2014. This remained valid for 

15/16. As part of the planning process and  refresher risk management training 

this will be discussed in Q1 16/17.

A1.3 45.51 Risk Training 31-Jan-15 LG / MW R4 - Risk Training - Risk training needs to be delivered as part of the Board Development 

Programme with annual updates as required.

Completed. To be included on forward plan for board development. 

g

A1.4 45.52 Risks Assocated with 

QEPs

00-Jan-00 00-Jan-00 R5 -  HIGH - The QEP Governance Process actions - covered by other actions in the FT Project 

Plan

g

A.2 A.2 Board Oversight - Risk Capture, Reporting 7 Oversight
A2.1 45.53 BAF 30-Apr-15 MW R6 - Use of BAF - Use the BAF to promote debate and inform the agenda of the Board.  Further 

refinements to the BAF are required and include:

• Incorporation of a risk heat map to provide an at-a-glance view of current risk scores, which 

can then be compared with the risk appetite; and

• Enhancement of the narrative to provide a clearer articulation of controls and assurances in 

relation to the risks described.

Jan 15 -  MW - Heat map included.  Narrative provided in covering report.  Future 

quarerly reports to include "path to green" for risks and highlight key milestons.                                                                                                                     

3rd quarter review of BAF focussed on outstanding actions to ensure due dates 

agreed for and that gaps in assurance are progressed. 

g

A2.2 45.60 Risk Reporting 30-Apr-15 LG / MW R7 - Corporate Risk Register -  HIGH - establish formal CRR and agree where responsibility for 

review and oversight of the CRR falls within the trust's governance structures.

A Corporate Risk Meeting has commenced in March 15 and will report through the 

Patient Safety Sub Committee then onto the relevant sub committee of the board. 

A report to PSSC has always been in place with regards to corporate risks however 

this group will provide further scrutiny and oversight. 

g
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 
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FT Plan 
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Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

A2.2 45.61 30-Dec-16 LG R8 - Focus on key emerging risks - Review the monthly risk report to ensure an optimal focus on 

the key emerging risks.

The external scan report is presented to the Board each month and will also be 

shared with the governance team so that identified emerging risks can be added to 

the appropriate risk register.   The Board receive an overview of risks scoring 15 

and above as part of the board pack. Over the last year the focus has been on 

ensuring internal risks are appropriately reflected within the risk registers.Going 

forward directorates will be supported to ensure external and emerging risks are 

also captured therefore the finish date has been moved to December 2016 

(previously August 15) to ensure that this process is understood and embedded 

across the organisation. 

A2.3 45.62 Committees & Risk 

Management

31-Mar-15 MW R9 - Escalation - Review the Assurance and Escalation Framework to ensure that it accurately 

reflects the processes within the Trust and is communicated to all Trust staff.

March Update  -  MW - As per previous updated.  Approved March 15 Board.  

g

A2.3 45.63 31-Mar-15 All / MW R10 - Committee membership / attendance -  Review the membership of the key Committees 

and meetings to ensure appropriate staff attendance and members must be held to account for 

their (or nominated representative) attendance.  Consider introducing a minimum required 

level of attendance for all members.

Jan15  Update  -  MW - 75% attendance level in place.  Attendance reported as 

part of minutes.  

g

A2.3 45.64 30-Jun-16 LG / 

MW/RE/  

JHG, DMcL

R11 - Review of BAF risks at committee - Each committee should have, at least quarterly, a 

dedicated agenda item for reviewing its assigned BAF risks. These will allow the committee 

Chairs or Executive leads to provide an overview of how the committee has sought assurance 

over the effective management of their assigned risks.

Jan Update  -  LG - Feb - MW and HB have discussed the reports and to date they 

are presented together at QGC and R&PC further discussions to take place 

regarding the production of a composite report. Discuss at FT steering group.   

March Update  -  MW - Composite report to QGC and R & P Jan 15.  Further work 

necessary to integrate and identify key issues. The BAF and risk registers will be 

presented to QGC and RPC in April. 

May Update - HB - Risk Register and BAF report was presented to QGC in April 15  

and  R&P in May 15.  Transformation Committee review their risk registers in line 

with Policy - presented May 15.  Work with Research Governance has commenced 

and will be completed by quarter 1. Therefore the completion date has been 

moved from April to June to allow this work to be undertaken.      Feb 16 - 

quarterly integrated risk reports to QGC, R & P (finance only), Transformation 

Commitee.  Next stage to develop risk reporting in relation to operational 

perforamnce, workforce, IT and R & D. 
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A2.3 45.65 31-Mar-15 MW R12 - links between assurance committees - Formally establish links between the assurance 

committees to ensure that all risk areas are appropriately addressed, thereby avoiding both 

unnecessary duplication and items being missed between committees.  This may be facilitated 

by holding regular meeting between all Chairs and Executive leads, or maximising the benefits 

of cross-membership by nominating individuals to provide high level overviews at respective 

committees.  The Assurance and Escalation Framework should be fully updated to articulate 

any established links.

March Update  -  MW - Assurance and Escalation Framework to be  considered by 

the board in March. Committee chairs prompted to give update at Board.  

g
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B.1 B.1 Risk Culture Within the Organisation - Risk Governance

B1.1 45.67 Risk Identification & 

Recording

30-Sep-16 LG R14 - Use of Datix -  HIGH - Staff need to understand their responsibilities in relation to risk 

management, be appropriately trained in the use of Datix and receive feedback on incidents 

raised.  In order to facilitate this, the Trust should ensure that Datix forms are simple and 

intuitive to complete.

                                                                                                                                                                             

March -A presentation to all Ward Managers and Matrons took place in March 

informing them of the process to respond to all staff who complete a datix 

incident. Further guidance has been added to datix and ward managers asked to 

share with staff on how to complete an incident form.   The same guidance is 

discussed at Induction and Mandatory Training and is available via the Staff Hub 

and DATIX.  

Until local feedback is  embedded staff will who request feedback on the incident 

report form will receive a letter once the investigation is complete – with the 

investigation findings, alternatively they will  be informed to seek feedback from 

their line manager for all other low graded incidents for local trend analysis. Staff 

will also be asked to keep the letter received to go as part as evidence into their 

appraisal so that the number of incidents reported by staff can be discussed by 

them and their manager. To facilitate this 2 band 2 administration assistants will 

be recruited to for a 6 month period.   

May - Band 2 in post and feedback has commenced on low/no harm incidents, 

whilst moderate/high harm incidents are in the investigation stages.  Education 

has been given to ward managers to encourage local feedback sessions thorugh 

ward meetings.  Feb 16 - this process remains however it has been highlighted by 

clinicians that more work is required to ensure the right level of feedback is given. 

Following the restructure of the Patient Safety Team the Deputy Medical Director 

and Deputy Chief Nurse will take this forward over the next 6 months to enhance 

things further. Therefore the end date will move from April 15 - September 16. 

B1.2 45.68 Risk Governance & 

Escalation

31-Oct-14 AK R15 - Chief Risk Officer - Consider appointment of designation of Chief Risk Officer who can 

coordinate and lead on risk management activity.

Jan Update  -  LG - FTSG

Jan Update  -  MW - Email to LG and AK 30 Jan 2015                                      March - 

this has been added to LG job description 

g

B1.2 45.70 31-Mar-15 LG R16.1 -  HIGH - Ensure all divisions have equitable and appropriate access to governance 

resources in order to effectively manage localised risks and incidents. 

Jan Update  -  LG - 2 x band 8A governance leads appointed, surgical post holder 

commenced medicine post to start in May however Medicine has some interim 

governance arrangements in place.  Assurance will be identified through divisional 

governance minutes that are presented to QGC on a monthly basis. 

g
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B1.2 45.80 30-Sep-16 LG R16.2 - stanardise processes - standardise the processes for managing risk between divisions to 

ensure consistent and comparable approached are taken.

Jan Update  -  LG - The governance post holders will be responsible for achieving 

consistency across the trust working together to ensure processes are the same 

and that risks are managed consistently. Assurance will be identified through 

divisional governance minutes that are presented to QGC on a monthly basis. 

May update - the Governance Managers are now both in post (Medical division 

commenced in May) and are working together to standardiise all areas with 

regards to risk management. Whilst there is now consistency across the divisions 

the completion date will be moved to June to allow this work to be completed. Feb 

16 - This work has started but requires further embedding, there is a change in the 

Governance Manager posts that have since been made substantive (previously 

secondments)therefore this will be reviewed again in Septemebr 16.

B1.3 45.90 Risk Training 30-Apr-15 LG / RE R17 - risk Management Training - Provide all staff with risks assessment and management 

training tailored for their grade and type of work.

March - The training for mandatory training and induction is currently being 

reviewed therefore as an interim measure guidance notes on how to complete an 

incident form have been put onto the Learning and Development staff hub, new 

staff are directed to this as part of theri induction. Those staff attending core skills 

updates are directed through the presentation on risk management. This will also 

be added to the Patient Safety Bulletin.                                                                                                    

May - Presentation remains in place at Induction and MT.  Additional training 

sessions have been given by Secondment role at local level through training 

sessions or planned ward meetings. 

B1.3 46.00 31-Mar-15 RE R17 - Ensure risks management responsibilities are clearly articulated within  job descriptions 

across the Trust and that these form an active part of the annual personal appraisal process.

March - team brief has been circulated to staff outlining their responsibilities and 

all new JD's now have this included. All staff have discussions on risk management 

as part of the patient safety indicator within their appraisal. 

g

B.2 B.2 Risk Culture Within the Organisation - Risk Reporting and Communication
B2.1 46.01 Risk Registers 31-Oct-14 LG R18 - ensure that risk  is a standing item -  Introduce standardised agendas for ward and 

departmental meetings and ensure that risk  is a standing item.There should also be a focus on 

lessons learned where appropriate, including relevant messages from, for example, the weekly 

meeting of harm and RCA bulletins (enabling staff without regular access to emails to 

understand key actions required to be taken).

Generic agendas have been produced for divisional governance and directorate 

governance meetings and are being embedded by the governance managers in 

each division. The divisional governance minutes will be monitored at QGC. Perfect 

Ward minutes will be presented within the new committee structure to Divisional 

Governance Meetings and provide assurances with regards to these discussions at 

ward/departmental level. The weekly safety meeting continues to highlight lessons 

learnt within the weekly Patient Safety Bulletin. 

g
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B2.1 46.02 30-Apr-15 LG R19 - rolling audit programme - Introduce a rolling programme of audits to ensure that risks are 

appropriately articulated, consistently scored and have well defined mitigating actions with 

reviews according to dates set.

March - 2 audits are currently being undertaken, the first audit is a review of risk 

registers and compliance with the new Risk Policy, this will be presented to QGC in 

April. The second audit reviewed the Patient Safety Sub Committee agenda and 

use of the risk registers to capture and action risks. This was presented to QGC in 

March. 
g

B2.2 46.10 Incidents complaints & 

Claims

30-Apr-15 LG / All R20 - Triangulation Across Data Sets - Increase the level of triangulation across data sets, for 

example assessing the levels of complaints in particular areas against incidents recorded.  This 

will assist in identifying and addressing underlying causal factors.

March Update  -  LG - Datix Complaints module is currently being rolled out across 

the trust and training has commenced. It is anticipated that this make take a 

number of months to have this in place. A 6 month analysis of incidents and 

complaints is presented at PSG and going forward will amalgamate this 

information in the quarterly report. 

g

B2.2 46.15 31-Mar-15 LG / PW R21 - Trends in Lessons Learned -  HIGH - Where trends or lessons learned are identified, 

ensure that comprehensive action plans are devised and regularly reported to the committees.  

These should include clear timeframes, responsible owners and measurable outcomes to 

enable the committees to clearly ascertain the level of progress made.

March Update  -  LG - RCA action plans have improved the trust position through 

Perfect Ward. HB will include within the 6 month review of risk trends identified 

from RCA's and incidents. This will be presented to PSG in March.  There is now a 

plan to go back and audit that actions have been undertaken in clinical areas to 

provide additonal assurances that lessons have been learnt following an RCA. This 

will be reported through Patient Safety Sub Committee at the end of quarter 1.                                                      

May Update: Draft report being finalised for presentation at June Patient Safety 

Sub Committee as part of year end report, will become a 6 monthly report 

thereafter.   Audits of completed action plans have been undertaken and 

demonstrated as compliant.  

g

B2.4 46.20 Communication of 

Risks & Lessons 

Learned

01-Jan-15 HS / All R22 - Communication of Lessons Learned -  HIGH - lessons learned from key reports need to be: 

i) clearly defined and ii) methods for communication to Trust-wide staff confirmed.

There are a number of examples following the publication of key reports that have 

been reported across the trust. National Staffing Guidance in response to Francis 

and the Hard Truths Report is an example that is reported to Trust Board, the 

Francis Action Plan is discussed at QGC and was communicated to staff across the 

trust being accessible on the intranet. Going forward reports that are published 

will be take to the appropriate committee and an agreed plan to share the lessons 

learnt will be addressed as part of that discussion.  

g

B.3 B.3 Risk Culture Within the Organisation - Risk Culture
B3.1 46.30 Risk Culture 31-Jul-14 RE R23 - Incident Reporting - Develop an action plan to respond to staff feedback from the 

incident reporting workshop.  Ensure that the action plan includes clear timeframes for 

completion, responsible owners and measurable outcomes.  Key actions taken and progress 

made should be reported to staff using a ‘you said, we did’ approach.

The action plan has now been completed and will be reported at Patient Safety 

Group in April. 

g
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B3.1 46.40 30-Sep-14 RE / LG R24 - Anonymous Reporting - Consider the introduction of an anonymous e-mail or hotline 

which will allow staff to report concerns or risks to the organisation.

March Update  -  Systems are in place and that anonymous reporting brings risk 

with regards to level of detail provided by the reporter. A whistle blowing policy is 

in place and being open policy. There are examples of staff escalating concerns 

directly to senior managers and executives. An example of this is Ward 4X when an 

action plan was developed, the risk was added to the risk register and reported 

through governance structures and to the Board. 

g
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TITLE: Great Place to Work – Becoming an Employer of Choice AUTHOR: Stella Clayton 

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X To note Sponsor:   Ros Edwards Director of HR & OD 
      For decision (no budget requested) Service line affected: Trust 
      For decision (budget requested) Date of board meeting to discuss this paper:  23/02/2016 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Resources & Performance Committee,   
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
x Patients x Regulators (PCT/SHA, Monitor, CQC etc) 

x Staff x Legal frameworks (HSE, NHS Constitution etc.) 

x Other (Students, Community, other HCPs) x Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Patient Experience State: Quality,  State: Impact as employer and provider  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

 
We must continue to attract and retain staff to fill critical posts. We have experienced increased 
competition for recruitment nationally and internationally, and we are aware of national shortages for 
the next 3 to 4 years in certain specialties.  We need to position ourselves to continue to attract the 
very best staff in increasingly difficult and challenging times ahead. 
 
We have reviewed what constitutes an ‘Employer of Choice’, how we demonstrate this and what the 
gaps are. It is tempting to think that it’s about organisational branding and recruitment.  Whilst 
important, it only represents the ‘front door’.  It’s what happens to staff once they walk through that 
door which makes the difference.  
 
Research demonstrates that glossy websites, logos and other incentives e.g. training, career 
development, salary sacrifice etc. helps to attract people in the first place, but it is the psychological 
contract that builds our reputation and makes people stay.  This makes the difference and directly 
relates to staff experience at work. 
 
Becoming an Employer of Choice is much more than branding, recruitment and on-boarding, it is 
how we lead and develop our staff during their time with us.  Our reputation is built on what staff say 
about us, and what they say about us is based on how they have been treated by colleagues and 
managers.  

 
Our plans for becoming an Employer of Choice therefore links to our People Strategy objectives in 
improving staff engagement, developing culture through collective leadership and coaching and in 
embedding appraisal and leadership behaviours to develop a world class workforce.  Success of the 
People Strategy is measured through staff surveys which have been steadily improving.  The Staff 
Friends and Family Test consistently demonstrate that we are above average in both questions, 
recommending the Trust as a place to receive care or treatment, or as a place to work.  We intend to 
build on these results to become recognised as an Employer of Choice.    
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2. QUESTION(S) ADDRESSED IN THIS REPORT             

 
 How is an Employer of Choice defined? 
 What evidence is there to support our performance in this area and what are the gaps? 
 What are the risks?  

 

3. CONCLUSION AND RECOMMENDATION                                   

 
This report recommends to the Board that we strengthen our potential to attract and retain the best 
staff by creating a defined employer branding supported by values led recruitment, collective 
leadership culture and staff engagement.      
 

The Trust Board are asked to receive this report and to endorse the next steps of the delivery plan.    
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SUPPORTING INFORMATION: 

How is an Employer of Choice defined? (Research base Appendix 1) 
 
Employer of Choice means an organisation known as a great place to work. If organisations don’t 

genuinely act as an employer of choice then good employees will vote with their feet and move to a 
forward thinking employer who offers them what they want. 
  
Becoming an Employer of Choice lies in the quality of the employment relationship, or psychological 
contract. The traditional hierarchical employment relationship which has been successful for over 
200 years is a hindrance in climate of complexity, accelerated change and uncertainty.  
  
Being an ‘Employer of Choice’ means creating a great working environment, where the best people 
want to work for us and this positive approach helps to attract and retain staff, during challenging 
times when talent is in short supply.   

What are the benefits of becoming an Employer of Choice?   
 
As we become more widely known as a great place to work, recruitment will be considerably easier.  
People will approach us, enquiring about employment opportunities. This will save considerable 
expense in marketing and recruiting to attract the people we want and need. The objective will shift 
from just getting people to apply to choosing the best of the best.  
 
With quality staff on board through values led recruitment, productivity will become significantly 
higher.  As we are able to hire the kinds of people we really want, we will be able to help our staff 
achieve a higher level of performance more quickly. Having made the choice to stay with us, staff 
will feel more positive about working here as their needs will be met.  
 
What is Employer Branding? 
 
Employer branding promotes the attributes and qualities that makes us distinctive, promising a 
particular kind of employment experience, appealing to those who will thrive and perform best in our 
culture.  A strong employer brand connects our values and our People Strategy, and HR policies will 
link to the ‘brand’.  In developing our ‘Great Place to Work - Employer of Choice’ approach, we will 
work closely with the communications team to co-create employer branding and communication 
plans, which tell the world that our Trust is a great place to work.   

What evidence is there to support our performance in this area and what are the gaps? 
 
We already have measures in place under the People Strategy to support our aspiration to be an 
employer of choice, including;  
 

 Staff Friends and Family Test & NHS Staff Survey 
 Recruitment data & applications 
 Turnover 
 Exit interviews 
 Cultural assessment tools e.g. collective leadership, leadership pulse check 
 Employee Relations activity 
 Apprenticeships and training 
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NHS CONSTITUION STAFF PLEDGES - EVIDENCE & GAP ANALYSIS  
 
The 5 staff pledges from the NHS Constitution have been used to analyse evidence of current 
performance.  The pledges are shared on induction, and embedded in the People Strategy.      

Well-designed rewarding jobs – Staff want to perform interesting and challenging jobs. They want 
to be inspired and stimulated and feel passionate about what they do. To be a great job, it should 
also be demanding, and should stretch them.  Staff want recognition for the contribution that they 
have made.   

Evidence - We have started to define job roles and expectations more clearly for managers 
under Project Shape.  We have introduced quarterly ‘Share & Learn’ events to recognise and 
reward the contributions of staff.  We have reviewed our approach to Employee of the Month 
to inspire more staff to come forward.   

Gaps - We should invest more time in job design to create jobs that are interesting, and offer 
job rotation so that work remains fresh.  We should strengthen our reward strategy as a 
complete package of what interests and inspires staff by asking them what matters to them. 
We should also analyse why staff leave through exit interviews, and systematic analysis of 
candidate feedback. We also require clear employer branding and we are analysing our 
recruitment campaigns to understand which are delivering better results.  

Personal development & training – staff want to be part of an organisation that helps them to 
develop and progress up the career ladder.   

Evidence – We have introduced a values led induction and appraisal process which helps 
staff to see where they ‘fit’ and what development they need to progress.  We have pre-
employment opportunities and apprenticeships which enable progression. The RLB Nurse 
supports development and pride. 

Gaps - We should demonstrate stronger commitment to staff development through 
comprehensive flexible training and development plans linked to job roles, and delivery of 
Trust objectives through appraisal and personal development planning.  Staff should be able 
to access a wide range of relevant opportunities according to their development plan.  We 
should also clearly define and articulate career paths through embedded talent management 
and appraisal.  We should progress our plans for values based recruitment, and invest in on-
boarding software as part of our employer brand. 
   

Support from Managers -  Staff want to work for an organisation which is trustworthy, ethical, and 
socially responsible and has a positive culture where staff are treated fairly and with respect.  
Leadership behaviours are more important than ever as described in research by Michael West, 
David McLeod, Nita Clark et al., who have made strong links between effective leadership behaviour 
and engagement, patient mortality and reduced levels of sickness.   

Evidence – We have invested in collective leadership and coaching to strengthen our values 
led culture, which sets the scene for an inclusive leadership strategy.  We have introduced 
values led appraisal with leadership behaviours pulse check and leadership expectations.   
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Gaps - We should focus our attention on our driving forward our collective leadership 
strategy setting out our values and principles on how we want to work, and how we want all 
our staff to behave and work in an ethical way. 

A healthy & safe workplace - staff want to come to work in a safe, supportive environment which 
recognises their needs.  Staff want to know that if they have personal issues they will be listened to 
and supported accordingly.  Staff want action to be taken where there is inconsistency or perceived 
unfairness in how people are treated in work.   
 

Evidence – we have a strong health and wellbeing strategy in place locally, nationally 
recognised for excellence.  We have a good track record in HR policy and practice to support 
staff to work flexibility and special leave when required.  We address staff concerns through 
staff engagement and have introduced a safe way for staff to raise concerns.   

 
Gaps - We should continue with our health and well-being approach, widening opportunities 
to be inclusive to all staff, strengthening links to staff engagement.  We should improve our 
measures, which demonstrate the impact of attention to wellbeing on sickness absence.       

  
Meaningful staff engagement - staff want to be included in decisions which affect them and their 
jobs.  They want to be listened to and their ideas taken on board.  They want feedback on what has 
happened and what difference it has made.  They also want to be empowered to take their ideas 
forward.  Staff engagement provides an opportunity for staff to raise concerns, supporting the 
‘Freedom to Speak’ requirements post Francis, which emphasises the need for openness and 
transparency.  
 

Evidence –A consistent focus on staff engagement has led to steady improvements in the 
staff survey over the last 4 years; including improved reporting and responding to errors, 
near misses and incidents as a result of listening to staff on how it should work, leading to a 
4% improvement in the staff survey to 90% in staff believing that something will be done.  

Gaps - We should strengthen staff engagement through regular feedback, encouraging and 
empowering managers and staff to listen and learn from each other in improving services for 
patients and staff health and wellbeing as part of everyday life to improve quality, and identify 
efficiencies to drive down cost.   

 
What are the risks?  
 
The phrase ‘Employer of Choice’ is widespread, but most employers don’t understand its 
importance.  The phrase is more than a buzzword; it represents a new design of corporate culture.  
It means that people will choose to work for us, dedicate themselves to our success and choose to 
stay with us, even when they are being headhunted by others.   
 
The risks to the Trust of not being an Employer of Choice are considerable.  In the future, workforce 
stability will be our competitive edge.  In turbulent times, exacerbated by a tight labour market, we 
will be continually challenged to locate, attract, optimize and retain the talent we need.  The most 
successful employers will be those who inspire highly talented workers to join them and stay with 
them. 
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Appendix 1.  Employer of Choice - Supporting Research 
 

"Managers are one of the most critical drivers of employee engagement in an organisation which in turn 
determines an organisation’s ability to compete effectively in a service and information economy.   

So it is good to see Employers of Choice focusing on this key driver and encouraging organisations to 
develop their managers in the areas that they can strongly influence." 

Penny de Valk 
Institute of Leadership & Management 

 
 
Employers of Choice such as Google have created a culture based on a new employment 
relationship. It is more collaborative and ‘open’ than the old 'them and us' relationship we have all 
witnessed and experienced.  This new employment relationship is based on the changing needs and 
interests of employees and organisations.  Successful Employers of Choice promote their 
reputation, and trust among staff is high through staff engagement. They provide social support, 
collective working, and an environment that values individual contribution.  Managers are 
encouraged to be accountable for their actions.  Managers and leaders provide vision and 
understanding of the bigger picture, they also engage with staff in decision-making, exploring ways 
which staff can become more involved.   
 
Asch in ‘Excellence at Work’ says that employers should ask themselves the following questions: 
 
 Do employees enjoy working for the organisation and are they proud to work here?  
 Would they recommend the organisation as a place to work for their families and friends? 
 Are employees engaged? 
 Is their potential realised and are there opportunities for them to develop.  
 Do they intend to stay?  
 Do they feel that they are treated fairly and are recognised for good performance? 
 Do they trust and respect their managers and leaders? 
 
The NHS Constitution provides a good platform for becoming an ‘Employer of Choice’ in the NHS.  
The constitution is not just about setting expectations for patient care, it is also about creating the 
right environment for staff, describing 5 ‘pledges’ that every member of staff should expect from their 
organisation, these are;  
 
 well designed and rewarding jobs,  
 personal development and training,  
 support from managers,  
 a healthy and safe workplace,  
 meaningful staff engagement in decisions which affect you and your job. 
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TITLE: Safe Staffing January 2016  AUTHOR: Lisa Grant 

FOCUSED REVIEW: REFERENCE INFORMATION 
Purpose of paper Key facts 
y For assurance 

 
Sponsor: [Lisa Grant] 

      To note 
 For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper: 
23 February 2016 

      

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  JCG. Perfect ward meetings.  
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
Yes. ☐ Patients Yes Regulators (CCG/TDA, Monitor, CQC etc) 

Yes. Staff Yes. Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

Y. Clinical ☐ Financial  Y Reputation  
State: Safe staffing levels.  State: [Please insert] State: Published in the public domain. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

Since May 2014 the Trust has been mandated to provide monthly safe staffing reports. These reports must fulfill the 

requirements of the NHS Quality Board recommendations for publishing safe staffing figures. The Trust must also 

provide bi annual acuity reviews to accompany this paper.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates in the Month of 

January 2016 and to highlight any potential risks associated with nurse staffing. The fill rate is based on the skill mix for 

each ward. The skill mix has been agreed following an acuity studies that take place in February and July of each year.  

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

For January 2016 the overall percentage of trained and untrained nursing staff against the actual required was >95%. 

There were 19 areas that reported a fill rate of less than 80% across either a day shift or a night shift (80% and above is 

a trust internal target to achieve) and remains high as a result of the additional investment being applied to staffing 

establishments, yet experiencing significant challenges in recruiting the number of registered nurses agreed. Recent 

recruitment events have led to a growing number of new starters, more nurses have been recruited from Spain and 

plans are underway to recruit registered nurses from the Philippines in order to address this shortfall. The board is 

asked to note this report and the work underway to reduce nursing vacancies, which in turn will improve the overall 

safe staffing position. 
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Safe Staffing Report 
January 2016 

 
 
 
 
Introduction 
 
The Trust is required to provide a look back to the previous month in relation to the number of trained and 
untrained nurses required for duty by day and by night, against the number of actual nurses that were 
available. This information is uploaded onto UNIFY, which is a national performance system for the 
Department of Health; this information is also uploaded onto NHS Choices. The information uploaded onto 
UNIFY for this month’s report can be found in Appendix 1. The following report focuses on the month of 
January 2016.  
 
Over the last financial year, the average fill rate (which is the actual nursing numbers that were available 
versus the number that had been planned) has consistently been greater than 90% for both the Royal and 
Broadgreen site. The senior nursing team has set an internal trajectory of 80% with any area falling below 
this being highlighted as red within the internal trust reporting (as seen on page 3). Within this review, other 
quality indicators are also included so that the impact of staffing levels on the delivery of patient care can 
be monitored and action taken as required.  
 
Each Trust in the country is asked to provide this information, however they are not asked to outline what 
the ratio of nurse to patient is by ward area. The Board of Directors have previously approved a ratio of 1 
trained nurse to 8 patients for inpatient wards on every shift, which is a higher ratio than recommended by 
NICE guidance for the night shift. It is acknowledged that there are currently a number of vacancies within 
the nursing workforce that are proactively being recruited in to that are preventing the trust from staffing at 
a ratio of 1:8. Professional judgement is made on a daily basis through the Matron huddles and Duty 
Manager review, to ensure staffing reflects the needs of patient acuity at that time. Recruitment is on-going 
and remains a challenge; this is discussed later within this report.  
 
Results for the month of January 
 
The collation of the staffing data is undertaken manually by Matrons and checked against off duty, this 
ensures the planned shifts are accurate. 
 
Of the 42 areas reviewed [the remit is for every inpatient designated ward to be included] there were 19 
areas who had less than 80% fill rates identified, across at least one shift [Day or Night] which are 
highlighted on page 2, and is an increase from 16 areas in December. 
 
From January 2015, the collation of ED staffing data was commenced, and from August 2016, Theatres. 
Whilst this will not be submitted nationally, as it is not currently a requirement, it will be included in this 
report so as to apply the same level of scrutiny to this clinical area. 
 
The overall results for December are illustrated below. The trust has remained >90% with regards to 
ensuring there were the number of nurses required on duty. Sickness absence and vacancies impact on 
the trusts results on a monthly basis.  
 
 

Site 

 
Day 

 
Night 

 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate 
- care staff  

BGH  100.0% 105.4% 100.4% 110.6% 
RLH 93.3% 94.8% 91.2% 104.6% 
Trust total 96.6% 100.1% 95.8% 107.6% 
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The table on page 3 breaks down the fill rate by grade of staff by day and night duty. Ward Quality 
Indicators are also included alongside the Ward staffing data which focus on nursing documentation, 
patient safety indicators, ie. pressure ulcer care and assessment, discharge planning and medication 
incidents along with an overview of sickness absence. The table also includes the numbers of incidents in 
relation to falls, pressure ulcers and infection control.  
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Total 

monthly 

planned staff 

hours

Total 

monthly 

actual staff 

hours

Total 

monthly 

planned staff 

hours

Total 

monthly 

actual staff 

hours

Total monthly 

planned staff 

hours

Total monthly 

actual staff 

hours

Total 

monthly 

planned staff 

hours

Total 

monthly 

actual staff 

hours

430 - GERIATRIC MEDICINE 2A 1450 1335 1400 1421.5 92.1% 101.5% 883.5 731.5 589 706 82.8% 119.9% 0 0 0 3.24% 94.0% 98.0%

430 - GERIATRIC MEDICINE 2B 1627.5 1465 1627.5 1519.5 90.0% 93.4% 883.5 674.5 589 864.5 76.3% 146.8% 0 0 0 7.13% 91.00% 94.1%

430 - GERIATRIC MEDICINE 2X 1395 1465 1897.5 1738.5 105.0% 91.6% 876.1 621.72 791.28 800.7 71.0% 101.2% 0 0 0 6.29% 95.2% 91.6%

320 - CARDIOLOGY 3A 2017.5 1910.5 1320 1330 94.7% 100.8% 1168.08 904.32 584.04 725.34 77.4% 124.2% 0 0 0 5.28% 85.0% 94.0%

350 - INFECTIOUS DISEASES 3X 1162.5 1017 1162.5 926.5 87.5% 79.7% 584.04 593.04 292.02 292.02 101.5% 100.0% 0 0 0 16.96% No Data 95.00%

350 - INFECTIOUS DISEASES 3Y 1395 1308.5 1395 1291.5 93.8% 92.6% 620 620 620 620 100.0% 100.0% 0 0 0 1.74% 100.00% 90.0%

110 - TRAUMA & ORTHOPAEDICS 4A 1513 1449.5 1105 1073.5 95.8% 97.1% 971.85 700.15 640 630 72.0% 98.4% 0 0 0 3.18% 88.3% 83.3%

110 - TRAUMA & ORTHOPAEDICS 4B 2424.5 2312 1528 1507 95.4% 98.6% 1332 1107.5 810 800 83.1% 98.8% 0 0 0 11.86% 89.70% 80.0%

100 - GENERAL SURGERY 5B 2175 2015.5 1500 1260.5 92.7% 84.0% 1290 1279.25 645 645.25 99.2% 100.0% 0 0 0 2.63% 92.8% 91.6%

326 - ACUTE INTERNAL MEDICINE 2Y 2325 2020.5 2325 1755.6 86.9% 75.5% 876.06 857.22 584.04 574.08 97.8% 98.3% 0 0 0 18.18% 95.00% 88.3%

100 - GENERAL SURGERY 5A 1937.5 2089.5 1162.5 1090 107.8% 93.8% 1302 1260 651 639 96.8% 98.2% 0 0 0 9.70% 95.0% 88.0%

300 - GENERAL MEDICINE 5X 1552.5 1505.5 1627.5 1672 97.0% 102.7% 589 627 589 738 106.0% 125.3% 0 0 0 1.86% 95.8% 90.0%

300 - GENERAL MEDICINE 5Y 1545 1450.5 1162.5 1295 93.9% 111.4% 883.5 589 589 598.5 66.7% 101.6% 0 0 0 8.42% 98.1% 100.0%

361 - NEPHROLOGY 6A 1860 1482.5 697.5 867 79.7% 124.3% 666.5 695.45 666.5 627.35 104.3% 94.1% 0 0 0 10.27% 93.5% 90.9%

340 - RESPIRATORY MEDICINE 6X [REC] 2790 2602.5 1162.5 1091 93.3% 93.8% 1205.76 1055.04 810.12 744.18 87.5% 91.9% 0 0 0 17.06% 90.4% 85.3%

340 - RESPIRATORY MEDICINE 6Y 1860 1897.5 1162.5 994 102.0% 85.5% 876.06 668.82 584.04 678.24 76.3% 116.1% 1 0 0 3.29% No Data 52.7%

300 - GENERAL MEDICINE 7A 2092.5 1526 1627.5 1681.5 72.9% 103.3% 1147 869.5 573.5 703 75.8% 122.6% 1 0 0 12.02% 84.6% 91.0%

300 - GENERAL MEDICINE 7B 1627.5 1331.3 1162.5 982.5 81.8% 84.5% 860.25 609.75 573.5 572 70.9% 99.7% 0 0 0 12.65% 92.6% 65.4%

303 - CLINICAL HAEMATOLOGY 7Y 1417.5 1417.5 750 727.5 100.0% 97.0% 651 651 325.5 325.5 100.0% 100.0% 0 0 0 0.31% 82.4% 96.9%

100 - GENERAL SURGERY 8A 2110 1913.5 1182.5 1171 90.7% 99.0% 1309.25 1271.25 650.25 602.75 97.1% 92.7% 0 0 0 5.46% 87.0% No Data

192 - CRITICAL CARE MEDICINE 8HDU 4185 4117.5 930 1027.5 98.4% 110.5% 2929.5 2929.5 325.5 325.5 100.0% 100.0% 0 0 0 5.83% 100.0% 100.0%

100 - GENERAL SURGERY 8X 2580 2521 1631 1601 97.7% 98.2% 1596.5 1422 986.5 979.5 89.1% 99.3% 0 0 0 3.62% 99.1% 91.8%

100 - GENERAL SURGERY 8Y 1627.5 1436 1162.5 964 88.2% 82.9% 999.75 731.25 644 614.5 73.1% 95.4% 0 0 0 0.00% 97.2% 92.6%

100 - GENERAL SURGERY 9A 1552.5 1415 465 339.5 91.1% 73.0% 596.75 624.5 129.5 129.5 104.7% 100.0% 0 0 0 0.00% 98.1% 90.0%

192 - CRITICAL CARE MEDICINE 9HDU 1312.5 1312.5 82.5 75 100.0% 90.9% 573.5 573.5 203.5 203.5 100.0% 100.0% 0 0 0 0.00% 100.0% 93.3%

305 - CLINICAL PHARMACOLOGY 9X [3B] 1860 1439.57 1395 1812.83 77.4% 130.0% 876.06 625.72 584.04 854.22 71.4% 146.3% 0 0 0 3.90% 92.4% 92.8%

100 - GENERAL SURGERY 9Y 1530 1221.5 615 440 79.8% 71.5% 620 620 210 170 100.0% 81.0% 0 0 0 0.00% 97.8% 85.1%

303 - CLINICAL HAEMATOLOGY 10Z and 7x 1899 1810 448 448 95.3% 100.0% 1302 1302 325.5 252 100.0% 77.4% 0 0 0
0.60%

100.0% 98.5%

192 - CRITICAL CARE MEDICINE ITU 8917.5 8895 930 811.5 99.7% 87.3% 6237 6226.5 0 0 99.8% - 0 0 0 4.72% 100.0% 100.0%

192 - CRITICAL CARE MEDICINE POCCU 1747.5 1538.5 465 322.5 88.0% 69.4% 976.5 987 0 0 101.1% - 0 1 0 7.85% 100.0% 100.0%

100 - GENERAL SURGERY ESAU 1142.5 1145 630 573.5 100.2% 91.0% 630 630 315 315 100.0% 100.0% 0 0 0 9.42% 97.3% 95.5%

326 - ACUTE INTERNAL MEDICINE AMU 5272.5 4665.56 1395 1461.5 88.5% 104.8% 2920.2 2659.31 1168.08 1135.4 91.1% 97.2% 1 0 0 4.89% 95.5% 98.2%

180 - ACCIDENT & EMERGENCY ED 7207.5 7039.5 465 1395 97.7% 300.0% 3720 5187.5 310 695.5 139.4% 224.4% 0 0 0 2.94% 88.2% 63.8%

320 - CARDIOLOGY CCU 930 930 465 420 100.0% 90.3% 584.04 536.94 292.02 292.02 91.9% 100.0% 0 0 0 0.00% 95.4% No Data

320 - CARDIOLOGY HEC 2325 2259 465 364.5 97.2% 78.4% 876.06 856.1 283.34 283.34 97.7% 100.0% 0 0 0 2.85% 95.4% No Data

110 - TRAUMA & ORTHOPAEDICS Ward 5 BGH 1097.5 1112.5 930 1232 101.4% 132.5% 620 630 310 490 101.6% 158.1% 0 0 0
0.00%

98.7% 100.0%

330 - DERMATOLOGY Ward 4 BGH 833.4 835.39 166 166 100.2% 100.0% 119.2 119.2 119.2 119.2 100.0% 100.0% 0 0 0
8.62%

100.0% 100.0%

120 - ENT Ward 2 BGH 665 700 490 477.5 105.3% 97.4% 525 525 147 147 100.0% 100.0% 0 0 0 0.00% 100.0% No Data

110 - TRAUMA & ORTHOPAEDICS Ward 1 BGH 1236.5 1236.5 768.5 768.5 100.0% 100.0% 703.5 703.5 357 357 100.0% 100.0% 0 0 0 3.54% 100.0% No Data

400 - NEUROLOGY Ward 8 BGH 1297.5 1244.5 1507.25 1426.75 95.9% 94.7% 573.5 573.5 472.75 441.85 100.0% 93.5% 0 0 0 0.00% 100.0% 100.0%

85496.4 80389.32 42363.75 41522.68 93.9% 100.3% 46954.51 44849.03 19339.72 20691.44 92.6% 108.0% 3 1 0 0 5.41% 80.1% 54.2%

Average fill 

rate - care 

staff (%)

Falls  

(moderate to 

severe falls )

C-Diff MRSA Pressure 

Ulcers 

(Grades 2-4)

WQI 

December

WQI January

Division

Day

HCA

Night

Ward name

Registered 

midwives/nurses
Registered midwives/nursesHCA

Day

Average fill 

rate - 

registered 

nurses/midwiv

es  (%)

Average fill rate - 

care staff (%)

Night

Average fill rate - 

registered 

nurses/midwives  

(%)

Sickness and 

Absence

 
 
Key for WQI = R = Red rating [Less than 75%.A = Amber rating [75.1% - 89%].G = Green Rating [> 90%].N/A = no audit conducted in month. 
Sickness absence target = 3.8%
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Exception Report 
 
The following areas have been highlighted due to falling below the 80% staffing trajectory set internally by 
the trust whilst also falling beneath the requirements set out either in the Ward Quality Assessments 
undertaken by the Matrons or from the triangulation of data within the table. The Chief Nurse will monitor 
these areas with the Divisional Chief Nurse and regularly meets with Ward Managers to discuss 
performance and provide additional support.  
 
2Y 
The ward reported a low fill rate of care staff (un-registered nurses) of 75.5% during the day. Whilst there 
are no vacancies for this cohort of staff, the ward is experiencing a significantly higher than average 
sickness rate (18.18%) which is impacting on the ability to fill shifts effectively and an over-reliance on bank 
nurses.  
The ward manager is addressing the sickness on the ward with the support of HR and work has also 
commenced to engage with staff to understand any particular challenges that they experience, so as to 
offer appropriate support. It is acknowledged that this particular ward manages patients with both high 
acuity and dependency and as a result, a review of skill mix is being undertaken to apply professional 
judgement in ensuring the needs of this particular patient group can be fully met whilst staff are 
appropriately supported. 
 
 
4A  
The ward reported a low fill rate for registered nurses of 72% on night duty due to the additional uplift. The 
twice daily staffing huddle ensures that the staffing is matched against acuity and skill mix with staff 
supporting across the clinical area and the use of bank and agency kept to a minimum. The sickness for 
the ward has improved and is below the Trust trajectory, standing at 3.18%. The WQI has been rated as 
Amber for 2 months and for the month of January, the ward was rated as Red for falls, in the main due to 
patient information not being given to patients. A robust action plan has been written by the ward manager 
and monitored at the Divisional Perfect Ward meetings. The ward reported no falls for January.  
 
 
6Y 
The ward reported a low fill rate of 73.6% for trained nurses on night duty. The twice daily staffing huddle 
ensures that the staffing is matched against acuity and skill mix with staff supporting across the clinical area 
and the use of bank and agency being kept to a minimum. The sickness for the ward has improved and 
stands at 3.29% which is just above the trust trajectory. The WQI was rated as red for the month of January 
due to assessment documentation not being of the expected standard and infection prevention and control 
standards not being adhered to. A robust action plan has been written by the ward manager and will be 
monitored at the Divisional Perfect Ward meetings. The Matron has also been asked to closely monitor this 
area by undertaking daily checklists, focusing on the weaker areas identified. The ward reported 1 fall for 
January and support will be given from the specialist team to ensure appropriate interventions are put in 
place for patients determined to be at risk.  
 
 
7B 
The ward reported a low fill rate of 70.9% for trained staff on night duty. The ward is carrying staff 
vacancies and is waiting for newly recruited staff to commence in post over the next few months. Sickness 
absence is higher than the Trust trajectory and stands at 12.6% but is being managed with HR support. 
The WQI had an overall rating of Red for January, they scored three Red standards: Infection Control 
(hand wipes not accessible), Dementia (1 patient giving the overall fail), and Discharge Planning (poor 
documentation and not recording the EDD). Additional support is being given by the specialist teams. The 
lead nurse and matron are currently working together to look at quality improvement measures, this ward 
has had many challenges and requires longer term supportive measure. 
 
9Y 
The ward reported a low fill rate for both trained staff on day duty (79.8%) and care staff on day duty 
(71.5%). Whilst the ward currently has just one vacancy, there remain three nurses who have recently been 
recruited and are due to start soon. Whilst the WQI for January was rated as Amber, there have been no 
other indicators raising concern with no reports of falls resulting in harm, infection rates within expected 
range and no pressure ulcers at grades 2 to 4 reported.  
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National Staffing Guidance 
 
The National Quality Board is currently developing a further publication on nurse staffing. It is believed that 
this guidance planned later for this year will move away from a nurse to patient ratio and instead 
recommend clinical areas are reviewed against their sub specialty and patient acuity. It is anticipated that 
the guidance will move towards an approach that takes into account other members of the MDT who 
provide direct patient care within the ward setting. In light of this awaited report a further assessment will be 
undertaken as part of the trusts 6 month staffing review in discussion with Ward Managers and Matrons.  
 
Matron Checklist 
 
The Matron’s checklist has been launched and is operational; matrons have been asked to complete spot 
checks of their clinical area to give an added quality assurance measure. This has been implemented to 
ensure basic quality measures are met as it is noted that reduced staffing levels can impact on the quality 
of care being delivered. The results of the checklist will be discussed at future Perfect Ward meetings. 
 
Actions being taken to enhance and support staffing levels  
 
Recruitment Update  
 
European recruitment continues to take place and 2 cohorts of registered nurses have arrived from Spain 
with further Skype interviews taking place throughout the month. Future dates are planned for February 
2016. 
 
Monthly Open Events continue to recruit newly qualified and experienced staff and have continued to prove 
successful, with the next taking place 27 February 2016. Internal and external adverts for speciality based 
recruitment continue and a range of media utilised to raise the profile of working at the Trust. 
 
Band 3 and Band 4 interviews have proven to be successful to support areas with high vacancy rates and 
further advertisements are ongoing and the weekly review meetings continue with the senior nursing team 
and recruitment team within HR. 

  
NICE Red flag system/ daily staffing dashboard 
 
The Red Flags system has been launched within the safer staffing operating procedure for staff to escalate 
any concerns and to provide additional support and reassurance to staff throughout their shift.  
 
If a red flag is triggered, further analysis of the staffing establishment will be undertaken within thirty 
minutes, to provide assurance that it is appropriate to meet the needs of the patients. 
 
For the Month of January, 1 red flag incident was raised due to concerns over staffing levels. This area was 
reviewed by Matron and skill mix enhanced as a result, to ensure that the area was safe.  
 
Conclusion 
 
Safe staffing is a key priority and whilst recruitment is on-going additional support has been implemented 
that includes the recruitment of band 3 and 4 staff and the red flag initiative. Further international 
recruitment will also take place within quarter 1 and a planned recruitment campaign scheduled for the 
Philippines at the beginning of April.  
 
On a daily basis, staffing is assessed and actions taken to ensure all areas are safe.  Meeting the safer 
staffing requirements is sometimes a challenge for the organisation, however it is monitored closely on a 
daily basis and reflected within the trusts risk register.  
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Appendix 1 
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Committee Terms of Reference      Madelaine Warburton  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Bill Griffiths  

☐ To note 
X For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  23/02/2016 
Budget: [Please insert]  Security marking:  None 
Funding source: [Please insert]  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive  Team – Oct  15, QGC Oct  15,  Audit  & Assurance, Oct  15   
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
X Patients X Regulators (CCG/TDA, Monitor, CQC etc.) 

X Staff X Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

      Clinical X Financial  X Reputation  
State:  State: To maintain financial viability State: To ensure reputation of the Trust 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Board may establish committees to support it in the discharge of its role.   Whilst the Board must 

establish Audit and Remuneration Committees, the Board may determine which other committees it 

requires.  The Board should be subject to an annual evaluation of its own performance, that of its 

committees and its individual directors.   The annual evaluation will consist of interviews, completion of 

structured questionnaires and a desk top review. The annual review will take place in April 2016 and will be 

reported to the Board thereafter.   

  

2. QUESTION(S) ADDRESSED IN THIS REPORT             

In the interim it has been determined to separate the Board’s Resources and Performance Committee into 

two committees in recognition of the workload to ensure proper scrutiny of issues.    

1) Finance and Performance  

2) Workforce    

The previously approved T of R for R & P Committee has been used and subject to some limited changes 

mainly relating to clarity regarding specific duties.  The terms of references will be subject to a more detailed 

review as part of the annual review of the Board and its committees.  

 

3. CONCLUSION AND RECOMMENDATION                                   

To approve the terms of reference and membership of the Finance and Performance and Workforce 

Committees.   
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Committee Terms of Reference      Madelaine Warburton  

 
COMMITTEE TERMS OF REFERENCE 

Committee Name: Finance and Performance Committee 

Constitution: Finance and Performance Committee is constituted as a standing committee 
of the Trust Board.   

Purpose: The Committee will provide assurance to the Board in relation to financial and 
corporate performance. The Committee will review and advise the Board on in 
year performance against agreed targets and objectives.  
 
The Committee is authorised by the Trust Board to investigate any activity 
within its terms of reference.  It is authorised to seek any information it 
requires from any member of staff and all members of staff are required to co-
operate with any request from the Committee, 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant experience 
and expertise if deemed necessary. 
 
To ensure that risks relevant to the Committee’s purpose are minimised 
through the application of the Trust’s risk management system.   This will 
include, but not be restricted to the consideration of significant risks to the 
delivery of the Trust’s strategic objectives, through review and scrutiny of the 
relevant risks from the BAF and the divisional/corporate risk registers 
requiring consideration in accordance with the risk management policy (risk 
score of 10 or greater).   

Membership: The Committee shall be composed of:  
• 2 Non-Executive Directors of the Trust, one of whom will act as Chair.  
• Chief Executive. 
• Director of Finance   
• Director of HR & OD 
  

Attendance: Meetings of the Committee will routinely be attended by:  
• Director of Operations 
• Director of Strategy & Transformation  
• Deputy Directors of Finance 
• Director of IT  
• Associate Director of Change  
• Associate Director of Corporate Affairs  

 
The Committee will invite additional attendees dependent upon the agenda 
items. 

Quorum: A quorum shall be three and should include one non-executive and one 
executive director.      

Frequency: Meetings will be held monthly.  

Duties: Identify annual objectives of the Committee to inform an annual work plan. To  
produce a report at the end of the financial year which will include an 
assessment of compliance with the Committee’s terms of reference and a 
review of the effectiveness of the committee 
Specific duties include:  
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Finance  
To review the draft annual financial plan, including working capital and cash 
management for recommendation to the Trust Board. 
 
To monitor delivery of the Trust’s  financial targets and objectives including: 

 Cash flow forecast. 

 Overall I & E performance and forecast outturn supported by an 
assessment of quantified financial risks and mitigation opportunities 

 Activity performance and associated income. 

 Quality, Efficiency and Productivity (QEP) 

 Directorates’ monthly financial performance together with financial 
recovery actions plans as appropriate.  

 Monitoring and delivery of capital programme and subsequent 
benefits. 

 The Trust’s Long Term Financial Model (‘LTFM’) 
and make recommendations for corrective action should excess variances 
occur. 
 
To consider the implications of longer term financial strategy for the Trust 
given the NHS commissioning arrangements, resources available and the local 
economy position. 
 
To monitor the Trust position under the commissioning contracts and the 
relationship between activity, income and costs.  
 
To oversee/scrutinise and approve within delegated limits business cases for 
developments or changes in service. To make recommendations to the Trust 
Board in relation to investment cases above delegated limits of the Committee 
and confirm assurance that business cases comply with standards set by the 
Trust and its regulators.   
 
To monitor progress against developments in service and major capital 
schemes. 
 
To ensure development of financial reporting including development of 
service line reporting in accordance with best practice.  
 
Operational Performance  
To monitor delivery of the Trust’s corporate performance. Review and 
scrutinise action plans to address failing targets and/or poor performance.   
 
To assure the Board that appropriate performance management systems are 
in place to deliver agreed targets.    
 
IT 
To oversee delivery of the IT Strategy and Plan and gain assurance that IT 
systems support the delivery of the Trust’s objectives. The Committee will 
make recommendations for improvement where the Trust is not meeting its 
objectives.    
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Health and Safety   
To Assure the Board that there are appropriate arrangements in place to 
ensure that the Trust discharges its H & S responsibilities and monitors 
improvement activity where the Trust is not meeting its objectives.  
 

Sub 
Committees/Group  

The Committee will establish, as necessary, appropriate sub-committees to 
provide assurances and exceptions about specific aspects of finance, 
corporate performance, information technology and H & S. Each sub 
committee will provide a summary of its meeting including key assurances and 
identified exceptions (and associated actions to address).   
 
The following sub committees shall report to the Committee and provide 
assurance in relation to the specific areas of agreed responsibility: 

• Capital Planning 
• IT Programme Board 
• H & S Sub Committee  

Reporting  
Arrangements: 

The minutes of the Committee meeting shall be formally recorded and made 
available to the Board. 
 
A summary of the issues considered, risks identified and assurance provided 
will be summarised in a committee assurance report to the Trust Board.   
 
The Chair of the Committee shall draw the attention of the Trust Board any 
issues which require disclosure to the Trust Board or require executive action 

Other  The Committee will use the Chair’s Log  to: 
• Escalate risk over the threshold delegated to the committee.  
• Escalate decisions outside the delegated authority of the 

committee 
• Communicate gaps in assurance to be addressed by other forums.  
• Commission tasks for other committees 
• Integrate issues which cross the terms of reference of different 

committees 
 

Date Ratified by 
Trust Board: 

February 2016  

Review Date  May 2016  
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COMMITTEE TERMS OF REFERENCE 

Committee Name: Workforce Committee  

Constitution: Workforce Committee is constituted as a standing committee of the Trust 
Board.  

Purpose: The Committee is responsible for providing assurance to the Board of the 

delivery of the workforce strategy and ensure compliance with statutory 

targets and legislation relating to employment of staff.  The Committee will 

also ensure that the Trust’s workforce has the capacity and capability to 

deliver the Trust’s strategic vision through effective management, leadership 

and development, workforce planning and organisation development 

The Committee is authorised by the Trust Board to investigate any activity 
within its terms of reference.  It is authorised to seek any information it 
requires from any member of staff and all members of staff are required to co-
operate with any request from the Committee, 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant experience 
and expertise if deemed necessary. 
 
To ensure that risks relevant to the Committee’s purpose are minimised 
through the application of the Trust’s risk management system.   This will 
include, but not be restricted to the consideration of significant risks to the 
delivery of the Trust’s strategic objectives, through review and scrutiny of the 
relevant risks from the BAF and the divisional/corporate risk registers 
requiring consideration in accordance with the risk management policy (risk 
score of 10 or greater).   
 

Membership: The Committee shall be composed of:  

 Two Non-Executive Directors one of whom will chair the Committee. 

 Chief Executive 

 Director of HR & OD 

 Director of Finance  

 Chief Nurse 

 Medical Director  
  

Attendance: Meetings of the Committee will routinely be attended by 

 Deputy Director of HR & OD  

 Associate Directors of HR & OD 

 Associate Director of Corporate Affairs  

 Deputy Director of Finance  

 Director/Deputy Ops  
 
The Committee will invite additional attendees dependent upon the agenda 
items. 

Quorum: A quorum shall be three and should include one executive director and one 
non-executive.     

Frequency: Meetings will be held monthly  
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Duties: Identify annual objectives of the Committee to inform an annual work plan. To 
produce a report at the end of the financial year which will include an 
assessment of compliance with the Committee’s terms of reference and a 
review of the effectiveness of the committee. 
 
Specific duties include to:  
Review the delivery of the Trust’s workforce strategy and ensure that 
performance management of the workforce is aligned with strategy  
implementation and progress is monitored.  
 
Review performance indicators that are relevant to the remit of the 
Committee  including sickness absence, bank/agency usage and expenditure, 
training, appraisal, staff turnover.  Monitor action plans to deliver improved 
performance where performance below target.  
 
Oversee delivery of specific efficiency programmes improvements relating to 
workforce, for example; the reduction of sickness absence and improved 
recruitment practices in support of the Trust’s cost improvement and quality 
objectives.  
 
Monitor and evaluate Trust compliance with Public Sector Equality Duty and 
delivery of equality objectives 
 
Provide assurance to the Trust of compliance with key legal and professional 
body requirements including revalidation arrangements.   
 
Oversee and scrutinise Trust processes and outputs for workforce planning.  
 
Oversee the development and delivery of a workforce development plan 
based on an annual training needs analysis conducted via the appraisal 
system.  Thereby Ensure education and training plans support the 
development of a competent and capable workforce . 
 
To monitor the effectiveness of the Trust’s Staff Engagement Strategy 
including reviewing staff survey results, monitoring implementation of the 
action plan and effectiveness of arrangements to engage staff 
 
Ensure the development of standardised and improved HR systems and 
policies. 
 
Provide assurance to the Trust Board that HR initiatives in support of 
strategic workforce development are making appropriate progress against 
agreed measures. 
 
Provide assurance that the Trust is compliant with relevant HR legislation and 
best practice.  
 

Sub 
Committees/Group  

The Committee will establish, as necessary, appropriate sub-committees to 
provide assurances and exceptions about specific aspects of   workforce, 
education and organisation development.       Each sub committee will provide 
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a summary of its meeting including key assurances and identified exceptions 
(and associated actions to address).   

Reporting  
Arrangements: 

The minutes of the Committee meeting shall be formally recorded and 
provided to the Board. 
 
A summary of the issues considered, risks identified and assurance provided 
will be summarised in a committee assurance report to the Trust Board.  
 
The Chair of the Committee shall draw the attention of the Trust Board any 
issues which require disclosure to the Trust Board or require executive action 

Other  The Committee will use the Chair’s Log  to: 
• Escalate risk over the threshold delegated to the committee.  
• Escalate decisions outside the delegated authority of the committee 
• Communicate gaps in assurance to be addressed by other forums.  
• Commission tasks for other committees 
• Integrate issues which cross the terms of reference of different 
committees 

Date Ratified by 
Trust Board: 

February 2016  

Review Date  May 2016  
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AUTHOR: John Buck TITLE: Health and Safety Report  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 

☑ To note Sponsor: Chief Operating Officer 

☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  xx/xx/2015 

  Security marking:  None 
  Please note, this report could be subject to FulI disclosure 

Other forums where this has/will be discussed:  Health and Safety Sub-Committee 
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?[Please tick all that apply] 

Key stakeholders: Our compliance with: 

☑ Patients ☑ Regulators (PCT/SHA, Monitor, CQC etc) 

☑ Staff ☑ Legal frameworks (HSE, NHS Constitution etc.) 

☑ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

☑ Clinical ☐ Financial ☑  Reputation 

State:  State:  State: Legally compliant  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

 

This is the latest quarterly update report from the Health and Safety Sub-Committee on activity within the Trust during 

the period 1 October – 31 December 2015.   

 

2. QUESTION(S) ADDRESSED IN THIS REPORT      

 

The question addressed in this report is ‘are we making progress against the health and safety objectives set for 

2015/16.’ 

 

3. CONCLUSION AND RECOMMENDATION       

 

The Team are continuing to communicate, disseminate and support all health and safety matters throughout the Trust. 

The supportive mechanism for disseminating health and safety is through the Trust Health and Safety Sub-Committee 

and the Divisional Health and Safety Groups. 
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MAIN REPORT:  

Key Health and Safety Objectives 2015/2016 

Continue working towards the key objectives indicated on The Health and Safety Forward Plan 2015/2016. 

HSE Site Visit – Safer Sharps 

The Trust is still awaiting feedback in writing from the HSE visit on the 9
th

 September 2015 regarding their investigation 

into safer sharps at the Trust.   

Office of Nuclear Regulation Visit 

The Office of Nuclear Regulation inspected the Royal site on the 13 November 2015 regarding The Carriage of 

Dangerous Goods and Use of Transportable Pressure Equipment Regulations 2009 (CDG) where the transporting of 

radioactive material was investigated.  The CDG refers to the European Agreement concerning the International 

Carriage of Dangerous Goods by Road (ADR). The Principal Inspector confirmed the Trust had demonstrated that many 

aspects of our operations, such as general management system, general training, maintenance and testing of type A 

packages and physical security provisions readily meet the requirements of CDG/ADR. However there were other 

aspects of the Trust operations required improvements under the requirements of the relevant transport regulations 

and to feedback to the ONR with evidence of how these shortfalls have been rectified by 27 January 2016.  Where the 

Department of Radio pharmacy are taking the lead on this investigation, the Health and Safety Team offered support. 

Asbestos Project Management 
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Where asbestos has been present, The Health and Safety Manager (nominated Person Responsible for Asbestos) has 

supported many planned, non-planned, capital and small works projects across the Trust, ensuring the correct 

management of asbestos during works and where necessary, the appropriate removal of or encapsulation of asbestos.   

Projects where asbestos has been removed this quarter: 
 Completion of major asbestos abatement works undertaken for the installation of the new module vascular 

theatre over 14 phases of works 
 Estates and Mortuary Building for Carillion Construction enabling works for the new hospital 
 As well as supporting IED and Carillion FM in planned works where asbestos will have an impact  
 As well as supporting all emergency and planned maintenance works undertaken by Carillion FM 

 
Projects scheduled for Quarter 4 2015/2016 include: 
 

 Completion of abatement works for Pembroke House  
 Asbestos Re-Survey of RLUH Site; priority being retained estate starting with the Dental Hospital in January 

2016 
 Veolia Energy Centre; major asbestos abatement works for Carillion Construction enabling works for the new 

hospital 
 Steam and oil link within the Veolia Energy Centre 
 Perfect wards programme ahead of the CQC visit in march 2016 

  
Reporting of Incidents and Dangerous Occurrences Diseases (RIDDOR) 

During the period from 1 October – 31 December 2015 the Trust has reported 413 incidents (non – clinical) to the 

Health and Safety Team and of the 413 reported Incidents, 3 Incidents were classified as reportable incidents to the 

Health and Safety Executive under the RIDDOR. 

Date Directorate Incident Type 

17/11/2015 Liverpool Clinical 

Laboratories 

Control of Infection/ Decontamination 

Issues 

09/12/2015 Medicine Falling Incident 

25/12/2015 Medicine Patient Injures (other) 

 
Central Alerting System (CAS) 
 
 National Patient Safety Agency (PSA)  
 

We have received 4 PSA alerts for the period of the 1 October – 31 December 2015, 3 of which was relevant to 
the Trust. Of the 3 that have been confirmed as relevant to the Trust, actions are ongoing within the specified 
date for completion. 
 

 Medical Device Alerts (MDA) 
 

The Trust has received 4 MDA alerts for the period 1 October – 31 December 2015.  Of the 4 MDA Alerts 

received, 3 were relevant to the Trust and all actions associated with these alerts have been completed/ actions 

are ongoing within the specified date for completion. 

 Estates and Facilities Alert (EFA/EFN) 
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 We have received 24 EFA/EFN alerts for the period of the 1 October – 31 December 2015.  Of the 24 EFA/EFN 
Alerts received and all actions associated with these alerts have been completed or actions are on-going within 
the specified date for completion. With the expectation of EFN 2015 04 which is currently in breach of 
compliance and Trust CAS Liaison Officer has contacted the Department of Health for additional information to 
allow for this alert to be actioned.  

 
Policy Updates 
 
The following policies have been reviewed, updated and ratified and published between 1 October – 31 December 2015 
  

 PPE Policy 

 Major Incident Plan 

 Trust Business Continuity Plan 
 
Policies due for ratification in Quarter 4: 
 

 Water Safety Policy 

 Radiation Policy 
 
New Hospital-Related Projects 
 
The fortnightly Whole Site Logistics Meeting continues to provide information for stakeholders to cascade to teams 
regarding the impact of redevelopment works within the Royal site and the impact the enabling works for the new 
hospital has on the Royal site.  The meetings have improved communications and raised awareness regarding the works 
across the site. 
 
Other Projects 
 

 Energy Centre where Carillion Construction will undertake enabling works within retained estate 
 Health and Safety support to the Infection Control Team and Diabetes Team regarding the introduction of safer 

devices for insulin administration 
 Roll out of health and Safety Audit 
 Health and Safety support for the Flu Task and Finish Group 
 Health and Safety support for the relocation of Substation 7  
 Complex crane lift for generators within the new energy compound 

 
Health and Safety Team Development 
 
NEBOSH: National Diploma in Occupational Health and Safety: two members of the health and safety team are currently 
studying for their Diploma.  
 
Health and Safety Team  
 
Trust Health and Safety Advisors have undertaken health and safety tours with managers and risk assessors within 
specific areas of the Trust. These have proved to be very successful in providing support and guidance to staff and the 
environment within these areas. 
Trust Health and Safety Advisors have also provided Health and Safety risk assessor drop in session and awareness 
sessions for all staff and have communicated this information to all the Divisions and has also been published through 
the in touch. 
 
CONCLUSION & RECOMMENDATION       
 
The team continues to work closely with all Divisions/ Directorates through the Health and Safety Divisional Groups and 
supporting and advising in all aspects of health and safety legislation. 
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TITLE: Review of Standing Financial Instructions and the Scheme of 

Reservation and Delegation 

AUTHOR: Jill Boggan, Assistant Director 

of Finance (Financial Accounts) 

Purpose of paper Key facts 
y For assurance 

 
Sponsor: John Graham, Director of Finance / Deputy Chief Executive 

      To note 
 For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  23/02/2016 
  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has been discussed:  Audit and Assurance Committee (4th February 2016)  
 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
 ☐ Patients Yes Regulators (CCG/TDA, Monitor, CQC etc) 

 ☐ Staff Yes. Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

 ☐ Clinical y Financial  Y Reputation  
State: Safe staffing levels.  State: [Please insert] State: Published in the public domain. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The Trust’s Standing Orders (SOs), Standing Financial Instructions (SFIs) and Scheme of Reservation and Delegation 

(SORD) are subject to regular review by the Audit and Assurance Committee for final approval by the Trust Board.   

 

The Audit and Assurance Committee undertook a review of the updated SFIs and SORD at the October 2015 

meeting and subsequently the committee requested a review by the Trust’s internal auditors (MIAA) to provide 

assurance that there were no omissions from the documents. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

SFIs and SORD review: 

MIAA recommended that a section be inserted into the SFIs in respect of Quotations, Tendering and Contract 

Procedures. They noted that whilst the procedures were detailed in the SORD, a section would normally be included 

within the SFIs.  

 

As a result, an additional section has been added to the SFIs (Pages 36 to 44) which can be seen through the 

separate link on eShare and in the Shared Documents in Virtual Boardroom. The updated SFIs were agreed by the 

Audit and Assurance Committee on 4 February 2016.  

 

Additionally, following the review of the SORD by the Trust Board on 24th November 2015, the SORD has been 

updated to reflect the requirement for Trust Board ratification of individual compensation payments in excess of 

£100k prior to submission to the NHS TDA for approval.   

 

3. CONCLUSION AND RECOMMENDATION 

The Board is asked to approve the inclusion of the Quotations, Tendering and Contract Procedures in the Trust’s 

SFIs as agreed by the Audit and Assurance Committee on 4th February 2016. 
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Board Code of Conduct     
This Code is written to support the Trust’s Standards of Personal and Business Conduct Policy.  
As members of the Trust Board we will adhere to the seven principles of Public Life (Nolan 
Principles):   1. Selflessness, 2. Integrity, 3. Objectivity, 4. Accountability, 5. Openness, 6. Honesty, 
and 7. Leadership.    
 
Our Board Code of Conduct has been defined against the Trust values and reflects how we will 
operate as the  Board of Directors. 
 
Patient centred 
We will: 

 Ensure that the interests of our patients, in terms of quality of care and experience,  are 
central to all our decisions.   

 Ensure decisions are based on sound evidence and are clinically driven for the benefit of our 
patients.   

 
Professional  
We will  

 Maintain our professional competence including a sound understanding of the external 
environment, considering future risks and opportunities.   

 Operate as a unitary Board, positively  contributing to meetings and collectively supporting 
the implementation of decisions made by the Board 
 

Open and Engaged  
We will  

 Actively listen to our patients, staff, colleagues, partners and external bodies and ensure 
that we adopt good practice and learn from our mistakes. 

 Treat everyone fairly by active listening,  recognising the  skills and experience  of others,   
encourage diversity of views supporting each other through effective challenge, 
 

Collaborative 
We will:  

 Establish effective networks, contacts and partnerships both within and outside Trust, for 
the benefit of our patients valuing the contributions from others.   

 Operate as a unitary Board, with each member demonstrating the ability to think 

strategically and contribute to areas outside their specialist field. 

 
Creativity 
We will  

 Positively seek opportunities to maintain the sustainability of the Trust whilst managing risks 
in accordance with our risk appetite statement.   

 Create a culture of innovation both within the Trust and with external stakeholders to 
deliver our vision for a life science campus to improve the health and wellbeing of the 
population.  
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Acronym Term Definition 

 95
th

 percentile The 95
th

 percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 Accountability The requirement to report and explain performance 

 Active pathway  

AMI Acute myocardial infarctions Commonly known as a heart attack. 

AHP Allied health professionals  

 Block patients  

BAF Board Assurance 
Framework 

A register of the major strategic risks to the Trust and what is being 
done to manage them. 

BMT Bone marrow 
transplantation 

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells. 

CAS Central Alerting System Provides safety alerts. 

CAUTIs Catheter Associated Urinary 
Tract Infections 

Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter. 

CCG Clinical Commissioning 
Group 

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services. 

CCSS Core Clinical Support 
Services 

 

CDT Clostridium Difficile Toxin 
infection 

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory. 

CLRN Comprehensive Local 
Research Network 

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research. 

CPE Carbapenemase-producing 
Enterobacteriaceae 

CPE is the name given to a group of bacteria that have become very 
resistant to antibiotics. Many of these bacteria usually live harmlessly 
in the gut of humans or that of animals and help to digest food. 
However, if they get into the wrong place such as the bladder or 
bloodstream they can cause infection. 

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England. 

CQUIN Commissioning for Quality 
and Innovation 

 

 Day cases An elective patient admitted during the course of a day for treatment 
that does not require the use of a hospital bed overnight. 

DNAs Did Not Attends Outpatient appointments where the patient failed to attend. 

DoH Department of Health  

DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 
develops in the legs and/or pelvis. 

EBITDA Earnings before interest, 
tax, depreciation and 
amortisation 

A measure of the performance of the “underlying business” ie 
surplus/deficit from day to day operations. 

 EBITDA margin This compares the actual EBITDA to the income achieved. 

   

 Elective patients Patients for whom a procedure is performed by choice and planned. 

ECIST Emergency Care Intensive 
Support Team 

 

EDMS Electronic Document 
Management System 

 

ESBL Extended Spectrum Beta-
Lactamase 

The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory. 
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Acronym Term Definition 

FT Foundation Trust  

FY Full Year  

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine. 
 

 Global trigger tool  

H&S Health & Safety  

HCA Health Care Assistant  

HRG Healthcare Resource Groups  

HSMR Hospital standardised 
mortality ratio 

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average). 

 I&E surplus This is the retained surplus as a percentage of revised income. 

 Inpatients A patient who occupies a bed for at least one night. 

LCRN Local Clinical Research 
Network 

 

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient 

 Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs. 

 Level 2 complaints More formal complaints. 0-25 working day response time. 

 Level 3 complaints  

 Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 
easily realisable) assets. 

 Locums A person who temporarily fulfils the duties of another.  

 Mandatory Training A legal requirement for all staff to be trained in certain subjects 
(currently 8 subjects every 2 years) under health and safety legislation 
and guidance. 

 Mentors Person shares knowledge, skills, information and perspective to foster 
the personal and professional growth of someone else.  

MHA Mental Health Act  

MRSA Methicillin-resistant 
staphylococcus aureus 

The number of MRSA bloodstream infections reported measured as an 
absolute number against an agreed trajectory. 

MSSA Methicillin-sensitive 
staphylococcus aureus 

The number of Trust attributable MSSA bloodstream infections 
reported, measured as an absolute number against an agreed 
trajectory. 

MINAP Myocardial Infarction 
National Audit Programme 

Audits data completeness and validity. 

NICE National institute for health 
and clinical excellence 

A special health authority of the English National Health Service (NHS), 
serving both English NHS and the Welsh NHS. 

NIHR 
league 

National institute for health 
research league 

The league table looks at the number of studies undertaken by each 
individual Trust, and the number of patients they recruit into those 
studies. 

NPSA National patient safety 
agency 

 

NSS National Student Survey  

 Never events  

 Non-elective patients Patients for whom a procedure is performed as an emergency. 

 Non-referred patients Patients who have come to the hospital without a referral from a GP or 
another hospital. 

NTDA National Trust Development 
Authority 

 

NQA Nursing Quality 
Assessments 

Aggregate rating of 11 standards within Nursing Quality Assessments 
audits. 

NQI Nursing quality indicators Monthly Audit programme across wards collecting information in 
relation to falls, medication, observation, pressure area care, infection 
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control, nutrition, pain, nurse cleaning elements, discharge & transfer. 

Acronym Term Definition 

 Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 
clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs. 

PAS Patient Administration 
System 

 

PEMS Patient evaluation 
management system 

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator. 

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission. 

PROMS Patient reported outcomes 
measures 

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention. 

 Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework. 

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs. 

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13. 

 Primary coding  
 

PFI Private finance initiative A way of funding public infrastructure projects with private capital. 

 Prophylaxis Any medical or public health procedure whose purpose is to prevent, 
rather than treat or cure a disease. 

QEP Quality Efficiency 
Programme 

 

QOF Quality and outcomes 
framework 

The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs. 

 Referred patients  Patients referred by a GP or another hospital. 

RIDDOR Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations  

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences. 

 Responsibility The duty to deal with something 

ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 
Calculated by dividing a company’s annual earnings by its total assets. 

ROI Return on Investments A performance measure used to evaluate the efficiency of an 
investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment. 

RCA Route Cause Analysis   

RLBUHT Royal Liverpool & 
Broadgreen University 
Hospitals Trust  

 

R3m Rolling 3 months Looks at the average of the last 3 months. 

 Secondary coding  

 Spells A continuous period of inpatient care within the hospital. 

SUIs Serious untowards incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises. 

SQA  Service quality assessment  

SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 
fiscal policy as dictated by the Dept of Health at a regional level. 

SHMI Summary hospital-level SHMI is a hospital-level indicator which reports on mortality at trust 
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Mortality indicators level across the NHS in England. 

Acronym Term Definition 

TARN Trauma Audit and Research 
Network 

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage. 

 U’perf ward/dir Shows the number of underperforming wards or directorates. 

TTO To Take Out  

VRE Vancomycin-Resistant 
Enterococci 

The number of Trust attributable VRE (Vancomycin Resistant 
Enterococci) bloodstream infections reported, measured as an absolute 
number against an agreed local trajectory. 

VTE 
assessment 

Venous thromboembolism The rate of admissions where an assessment for VTE (Venous 
thromboembolism) has been carried out based on the clinical criteria of 
the national tool, including those patient sets assessed using an agreed 
cohort approach. 

YTD Year to date Year-to-date is a period, starting from the beginning of the current 
year, and continuing up to the present day. The year usually starts on 
January 1 (calendar year), but depending on purpose, can start also on 
July 1, April 1 (UK corporation tax and government financial 
statements), and April 6 (UK fiscal year for personal tax and benefits). 
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