
 
TRUST BOARD MEETING AGENDA – PUBLIC 

Date: 25th October 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 27 September 2016  
To approve the minutes of the Board of Directors 

BG 3 

3. Rolling Action Tracker 
To discuss any outstanding actions 

BG 15 

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. 
 

Board Assurance Framework Q2 2016/17 Review 
To discuss and approve the proposed scores, controls and assurances provided. 

MW 90 

10. Winter Plan 
To note and the report and support the initiatives included in the paper. 

DMcL 96 

11. Single Oversight Framework  
To note the report and consider the implications of the Single Oversight Framework. 

MW 101 

12.  Safe Staffing September 2016 
To note the report and the work taking place, which in turn will improve the overall 
safe staffing position. 

LG 108 

13. Board and Committee Review 2016 
To consider the outcome of the evaluation and determine what changes are 
necessary  

MW  
115 

14. Emergency Preparedness, Resilience and Response Annual Report 
To note the report. 

DMcL 123 

15. 
 

LCRN Quarterly Performance 
To note the report. 

PW 128 

16. Patient Safety and Mortality Quarterly Update 
To note the report. 

PW 132 

 

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 142 

 

Finish Time: 12.30pm 
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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. 
Trust Strategy 2025 – deferred to November 2016 
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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 27 September 2016 at 10am  
Conference Room, Royal Liverpool University Hospital 

 
Present:  Bill Griffiths (BG)      Chairman    
  Aidan Kehoe (AK)     Chief Executive 
  Mike Eastwood (ME)    Non-Executive Director 
  John Graham (JHG)    Deputy Chief Executive/Director of Finance 
  Lisa Grant (LG)     Chief Nurse 
  Prof. Malcolm Jackson  (MJ)  Non-Executive Director 
  David Killworth (DK)         Assoc. Non-Executive Director (Item 16/145 

onwards) 
  Geoff Stewart (GWS)     Non-Executive Director (Item 16/136 

onwards) 
  Dr Peter Williams (PW)   Medical Director 
  Neil Willcox (NW)   Non-Executive Director 
 

     In attendance:   Stella Clayton (SC)  Acting Director of HR and OD/Associate    
Director of Education & Learning 

  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: Alison Ewing (AW)  Clinical Director of Pharmacy (Item 16/147 
only) 

 Arpan Guha (AG)  Associate Medical Director & Director of 
Medical Education (Items 16/131 and 16/132 
only) 

 Mark Lawton (ML)  Consultant, Sexual Health (Item 16/129 only) 
 Mark Grimshaw (MG)    Corporate Governance Manager (Minutes) 
                  
External  
Attendees:         Simon Webb (SW) Project Leader, Carillion (Item 16/145 only) 

  John Wignall (JW) Commercial Manager, Carillion (Item 16/145 
only) 

 
Apologies:         Angela Phillips (AP) Non-Executive Director 
      
 
16/123 Introduction, Apologies and Declaration of Interest  
 

BG welcomed members of the public (3), shadow governors (3) and staff (2) to the 
meeting.  
 
No interests declared.   

 
16/124    Minutes of the Trust Board Meeting held on 26 July 2016  
  
 The minutes of the meeting held on 26 July 2016 were agreed as a true and 

accurate record. 
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16/125 Rolling Action Tracker 
 
 No overdue actions noted. 
 
16/126 Urgent Matters Arising 
 
  No issues noted. 
 
16/127 Chair’s Update 
 
 No issues noted. 
 
16/128  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.    

 
 On behalf of the Audit and Assurance Committee, NW noted that the Internal Audit 

Plan for 2016/17 had been agreed. There were several actions that required follow 
up from the external audit findings and the Committee would continue to seek 
assurance that these had been completed. A presentation on Service Line 
Reporting had been received and it was hoped that this would become a useful 
management tool for improving decision-making.  

 
 With regard to the Quality Governance Committee, ME noted that areas of current 

focus included the impact and implications of never events and serious incidents 
including resources and ensuring that robust governance / reporting arrangements 
were in place for Liverpool Clinical Laboratories.  

 
 ME reported that the Charitable Funds Committee had received some challenge 

from the Trust’s clinicians regarding the allocation of existing charitable funds 
towards the new Royal appeal.  The lines of authorisation had been confirmed 
whilst recognising that the decision should have been communicated more widely.  
The aim of raising £10m for the new Royal remained a significant challenge for the 
Trust and the Committee remained committed to support R Charity in gaining 
momentum in their appeal. 

 
 The Board noted the report.  
  
16/129 Patient Story  
 
 ML joined the meeting.  
 
 ML presented two patient stories from the Sexual Health Service. The first story 

related to a patient who had been referred to the service from a hostel for asylum 
seekers. The patient had been raped by four men in the hostel and once referred it 
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was found that he could not speak English. The service made effective use of 
language line to support communication and worked closely with social services to 
ensure that the patient received the necessary support. The second story related to 
a patient who had presented for a sexual health screen. A rapid HIV test had been 
undertaken which had indicated a weakly positive result. Confirmatory blood tests 
were sent for and the patient was contacted four days later. The patient was HIV 
negative but had a high viral load in the blood. A course of treatment was begun 
immediately and a month later, the viral load was undetectable. This story 
demonstrated the importance of quick diagnosis and treatment. ML continued to 
outline the trends and challenges the service was facing. It was noted that 
instances of several sexually transmitted diseases were on the increase. In 
response, the service was working with partners including public health to promote 
healthy practices. It was also noted that the service was taking part in a significant 
amount of research to develop new treatments. 

 
 BG queried whether the position of the Sexual Health Service within the hospital, 

which was a distance from the main entrance, was a disadvantage. ML noted that 
the anonymity that the current position provided was an advantage. AK questioned 
what the main drivers were behind the increase in sexual health issues. ML 
reported that this was mainly attributable to changing societal practices and norms. 
JHG noted the positive messages emerging from the patient stories regarding the 
efficacy of language line, partnership working and the accessibility of results over 
the weekend. JHG queried whether there was anything more that could be done in 
terms of promotion and communication. ML stated that within a communications 
strategy there was a balance to be struck between tackling complacency without 
engendering fear.  

 
 SC stated that it was important to recognise the passion and expertise of staff 

within the service and which it was agreed that they should be congratulated.  
 
 The Board thanks ML for the presentation. 
 
 ML left the meeting. 
 
16/130 Trust Executive’s Report 
 
   AK reported that the previous month had brought some significant successes. AK 

highlighted the CQC inspection rating of ‘good’ for both the Royal and Broadgreen 

hospital sites. The Trust had been designated as one of 12 centres of Global Digital 
Excellence which would bring significant investment over the next three years. 
Progress was being made with the Accelerator and a celebration event for the 
allocation of the 3rd tranche of funding from the Liverpool Community Fund was 
held.  

 
 There had also been some disappointments in the month. The bid to establish a 

fully funded Biomedical Research Centre (BRC) had been unsuccessful. A 
complete review would be undertaken alongside the University of Liverpool to 
ensure that lessons were learned. AK also drew attention to the significant pressure 
that the NHS was facing, particularly in terms of ensuring effective patient flow 
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through the hospital. The Trust was working with partners to ensure that the 
necessary systemic change was enacted. 

 
 Directors highlighted key issues relating to their reports. 
 
 With regards to the Transformation Programme, DMcL noted that Carillion were 

attending the private session of the Board to provide an update against the 
construction programme. It was noted that the commercialisation of the accelerator 
had been ‘red’ rated and it was queried when this would improve. JHG reported that 
a plan was being developed alongside LSTM and visits were planned with 
prospective tenants later in the month.  

 
 JHG noted that there had been an element of slippage on the capital programme as 

a result of the delay on new build. 
 
 In terms of patient safety, LG reported that work was continuing to improve 

performance on infection prevention and control. Additional training was in place for 
staff and deep cleaning was being undertaken. There had been an incident of 
MRSA in the month. A root cause analysis had been undertaken and the incident 
was due to a lapse in practice. An MRSA screening report was being escalated to 
the matron huddle meetings and action being taken to ensure that key messages 
were being communicated to staff. 

 
 PW noted that there were no never events or serious incidents in August. However, 

attention was drawn to a previous never event which related to a misplaced NG 
tube. This had been highlighted as a national issue and NPSA had issued a patient 
safety alert for the attention of trust boards. This reflected a general trend of placing 
the responsibility for reacting to patient safety alerts at trust board level. Training for 
NG placement was not included in junior doctor training so the Trust was 
reinvigorating its own training practices to ensure good practice. ME confirmed that 
the Quality Governance Committee would pick up the issue to provide additional 
assurance to the Board. 

 
 DMcL noted that a detailed paper on 4 hour performance was included on the 

private agenda but highlighted that the Trust did not achieve the 95% standard for 
emergency care in August against the submitted trajectory. The Trust had achieved 
the diagnostic waiting time and cancer targets for the month. The ‘Did not Attend’ 

(DNA) rate had also improved to 10.1%. This reflected work being undertaken to 
improve outpatient processes. PW added that the Trust’s SHMI mortality indicator 

was the best it had ever been (100.0). PW stated that this could be attributed to 
several factors but noted the importance of work to improve sepsis treatment as 
particularly important.  

 
 LG highlighted that improvements to the complaints’ processes remained a priority.  

July saw 100% compliance for response rates for the first time. Further work was 
planned to improve the quality assurance of responses with directorates. LG also 
drew attention to an improved response rate for the friends and family test. Work 
continued to sustain this target which had been enhanced since introducing post-
boxes and postcards at ward / departmental level. 
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 Reporting on the ward dashboard, LG stated that meetings were held with ward 

managers in areas with challenges. LG noted that qualitative and quantitative data 
was triangulated to identify potential issues. In terms of patient safety, ME stated 
the importance of including safeguarding data into the overall report. NW queried if 
an update was available on the recruitment of nursing staff from the Philippines. LG 
confirmed that the first cohort would join the Trust in November 2016. Once staff 
had joined, a review would be undertaken to consider whether the initiative had 
been a success and whether it would be repeated. This would be reported to the 
Workforce Committee. 

 
 JHG reported that at a national meeting earlier in the month there had been a clear 

message that trusts should be vigorously aiming to achieve the control totals set.  
At month 5 the Trust had planned to generate a £3.152m surplus. The Trust was 
reporting a balanced income and expenditure position and therefore had a £3.152m 
adverse variance against plan.  The position was being supported through the use 
of the Trust’s reserves and these would be exhausted before the year end. 

Therefore, achieving the control total was dependent on the QEP Programme and 
the Financial Improvement Plan (FIP) generating savings. Work continued to 
improve the Trust’s cash position and the point in which external support would be 

required was likely to be early 2017. There was daily contact with Department of 
Health colleagues and they were actively managing the situation. 

 
 PW highlighted NHSI’s new regulatory regime – the Single Oversight Framework 

(SOF) and queried whether the focus on income and expenditure as key measures 
and how this would impact on the Trust. JHG stated that it was likely to change the 
Trust’s rating and noted that a briefing on the SOF would be provided at the 

October 2016 Board. ME queried if there had been an improvement on the HR 
budget line. JHG stated that there was an underlying pay pressure of around £0.5m 
per month which the Trust was exploring through reviewing establishment figures. 
On enhanced rates of pay, the work carried out would have an impact and this 
would be seen at the end of the calendar and financial year. JHG noted that 
planning guidance had been issued earlier than usual for this year and undertook to 
provide a briefing on this to the October Board. 

 
 Action: To provide a briefing on the issued financial planning guidance to the 

October 2016 Board. 
 
 SC reported that the annual rolling percentage for July’s sickness absence was 

5.17%, an increase from May (5.08%). Whilst sickness had increased, SC noted 
that the service was now able to better analyse sickness data to identify key areas 
for action. Meetings were being held with the Divisional Directors of Operations, the 
General Managers and HR representatives to discuss sickness absence data, to 
monitor actions being taken and their effectiveness and to be confident that the 
actions planned were robust. It was noted that over 2,500 staff had not had a day 
off sick for 12 months. This was a positive message that would be reflected in future 
communications around sickness absence. Mandatory training remained short of 
target – 88.64% against a revised target of 100% for all available staff. Efforts 
continued to support managers and staff to improve on this. Action included the 
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distribution of additional mandatory training data, including DNAs and a more risk 
assessment approach to reporting Mandatory Training compliance. There would 
also be sanctions for staff for non-compliance. With regards to the Junior Doctors’ 

New Contract, the Trust was continuing with the implementation of all aspects of 
the new contract in accordance with the national timeframe, with the first Junior 
Doctors transferring to the new contract on 7th December 2016 (57 F1 doctors). 

 
 SC highlighted that significant progress had been made on reducing agency staff 

and recognition had been received from NHSI. The Trust was advising other trusts 
on processes for making improvements. Despite this, the Trust was not complacent 
and recognised that further work was required to continue to drive improvement. 
BG queried what actions the Trust could take to reduce sickness absence. SC 
reported that steps were being taken to ensure that the sickness absence policy 
and the triggers therein were being applied robustly. Alongside this a 
communications plan was being developed to highlight the impact that sickness can 
have on a team and the Trust as a whole. ME stated that the board report needed 
to include references to these initiatives and their impact. NW added that it would 
also be useful to have a trajectory included with interim targets. 

 
 Action: To update the ‘people’ board report to include actions being taken to 

reduce sickness absence and their impact, trajectories and interim targets. 
 
 NW asked whether there was an update on the potential industrial action by junior 

doctors. PW reported that it was highly unlikely that a 5 day strike would go ahead.  
The junior doctors remained opposed to the new contract and discontent was high. 
DMcL added that the risk had reduced from a ‘20’ rating to a ‘10’. A number of 

patients had been re-scheduled and this was likely to have an impact on DNA rates. 
 
 DW reported that since the roll out of the Paper Free Health Record (PFHR) five 

months previous, the system was ‘live’ in clinics and there were now 29,000 
digitised patient records. AK queried if feedback had been provided by the 
respective areas. DW noted that feedback had been generally positive although 
there were challenges in certain areas due to the nature of the care and where the 
technology required further refinement. There had been a pilot of ward 3Y for 
electronic observations in preparation for the new move. This included the use of 
sensor technology and it was hoped that it would lead to an improvement in 
Advancing Quality and contribute towards the QEP programme. 

 
 With regards to the stakeholders report, HS highlighted that an additional metric 

had been included regarding R Charity performance. The campaign was currently 
at £5m against a target of £6.2m.  The main risk to performance related to trusts 
and grants fundraising and as a result the approach used had been reviewed. 
Going forward there would be a focus on benefits and outcomes within the bids. 
There was also further work to be carried out in terms of communicating and 
engaging with clinicians around fundraising. This could potentially yield significant 
results. ME stated that there was a risk that the target would not be reached and 
that this should be reflected in the risk register. 
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 In terms of the risk register, LG noted that a new risk had been added relating to the 
potential junior doctor industrial action. As previously noted that had been 
downgraded from a ‘20’ to a ‘10’. The risk management policy would be brought to 

the October 2016 Board and this would include a refreshed risk appetite statement. 
 
 
16/131 GMC National Training Survey 2016 
 
 AG joined the meeting 
 

The Board considered the Annual GMC survey of all trainees working in the 
organisation. AG reported that the survey included all aspects of training service 
provision with specific quality domains and reported immediately on patient safety 
and Bullying and Harassment issues. KPIs were reported back to CQC. 
 
AG noted that the survey results demonstrated that the Trust medical education 
service had made yearly progress as evidenced by a lower rate of GMC safety 
alerts and RAG rating of specialities (more ‘greens’ than ‘reds’). In terms of the 
latter, AG explained that a speciality could have several ‘red’ ratings but not be 

placed in special measures if it could be demonstrated that a robust plan was in 
place to initiative improvements.  
 
In terms of benchmarking, AG reported that the Trust compared well with similar 
sized trusts in the region and across the country (equal to or better than most). 
Salford was the highest performing organisation and the Trust was working towards 
this as an aim. The Trust, given its size and breadth of service, had one of the 
lowest complement of staff in education compared to similar trusts in the region and 
nationally. This was being managed through the use of technology but as reporting 
requirements escalated it was likely that additional administration resource may be 
required.  
 
SC queried whether national issues had and would affect the survey results. AG 
confirmed this and stated that national issues would likely have a greater impact in 
future years as the new contract was put in place and staff figures continued to 
decrease. 
 
The Board noted the report. 

 
16/132 Health Education England North West Quality Monitoring Visit 2016 
 

AG explained that the Trust was commissioned by Health Education NW (HENW) 
to provide training and Education to junior doctors under the Learning and 
Development Agreement. The report provided an overview of the HENW inspection 
of that provision. 
 
Overall, the report was satisfactory with no immediate responses necessary and it 
was noted that the quality of the Trust’s teaching and training of medical trainees 
was satisfactory with no significant concerns. There had been three non-immediate 
concerns highlighted which the Trust had responded to. A pleasing aspect of the 
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findings was that the HENW had identified a positive learning and patient safety 
culture in the organisation. 
 
ME noted that there was an open invitation from the Quality Governance 
Committee if any further support was required in this area. 
 
The Board noted the report. 
 
AG left the meeting 
 

 
16/133 CQC Report 
 

LG reported the CQC undertook an announced inspection of the Royal Liverpool 
and Broadgreen site (the dental hospital was not included within the inspection) in 
March 2016 with a follow up unannounced inspection on 30th March 2016. The 
Trust received a rating of ‘good’ for both the Royal and Broadgreen sites. A quality 
summit was held on 5th September 2016 with the CQC and other stakeholders to 
discuss the report’s findings and actions being taken to continually improve the 
quality of care and services provided. 
 
The report acknowledged the caring and compassionate care provided by staff at 
the Trust and a number of areas were acknowledged for their outstanding practice 
which included Urgent care, Critical Care and End of Life Care. Areas of 
improvement that impacted on the fundamentals of care included the fit and proper 
persons test in relation to director documentation, improvements to the duty of 
candour process and policy and in relation to safe care and treatment of medicines 
storage, the sharing of equipment and the recording of fridge temperatures. An 
action plan in response to these areas has been returned to the CQC as requested. 
In addition to this the Trust has developed an action plan that also includes areas of 
improvement highlighted within the report. This will be monitored by the Quality 
Governance Committee going forward. A meeting would be held with the CQC prior 
to the end of calendar year to discuss progress. 
 
BG noted the positive feedback provided by the report and thanked all those 
involved. 
 
The Board noted the report. 

 
16/134 Quality Plan 2016-17 
 

LG explained that the Quality Plan had been developed to provide a direction of 
travel for the Trust with regards to maintaining and enhancing patient safety and 
experience, clinical effectiveness and in supporting the Trust strategy.  . The plan 
had been agreed by Quality Governance Committee and commissioners were 
satisfied with the contents of the plan. 
 
The Board noted the report. 
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16/135 Medical Annual Appraisal and Revalidation 
 

PW explained that NHS England required the Trust Board to receive an annual 
report on the implementation of revalidation. A Statement of Compliance with the 
Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013) 
signed by the Chief Executive Officer was required by NHS England by the end of 
September each year. 

 
The report outlined the Trust’s position as of 31 March 2016 with regard to 
compliance with revalidation requirements and provided an update on progress 
made during the previous year. PW noted that overall there had been an 
improvement in performance with the number of trained appraisers increased. JHG 
highlighted an issue around induction which had been noted with the GMC Survey 
and queried whether action as being taken to improve this. PW explained that the 
documentation was nationally mandated and did not include induction but there 
was recognition that inductions and handovers required improvement. Steps would 
be taken to make changes to the processes. 
 
The Board approved the progress report and noted continued support to the staff, 
systems, policies and procedures to meet the requirements for revalidation. 

 
16/136 Safe Staffing August 2016 
 
 GWS joined the meeting. 

 
LG reported that ensuring that staffing levels and fill rates were at a safe level was 
an on-going challenge. Assurance was provided that professional judgement was 
made through the matron huddles and duty manager reviews, to ensure staffing 
reflects the needs of patient acuity at that time. LG highlighted those areas that had 
fallen below the 80% staffing trajectory set by the Trust, carrying a higher than 
average sickness rate, attaining an amber or red Ward Quality Indicators audit and 
in some cases, reporting Datix staffing incidents. LG monitored these areas with the 
Divisional Chief Nurses and regularly met with Ward Managers to discuss 
performance and provide additional support. There were no overall concerns to 
note although more work was being undertaken to strengthen the out-of-hours 
service. 
 
Care Hours per Patient Day had been included as a new metric within the report 
following a NHS England instruction to all trusts. As the data was in its infancy, the 
Trust was currently unable to benchmark against other trusts but it was hoped that 
this would be in place prior to the end of 2016.  
 
It was noted that the National Quality Board Safer Staffing Guidelines had been 
updated in June 2016 with an aim to ensure that trusts were supported in delivering 
the right staff, with the right skills, in the right place, at the right time. This marked a 
move away from a focus on staffing ratios and instead asked trusts to analyse 
patient activity and determine the necessary staffing group. This potentially 
provided greater flexibility and the Trust had volunteered to run a pilot with NHSI.  
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LG reported that Keith Hurst (independent researcher and safe staffing analyst) 
would be challenging the Trust’s current staffing model and highlighting potential 
efficiencies and a new model of care for the new Royal. In the short term, the Trust 
was reviewing the number of staff currently based in A&E with a hope of providing 
additional resource to assist with their challenges around additional patients as a 
result of patient flow issues. A presentation was scheduled for the October 2016 
Quality Governance Committee.  
 
ME queried how many ‘red flag’ incidents there would be in a given period. LG 

undertook to provide this information in future reports. 
 
Action: To include the number of ‘red flag’ incidents in future safe staffing 

reports. 
 
The Board noted the report. 

 
16/137 Audit and Assurance Committee – Annual Report 
 

The Board considered the report which provided a summary of the work of the Audit 
& Assurance Committee to support its independent and objective view on 
governance, risk management and internal control processes on which the Board 
places reliance. MW highlighted that the report will be provided earlier in the 
reporting timetable in line with the Annual Governance Statement. . 
 
BG queried whether similar reports would be received from other Board sub-
committees. MW confirmed that it was good practice for the Board to receive 
annual reports from its statutory committees and highlighted that assurance was 
provided from other committees on a monthly basis through the Committee 
Assurance Report. However, this could be a matter considered within the Board 
and Committee Review scheduled for the October 2016 meeting. 
 
The Board noted the report. 

 
16/138 Health and Safety Quarterly Update 
 

The Board considered the latest quarterly update report from the Health and Safety 
Sub-Committee on activity within the Trust during the period 1st April 2016 – 30th 
June 2016. DMcL highlighted that the most significant challenge facing the Trust in 
terms of health and safety was the maintenance of the current Royal hospital. 
 
PW noted that NPSA alerts were included within the report. It was suggested that 
the Trust would need to define the role and responsibilities and indicate a named 
lead to action and embed improvement activity.  DMcL noted that the alerts were 
included within the health and safety report in terms of process and the inclusion 
was not intended to provide assurance that improved practice had been embedded. 
 
Action: To ensure that future H&S updates make it explicit who the named 
lead is for a NPSA alert and which body has responsibility for ensuring that 
improved process is embedded. 
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The Board noted the report. 

 
16/139 Chair’s Logs from Meeting 
 
 None noted. 
  
16/140 Questions from Members of the Public 

 
The Chair invited members of the public to ask questions. 
 
A written question had been submitted which queried whether the Trust was aware 
of any plans to move services from Liverpool Women’s Hospital (LWH) to the new 
Royal and whether there were plans to build a new facility adjacent to the new 
Royal. AK confirmed that discussions were on-going with LWH around their 
challenges with appropriately caring for patients without access to critical care 
services. LWH were reviewing this issue and how to generally reconfigure services 
more effectively. A public consultation had been held and this closed in mid-August 
2016. The results of this would be considered and further consultations would be 
held on potential options.  
 
A question was asked whether further transparency would be provided regarding 
the Sustainability and Transformation Plan (STP). It was asserted that the Cheshire 
and Merseyside footprint was reducing the opportunity for enhanced localism in 
health services. AK acknowledged that the plans within the STP would require 
wider circulation but it was noted that the plans had yet to be fully formulated. 
Ultimately the aim of the STPs was to explore how to improve the financial position 
within the NHS. Any changes emerging from the documents would require public 
consultation. In terms of proving localism, it was noted that the Trust was part of the 
North Mersey Local Delivery System within the Cheshire and Merseyside STP. This 
would be the engine of deliverability and was based upon the Healthy Liverpool 
Programme; an initiative that was clinically driven and was based on several public 
consultations.   

 
 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: 25 October 2016  
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Sep-16 
16/136 

Safe Staffing 
August 2016 

To include the number of 
‘red flag’ incidents in 
future safe staffing 

reports. 

LG  Included in Safe Staffing Report - 
Complete 

Sep-16 
16/130 

Trust Executive's 
Report 

To provide a briefing on 
the issued financial 

planning guidance to the 
October 2016 Board 

JHG Agenda item for October Board 
meeting. - Complete 

Sep-16 
16/130 
  
   

Trust Executive's 
Report 

To update the ‘people’ 
board report to include 
actions being taken to 

reduce sickness absence 
and their impact, 

trajectories and interim 
targets 

SC This information is included in this 
month’s report - Complete 

 
CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken 

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 

BRC bid unsuccessful 
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Trust Board rolling action tracker        Report owner: Madelaine Warburton 

PUBLIC ROLLING ACTION TRACKER OF OUTSTANDING ACTONS Items in Red are overdue 
Items requiring verbal update 
highlighted  

Meeting 
Date 

Item Action Owner Action Taken Due 
Date 

Sep-16 
16/138 

Health and Safety 
Quarterly Update 

To ensure that future H&S 
updates make it explicit 

who the named lead is for 
a NPSA alert and which 

body has responsibility for 
ensuring that improved 
process is embedded. 

DMcL   Jan-17  

Jul-16 
16/106 

Safe Staffing June 
2016 

LG to discuss the potential 
use of technology to 

reduce staffing 
requirements with DW and 

propose that a pilot be 
developed to the NHS 
Improvement Clinical 

Forum.  

LG/DW Forum next scheduled 
to meet in December / 

January.  

Jan-17 
(Sept-16) 

Jul-16 
16/104 

LCRN Performance 
Review Quarter 1 

2016/17 

To explore how to 
effectively gain insight of 
external risks and their 
potential impact on the 

Trust. 

LG / PW PW will provide a verbal 
update at the October 

Board Meeting.  

Oct-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. 

Feb-17 

Sep-14 
14/147 

Transformation 
Committee Terms of 

Reference 

To tighten up the language 
contained in the ToR 

MW Considered by the 
Transformation 

Committee in July 2016. 
To be considered by the 

Board in November 
2016 as part of the 
annual review of 

committees. 
 

Nov-17 

Oct-14 
14/163 & 

13/156 

Trust Executive's 
Report - Are we using 

our resources 
effectively and 

efficiently? 

To ensure figures in next 
month’s report are correct 

JHG The Trust has engaged 
Deloitte to assist with 

Financial reporting 
following Phase 1 work. 

Production of Mock 
Report scheduled for 
consideration F&P in 
Sept/Oct 16 with ‘go 
live’ in Oct/Nov 16. 

Nov-16 
(May-15) 

Jul-13 
13/157 

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

equipment replacement 
programme 

JHG The equipment transfer 
audit due to conclude 
August. This will enable 
the Trust to update the 
equipment database, 

Oct-16 
(Jan-16)  
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and to identify the cost 
of new items by 
dept/ward area. 
 
Verbal update to be 
provided by JHG at the 
October meeting. 
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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  
  

 

November 
2016 

 

Health and Safety Quarterly Update 

Patient Entertainment Business Case 

Integrated Financial Improvement Plan 

Safe Staffing Acuity Update 

Benefits realisation and quantification report for the EPR Project 

QEP 

Charitable Accounts 

Update on implementation of EDS. 

6 monthly update on corporate objectives 

Safeguarding Annual Report 

OBC Business Planning process 

Board Succession Planning 

Appointment of external auditors 

Workforce Plan – incorporating workforce plan for the new Royal. 

Trust Strategy 2025 

 

December 
2016 

Integrated Financial Improvement Plan 

QEP 

Charitable Funds Investment Tender 

Outpatients Dispensing Contract 

Sale and Leaseback 

 

January 
2017 

Integrated Financial Improvement Plan 

QEP 

Patient Safety and Mortality Update 

BAF Q3 Review 

LCRN Performance 
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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 

Feb 
2016 

Employer of 
Choice Delivery 
Plan 
 
Lead Officer: 
Ros Edwards  

Workforce 
Committee 

To receive update reports on the 
delivery of the plan towards 
making the Trust an ‘Employer 
of Choice’. For these reports to 
include a base line and 
additional costings. 

Nov 16 
(May-16) 

Update Report will be 
submitted to the 
November Workforce 
Committee 
 

July 
2016 

Board 
Assurance 
Framework - qtr 
1 review 2016/7 
 
Madelaine 
Warburton 
 . 

Finance & 
Performance, 
Workforce, 
Transformation, 
Quality 
Governance, 
Charitable 
Funds, 
Research 
Development & 
Innovation 
 

For the BAF to be a standing 
agenda item on a quarterly basis 

Oct-16  

 

Attendance Record 
 

Executive Director/NED No of Board Meetings Attended* * Includes 1 
extraordinary 
board 
meetings (1 
June 2016) 

Bill Griffiths 6/6 

Aidan Kehoe 6/6 

Stella Clayton (acting for Ros Edwards) 4/6 (from 29 April 2016) 

Mike Eastwood 4/6 

John Graham 6/6 

Lisa Grant 5/6 

Malcolm Jackson 1/1 

David Killworth 4/6 

Donna McLaughlin 6/6 

Angela Phillips 0/1 

Helen Shaw 6/6 

Geoff Stewart 6/6 

David Walliker 5/6 

Neil Willcox 5/6 

Peter Williams 4/6 
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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:  25/10/2016 

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 October 2016.  Copies of the 

minutes are available electronically for all Board members on 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) Remuneration Committee – 23rd August 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

Considered 

 Chief Executive Appraisal. 

 

2) Finance and Performance Committee – 26th August 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

Considered  

 Updates to the BAF risks around finance, IT/access and operations. 

 

Key Risks/Negative Assurance 

 Corporate Performance Report – Noted that the Trust remained off trajectory for the 4 Hour 

target. A comprehensive programme is in place to drive improvements. Noted that a revised 

trajectory was being developed for consideration at the next Committee meeting and that a 

winter plan was in development for consideration at a future Board meeting.  

 18 week performance also remained a challenge. An internally agreed improvement plan 

was being monitored. Noted that underperformance against access targets could result in 

the Trust not receiving STP monies and increased the risk of reputational damage.  

 Finance Report – noted that the Trust was £700k off track. Reported that at Month 3 the 

Trust had had utilised available reserves and assumed all relevant income. 

 

 Positive Assurances 

 M4 QEP Report – Noted that delivery ytd (£3.2m) had improved compared with same point 

in 2015/16 (£2.7m).  Additionally good traction was noted in terms of fortnightly meetings 

and the instruction of a QEP Newsletter, highlighting good examples to share.   

 

Closed 

 Financial Improvement Plan – Report considered which provided an update on the latest 

financial position, the risks to the delivery plan, the actions being taken and the potential 

implications on the Trust’s cash position. A discussion on the LTFM was also held. 

 RedX Payments - The report updated the Committee on the accounting treatment of the 

expenditure and the challenges raised by through the 2015/16 Annual Accounts Audit.  
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Assurance report from Committees  
Mark Grimshaw  

3) Workforce Committee – 26th August 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

Considered 

 DBS Update – Committee noted the decision to review DBS checks for new staff coming into 

the organisation in addition to existing staff. 

 R-Way Collective Leadership Competency Framework 

 Equality Objectives 2016-2020 

 

Key Risks / Negative Assurances 

 Sickness Absence – Committee advised that there had been an increase in the rolling 12 

months average sickness rate and this equated to 18.2 days lost per employee, each year. 

The ‘in month’ figure for June was significantly higher at 5.4% than for May (4.91%).  

Progress continued towards the action plan to improve the current position. 

 Employee Relations – Committee advised that there had been an increase in the number of 

cases reported in July regarding grievances and that the scale of organisational changes may 

lead to increase over the coming months in relation to the transition to the new hospital. 

 

Positive Assurances 

 Appraisal – Committee informed that a total of 89% of appraisals were recorded during the 

appraisal window from April to June and this was an improvement from last year’s figure of 

38%. Work would continue in areas of recognised low compliance – including Liverpool 

Clinical Laboratories.  

 Agency Spend – Noted that significant work had been undertaken to reduce agency usage 

and determine the rationale for temporary staffing.  The Workforce team continued to work 

closely with Finance to streamline processes. 

 Medical Appraisal and Revalidation - Reported that the appraisal rate of 91% represented an 

improvement compared to last year’s rate of 88%. 

 

4) Quality Governance Committee – 7th September 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

Considered 

 Care Quality Commission (CQC) Inspection Report 

 Liverpool Clinical Laboratories Governance Assurance Report - provided assurance of 

compliance with relevant standards and regulatory requirements. 

 Evidence Based Medicine Annual Report (NICE Annual Report). 

 Incidents, Claims and Complaints Report Quarter 1 - commented that the report could be 

strengthened by including the consideration, recommendation and a clear outcome of 

discussion from the Patient Safety Sub-Committee and the Patient Experience Sub-

Committee. 
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Assurance report from Committees  
Mark Grimshaw  

 Safeguarding Quality and Compliance Report - which provided assurance that the Trust was 

compliant with its responsibilities relating to safeguarding Adults and Children. 

 Falls Action Plan - commented that some of the timeframes on the action plan were out of 

date and it was requested that work be undertaken outside of the meeting to address this 

and discuss how reporting to this Committee could be improved for assurance purposes. 

 Quality Plan 2016/17 

 

Key Risks/Negative Assurances 

 The Committee was informed that for month to date the Trust was performing at 89.2% for 

the completion of VTE risk assessments.  This was a reduction compared to the previous 

reporting periods.  However, it was noted that the reduction may have been due to a change 

in reporting and the changeover of junior doctors in August 2016. The Committee was 

informed of measures undertaken to improve VTE across the Trust. 

 Scheduled and Unscheduled Care Update - The roll out of the PENS system had been 

highlighted as a risk.  The Divisional Chief Nurses were leading on a documentation task and 

finish group in terms of moving documents across to PENS and how they could be made 

more user friendly. 

 An increase in the number of falls causing harm to patients was noted (year to date position - 

9).  The Falls Team was working with areas where risk had been identified. 

 CPE rates were increasing year on year and this had an impact on the closure of beds within 

the organisation.  The Infection Control Team was monitoring the issue and was raising 

awareness and providing education and training for staff. 

 It was noted that the Trust may be at risk of not meeting several CQUIN targets. Assurance 

was sought that improvement/remedial plans were in place.  This was confirmed with early 

intervention.  The Committee requested a risk analysis from the financial impact of CQUINs 

be submitted to Finance and Performance Committee. 

 Infection Control Quarterly Report Quarter 1 – Committee informed of performance from 

April 2016 to date (1 MRSA and 28 C.difficile cases [4 have been submitted to appeal]). It was 

acknowledged that patient flow was impacting on the ability to turnaround bed spaces and it 

was advised that clinical areas would be supported in order to maintain standards. 

 

Positive Assurances 

 Noted that substantial improvements had been made against the Advancing Quality targets 

for COPD, Diabetes and Sepsis. 

 The Trust had not reported any grade 3 or 4 pressure ulcers for four consecutive months.  

The Committee was informed that this was a great achievement for a Trust of this size. 
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Assurance report from Committees  
Mark Grimshaw  

5) Transformation Committee – 13th September 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered 

 Video Wall Presentation – confirmed that the Trust would manage the content of the wall via 

a content management system.  It was suggested that there could be potential for income 

generation via advertising revenue. 

 

Key Risks/Negative Assurances 

 Construction Delay - noted that Carillion would attend the Trust Board in September 2016 to 

provide an update. It was suggested that an external consultant might be utilised to provide 

additional assurance on the updated construction programme. The risk of a potential 

commissioning period during the winter months was noted. 

 The 2018 Programme Risk Register - One new risk had been identified around the impact of 

delay of construction and the installation of the Category F equipment. Stated that in 

relation to an organisational development, there should be two risks; one about the level of 

organisational development required and one regarding the necessary level of resource 

requirements for training. 

 

Positive Assurances 

 None noted in the minutes. 

 

6) Finance and Performance Committee – 26th September 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

Considered 

 QEP Insight - interim update provided which reflected the work done to date to utilise 

benchmarking data to service as an ideas generator for QEP. The need to make better use of 

benchmarking to aid identification of projects.  

 Equipment Approvals Process – Report received which proposed an approach which aimed 

to simplify the approvals process whilst maintaining compliance with SFI’s.   

Key Risks/Negative Assurances  

 Finance Report – Noted that the Trust was reporting a break even position to month 5 which 

was a £3.1m negative against plan.  It was noted that the cash c. £1.2m behind plan at 

Month 5.  The cycle of divisional and corporate performance review meetings was outlined  

i.e. the process by which divisional budget holders were held to account on a monthly basis 

for all areas of financial management and budgetary control, alongside other KPIs. 

 Cash Report - Outlined that the finance team was focussing on two main areas regarding 

cash; ensuring any working capital support was delayed as much as possible, and resolving 
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Assurance report from Committees  
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the underlying position. It was noted that short term actions were having the desired impact 

and that it was important to keep this focus. 

 QEP Update - confirmed that the Trust was c.  £3.1m behind plan in the year to M5, and that 

the current “prudent” view of in year savings was £14.1m and full year savings of £12.0m. A 

concern was expressed regarding the identification of 17/18 QEPs.   

 Attention was drawn to the financial implications of the major trauma move to Aintree 

University Hospital. 

Positive Assurances 

 None noted in the minutes. 

Closed 

 Update provided with regards to the Phase 2 Financial Improvement Programme (FIP) and 

progress with the FIP Board. Noted that a further update report would be brought to the 

October meeting. 

 Update on the Financial Improvement Plan – noted that that the monthly movements were 

small and the overall financial context was not changing. Further discussions around the 

deliverability of the in-year plan would be held at the October 2016 Board once the M6 

results were available and progress with the Phase 2 FIP was clear. 

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

Executive activity is focused on four key areas of development. The first of these is around patient flow, 
where we are seeing an unprecedented challenge, largely resulting from difficulty in discharging patients 
who require social care support. This is leading to ongoing poor performance against the 4 hour A&E 
access standard, but is also impacting upon our ability to meet the elective 18 week waiting time 
standard. We continue to take forward initiatives identified through our 1000 voices campaign, and are 
working with partner organisations on the A&E Delivery Board to ensure a better co-ordinated whole 
system response.

The second area we are focusing on is the Financial Improvement Programme (FIP). We are now coming 
to the end of the FIP Phase 2 work, and I think good progress has been made over the past 2 months, 
both in terms of strengthening our processes supporting financial delivery and also confidence in the QEP 
plans that have been developed. However, significant work is still required to identify additional schemes 
if we are to achieve our control total for the year.

The third area of focus is around system planning, and we continue to work with partner Trusts through 
the Healthy Liverpool Programme to deliver better integrated services for our patients. The work here is 
centred on the development of an Outline Business Case with Aintree University Hospital. We would 
expect this to be completed in spring 2017.

The fourth area of focus is the transition to the new hospital. Our teams are in the process of drawing up 
detailed operational plans for the move, and exploring the potential of our designation as a Global Centre 
of Digital Excellence, for developing state-of-the-art technology in the new build.

What has gone well?

Centre of Global Digital Excellence
I previously reported that the Trust has become one of 12 hospitals nationally to be designated as a 
Centre of Global Digital Excellence. As part of this process, David Walliker and I attended a Global Digital 
Exemplar Workshop in London. The purpose of the day was to provide an opportunity to share our vision 
for the future and to set out what being an exemplar will mean to us. We discussed key milestones 
towards delivery of our ambition, and also benefited from networking with some of the other exemplar 
sites. David Walliker will provide the Board with further updates as the programme progresses.

FIP Phase 2
The FIP Board is now meeting on a weekly basis to review all Quality and Efficiency Programme (QEP) 
schemes. The Board started with red and amber schemes and will now work through the green-rated 
schemes. This is a rigorous process to examine the likelihood of delivery of schemes, the relevant 
timescales and identify any potential slippage. As a result, we can have greater confidence in delivery of 
schemes included in the QEP tracker. All teams are clear, however, that additional schemes need to be 
worked up, and the FIP Phase 2 work has highlighted some areas for further exploration, such as 
purchasing opportunities and rostering efficiency.

Annual General Meeting 2015/16
Our Annual General Meeting took place on Wednesday 28th September. Aside from the statutory duties 
associated with the annual report and financial statements, the event gave us the opportunity to talk 
about some of our quality initiatives, and progress on our health and life sciences agenda.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Changes to the management of sickness absence 
You will be aware that we are facing a significant challenge in reducing sickness absence to our target of 
4.5%. Our current level of sickness over a rolling 12 months is over 5%, which is higher than the national 
average. In real terms this equates to having more than 330 staff off sick every day. This clearly increases 
the challenge of providing safe and consistent care to our patients. As a result we have stepped up our 
work in this area and the Human Resources department have established a dedicated Sickness Support 
Team to build on the support already provided. This team will proactively help managers to manage 
sickness effectively through swift and decisive action in accordance with Trust policy. We have also set up 
a new case management system which provides improved reporting and an in-depth analysis of sickness 
trends and patterns of sickness absence. Improvements are being monitored through the Sickness 
Absence Reduction Plan. We also continue to strengthen our Health & Wellbeing initiatives, as by 
developing a healthy and engaged workforce we can not only reduce sickness, but improve patient 
experience. Whilst sickness absence is clearly an area we can improve on, we should not lose sight of the 
fact that we have more than 2,300 staff who have had no sickness absence at all over the last 12 months.

Liverpool City Region Health and Life Sciences Board
During the month I attended the first meeting of the new Liverpool City Region Health and Life Sciences 
Board. This brings together the NHS, the Universities, and Industry to explore the opportunities for 
economic growth across the health and life sciences sector. There is a real commitment to work 
collaboratively to grow this sector in Liverpool and the partnerships we develop through this forum will 
help us to deliver on our aspiration for an internationally-recognised campus in the heart of the city, 
creating thousands of jobs. I will keep the Board updated on the work of the group as things progress.

A&E Delivery Board
New A&E Delivery Boards have been established to oversee A&E performance. These Boards are 
responsible for system-wide performance and, therefore, contain representation from all agencies 
involved in the non-elective patient pathway. I will be chairing our local A&E delivery Board which will 
cover the North Mersey patch, including Aintree and Southport. 

James Friend
We were recently visited by James Friend, one of the Secretary of State’s special advisers, who wanted to 
look at the patient pathway for our non-elective patients. James was looking to identify areas for 
improvement, both locally and nationally, and he has provided us with a briefing note on his reflections. 

Paul Brant
I met with Paul Brant, who has taken over cabinet responsibility for health and adult social care at 
Liverpool City Council. The meeting provided a good opportunity to discuss current pressures on social 
care and the corresponding impact upon acute hospitals. We were able to discuss opportunities for joint 
working and also system sustainability plans.

R Charity
The R Charity is working to raise £10m for the new royal development. This will help to ensure that we 
can provide a truly exceptional environment for our patients, building upon the significant investment we 
have seen from the NHS itself. The funds will be used for state-of-the –art equipment, including three 
new mammography units, a PET Tomography CT scanner and a multi-detector Gamma Camera for 
nuclear medicine. This equipment will enable quicker and more accurate diagnosis of patients, and 
thereby lead to more precise treatments, particularly for cancer.

We also want every single patient bedroom to have a reclining chair, so family members can stay 
overnight with their loved-ones, and a Smart Screen TV that will enable internet access and give the 
ability to display photos from home for patients with dementia. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Recent R Charity events include Pink Parties throughout October, and the R-Charity Ball held on Friday 30 
September in the new stand at Anfield. This event was a great success, raising over £20k for the charity. 
On 1st November we will have a sponsored fire walk, and the R Charity Christmas Carol Concert will be 
held at the Liverpool Anglican Cathedral on 7 December.

Charity Trek
As you know, Julian Hobbs, Laura Perry, and I, recently embarked on a week long trek through the Borneo 
rainforests, finishing with a climb up Mount Kinabalu (4095m) to raise funds for the R Charity. The trek 
was a challenging but very rewarding, experience, and I would like to thank all of those who supported us 
with their generous donations.

Flu Jabs
The free seasonal flu vaccination is offered to all frontline NHS employees each year, to help them to 
protect themselves, their colleagues, patients and the wider local community from the latest strains of 
the flu virus. This year we are taking part in a collaborative campaign designed to encourage frontline 
NHS health workers to have the seasonal flu vaccine this winter. The campaign, entitled #JabDone, was 
developed in collaboration between eight different NHS Trusts, Liverpool City Council and Liverpool CCG. 
Over the coming weeks, the campaign will be appearing in staff areas at local hospitals, health centres 
and NHS buildings across the region. The campaign was officially launched with a series of ‘Mass 
Vaccination’ drop-in sessions for frontline health workers to attend in their workplace. Staff are also being 
invited to spread the message digitally amongst colleagues and patients, by posting a ‘flu selfie’ after they 
have been immunised and sharing it on social media using the hashtag #JabDone.

Developing a world class workforce: NHS Staff Survey 
On 4 October Trust staff were sent an email with a link to the NHS Staff Survey for 2016. As you are 
aware, this is a completely confidential survey of staff views about working in the Organisation. We will 
be working with staff to drive this message and encourage completion of the survey. 

New Consultants
The following Consultants have been appointed to the Trust since the end of September 2016. Some of 
the Board members will have been on the Interview Panels and will have had the opportunity to meet 
with the candidates prior to the panel. I would like to take this opportunity to welcome these highly 
skilled individuals to our Trust;

NAME SPECIALTY & INTERVIEW DATE START DATE

Asimina Gaglia Con Endoscopy TBC

John Blakey Con Respiratory Proposed 9/10/16

Jonathan Medcalf Con Forensic Pathology TBC

Clint Gomes Con Emergency Med TBC

Mona Fung Con Emergency Med TBC

Iskander Chaudhry Con Pathology TBC

Alan Steel Con Luminal Proposed Jan 17

Harith Albadry Con Pathology Proposed Nov 16

Cairine Probert Con Radiologist 5/9/16

Christopher Parry Con Microbiologist 3/10/16

Sheetal Sharma Con Breast Radiology 7/11/16

Rahat Ali Con Restorative Dentistry 5/9/16

Yoon Chin Con Medical Microbiology 15/8/16

Savitha Madhusudhan Con Ophthalmology 8/9/16

Aileen Scott Con Pall Med (19/9/16) TBC

Amit Patel Con Haem (23/8/16) TBC
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Where have we been challenged?

Patient flow
As stated in the Executive summary, this constitutes a critical area of focus for the Executive team. Many 
of the delays being experienced are social care and community-related, and outside of our direct control. 
Internally, we have supported enhanced patient flow across the hospital through the introduction of 
some additional ward capacity. We are also strengthening the use of the Safer Bundle programme, which 
comprises five critical themes to support decision making and information sharing around safe and early 
discharge. 

In relation to the system problems, we have been working with colleagues from Aintree Hospital and the 
community to develop new ways of working. This includes working towards a Home First approach for 
assessment, care and support. This involves conducting re-enablement and assessment work for both 
short and long-term care needs in the person’s own home. We have also successfully used the council’s 
transport fleet and obtained additional resource to provide extra dedicated outreach support and social 
care assessment capacity. Implementation is in its early stages and is expected to grow in the coming 
months. We have also been working to streamline and standardise discharge processes using new 
community pathways. 

Sustainability and Transformation Plan (STP)
You will be aware that we are being challenged to review our 'back office' functions, which we have 
already been considering. There are of course greater opportunities for efficiencies through consolidation 
and collaboration across the Local Delivery System (LDS), and potentially the STP footprint. I have been 
asked to lead the Corporate Services review for the North Mersey LDS on behalf of the STP, and we held 
an inaugural meeting on 18 October 2016. At this meeting we discussed how we might develop this 
agenda across the region. I will keep Board members up to date as the work progresses.

Delayed discharges
We are seeing patients who are more elderly, more unwell, often with multiple health problems. These 
patients tend to spend longer in hospital, require multiple tests to diagnose their health problems and 
often require complex extensive care when discharged from hospital. We are seeing a rise in numbers of 
delayed discharges. The daily average in August 2014 was 92, but by August 2016 this had risen to 132. 
This corresponds with increasing delays accessing community and social care, which in August 2014 stood 
at 54 and in August 2016 at 91. We often have around 100 patients in our hospitals who are medically fit 
but cannot be discharged. The key reasons for this are:

- Awaiting complex packages of care
- Awaiting availability of nursing/care home beds
- Patients/families refusal to accept care home options

We are working closely with community and social care colleagues to develop new ways of working, 
some examples of which are:

- Frailty Unit: This unit has halved lengths of stay, with 85% of patients being discharged to their usual 
place of residence. The service has also reduced readmissions and deaths in hospital for frail, elderly 
patients

- Community pathways workstream: Ourselves and Aintree have developed new ways of working with 
community care providers to streamline and standardise discharge processes with packages of care. The 
aim is to ensure assessments and decisions around long term support can be completed outside of 
hospital settings, in intermediate care beds.
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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 0.09 Month

C. di ff cases  (Hospita l  Acquired) 3 3 Month

C. di ff cases  (Hospita l  Acquired) 21 29 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 0.47 Month

Patients  with Grade 3/4 Pressure Ulcers  per 1,000 bd (Hosp Acq) 0.00 0.22 Month

VTE assessments  conducted 95% 89.5% Month

Serious  Untoward Incidents 5 Month

Never events 0 Month

NHS Safety thermometer - Harm Free Care 90% 94.8% Month

Inpatient Experience Survey - Pos i tive Responses 91% 98.3% Month

SHMI (most recent quarter avai lable) 1 1.023 Month

18 Weeks  RTT - Admitted 90% 74.8% Month

18 Weeks  RTT - Non-Admitted 95% 84.7% Month

18 Weeks  RTT - Active Pathways 92% 90.0% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 94.4% QTD

Cancer - 14 day wait - Breast Symptoms 93% 94.8% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.4% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 98.0% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 85.6% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 95.8% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 100.0% QTD

Cancel led Operations 0.6% 0.74% QTD

A&E 4-hour s tandard (a l l  days) 95% 88.3% Month

A&E 4-hour s tandard (weekdays) 95% 88.0% Month

A&E 4-hour s tandard (weekends) 95% 88.2% Month

Same sex accommodation breaches 0 0 Month

Ready for discharge 10% 47.4% Month

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

Inpatient Survey - Discharge Planning 90% 95.7% Month

Dai ly Average Discharges  (week days) 139.0 Month

Dai ly Average Discharges  (weekend days) 80.0 Month

Mortal i ty (HSMR) 100 98.0 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% 83% Quarter

Staff F&F. Recommend Trust for work 70% 76% Quarter

Sickness  absence 4.5% 5.3% Rol l ing12Month

Staff turnover 0.68% 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% 90.6% Month

Mandatory tra ining 95% 88.2% 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) 200 276 6monthly

# graduated from Nurse Tra in. Prog. (Trust) 233 219 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 0 Month

Time from study open to fi rs t recrui t (days) 70 72 Month

Patients  recrui ted to NIHR tria ls 3,450 1,058 YTD

Information governance breaches 0 18 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 G Month

Finance Monitor ri sk rating 4 4 YTD

EBITDA margin £14.9 £15.0 YTD

Surplus/defici t £3.90 £3.90 YTD

Cash forecast accuracy assessment R Month

Cash Balance £21,571 £21,589 Month

QEPs  del ivery - approved PIDs 90.0% 68.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £9,398 £6,061 YTD

Total  income actual  vs  plan 100 103.7% YTD

TDA risk rating 5 2 Month

Audits  providing high assurance 0 0 YTD

Audits  providing s igni ficant assurance 5 5 YTD

% RCAs  completed (previous  months  data) 100% 87.5% Month

% RCAs  completed (year to previous  month) 100% 90.9% YTD
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The 2018 Transformation Programme – October 2016
Report owner: Donna McLaughlin

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

Bed Migration Plan • Bed Migration Task Force continues to meet weekly to monitor the
bed trajectory at which teams are required to update on their
plans. This has informed a revised bed plan which has been agreed
with Clinical Directors. The Task Force has been re-named as the
New Hospital Capacity & Demand Group to widen its remit to
assess theatre capacity.

• New Hospital Group (Commissioning) meetings with individual
teams recommenced.

• Regular Project meetings are held with Liverpool CCG to discuss the
elements of the bed migration plan requiring external support, e.g.
demand management schemes, Ready for Discharge patients and
Trauma & Orthopaedic redesign. The next meeting will be held at
the end of September when the current position will be assessed
and mitigations identified.

Challenging 
trajectory.

Construction 
– New Royal

Main 
Hospital

• A revised construction programme has been received from Carillion
giving a construction completion date of 13 October 2017.

• The Trust has expressed skepticism to Project Co on whether this
date will be met and will closely monitor the early stages of this
latest recovery programme. Although to date, they have failed to
consistently provide it, the Trust continues to request sight of the
detailed 12 week look ahead programme which Project Co are
contractually obliged to issue.

Site issues • Potential delay to handover of new RLUH.

Hospital 
Environment 
and 
Readiness for 
Service Move

Design • 5 out of 6 on site mock up evaluations have concluded. Additional
site visit dates are being made available for the generic
ward/single bedroom due to a delay in installation of products by
Carillion. Dates to be advised. Dates for evaluation of the Theatre
Suite and Recovery bay are currently being negotiated with
Carillion, subject to agreement on modifications required to the
theatre door, rejected by the Trust as of poor quality. It is likely
that the evaluation will commence in October 2016.

• A final proposal for external signage for the main hospital building
and the CSSB building is currently being developed for approval.

• The design of the restaurant terrace has been agreed, subject to
confirmation of funding route.

Equipment • The equipment/furniture transfer audit is complete. Confirmation
of prices for individual items is ongoing as part of validating the
equipment database.

• A paper was discussed at 22.09.16 Programme Funding Group
(PFG) and 26.09.16 R&P Committee regarding the proposed
approvals process for authorisation of purchases. A further
update will be presented at 17.10.16 PFG.

• Mike Pearlstone is working with the Equipment Specialists and
Care Groups to validate the equipment database, and to prioritise
‘16/’17 capital bids in line with requirements for the new hospital.
- target date 11.10.16 to present draft proposal to Operations
Group.

• LCL MES - approval by both Trust Boards was expected by
30.09.16, to enable announcement of the Preferred Bidder,
however further work is required to develop the business case
prior to submission to the Boards for NHSI approval - target date
end November 2016. The Transformation Team is in negotiation
with Carillion regarding any impact to programme or
infrastructure works.

Service 
Move Plan

• A paper will be presented to 20.10.16 Transformation Committee
in response to the revised handover date. A general
communication was shared at 07.10.16 Core Brief.

• Work is continuing to assess the mobilisation and service double
running costs leading up to and during the service moves.
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The 2018 Transformation Programme – October 2016 (cont) Report owner: Donna McLaughlin

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

Hospital 
Environment 
and Readiness 
for Service 
Move

Operational 
Policies

• The development of the operational policies is slow. A
summary progress report is shared at Implementation Group
to discuss operational and workforce issues, this is reported
through Transformation Committee.

• The target completion date is October ’16, although it is
noted that in real terms operational policies will remain live
to take on board any further work, developments or changes
that may occur up to the move period.

CSSD • The Trust’s preferred option for Sterile Services was a new
build on the Broadgreen Hospital site. However, this proposal
did not receive the necessary support from the Trust
Development Authority (now NHS Improvement).

• A number of alternative options for the reprovision of an in-
house service, and which include securing external funding,
are being actively pursued. An OJEU advert has now been
published for an off-site solution, with bids to be submitted by
the end of October.

Arts • On target.
• Update presented at 07.10.16 Core Brief. Only one

outstanding commission for Radiology and outpatient wait to
be confirmed by end of this year.

• Better 
patient 
experience

IT • Slippage by Carillion has impacted some tasks. However, once
a revised schedule is confirmed these elements will not be at
risk:

• External companies to survey Main Equipment
Rooms so order can be placed for equipment

• Order for external network links can be placed
• Patient Entertainment Solution (PES):The Trust is currently

taking legal advice as regards options surrounding the existing
contract. A meeting has been arranged with current supplier.

• Network kit has been delivered to secure offsite location and
the kit has been audited.

• Planning continues for the following elements
• Server Infrastructure
• Replacement of analogue telephones
• Departmental move plans
• Switch to Jabber from Lync for instant messaging/on

line meetings
• Digital signage supplier site visits completed. Assessing

number of screens needed in retained estate. Updated costs
to be obtained once revised schedule is received from
Carillion.

• Bleeps – paper to be presented to Hospital Implementation
Group recommending procurement of a system to support
reduced number of bleeps.

• External network links including telephony and switchboard
solutions complete. Paper to be presented prior to
procurement.

• Other elements being managed by main IT department are
progressing –

• device strategy to ensure devices will support
multiple applications and estimate of requirements
for new Royal

• ADT whiteboard including eObservation roll out due
to complete by end January 2017

• outpatient requirements including self check in
kiosks Business Case approved by CMT
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The 2018 Transformation Programme – October 2016 (cont) Report owner: Donna McLaughlin

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
Benefi

ts

Sustainable Communities • Local employment remains at 45% of the workforce, with
2,511 local people working on site since project start. 609
people (10.7%) are from the priority wards.

• There have been 117 apprenticeships and 185 non-
apprenticeship new entrant trainees.

• Local spend remains half of the set target at 30%.
• Carillion supported R Charity’s Williamson Sq. event on 9th

September, handing over a cheque for £56,000 which had
been fundraised by Carillion during 2016.

• The Sustainable Communities Programme has been
shortlisted for a HSJ Award.

Liverpool 
Health 
Campus

Accelerator 
Construction

• A “Topping Out” ceremony was held on the 13 September.
Construction continues with completion scheduled for
June 2017.

Commercialisation • A strategy for the Accelerator has been developed. HOTs
and leases are drawn up. Some tenants found. Marketing
materials in development.

Clatterbridge 
Cancer 
Centre

Construction • CCC’s contractor, Laing O’Rourke has commenced on site
with ground investigation works.

• Works to foundations is expected to commence in
October.

• Completion is scheduled for spring 2019.

Clinical Care 
Pathways

• A monthly Clinical Interface Group was established
September 2016 to manage all task and finish groups.
This Group includes senior representation from both
Trusts: Transformation, Cancer and Operations.

• The joint Critical Care task and finish group meetings re-
commenced September 2016.

• Single site imaging discussions are progressing.

Strategic Options Analysis with 
Aintree

• NHSI has reviewed the Strategic options case and
approved movement from phase 1 to phase 2, Outline
Business Case.

• An expected timescale has been discussed at JSLG, with
completion of the OBC for review by the boards due in the
spring/ summer of 2017.

• Mark Hackett has started as PMO for the process.
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Report owner: John GrahamCapital expenditure: Are our investment projects on track?
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How are we progressing with our major investment projects (>£1m)?

How are we progressing with our smaller investment projects (<£1m per project)?

Area Project / Investment description
Total 
cost 

(£000s)

2016-17 
cost

(£000s)

On 
time

On 
budget

On 
benefit

Corporate PFI Prepayment PDC / Re-development Team 94,000 57,008 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 24,219 20,336 n/a n/a n/a

Area Overview of projects
Total 
cost

(£000s)

2016-17 
cost 

(£000s)
Activity update and any concerns

Corporate Backlog & other works 4,000 4,000

Corporate Equipment 2,000 2,000

Corporate IMT 4,000 4,000P
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Executive Summary :
• The annual trajectory for 2016/17 is no more than 44 Trust attributable cases of Clostridium difficile infection (CDI). A

total of three CDI cases were reported in September 2016, which is in line with the monthly internal target, although
the trust remains above the planned annual trajectory, with 29 cases against a target of 22. Five cases have been
identified for appeal which will take place on 24th November 2016.

• There have been no trust attributable MRSA positive blood cultures during September 2016
• There were 0 never events and 5 SI declared in the Month of September.
How are we performing?
RLB Nurse Programme: Cohort 4 started at the end of June 2016 and will graduate on the 20th of December 2016.
The following staff groups are included:
• Registered nurses
• AHP (including radiographers)
• Dental nurses
• Assistant Practitioners
• HCA (band 2 & 3)
Carbapenemase producing enterobacteraeciae (CPE) A total of 22 CPE colonised patients were identified through
screening during September 2016 which is a decrease of 5 cases when compared to 27 being reported the previous
month. Combined Quality and Infection control audits have focused on preventative measures and education to ensure
all staff adhere to trust processes.
Flu: The trust vaccination programme commenced on the 19th September 2016. Drop in sessions and a ‘roving’

inoculation programme commenced, which has been positively received. Within the first two weeks, over 1092 staff were
vaccinated which is on track to achieve the target set. Initial analysis of the sickness absence figures relating to staff who
were vaccinated versus those who were not has shown that staff who had a flu jab were 5 times less likely to go off sick
with general ‘colds’ than those who hadn’t been vaccinated. Staff who had a flu jab were 16 times less likely to go off
sick with ‘Influenza’ than those unvaccinated.

RCA completion rates: Completion rate for August was 88% (7/8). Year to end of August, the trust is performing at
91% 40/44 . This is monitored at the Weekly Safety Meeting and escalated to the Chief Nurse.
Serious Incidents declared: There were 5 Serious Incident and 0 Never Events declared in September 2016.
The Serious Incidents were categorised as:
Access to different imaging systems
Patient death – self harm
Deterioration – poor communication between RLH and LHCH
Missing Patient
Medication Error

Falls: 160 falls were reported in September 2016 and 2 patients sustained an injury resulting in a moderate to severe
harm. There will be a continued focus on falls prevention throughout October, including ad-hoc teaching to wards scoring
red for falls on NQI audits and continuing support to staff to encourage the use of FRAD and help to increase
compliance with this form of assessment.
VTE: The Trust has achieved 92.7% compliance in undertaking VTE Assessments during September, which is
marginally below the target of 95%. Progress on VTE prevention is monitored monthly through Quality Governance
Committee and discussion took place at CMT to identify resource to help support this process and share key messages
with staff in order to bring about improvement.
Hospital acquired pressure ulcers: In September, 15 patients developed a hospital acquired pressure ulcer. Four of
these were grade 3 hospital acquired pressure ulcers. This is a significant increase over last month, despite recent good
performance in the area. RCAs are being conducted to establish lessons learned. The tissue viability team review on
average of 650 patients each month and continue to educate staff at the same time as well as conducting group
education sessions on wards

Mandatory Training; This remains an area of focus for the Trust as releasing staff remains challenging, especially in
clinical areas. Figures reflect 82.51% actual completion and 88.18% with potentials (staff booked to complete training).
The target compliance has been increased to 100% of available staff. Availability of regionally collated training materials
has been delayed also, leading to a knock on effect on the availability of alternative provision of training ie e-learning,
however this is still being developed and should be available by November 2016.

RIDDOR: Three RIDDOR reportable incidents occurred within September 2016; of the three incidences,
one occurred within the Division of Corporate services and was categorised injury (Inflammation); two incidents
occurred within Liverpool Clinical Laboratories Division, and were classified fall non-patient (Strain related) and Injury
(laceration) respectively. Of the three incidents, one occurred outside of the month of September and were subsequently
reported late to the health and safety team after the incident had occurred.

CAS Alerts: All alerts issued to the Trust within the September period are currently being actioned within the alert
timeframe set out by each alert.
.
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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 96.6%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 6.64
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.09

% adult patients risk assessed for falls 98% 95.6%
% with care plan in place if at risk 98% 88.1%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 1
# Clostridium difficile toxin cases 21 29
# MSSA cases 19
# E. coli cases 22
# VRE cases (target = full year target) 12
# ESBL cases (target = full year target) 4
% CAUTIs (Catheter Associated UTIs) 2% 1.2%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 5.9

Outcome: # medication incidents 294

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 3
# staff-related H&S incidents (inc. contacted staff) 134
# visitor H&S incidents 7
# MDA alerts 2
# MDA alerts in breach of compliance 1
# PSA alerts 1
# PSA alerts in breach of compliance 0
# EFA/EFN alerts 7

# EFA/EFN in breach of compliance 0

Process: % staff attended/enrolled for mandatory training 95% 88.2%
% staff who attended mandatory training 82.8%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

Outcome: % RCAs completed (previous months data) 100% 87.5%

% RCAs completed (year to previous month) 100% 90.9%

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% 35%
Risks within review dates (Orange - Quartley) 80% 65%
Risks within review dates (Yellow/Orange - Biannualy) 80% 62%
Risks within review dates (Green/Yellow - Annually) 80% 66%
Risks not more than 6 months out of date 80% 98%
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H
 &

 S
Tr

ai
n

in
g

E
xe

c 
- 

C
ar

e

Page 36 of 145



Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary 
National benchmarking  information released September 2016.
During the most recently reported period (to end December 2015) there were 1421 deaths 
(expected 1509)  in the Trust or in the 30 days post discharge. 

74% deaths were as in-patients. 

The most recent SHMI is 100.0 (March 2016).  This is the lowest quarterly SHMI recorded 
by the Trust since national reporting began and is progressively improving.

The top 5 causes of mortality remain pneumonia (371 patient deaths), sepsis (113), COPD 
(78) acute cerebrovascular disease (98), acute kidney injury (AKI)(68), CCF (59).  Uptake 
of PENS pathways continues and for those with high data completion performance has 
improved.  
There are established evidence based pathways for all these conditions within the Trust 
and we are committed to increasing compliance. There are task and finish groups in place 
to address AKI, sepsis and pneumonia mortality. The rollout for eNEWS and eSepsis
alerting will commence in October and finish in December 2016

Themes for avoidable mortality have been identified and presented to execs. These 
breakdown into; delayed diagnosis, poor diagnostic clarity, delay in escalation, delay in 
definitive treatment, and medication errors. In particular early detection and treatment of 
sepsis  is the main intervention we can make to reduce mortality and optimize care in the 
top three causes of death in the trust. In our second year Avoidable mortality review the 
themes of access to diagnostics, escalation and treatment continue to feature. These will 
be addressed by eNEWS.

There is an increased awareness and focus on delayed discharges and throughput as a 
patient safety issue. It affects infection prevention and control, effective treatment 
particularly in pneumonia and sepsis and there is an increased incidence of falls and 
HCAIs in elderly patients who have unnecessary delays in discharge.

eNews has been rolled out to ward 3X Phase 2 ADT Whiteboard is in progress and a 
quarterly update will be given to patient safety regarding its impact on sepsis mortality, 
length of stay and QEP.

The Mortality Assurance group is now committed to reviewing all deaths in patients 
admitted electively. We have now developed a process for learning from mortality from 
Coroners reports and from litigation cases.

Cardiac arrests have fallen by 30%.

CQC reviews : An internal action plan on other advisory actions received within the
feedback from CQC has been developed . This will be managed through the Trust’s

governance processes, including perfect ward and divisional governance. The plan will be
managed on a weekly basis. Operational Leads will be requested to update progress by
exception and an assurance report will be updated to quality governance committee on a
monthly basis.

Are there any questions for the board? 

None 
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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% 92.6%
Ward Quality Assessment 90% 66.6%
Service Quality Assessment 90% No data

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% 90.90%
Hip & Knee 95.00% 10.13%
Heart Failure 77.60% 50.73%
Pneumonia 84.90% 58.65%

No Data

% stroke patients spending at least 90% of stay on a stroke unit 80% 72.6%

Treatement effectiveness
PROMS: Hip Replacements 80% 96.0%

Knee Replacements 80% 100.0%
Hernia 80% 100.0%

Readmittance Rates
% elective patients readmitted as an emergency w/in 30 days* 2.8%
% non elective patients readmitted as an emergency w/in 30 days* 13.2%
*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% 10.2%
New to follow-up ratio 2.23 2.17
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2.77 3.5 2.98 2.66 2.68 2.92 3.65 2.79 2.58 3.09 3.2 3.43

Expected %
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2.77 3.3 3.27 3.09 2.95 2.66 3.67 2.97 2.78 3 3.61 3.26
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Commentary

Executive Summary 
The diagnostic waiting time performance is awaited.
The Trust did not achieve the 95% standard for emergency care in September against submitted trajectory.
The Trust did not achieve the 18 week RTT national standard for August.
The Trust achieved all main Cancer targets for August and quarter to date

How are we performing? 

Diagnostic Waits.
The Trust did not achieve the 99% Target for 6 week Diagnostics .
A total of 59 patients breached this standard (MRI: 1; CT: 1; Ultrasound: 5; Colonoscopy: 17; Flexi 
sigmoidoscopy: 5; Gastroscopy: 30).
There is a long term plan in endoscopy to address the capacity issues. A final decision relating to this 
business case will be made by the Trust Executive by the end of October.
In the short term outsourcing to Aintree University Hospital will commence in November to address the 
capacity issues.

2. Emergency Access - 4 Hour Standard
The Trust did not achieve this standard for September, with a performance of 88.3% against the internal 
improvement plan of 88.61% and the National requirement of 95%. It is anticipated that agreed initiatives 
will deliver the improvement plan trajectory in October with performance having already demonstrated an 
improvement in month. Patient flow remains one of the biggest challenges with the Ready for Discharge list 
circa 140 on any given day, although following changes in the community pathways this has reduced to 
circa 130 days.
A number of initiatives are now either being implemented or about to start with Home First beginning 
implementation w/c 17/10/2016 which will see a small number of patients being able to go home rather than 
wait for packages of care within the hospital which will significantly impact on bed capacity once fully 
mobilised.
The NHSi / ECIST programme is also about to commence reviewing the Emergency Department model 
which is also expected to facilitate improvement in performance.

18 weeks and Cancer Performance
The Trust did not achieve the 92% incomplete Referral to Treatment (RTT) target for the month of 
September 2016, (90.08%). Whilst this was also a fail against the Trust’s internal improvement plan, there 

is an expectation that this will be recovered in order to achieve the improvement plan in January 2017.
With regards to specific issues performance in Oral Surgery has been particularly challenging, primarily 
down to a reduction in capacity due to sickness impacting on new patients over the Summer. Additional 
clinics have been created to meet the demand for the specialty.
Cancelled Operations – Breaches of 28 Day Standard
There were a total of three patients who had their initial procedure cancelled for non-clinical reasons (one 
gastroenterology, two transplantation surgery), who then could not be treated within 28 days.

Cancer services have achieved all targets for August and quarter thus far

4. Summary
The 4hour emergency access target, which is a key performance indicator for the system as a whole as well 
as the functionality of ED and the 18week RTT standard continue to remain key challenges for the Trust 
from an operational perspective.  However, there are now additional and significant Trust and Health and 
Social Care economy wide initiatives progressing, some of which have been tested and about to commence 
in earnest such as Home First and, others such as the new community pathways which started at the 
beginning of October.
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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 Unsheduled 7% N/A

Scheduled 7% N/A

% patients who did not attend (DNAs) 10% 10.2%

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 7

% operations cancelled by hospital and not rebooked within 28 days 0% 6.6%

# operations cancelled by hospital 106

% total operations cancelled by hospital 0.6% 0.74%

Month Month Month

Target Actual vs. r3m

Initial A&E assessment: # minutes to initial assessment (95th percentile) 15 59

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 94

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 88.3%

% patients who left A&E without being seen 5% 0.2%

Transfers of care: % patients whose discharge is delayed once medically fit 2.1% 5.3%

Are we treating cardiac patients quickly?

Rapid Access Chest Pain Clinic: % patients seen within 14 days of referral 98% 100.0%

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?

E
xe

c 
- 

C
ar

e

Page 40 of 145



Commentary

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

Executive Summary :
Complaints (Level 2 & 3) – Aug (data) Board Pack
Compliance with response times for level 1 concerns remains on target at 100% in August 2016
It is noted 130 surveys were carried out in the month of August 2016 by our trust volunteers.
Complaints - How are we performing ?

The Trust received 37 formal complaints (level 2 & 3) in Aug 2016. This has increased from 34 received in 
July 2016 (all relate to Scheduled/Unscheduled Care.)
The overall Trust compliance rate (including 35, 45 & 60 day) for August 2016 (at 13/10/16) is 72.97% 
(27/37) a decrease from 82.75% 
*All remaining are in date and are on progress to complete within timescales.

August 2016 compliance was recorded:
Unscheduled Care: 64.70% (11/17) a decrease from 70% (14/20) 
Scheduled Care: 80% (16/20) an increase from 64.28% (9/14). 
There are 60 active complaints at varying stages of the process and no complaints are overdue at the time 
of writing this report.   

Internal Inpatient Surveys:
• In August 130 surveys were undertaken by volunteers.
• 96.15% of patients recommended our hospital to friends and family which has been an increase of 2%

from last months survey results.
• 95.38% of patients felt they were involved as much as they wanted to be in their care, a 5% increase on

last month’s survey result this is the second consecutive month improvement.
• 98.46% of patients report feeling safe as an inpatient, which is consistent on last months survey result.
• 85.38% of patients felt they are kept informed of their discharge plans which has seen a slight

improvement from the previous months responses.
• Friends and Family Test (FFT):
• During the month of August a total of 10,184 responses were received:
• A&E 1257
• Inpatient 995
• Outpatient 7932
• Inpatient performance response rates are recorded at 40% with the Accident & Emergency department

recording a response rate of 21%.
• 96.15% of Inpatients reported that they would be extremely likely or likely to recommend our hospital to

friends and family.
Area of Focus
The trust has made targeted improvements on a month by month basis and are pleased to report a 40%
response rate for FFT which is the second consecutive month we have made sustained improvement. Work
will continue to sustain this target which has been enhanced since introducing post-boxes and postcards at
ward level.
Listening week took place during September with a key focus on gaining feedback from staff in relation to
areas of concern (taken from the national inpatient experience survey) focusing on how we can manage
concerns differently in order to support improvements. Surveys took place via a padlet with roadshows and
stalls set up throughout the week. The first patient/carer feedback session will take place at the beginning of
October and the Patients Council have been asked to send representation.
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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% 100.0%

Were you given enough privacy when discussing your condition or treatment? 95% 100.0%

Did you find someone to talk to about your worries and fears? 90% 98.5%

Have your medications and possible side effects been discussed with you? 90% 95.7%

Have you been kept informed of your discharge plans? 90% 95.7%

Do you feel safe on this ward? 95% 100.0%

Was your pain was managed effectively? 95% 97.1%

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

Month Month Months

Target Actual vs. r3m

Comms: Is the Trust meeting the standard for electronic discharge summaries?

- inpatient ward areas 95% 79.6%

- assessment & observation units 80% 72.8%

- 2 week standard for EPRO 95% 70.7%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 91.3%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 95.0%

Cleanliness performance audits - BG ward areas 95% 98.1%

Accom: # mixed sex accommodation breaches 0 0

Pain: Pain Management Nursing Quality Audit Score 90% 98.6%

*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% 100.0%

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 2.7%

Surgical patients on medical ward 3.6%

Perception: Do patients perceive their experience to be positive?
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Commentary

Benchmarking: How are we performing vs. our peers? Report owner: Donna McLaughlin / Peter Williams

Executive Summary

The graphs on the following page show how our performance compares across a number of areas with
our peer group of Teaching Trusts outside London.

How are we performing?

Infection Rates: The Trust remains within the range of our peer group for both the incidence of MRSA 
bacteraemia and CDT rates.

Elective Length of Stay: Although the Trust has one of the highest length of stay amongst the peer group 
for elective activity, this is influenced by the relatively high proportion of day case activity (as this 
displaces short stay elective activity). The Trust remains below target for elective length of stay.

Non-elective Length of Stay: While the graph overleaf indicates the Trust’s overall non-elective average 
length of stay is well within the range of our peer group, this measure includes patients who have no 
overnight stay. It is more relevant to consider length of stay excluding short stay admissions and this 
measure has shown no improvement since 2011-12. 

The following graph shows that in the last twelve months the Trust has the second highest acute non-
elective length of stay excluding zero length of stay when compared with our peer group.

Outpatient DNAs: The graph highlights that in this period the Trust continues to have the highest 
percentage of DNAs within the peer group.

Friends and Family Test : NHS England publish Friends and Family data on a monthly data, providing the 
opportunity to benchmark with other organisations. In August we were rated 150th of 173 Trusts for 
inpatients, 94th of 141 for A&E and 166th of 234 for out-patients for the percentage of respondents that 
would recommend the service. (September data nationally not yet available).

Are there any emerging issues on the horizon?

Achieving a reduction to the non-elective length of stay  remains the critical issue to enable a smooth 
transition into the new RLUH. A Bed Migration Plan has identified a number of service improvements and 
activity transfers that will help to address this issue. 

The Trust continues to rank relatively poorly in the Friends and Family Test.

Are there any questions for the Board?

None
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Benchmarking: How are we performing vs. our peers? Report owner: Donna McLaughlin / Peter Williams
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Nottingham University Hospitals NHS Trust
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This Month

University Hospitals Birmingham NHS 

Foundation Trust

KEY: RLBUHT Target RLBUHT Actual Top Performing Peer Bottom Performing Peer

NB: If RLBUHT is the Best/Worst in the Peer group, the next Best/Worst Peer is shown.

N/A N/A

RLBUHT 0.00 0.22

Best peer 0.00 0.08

Worst peer 0.04 0.25

RLBUHT target

All Benchmarking including infection rates is based 

on the latest benchmarking data period (to Jun 16)

MRSA cases per 

1,000 bed days

CDT cases per 

1,000 bed days
YTD 

actual Change

YTD 

actual Change
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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 Trust underwent its CQC inspection between 
the 15th – 18th March 2016. The Trust  received the outcome of the report in July and we were given an 
overall  rating of ‘Good’. The report contained  the continuous theme throughout the report that our staff 
are caring, compassionate and professional . An action plan on areas requiring improvement has been 
submitted to the CQC. An internal action plan on other advisory actions received within the feedback. Has 
also been produced and will be managed through the Trust’s governance processes.

Are we appropriately responding to feedback from the regulator?     
Last visit: March 2016                           Last report:

Feedback Action taken in response: Outcome: 

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 September the overall average percentage of trained and untrained nursing staff against the actual
required for day duty was 92.7% which is consistent to August. The fill rate for registered nurses on night
duty remains consistent at 94.1%, the average fill rates for care staff has also remained consistent at 94.4%
in the day and 105.2% at night. Overall fill rate for trained and untrained nursing staff for the month of
September is 96.6% consistent with the month of August.
The twice daily staffing huddle continues to ensure 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 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. Awareness
raising in relation to this process has resulted in an increase in red flags being raised, which helps managers
direct additional staffing resource as necessary.
Monthly Open Events continue to recruit newly qualified and experienced staff nurses which have remained
successful, with the next taking place in October. Internal and external adverts for speciality based
recruitment continue. The weekly review meetings continue with the senior nursing team and recruitment
team within HR.
Work continues with local universities to ensure the organisation is seen as the hospital of choice to come
and work and regular engagement with students continues by attending open events and explaining the
opportunities that are available and the support offered in terms of our preceptorship programme.
Those nurses recruited from the Philippines are currently undertaking the necessary English Language exams
and working through the necessary visa arrangements, although it is important to note that this is a lengthy,
complex process. It is anticipated that our first small cohort of nurses will arrive in November 2016.
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin

Plan Month 6 RAG Month 6 RAG

Clostridium difficile Clostridium difficile
Scheduled: 20 
Unscheduled: 

28
11 18

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% 72.3% 94.0%

Non-admitted >=95% 83.9% 89.8%

Incomplete >=92% 89.2% 95.3%

Urgent suspected cancer referrals >=93%

Breast symptomatic (not susp cancer) >=93%

A&E % patients waited ≤ 4 hours >=95% 99.7% 80.8%

Unscheduled

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

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

Scheduled

Thresholds Weight Jul-16 Aug-16
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 96.7% 96.4% 0

Surgery >=94% 100.0% 98.0%

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

Urgent GP referral to treatment >=85% 86.1% 85.6%

Screening service referral >=90% 100.0% 100.0%

Urgent suspected cancer referrals >=93% 94.6% 94.4%

Breast symptomatic (not susp cancer) >=93% 95.8% 94.8%

Thresholds Weight Aug-16 Sep-16
Risk Score (based 

on Weighting)
RAG

P
ro

gr
es

s

Admitted >=90% 1 74.8% 74.8% 1

Non-admitted >=95% 1 86.0% 84.7% 1

Incomplete >=92% 1 90.2% 90.0% 1

A&E % patients waited ≤ 4 hours >=95% 1 91.5% 90.4% 1

Clostridium difficile Clostridium difficile YTD <=48 1 26 29 0

N/A 0.5 Yes 0.5

4.0 4.5

Monitor Risk Assessment Framework - Service Performance Score Month 6 (September 2016)

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:
In the month of September 2% of clinical areas were rated red (one ward) 22% of ward areas were rated amber in
comparison to 13% in August. 75 % were rated green in comparison to 87% in August.
Ward Quality Indicator Audits
Overall Trust performance for September was 92.6% which is rated as Green and consistent with last month’s result of 

92.4%. Green was achieved in eight out of the eleven standards Trust wide, with Falls, Infection Prevention and 
Discharge Planning all being rated as Amber.

There was 1 Red rated area for September: 
Emergency Department. 
Improvements are required in communication (ensuring that relatives are informed of patients admission to the ED), 
adherence to infection control procedures including general cleanliness of the area/equipment and uniform policy and 
time to admission for patients admitted with fractured neck of femur. Support will be given by the specialist teams and 
a robust action plan devised and monitored via perfect ward.

There were three standards rated Amber for September at Trust level:
Falls – 83.2%
Improvements are required in the completion of the falls and bed rail care plans, ensuring that patient information has 
been given and that the medication review has been completed by the ward doctor or pharmacist for all high risk 
patients.
Infection Prevention – 87.2%
Improvements are required in the completion of VIIAD charts and CDT risk assessments.
Discharge Planning – 86.9%
Improvements are required in completing the documentation around social and discharge planning and ensuring that 
patients EDD is recorded within 24 hours.

A Weekly Quality update meeting has commenced in September with Matrons and the quality team to
communicate areas for improvement and to understand any barrier and challenges to achievement. An
update will be provided to board next month on ongoing improvement work.

Ward Based Snapshot
Exception Reporting (scores over 2.0) Ward KPIs :

Emergency Department : ( Score 3.5 ) Rated Red
The area reported one grade 2 pressure ulcer, 2 falls which resulted in moderate harm and 2 Complaints. RCA
investigations are currently underway and any lessons learnt will be highlighted with appropriate action taken. The area
was rated red for WQI in comparison to the amber rating in August.
Improvement work has commenced, external quality checks and Senior Management team visits are being undertaken
on a daily basis with a focus of safety and patient experience and also to support nursing staff with any areas of
concern. Divisional work streams are underway to support the challenges in AE. Quality Matron for the area has
implemented 10 steps for improvement and Emergency triage is an area of focus to ensure patient safety and
experience.

Ward 4a : ( Score 2.5 ) Rated Amber
The ward reported one grade 3 pressure ulcer and an RCA investigation is currently underway. Any lessons learnt will
be highlighted and appropriate actions identified. The ward’s WQI is rated as Amber, improvements for completion of
the 3C documentation are required and that all staff are aware of Infection Control processes within the ward.
Discussion with the ward manager have taken place and the infection control team will be supporting with further
education sessions.

Ward 6X
The ward review is nearing completion further to concerns being raised by staff and an outcome will be reported in next
months summary report.
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant
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A&E / EAU A&E 3.5 43 61.06 3.8 12

Ward 4 (BG) Dermatology 0 85 1 0

9X Clin Pharm/Inf Dis 1 93 16.8 4 1

9BDW Medical day ward 0 67

3X Infectious Diseases 0 67 12.8 4.3 2

3Y Infectious Diseases 1.5 78 12.4 4.4 1

6A Nephrology 0 70 8.6 3 0

6B Nephr (Dialysis) 1.5 100 36.1 2 0

6X Respiratory 1.5 44 22.03 12 1

6Y Respiratory 1 60 21.93 3 0

7A Diabetes 1 9 21 2 1

7B Diabetes 1 63 18 1.71 0

9ADU Nephrology HDU 1 12.82 0 0

AMU Acute Medicine 1 58 36.54 6.33 4

SRU (W8 BG) Clinical Gerontology 0 100 0 0

2B Clinical Gerontology 2 70 16.14 1 3

2X Clinical Gerontology 1 13.01

SU & 2Y Stroke Unit 0.5 64 21.47 0 1

2A Clinical Gerontology 1 12.76 1 1.6

APCU Palliative Care 0 -100 10 0 1

ESAU ESAU 0 69 14.52 2 2

Ward 2 (BG) Urology / Gen Surg 0 80 14.64 1.28 0

3A Cardiology 2 70 20.8 5.55 0

5A General Surgery 1.5 78 24.69 0 1

5B General Surgery 2 63 24.69 2 0

8X / ACRU General Surgery 1.5 51 27 4 2

8Y Vascular / Urology 1 29 27.69 9.84 2.6

9A Renal Transplant 1 59 17.4 0 3

8A Vascular Surgery from July 2 85 27 2.95 2

9Y Breast Surg/Ophthalmology 1 66 21.58 2 0

HEC Cardiology 0.5 100 16.09 0.82 0

ITU Anaesthetics 0 100 105 9.2 0

POCCU Anaesthetics 0 33 10.8 1 0

RCCU Coronary Care 0 100 4.3 2.26 0

8HDU Anaesthetics 1 100 35.39 0 0

Ward 1 (BG) Orthopaedics 0 82 24.71 1 0

4A Orthopaedics 2.5 12 17.43 2.16 0

4B Orthopaedics 1 17 24.3 4.72 1

4X Orthopaedics 0

5X Gastroenterology 0 20 17.5 2 2

Ward 5 (BG) MTC Rehab (Ortho) 1 67 14 0.23 0

DCU (BG) Day Case Unit 0 9.01 0 0

Ward 3 (BG) Orthopaedics 1 94 11.38 0  

7Y Clin Haematology 1 86 16 1 0

10Z Clin Haematology (BMT) 0 78 26.33 1 0
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham

Executive Summary

At month 6 the Trust is reporting an income and expenditure surplus of £3.9m and a balanced
position against plan.

The YTD reported position makes a number of assumptions with regards to future developments
and negotiations. The YTD income position includes £1.5m of additional income not yet invoiced
relating to Healthy Liverpool funding and a favourable outcome to the SRG income negotiation at
a national level.

It is also assumed that the Trust receives the £9.7m transformation and sustainability funding and
as a result there is 6 months of this income (£4.85m) in month 6’s position.

The expenditure levels reported are reflective of the ongoing work with Deloitte and Four Eyes
and the anticipation that the identified work streams will deliver the full 2016/17 QEP. At Month 6
the Trust is utilising all of the remaining unallocated reserves of £3.9m to achieve the planned
surplus.

The pressures supported by the remaining £3.9m reserve allocation are detailed below

At month 6, the Trust is reporting a balanced position to plan which includes an under-recovery of
QEP of £3.3m, contract income risk of £0.7m after the income accrual for HLP and SRG,
underlying pay pressure of £3.3m and all other budgets overspend of £3.2m. These pressures
totalling £10.5m have been offset by the reserves.

This is summarised in the table below:

Reserves have been restricted by £6m to support the requirement to defer the £6m of transitional 
funding.  All of the £6m has been allocated into M6 to mitigate the position.
A further £4.5m of reserves slippage (after £6m allocation) is supporting the balanced position

Are there any questions for the Board?
The Board are asked to confirm their understanding of the position reported.

Month 5              

£m's

Month 6              

£m's

Movement    

£m's

Variance to plan:

QEP under delivery 3.1 3.3 0.2

Contract income risk 1.8 2.2 0.4

Accrued income (HLP & SRG) (1.3) (1.5) (0.2)

Reserves fed into position (5.2) (10.5) (5.3)

Underlying pay 2.5 3.3 0.8

Other budgets 2.2 3.2 1.0

Variance to plan 3.2 0.0 (3.2)

Pressure £m’s

M1-6 unachieved QEP 3.3

Large arrears payments and MALs 0.6

Total 3.9
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Are we delivering our services profitably? 

Income £254,675 £263,993 £509,345 £509,345

Expenditure (£239,766) (£248,954) (£486,066) (£486,066)

EBITDA £14,909 £15,039 £23,279 £23,279

Operating surplus £3,901 £3,901 £14,206 £14,206

Retained surplus £4,750 £4,932 £15,900 £15,900

I & E surplus margin 1.87% 1.87% 3.12% 3.12% ######0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 5.85% 5.70% 7.43% 4.57% ######

Operating surplus margin (op. surplus/income) 1.53% 1.48% 3.09% 2.79% ######

Retained surplus margin (ret. surplus/income) 1.53% 1.87% 4.65% 3.12% ######

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

(£4,141)

Net cash inflow/outflow:

 £0 (£4,383) (£4,467)

 £3,744 (£893) (£6,554) (£3,821) £3,662 £3,862 £3,962

(£7,200) (£6,395) £814 (£68)

(£15,285)
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham
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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 39 17

Cash days of op. expense 16 16

%debtors 90-180 days overdue 0% 7%

%debtors 181-360 days overdue 0% 12%

%debtors 361+ days overdue 0% 12%

%creditors 90-180 days overdue 0% 6%

%creditors 181-360 days overdue 0% 8%

%creditors 361+ days overdue 0% 5%

Cash              (000s)
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Commentary

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

Executive Summary – Income

Income is above plan by £9.32m as at the end of September 2016. The YTD income position
includes additional income not yet invoiced relating to Healthy Liverpool funding and a favourable
outcome to the SRG income negotiation at a national level.
Clinical Income is ahead of plan by £8.68m and Non clinical income is under plan by £0.63m.

How are we performing?

The main areas of income over-performance are found within the following directorates:

Liverpool Clinical Laboratories - £4.4m
Ophthalmology - £1.4m
Tropical & Infectious Diseases Unit (TIDU) - £0.7m
Allergy & Dermatology - £0.6m

Ophthalmology’s increased activity relates to £1.0m of over-performance against the ocular
oncology and Wet AMD contract and £0.4m of outpatient/daycase/A&E activity.
TIDU’s over-recovery relates to a £0.7m over-recovery on high cost drugs, matched with
expenditure.
Allergy & Dermatology’s over-recovery relates to £0.3m on high cost drugs, matched with
expenditure and additional outpatient & daycase procedures.
LCL’s over-recovery of income is matched with expenditure.

The main areas of income under-performance relate to:

Emergency Care - £0.5m
Cardiology - £0.4m
Trauma & Orthopaedics- £0.4m

Emergency care is under recovering against plan by £0.5m, £0.1m relating to the attendance
tariff and £0.4m to non-elective activity. A review is being completed to understand the factors
influencing the reducing non-elective activity levels.
Cardiology’s under-recovery relates mainly to a reduction in activity related to the oxygen triation
clinic . The directorate are planning to re-instate this clinic in November.
Trauma and Orthopaedics has seen a year on year increase of 54 operations cancelled for non-
clinical reasons. This is impacting elective income by c. £164k. A consultant retirement in the
team has also reduced outpatient procedures activity and this post has only recently been
replaced.

Are there any emerging issues on the horizon?
It is assumed that the Trust receives the £9.7m transformation and sustainability funding and as a 
result we have accrued 6 months of this income (£4.85m) in M6’s position.  This is an addition to 
the income not yet invoiced relating to Healthy Liverpool funding and the SRG income.
The impact of the transfer of the major trauma service is under review.

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 patient care profitably?

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

Income (000s) £95,915 £98,629 £87,119 £87,496

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

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

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

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

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

Total # patients 247,900 255,171 204,635 208,621

# elective 3,219 3,396 1,185 1,208

# non elective 4,493 4,768 15,050 13,483

# inpatients 7,712 8,164 16,235 14,691

# outpatients 213,928 219,873 135,679 46,844

# day cases 17,309 17,982 5,001 5,418

Scheduled Care Unscheduled Care

Patient care only

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

Commentary

Report owner: John Graham

Executive Summary – Expenditure
Pay and non-pay costs are currently over-plan by £9.19m
Pay costs are above plan by £7.1m and are broken down below. The WLI pressure on the pay 
budget is supported by the additional clinical income in the M6 position. 

Note 1: Underlying pay pressure is calculated as vacancy savings less overtime, additional basic
time, agency and incremental drift.
The £3.38m represents the pressure at a point in time and will continually require review.

As at end of September 2016, £4.43m has been spent on agency staff. On average this is
£0.74m per month. This is a reduction on the 2015.16 monthly agency expenditure trend of
£0.9m. The Trust is meeting the NHSI target for agency expenditure at M6.

Non pay costs are over plan by £2.04m, £0.7m relates to high cost drug expenditure supported 
by additional income, and £0.6m FIP consultancy costs. The remainder of pressures are driven 
by clinical supplies purchases. The shortfall on QEP is mitigated by the additional reserves in the 
position.
Orthopaedic implant overspends are of particular concern and there is a working group set up to 
work on rationalising the Trust suppliers

Are there any emerging issues on the horizon?
Continued focus on the QEP 
Monitoring and review of 16/17 divisional recovery plans 
Increased control of expenditure, particularly non-essential spend

£'000s

Reported variance 7,149

Explained by:

Underlying Pay Pressure (Note 1) 3,380

WLI/ACC expenditure 882

Locally Agreed Payments 1,348

WTD costs 597

Arrears 387

MALS 276

Escalation area pressure 140

Hosted services pay costs (non-pay offset) 140

Nursing                1,246 

Admin and Clerical                   676 

Medical                1,461 

Healthcare Scientists                   446 

Therapeutic and Technical                      97 

Allied Health Professionals                   177 

Maintenance and Works                   135 

Senior Managers                       -   

Healthcare Assistants and Support                   190 

Total                4,428 

Professional Group
Agency M1-6 

£000's
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Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days), elective 4.9 6.2 n/a

Avg. length of stay (days), non-elective 7.1 5.9 n/a

Income per patient (£) £387 £387 ###### £426 £419 ###### £0 £0 #DIV/0!

Wastage

% DNAs 10% 11.1% 10% 10.0% 0% 0.0% #DIV/0!

Scheduled Care Unscheduled Care CCSS
Month 

vs. r3m

YTD 

target

YTD 

actual

Month 

vs. r3m

YTD 

target

YTD 

actual

Month 

vs. r3m

YTD 

target

YTD 

actual

YTD YTD Month YTD YTD Month

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

Non-current assets £232,669 £250,474 Working capital £59,137 £31,935

Current assets £126,223 £109,552 Net assets £269,404 £260,010

Trade & receivables £96,838 £80,111 Assets - current liabilities £291,806 £282,409

Non-current liabilities (£22,402) (£22,399)

Current liabilities * (£67,086) (£77,617) YTD

Trade & payables (£64,482) (£75,035) Estimated risk rating if FT (5=best): 4

Total assets employed £269,404 £260,010 (see glossary for component parts )

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

Report owner: John GrahamOur finances 3/4: Are we using our resources effectively & efficiently?
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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 utilisation (%) 91% 78.1%

Theatre utilisation (%) 80% 71.9%

Equipment  ALL DIVISIONS

Month YTD Month YTD Month YTD
% £'s % £'s % £'s

Agency spend as a % of total spend 2.55% 520,329 4.39% 725,181 0.00% 0.0

Bank/Agency/Overtime spend as a % of total spend 5.10% 1,066,229 9.23% 1,593,134 3.54% 135,776.0

Medical staff

Internal locum spend as a % of total spend 0.93% 198,770 2.05% 331,744 2.52% 103,395.0

Additional cons PAs as a % of consultant spend 6.49% 1,390,177 9.99% 1,105,918 8.87% 257,403.0

CEA/Disc Points as a % of consultant spend 8.05% 1,061,892 6.30% 695,386 5.63% 163,558.0

Consultant Agency spend as a % of consultant spend 0.97% 127,498 0.16% 15,581 31.71% 920,724.0

Qualified Nursing

Unscheduled Scheduled Other

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 0 0 0
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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 GrahamOur finances 4/4: How are we managing our costs?
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Our Finances 4/4: How are we managing our costs?

Executive Summary

Pay costs are above plan by £7.1m, mainly due to the cost of overtime, agency, bank and 
incremental drift exceeding funded levels when viewed alongside vacancies.

Due to increases in demand on operational services and safer staffing requirements agency 
costs total £4.4m.

Overtime costs of £1.5m are included in the pay position.

Non pay costs are over plan by £2.04m, £0.7m relates to high cost drug expenditure 
supported by additional income, and £0.5m FIP consultancy costs. The remainder of 
pressures are driven by clinical supplies purchases. The shortfall on QEP is mitigated by the 
reserves in the position.

Cash position

Cash balances are on plan at month 6 at £21.6m. This is an improvement on the month 5 
figure which was behind plan by £1.92m. The Trust team have been working closely with 
CCG colleagues to improve the cash flows. Based on latest phasing assumptions of 
payments in relation to the new hospital and of payment profiles with the CCG, it is now 
projected that working capital support will be required in February 2017.
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Our finances 4/4: How are we managing our costs? Report owner: John Graham

Top 10 Debtors and Creditors

Please find below an analysis of the movements of the Top 10 debtors and creditors  between 
month 5 and month 6

Reserves
Please see below a breakdown of the reserves position.

Base Plan
Revised plan to 
achieve surplus

Supporting M6 
position

£000s £000s £000s
Downside Contingency 12,000 7,376 1,338 
High Cost Drugs 3,224 3,224 12 
QEP Enablement 1,000 336 -
Other 1,700 1,200 258 
Restricted £6m of reserves - 6,000 6,000 
Directorate Specific
Research and Development 1,933 1,933 1,409 
SOBC (base plan increased by £2.5m to match income received) 3,537 3,537 377 
Developments 2016/17

Pharmacy Practice Unit - hosted service 2,950 2,950 -
Safer Staffing 720 720 360 
Physician Assistant Training & Costs (reduction in F2) 748 536 268 
Overheads increase expected due to developments 405 405 405 
NMET posts 72 72 
Garston Clinic 317 317 28 
St Pauls at the Royal 94 94 47 

28,700 28,700 10,502 

Please note surplus reserve of £14.2m is excluded from the above analysis

ORGANISATION Month 5
£000s

Month 6
£000s

Movement
£000s

Reason for movement

Top 10 Creditors
UNIVERSITY OF LIVERPOOL 7,364 7,727 363 Account on hold

LLOYDS PHARMACY LTD 1,554 1,554 0 Most recent invoice paid - £650k

AINTREE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 1,579 1,331 (248) Account on hold (exchange of payments agreed)

LIVERPOOL COMMUNITY HEALTH NHS TRUST 423 414 (8) Working to clear Drs & Crs

VEOLIA ENERGY & UTILITY SERVICES UK PLC 455 413 (42) General movement in Creditor

ROCHE DIAGNOSTICS LTD 382 411 29 General movement in Creditor

CSC COMPUTER SCIENCES LTD 73 286 213 General movement in Creditor

CSA WAVERLEY LTD 0 269 269 General movement in Creditor

BECKMAN COULTER UK 5 218 213 General movement in Creditor

FRESENIUS MEDICAL CARE RENAL SERVICES (UAE) LTD 183 213 30 General movement in Creditor

Top 10 Debtors

NHS LIVERPOOL CCG (1,010) 8,954 9,964

£10,000,000 payment moved to payments on 

account code, LCCG to take back £6.7m

AINTREE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 4,789 5,090 301

Invoices raised LCL SLA, with previous unpaid, 

disputing wording of invoice  as they are a 

'partner'.

UNIVERSITY OF LIVERPOOL 3,713 3,748 35 Invoices raised - various

NHS ENGLAND NORTH WEST COMMISSIONING HUB 13Y 118 1,335 1,217

High cost drugs invoices paid, M4 freeze invoice 

£704k raised

LIVERPOOL HEART AND CHEST NHS FOUNDATION TRUST 2,181 1,131 (1,050) Exchange of payments LCL an

LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 1,732 950 (782) M1-4 LCL invoices paid £699k, blood products paid.

LIVERPOOL CITY COUNCIL 930 859 (71) Delayed Discharges (April- June 2016) £90k paid

LIVERPOOL COMMUNITY HEALTH NHS TRUST 830 729 (101) Various invoices paid

WELSH HEALTH SPECIALISED SERVICES COMMITTEE 625 707 82 SLA September 2016 underpayment

THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRU 565 574 9 Invoices raised.
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Are we on track to deliver the planned savings from QEPs?

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

Year to date 
The 2016/17 year to date QEP position of £6.1m has been achieved through £3.4m (56%) 
recurrent projects and £2.7m (44%) non recurrent projects.  Against the revised target of 
£25m, the year to date variance is £3.3m behind the revised plan of £9.4m; this variance has 
weakened by £0.2m compared to Month 5.
Delivery of QEPs in 16/17 is higher compared to 15/16 by £1.9m however with a lower 
proportion of recurrent savings.  In 2015/16 the year to date QEP position at Month 6 was 
£4.2m with £3.0m (72%) recurrent projects and £1.2m (28%) non recurrent projects.  

In year/ full year
The Trust has in year savings of £18.3m identified with an in year shortfall of £6.7m against 
the revised Base target of £25m.  This has deteriorated by £1.4m compared to M5.  £15.9m 
or 64% of the full year 2016/17 £25m QEP Base target has been identified, down £1.2m on 
M5.  Of this, £17.1m is profiled savings compared to £16.9m at M5, £0.2m being added in 
Month 6.

2016/17 PORTFOLIO BENEFIT STATUS
The Portfolio position for Month 6
is summarised in the chart and table below.

2016-17 M6 Year to Date 
Base (£m) 

In Year Forecast 
Base(£m) 

Full Year Forecast 
Base (£m) 

Revised Target £9.398 £25.006 £25.006 

Actual – Recurrent £3.403 £12.532 £15.898 

Actual - Non Rec £2.658 £5.757 £0.000 

Actual Total £6.061 £18.29 £15.898 

Variance to Target -£3.337 -£6.717 -£9.108 

Variance excl Projects with Red Risk Benefits  -£9,262 -£12,951 
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Executive Summary: the following exceptions are noted this month.
Sickness: 
The rolling sickness absence target has been agreed at 4.5%. The annual rolling percentage is 5.22% for August 2016. 
The sickness rate ‘in month’ for August 2016 has reduced to 5.16% from 5.65% last month.  Qualified nursing sickness 

absence was 4.71% in August 2016, compared to 5.56% in August 2015.  There is a general reduction in the rolling 12 
months absence when compared to last year.  A new table has been produced showing a trajectory of progress needed 
each month to achieve the 4.5% target by March 2017.  The Board also asked for progress against target for each 
quarter and actions taken.  
Q1 – Interim Target – 4.97% Actual – 5.12%.  Actions. Business Case approved recruitment to posts commenced, 
centralised tracking system in place.  Introduced weekly HR case reviews, action taken on long term sickness including 
dismissal.  PID developed to track sickness against Bank, agency & O/T.  Benchmarking data table shows better in 
month for Q1 than rolling 12 month average.  
Q2 – Interim Target – 4.81% Projected – 5.12%.  Actions. Sickness data analysed, league tables developed & 
tracking patterns e.g. seasonal absence.  Identified good practice.  2,400 staff not absent over last 12 months.  Monthly 
performance reviews with managers and a 3/12 escalation to Director of Ops. Communication Plan developed and 
commenced to highlight key messages.    
Q3 – Interim Target – 4.66% Projected – 4.81%.  Actions.  Sickness data analysed and enhanced drill down reports 
produced for Care Groups.  Action taken on seasonal patterns of absence.  MIAA Audit of process and policy 
application to be undertaken.  
Q4 – Interim Target – 4.5%  Projected – 4.5TBC%.  Actions.  Review results of MIAA Audit and address issues.
Mandatory Training: 
Actual mandatory training rates for August 2016 were 82.82%.  If future bookings are included, this increases to 
88.23% against a revised target of 100% of available staff.  Monthly performance management sessions continue with 
managers, together with improved reporting, e.g. DNAs and a risk assessment approach to compliance to enable 
targeting those most out of date, including taking decisive action to address persistent non-compliance  
Appraisal: 
The Appraisal window closed at the end of June with the overall non-medical Trust total at 89%. Late input has 
increased this slightly to 90%. Medical staff do not have an appraisal window. Their completion rate is over a rolling 12 
month period and is currently at 80%. 
Next steps are to continue to ensure that staff receive an appraisal and complete a follow up audit, to provide 
assurance as to the quality of the process. The audit is underway, and includes a general survey, random sample of 
telephone-based interviews and some spot checks of documentation. Initial findings have been presented to CMT, 
which are encouraging>  The audit will be completed in October and will inform improvements to the appraisal process 
as a whole.
Medical Workforce:
Junior Doctors’ Strike: At the end of August he BMA notified employers of a number of periods of industrial action 

commencing September 2016. Although the September dates were withdrawn on the basis of patient safety, the 
following dates are intended to go ahead as planned: 5, 6 & 7 October (weekend covered), 10 – 11 October, 14 – 18 
November, 5 – 9 December. The strikes constitute a full withdrawal of labour on these dates between 8am and 5pm, 
with no emergency cover. The Trust continues its emergency planning in preparation for this level of sustained 
industrial action.
Junior Doctors’ New Contract: The Trust is continuing with the implementation of all aspects of the new contract in 

accordance with national timeframes, with the first Juniors transferring to the new contract on 7th Dec 2016 (57 F1 Drs). 
e-Job planning: The Trust is currently on track with the implementation of the new electronic job planning system. By 
12th September 53 consultants had accessed training on the new system with 180 more booked on and on 21st and 
22nd September all General Managers and Clinical Directors will be trained on the system. The aim is to have all job 
plans on the new system by 10th October. The new system will enable i) performance management of job planning and 
reporting on the content of job plans, ii) sight of the resources available to the Trust in consultant time and iii) the abil ity
to use this information in workforce and capacity planning going forward. 
Recruitment: 
Progress with the International recruitment campaign to the Philippines  is being monitored with the recruitment agency 
on a weekly basis. The progress of the candidates passing their English Language course is slow but steadily 
increasing. As at 12th Sept 19 candidates have passed the English Language test with 6 of those at the next stage of 
NMC approval. 9 candidates have dropped out, leaving 173 actively going through the process. Once the NMC 
approval is given, the Trust can apply for the Sponsorship licence and arrange travel. 
Temporary Staffing – bank and agency: 
The weekly NHSI return continues.  The annual cap across all Trust agency spend is set at £8,578,000 for 16/17 and 
the Trust is within target for the first 4 months of this year. All Nursing agency use is within cap, except for the specialist 
areas of Critical Care, Theatre & A&E staff (a national problem). There has been further progress with this area through 
the framework agreement, with 7 tiers of agencies being introduced, however only the first tier is within cap. 
More focus is on LCL currently, to support  BMS and MLA roles on the internal Staff Bank and also to recruit to 
Histopathology Medical roles. Key actions this month are:
Continue to challenge agency bookings on a regular basis; NHSI have joined our meetings again but are sharing our 
good practice with other Trusts nowContinue to develop and improve the reporting dashboards at different levels to 
allow transparency of agency spend versus overtime and bank usage.

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

E
xe

c 
- 

P
eo

pl
e

Page 59 of 145



Report owner: Ros Edwards

Heads WTE By Division : Month Ending 31st August 2016
373 340.38 5.83%
1103 987.68 16.91% Heads WTE
1508 1342.49 22.98% 760 695.53
442 392.35 6.72% 509 483.93
137 126.63 2.17% 596 541.95
299 281.62 4.82% 535 472.59
602 554.03 9.49% 2455 2203.75
1972 1815.67 31.09% 1581 1443.11
6436 5840.85 6436 5840.85

*WTE excludes bank, agency and overtime.

Jun-16 Jul-16 Aug-16 Jun-16 Jul-16 Aug-16
7 2 5 16 18 22
0 0 0 0 0 0
4 5 5 24 25 24
0 0 0 5 4 3
0 2 0 2 3 3
1 0 0 1 0 0
0 0 0 2 2 1
0 0 0 3 3 3
3 2 3 8 9 10
15 11 13 61 64 66

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16

Medical 22 6 28 10 3 5 5
Non-Medical

11 5 7 5 0 9 2

Medical 2 4 5 1 3 3 76
Non-Medical

83 115 160 120 66 85 177

Actual Establishment
Staff Group

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals

Estates and Ancillary
Healthcare Scientists
Medical and Dental

Nursing and Midwifery Registered
Totals Totals

Actual

TRUST BOARD WORKFORCE SUMMARY

August 2016

% 
Workforce

Employee Relations Activity

Number started before 
checks confirmed or 

completed (August 16)

MHPS Policy

On Going Case

Bullying & Harassment

Discipline

Clinical Support Services

New Cases Logged

Capability (Formal Process)

Equal Pay

Organisational Change

Employment Tribunal
Redundancy

Safer checks completed 
before start (August 16)

0

0

0

Honorary 
Contracts

5

174

76

2

Corporate Services
Liverpool Clinical Labs

Operations
Scheduled Care

Unscheduled Care

New 
Recruits

3

Total

Grievance
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Monthly Turnover

Add Prof Scientific and Technic Additional Clinical Services Administrative and Clerical Allied Health Professionals

Estates and Ancillary Healthcare Scientists Medical and Dental Nursing and Midwifery Registered

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 - Received recruitment request to advert l ive

Stage 2 - Advertis ing

Stage 3 - Advert clos ing to sending to recruiting manager

Stage 4 - Recruiting manager shortl i s ting

Stage 5 - Time to send invi tes

Stage 6 - Invi te to interview date 

Stage 7 - Recruiting manager returns  interview outcome to recruitment

Stage 8 - Offer noti fication to unconditional  offer sent

Stage 9 - From conditional  offer to unconditional  offer

WEEK 6WEEK 1 WEEK 2 WEEK 3 WEEK 4 WEEK 5 Week 13WEEK 7 WEEK 8 WEEK 9 WEEK 10 WEEK 11 WEEK 12
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Report owner: Ros Edwards

4.00%

4.50%

5.00%

5.50%

6.00%

6.50%

7.00%

Sep Oct Nov Dec Jan Feb Mar Apr May June July August

In Month Qualified Nursing Sickness Absence

2013/14 2014/15 2015/16

5.45% 5.47% 5.48% 5.46%
5.42% 5.40%

5.28%
5.24%

5.16%
5.10% 5.09% 5.07%5.07% 5.08%

5.12%
5.17%

5.22%5.22%

5.12%

5.01%

4.91%

4.81%

4.71%

4.60%

4.50%

5.07%
5.02%

4.97%
4.92%

4.86%
4.81%

4.76%
4.71%

4.66%
4.61%

4.56%
4.50%

4.00%

4.20%

4.40%

4.60%

4.80%

5.00%

5.20%

5.40%

5.60%

April May June July August September October November December January February March

Sickness Absence Actuals & Required Trend to meet Target 

2015/16 Rolling 2016/17 Rolling Absence Trend to Target (Remaining Year) Absence Trend to Target (Rolling)

5.55%

5.11%

5.06%

5.05%

5.00%

4.79%

4.78%

4.73%

4.64%

4.58%

4.52%

4.50%

4.32%

4.29%

4.26%

4.07%

3.95%

3.57%

0% 1% 2% 3% 4% 5% 6%

Southport & Ormskirk

Royal Liverpool & Broad Uni

Alder Hey Childrens F

Lancashire Teach F

Morecambe Bay Uni F

East Lancs Hosp

Walton Centre F

North Cumbria Uni

East Cheshire

Pennine Acute

Warrington & Halton F

Aintree Uni F

Blackpool Teaching F

Liverpool Women's F

Wirral Uni Teach F

Clatterbridge Cancer F

Mid Cheshire F

Liverpool Heart & Chest F

Local Geographical Benchmarking - Rolling Sickness (June 2016)

5.27%

5.24%

5.10%

4.89%

4.80%

4.67%

4.51%

4.50%

4.42%

4.39%

4.28%

4.19%

4.08%

4.08%

3.99%

3.67%

3.58%

3.28%

0% 1% 2% 3% 4% 5% 6%

Blackpool Teaching F

Liverpool Heart & Chest F

East Lancs Hosp

Warrington & Halton F

Southport & Ormskirk

Mid Cheshire F

Wirral Uni Teach F

Royal Liverpool & Broad Uni

Pennine Acute

Morecambe Bay Uni F

Alder Hey Childrens F

East Cheshire

Walton Centre F

North Cumbria Uni

Aintree Uni F

Lancashire Teach F

Clatterbridge Cancer F

Liverpool Women's F

Local Geographical Benchmarking - In-month Sickness (June 2016)
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Report owner: Ros Edwards
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Executive Summary

Our focus remains 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.  

Update

• Following the announcement  regarding the loss of the BRC to Liverpool Professor Sir Munir Pirmohamed has 
scheduled a series of workshops to consider the exemplar projects that formed the basis of the BRC to look at how 
these projects can be submitted  to alternative funding streams. The short term plan is how the partnership can 
secure £3M a year from other sources.

• A paper will be submitted to the November RD&I Committee outlining the risk for the loss of the Pancreas 
Biomedical Research Unit and  our mitigation this will then come to the December Board.

• On the 1st September 2016 the MHRA have served the Trust a Laboratory Inspection which relates to Liverpool 
Clinical Laboratories as this is the only Royal lab we have but do subcontract to other partners. RD&I has agreed to 
lead on the inspection and work with LCL to complete the return required by the 30 th September 2016.  MHRA will 
risk assess our return and informed if/when an on site inspection will take place. All the documentation was 
submitted for the deadline and we await feedback and next steps.

• NIHR will be visiting the Trust on the 11th & 12th October 2016 to review finances, speak with members of the PBRU 
and undertake a tour of our phase 1 Clinical Research Unit. Feedback for this visit will be reported at the 
November Board.

• CRN have put out across the North West Coast a funding call but any award needs to be spent by the 31st March 
2017, we are supporting specialties that are considering apply for funding.

• We have just entered the final year (year 5) of our  Strategic Alliance with Covance for the Clinical Research Unit. A 
paper will be submitted to the RD&I Committee in November 16 to consider the plans going forward into the new 
hospital regarding Covance.

• RD&I continue to monitor  delivery of the NIHR targets, our dashboard is green except 1st patient  in 70 days is 
currently red and sitting at 72 days.  This will be micro managed in the month ahead.

Are there any questions for the board? 

The Board is asked to confirm 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
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Research studies undertaken and in the pipeline

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)

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') 40% 100%

% studies failing to recruit a patient in first 70 days* 45% 66%

Time from full document set to RD&I approval: Local LCRN (Target 15 Days) 17 16

Time from full document set to RD&I approval: All Studies (Target 30 Days) 27 27

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 76 72

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 72 72

# non-commercial studies open 308 317

# feasibility studies requested by pharma or CLRN 16 11

# feasibility studies awarded (updated biannually) 4 2

# feasibility studies declined by our clinicians 5 4

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:

How are we performing?

The PMO team currently have 76 projects in flight, ranging from design to delivery. The primary
workstream for these are Electronic Observations, which includes ADT Whiteboards, Paper Free
Health Records, E-NEWS, Sepsis Early Warning, PENS and Bedside Observations. New Build
(Hospital 2.0) which includes new networks and communications, patient entertainment, safe room
technologies and virtual desktops.

Across these workstream major progress is being made, delivering both cash releasing and clinical
benefits. In the last month we have:

• Progresses DNAR, E-News and Sepsis to pilot and testing stage
• Digitized another 4 million pieces of paper
• Taken delivery of new network and communications infrastructure in preparation for offsite build

and initial on-boarding
• Completed the core compute and storage upgrades on which everything sits.

What has gone well?

• The ADT White Board has gone fully live in A&E, improving patient flow and enabling a QEP from
the removal of the existing, standalone, system.

• The EMC Estate has been migrated onto the new storage solution, this includes all virtual servers
and clinical systems and was undertaken with limited impact on operational delivery and is now a
higher preforming and scalable infrastructure and delivering a large QEP.

Where have we underperformed or been challenged?

• The EPMA upgrade is on track to go-live on the 23rd of October which will address operational
risks, we have been challenged with the back end configuration although these have been now
fully resolved and the upgrade system in test with pharmacy.

How are our improvement initiatives progressing?

• Team are reviewing all requests coming into the dept., to identify QEP and also expanding
initiatives whereby wider scope or using a different systems provides a better outcome

Are there any emerging issues on the horizon?

• No
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Information Governance

Governance, assurance and recognition

The Trust reported a “Satisfactory” compliance level for its Information Governance (IG) toolkit
submission for the end of the last financial year which was the 4th best score within the North West
Acute Trusts. MIAA reported a significant assurance from its annual audit. A further assessment of the
Toolkit by the Health and Social Care Information Centre in August 2016 gave a “Satisfactory” rating to
the Trusts 2015/16 IG Toolkit submission.

Monthly Performance – September 2016

Freedom of Information activity

Requests: 57 (352 Apr-Sep)
Breaches: 12 (104 Apr-Sep)
Points: 451 (3,248 Apr-Sep)

The April to September 2016/17 compliance level for Freedom of Information requests is 70.5%, with
the month of august compliance level at 81.8% The majority of breaches are caused by non compliance
of the individuals responsible for supplying the requested Information to the Freedom of Information
Team within the required deadlines dates of 20 working days.

Incident activity

There have been eighteen level one (or less) incidents reported between April and September 2016/17.

In September 2016 there was one level one (or less) incident recorded. The August incident is as
follows:

Incident 1 (Level 1) – Patient received copy letter of clinic consultation, another patients consultation
letter was enclosed.

Following investigation, a Potential Incident reported on last months report was removed from the
incident log: – A Patient contacted the Hospital having received a phone call from a private nutritional
company who seemed to have Information about the patients newly diagnosed condition.

Mandatory Information Governance Training

As at 3rd October 2016, 83.03% of Trust staff have received their mandatory Information Governance
Training or are booked into a session to receive their training. This training forms part of Trust induction
and core skills mandatory training and is required to be completed every two years.
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Reporting period is: Sep, 2016

Freedom of Information
Indicator Target Actual
# FOI requests 352

# FOI requests  not responded to within 20 days 0 104 ####

Security
Indicator Target Actual vs. r3m
% Staff who have received mandatory info gov tra ining (YTD) 80.00% 84.13% ####

Number of Information Governance Breaches  (YTD) 0 18

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

Information governance breaches  (YTD) Basel ine sca le 2 0 1 ####

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

Network

Two issues  with network - one affected the lower ground floor, 

the switch power cable to the UPS came loose, and was  plugged 

back in . The second issue affected a l l  PCs  within A&E with a  loss  

of internet, this  was  a  switch error aga in which was  resolved by 

Networks .

99.80% 99.22%

3

Fi lestore 99.80% 100.00% ####

Bob 99.80% 100.00% ####

WiFi 99.80% 100.00% ####

MS Exchange 99.80% 100.00% 5

IPM 99.80% 100.00% 5

PACs

2 issues  with PACS being down, the smal ler 80 minute i ssue was  

resolved by Carestream. The larger i ssue lasting 24 hours  was  due 

to the a i r conditioning fa i l ing in the PACS server room.
99.80% 96.63%

3

ICE 99.80% 100.00% 5

JAC

JAC shortcut stopped working due to a server error, this was resolved by 

Technical Services
99.80% 99.85%

####

Winscribe 99.80% 100.00% 5

CyberRen (Renal )

3 instances  of CyberRen being down, these were a l l  resolved by 

Technica l  Services  restarting the server 99.80% 99.67%
####

Bluespier 99.80% 100.00% ####

A&E Whiteboard 99.80% 100.00% ####

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 R

JAC/EPMA Upgrade Pharmacy upgrade to system Initiation G

ADT Whiteboard Phase 2 Electronic whiteboard for bed management Close-Out 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

ST
R

AT
EG

IC
 P

R
IO

R
IT

IE
S

LI
ST

EN
IN

G
 &

 R
ES

P
O

N
D

IN
G

Please note, patient and staff engagement is covered in the Performance sections of the pack.

Priority: 2018 Lead: Donna McLaughlin

We have established a clinical interface group with Clatterbridge Cancer Centre (CCC). All task and finish groups 
relating to how the two new hospitals will work together will report to this group. 

The Life Sciences Accelerator remains on target to be handed over to the Trust in summer 2017. Marketing of the 
facilities is underway and the first tenants have now been secured.

We have been shortlisted for an Improving Environmental and Social Sustainability Health Service Journal, for the 
new Royal Sustainable Communities Programme (reducing worklessness, local economic regeneration and 
community). We presented to the judges on 11 October, supported by a construction apprentice and a 
representative from Kensington Fields Community Association.

Priority: World Class Workforce Lead: Ros Edwards

A drop-in clinic organised by Liverpool Veterans HQ is taking place every Friday from 10.30am-1.30pm, in K Clinic, 
Royal. The clinic is operated by Liverpool Veterans HQ, who  provide access to a number of services to veterans, 
reservists and their families including:
•       Employment and job search support
•       Access to gym and fitness sessions
•       Confidential referrals to mental health support programmes
•       CV support and work clubs
•       Volunteering programmes
•       Drop-in sessions
•       Social events
•       Access to benefits and housing support

The service is available for patients and staff. A number of sessions have been held with staff, including the 
emergency department, the communications team and the dental hospital. The quarterly share and learn event  
celebrated staff achievements. We are working with other hospitals around apprenticeships. 

Priority: Sustainable Health System Lead: Aidan Kehoe

Planning is continuing for next year’s Liverpool Women’s Hospital consultation. 

A programme board is being set up to focus on collaborative working between us, Aintree University Hospital  and 
Liverpool Women’s Hospital. The Cheshire and Merseyside Sustainability Transformation Plan will be submitted to 
NHS England in October. Publication details are being worked out but there is an expectation that this will be 
published publicly by the end of 2016. 

RD&I Lead: John Graham/Peter Williams

The National Institute for Health Research (NIHR) visited the Trust in October and were given a tour of the 
Biomedical Research Unit, met staff and discussed how funding had been used in the Trust. 

Stakeholder Priorities identified Update on response taken

Governors 
& Members

Member engagement and 
recruitment

Under represented groups

The learning disabilities team service launch took place on 11 
October. This provided an outline of the service with several 
patient experience talks. Stalls from partners (MENCAP, 
People First etc) were also present. Twenty  members 
attended with further attendees of the event recruited as 
members.

Work progresses with the multi-stakeholder communications 
working group looking at ensuring that there are consistent 
health messages being disseminated to international 
students in the city. There is the possibility of developing a 
‘health ambassador’ training scheme with several partners to 
help cascade health messages to the student community and 
to the wider community. This will potentially be developed 
as an extension of the RLB volunteer programme.
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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
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Stakeholder Priorities identified Update on response taken

Patients Patient Experience Listening week took place during September, which had a 
focus on gaining feedback from staff in relation to areas 
of concern from the national inpatient experience survey. 
This is focused on how we can manage concerns 
differently, to support improvements in relation to 
volunteers, infection control, the model of care for the 
new Royal and flexible visiting times. On-line surveys of 
staff and patients are currently taking place. 
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R Charity

Progress against YTD fundraising target Target: £547,000 (m6)
£1,360,000  full year

Actual: £276,000 (m6)

In memory, Trading and Corporate fundraising all performing well and above target to month 6. Community and 
Events income performing well but under target. Securing sponsorship for upcoming events to be a key focus 
moving forward.

Main areas of risk at month 6 are Trusts and Grants income and Major Donor income. 

Pharmaceuticals now being approached for grants, some good meetings have taken place. Budget to be adjusted 
in month 7 to reflect the new plan. 

Major Donor review is underway by KM.

Legacies underperforming. Fundraising are awaiting clarity from finance around the appropriation of legacies 
received. KM to take to CFC meeting in November for discussion. 

Stakeholder Priorities identified Update on response taken

Media Protecting our reputation Along with Liverpool City Council,  we took part in a national 
BBC news feature on the issue of delayed discharges. This was 
to highlight the whole system pressures affecting patient flow 
and to gain greater public understanding and support of 
discharging medically fit patients. There were a range of 
similar media features focusing on pressures and demands. A 
variety of positive features include being shortlisted for a HSJ 
award, an extraordinary patient story from the Roald Dahl 
Centre and topping out of the Liverpool Life Sciences 
Accelerator. A wide range of events and campaigns were 
promoted via social media, reaching around 230,000 users. 
Tweets supporting R Charity’s City Centre event reached 
42,775 twitter users. Other events with high social media 
engagement included Roald Dahl Day, the Accelerator topping 
out and the Annual General Meeting.
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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?

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

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Link to 
Strategic 
Objective

John 
Graham

Paul 
Bradshaw

ID3793:  Corporate - 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 or the inability to finance strategic objectives, 
particularly capital
Impact - At 31st July 2016 Trust is c. £7m behind the in year cash 
plan target

Jan 
2016

25      
(15)

15 
unable to 
determine

Financial reports to R&P & Board track progress against cash plan
13 week and 18 month projections now in place
Trust has commenced an application for a revolving working capital 
facility
CCG agreed to cash advance of £10m in August (received) repayable 
across October and November.

Oct 2016 update – September forecast was to be c £12m behind cash 
plan for the year.  Continues to be discussed at FPC on a monthly 
basis

30/11/16

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID3844:  Corporate - Finance                                 
Failure to Deliver 2016/17 QEP Programme Target £25.0m
Cause - Failure to deliver QEP programme of £25m in 16/17 
Effect - May materially  result in lower than planned cash reserves 
and may compromise delivery of financial control total.
Impact - reputational  - Month 4 position at 16/8/2016 behind plan 
by c. £3.0m with forecast shortfall in year of c.£8.7m based on red 
rated projects and full year of £10.7m shortfall. 

Mar 
2016

20 
(25)

8 
by 31 

October 
2016

QEP Governance process in place
R&P provides Board assurance and oversight to delivery
Regular reports to Trust Board.
July 16 - receipt of financial improvement plan report and discussion 
regarding phase 2. Deloitte proving additional review as part of FIP

Oct 2016 Update – Month 6 position behind plan by C £3.3m with 
forecast shortfall in year of  c £8.7m based on red rated projects and 
full year of £12.9m shortfall.  FIP weekly meeting in place

30/11/16

Redevelopme
nt Project 
Risk

John 
Graham

John 
Graham

ID3781 - Project Board Risk   
Contamination found in Energy Centre

Cause:  Contamination found in Energy Centre 
Effect : second Delay Event to project
Impact: Financial impact on scheme

Nov 
15

20     
(20)

12
Changed to  

March 
2017 due

to on-going 
legal 

discussions 
(was by 
July 16)

Legal advice sought. On-going discussions with Carillion and Project 
Co. The Trust is in continuing discussion with Addleshaw Goddard 
around the process for defending the claims from Project Co

Oct 2016 update – The Liaison Committee (joint membership of 
Trust and Project Co) will discuss this issue, and seek a way 
forward, at its meeting of 26th October

09/11/16

Redevelopme
nt Project 
Risk

John 
Graham

John 
Graham

ID3469:  Project Board Risk                                     
Land contamination on the construction site causes compensation 
award against the Trust
Cause: Land contamination, including asbestos, on the construction 
site 
Effect: compensation claim against the Trust
Impact:  Financial impact on scheme

Dec 
2014

20 
(20)

5
By  31 

October 
2016

Letter received from Project Co.  Legal advice sought.  On-going 
discussions with Carillion and Project Co. The Trust is in continuing 
discussion with Addleshaw Goddard around the process for 
defending the claims from Project Co

Oct 2016 update – The Liaison Committee (joint membership of Trust 
and Project Co) will discuss this issue, and seek a way forward, at its 
meeting of 26th October

09/11/16

Risk 
Assessment

Donna 
Mclaughlin

Marcella 
Sherry

ID4022 – Unscheduled Care – Haematology/Older 
People/Palliative Care
Availability of social care for patients 
Cause: availability of social care for patients 
Effect: increasing rate of ready for discharge patient population in 
clinical gerontology
Impact: reduction in available beds for complex frail older patients 
that present to the trust meaning they are unable to receive the 
specialty care they require thus, impacting on patient experience, 
length of stay and patient flow 

10-
Oct-
2016

20
9 by 31 

December 
2016

ward staff refer patients to the case management team as soon as it 
is apparent that they have care needs that are different to their  
needs on admission, the ward staff link in with case managers to 
ensure that all the necessary paperwork is undertaken so as not to 
delay any discharge.  plans to open additional beds on the BGH site 
that will be nurse led for patients who are medically fit for discharge. 
the introduction of home first being delivered by the community 

Oct 2016 - New Risk Added - action plan being instigated and a 
review of risk scores - email copied to Divisional Team

30/11/16
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Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant

What are the biggest risks (15+) on Risk Registers?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Strategic
Objective Risk

John 
Graham

Paul 
Bradshaw

ID3954: Corporate Department – Finance
Pay Budget Overspends

Cause: Pay budget overspends, if material, may impact upon 
delivery of financial duties
Effect: May impact upon delivery of financial duties
Impact : To Month three there is a net pay pressure of c. 
£1.5m if vacancy funding is taken alongside, agency, bank, 
overtime, locum and incremental drift.

14th

July
2016

16

6
(unable to 
estimate 

timescales

Pay Budgets are in place
Controls over Agency have been established and agency levels are 
currently within agreed control totals.

Oct 2016 Update – Continues to be discussed at FPC on a monthly basis

30/11/16

Link to 
Strategic 
Objective

John 
Graham

Teresa 
Keyes

ID2300 – Scheduled Care- Divisional                      
Deliver a financial surplus and achieve divisional QEP target 

Cause: Devolvement of corporate financial and quality targets 
to Scheduled Care  Groups
Effect: Review of Care Group budgets, identification of 
individual QEP targets.
Impact: Potential reduction in service provision and possibly 
compromise of quality.

Jul 
2012

16      
(12)

8 
by 31

October 
2016

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.
•2016
•Schedule Care Divisional Lead for Strategy coordinating and overseeing 
benchmarking analysis for 2016/17:
30% of 16/17 Target now Identified.
Surgical Divisional Lead for Strategy coordinating and overseeing 
benchmarking analysis for 2016/17.
66% of 15/16 Target has been Identified (£4.4M Identified, £559K 
Corporate).
58% of 16/17 Target now Identified.
Benchmarking analysis complete. 8 divisional Work-streams added to 
SharePoint. Milestones and profiling also added to work-streams. All 
existing 2016/17 schemes given a reference in line with the 8 divisional 
work-streams.
July 2016 : QEP work is progressing following recent staff engagement 
results with several projects being commenced
At month 3 the division has recorded a surplus of £2,961k and in terms of 
the QEP programme the target for 2016/17 has been amended from 
£8,019,090k to £9,684,890k. To date for the QEP, schemes equating to 
the full year value of £7,165K have been identified, work is on-going to 
identify the shortfall.

Oct 2016 update – position unchanged focus is on 2017/18 schemes 

14/11/16

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)
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Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Redevelopme
nt Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin

ID1501:  Project Board Risk                                         
Equipment requirements incorrectly stated 

Cause: Lack of Capital to fund equipment
Effect:  increase in transfer of existing equipment
Impact: Insufficient equipment in new RLUH in the short term
and inadequate in the longer term.

Nov 06 16

12 
By 31

October 
2016

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.
Feb 16 Final equipment audit commenced October 2015 and is due to 
complete by August 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 on-
going 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.
Update report issued for meeting on 22.08.16 and Approvals Process 
paper prepared for September F & P Committee. Equipment/Furniture 
transfer audit has been completed. Mike Pearlstone working with 
Equipment team to reconcile '16/'17 capital with new purchase 
requirements identified on the equipment database.
Oct 2016 update – re profiling equipment purchase in line with new 
hospital date.

09/11/16

Redevelopme
nt Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin,

ID2829:  Project Board Risk                            
Inability to re-provide CSSD service      

Cause: Inability to re-provide CSSD service in line with 
opening of new hospital.
Effect:  provision of CSSD of uncertain
Impact: Inability to grant vacant possession of existing 
hospital.  Increase in dual running costs.

Dec 
2012

16       
(4)

12
by 30 

September 
2016 

Extended 
to 31

December 
2016

Business case submitted to TDA in October 2015.  Currently options for 
provision of CSSD services are still under discussion.  Plan B options for 
provision of CSSD services are still to be agreed  
The Trust’s preferred option for Sterile Services was a new build on the 
Broadgreen Hospital site. However, this proposal did not receive the 
necessary support from the Trust Development Authority (now NHS 
Improvement). A number of alternative options for the provision of an in-
house service, and which include securing external funding, are being 
actively pursued
OJEU process now commenced
Oct 2016 update  - Out to tender

09/11/16

Risk 
Assessment

Lisa Grant
Rebecca 
Molyneux

ID3578:  Corporate Departments - 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        co-horting of colonised patients, financial 
resources.

Apr 
2015

16      
(12)

9 
by 30

June 2017

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.  Plans for additional PODS on ward 6A.                                                        
July 2016 update – Funding approved for additional 8 PODs, arrangements 
being made to purchase and agree roll out plan
External review requested July 2016
Oct 2016 update – Additional pods now ordered

31/10/16
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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 Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target 
risk

Main Controls
Review 

Date

Risk 
Assessment

Lisa Grant Colin Hont

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 safe 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 
2014

16      
(12)

6 
by 30 
April 
2017

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 levels
FEB 16 plan for international recruitment in April that has been 
approved by the Board of Directors.                                                      

Oct 2016 update - recruitment drive continues.  Successful recruitment 
in Philippines with over 100 nurse appointments to commence early in 
the new year.  Continue with local recruitment events.

06/11/16

Link to 
Strategic 
Objective

John 
Graham

Deborah 
Murphy

ID3797:  Unscheduled Care- Divisional Risk          
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 
2016

16      
(20)

8
by 30 
April 
2017

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 all grades asked to put any ideas forward to 
ideas street
Regular liaison with Divisional QEP Lead
July 2016 - All ideas linked with appraisal process being collated
Await outcome from QEP week.  Key topic at monthly governance 
meetings
Oct 2016 update - QEP target status and ways to achieve discussed at 
the following meetings: Divisional Board, Divisional Quality and 
Performance (Weekly), Weekly QEP Meeting, Divisional Governance 
Divisional Finance.
QEP updates will be provided at the Trust Strategic QEP meetings 
(Monthly).
Divisional QEP Strategy Lead oversees the Divisional target for current 
and future financial years. QEP Strategy Lead is working with each of the 
General 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. 
Each service to present at Divisional Quality Governance meeting for 
learning and discussion – Haematology presented this month and 
shared learning from service redesign process within new Project 
Management system shared

20/11/16
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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 management: Are we mitigating risks effectively?

Risk Source   Risk Owner Risk
Date 
adde

d

Risk * 
rating

Target Risk Main Controls Review Date

Redevelopm
ent Project 
Risk

John Graham John Graham

ID1897:  Project Board Risk                                 
Third Party Funding     

Cause: Failure to achieve £7.5m third party funding.
Effect: less  charitable revenue to spend on new build
Impact: Equipment requirements for service transfer not in place, delay 
to transfers, dual  running costs.

May 
2012

16         
(20)

12 
by 31 
March 
2017

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.           Fundraising 
are currently reporting £4m against target.
R Charity is increasing charitable revenue opportunities through 
R charity activities
Oct 2016 update – A report went to Trust Board in September 
and a up date will be provided monthly.  The income position 
reported was just over 5 million for the appeal to date against a 
target of just over 6 million.  The main areas of risk at month 5 
this year are Trust and Grants  where a high level of bids are 
rejected primarily due to high levels  of reserves in the accounts 
and major donors due to relationships not coming to fruition.  
Plans for both of these areas are being reworked to try to 
address the shortfall.

09/11/16

Strategic 
Objective 
Risk

Donna 
McLaughlin

Deborah 
Murphy

ID3818:  Unscheduled Care - Division Patient flow challenges and 
associated escalation risk to patient safety
CAUSE: challenging  patient flow issues, lack of available beds for patient 
needs
EFFECT: 
1. Escalation beds opened
2. Staffing issues to support escalation
3. Medical support issues to support escalation
4. Challenges with right patient right bed  in response to escalation
5. Matrons pulled from the bedside to coordinate patient flow and 
staffing issues
6. Risk that clinical issues / ward audits are delayed due to reallocation of 
Matron to more immediate issues
IMPACT: 
1. Risk to patient safety
2. Ward environment not the right place for the individual patient
3. Staffing challenges - pulling from existing clinical areas to support 
escalation areas
4. low staff morale
5. Risk that immediate need to address patient flow issues challenges 
quality initiatives
6. Increased Breaches through ED
See also Corporate Risk ID3792

Feb 
2016

16
(20)

8
by 31 

March 
2017

Co-ordinated plan for escalation areas
Staffing huddle takes account of staffing needs
Red flag process flags any critical issues in real time to maintain 
safety
All escalation challenges OOH coordinated by Silver / Gold
Breaches monitored
Directorate Manager support to Matrons re patient flow

Chief Nurse and Head of Patient Flow commencing initiative to 
collate bed information via email daily to improve process.

Oct 2016 update: Key issue discussed at Divisional Quality 
Governance Committee. Risk score remains unchanged but 
discussions being considered to refine this risk as it is very 
broadranging currently and actions and interventions both 
positive and innovative particularly across the emergency floor 
not highlighted here and key specific challenges may require 
more clarity. for further discussion on 17.10.16

28/11/16
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What are the biggest risks (15+) on Risk Registers?
Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Risk 
Assessment
and Incident 
Reporting

Donna 
McLaughlin

Deborah 
Murphy

ID3957:  Unscheduled Care – Divisional Risk
IT and wireless challenges particularly EPMA and PENS failure 
causing on-going clinical and patient safety risks

CAUSE: IT / Wireless Failures leading to lack of access to EPMA and 
EPRO and PENS
EFFECT: delay to treatment planning, delivery
IMPACT: risk to patient care and safety due to delay, risk of missing 
essential medications and interventions and this then is resource 
intensive for clinical teams

20th

July
2016

16
(20)

12
By 31 
March 
2017)

Datix raised to monitor impact across specific clinical areas
Business continuity plans need reviewing
Escalation processes highlighted
Oct 2016 Update – key nursing information difficult to track 
highlighted via perfect ward - and challenges when there is a loss of 
WIFI to retrieve and record key nursing intervention - discussed at 
SMT. Discussion at Patient Safety Committee if core documentation 
could be kept at the bedside in paper copy - so all ward areas (apart 
from early adopters with higher spec equipment) are following the 
same policy. Chairs log to Quality Governance Committee &IT 
Committee - await outcome - interim key information remains at end 
of bed in paper copy across most clinical areas.  Summary of QG 
discussion circulated to all Governance leads across the Division .

28/11/16

Redevelopm
ent Project 
Risk

Lisa Grant Lisa Grant

ID2485:  Project Board Risk                      
Workforce estimates for 100% single ward model are under-
estimated.            

Cause: Workforce estimates for 100% single ward model are under-
estimated.
Effect: unsafe staffing levels for single room occupancy
Impact:  Additional nursing costs

July 
2012

16         
(16)

12 
by  31 
March 
2017

Chief Nurse has established a Model of Care Group re generic 
inpatient wards. An establishment for the new hospital has been  
developed in conjunction with the Ward Managers using professional 
judgement. Dr Keith Hurst visited the trust in October to undertake a 
workshop with all ward managers on capturing the appropriate 
nursing establishment against patient acuity. 

Oct 2016 update – Dr Hurst has taken the new establishment proposal 
away to review and challenge, his findings will be provided  back to 
the Chief Nurse by early November. 

09/11/16

Redevelopm
ent Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin

ID1495 Project Board Risk                                  
Activity levels differ from projections (under or over).      

Cause:  Capacity requirements differ post FC from projections in 
terms of size/cost/content.
Effect: Capacity does not match activity levels, particularly in 
relation to Theatre capacity.
Impact : Possible financial issues; breach of CBC approval on capex 
parameters; scheme delay whilst mitigation sought on additional 
capex requirement.

Nov 
2016

16          
(15)

12 
by 30

December 
2016

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. By December 16 there should be increased confidence in 
the Bed Migration Plan. J
Oct 2016 update- CCG updated planning assumptions therefore plans
are being revised as significantly below planning assumptions.  
Transformation Committee updated

09/11/16
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Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)

What are the biggest risks (15+) on Risk Registers?
Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Risk 
Assessment

Donna 
McLaughlin

Sally Buxton

ID3746 – Corporate Services – Information Department
Failure to achieve contractual flex/freeze submission deadlines

Cause: High level of inexperienced clinical coders and sickness 
within the department and the difficulty in recruiting 
experienced clinical coders.
Effect: Achievement of reconciliation and post reconciliation  
submission deadlines could reduce.
Impact: Trust to suffer financially; as may under recover income.

Nov 
2015

16
12 by 30 

September 
2017

Clinical coding contractors are recruited to cover the vacancies and 
sickness – contracts end by December.  Whilst some records may not be 
completed by the reconciliation deadline date; all records are fully coded 
by the post reconciliation deadline date. New recruits required 12 
months training.

Oct 2016 update – staffing levels will deplete  - . estimate is working day 
6 for coding to be complete but last month the data was not extracted 
until working day 15. Options appraisal to be presented to the board to 
address inexperience of staff over 12 month period.

30/11/16

Risk 
Assessment

Ros Edwards
Patricia 
Birch, Lean 
Practitioner

ID3904 – Corporate Services – Human Resources
Sickness Absence
"Cause - staff sickness rates high within Trust.  Performance at 
April 16 was 5.07% rolling absence, against a 4.5% (interim) 
stretch target of 3.8% 
Effect - affects resources around organisation
Impact - reduced resource or backfill with overtime /agency 
hence increased spend"

Apr 
2016

16
(12)

Being 
assessed

The sickness business case has now been approved to support sickness 
management through additional resource and focus, along with a case 
management system.  This will provide improved analytics and allow 
even more focus on mental health support given this is the highest 
sickness absence reason.

Oct 2016 update – action plan presented to workforce committee and 
accepted. Centralised sickness team now in place. Case mgt system is 
implemented. q2 actions moving forward.
Sickness reported in august 2016 was 5.16% against target of 4.5. The 
renewed focus has led to increased reporting which would tend to have 
the effect of an increased sickness rate - but in fact this may be led by 
better reporting. 

14/11/16

Strategic 
Objective 
Risk

Donna 
McLaughlin

Donna 
McLaughlin,  

ID3792 - Corporate Department - Operations Risk of failing 
operational  performance standards notably 4 hours and 18 
weeks notably 18 weeks and 4 hours (see also ID ?? Divisional 
Risks related to Corporate Risk
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 
2016

16

12 
Extended 

to 28th

February 
2017 (was
31 August 

2016)

Committee on Monday to request that Executives acknowledge the 
revised trajectory.
Each specialty will monitor their trajectory against their current 
performance and exceptions and mitigation will be reported at the 
Weekly Performance Meeting. Note - the Trust trajectory is based on 
those specialities that are currently achieving the RTT standard continue 
to do so.
Documents attached - R&P
The board has approved 18 weeks trajectory which shows achievement 
from January 2016.  4 hours trajectory is being discussed at R&P in 
September.  Target risk extended to February 2017.
Oct 2016 update –18 weeks behind improvement plan but on target to 
achieve performance by January 2017.  4 hour breached, revised 
improvement plan approved at Septembers Board

09/11/16
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Report owner: Lisa Grant

What are the biggest risks (15+) on Risk Registers?

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

Risk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Link to 
Strategic 
Objective, 
Redevelopm
ent Project 
Risk

John 
Graham

Paul 
Bradshaw

ID3640:  Corporate Services - Finance         
Project Co Delay Events      

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. A total of 4 delay event claims have now 
been received from Project Co. Two relate to asbestos in 
the ground and two relate to works in the Energy 
Centre. 
Impact : Possible adverse effect on delivery of Trust 
financial duties. Combined impact estimated at c. £21m

Jun 2015 15

6 
by 31
March
2017

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 report submitted to Trust Board in December 2015. Next Update 
scheduled for Trust Board 29th March 2016.                              
July 2016  -Update report being submitted to July Transformation Committee. 
Discussions on-going with Carillion around alternative opportunities that may 
benefit both parties and minimise the impact of any claim.  Effect description
updated with latest claim data.
Oct 2016 update  – The Liaison Committee (joint membership of Trust and 
Project Co) will discuss this issue, and seek a way forward, at its meeting of 26th

October

30/11/16

Link to 
Strategic 
Objective

John 
Graham

Paul 
Bradshaw

ID3608:  Corporate - Finance                     
Contract Sanctions in 2015/16 may compromise the 
delivery of financial duties 

Cause : Failure of Trust to deliver against NHS 
Constitution Standards will result in financial fines
Effect :Contract penalties applied  may compromise the 
delivery of Trust financial duties in 2015/16.
Impact : Core contract sanctions for the year forecast to 
be c. £1.9m - Impact not factored into financial position 
and Trust assuming reimbursement. CCG will be 
assuming non payment thorough accounts

May 
2015

15        
(12)

unable to 
state 
time
scales

Commissioning Governance process in place - monitored via FCG and CQPG
Performance will be monitored via R&P on a monthly basis
Trust has formally communicated its assumption regarding reinvestment to CCGs 
- as yet no CCG response
CCG at SRG on 5th February 2016 indicated it would be applying the sanctions -
and letter to DoF would follow.
CCG formally wrote to all Trusts on 16th Feb indicating its intention to retain all 
sanctions in M1-9 2015/16. Collective Trust DoF letter of concern was sent to 
CCG on 26th February March 2016. Response was received on 7th March. Matter 
remain unresolved                                                                                                            
July 2016 – CCG wrote formally to Trust on 21st June 2016 disputing 2015/16 
outturn, the Trust responded with a counter letter on 28th June 2016.  Dispute 
resolution guidance requires the disputing party (in this instance the CCG) to 
escalate.
Oct 2016 update – Correspondence indicates escalation outlining how the 
payment of STF monies will be undertaken during 2016/17.

30/11/16

Risk 
Identified 
through 
External 
Assessment, 
Visit or 
Review

Lisa Grant
Deborah 
Murphy

ID2831:  Unscheduled Care - 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 
2012

15      
(12)

6
by 31 

March 
2017

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.

Oct 2016 update -Divisional nurse reviewing risk with Governance Coordinator 
this risk is still a challenge but following discussion will be revised and the action 
plan updated by 17.10.16 to reflect more effectively all the current work streams 
in place to support, mitigate and ensure patient and staff safety

30/11/16
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Report owner: Lisa Grant

What are the biggest risks (15+) on Risk Registers?

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

Risk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk Date added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Link to 
Strategic 
Objective

Donna 
McLaughlin

Teresa Keyes

ID2811 – Scheduled Care- Division              
Risk of failing to meet 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.

See also Corporate Risk ID 3792

01/10/
2012

15           
(9)

12
by 28

February
2017

We achieved 90.27% (target 90.29%) in August against the revised 
trajectory/Improvement Plan. This equates to an additional 35 breaches. 
Operational pressures identified within oral surgery which is currently being 
reviewed.
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 regraded 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. 
15.02.16 -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.
08.03.2016 -Under achievement of RTT within the surgical sub speciality groups, 
oral, general and orthopaedics continues to be a concern for the Division. 
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.
09/05/2016 there has been no change. The Directorates continue to 
monitor/review the non-admitted and admitted pathways on a weekly basis to 
identify trajectory variance, and this continues to be carefully monitored and 
reported to the Divisional Director of Operations daily
23/06/2016 20 trajectories have been produced by the failing specialties which 
have fed into the overall Trust trajectory. The overall Trust trajectory will not 
achieve until January 2017. A paper has gone to Executives yesterday with 
another paper going to Resource and Performance Committee on Monday to 
request that Executives acknowledge the revised trajectory.
Each specialty will monitor their trajectory against their current performance and 
exceptions and mitigation will be reported at the Weekly Performance Meeting. 
Note - the Trust trajectory is based on those specialities that are currently 
achieving the RTT standard continue to do so.
Documents attached - R&P
11/07/2016 continues to be monitored on a weekly basis
08/08/2016 A revised trajectory has been submitted and subsequently approved 
by Trust Executives and R&P committee in June 2016. Current performance 
remains as predicted against the revised trajectory for June and July. The Trust is 
awaiting approval of the revised trajectory from NHSI following submission of the 
same in June 2016.
Weekly Performance Reports have now been added to Coeus for all Care Groups 
to allow for timely review and action against current position.
Oct 2016 update - 18 weeks behind improvement plan but on target to achieve 
performance by January 2017. 

14/11/16
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Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target 
Risk

Main Controls Review Date

Link to 
Strategic 
Objective

John
Graham

Paul
Bradshaw

ID3892 – Corporate – Finance
Receipt on Full of Sustainability and Transformation 
Monies

Cause : STF Monies Not received in Full in 2016/17
Effect :Unplanned pressure on Trust Revenue Plan for 
2016/17
Impact : Up to £9.7m subject to areas of non delivery

May 
16

15
6 by 31
March 
2017

Assurance monitoring framework in place via Board, FPB and Exec Management 
team
July 2016 - Trust in monthly formal dialogue with NHSI regarding status and 
assumptions regarding STF reporting and receipt. 

Oct 2016 update - NHSI have issued formal guidance outlining how the payment 
of STF monies will be undertaken during 2016/17.

30/11/16

Risk 
Identified 
through an
external 
assessment 
of review

Donna
McLaughlin

Teresa
Keyes

ID3929:  Scheduled Care – Division
Lack of theatre capacity – failure of national quality 
standards

Cause of Risk: A lack theatre capacity to cope with the 
growing service demand across the Division.
Effect of Risk: Patients are waiting longer than national 
quality standards
Impact of Risk: Patients may suffer harm from delayed 
operating. 

July 
2016

15
(20)

12 
By 1 

November 
2016

The 6:4:2 meetings have now started and are diarised fortnightly. Work is on-
going with Four Eyes Insight into theatre activity and maximising theatre time.
We are now contacting patients re cancellations on the day.
There is currently a review into the utilisation of the barn theatres
08/08/2016 Reviewed. Revised shift patterns are due to take effect in September 
2016. Meeting with Divisional Management Team, Trade Unions and Staff 
Members scheduled for 12th August 2016 to agree T&Cs.
08/09/2016 risk reviewed - revised shift patterns implemented on 5th Sept 2016. 
Monthly meetings with Theatre Team attended by the Divisional Management 
Team.

Oct 2016 update – ongoing improvement through theatre efficiency group

14/11/16

Risk 
Identified 
through 
External 
Assessme
nt, Visit or 
Review

Donna 
McLaughlin

Teresa 
Keyes

ID3757 – Scheduled Care- Vascular                                       
Patient Waiting longer than national quality standards 
impacting on patient safety

Cause: A lack theatre capacity to cope with the growing 
service demand.
Effect Patients are waiting longer than national quality 
standards
Impact: Patients may suffer irreversible harm from delayed 
operating. 

20/11/
2015

15  
(20)

10
by 30 
April 
2017

Adding to the emergency list.
Requesting WLIs
Slowing of the Elective programme                 
July 2016 –Additional controls in place  -WLIs  available and securing dropped 
sessions by other directorates.  This is a short term adhoc fix pending a longer 
term plan for increased theatre slots. 
Oct 2016 update - Business Case approved for Saturdays from Oct /Nov pending 
theatre staffing
Following HLI - Vascular to take a paper to Exec for additional Tue and Wed all 
day operating

30/11/16

Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

What are the biggest risks (15+) on Risk Registers?

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

Donna 
McLaughlin

Teresa
Keyes

ID2785 – Scheduled Care – Muscular Skeletal 
Achievement of 18 Week Reduction for Trauma and 
Orthopaedics and General Surgery

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.

See also Corporate Risk ID3792

October 
2012

15
(12)

12 by 28 
February

2017

The directorate has set out an aim to reduce the volume of patients waiting 
greater than 18 weeks without a TCI to within the allowed 8% tolerance by the 
end of March 15.  There is a risk that due to clinic capacity the non admitted 
pathway demand could impact upon the achievement of that aim. Capacity 
constraints due to theatre, preoperative assessment and consultant capacity to 
deliver in hours and waiting list activity could also affect achievement of the 
target trajectory. 

NHS North has indicated that the Department of Health are considering options 
for patients waiting greater than 18 weeks to be offered alternative providers 
with a risk to activity and reputation directorate has set out a performance 
trajectory and monitoring of the non admitted and admitted pathways on a 
weekly basis to identify trajectory variance.

The directorate has a plan to deliver a reduction in the volume of non tci 
greater than 18 week patients against the trajectory. This is reviewed on a daily 
basis and progress is reported to the divisional manager on a weekly basis.
08/03/2016
See Action Plan and attached Documents.
T&O - Business case approved to transfer Limb Recon to BGH thus freeing up 
both theatre and bed capacity to support spinal surgery. 
Flexing of out patient / theatre capacity regularly deployed 
On going validation 
Diagnostic PTL now proactively utilised
General Surgery 
Implementation of the 18 week business case (though dependent upon theatre 
staff) 
On-going validation 
Pathway redesign to support early RTT discharge 
Utilisation of diagnostic PTL 
Theatre utilisation monitored 
Divisional weekly performance meetings to escalate potential areas of concern
request for ACC to support increase in OPD waiting time. This should be in place 
by October 16

Oct 2016  update- 18 weeks behind improvement plan but on target to achieve 
performance by January 2017. 

30/11/16

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

What are the biggest risks (15+) on Risk Registers?

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)
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Risk Source Exec Lead Risk Owner Risk Target Response Review date

Date added Curr

Link to a 
strategic risk

Donna 
McLaughlin

Teresa 
Keyes

ID4009 – Scheduled Care – Whole Trust
Lack of Bed Capacity

Cause: Number of admissions to the Trust has increased 
resulting in bed capacity issues throughout the Trust, 
combined with a lack of ICB beds in the Community.

Effect: Bed occupation is at capacity. Patients are not always 
being nursed in the appropriate areas, with an increase in 
the number of non-surgical patients in surgical beds, 
resulting in delayed discharge from Critical Care and 
Recovery.

Impact: Cancelled operative procedures due to lack of post 
operative beds including critical care and recovery areas. 
Impact on 18 week RTT and patients subsequently waiting 
longer for procedures. Potentially, delayed procedures could 
result in a risk to patients. Lack of beds will impact on the 
Improvement Work currently underway.

Sept 2016 15

10 
By

31 January 
2017

Patient flow being assessed and managed at bed meetings x4 
daily. Scheduled Care Division reviewing elective demand and 
capacity throughout the day.
Working with Four Eyes Insight to improve theatre capacity and 
utilisation, and attempting to maximise the current resources.
Temporarily outsourcing appropriate procedures to external 
organisations.
Reviewed capacity on BGH site and changed the designation of 6 
beds to accommodate ready for discharge patients supported by 
Unscheduled Care Division.
Review all outlying patients daily to ensure they receive 
appropriate medical review.
Weekly performance meetings to proactively manage all waiting 
lists.
Patients in ED are reviewed in the department supported by the 
appropriate surgical team.
Pre operative assessment to identify patients who are suitable 
for the BGH site.
Various initiatives are in place across the Trust and working with 
partner organisations to reduce the number of ready-for-
discharge patients in the Trust at any given time e.g. Home First, 
Communications Pathways, Patient Choice, ward rounds etc.

Oct 2016 update – new risk

14/11/2016

Risk management: Are we mitigating risks effectively? Risks we have reduced Report owner: Lisa Grant

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

What are the biggest risks (15+) on Risk Registers?

Risk management: Are we mitigating risks effectively? Risks we have reduced

Are there any areas requiring Board Attention?

Escalated by Item Comment ID

Nil

Risk Source Exec Lead Risk Owner Risk Target Response Review date

Date added Curr

Risk 
Assessment

Donna 
McLaughlin

Donna 
McLaughlin

ID4003: Corporate – Operational 
BMA Junior Doctor Industrial Action
Cause: Withdrawal of all Labour by BMA Junior Doctors due 
to industrial action over rolling period.
Effect: Disruption to operational service delivery. All Junior 
Doctor cover to be withdrawn between hours of 0800 - 1700 
during the following periods:  05 - 07 Oct 16; 10 – 11 Oct 16; 
14 – 18 Nov 16
05 – 09 Dec 16
Impact: Ability to recover cancelled procedures will prove 
extremely difficult given time of year, current demand for 
service and further scheduled industrial action resulting in 
missed targets and financial impact.

Sept 16
8

(20)

15
By 29 

September 
2016 –

achieved

Business Continuity Management in place to reduce risk, ensure 
compliance and ensure patient safety during industrial action.

Financial and reputational impact due to loss of clinical 
appointments cannot be mitigated against in current 
circumstances

Oct 2016 – Risk downgraded on 14/9 following suspension of 
strike action

12/11/16

Failure to 
comply with 
Guidance 
(NICE, NSFs 
etc.)

Donna
McLaughlin

Julie
Batterton

ID3576:  Unscheduled Care 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 2015
12

(16)

4 
by 27 

January 
2017

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
13/04/2016 3rd robotic consultant now in post. After 2 months 
will review demand and capacity.
09.05.16 New Consultant will be ready to be signed off in July 
16, however theatre nurse is still out to recruitment. only when 
they are in post will we get more capacity
June 2016 Third consultant has  been appointed however we are 
still approx. 6-12 months before we can increase capacity new 
to surgical assistant needing to be trained. Trust have agreed 
one extra waiting list per month however theatres are yet to 
confirm
7.7.2016 Risk updated, review date should be a month, date 
changed together with target date to reflect date change. SC
Oct 2016 update  - downgraded

21/01/17

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

% Statutory audits on track 80% 92%

# locally agreed mandatory audits on track N/A 137

# on programme following SUIs N/A 35

# on programme following Complaints N/A 6

# on programme following mortality alerts (internal/external) N/A 5

Findings & impact: # audit returns with red RAG for quality assurance N/A 2

Mortality review

% of peer reviews taken place in appropriate time frame 90% 81%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 775

# NICE guidance RAG rated Green 0 694

YTD 

target

YTD 

actual

Month 

v. R3m

Item

Clinical Audit Clinical Audit Programme
The following data is based on the 2016/17 clinical audit programme; the 2015/16 clinical 
audit programme will continue to be monitored through the directorate and divisional 
reporting structure until sign off.

92% of statutory audits (National Clinical Audit and Patient Outcome Programme (NCAPOP) 
and Quality Accounts (QA)) are on track on the 2016/17 audit programme. 

Thirty five audits are on the programme with an SI driver, none of which were added this 
month, there are now a number of SI audits that are taking place on a monthly basis. 

There are five audits on are the programme due to a mortality alert and six audits recorded 
with complaint as a driver.

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
The following narrative includes audit outcomes from the four audit returns reviewed by the 
Trust Audit Lead (TAL) in July.

Audits with Red assurance

AC03051 Emergency intervention for thrombosed AV fistulas using angiojet intervention, 
Assurance: Red
The initial audit showed poor compliance to the guidance however the action plan was deemed 
comprehensive and therefore Amber assurance was provided. The reaudit has demonstrated 
that there has been no improvement in compliance and therefore red assurance has been 
given.
Currently no further action has been developed but discussions are ongoing between 
Nephrology and Radiology.

Statutory Clinical Audits 
None

Clinical Audits instigated due to SI 
AC03980 WHO checklist Audit - Interventional Theatre, Assurance: Amber
One of four standards was not met; due to an issue with PENs one section within the Cath Lab 
was not signed.
AC04044 Who Checklist – Dermatology Unit, Assurance: Green
Both standards met
AC03974 Who Checklist – Nephrology, Assurance: Green
All standards met.

Mortality: 
The following data is from April 2014 to July 2016.
Trust 81% (3146 of 3864)
Top 3 reporting Directorates:
AMU 94% (236 of 250)
Critical Care unit 92% (451 of 492)
Clinical Gerontology 88% (608 of 688)
Bottom 3 reporting
Vascular Surgery 42% (30 of 72)
ENT 60% (3 of 5)
Breast 60% (3 of 5)
Renal Transplant 60% (3 of 5)
Respiratory Medicine 60% (281 of 468)

NICE:
Quality Standards in Quality Contract
Three Quality Standards (QS) are included in the Quality Schedule of the Trust contract with Liverpool CCG 
for 2016/17 for in-depth review.   As with all quality standards, each has had a baseline assessment carried 
out and an action plan developed to address any issues.  The CCG will review progress in relation to 
implementation of the action plan throughout the year.   The QSs and current status are as follows:-
QS24, Nutritional Support in Adults – all standards met, has been added to clinical audit plan in Q3 to 
provide additional assurance in relation to implementation status. Assurance Green
QS61 – Infection Prevention & Control – 2 out of 6 standards met, action plan to be reviewed again in 
Quarter 2. Assurance Amber
QS13 – End of Life Care for Adults – 14 out of 16 standards met, action plan is currently being reviewed, 
update by September. Assurance Amber

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Item Comment

Advancing Quality (AQ)
Problem measures areas are known for each pathway and teams are focussing on education, missed 
opportunities meetings and data validation. Progress has been made in prospective data capture, via 
PENS. Pathways not achieving appropriate care scores are largely struggling with a couple of measures, 
particularly those relating to treatment being started within four hours of arrival in ED and pressures on 
the ground floor continue to be a significant challenge. Monthly AQ Steering Group meetings take place 
to monitor performance, discuss challenges and potential solutions, share experience and lessons learned 
and monitor action plans.  A process mapping exercise is planned for October 2016 to identify additional 
actions/support necessary to improve performance.  

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% 419 426 98.3%  qt

Friends and Family Test CQUIN >=75 - - 61  qt

Outpatient Surveys - CRT (% +ve 
performance)

>=90%  qt

Complaints (Response rates level 1) >=98% 105 105 100.0%  nt

Complaints (Response rates level 2) >=90% 28 28 100.0%  nt

Staff attitude complaints <=29 - - 71  t

Ward Quality Indicators (NQI audit data) >=90% 2,773 2,994 92.6%  t

Ward Quality Assessment Tool (Inpatient 
Assessment) - overall % green / amber 
green

>=90% 28 42 66.6%  t

Service Quality Assessment - % rated 
green or amber green

>=90% No data No data No data  t

Health Records Performance (casenote 
availability)

>=100%  t

Stroke Care >=80% 167 230 72.6%  nmq

Advancing Quality CQUIN - AMI >=95.00% 10 11 90.90%  q

Advancing Quality CQUIN - Heart Failure >=77.60% 69 136 50.73%  q

Advancing Quality CQUIN - Hip & Knee >=95.00% 15 148 10.13%  q

Advancing Quality CQUIN - Pneumonia >=84.90% 366 624 58.65%  q

Advancing Quality CQUIN - Stroke >=89.81% 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% 106 116 91.3%  q

Plan of care in place for at risk patients >=100% 42 42 100.0%  q

At risk patients refer to dietician >=100% 42 42 100.0%  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% N/A  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% 744 784 94.8%  t

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 9 784 1.2%  q

VTE risk assessments >=95% 8,521 9,518 89.5%  nq

QualityTrustOverview >=98% 2,016 2,793 72.1%  q

Grade 2 or above PU per 1,000 bed days <=0.34 11 23,804 0.47  q

Grade 3/4 PU per 1,000 bed days <=0.00 5 23,804 0.22  q

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

Adult patients risk assessed (NQI audit 
based on 50% sample of patients)

>=98% 287 300 95.6%  q

Care plan in place if at risk (NQI audit 
based on 50% sample of patients)

>=98% 134 152 88.1%  q

Falls per 1,000 bed days <=3.33 407 72,553 5.61  q

Smoking status recorded (inpatients) >=90% 16,789 20,528 81.7%  q

Ratio of MRSA Screens: Elective 
Admissions

>=1.0:1 9,540 1,593 5.9:1  n

MRSA zero tolerance (in month) <=0 - - 0  nmq

MRSA - Rate per 1,000 bed days YTD <=0.008 1 145,411 0.007  t

Clostridium difficile toxin - Number YTD <=21 - - 29  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.145 29 145,411 0.200  t

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Aug-16

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 - - 19  t

E. coli - Number YTD - - 22  qt

VRE - Number YTD - - 12  qt

ESBL - Number YTD - - 4  qt

Mortality (HSMR) <=100 1,263 1,290 98.0  nt

Mortality (All diagnoses) <=100 1,442 1,528 94.4  nt

Discharge summary <= 24 hours 
(inpatient ward areas)

>=95% 1,703 2,138 79.6%  q

Discharge summary <= 24 hours 
(assess/obs areas)

>=80% 500 686 72.8%  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% 88.2%  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

Ta
rg

et

N
um

er
at

or

D
en

om
in

at
or

In
di

ca
to

r

C
ha

ng
e

M
on

ito
re

d

Cancelled Operations <=0.6% 106 14,350 0.74%  n

Cancelled Operations 28d breach <=0% 7 107 6.6%  n

RTT: admitted >=90% 1,186 1,584 74.8%  n

RTT: non-admitted >=95% 5,866 6,923 84.7%  n

RTT: active pathways >=92% 26,787 29,736 90.0%  n

Diagnostic waiting times <=1%  t

A&E Waiting Times ( RLBUHT) >=95% 54,544 60,280 90.4%  nm

Unplanned reattendances < 7 days <=5% 932 9,168 10.2%  n

Left without being seen <=5% 13 9,166 0.2%  n

Time to initial assessment 95th 
percentile

<=15 
mins

- - 59 mins  n

Time to treatment decision median
<=60 
mins

- - 94 mins  n

Delayed transfers of care <=2.1% 26 500 5.3%  n

Two Week Waits (urgent suspect. ca) >=93% 2,430 2,573 94.4%  nm

Two Week Waits (breast symptoms) >=93% 386 407 94.8%  nm

31 day diag to treat (first treatment) >=96% 296 307 96.4%  nm

31 day second / subsequent (surg) >=94% 49 50 98.0%  nm

31 day second / subseq. (anti ca drug) >=98% 42 42 100.0%  nm

62 day ref to treat (urgent GP) >=85% 78 91 85.6%  nm

62 day ref to treat (upgrades) >=85% 58 61 95.8%  nm

62 day ref to treat (screening) >=90% 43 43 100.0%  nm

RACPC waiting time (Quarter to date) >=98% 230 230 100.0%  q

MINAP audit data completeness >=90%  q

Stroke care >=80% 167 230 72.6%  nm

Data Quality on Ethnic Group >=85% 92.6%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

Indicator

Ta
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N
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or
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r

C
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e

M
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d

MRSA zero tolerance (in month) <=0 - - 0  nmq

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.008 1 145,411 0.007  t

Ratio MRSA Screens: Elective 
Admissions

>=1.0:1 9,540 1,593 5.9:1  n

Clostridium difficile YTD <=21 - - 29  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.145 29 145,411 0.200  t

VTE Assessment >=95% 8,521 9,518 89.5%  q

Activity against plan t

Daycase Rate >=80% 23,886 28,681 83.2%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 24,794 4,795 5.2  t

Av. Length of Spell (Non Elective) <=5.0 116,450 18,468 6.4  t

New to Follow Up Ratio <=2.23 211,875 99,758 2.13  t

DNA Rates <=10% 36,704 348,337 10.6%  t

Emergency Readmissions following non 
elective

2,600 19,810 13.2%  t

Emergency Readmissions rate following 
elect/dc

801 28,683 2.8%  t

Theatre Utilisation >=79% 5,556 8,055 68.9%  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)% <=4.5% 114,562 2,195,409 5.3%  t

Sickness Absence (In month)% <=4% 9,753 188,931 5.2%  t

Turnover (monthly) 0.68%  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 - - 4  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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GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Aidan Kehoe, Chief Executive  

☐ To note 
X For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  25/10/2016 
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:   QGC Aug 16, F & P (each meeting),  Audit July 16   , Trans Aug 16  
(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?                       

X Clinical X Financial  X Reputation  
State: To provide excellent healthcare State: To maintain financial viability State: To ensure reputation of the Trust 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Board Assurance Framework (BAF) provides assurance on the delivery of its strategic objectives. The BAF 

aligns principal risks, key controls, assurance and gaps in control against each strategic objective.    

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The BAF was last considered by the Board in July 2016. It has been updated to reflect additional 

controls/assurances to address gaps which have been identified as a result of continued monitoring and 

oversight of the delivery of the Trust’s objectives.  

3. CONCLUSION AND RECOMMENDATIONS 

The Board is asked to discuss and confirm their agreement that the BAF provides an accurate reflection of 

the Trust’s Assurance Framework, and summarises both the work undertaken and planned to effectively 

control the risks to the delivery of the Trust’s strategic objectives.  In addition the Board is specifically asked 

to support the continuing work to strengthen the reporting of risk across the Board’s committees including 

robustness of reporting in respect of gaps in controls/negative assurance.  
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1.Background 

 

1.1 The BAF provides assurance on the delivery of the Trust’s strategic objectives. The BAF aligns principal 

risks, key controls, assurance and gaps in control against each strategic objective.    

 

1.2 The BAF has been discussed with lead directors and also collectively by the Executive Team.  Integrated 

risk reports have been considered by the Finance and Performance Committee (finance risks at every 

meeting, Information Management risks at August 2016 and estates and H & S at September 2016), 

Transformation Committee (September 2016) and Quality Governance Committee (September 2016).    

There has not been an RD& I committee during the 2nd quarter.   Further work is required to embed the 

systematic and integrated risk reporting across all Board committees and ensure that the information 

reported supports the committees in the discharge of their function as described with the Risk Management 

Strategy and terms of reference including :  

 Advising Board on current risk (>=10) 

 Challenging the Trust’s analysis and assessment of risk. 

 Advising the Board on risk treatment and strategy. 

 Identifying further actions to strengthen risk reporting.      

 

1.3 Whilst the CQC positively commented on the clear identification of causes, consequences, controls in the 

BAF the CQC commented that the reporting could be strengthened through improved clarity of actions to 

close the gaps in control/negative assurances and with a view to ensuring more realistic timeframes are 

allocated and owners included.   This has been a focus for this review and will continue to be strengthened.   

 

2. Target Risk Scores  

2.1.   An updated risk appetite statement is due to be discussed at October’s Board meeting. Once agreed, a 

timelined trajectory to deliver agreed target risk scores will be developed for each risk aligned with the risk 

appetite statements.    

 

2.1 It was reported at the July Board meeting that a target risk score of 12 was planned for qtr2 with regard 

to ‘playing a lead role in the development of a sustainable healthcare system’. Whilst NHSI has now provided 

clarity with regard to the process for the development of the OBC,  further assurance is required with regard 

to implications of the delay in construction, progress with the bed migration plan and the key priority 

projects to support a reduction in the residual risk score.      

 

2.2 The Trust originally set a target to achieve a reduction in risk score to 9 by quarter 3 2015/6. This was re-

forecast to qtr. 2 16/7 dependent on the sustained improvement in complaint handling, discharge planning 

and improved patient flow together with the results from the National Inpatient Survey. The National 

Inpatient Survey results were reported to the Board in July 2016.   The survey did not demonstrate notable 

improvements in the results, with all the responses indicating that the Trust was performing about the same 

as other providers, with no questions falling in either the category of best or worst performing Trusts.  Whilst 

there have been improvements in the timeliness of complaint responses further work is required to improve 

the quality of complaint responses. At this point it is therefore suggested that the risk score should remain at 

12.  
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2.3 Noting the work being carried out through participation in the NHSI financial improvement programme,  

a target risk score of 16 (from 20) is set for quarter 3 2016/17 in relation to ‘failure to maintain financial 

viability’.  

 

2.4 The main changes to the BAF are summarised below, with a full copy of the BAF available to Board 

members on Virtual Boardroom.   

 

1 Inability to effectively manage demand    Residual risk score 16 

1.1  Assurance 

The Trust is not currently achieving the 18 week trajectory approved by the Board and submitted as part of 

the Trust operational plan to NHSI in April 2016.   A revised trajectory with supporting action plan has been 

developed and approved by F & P in June 2016 with monitoring as part of the performance reporting to F & 

P and Board with a detailed quarterly update on progress to F & P. 

 

Work continues across a number of projects to improve patient flow across the Trust.  The programme was 

reported to the Board in September – Emergency Care 4 Hour Performance report.  The projects include  

working with  other providers to improve integration across primary and secondary care providers in 

addition to a number of internal efficiency projects.  

1.2 Gaps in Control/Negative Assurance   

The lack of assurance re SRG system remains extant as does the contract query re timely discharge of 

patients with continuing care requirements. 

 

The Trust has developed a bed trajectory with underpinning schemes to deliver the required reduction.  The 

plan has been presented to both the Transformation Committee and the Board (April 2016) with progress 

being reported to Committee in August 2016. It was noted that three of the largest schemes (ready for 

discharge, trauma and orthopaedics and admission avoidance were reported as significantly behind plan).   

 

2 Failure to develop a sustainable local health 

system  

Residual risk score – 15  

2.1  Assurance  

The key service re-design projects are being progressed with monthly reports on progress in accordance 

under the programme management office to the executive team with high level reporting to the Board.  

 

Work continues with partners to deliver wider reconfiguration with initial meeting with Regulators and 

advisory letter received on next steps.   A Programme director has been appointed and is now developing 

the governance arrangements and high level programme plan.  

2.2 Gaps 

Work continues to develop the 10 year Strategy.  The Strategy is currently planned for the November Board.   

The requirement for a business development strategy/framework with appropriate governance 

arrangements was discussed at Audit & Assurance Committee in June 2016.   A report has been requested 

for the Committee in October 2016.  
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The development of a building for continuing CSSD in the new hospital is currently out to tender, with 

planned completion date January 2018.  

 

3 Failure to deliver exceptional patient 

experience 

Residual risk score – 12 

3.1  Assurance  

The Trust received an overall rating of good following its CQC inspection.   Four of the five domains were 

assessed as good, with only responsiveness requiring improvement. The report has been considered by the  

Board.  An action plan will be monitored by the Quality Governance Committee on a quarterly basis.  

 

Internal audit has provided significant assurance in relation to complaints management and incident 

reporting.   Whilst the action plan in response to the external complaint review is now complete an ongoing 

improvement plan will be developed and monitored through Patient Experience Sub Committee with a view 

to improving both the quality and responsiveness of complaint handling.   

3.2 Gaps in Control/Negative Assurance 

Ensuring effective and timely discharge and ensuring effective communication in this regard remains an 

area for improvement and has now been included as a priority within the Quality Account priorities for 

16/17.  

 

An evaluation of the impact of the Trust’s coaching programme is underway and will be reported to 

Workforce Committee in November 2016.    

 

The need to improve the Trust’s management of, and compliance with policies remains extant.  An 

enhanced policy management system was evaluated by the governance team, but owing to the cost has not 

been progressed.  Alternative approaches to improve policy compliance are being assessed by the senior 

nursing team.   

 

The Trust continues to prioritise the handling of complaints, booth in terms of timeliness of response, 

quality and learning from.  Whilst the Trust has implemented all actions arising from the external review of 

complaints, further improvement and embedding of those improvements remains a priority and is being 

supported by complaint training for staff who regularly handle complaints.   

 

4 Failure to develop world class workforce Residual risk score - 12      

4.1 Gaps in Control/Negative Assurance  

Revised target for attendance at mandatory training discussed at Workforce Committee in September 2016 

and progress will be monitored as part of Workforce dashboard.  

 

Work has continued to strengthen the Trust’s workforce planning integrated with operational management 

and the Trust’s financial plan through the Workforce Planning Steering Group. The need to ensure a 

workforce migration model for the new hospital has been noted.  

 

Work is underway to develop a performance and accountability framework for the care groups to support 

decision making at care group level, supporting empowerment and clinically led decision making.   The 
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framework is currently being piloted with a view to implementing across other care groups for 2017/8.   

 

5 Failure to maintain financial viability The residual risk score - 20   

5.1  Assurance 

The financial challenge for the Trust remains acute.  The position has been  discussed at every Board 

meeting, in detail, and is the primary focus for F & P.  The Trust is actively participating in phase 2  national 

financial improvement programme. This includes work to strengthen the Trust’s financial management 

reporting as well as opportunities to maximise efficiency savings. 

5.2  Gaps in Control/Negative Assurance  

Trust has received a number of  external assurances  in relation to its financial management and reporting.   

An external review of the respective action plans has been commissioned and is due to be considered at 

Audit & Assurance Committee in October 2016 . 

 

6 Failure to improve health and wellbeing of our patients Residual risk score - 12   

6.1  Assurance 

Trust was inspected by CQC in March 2016 and received an overall rating of good.   Four of the five domains 

were assessed as good, with only responsiveness requiring improvement. The report has been submitted to 

the Board in September 2016.  An action plan has been developed and this will be monitored by the Quality 

Governance Committee on a quarterly basis.  

6.1  Gaps in Control/Negative Assurance  

The importance of establishing an understanding of the causal factors behind incidents, and integrating 

learning into the Trust’s education and learning opportunities is key to improving safety for patients.  The 

Trust’s Director for Medical Education is now taking this forward.     

 

Further work necessary to improve compliance with mortality reviews and ensure reduction in avoidable 

deaths which is  (monitoring at QGC).  Further work is required to ensure that this is applied consistently 

across the care group performance framework. 

 

7 Failure to achieve national recognition for our 

research and innovation.  

Residual risk score – 12  

 

7.1  Gaps in Control/Negative Assurance  

There is a continued focus on the need to attract new studies and recruit to those studies in a timely 

manner.   

 

The Trust’s bid to host a BRC was unsuccessful.  A full review of the  application commenced.  A review of 

the Trust’s RD & I Strategy is underway. Owing to the failure of the bid and the increased risk in relation to 

attracting other investment the risk has been increased to 12 (increased likelihood from 3 to 4) 

 

8 Failure to deliver effective IT systems to 

support delivery of Trust’s objectives 

Residual risk score – 16 

8.1 Gaps in Assurance  

A costed operational plan has been developed within the agreed financial envelope and this will be 

reported to F & P in November 2016.     
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Work is underway to develop a comprehensive benefit realisation matrix and this is scheduled to be 

considered by Transformation Committee and subsequently by the Board for approval (November 2016) 

 

MIAA is scheduled to undertake a full internal audit of controls.  This has been deferred until November 

2016.  

 

9  Threat to Trust’s Reputation Residual risk score – 9 

 The impact and likelihood of the risk to the Trust’s reputation is dependent on the risks as articulated on 

the BAF.  It is recommended that the residual risk score should remain at 9, whilst recognising the potential 

for increased media interest relating to compliance with the Trust’s performance and financial management 

regulatory framework.   

 

  

3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to discuss and confirm their agreement that the BAF provides an accurate reflection of 

the Trust’s Assurance Framework, and summarises both the work undertaken and planned to effectively 

control the risks to the delivery of the Trust’s strategic objectives.  In addition the Board is specifically asked 

to support the continuing work to strengthen the reporting of risk across the Board’s committees including 

robustness of reporting in respect of gaps in controls/negative assurance. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: Donna McLaughlin 

x To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  25/10/2016 

  Security marking:  None 
  Please note, this report could be subject to FOI disclosure 

Other forums where this has/will be discussed:  F&P, Executive Team Meeting, Trust Operations Group 
(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.) 

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: Ability to see patients in the appropriate 
timescale and reduce harm through timely safe 
discharge 

State: Additional capacity costed against income State: Performance against national standards and 
patient experience 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

There is a formal requirement by Trusts to produce a Winter Plan, which for most organisations 
demonstrates a need to match increased demand with capacity for emergency presentation and admission 
in the winter months compared to summer. The difference this year is that the Trust did not see a significant 
reduction in demand on beds throughout the summer which leaves us in an unprecedented situation going 
into winter.  
 
Historically, matching this demand means opening escalation beds, however, whilst this strategy will 
certainly be included in this paper, there are also a number of additional initiatives which are also being 
recommended. 
 
These strategies are heavily dependent not only on the Trusts ability to deliver additional capacity to deal 
with surges in ED activity including those with high acuity from standby calls (Blue Light Ambulance response 
times) but also peaks due to time of the week, day and pre and post-Christmas / New Year and covering the 
Easter 2017 period. 
 
This plan will be shared with external partners and will link into other organisations plans in the same way 
that the initiatives describe require whole system delivery through the new A&E Delivery Boards. 
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2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

The most prominent question this paper addresses is our ability internally and working together with partners to 

provide sufficient capacity this winter to ensure our patients are safely diagnosed, treated and discharge within 

resources under the direction of the winter plan 2016/17 

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

This paper describes a number of initiatives from implementing additional inpatient capacity, piloting a bedded 

discharge area and rolling out the ‘Safer’ Board and Ward rounds to whole system implementation of the Rapid 

Improvement Delayed Transfer of Care initiatives such as Home First and new Community Pathways. These initiatives 

along with others in development together should enable the provision of capacity to provide sufficient flow to enable 

patients attending the Emergency Department to be seen and treated within a timely manner and to facilitate elective 

care, even in times of winter pressures. The Board is asked to note and support the initiatives included in this paper in 

order to enable the organisation, for the elements that are within our control, we are able to provide the capacity and 

meet the demand which we understand will occur in the coming months. This will support the Trusts ability to meet 

both the 18 week RTT and 4 hour emergency access target improvement plans 

 

 

MAIN REPORT:  

STRATEGIC CONTEXT                                 

There is a formal requirement by Trusts to produce a Winter Plan, which for most organisations 
demonstrates a need to match increased demand with capacity for emergency presentation and admission 
in the winter months compared to summer. The difference this year is that the Trust did not see a significant 
reduction in demand on beds throughout the summer which leaves us in an unprecedented situation going 
into winter.  
 
Historically, matching this demand this means opening escalation beds, however, whilst this strategy will 
certainly be included in this paper, there are also a number of additional initiatives which are also being 
recommended. 
 
These strategies are heavily dependent not only on the Trusts ability to deliver additional capacity to deal 
with surges in ED activity including those with high acuity from standby calls (Blue Light Ambulance response 
times) but also peaks due to time of the week, day and pre and post-Christmas / New Year and covering the 
Easter 2017 period. 
 
This plan will be shared with external partners and will link into other organisations plans in the same way 
that the initiatives describe require whole system delivery through the new A&E Delivery Boards. 
 

QUESTION(S) ADDRESSED BY THIS REPORT              

The principle being used for this paper from an inpatient perspective is that there is an expectation based on 

historical data that there will be a rise of 4% in patient activity. 

We know that there are particular effects due to whole system issues which contribute to the majority of 

daily discharges taking place towards the end of the day, maximum demand on beds occurring during the 
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first part of the week (Sunday night through to Tuesday) and surges in activity at the front door of E.D. and 

Ambulatory care believed to be in line with primary care responses to patient calls during the day and 

Monday to Friday. 

The following initiatives are designed to provide both additional capacity to deal with increased demand as 

well as improve patient flow throughout any given 24hr period (assuming all initiatives deliver sufficient 

benefit from start dates provided such as Home First and patient choice and that there is no further loss in 

care and nursing home beds or unexpected further increases due to elderly, chronically ill patients with 

increased morbidities): 

 Facilitate expedited and safe patient discharge into the community 

 Enable increased discharges earlier in the day 

 React to surges in activity in ED 

Requirement Initiative Start and Finish 
date (Easter 14-
17/4/2017) 

Cost 

Facilitate patient 
discharge into the 
community 
 

Home First 17/10/2016 – 
30/4/2017 

Cost neutral (Trust 
presently already 
agreed negation of 
DTOC fines to pump 
prime matched CCG 
funds for external 
care capacity) 

 Redesigned Community 
Pathways incl. 
Implementation of 
Trusted assessment, 
health initiated POC 
restarts (and later in the 
year trusted assessor 
role) 

1/10/2016 – on-
going as redesigned 
pathways already 
being implemented 
(no date yet for 
trusted assessor) 

Cost neutral 

 Redesign of Patient 
Choice Policy 

1/11/2016 – on-
going through 
redesigned process 
supported by CCG 

Cost neutral 

Enable increased 
discharges earlier in the 
day 
 

Introduction of Safer 
bundle programme incl. 
morning board and 
afternoon wrap up 
rounds 

1/10/2016 – on-
going programme 
roll out 
(already in place in 
GIM/Gerentology 
areas) 

Possible new hospital 
bring forward 
requirement for large 
screen electronic 
whiteboards 
(otherwise cost 
neutral) 

 12 Bedded discharge 
area pilot Monday – 

1/11/2016 – 
30/4/2017 

Circa £150k (per 
annum); £75K for six 
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Friday, 10:00 – 20:00hrs 
(possible use of beds 
identified through bed 
migration work) 

months 

React to surges in activity 
in ED / Emergency 
admission 
 

Additional inpatient 
escalation ward (9b) 
supported by GIM / 
Gerentology 

1/10/2016 – 
30/4/2017 

Circa £1.7m (per 
annum); £991k for 7 
months 
Includes cleaning, 
catering and attracts 
normal tariff 

 Opportunity to 
collaborate to introduce 
RFD ward in Ward 11 
BGH and current 
capacity within Ward 2 
BGH 

1/1/2017 – 
30/4/2017 for Ward 
11 pilot 

Cost neutral through 
income and 3rd 
provider 

 Redesign of Full 
Capacity protocol to 
become Escalation 
protocol including 
individual role action 
cards and clinical 
prioritisation 
procedures 

1/11/2016 – on-
going due to 
redesigned process 

Cost Neutral 

 Increased use of 
Ambulatory Care to 
current maximum 
resource (any additional 
to be described through 
the ECIST process and 
ED Rapid Improvement 
Event) 

1/8/2016 – on-
going with potential 
to increase 
throughput 

Cost Neutral 

 Redesign of E.D. 
initiatives currently 
being worked through 
as part of regional RIE 
event and ECIST work 

To be commenced 
(ICCT pilot 
commenced) 

TBC 

See previous Board paper to identify impact of initiatives on 4 hour Access target 

Most initiatives described above are redesign which will not attract significant cost. The escalation ward will 

attract normal tariff and facilitate additional patients into the bed base. The bedded discharge area will 

continue as a patients spell but will require additional resource to support at circa £75k for 6months trial. 

CONCLUSION & RECOMMENDATION                                       

This paper describes a number of initiatives from implementing additional inpatient capacity, piloting a bedded 

discharge area and rolling out the ‘Safer’ Board and Ward rounds to whole system implementation of the Rapid 

Improvement Delayed Transfer of Care initiatives such as Home First and new Community Pathways. These initiatives 
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along with others in development together should enable the provision of capacity to provide sufficient flow to enable 

patients attending the Emergency Department to be seen and treated within a timely manner and to facilitate elective 

care, even in times of winter pressures. The Board is asked to note and support the initiatives included in this paper in 

order to enable the organisation, for the elements that are within our control, we are able to provide the capacity and 

meet the demand which we understand will occur in the coming months. This will support the Trusts ability to meet 

both the 18 week RTT and 4 hour emergency access target improvement plans. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Mark Grimshaw 

x To note 
☐ For decision (insert funding source if financial 

implications).  
Service line 
affected: 

Trust 

  Date of board meeting to discuss this 
paper:  

25/10/2016 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  N/A 
 

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.) 

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

Have we considered opportunity & risk in the following areas?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    

NHS Improvement (NHSI) has published its Single Oversight Framework (SOF) on 13th September 2016. The publication 

of this document comes after a five week consultation period.  The SOF will be operational from October 2016 and is 

designed to help NHS providers attain, and maintain, Care Quality Commission (CQC) ratings of 'good' or 'outstanding', 

but doesn't give a performance assessment in its own right. The SOF applies equally to NHS foundation trusts and trusts, 

placing emphasis on improvement and support and it replaces Monitor’s Risk Assessment Framework and TDA’s 

Accountability Framework. 

 

Board members can read the SOF in full on the following link: https://improvement.nhs.uk/resources/single-oversight-

framework/  

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

To enable the Board of Directors to consider the implications of the Single Oversight Framework. 

 

 

3. CONCLUSION AND RECOMMENDATION                               

The Board is asked to note the report. 
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MAIN REPORT:  

1. Overview of the SOF                                                         
 
The SOF aims to provide an integrated approach for NHSI to oversee both NHS foundation trusts 
and trusts, and identify the support they need to deliver high quality, sustainable healthcare 
services. It aims to help providers attain and maintain CQC ratings of ‘good’ or ‘outstanding’. 
 
The SOF does not change the statutory responsibilities of Monitor and the NHS Trust Development 
Authority under the auspices of NHS Improvement. In carrying out its role NHSI will identify the 
levels of “support” that provider organisations will receive based upon their level of performance on 
five areas (which they refer to as themes): 
 

Theme Overview of oversight measures 
1 Quality of Care NHSI will use CQC’s most recent assessments of 

whether a provider’s care is Safe, Caring, Effective 
and Responsive, in combination with in-year 
information where available. They will also include 
delivery of the four priority standards for 7 day hospital 
services. 

2 Finance and use of resources NHSI will oversee a provider’s financial efficiency and 
progress in meeting its financial control total. They are 
co-developing this approach with 
CQC. 

3 Operational performance NHSI will support providers in improving and 
sustaining performance against NHS Constitution and 
other standards. These will include A&E waiting times, 
referral to treatment times, cancer treatment times, 
ambulance response times, and access to mental 
health services. 

4 Strategic change Working with system partners NHSI will consider how 
well providers are delivering the strategic changes set 
out in the 5YFV, with a particular focus on their 
contribution to Sustainability and Transformation Plans 
(STPs), new care models, and, where relevant, 
implementation of devolution. 

5 Leadership and improvement capability 
(well-led) 

Building on their well-led framework CQC and NHSI 
will develop a shared system view of what good 
governance and leadership looks like, including ability 
to learn and improve. 

 
Reporting 
 
The new framework is likely to formalise the increasing ad hock reporting requirements that had 
been added to the Risk Assessment Framework (relevant for foundation trusts) over the past year. 
The table below taken from the consultation document indicates a considerable more frequent and 
detailed set of reporting requirements: 
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The specific financial metrics were noted as follows in the consultation document: 
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Following the consultation, there have been some changes made to the proposed metrics that will 
be used: 
 
Finance and use of resources metrics 
NHSI have made the following changes to the finance and use of resources metrics: 
 

 NHSI will be introducing agency spend into the finance and use of resources score 
immediately (i.e. from quarter 3 2016/17), without any shadow period as previously 
suggested. 

 Where providers have not agreed a control total, this will have an implication for their finance 
and use of resources score, particularly if they are planning a deficit 

 Following the approach set out in the recent Strengthening financial performance and 
accountability document and the introduction of financial special measures, NHSI will be 
expanding their ‘value for money’ approach by considering: 

o Pay bill growth 
o Consolidation of back office and pathology services, where necessary 
o Addressing unsustainable services where necessary through consolidation, change 

of transfer to a neighbouring provider 
 The EBITDA metric has been removed and NHSI will instead revert back to using a 

provider’s income and expenditure margin as a measure of financial efficiency 
 The ‘change in cost per weighted activity unit’ metric has also been removed for the time 

being but will be introduced in shadow form during 2016/17 and formally in 2017/18 
 Likewise, capital controls have been removed while NHSI undertake more work in this area 

but will be phased into the SOF – first in shadow form and then formally in 2017/18 
 
Quality metrics 
NHSI is removing the following metrics from those proposed within the consultation: 
 

 Never Events rate of incidence 
 Serious Incidents rate 
 National reporting and learning system (NRLS) medication errors: % of harmful events 
 NRLS proportion of reported patient safety incidents that are harmful 
 NRLS percentage of harm-free care 
 NRLS percentage of new harms. 

 
Segmentation 
 
Depending on the extent of support needs identified through its oversight process and performance 
against the above measures, NHSI will segment providers into four. Segmentation will be based on: 

 All available information on providers – both obtained directly and from third parties 
 Identifying providers with a potential support need in one or more of the above themes 
 Using NHSI’s judgement, based on relationship knowledge and/or findings of formal or 

informal investigations, or analysis, consideration of the scale of the issues faced by a 
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provider and whether it is in breach or suspected breach of licence conditions (or equivalent 
for NHS trusts). 

 
In an email from Jim Mackey (Chief Executive, NHS Improvement) to NHS trust and foundation trust 
chairs, chief executives, finance, medical and nursing directors on 30 September 2016, it was 
highlighted that some trusts had raised an issue about segmentation for operational performance, 
where the SOF says that the main trigger to identify a potential support need is performance against 
trajectory (for those NHS Constitution standards covered by trajectories). It was acknowledged that 
NHSI should have made it clearer that any provider meeting the relevant NHS Constitution 
standards will not be regarded as having any support needs (i.e. in segment 1 for these purposes), 
regardless of their performance against their trajectory. NHSI has included an extra statement in the 
Framework to explain this. If a provider is not meeting the NHS Constitution standards and is not 
meeting the relevant trajectories, then it will normally be offered support (i.e. segment 2), unless it is 
also considered in breach of its  licence and there are grounds for enforcement actions in which 
case it would normally receive mandated support (i.e. segment 3). 
 

Segment 
 

Description Levels of support Segmentation frequency 

1 – Maximum 
autonomy 

 

No potential support needs 
identified across five themes – 
lowest level of oversight and 
Expectation that providers in 
segment 1 will support 
providers in other segments  
 
 

Universal support 
 

Providers in segment 1 will 
only reviewed on a 
quarterly basis (unless 
there is evidence that 
a provider is in breach of 
its licence, or equivalent for 
NHS 
trusts) 
 

2 – targeted 
support 

Potential support needed in 
one or more of the five 
themes, but not in breach of 
licence (or equivalent for NHS 
trusts) and/or formal action 
needed. 

Universal support 
 
Targeted support as agreed 
by 
provider: 
• To address issues 
• Help provider move to 

segment 1 

Ongoing – Where in-year, 
annual or adhoc monitoring 
flags a potential support 
need, NHSI will review the 
provider’s situation and 
consider whether it needs 
to change its allocated 
segment. 

3 – mandated 
support 

The provider is in 
actual/suspected breach of the 
licence (or equivalent for 
NHS trusts) and/or requires 
formal action 

Universal support 
Targeted support 
 
Mandated support as 
determined by 
NHSI: 
• To address specific 

issues and help 
provider move to 
segment 2 or 1 

• Compliance required 

Ongoing – as above 

4 – special 
measures 

The provider is in 
actual/suspected breach of its 
licence (or equivalent for NHS 
trusts) with very 
serious/complex issues that 
may mean that they are in 
special measures 

Universal support 
Targeted support 
 
Mandated support as 
determined by 
NHSI: 
• To help minimise the 

Ongoing – as above 
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time the provider is in 
segment 4 

• Compliance required 
 
 
The overall approach is summarised by the diagram below: 
 

 
2. Analysis 
 

The introduction of a SOF for NHS trusts and foundation trusts is a significant shift from the previous 
regulatory and accountability frameworks operated by Monitor and the TDA. This appears to be a 
pragmatic response from NHSI to balance its combined functions, take account of the challenges 
facing all providers, and introduce a greater emphasis on improvement and support. The SOF is 
also probably consistent with a shift away from the foundation trust principles of self-regulation and a 
shift back to more centralised command and control seen in recent months as the financial position 
of the NHS has deteriorated.  
 
The approach suggests an improved relationship between CQC and NHSI regulation with more 
defined areas of monitoring and responsibilities.  There will hopefully be greater clarity on NHSI’s 

approach to FT authorisation and how the SOF will interact with the oversight of STPs. A number of 
providers noted in the consultation response that there is a danger that the last two ‘themes’, which 
are more focussed on collaborative behaviours in local health economies, ‘pull against’ the 

operational and institutional focus of the first three ‘themes’. 
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Conversations have taken place with Corporate Information to develop a dashboard which will 
demonstrate the Trust’s performance against the respective metrics in the SOF. 
 

 

3. Conclusion & Recommendation                                   
 

The Board is asked to note the report. 
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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: 
October  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 National Quality Board (NQB) recommendations for publishing safe staffing figures. The Trust must 

also provide bi annual acuity reviews to accompany this paper. New guidance was issued by NQB in July 2016 and the 

organization is compliant with the recommendations set out within this.  

 

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 

September 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 September the overall average percentage of trained and untrained nursing staff against the actual 
required for day duty was 92.7% which is consistent to August. The fill rate for registered nurses on night 
duty remains consistent at 94.1%, the average fill rates for care staff has also remained consistent at 94.4% in 
the day and 105.2% at night. Overall fill rates for trained and untrained nursing staff for the month of 
September is 96.6% consistent with the month of August.  
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Safe Staffing Report 

September 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 each day. From June 2016, a new metric, Care Hours per Patient Day (CHPPD) has been 
captured on a monthly basis and this will become the principle measure of nursing and care support 
deployment, with the expectation that it will form part of an integrated ward/unit level quality framework and 
dashboard encompassing patient outcomes, people productivity and financial sustainability. It is important 
to note that whilst all acute providers have captured and submitted this data, as yet, there has been no 
national guidance issued which determines the amount of CHPPD organisations ought to be aiming for, nor 
an ability to benchmark this data to other organisations although we expect to receive this in the coming 
months. 
 
The 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 within the table on page 3. The following report focuses on the month of 
September 2016. 
 
Over the last financial year the average fill rate (which is the actual nursing numbers that were available) 
has consistently been greater than 90% for both the Royal and Broadgreen site. The senior nursing team 
set an internal trajectory of 80% with any area falling below this being highlighted as red within the internal 
trust reporting matrix (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. New guidance issued by the National Quality Board (July 2016) 
has set out a range of recommendations and moves away from advising on minimum numbers but advises 
organisations to develop a staffing establishment which considers acuity and dependency of the patients 
being managed by applying professional judgement and ensuring staff have the capability to provide safe 
and effective care when determining the skill mix in each area.   
 
In response to this latest guidance, a full review of nursing establishments has commenced and a 
benchmarking exercise is currently being undertaken, overseen by Dr Keith Hurst, Senior Lecturer at the 
Nuffield Institute for Health to ‘test out’ our current nursing establishments. Dr Hurst is a national expert, 
who was author of the Safer Nursing Care Tool which has been utilised across the country. A series of 
workshops were undertaken with ward managers and nurse leaders to consider the current nursing 
establishments taking acuity and dependency, skill mix and the move to the new build in to consideration. 
Dr Hurst is expected to produce his findings by the end of November 2016. 
 
The Chief Nurse meets regularly with all ward managers and discusses the staffing provision within each 
area to determine that it is appropriate. This provides an opportunity to discuss alternative approaches to 
staffing the ward, such as introducing twilight shifts and reviewing the number of one to one nursing 
requirements etc so as to ensure professional judgement is applied in a supportive way and professional 
judgement is made on a twice daily basis through the Matron huddles and Duty Manager reviews, to 
ensure staffing reflects the needs of patient acuity at that time. Staff are also aware of the Red Flag 
procedure and the outcomes of this are reported on within the body of the report.   
 
Nurse recruitment is on-going and remains a challenge although more recruitment events have been 
scheduled and enhanced marketing undertaken to promote working in the new hospital and the advantages 
this brings to staff.  
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Results for the month of September 
 
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 44 areas reviewed [the remit is for every inpatient designated ward to be included] there were 18 
areas who had less than 80% fill rates identified, across at least one shift [Day or Night], which is an 
improvement from August, when we reported 22 areas.  
 
From January 2015 the collation of ED staffing data was commenced, and from August 2015, Theatres. 
Whilst this will not be submitted nationally, as it is not currently a requirement, it is included in this report so 
as to apply the same level of scrutiny to all clinical areas. 
 
The overall results for staffing for the month of September 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, although significant work has been undertaken 
with the temporary staffing team and recruitment to create a ‘nursing pool’ that is responsive and allows for 
the back fill of those shifts that are otherwise short staffed as a result of short term sickness etc, therefore 
aiming to maintain safe nurse staffing levels at all times.  
 
 
 

Site 

 
Day 

 
Night 

 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate 
- care staff  

BGH  95.4% 85.3% 99.0% 97.0% 
RLH 90.0% 103.6% 89.3% 113.4% 
Trust total 92.7% 94.4% 94.1% 105.2% 

 
 
The table on page 3 breaks down the fill rate by grade of staff by day and night duty. Quality indicators are 
also included alongside the Ward Quality Indicator assessments which focus on nursing documentation 
and patient safety indicators, which include pressure ulcer care and assessment, discharge planning and 
medication incidents. Sickness absence is also included alongside the numbers of patient safety incidents 
reported in relation to falls, pressure ulcers, infection control along with the datix incidents reported relating 
to nurse staffing. 
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Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

No. Datix 

staffing 

incidents

Total  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Average fi l l  rate - 

regis tered 

nurses/midwives   

(%)

Average 

fi l l  rate - 

care s taff 

(%)

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Average fi l l  rate - 

regis tered 

nurses/midwives   

(%)

Average 

fi l l  rate - 

care s taff 

(%)

1296 1365 1088.5 1591.75 105.3% 146.2% 825 681 555 761.25 82.5% 137.2% 720 2.8 3.3 6.1 0 1 0 0 6 12.81% 96.4% 93.3%

1575 1264.25 1575 1527 80.3% 97.0% 847.8 651.94 565.2 624.52 76.9% 110.5% 673 2.8 3.2 6.0 0 1 0 0 1 23.31% 92.0% 90.4%

1350 1175.5 1380 1152.25 87.1% 83.5% 565.2 565.2 584.04 584.04 100.0% 100.0% 598 2.9 2.9 5.8 0 0 0 0 0 0.00% 95.9% 99.1%

2025 1757.9 1350 1521.5 86.8% 112.7% 1130.4 972.28 574.78 822.18 86.0% 143.0% 930 2.9 2.5 5.5 0 0 0 3 0 6.68% 92.7%

1125 834 1125 1117.5 74.1% 99.3% 565.2 565.2 282.6 279.18 100.0% 98.8% 388 3.6 3.6 7.2 0 0 0 0 0 0.00% 90.0% 91.6%

1350 1125.7 1350 1404.7 83.4% 104.1% 600 590 600 590 98.3% 98.3% 562 3.1 3.5 6.6 0 0 0 2 1 3.79% 72.8% 75.0%

1462.5 1377 1031 996 94.2% 96.6% 940.2 627 600 620 66.7% 103.3% 690 2.9 2.3 5.2 0 0 0 1 1 8.37% 78.3%

2244.5 1840 1415 1306.5 82.0% 92.3% 1290 1095 600 800 84.9% 133.3% 900 3.3 2.3 5.6 0 0 0 1 0 7.36% 95.8%

1350 1095 1350 1305 81.1% 96.7% 600 600 900 850 100.0% 94.4% 360 4.7 6.0 10.7 0 0 0 0 1 8.24% 97.2% 97.2%

2175 1860 1500 1632.5 85.5% 108.8% 1290 1247 645 623.5 96.7% 96.7% 750 4.1 3.0 7.2 0 0 0 1 2 2.37% 93.7% 88.4%

1741 1609 1770 1742.5 92.4% 98.4% 832.5 795.5 555 777 95.6% 140.0% 870 2.8 2.9 5.7 0 0 0 0 1 10.26% 82.0% 85.5%

2175 2032 1125 1332 93.4% 118.4% 1260 1228.5 630 594 97.5% 94.3% 750 4.3 2.6 6.9 0 0 0 0 0 0.07% 94.4% 84.1%

1515 1414 1575 1859.25 93.3% 118.0% 825 579.5 570 786.5 70.2% 138.0% 744 2.7 3.6 6.2 0 0 0 0 5 2.77% 94.0% 96.6%

1515 1477.5 1125 1226 97.5% 109.0% 825 570 570 570 69.1% 100.0% 570 3.6 3.2 6.7 0 0 0 0 0 0.00% 92.5% 93.3%

1800 1309 675 889.5 72.7% 131.8% 645 648.85 645 702.7 100.6% 108.9% 689 2.8 2.3 5.2 0 0 0 0 2 6.54% 96.1% 92.8%

2700 2377.5 1125 1114 88.1% 99.0% 1413 1252.86 565.2 810.12 88.7% 143.3% 840 4.3 2.3 6.6 0 1 0 2 0 4.23% 87.3% 91.3%

1800 1567.5 1125 1031.5 87.1% 91.7% 847.8 631.14 565.2 847.8 74.4% 150.0% 750 2.9 2.5 5.4 0 0 0 0 2 0.00% 81.9% 98.9%

2092.5 1627 1627.5 1670 77.8% 102.6% 1147 852.25 573.5 754.75 74.3% 131.6% 930 2.7 2.6 5.3 0 0 0 0 8 3.48% 82.6% 92.7%

1575 1536.5 1125 1002 97.6% 89.1% 832.5 570 585 751.75 68.5% 128.5% 750 2.8 2.3 5.1 0 0 0 0 0 5.80% 90.0% 95.6%

1800 1515 900 832.5 84.2% 92.5% 945 705 645 513 74.6% 79.5% 555 4.0 2.4 6.4 0 0 0 0 0 1.80% 100.0%

1987.5 1810 1151.5 1022 91.1% 88.8% 1258 1090.25 655.75 718.5 86.7% 109.6% 750 3.9 2.3 6.2 0 0 0 1 2 7.45% 77.1%

4050 4035 900 750 99.6% 83.3% 2835 2793 315 399 98.5% 126.7% 384 17.8 3.0 20.8 0 0 0 0 0 4.56% 100.0% 100.0%

2515 2532 1500 1544 100.7% 102.9% 1575 1428.5 929 1250.5 90.7% 134.6% 1078 3.7 2.6 6.3 0 0 0 1 0 2.19% 97.3% 98.1%

1800 1292.5 1125 1378 71.8% 122.5% 967.5 645 630 609 66.7% 96.7% 750 2.6 2.6 5.2 0 0 0 0 2 6.82% 97.3% 97.3%

1515 1375 450 265 90.8% 58.9% 577.5 577.5 129.5 92.5 100.0% 71.4% 350 5.6 1.0 6.6 0 0 0 0 0 9.27% 92.8% 94.2%

1350 1350 135 135 100.0% 100.0% 555 555 185 166.5 100.0% 90.0% 141 13.5 2.1 15.6 0 0 0 0 0 0.00% 93.3%

1800 1386.25 1350 2061 77.0% 152.7% 847.8 578.62 565.2 1205.76 68.2% 213.3% 682 2.9 4.8 7.7 0 0 0 2 1 3.56% 85.9% 95.0%

1435.5 1320.5 707.5 597.5 92.0% 84.5% 600 600 180 160 100.0% 88.9% 559 3.4 1.4 4.8 0 0 0 0 1 0.00% 88.5% 97.1%

1657.5 1670 436.5 436.5 100.8% 100.0% 1260 1260 304.5 304.5 100.0% 100.0% 311 9.4 2.4 11.8 0 0 0 0 0 2.58% 92.6%

8550 8535 900 704.5 99.8% 78.3% 5985 5974.5 315 10.5 99.8% 3.3% 481 30.2 1.5 31.7 0 0 0 0 0 0.47% 100.0% 100.0%

1710 1480 450 390 86.5% 86.7% 945 945 0 0 100.0% #DIV/0! 112 21.7 3.5 25.1 0 0 0 0 0 4.20% 100.0% 100.0%

1350 1193.5 900 722.5 88.4% 80.3% 630 630 315 315 100.0% 100.0% 420 4.3 2.5 6.8 0 0 0 0 0 0.10% 92.8% 96.9%

5115 4399 1350 1618 86.0% 119.9% 2826 2325.19 1130.37 979.57 82.3% 86.7% 645 10.4 4.0 14.5 0 0 0 0 0 2.34% 82.0% 90.6%

6975 6585 450 1494 94.4% 332.0% 3600 4651.5 300 712.5 129.2% 237.5% na na na na 2 0 0 1 1 2.95% 81.8% 68.8%

900 877.5 450 375 97.5% 83.3% 564.78 565.2 282.6 216.66 100.1% 76.7% 100 14.4 5.9 20.3 0 0 0 0 0 6.25% 90.0% 92.5%

2250 1942 450 404 86.3% 89.8% 847.8 847.8 282.6 282.6 100.0% 100.0% 390 7.2 1.8 8.9 0 0 0 0 0 0.16% 90.0% 75.4%

1135 1103 1125 970 97.2% 86.2% 600 600 300 570 100.0% 190.0% 394 4.3 3.9 8.2 0 0 0 0 0
0.00%

100.0% 100.0%

850.6 842.4 159 159 99.0% 100.0% 126.65 126.65 126.65 126.65 100.0% 100.0% 144 6.7 2.0 8.7 0 0 0 0 0
0.00%

100.0% 91.6%

1080.5 1028.5 552 492 95.2% 89.1% 630 604.5 315 199.5 96.0% 63.3% 292 5.6 2.4 8.0 0 0 0 0 1
0.00%

98.3% 95.0%

1242.5 1242.5 839 839 100.0% 100.0% 724 724 336 336 100.0% 100.0% 499 3.9 2.4 6.3 0 0 0 0 0
5.02%

100.0% 99.0%

1350 1290.5 1575 1474.5 95.6% 93.6% 570 570 570 476.5 100.0% 83.6% 630 3.0 3.1 6.1 0 0 0 0 0
10.51%

98.0% 100.0%

RLU 
Theatres/
Recovery 8642.5 8481.82 2968.5 2098.5 98.1% 70.7% 1320 1353 330 297 102.5% 90.0% na na na na 0 0 0 0 0

6.12% 

(Average of 

Al l ) 96.6% 97.2%

BGH 
Theatres/
Recovery 5861.5 5793.25 1727 1449 98.8% 83.9% 0 0 0 0 #DIV/0! #DIV/0! na na na na 0 0 0 0 0

6.79% 

(Average of 

Al l ) 100.0% 100.0%

Ward 3 

BGH 1012.5 972.5 840 435 96.0% 51.8% 546 535.5 294 157.5 98.1% 53.6% 231 6.5 2.6 9.1 0 0 0 0 0

0.00%

98.5% 96.2%

2 3 0 15 38 4.20% 92.8% 92.6%

Day Night Night

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

Day

WQI August WQI 

September

Falls  

(moderate to 

severe falls )

C-Diff MRSA Pressure 

Ulcers 

(Grades 2-4)

Sickness and 

Absence

Care Hours  Per Patient (CHPPD)

Cumulative 

count over 

the month of 

patients  at 

23:59 each 

day

Regis tered 

midwives/ 

nurses

Care Staff Overa l l

 
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 area has 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 Indicators undertaken 
by the Matrons or from the triangulation of data within the table and an increase in datix incidents. 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.  
 
4A  
 
The ward reported a low fill rate of 66.7% for trained staff on night duty and this is due to vacancies 
following the night uplift and sickness. Sickness levels for 4A remain higher than Trust trajectory at 8.37%, 
which is being actively managed with HR support. Professional judgement is made on a twice daily basis 
through the Matron huddles to ensure patient safety.  There was one datix report in relation to staffing 
concerns and a red flag was raised with regards to patient acuity, for the same shift. On this occasion, 
support was given by the Duty Manager and HCA was sent to help. The ward has reported one pressure 
ulcer for September, and support is being given by the specialist team. The ward’s WQI is rated as Amber, 
improvements for completion of the 3C documentation are required and that all staff are aware of Infection 
Control processes within the ward. Discussion with ward manager has taken place and the infection control 
team will be supporting with further education sessions.   
 
Datix Staffing Incidences 
 
For the month of September, there were a total of 38 datix incidences in relation to staffing which is an 
increase on last month’s figure of 18. Work is ongoing with the Divisional Chief Nurses to ensure that the 
Red Flag policy is being followed and to improve the reporting processes, to help us understand the 
discrepancy between the number of datix and red flags recorded, as only one of the datix incident forms 
correlated with a Red Flag.  
 
Ward 2A raised 6 datix incidents in relation to staffing, with the common theme being unfilled close 
observation requests and 1 red flag was raised from the 6 incidents reported, where the Duty Manager 
assessed and supported the ward. Ward 7A raised 8 datix incidents in relation to staffing, mainly due to the 
acuity of patients alongside unfilled close observation requests, whilst 5 red flags were also raised during 
September. Again, the ward was supported by the Duty manager further to the red flag being raised and 
staff were moved to help as necessary.  
 
Information gathered from the datix incidents indicate that themes were: 
 

 Number of staff on duty versus the acuity of patients 
 Close observation requests not being filled 
 Agency staff DNA 
 Mainly occurred overnight or out of hours 

 
Care Hours Per Patient Day 
 
Since June 2016, the Trust has reported care hours per patient day, further to an instruction from NHS 
England to all Trusts.  Whilst the data has been gathered and reported via Unify, it is currently not possible 
to report a Trust position, as there are currently no national guidance as to what hours of care would be the 
expected amount per month.  This national approach is currently in its infancy and national / regional 
benchmarking is yet to be undertaken, however, national results are expected to be analysed in the coming 
months so as to determine some baselines from which to work. Once this benchmarking analysis is 
undertaken, the Trust will be able to outline their position against other acute NHS provider organisations 
and therefore provide further assurance regarding optimum staffing levels. 
Actions being taken to enhance and support staffing levels  
 
Recruitment Update  
 
Monthly Open Events continue to recruit newly qualified and experienced staff nurses which have remained 
successful. Internal and external adverts for speciality based recruitment continue. The weekly review 
meetings continue with the senior nursing team and recruitment team within HR.  
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Work continues with local universities to ensure the organisation is seen as the hospital of choice to come 
and work and regular engagement with students continues by attending open events and explaining the 
opportunities that are available and the support offered in terms of our preceptorship programme.  
 
Those nurses recruited from the Philippines are currently undertaking the necessary English Language 
exams and working through the necessary visa arrangements, although it is important to note that this is a 
lengthy, complex process and many of the successful candidates have failed to attain the necessary 
International English Language test (IELTS) pass rates that are required, prior to visas being issued.  
 
As a result, the total number of nurse recruits from the Philippines is expected to be approximately 90 staff, 
who are all expected to commence employment before the end of July 2017. It is anticipated that our first 
small cohort of nurses will arrive in December 2016 and from this point, nurses will then begin to 
commence employment in small cohorts from January 2017.  

   
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. A 
focus on raising the awareness of this system has taken place in recent months to ensure all staff know 
when, and how, to escalate a concern. This has resulted in an increase in calls which has helped Matrons 
and Duty Managers focus their efforts in allocating additional staff where necessary.  
 
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 September, 35 red flag incidents were raised, and all of these were due to concerns over 
staffing levels (or skill mix) and the acuity of patients on the wards. The outcome of each of the nurse 
staffing red flags raised, was that staff were redeployed to make those ward areas safe.  Ten of these red 
flags correlated with a staffing datix being completed.  
 

 
 
Conclusion 
 
Divisional Chief Nurses are working with Matrons and Ward Managers to maintain safety at ward and 
departmental level. 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 introduction of the red flag 
initiative. On a daily basis staffing is assessed and actions are taken to ensure all areas are safe.  Meeting 
the safer staffing requirements is a challenge for the trust, however it is monitored closely on a daily basis 
and is reflected within the trusts risk register.  
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Appendix 1 
Therapies Staffing - Vacancies / Gaps 
Month: September 2016 
 
Physiotherapy 
 wte Vacancies wte Maternity wte Long Term sickness 
B5    
B6 2.8 2.6  
B7 3.0 4.1  
B8a   0.57 
 
Occupational Therapy 
 wte vacancies Wte maternity Wte Long term sickness 
B5    
B6  0.7  
B7  2.0  
B8A    
    
 
Speech and Language Therapy 
 Wte vacancies Wte maternity Wte long term sickness 
B5    
B6 1.3   
B7 0.2 0.6  
B8a    
 
Dietetics 
 Wte vacancies Wte maternity Wte long term sickness 
B3 1.5   
B5 1.4    
B6 0.8 1.0  
B7  3.0 1.0 
B8a    
 
 
Therapy Assistants 
 Wte vacancies Wte maternity Wte long term sickness 
B2    
B3 1.5 1.0  
B4 1.0   
  
Admin and Clerical 
 Wte vacancies Wte maternity Wte long term sickness 
B2   0.52 
B3    
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Have we considered opportunity & risk in the following areas?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                   

In accordance with good corporate governance practice the Board should review the performance and 

effectiveness of the Board and its committees.  This allows the Board to:  

 benchmark itself against its objectives and assess rate of progress 

 undertake an assessment of the Board’s skill mix for succession planning 

 gain a measurement of overall effectiveness 

 

The process of evaluation should include the collective performance of the Board, performance of the Board 

committees and Individual performance of the directors.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

To consider the outcome of the evaluation of the Board and its committees and determine what changes are 

necessary to ensure that the Board and its committees deliver their objectives.  

 

3. CONCLUSION AND RECOMMENDATION        

Board evaluation is a key element to ensure proper governance in the Trust.  The Trust has undertaken an 

evaluation of the Board and its committees through completion of a survey, which was supplemented by a 

desktop review on key emerging themes.   

 

The Board is asked to discuss the outcome of the Board and Committee evaluations and to agree next steps   

to address key findings.  This will include sharing of results with committees, updating terms of reference and 

membership of committees, refreshing good practice guidance with regard to roles and responsibilities for 

the effective management of the Board and its committees.  
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MAIN REPORT:  

1. STRATEGIC CONTEXT                                 

 

1.1 Board evaluation has been a major feature since Higgs Code1 in 2003.  There is also an explicit 
requirement for this in Monitor’s Code of Governance.  The evaluation should include an assessment of the 
collective performance of the Board, performance of the Board committees and individual performance of 
the directors. This report seeks to address the first two components, with individual performance of the 
directors addressed via the appraisal process.  

1.2 The current governance for the Trust is provided through a properly constituted Board established in 
accordance with the Trust’s Establishment Order2.   The Board has approved a number of committees in 
accordance with its powers as defined by Standing Orders 5.1 – 5.3.  The Board’s committees support the 
Board in the achievement of its objectives by strengthening decision making and supporting the non-
executive directors in the exercise of challenge recognising the nature and magnitude of the Trust agenda.   

1.3 The Board3 leads the trust by: 

 Formulating strategy, aims and objectives.  

 Ensuring accountability by holding to account for the delivery of the strategy and seeking assurance 

that systems of control are robust and reliable. 

 Shaping a positive culture for the board and the organisation.   

 Developing and maintaining an annual business plan and ensuring its delivery to meet the 

expectations and requirements of stakeholders. 

 Ensuring that national policies and strategies are effectively addressed and implemented.   

 Ensuring that the trust has comprehensive governance arrangements in place  

 Ensuring an effective system of integrated governance, risk management and internal control across 

the whole of the trust’s clinical and corporate activities. 

 

1.4 Board responsibility is also defined4 as follows:   

 Effective and proactive leadership within a framework which enables risk to be assessed and 
managed. 

 Ensure quality and safety of healthcare services, education, training and research 

 Ensure the Trust is effective, efficient and economical 

 Set the Trust’s vision, values and standards of conduct 

 Formal schedule of matters specifically reserved for decision by the board of directors. 

 Report on its approach to clinical governance and its plan for the improvement of clinical quality.  
 

1.5 The principles set out in the Healthy NHS Board 2013: Principles for Good Governance supplemented by 

the HFMA Audit Committee Handbook 2015 committee checklists were used as the basis for the review. A 

survey was sent to all members and regular attenders and supported by a qualitative and quantitative 

                                                           
1 Review of the role and effectiveness of non-executive directors 
2 NHS Trust (Establishment) Order 1994 No 3184. 
3 FTN Foundations of Good Governance 
4 Monitor FT Code of Governance  
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desktop review of the cycles of business by the Corporate Governance Manager. A copy of the survey 

questions is included as appendix A.   

 

1.6 Questions were asked against a range of issues (with an option for further comments).  Responders were 

asked to allocate a rating of ‘strongly agree’, ‘agree’, ‘unable to say’, ‘disagree’ or ‘strongly disagree’ against 

a range of statements.   

 

2. ANALYSIS  

2.1 There were a number of common themes that emerged from the survey findings. These are as follows: 

 Whether there is a clarity of role and understanding of objectives . 

 Whether the meeting is fully informed of the key risks, assurances received and any gaps in control 
or assurance in a timely fashion. 

 Whether communication between the Board and its committees is effective to provide a rounded 
view of an issue . 

 Whether actions are implemented with appropriate monitoring in accordance with agreed 
timescales.   
 

These areas were further assessed through the desktop exercise which explored a sample of meeting papers.  
 

2.2 Clarity of Role and Understanding of Objectives  

Key findings: 

 There is evidence that the Board and its committees are largely delivering against their purpose as 

established in the terms of reference.  This was evident from review of papers and their outcomes, 

aligned to the committee’s terms of reference.  

 There is potential to enhance the operations of the committees through ensuring that they retain an 

oversight rather than an operational role. 

 There is a lack of consistency throughout the committees on format i.e. action tracker, agenda, 

minutes. Whilst an element of flexibility is important to suit the purpose of the meeting, it is also 

important to establish practices that provide a committee with a focused agenda that can identify 

the key risks and assurances. 

 All Committees do not have a visible forward plan showing the aims / objectives and forthcoming 

items. The practice seen at the Board could be replicated and this may help to improve 

understanding of the role and the objectives of the committee and how this seeks to ensure that any 

gaps in assurances are addressed during the year. 

 The terms of reference are generally clear and reflect model terms of reference where available with 

the exception of Remuneration Committee which has not formally discharged a nomination role.    
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2.3 Review of discussions relating to risk 

Key findings: 

 There is evidence of improved risk reporting to the committees with regular reporting of risk 

integrated with the BAF. Further strengthening of the reporting is required to support the 

Committees to effectively discharge their role in relation to oversight of risk5.   

 

2.4 Use of chair’s log / communication with other committees 

Key findings: 

 There is a mix of approaches across the Committees. The Audit & Assurance and the Quality 

Governance Committee use the Chair’s Logs to good effect to receive and seek further assurance on 

issues. 

 There is a further opportunity for developing cross-committee assurance. An example is that a 

corporate performance report is received at both the Finance and Performance and Quality 

Governance Committees but there is no reference between each Committee.   Further clarity is 

required in relation to respective roles of Finance and Performance and Transformation Committee 

in relation to oversight of the Trust’s IT programme.  

 Only the Board and the Audit & Assurance Committee track the outcome of Chair’s Logs through the 

action tracker. This is a practice that should be extended across all committees. 

 

2.5 Effective use of Action Tracker 

Key findings: 

 There are different action tracker formats used across the Board and committees. 

 Some committees do not have a separate rolling action tracker which makes tracking an action 

through to completion challenging. For some committees it is difficult to effectively track closure of 

actions with no detail of actions taken being recorded.  This may contribute to lack of confidence that 

actions are delivered as agree.  

 

2.6  Trust Board 

The survey results identified that a particular strength for the Board is how it receives assurances from 
committees and the members’ skills and experience. There was divergence of views around whether the 
agenda is clear and prioritises items, whether there is clarity of outcome for each item discussed and 
whether all members contribute regularly across the range of issues. An area for improvement related to the 
quality and timeliness of papers.   
                                   
2.7 Miscellaneous  
It should be noted that generally the survey reported that the minutes accurately reflect the discussions both 
at the Board and its committees. The majority of committee secretaries have now attended a minute taking 
course run by NHS Providers to improve the overall quality of the minutes. 
 
In addition to these common themes, the desktop review considered attendance of members and 

Committees and compliance with Standing Orders i.e. when papers were published to members. 

 

                                                           
5 As per Trust’s Risk Management Strategy  
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2.8 Attendance 

Body Member attendance October 2015 – 
September 2016 (attendees  in parentheses) 
Target attendance 75% 

Board  86% (92%) 

Audit & Assurance  87% (100%) 

Quality Governance  74% (58%) 

Finance and Performance  67% (61%) 

Research Development &  Innovation  63% (90%) 

Remuneration  82% (100%) 

Charitable Funds  93% (68%) 

Transformation  48% (67%) 

Workforce 62% (56%) 

 

2.9 Observance of Standing Orders Re Distribution of Papers  

Body Percentage of times standing orders were met 
– papers issued 6 clear days in advance   

Board  100%  

Audit & Assurance  83%  

Quality Governance  60%  

Finance and Performance  50%  

Research Development & Innovation  100%  

Remuneration  57%  

Charitable Funds  20%  

Transformation  75%  

Workforce 34%  

 

3. CONCLUSION & RECOMMENDATION  

 

3.1 Board evaluation is a key element to ensure proper governance in the Trust.  The Trust has undertaken 

an evaluation of the Board and its committees through completion of a survey, which was supplemented by 

a desktop review on key emerging themes.   

 

3.2 The Board is asked to discuss the outcome of the Board and Committee evaluations and to agree next 

steps   to address key findings.  This will include sharing of results with committees, updating terms of 

reference, updating membership, refreshing good practice guidance with regard to roles and responsibilities 

for the effective management of the Board and its committees  
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Appendix 1 : Survey Questions 

Q1 There is clarity of role and understanding of objectives 

Q2 Members contribute regularly across the range of issues discussed 

Q3 Members possess the right balance of experience, knowledge and skills 

Q4 The agenda is clear and prioritises the right questions 

Q5 The meeting is fully informed of the key risks, assurances received and any gaps in control or assurance in 

a timely fashion thereby eradicating ‘surprises’ 

Q6 Members can describe what quality means and what the biggest challenges or risk is to quality 

Q7 When a decision has been made or action agreed I feel confident that it will be implemented as agreed 

and to the agreed timescale 

Q8 The number and length of the meetings is sufficient to allow the role to be discharged 

Q9 Papers contain relevant information, are of an appropriate quality and received in a timely fashion to 

enable sound decisions to be made 

Q10 There is good quality debate with probing discussions and appropriate challenge 

Q11 There is clarity of outcome for each item discussed 

Q12 The minutes of the meeting accurately reflect the discussion and the decisions taken 

Q13 Members challenge themselves on what they don’t know 

Q14 There is active challenge both to management and other assurance providers to gain a clear 

understanding of their findings 

Q15 The meeting receives clear and timely reports from other committees, sub committees and groups 

which make clear what assurances they have received and their impact (either positive or not) on the 

organisation’s assurance framework 

Q16 The meetings are effectively chaired with clarity of purpose and outcome 

Q17 Please provide any comments or ideas for improvement in the box below 
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Appendix 2: Key Findings from Committee Review  

 Audit and Assurance Committee 

There is strong agreement from the survey that the Committee has clarity of role and an understanding of its 

objectives. There was also agreement that members possess the right balance of experience, knowledge and 

skills and contribute regularly across the issues discussed.   

No specific areas for improvement were identified but there was a divergence of opinion in terms of 

confidence whether actions / decisions were implemented within agreed timescales and whether the 

meeting received clear and timely reports from other committees.  

Finance and Performance Committee 

There was agreement that the Committee was strong in ensuring that there was active challenge to gain 

assurance. It was also felt that the Committee had the appropriate membership and that meetings were 

effectively chaired with clarity of purpose and outcome.  Questions which produced a divergence of views   

included whether the meeting was sufficiently informed of key risks, whether members had a strong grasp 

on the risks to quality and whether the papers were of an appropriate quality. . 

Areas for improvement related to the implementation of agreed actions and whether the Committee 

received clear and timely assurance from its committees.  

Workforce Committee 

A strength identified related to members being able to describe what quality means.  .An area for 

improvement related to the Committee being informed of key risks and assurances. There was divergence of 

opinions regarding the implementation of actions and the quality of papers 

Remuneration Committee 

There was a strong consensus on several areas of strength – most notably around the quality of discussion 

and challenge leading to clarity of outcome for the respective items. However, there was also consensus that 

improvements were required in terms of highlighting risks and assurances and ensuring that papers were of 

the requisite quality and delivered in a timely way. There was a divergence of opinion in terms of whether 

actions would be implemented within an agreed timescale. 

Quality Governance Committee 

There were several areas of strength identified for the Quality Governance Committee including clarity of 

role, fully informed of risk and ability to describe what quality means together with effective chairing.  Some 

of these areas were potentially contradicted by responses to other questions and there was divergence of 

opinion in relation to clarity and prioritisation of agendas, contribution by members and active challenge.    
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Charitable Funds Committee 

There was strong agreement that there was clarity of outcome for each item discussion with effective 

chairing.  There was a divergence of opinion in relation to clarity of purpose for the Committee – with the 

comments noting that it felt “unbalanced” with insufficient focus on the embedding of fundraising 

throughout the organisation and too much emphasis on the accounting for and distribution of funds.   There 

was a divergence of opinion relating to the quality of debate and challenge and the quality of papers. 

Transformation Committee 

The main issue emerging from the survey relates to the clarity of purpose. The survey results reported that  

that the Committee does not receive timely reports from other committees and that risks / assurances are 

not clearly outlined. A specific issue relating to the Transformation Committee is a concern about the 

number of meetings that had been cancelled with inconsistent attenders.  

RD&I Committee 

The sample size was too small to draw accurate conclusions from. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: Donna McLaughlin 

☐ To note 
☐ For decision (insert funding source if 

financial implications).  
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affected: 

Trust 
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paper:  
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  Security marking:  None 
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discussed: 
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all that apply] 

Key stakeholders: Our compliance with: 
x Patients x Regulators NHS England 
x Staff x Legal frameworks Civil Contingencies Act 2004 
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 Considered during planning 
 Phase of all Plans 

State: Considered as part of 
Business Impact Analysis process 

State: Considered as part of Business  
Impact Analysis process 

ARY: 
1. STRATEGIC CONTEXT                     
The Trust has legal obligations as a Category 1 responder as set out in the Civil Contingencies Act 
2004 (CCA 2004) to ensure it has robust Business Continuity Management and Emergency 
Preparedness arrangements in place. The previous report updating the board in this matter was 
submitted 24 Nov 15. 
 
Responsibility for Resilience within the UK sits with the Civil Secretariat. Failure to meet these 
obligations can lead to prosecution via relevant government department (i.e Environment Agency, 
Highways Agency, Health and Safety Executive etc). NHS England oversees the arrangements 
within NHS England organisations and provides assurance to the Local Resilience Forum via the 
Local Health Resilience Partnership. This body of work is known as Emergency Preparedness, 
Resilience and Response.  
 
As a Category 1 responder, the Trust 6 legal obligations: 
 
• Co-operation with other responders 
• Risk Assessment 
• Emergency Planning 
• Communicating with the public 
• Sharing information 
• Business Continuity Management 
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2. QUESTION(S) ADDRESSED IN THIS REPORT   
The Trust must be able to continue to deliver key services during times of disruption as part of the 
wider health economy. In doing so it must ensure patient and staff safety and take into account 
stakeholder considerations. This report will update the board on annual progress in this matter 
setting out how the Trust meets the obligations as set out in para 1 above. 
 
3. CONCLUSION AND RECOMMENDATION        
The Trust Board is asked to accept this update on Emergency Preparedness, Resilience and 
Response (EPRR) arrangements in line with legal obligations as set out in Civil Contingencies Act 
2004 and NHS England EPRR guidance and support the Accountable Emergency Officer in the 
delivery this work stream. 
 
MAIN REPORT:  

1. STRATEGIC CONTEXT                                 
The Trust has legal obligations as a Category 1 responder under the Civil Contingencies Act 2004 
(CCA 2004) to ensure it has robust Business Continuity Management and Emergency Preparedness 
arrangements in place. The previous report updating the board in this matter was submitted 24 Nov 
15. 
 
Responsibility for Resilience within the UK sits with the Civil Secretariat. Failure to meet these 
obligations can lead to prosecution via relevant government agency. NHS England oversees the 
arrangements within NHS England organisations and provides assurance to the Local Resilience 
Forum via the Local Health Resilience Partnership. This body of work is known as Emergency 
Preparedness, Resilience and Response.  
 
As a Category 1 responder, the Trust 6 legal obligations: 
 
• Co-operation with other responders 
• Risk Assessment 
• Emergency Planning 
• Communicating with the public 
• Sharing information 
• Business Continuity Management 
 
2. QUESTION(S) ADDRESSED BY THIS REPORT              
The Trust must be able to continue to deliver key services during times of disruption as part of the 
wider health economy. In doing so it must ensure patient and staff safety and take into account 
stakeholder considerations. This report will update the board on annual progress in this matter 
setting out how the Trust meets the obligations as set out in para 1 above. 
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3. ANALYSIS                                                       
Performance review:  
 
a.  Co-operation with other responders 
The Trust has been represented at the Local Health Resilience Partnership (LHRP) meetings and 
relevant sub groups.  
 
Workshops have been held with multi agency partners to ensure they are aware of the continuous 
development of the site and response plans are fit for purpose. This is a body of work now being 
overseen by the Merseyside Resilience Forum.  
 
Work with the MRF regarding the development of the site and the risk it poses to wider response 
plans is underway. It is anticipated that the development will be acknowledged as a medium risk. 
Once fully understood, the Trust Accountable emergency Officer will be notified. 
 
Other areas of co-operation include planning for significant events such as music and sporting 
festivals. 
 
b. Risk Assessment 
This has been completed in line with National and Community Risk Registers and is now reflected in 
the Trust Major Incident Plan. It should be noted that Pandemic Influenza remains as the highest 
risk on both community and national registers. 
 
c. Emergency Planning 
Emergency Plans are being reviewed as part of preparation for the move to the new hospital. This is 
being undertaken with multi agency partners. Once developed, they will be exercised to ensure they 
are fit for purpose. 
 
d. Communicating with the public 
A system of Mass Notification for use during the Management of Incidents which threaten key 
services has been purchased and is now in use and developing as more staff engage. This will 
enhance the ability of the Trust to mobilise resources and communicate with the public in a timely 
fashion whilst ensuring a common message is distributed. Once installed, an Incident Management 
Communication Plan will be developed taking into account Merseyside Resilience Forum 
arrangements will be developed in line with EPRR Core Standards.  
 
e. Sharing information 
The Trust continues to develop its presence on the Cabinet Office Resilience Direct web portal to 
ensure other agencies have access to published plans in line with Trust Information Governance 
arrangements. 
 
Through the LHRP, the Trust has shared lessons learnt from the review of incidents and sought to 
learn from the experiences of others. This includes recent major IT disruptions, Industrial Action and 
external incidents such as the power failure at Arrowe Park. 
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f. Business Continuity Management 
The Trust Business Continuity Plan is under review following internal organisational restructuring. 
The Plan sets out the framework that the Trust should follow when responding to disruption in line 
with the Business Continuity Management Policy.  
 
Local Level Plans continue to be developed with varying degrees of success and greater ‘buy in’ is 

required at Senior Trust level. A major area of concern is Liverpool Clinical Laboratories who have 
yet to engage in the process.  
 
The Trust continues to see disruption to its Business Continuity through various issues. These 
include the ongoing BMA Junior Doctor Industrial Action, Major Infrastructure issues, IT disruption 
and unprecedented surge in demand for service. 
 
g. Training 
NHS England EPRR guidance sets out the following requirements for training: 
 

 Communications exercise: Minimum frequency – every six months 
This is conducted in Apr and Oct each year. 
 
 

 Table top exercise: Minimum frequency – every 12 months 
This has been achieved through internal and external workshops throughout the reporting 
period. 
  

 Live play exercise: Minimum frequency – every three years 
The Trust has not run a live exercise since 2009. Initial discussions are being held with the 
LRF to run an exercise as part of the commissioning programme for the New Hospital. This 
cannot progress until dates are finalised as the exercise programme for external agencies is 
set by regional and national commitments. 
 

 Command post exercise: Minimum frequency – every 3 years 
This has been achieved through the Junior Doctors Industrial Action  

 
Training and awareness sessions have been held with various groups across the Trust including 
those On Call at Tactical and Operational levels. Ongoing workshops continue to ensure more 
robust On Call arrangements in line with EPRR Core Standards; however this has been delayed due 
to HR issues. 
 
Training has been agreed utilising the Emergency Planning College for those at the Strategic level 
of On Call. The intention is to deliver the training before Christmas 2016. 
 
An eLearning package has been developed in house for all staff members and will be incorporated 
into the programme of learning prior to the move to the New Hospital.  
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Project Argus a government initiative led by the Merseyside Police Counter Terrorism Unit has been 
held a number of times and well attended. Further sessions will be held in September and October 
16. 
 
A Business Continuity Management Workshop was held on 24 Jun 16. This was designed to raise 
awareness across all departments. 
 
h. Governance and Oversight 
Governance for the EPRR work stream is via the Health and Safety Sub Committee. Within the 
reporting period, the Business Continuity Management policy has been submitted for ratification but 
is currently held up by Staff Side. All other policies and plans are valid till 2017. 
 
All policies and plans are under review in preparation for the move to the new hospital. These will be 
done in conjunction with internal and external partners as per the time frame set out in the Trust 
Commissioning Plan 
 
4. COMPLIANCE WITH STATUTORY AND NON STATUTORY REGULATION 
The Trust was required to submit its Core Standard annual statement of compliance to NHS 
England by 30 Sep 16. This was done on 27 Sep 16. Of the 47 standards the Trust is measured by, 
39 were graded as Substantial and 8 as Partial. An action plan has been developed and agreed with 
the Accountable Emergency Officer which will focus attention on areas of weakness. It should be 
noted that these are predominantly around training and communication. A review of the resource 
required to deliver these improvements is underway. Once concluded the findings will be presented 
to the Accountable Emergency Officer for consideration. 
 
5. CONCLUSION & RECOMMENDATION 
The Trust Board is asked to accept this update on Emergency Preparedness, Resilience and 
Response (EPRR) arrangements in line with legal obligations as set out in Civil Contingencies Act 
2004 and NHS England EPRR guidance and support the Accountable Emergency Officer in the 
delivery this work stream. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: [N/A] 

X To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Corporate 

  Date of board meeting to discuss this paper:  October 2016 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [DH R&D/NIHR CRN CC/CRN NWC Partnership Group/CRN NWC 
Executive/CRN NWC Host Executive/CRN NWC R&D Managers/CRN 

NWC Partner Trust] 
(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.) 

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: Opportunity Patients to participate in research 

with improved care delivery. Risk of  
under performing: Reduced opportunity for patients to 
participate in studies across CRN NWC 

State: Opportunity: Brings resources to  

the region to support delivery of research. 

Risk: NIHR CRN’s receive funding in part  

based on Activity i.e. Patients recruited  
into research studies. 

State: Opportunity: Attract investment to the 

CRN NWC region from research funders & life 

Sciences sectors. Risk: Not achieving targets, 

NWC may be seen as a less attractive place to 
undertake NIHR Research. Funders may consider 
this when Placing studies in the NWC region. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

RLBUHT is the Host Trust for the regional National Institute of Health Research Clinical Research Network 

(NIHR CRN NWC). The CRN NWC is required to report its activity against 7 nationally agreed High Level 

Objectives (HLO’s – Table 1). 

 

 

2. QUESTION (S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

 
This report provides a brief Trust Board summary of the networks performance in Quarter 2 of 2016-16 in 

meeting the nationally agreed High Level Objectives for the region1.  

 
 
 
 

                                                           
1 The full performance report for CRN NWC for Q2 (July – September) is out of scope for this brief report. Rank relates to the position 

of NWC in relation to the x15 LCRNs across England. LCRN funding from DH varies based on a number of parameters including (but 
not limited to) recruitment activity in previous years across all partners within a region. A full performance report is reported to the 
Host Trust Executive every 2 months and also to NIHR CRN CC/DH and can be provided to the Trust Board on request.  

 

LC
R

N

Page 127 of 145



RLBUHT BOARD PACK

TITLE: National Institute of Health Research Clinical Research Network (CRN NWC) 
LCRN Performance Review Quarter 2 2016/17 
 

  
 

2 

AUTHOR: Jacqueline A Pirmohamed – Chief Operating Officer 

NIHR CRN NW Coast HLO Performance (Data cut: 30/09/2016) 
    

Objective Measure Target RAG 
Ra
nk Comments 

1 

Increase the number of 
participants recruited into 
NIHR CRN Portfolio studies 

Number of participants recruited in a 
reporting year into NIHR CRN Portfolio 
studies 33,535 10,188 14 

Overall recruitment to NIHR research appears to 
have significantly fallen across England in 
comparison to previous years.  The target for 
2016/17 nationally is 650,000.  Current national 
recruitment is 256,104.  Reasons why this figure is 
lower than planned in 2016/17 in NWC is complex 
and may be related to the fact that the region leads 
on less studies compared to the other parts of the 
UK and recruitment per head of population is low in 
NWC.  Work is on-going to consider reasons for this 
metric in NWC and establish strategies to improve in 
the future. 

2 

Increase the proportion of 
studies in the NIHR CRN 
Portfolio delivering to 
recruitment target and time 

A. Proportion of commercial contract 
studies achieving or surpassing their 
recruitment target during their planned 
recruitment period, at confirmed Network 
sites 80% 65.60% 5 

Nationally reported data is incorrect, performance is 
significantly higher in NW Coast.  The NIHR CRN 
Coordinating Centre have been informed and the 
network are  waiting for the changes to be reflected. 

B. Proportion of non-commercial studies 
achieving or surpassing their recruitment 
target during their planned recruitment 
period 80% 80% 8 

This data is based on a small subset of research 
studies (circa 10 projects which have closed) .  For 
studies still open, CRN NWC are ranked 1st with 
more than 50% currently recruiting to time and 
target across the region.  

3 

Increase the number of 
commercial contract studies 
delivered through the NIHR 
CRN 

A. Number of new commercial contract 
studies entering the NIHR CRN Portfolio 185 68   

This metric should be 92 studies at this stage in year.  
Currently n=68 and is attributed as Amber rated.  
Studies are in the pipeline and it is expected that this 
metric will be met at year end. 

B. Number of new commercial contract 
studies entering the NIHR CRN Portfolio as a 
percentage of the total commercial MHRA 
CTA approvals for Phase II–IV studies         

4 

Reduce the time taken for 
NIHR studies to achieve NHS 
Permission through CSP 

Proportion of eligible studies achieving NHS 
set up at all sites within 40 calendar days 
(from “Date Site Selected” to “Date Site 
Confirmed”) 80% N/A   

National system not fully in place to collect HRA data 
point to inform these KPIs 

5 

Reduce the time taken to 
recruit first participant into 
NIHR CRN Portfolio studies 

A. Proportion of commercial contract 
studies achieving first participant recruited 
within 30 days at confirmed Network sites 
(from “Date Site Confirmed” to “Date First 
Participant Recruited”) 80% N/A   

B. Proportion of non-commercial contract 
studies achieving first participant recruited 
within 30 days at confirmed Network sites 
(from “Date Site Confirmed” to “Date First 
Participant Recruited ”) 80% N/A   

6 
Increase NHS participation in 
NIHR CRN Portfolio Studies 

A. Proportion of NHS Trusts recruiting each 
year into NIHR CRN Portfolio studies 99% 95.50%   

x 1 more Trust (Liverpool Community Trust) are  
required to recruit patients into research to fully 
meet this metric. Activity is in the pipeline so it is 
expected this will be achieved at year end.  

B. Proportion of NHS Trusts recruiting each 
year into NIHR CRN Portfolio commercial 
contract studies 70% 73%   

 C. Proportion of General Medical Practices 
recruiting each year into NIHR CRN Portfolio 
studies 35% 35%   

211/603 GP sites reporting recruitment into NIHR 
portfolio studies so far this year 

7 

Increase the number of 
participants recruited into 
Dementias and 
Neurodegeneration 
(DeNDRoN) studies on the 
NIHR CRN Portfolio 

Number of participants recruited into 
Dementias and Neurodegeneration 
(DeNDRoN) studies on the NIHR CRN 
Portfolio 960 1,344 2 

CRN NWC are 2nd in overall recruitment into 
DeNDRoN studies out of 15 LCRNs 
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3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

CRN NWC overall has improved recruitment to time and target (HLO2) by taking the following actions2: 

 

 Improved portfolio scoping by identifying new studies which could be opened and recruited to in NWC 

 Table of studies already open to recruitment identified as high priority in terms of recruitment numbers distributed 

to Partner Organisations to focus on for remainder of this financial year 

 Prioritise the CRN NWC research task-force (Nurses, AHP & admin support staff) to support delivery of large sample 

size studies with the aim of increasing recruitment in this year 

 Encouraging collaboration across Partner Organisations - Discussions in progress to share research delivery staff 

across sites to optimise patient recruitment into studies (already active in some Trusts) and in the longer term to 

develop cross boundary/organisation research hubs 

 Prioritising contingency funding and slippage in year into research projects that can increase delivery in the short 

term whilst also promoting future capacity and capability to improve future delivery 

 

Recruitment numbers are less than planned and this remains a cause for concern. CRN NWC continues to work with 

partners/other stakeholders to improve in its overall performance in relation to delivery of research since Q1. The Board is 

asked to note this Q2 performance report for the CRN NWC.  

                                                           
2
 Additional information requested in this section by Dr Williams for Board information. 
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Date: October 2016

Ref. No Date Identified Raised by Description

Local/

National

Likelihood
(High, Medium, 

Low)

Impact
(High, Medium, 

Low)

Current Status
(Red, Amber, Green) Mitigating Actions Responsible Owner Action Date

1 March 2016

COO/R&D Managers in 
Trusts/Clinical Research 
Leads/Teams across 
CRN NWC

ISSUE: CRN NWC have received budget notifications from NIHR CRN/DH. Core budget is reduced by 5% for 2016/17. In 
addition no resources in recognition of incremental staff uplifts, inflation or NI contributions are allocated. Network RCF is 
also reduced.
IMPACT
1. Potential for staff redundancies; 2. Costs to Host Trust to fund staff redundancies; 3. Failure to deliver NIHR research 
due to staffing reductions across the region; 4.Increased stress of existing workforce /potential increase in sickness leave 
as staff required to increase activity with reduction in resources; 5; Reduction in morale of NIHR NHS workforce across 
CRN NWC; 6. Reduced opportunities / equity for patients to participate in NIHR research may be an unitended 
consequence of budget reductions to the region; 7. Continued potential for further NHS support reductions next financial 
year if ABF model continues therefore further destablaising the potential of CRN NWC to deliver NIHR research studies 
effectively across the region.

Local High High Amber

Comprehensive budget planning for 2016/17 instigated in collaboration with all stakeholders. Funding 
retracted where possible when studies completed etc to enable NHS support to go to sites where new 
grants due to operate. Organsiations asked to notify CRN NWC when rejecting studies due to a lack of 
NHS Support in order that this can be shared with NIHR CRN CC/DH.

Host organisation CEO/Executive, 
Partnership Group,  Partenrs across 
CRN NWC

Ongoing 

2 February 2016

ISSUE: CRN NWC recruitment has fallen over past few years. Early portfolio scoping indicates this trend may continue in 
2016/17. IMPACT: potential ongoing reduction in NHS support funding to CRN NWC causing sigificant instability in 
staffing across sites due to wider fiscal challenges. Reduction in patient recruitment to NIHR research in 2016/17.  

Local Medium - High High Red

CRN NWC SMT working with all stakeholders to identify NIHR research studies running in CRN NWC 
in early 2016 with plans to prioritise recruitment to 'large sample size/complex' research programmes. 
R2TT to be consistently monitored through robust performance management systems across the 
network to maximise capability to recruit. 

COO/DCOO/SMT April & ongoing

3 February 2016 COO / DCOO

ISSUE:  LCRN's advised by NIHR CRN CC to ensure in line with DH policy to have clear processess for local cost 
recovery when CRN staff involved in directly supporting recruitment to commercial research studies. This is variable 
across CRN NWC since transition. CRN NWC will need to work in partnership with all Partner Organisations to establish a 
process that is pragmatic but meets the requirements of the Performance and Operating Framework (POF) and Minimum 
Control Standards. IMPACT: This issue has the potential to disincentivise organisations from undertaking commercial 
research. Local & National Medium Medium Amber

CRN NWC has informed stakeholders of its intetion to directly cost recouperate from 1st April 2016. 
CRN NWC DCOO/IOM leading on the process and a paper was presented to the Host Executive 
Group and Partner Organisations. Service Level Agreements now in place in organisations as required 
to support portfolio delivery. Report on progress tabled at Host Executive and also Partnership Group.

COO/DCOO/Partner sites via R&D 
Offices

April 2016 & ongoing

Risk/Issue Register

This matrix determines the classification of the risk by assessing the defined likelihood against the defined 

impact.

Definitions

Likelihood

High = It is anticipated that the risk will occur

Medium =  It is unclear whether the risk will occur or not

Low = It is anticipated that the risk will not occur

Impact

High = Project objectives will not be met

Medium =  Project objectives will be met but their value will be reduced

Low = Project objectives will be met in full though additional/supporting work may be required

NIHR Clinical Research Network: North 
West Coast

LOW MEDIUM HIGH

LOW

MEDIUM

HIGH

IMPACT

L
IK

E
L

IH
O

O
D

CLASSIFICATION MATRIX
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
 For assurance  

 
Sponsor: Dr Peter Williams 

☐ To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Click to select 

  Date of board meeting to discuss this paper:  25th October 

  Security marking:  Click to select 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [Please insert here – e.g. Exec, Clinical Governance etc.] 
(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: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

This paper forms part of the quarterly update that is provided to Board. 

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

 National benchmarking of adjusted mortality rates and internal Mortality Peer reviews   

 Key patient safety indicators and developments 

 Involvement in external initiatives that will benefit the Trust 

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

 

 Mortality as measured by SHMI and HSMR within expected parameters.   

 Overall performance and proposed/embedded process improvement in various aspects of patient safety and 

clinical deterioration 

 Recommendation that the Board note performance. 
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MAIN REPORT: Mortality and Patient Safety 

Mortality 

Mortality Data Update – Jun16 to May16 

1. Crude Mortality 
 

 Figure 1, Crude mortality, excluding daycases 

 
 June15 to May16 Crude rate Expected rate 
Crude mortality excluding daycases 3.05% 3.23% 
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June15 to May16 Relative risk Low confidence 
Interval 

High confidence 
Interval 

HSMR 98.33 92.99 103.89 
 Figure 2, HSMR 

 
3. SHMI 
1.000 (published September 2016, within expected range, period June 15 – May 16) 
Figure 3, SHMI Peer Group comparison 
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SHMI score of 1.00 is the lowest SHMI score since the reporting of SHMI began. 6 of the 12 
months having a score below 100.  This has improved the Trust's ranking with our peers, 
moving us up three places and also more in line with the peer group average score. 

 

4. Mortality Alerts Monitoring 

The group proactively audit and review the alerts to understand any potential changes in 
practice, where applicable. Since the last update, there have been no significant alerts 
reported. The group also continue to proactively monitor alerts using internal data. Elective 
deaths are now being reviewed as part of the mortality assurance group. 
Lessons learned from the reviews are disseminated through divisional governance. 

 
Audits are being completed from areas of high mortality incidence i.e AKI. 
 
5.  Avoidable Mortality 
 
We have previously identified 37 cases of avoidable mortality using the trust Mortality Peer 
review process, SI, litigation and Coroner’s inquests. 
 
These have now been grouped into themes with the appropriate actions against them. 
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New terms of reference and an updated membership for the Deterioration and Mortality 
Group are included with inclusion in the Trust governance structure.  
 
As outlined in the Patient safety strategy document Quality improvement forms the central 
thrust of reducing mortality.  
 
Each identified stream requires an action plan and continuous monitoring for effective 
implementation. As most avoidable mortality has generated an SI and RCA, plans for 
mitigation or resolving the risk are already in place.  
 
The causes of avoidable mortality also align broadly with the top 6 causes of death in the 
Hospital.  (Pneumonia, Acute kidney injury, sepsis, cerebrovascular disease, myocardial 
infarction, congestive heart failure). 

 
Deteriorating Patient 

 
Cardiac arrests 

 

 
The graph in figure 1 demonstrates the number of true cardiac arrests attended by the team per 
1,000 admissions, the rate this quarter has continued to be one of the of the lowest rates since the 
trust started the audit, with a slight increase on last quarter which mirrors NCAA nationally. Please 
note the number of hospital admissions includes day case admissions. The above data is not risk 
adjusted and does not therefore take into account the acuity and complexity of our patients 
compared with other organisations. 
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Sepsis 
 

Further achievements have been realised since the last update to Trust Board -  
 Continued compliance with ‘sepsis 6’ through the Advancing Quality work programme  with 

on average 64% of patients receiving  appropriate care, an 8% improvement on the last 
quarter and we are now the second best performer across the region. We plan to improve 
this to >80% and maintain it throughout the year. The Trust is also compliant with data 
completeness. 

 Length of stay improvement which has reduced by up to 4% for patients. 
 
Further improvement initiatives will also be conducted during 2016; 

 Engagement with community, GPs and NWAS 
 Management of performance relating to AQ and CQUIN targets 

 
 
Pneumonia 
 
A task and finish group has been set up to oversee and scope the above project, which is a priority 
project for the Trust. Pneumonia is one of the highest contributors for both length of stay and 
mortality for the Trust, and as such a detailed audit has been conducted to understand issues 
relating to this specific pathway. A PID has been developed and the group will review relevant 
issues in order to improve outcomes. A detailed update will be provided on the work to date to 
board. 

 
Patient Safety 

 
VTE 
 

 
 

M
or

ta
lit

y

Page 136 of 145



Mortality and Patient Safety – Report of Anthony Duffy, Senior Lean Practitioner 
 

  
 

The above chart illustrates compliance with VTE assessment target. 
 
Over the past four months, the Trust has continually been marginally below the 95% compliance 
target.  
Workstreams being undertaken to comprehensively address VTE prevention include; 

 Risk assessment processes and tools 
 Patient education/information 
 Root cause analysis of potential Hospital Acquired Thrombosis  
 Mechanical Thromboprophylaxis 
 NICE guideline compliance 
 Education and training 
 Review of Trust VTE prevention policy 
 Clinical audit 

 
Regular updates are fed back through the Patient Safety sub-committee and the Quality 
Governance Committee. A business case was recently agreed at CMT for the appointment of a 
clinical lead for this project.  
 
Falls 
 

 
 
 
Please note that there has been a reduction on falls that cause moderate to severe harm.  
The following interventions are currently taking place to help reduce falls that cause specific harm 
within 2016; 
 

 Improved data collection to identify trends of falls i.e circumstances surrounding fall, toileting, 
trips over objects – ongoing, and from April focussed trending analysis will be reported 
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through the Quality Governance Committee and any designated improvement initiative as a 
result. 

 There was a focussed comms exercise throughout August highlighting specific issues 
relating to falls improvement through various comms platforms. 

 
 
Medicines Management 
 
Key aims and objectives have been set through the medicines safety group for 2016/17 to improve 
knowledge and education trust wide to ensure nursing staff have the correct understanding of 
medication policies and procedures, reduce patient harm due to medication errors and lessons 
learned. The key aims are to; 
 

 Improve the knowledge and understanding of the Self-administration policy throughout the 
trust 

 Improve the trust knowledge and understanding of the IV Medication Administration Policy 
 Improve discharge process by promoting standardised TTO checking procedure 
 Improve staff knowledge regarding the potential risks to patients of unsafe storage of 

medication 
 Reduction in missed/delayed doses of critical medicines. 

 
 
Tissue Viability 
 

 
Chart highlighting performance year on year for pressure ulcers (all grades 2, 3 and 4) 
 
The chart above illustrates that there has been a significant increase over August and September, 
after four months of steady performance. The tissue viability team review on average of 650 patients 
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each month and continue to educate staff at the same time as well as conducting group education 
sessions on wards 
 
Various improvement initiatives have been have also been initiated to improve this; 
 

 Continued teachings across all wards 
 Discussions regarding an improved electronic referral process to the tissue viability team.  
 Continued collaboration with Community Health 
 External review of Tissue Viability services 

 
 
Patient Safety Alerts 
 
National Safety Standards for Invasive Procedures (NatSSIPs) 
 
The Trust has made good progress in line with being compliant with the proposed guidelines. 
Various initiatives have been undertaken in order ensure that the Trust is compliant with the 
proposed guidelines.  
 
• Engagement with all areas who perform procedures in scope to identify gaps and support 

these areas with compliance 
• Identify areas that require human factors training and recruitment of a Human Factors trainer 
• Completion of local documentation to record procedures and ensure that these are managed 

electronically 
• Completion of an internal e-learning package for areas re scheduling lists, and examples of 

LocSSIPs scenarios. 
 
Nasogastric tube misplacement 
 
The Trust received an alert relating to the above in July 2016. There are five main requirements to 
ensure the Trust are compliant with this specific requirement. The Trust is asked to -  

 Name an Executive Director who will take responsibility for the delivery of actions 
 undertake a centrally coordinated assessment of whether the Trust has robust systems for 

supporting staff to deliver safety-critical requirements for initial nasogastric and orogastric 
tube placement checks 

 develop and implement an action plan to ensure all safety-critical requirements are met 
 Share assessment and agree any related action plan within relevant commissioner 

assurance meetings 
 Share the key findings of this assessment and the main actions that have been taken in the 

form of a public board paper 
 
A task and finish group has been developed to identify areas of improvement, to provide the Board 
with assurance that the necessary actions are being developed, and to ensure compliance against 
the PSA. 
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All PSAs, as received, will now be reviewed centrally to ensure compliance and will now be included 
within the Trust annual audit programme. 
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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 

 95th percentile The 95th 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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