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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 16 December 2014 at 1pm 
 

Conference Room, Royal Liverpool University Hospital 
 
Present:  Mr M Eastwood   Interim Chair  
  Mr A Kehoe    Chief Executive 
  Mr J Graham   Deputy Chief Executive/Director of Finance 
  Mrs R Edwards    Director of HR and OD  
  Ms L Grant    Chief Nurse  
  Mr D Killworth   Non-Executive Director 
  Prof J Saunders    Non-Executive Director 
  Mr G Stewart    Non-Executive Director  
  Dr P Williams   Medical Director 
    
Attendance: Ms D McLaughlin   Director of Operations 
  Mrs H Shaw    Director of Communications and Marketing 
      Miss H Jackson          Director of Strategy and Redevelopment 

Mrs M Warburton          Associate Director of Corporate Affairs 
       Mr M Grimshaw         Corporate Governance Manager (Minutes)  

  Mrs Teresa Keyes   DGM for Surgery (Item 14/216 only) 
  Ms Jane Beattie Clinical Director, Theatres (Item 14/216 only) 

  Mrs Andrea Fazakerley   Matron for Critical Care Services (Item 14/216 only) 
  Mrs Susan Travis    Matron for Operating Services (Item 14/216 only) 
 
Apologies:     Prof M Adil          Associate Non-Executive Director/Clinical Advisor 

    Dr S Constable         Programme Director, NW Leadership Academy 
    
14/209 Introduction  
 

Mr Eastwood welcomed members of the public (2) and governors (2) to the 
meeting. Additionally, a welcome was extended to Mr Bill Griffiths who was due to 
take up office of Chairman on 5th January 2015. 
 
Mr Eastwood noted the significant contributions of the former Chairman, Mrs Judith 
Greensmith and Non-Executive Director, Mr Frank Kerkham, who had both recently 
left the Trust. 
 
Mr Eastwood explained that as the meeting was earlier in the month due to the 
Christmas period, the data was not available  to produce the performance suite of 
reports with any significant issues would be raised.  
 

14/210 Declarations of Interest 
  
 None declared.   
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14/211     Minutes of the Trust Board Meeting held on 25 November 2014  
  
 The minutes of the meeting held on 25 November 2014 were agreed as a true and 

accurate record. 
 
14/212 Rolling Action Tracker 
 
 14/190 & 14/163 Trust Executive’s Report – Do we have the engaged and 

motivated people that we need? – Mrs Edwards reported that the staff survey had 
closed with a response rate of 41%. It was noted that whilst this was a decrease on 
the previous year, the figure remained representative due to the Trust’s policy of 

surveying all staff rather than a sample. A full report on the findings was scheduled 
to be brought to the Board in February 2015. 

 
 14/163 Trust Executive’s Report – Are we treating people in the right way? –

Ms McLaughlin noted that the medical records team would have recruited to its 
agreed establishment level in January 2015 which would help to improve access to 
case notes. A dedicated role to support for mortality peer reviews had been created 
to drive improvements in this area. 

 
 14/163 Trust Executive’s Report – Are we treating patients as quickly as 

possible? – Ms McLaughlin noted that she would report to the Resources and 
Performance Committee in February 2015 in relation to action taken to reduce non-
attendance at outpatient clinics.  

 
 14/163 Trust Executive’s Report – Are we treating patients effectively? – Dr 

Williams explained that there was no comparable data available in order to 
accurately determine whether the populace of Liverpool was more or less likely to 
have received a pneumococcal vaccine compared to similar areas. 

 
 14/147 Transformation Committee Terms of Reference – Mrs Warburton 

explained that preliminary discussions had been held and that a revised Terms of 
Reference would be considered at the Transformation Committee in January 2015. 

 
 14/134 MRSA Performance – Mrs Edwards reported that a listening event had 

been scheduled for February 2015. Mr Eastwood noted that previous listening 
events had been very productive. 

 
 14/130 Trust Executive’s Report – Finance – Mrs Warburton confirmed that all 

reports should include financial implications explicitly and that the report template 
would be amended to highlight this.  Mr Graham added that it would be important 
for reports to also consider the cumulative impact on the financial model. Mr 
Graham agreed for the action to be assigned to him rather than ‘all’.  

 
 14/104 Francis/Berwick/Hard Truths action plan – Mrs Edwards reported that 

value based recruitment formed a key part of the People Strategy. Training for all 
recruiting managers was due to implemented in June 2015. 
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 14/100 and 14/06 Migration Path – It was noted that this would be discussed 
under Item 14/218. 

 
 14/34 Trust Executive’s Report – Teaching – Mrs Edwards explained that the 

figure for the current number of nursing students against capacity would be 
included  in the quarterly education and learning report.  

 
 14/17 & 14/111 Development of Partnership Working – Mr Graham reported that 

the updated paper  would be circulated to the Board. 
 
 14/06 Trust Executive’s Report – Financial and Data Audit – Ms McLaughlin 

noted that the update on the external assurance programme was scheduled for the 
February 2015 Board meeting. 

 
 14/06 Trust Executive’s Report – Migration Path - It was noted that this would be 

discussed under Item 14/218. 
 
 Mr Eastwood requested that, going forward, all actions should be assigned a due 

date rather than be described as ‘ongoing’.  
 Action : Mrs Warburton to ensure all actions are allocated a specific report 

back/due date.  
  
 Mr Graham explained that work was ongoing on the Hybrid Business Case to 

understand the costings and timings. A report would then be provided to the 
Resources and Performance Committee and subsequently, the Trust Board. 

   
14/213 Urgent Matters Arising 
 
  No urgent matters noted. 
 
14/214 Trust Executive’s Report 
 
  Mr Kehoe drew attention to the progress that had been made with regard to the 

100,000 Genomes Project. Liverpool had been identified as one of the centres for 
the project; a success which provided an example of good partnership working in 
the city. Mr Kehoe added that the project would form a key part of the precision 
medicine agenda and thanks was extended to all involved. 

 
 Mr Kehoe reported that whilst Carillion were continuing with 24 hour working, there 

had been further delays to the building. Carillion had stated that they remained 
confident that the building would be  completed on schedule.  Mr Kehoe confirmed 
that that this would be closely monitored by the Trust. Miss Jackson explained that 
Carillion would be providing an updated plan in the near future and that  progress 
would be monitored against revised plan  

 
 The Board considered in detail current performance relating to infection control and 

A&E. With regard to infection control, Dr Williams reported that it had been a 
challenging month with 10 incidents of C. difficile incidents. There had been no 
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evidence of cross-infection and following a root cause analysis, it had been 
determined that the majority of patients involved had been subject to a number of 
transfers between several healthcare providers.  Dr Williams noted that in two of the 
cases, the Trust had  not  analysed the stool samples within expected timeframes. 
In response the Trust had identified two senior nurses who would have 
responsibility for ensuring the timely administration of samples. Additionally, the 
Regional Vascular Unit and Gastroenterology had been experienced a number of 
incident and have developed action plans in response. Dr Williams reminded the 
Board that cases of C. difficile for the year-to-date remained at 33 against a target 
of 32. Dr Williams stated that he was confident that the yearly target would be met. 

 
 Prof. Saunders challenged whether the Trust’s screening procedure for C. difficile 

was effective. Dr Williams explained that it was not appropriate to screen all 
patients for C. difficile as a certain criteria needed to be met in order to send 
samples for tests. Mr Graham asked whether the Trust was appealing against any 
C. difficile cases.  Dr Williams reported that the Trust was currently contesting 
attribution on 12 cases and that the outcome of these appeals would be known in 
January 2015. 

 
 In terms of A&E performance, Ms McLaughlin reported that the Trust had achieved 

the standard for the month of November and noted that this would be discussed in 
more detail under Item 14/219. 

 
 Mr Eastwood drew attention to the work that was on-going with regard to 

developing a smoke free site and suggested that it would be beneficial to establish 
a patient group to facilitate public input. 

 
 Action: Mrs Shaw to establish a patient group to provide public input into the 

development of a smoke free site.  
  
 Mr Eastwood reported that following the Joint Clinical Summit held on 19 November 

discussions were moving forward positively between all stakeholders on how to 
support sustainable improvements to patient care in the city. 

  
14/215  Committee Reports 
 
 Mr Killworth provided a verbal update of the substantive points discussed at the 

most recent Resources and Performance (R&P) Committee. Firstly, Mr Killworth 
stated that there had been a considerable improvement in the reporting format 
provided by the finance team. This had enabled for a greater understanding of 
financial risks, which were in the process of being quantified. Secondly, assurances 
had been provided that steps were being taken to reduce the overtrading for 
Orthopaedic services and that discussions were underway with the Clinical 
Commissioning Group in relation to the elective care contract. The R&P Committee 
had also been encouraged by the evidence of input from the surgical and medical 
directorates who were engaging to mitigate inefficiencies. 
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 Mr Killworth added that a discussion had been held on the year-to-date increase of 
Whole Time Equivalent (WTE) staff which was being mapped against relevant 
Board decisions and that the Trust was reviewing the increase in staffing cost with 
the increasing agency/overtime/bank spend.  

 
 The R&P Committee had also considered the challenge the Trust faced in order to 

meet its Quality, Efficiency and Performance (QEP) target for 2014/15. Mr Graham 
noted that the figures for month eight had shown that the Trust was behind its 
annual financial plan although the plan was still forecast to be achieved but the 
delivery of the QEP programme would be vital to this. 

 
 Mr Stewart challenged the shortfall in the QEP programme. Mr Graham reported 

that in absolute terms i.e. in year, the Trust was on target with its QEP programme. 
However, in recurrent terms, which were vital for sustainable planning, there were 
gaps in the delivery of the programme. 

 
 Mr Kehoe stated that the culture regarding the delivery of the QEP programme had 

changed considerably over the last couple of years which was reflected by the 
percentage of plans that had already been identified for 2015/16. Mr Eastwood 
acknowledged that this was encouraging but stated that the Board needed to 
remain cognisant of the underlying deficit.     

 
The contents of the report were noted in terms of assurance provided and key risks 
considered by the Committees.  

 
14/216 Staff Engagement Programme – Theatre & Critical Care Teams 
 
 Mrs Keyes, Mrs Fazakerley, Mrs Travis and Ms Beattie presented the Staff 

Engagement Programme for the Theatre and Critical Care teams. The aim of the 
programme was to develop the organisational culture in the respective teams in 
order to help improve patient safety and experience. A ‘deep dive’ organisational 

development model had been utilised to identify the key cultural issues and the 
results had then been developed into an action plan in partnership with staff and 
staff side. The implementation of the plan had already yielded positive results but it 
was noted that it would remain a long-term piece of work with improvements 
constantly being identified and reviewed.  

 
 Mr Eastwood stated that the work was hugely encouraging a view that was  

supported by Mrs Edwards and Dr Williams who both outlined the impact that 
organisational culture has on patient safety and the quality of care and that this was 
evidenced through a number of outcomes as described within the presentation. 

 
 Mr Kehoe queried what lessons could be learnt from this approach and shared 

across the Trust. Mrs Keyes reported that it had been useful to have an external 
person carrying out the interviews and focus groups as staff had felt confident to 
speak openly. 
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 Mr Eastwood requested that reports refer to supporting presentations and ensure 
that they are aligned.   

 
 The Board thanked the team for their work and the informative presentation.  
 
14/217 2015/16 Proposed Corporate Objectives  
 
 Mr Graham noted that last month the Board was informed of the process for the 

2015/16 business planning round and the timescales for producing the 2015/16 and 
other the planning guidance.  Agreeing the corporate objectives would be an 
important part of this process and therefore the Board was requested to consider 
the proposed corporate objectives for the 2015/16 planning round. 

 
 Mr Eastwood challenged whether the 2014/5 would continue through to 2015/6 or 

whether they would be assessed as complete.    
 
 Mr Kehoe explained that the proposed objectives would reflect the Trust’s priorities 

for 2015/6 in demonstrating delivery of the Trust’s strategic themes re quality of life 

for patients, patient experience, development of a sustainable health system, 
development of a world-class force and recognition for the Trust’s research and 
innovation.  Selecting a small number of objectives would provide a focus for the 
Trust and our staff but recognising there would be suite of further objectives, some 
of which would continue the work undertaken in 2014/5 to deliver the overall Trust 
vision to deliver the highest quality healthcare.    

 
 Mr Killworth challenged whether the Healthy Liverpool programme had been 

considered in the setting of the proposed objectives. Mr Kehoe noted that there 
were a number of Trust projects which would support the aims of the Healthy 
Liverpool programme and that these were being drawn together within the 
Transformation Programme.     

 
 Mr Killworth questioned the inclusion of the objective to establish the Biomedical 

Research Centre (BRC). Mr Kehoe explained that this related to the Trust 
establishing the BRC in shadow form in order to strengthen a bid for funding in the 
future. 

 
 Mr Eastwood challenged whether the proposed objectives would reflect the 

priorities of patients and staff. Mr Kehoe asserted that the objectives did reflect the 
priorities for the Trust and it was noted that there would be an opportunity for 
patients, staff and governors to help shape the objectives through planned 
consultation events. 

 
 Action: The Board noted the report and requested that the Trust further 

develop the proposed objectives ensuring that they are SMART, are 
consulted upon and aligned within the planning process.  
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14/218 Activity and Capacity Issues 
 
 Miss Jackson referred the Board to recent discussion at the Foundation Trust 

Steering Group which had requested more detailed analysis of the Trust’s non-
elective length of stay and levels of short stay admissions recognising the 
significant challenge in relation to delivery of the planned migration path.   

 
 The average length of stay for non-elective admissions had not reduced in line with 

the Trust’s original plan. As the Trust currently had 101 more beds than in the new 
hospital, the challenge of reducing the length of stay was one that needed to be 
met. The Trust had established the following two projects for this purpose: 

 Project White Space – aimed at reducing periods of inactivity in the patients’ 

journey. 
 Closer to Home Project – aimed at providing care closer to home and to 

provide re-ablement services on a needs-based basis. 
 

Miss Jackson stated that the White Space and the Closer to Home projects could 
conservatively deliver a reduction of circa 70 beds, which coupled with the transfer 
of activity to Broadgreen would achieve a reduction of just over 100 beds. Having 
said this, there were still risks inherent in the assumptions and work was on-going 
to carry out risk assessments of the proposals and development of measures to 
assess progress. 
 
Mr Stewart queried why the report had been received by the Board as well as the 
most recent Transformation Committee. Mrs Warburton reported that this was due 
to the cancellation of November’s Transformation Committee, when the report was 

due to be considered, and it was important for the Board to be aware of progress 
with the migration pathway.  Mr Eastwood added that it was important to have 
Board input into the issue and for there to be assurance that initiatives were in 
place for mitigation purposes.  Miss Jackson confirmed that progress against the 
plan would continue to be closely monitored by the Trust and through to the 
Transformation Committee.  Mr Eastwood emphasised the importance of defining 
points of intervention to ensure action is taken.  
 
Miss Jackson reported that the Trust was looking at engaging external challenge for 
the service redesign group and in terms of the Closer to Home Project; discussions 
had been held with the Brownlow Group to strengthen relationships with GPs and 
Care Homes. 
 
The Board considered the revised Migration Path and resolved to: 

 Approve the assumptions 
 Confirm the assumptions to be made in respect of future non-elective 

activity. 
 

14/219 Achievement of 4 Hour Emergency Care Standard 
 

The Board considered the update on the Trust’s performance with regard to the 

achievement of the 4 hour Emergency Care Standard. Ms McLaughlin reported that 
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when comparing the current financial year with the previous, the Trust had treated 
3000 more patients within 4 hours. This equated to an average increase of 11 
patients per day.  
 
It was noted that the Trust had achieved the 4 hour standard for November at 
95.78%. This was marginally ahead of the TDA trajectory approved at the last Board 
meeting. However, performance over recent weeks had deteriorated and was 
currently off trajectory. The target for quarter three would therefore not be achieved. 
Ms McLaughlin outlined the preliminary analysis of the underlying reasons and the 
remedial actions that would be taken. 
 
Ms McLaughlin continued to state that the winter plan required 60 beds or 
equivalent for the Trust to manage the increase in patient levels and acuity. By the 
end of November, the Trust was 16 beds short against the requirement. This was 
due to the following: 

 Delays in the transfer of HEC beds due to estate issues. This was due to be 
resolved on 22nd December 2014. 

 Intermediate Care Bed Scheme with the Liverpool Community Trust (LCT) 
being delayed due to further assurances being required by the Chief Nurse 
at LCT. A resolution date was not yet known. 

 Delay in the opening of the Frailty Unit and once open running at below full 
capacity. This would be resolved by the end of January 2015. 

  
Furthermore, due to demand increasing by 5% over the assumed level and a 
reduction of two beds for infection control issues, the additional bed requirement 
had increased to 65. Ms McLaughlin stated that whilst the original plan would 
improve patient flow and reduce breaches, a revised strategy was required to 
secure improved performance. As a result, three new initiatives had commenced: 

 Hospital social care worker to start in January 2015  
 Improvements in the internal waiting time for diagnostics due to a new 

scanner being on-line in January 2015 
 Multi-disciplinary review of long stay patients. 

  
It was recognised that even with these additional measures in place, risks remained 
for the January 2015 performance. 

 
Mr Kehoe stated that it was important that the Trust continued to work closely with 
partners on this issue as it was a system wide response that was required. Ms 
McLaughlin added that there needed to be improved accountability for all partners.  
 
Mr Stewart challenged whether there were additional actions that could be taken to 
improve A&E performance. Ms McLaughlin explained that the Trust would continue 
to review internal Trust practices whilst continuing to work with partners.   
 
Mr Eastwood queried that as it was likely that the situation would become more 
challenging over the next few months, was there anything that would make the Trust 
change its fundamental approach. Ms McLaughlin stated that whilst the tactics 
might need to be altered, the provision of additional beds was sound. 
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Mr Killworth challenged whether any of the projects from Project White Space could 
be brought forward to help relieve pressure. Miss Jackson reported that this would 
be considered although many of the projects were at an early stage.  .    
 
The Board noted the progress against the quarter three trajectory and the on-going 
risk to delivery. 

 
14/220  Safe Staffing Report – November 2014  
 
 The Board considered the monthly update on safe staffing. Ms Grant reported that 

the position had improved since the previous month and that there were no overall 
concerns.   Ms Grant explained that there would be a piece of work undertaken to 
analyse contact time with patients from both nursing staff and allied health 
professionals. A toolkit for this purpose was in development and the Board would 
be updated of progress in due course.  

 
 Action: Ms Grant to update the Board with regards to the toolkit for analysing 

contact time with patients. 
 
 Mr Graham stated that whilst it was promising to see improved recruitment 

timescales resulting in reduced vacancies there was a need for the Trust to review 
flexible payroll costs to ensure that the Trust was securing appropriate benefits and 
this analysis had been requested by Resources and Performance Committee. Ms 
Grant reported that recent qualitative evidence had suggested that nurses were 
choosing to come and work at the Trust due to the commitment to work towards the 
eight patients to one nursing standard. 

 
 Mr Eastwood commended the quality of the report. 
 
 The Board approved the report for circulation.   
 
14/221 Quality Governance Self-Assessment – Areas for Improvement 
 

Ms Grant referred to the previous meeting in which the Board considered the 
Trust’s self-assessment and approved the score of 4.5, noting the planned 
trajectory to achieve 3.5. Attention was drawn to the areas of planned improvement 
against each of the questions / good practice which the Board had requested at the 
November meeting. Ms Grant noted that this was now included in the overall 
Foundation Trust action plan which would continue to be progressed by the 
Foundation Trust Steering Group.  
 
Mr Eastwood queried how the Board would know that a sufficient improvement had 
been made. Ms Grant reported that similarly to other action plans, each item would 
be tested thoroughly before being allocated a ‘green’ rating. Mr Kehoe added that a 

portfolio of evidence would sit behind each area and only when this was sufficient 
would it be marked ‘green’. 
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The Board noted the planned improvement activity in relation to the Trust’s QGF 

self-assessment.    
 

14/222 FT Progress NTDA Report 
 

The Board considered the update on progress with its application for FT status.  
 
The Board noted progress with the FT application and approved the submission of 
the self-certifications consisting of Monitor’s Licensing Requirements and the Board 

Statements as part of the Single Operating Model. 
 
14/223 2013/14 RL&BUHT Charitable Funds Annual Report and Financial Accounts 
 

Mr Graham reported that the Charitable Funds Annual Report and Accounts for 
2013/14 had been reviewed by the Charitable Funds Committee in December 
2014. The external auditors had provided an unqualified opinion in relation to the 
Charitable Funds’ Annual Report and Accounts for 2013/4. 
 
The Trust Board adopted the audited Charitable Funds Annual Report and 
Accounts for 2013-4 and approved the Letter of Representation, which was signed 
by the Interim Chair on behalf of the Trust Board. 

 
14/224 Chair’s Logs from Meeting 
 
 None noted.  
 
14/225 Question from a Member of the Public 

 
The Chair invited members of the public to ask questions. A member of the public 
queried whether the Trust had decided on a conclusion for the development of a 
hydro pool at Broadgreen hospital to replace the current pool at the Royal hospital.  
If not, it was questioned what date would the final decisions on the future service of 
hydrotherapy be given. 
 
Miss Jackson reported that there was a possibility that, with a number of alterations, 
the swimming pool at the Lyme Court would be fit for this purpose. As a result, a 
business case was currently in development to make the alterations and this would 
be considered by the R&P Committee and subsequently, the Trust Board. At this 
stage, no definitive timescales could be provided. 
 
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: 27 January 2015 
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Jun-14 
14/82 

Achievement of 4 
Hour Emergency 

Care Standard 

Monthly report to 
be produced for 

the Board 

DMc On forward plan for Board 

May-14 
14/34 

Trust Executive's 
Report - Teaching 

Current number 
of nursing 

students against 
capacity to be 

clarified 

RE Figure for the current number of nursing 
students against included in the 

quarterly education and learning report. 

 
 
CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken 

Nov-14 
14/196 

People Strategy – 
Developing a World 

Class Workforce   

To bring 
implementation plan 
to the January Board 

meeting 

RE To be progressed via R & P. Email sent 
to Secretary of R & P 16/1/15. Will be 
reflected in minutes and included in 

committee report 

May-14 
14/37 

Infection and 
Prevention Annual 
Report 2013/2014 

HS and PW to work 
to improve the 

communication of 
key issues to 

patients, staff and 
visitors 

HS/PW Items included in team brief, in touch, 
patient safety bulletin, on Trust 

intranet and a programme of staff 
briefing sessions delivered by 

infection control team and execs. 
Pledge created and signed by exec 
team, clinical directors, corporate 

management team and staff attending 
briefings. To be monitored by QGC. 

Apr-14 
14/11 

Francis Action Plan 
Quarter 4 Update 

Awareness of the 
plan to be raised 
across the Trust 

LG/HS Working group created and delivering 
action plan including communications. 

Items about action plan included in 
Trust communications. 

Nov-14 
14/193 

Quality Governance 
Self-Assessment 

Framework 

To draft a formal 
succession plan and 

to share this with the 
Board. 

RE Provided for consideration at January 
2015 Board. 
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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 
 

Meeting 
Date 

Item Action Owner Action Taken Due 
Date 

Dec-14 
14/220 

Safe Staffing Report - 
November 2014 

To update the Board with 
regards to the toolkit for 

analysing contact time with 
patients. 

LG  Mar-15 

Dec-14 
14/217 

2015/16 Proposed 
Corporate Objectives 

Requested that the Trust 
further develop the 
proposed objectives 

ensuring that they are 
SMART, are consulted 

upon and aligned within 
the planning process. 

JHG Workshop with governors 
6 January 2015.  To 

progress development 
through planning process.  

Updated objectives to 
February 2015 Board. 

Feb-15 

Dec-14 
14/214 

Trust Executive's 
Report 

To establish a patient 
group to provide public 

input into the development 
of a smoke free site. 

HS  Feb-15 

Nov-14 
14/200 

NHS England Forward 
View 

To provide an update 
report on the NHS England 

Forward View. 

JHG   Mar-15 

Nov-14 
14/199 

Health and Safety 
Report 

To include the Trust’s 
Health and Safety 

objectives in future 
quarterly updates from the 

Health and Safety Sub-
Committee. 

DM   Feb-15 

Nov-14 
14/190 

Trust Executive's 
Report - Do we have 

the engaged and 
motivated people that 

we need? 

To provide an analysis of 
total pay and provide 
further assurance in 

relation to current controls 

JHG/RE Update to R & P Jan 15.  
To develop improved 

dashboard to aid 
analysis.  

Apr-15 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

delivering high quality 
care in every ward? 

To report progress with the 
action plan to the Board as 

part of the performance 
report and any slippages in 
terms to be identified and 
corrective action taken to 
address (VTE Assessment).   

PW Report to be remitted to 
Quality Governance 
Committee Feb 15  

Feb-15 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

delivering a positive 
patient experience? 

To report progress with the 
action plan to the Board as 

part of the performance 
report and any slippages in 
terms to be identified and 
corrective action taken to 

address (discharge 
summaries).   

DM Update to be included in 
A & E 4 hour substantive 

report  

Jan-15 

RLBUHT�Public�Action�Tracker�J

Top

Overall�Page�15�of�173
Page�2�of�6

http://www.eshareuk.com


Nov-14 
14/190 

Trust Executive's 
Report - Are we 

delivering a positive 
patient experience? 

To report progress with the 
action plan to the Board as 

part of the performance 
report and any slippages in 
terms to be identified and 
corrective action taken to 

address (complaints).   

LG   Jan-15 

Nov-14 
14/190 

Trust Executive Report 
- Are we treating 

patients effectively? 

To ensure that clinical staff 
are aware of appropriate 
guidance and to monitor 

ongoing performance, 
updating the Board on a 

monthly basis via the 
performance report. (on  

discharge ensure patients 
with heart failure referred 

to correct team) 

PW   Jan-15 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

keeping patients safe? 

To monitor timeliness of 
completion of RCAs and 

learning from incidents and 
report progress in the 
monthly Board report.   

LG   Jan-15 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

keeping patients safe? 

To include definitions of 
‘falls’ in future reports.   

LG   Jan-15 

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 Noted that the finance 
section in the board 

papers remained under 
review and this had been 
extended to include other 

areas. It was noted that 
the updated reports 

would include tolerances. 

Jan-15 

Oct-14 
14/163 

Trust Executive's 
Report - Are we 

treating patients as 
quickly as possible? 

Ms McLaughlin to report to 
R & P Committee in 

relation to action taken to 
reduce DNAs 

DM Ms McLaughlin noted 
that she would report to 

the Resources and 
Performance Committee 

in January 2015 in 
relation to action taken to 
reduce non-attendance at 

outpatient clinics.  Now 
listed for February 2015 R 

& P  

Feb-15 
(Jan-15) 

Sep-14 
14/147 

Transformation 
Committee Terms of 

Reference 

To tighten up the language 
contained in the ToR 

HJ/MW Mrs Warburton explained 
that preliminary 

discussions had been held 
and that a revised Terms 
of Reference would be 

considered at the 
Transformation 

Committee in January 
2015 

Jan-15 
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Sep-14 
14/134 

MRSA Performance Listening event to be 
arranged re: infection 

prevention and control 

RE Mrs Edwards reported 
that a listening event had 

been scheduled for 
February 2015  

Feb-15 

Sep-14 
14/130 

Trust Executive's 
Report - Finance 

Assessment of financial 
implications and funding 

source to be included on all 
future board papers 

JHG Mrs Warburton 
confirmed that going 

forward all reports would 
include financial 

implications explicitly and 
that the report template 

would be amended to 
highlight this more 

prominently  

Feb-15 

Apr-14 
14/07 

BAF Separate risks for Trust's 
internal transformation 

programme to be 
considered 

MW Following consideration 
of the risk register at the 

Transformation 
Committee in November 
2014, the possibility of 

having two separate risks 
for the ‘Sustainable 

Health System’ would be 
explored.   

Transformation 
Committee to consider 
risk register Jan 15 and 
potential separation of 

risks thereafter. 

Feb 15  

Apr-14 
14/07 

BAF Blockages with IT 
stakeholder software to be 

resolved 

JHG HS explained that issues 
with the software (Apr 

14). Issues not resolved at 
end July so alternative 
options being explored 

(per July board).(link with 
13/282 - to be closed) 

Mar 15 
(Jan 15)  

Apr-14 
14/06 

Trust Executive's 
Report - Financial and 

Data Audit 

Board to be updated on 
plan to provide assurance 

regarding data 
performance metrics 

LG Ms McLaughlin noted 
that a quarterly update 

on this issue was 
scheduled for the 

February 2015 Board 
meeting. 

Feb 15 

Apr-14 
14/03 

Minutes of Trust 
Board Meeting held 
on 25 March 2014 

update to be provided to 
the Board on lessons learnt 

from patient stories 

LG To be provided at every 
board meeting.  

Mar-15  

Feb-14 
13/296 

Quality Governance 
Memorandum 

Monthly report to be 
produced for the Board 

LG Listed on Board forward 
programme and first 
report requested for 
March 14. Quarterly 

update to Board from 
QGC.  Now forms part of 
integrated FT action plan.  
Monitored at FT steering 
Group and reported to 

Board on a monthly basis.  

Feb-15 
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Detailed update Feb 15 

Jan-14 
13/282 

Trust Executive Report 
- Stakeholders 

To explore governors’ 
existing links with 

stakeholders. To Remind 
Board members of 

stakeholder links. Mrs 
Shaw to revise report to 

reflect work of 
communications team in 
relation to social media.   

HS Workshop with governors 
held on 16 Oct 14.  

Stakeholder list being 
updated for circulation  

Jan 15  

Nov-13 
13/245 

Business 
Continuity/Emergency 

Planning Annual 
Report 

JHG to review insurance 
cover requirements once 
Trust authorised as an FT 

JHG   Sept 15 

Nov-13 
13/198 

Nursing Strategy JB explained the strategy 
will be re-visited as part of 

the Trust's planning 
process for 2014/15 

LG To be re-written by Chief 
Nurse/engagement with 

nursing staff 

Apr 15  

Jul-13 
13/157 

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

JHG Verbal update Jan 14.  To 
bring to April R & P. 
Verbal update April 

board. Programme under 
development. Audit to be 
undertaken Aug - Dec 14.  

Jan 15 

Jul-13 
13/157 

Strategic Initiatives - 
Performance 

All directors to ensure 
commentaries to focus on 
analysis of improvement 
activity and timeframes as 
opposed to summarising 
the metrics, and include 
any specific issues for 
Board consideration 

ALL Included in guidance for 
report writing. To be 
considered as part of 

review of meeting and 
annual review of Board.  

Apr-15  

Jul-13 
13/165 

Keogh Review/Revised 
CQC Inspection 
Methodology 

Role of duty managers to 
be considered 

DMcL Part of review of wider 
review.  Included as QEP 

scheme.  

Mar 15 
(Oct 14)  

Oct-12 
12/110 

Corporate 
Performance Report 

Report to include 
corrective action taken in 
response to complaints 

ALL Analysis of lesson learnt 
included in quarterly 
report to QGC.  High level 
analysis to be included in 
Board Intell pack - update 
to May Board. Review of 
Trust approach to 
complaint handling Sept 
13. Verbal update to Dec 
Board.  A weekly lessons 
learnt bulletin that 
includes incidents 

Jan-15  
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reported on datix, 
complaints themes, 
infection control 
produced May 2014.  To 
include key lessons in 
Board report May 2014 
onwards.  
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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  
  

 
 
Feb 2015 
 

Health & Safety update 

Staff Survey 

Data Quality assurance 

4 hour A & E Update 

Upper GI Business Case 

Coding 

SFIs/SORD 

EDS2 

Collective Leadership 

Quality Governance Memorandum 

Board Governance Memorandum 

 
 
March 2015 
 

Audit Committee Annual Report 

Risk appetite 

National Inpatient Survey 

4 hour A & E Update 

NHS England Forward View 

LCRN Performance 

 
 
April 2015 
 

Patient Safety & Mortality 

Annual Plan 

BAF 

LCRN performance 

Update on implementation of EDS 

Emerging themes from PSW 

Declaration of Interests 

National Inpatient Survey 

4 hour A & E Update 
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 Chair’s log          Report owner: Madelaine Warburton 

 
Executive Director/NED No of Board Meetings 

Attended* 
 * Includes 1 

extraordinary board 
meeting Aidan Kehoe 6/6 

Mahmood Adil 5/6 
Mike Eastwood 6/6 
Ros Edwards 6/6 
John Graham 6/6 
Lisa Grant 6/6 
Helen Jackson 6/6 
David Killworth 3/4 
Donna McLaughlin 6/6 
Jon Saunders 6/6 
Helen Shaw 5/6 
Geoff Stewart 6/6 
Peter Williams 6/6 
Madelaine Warburton 6/6 

 

Committee (date 
& chair) 

Issues and lead officer Receiving 
Body 

Recommendation/ 
assurance/mandate to 
receiving body 

Action 

R & P Committee 
9.12.14 
David Killworth 

Analysis of where we are 
over performing 
 
Lead: John Graham 

Trust Board Risk analysis to be 
undertaken re over 
performance areas for 
information 

 

R & P Committee 
9.12.14 
David Killworth 

Recovery Plans 
 
Lead: John Graham 

Trust Board Presentation around recovery 
plans to go to December’s 
Trust Board meeting. 

Received at 
Board on 
16.12.14 

R & P Committee 
9.12.14 
David Killworth 

Revised R&PC Terms of 
Reference 
 
Lead: Madelaine 
Warburton 

Trust Board Revised ToR to go to Trust 
Board for formal approval. 

Scheduled 
for Board 
on 27.01.15 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

December was a very difficult month in terms of the emergency pressure on the hospital. We saw a 
significant increase in the number of attendances at the Emergency Department and this was well over 
anticipated levels of activity.  The proportion of these patients that were elderly and / or acutely ill was 
again much higher than anticipated. At the same time we saw greater difficulty in being able to safely 
discharge patients home and to other community settings. At some points over the month the proportion 
of patients fit for discharge reached 20%. The result was, as with other parts of the country, a failure to 
achieve the national A&E waiting time standard of 95%. The pressure that we have experienced over the 
past month or so is likely to continue for a number of months further and therefore achievement of the 
95% standard will remain challenging. In all other areas of operational activity, our performance remains 
strong. I would like to record thanks to all of our staff who have shown great commitment to our patients 
through what has been a very difficult and demanding period. 
  
As we approach the new financial year, it is clear that the financial pressures on the acute sector 
generally are going to increase. Commissioners, both specialist and local CCGs are commencing contract 
discussions with a very challenging opening position. Whilst myself and other senior officers will continue 
to have comprehensive discussions with commissioners, it will be essential that our internal QEP 
Programme is robust as we enter the new year. 
  
What’s gone well? 
 
New Chair: Welcome to Bill Griffiths who joined the Trust on 5th January as our new Chairman. Bill 
replaces our interim chairman Mike Eastwood and his appointment will run until 4 January 2017. Bill joins 
the Trust having previously worked as a non-executive at the Ministry of Justice. Bill has extensive Board 
experience, having served as chairman of the Forensic Science Service (FSS), Finance Director with 
Unilever and ICI (Imperial Chemical Industries). Bill has Non-executive experience with several 
government departments, including Defra, HMRC and DWP; serving as chair of the Fire Service College 
and a non-executive at the Child Maintenance and Enforcement Commission.  
 
SSNAP Audit: We have recently received the final audit results of the National Stroke Audit. These are 
excellent results for the Trust and is just recognition for the high quality care and commitment shown by 
our staff working in the stroke service. Some of the key results from the Audit are as follows; For the first 
time we have achieved an A grade in our combined key indicator score, only 12 Trusts in the UK have 
achieved a key indicator A grade (of which 6 are in London). In addition, along with Salford Royal we are 
the only trust in the North West to receive an overall Green RAG rating. Highlights from the audit include 
another A Grade for thrombolysis with 100% of appropriate patients receiving thrombolysis, 90% of 
these patients receiving thrombolysis within 60 minutes of arrival with a median door to needle time of 
40 minutes. Well done to all those involved. 
  
Project Shape: This project has been centred around leadership development within the organisation, at 
all levels but especially at directorate and divisional level. High quality leadership will be critical across the 
NHS generally over the coming years as all organisations strive to achieve quality improvement and value 
for money. There is a credible evidence base behind engaging management styles and leadership mind-
sets which see everybody play their part, collectively, in improvement work, with a coaching culture that 
encourages creativity and innovation within our value-set. Whilst part of this project has been all the 
engagement work involved in creating a new clinical operational structure with supporting roles and 
responsibilities, a significant element has been the launch of an in-house leadership development/talent 
management programme. The aim is for this kind of approach to be “business as usual”. The Royal Talent 
Management programme has been a primary development initiative for those in scope: this has included 
4 master-classes, a WAVE 360 Potential and Performance assessment tool, team coaching, and the 
development of a team based project aligned with Trust strategic objectives.  Twenty-one projects were 
submitted and a total of 49 staff in scope have participated in the programme.  A celebration event to 
recognise and share learning occurred on 17th December 2014. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

LCRN Performance Review: The LCRN Performance Review by the Executive Officers of the National 
Institute for Health Research (NIHR) took place on 12th January. This was a very positive meeting and the 
national team recognised the great progress made by the network in transitioning from two networks to 
one over the past 9 months. It was acknowledged that we have now built the platform from which to 
drive continuous improvement across the network and over the coming months we’ll be focussing 
particularly on improving performance in relation to time to target. 
 
Board to Board with Aintree 15th December: We had a very positive meeting with the Aintree Board on 
15th December and our clinical teams continue to work as part of the Healthy Liverpool Programme in 
exploring improvements in clinical models that will help to deliver better outcomes for patients. 
  
The Accelerator: Following the discussion at the Board Meeting on the 16th December the Business Case 
for the Accelerator has been rewritten to reflect the preferred option agreed as a Trust owned 
development. As the investment is in excess of the Trust delegated limit for approval, approval by the 
TDA is required. The business case will be submitted to the TDA for consideration at their "Capital 
Investment Committee scheduled for the 26th February. Liverpool School of Tropical Medicine’s intention 
to occupy two floors of the building adds significantly to the strength of the strategic case.  In particular, 
the disease focus for the Centre is pneumonia including vaccine development and the intention is to use 
the Royal’s Clinical Research Facility (with its first in man accreditation) to test vaccines including in the 
form of nasal sprays.   
  
Foundation Trust Application: We continue to discuss the commencement of phase 2 of the assessment 
with Monitor and the TDA and we would hope that this could commence early in the spring. The FT 
Project Group continues to meet on a regular basis to review progress on all key Trust Acton Plans. 
  
Health is Wealth Conference: The Health is Wealth Conference took place on 21st and 22nd January and 
was organised by the Liverpool Health Partnership. An exciting range of speakers took part and the 
conference provided an opportunity for us to launch the shadow BRC development. 
  
Succession Planning: A key objective of our aim to develop a world class workforce is to develop a 
culture where all staff focus upon continual learning and through this ,on the improvement of patient 
care. We have developed a plan to implement coaching skills which supports this aim and underpins our 
development as a learning organisation. The launch of the coaching programme for our leadership 
network takes place in February in addition to a two day coaching workshop for the board.  All directors 
will receive 360 degree feedback as part of the programme. The intention is to train all leaders across the 
trust in coaching skills and develop a community of highly skilled coaches. Executives will be supported by 
external coaches and 5 executives will take part in the post graduate certificate in coaching over the next 
12 months and all managers will receive 5 day coaching training. This will support newly appointed 
leaders in the new care groups following Project Shape. Professor Michael West is working with The Kings 
Fund to develop collective leadership skills within the NHS with the objective of ensuring that leaders 
engage colleagues and stakeholders in bringing about improvements in patient care and transforming the 
way in which care is provided. This approach offers support and practical action to develop and 
strengthen leadership from boards to the front lines of care delivery. Michael West has met with the 
Chief Executive and Directors and a board discussion on collective leadership is planned. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

Defra’s Balanced Scorecard Pilot: Defra has asked the Trust to join their pilot to review the Balanced 
Scorecard (BSC), a key part of the new Plan for Public Procurement: Food and Catering Services.  The BSC 
consists of Mandatory and Awards questions, encouraging bidders to innovate in key elements of 
excellent food procurement to improve health, sustainable food production and support local 
communities and businesses.  The BSC is included within the catering section of the Trust’s Hotel Services 
tender.  We are the first organisation within the country to include it within a tender and Defra are very 
interested in monitoring its impact.  The pilot allows the Trust to promote our work nationally and 
highlight best practice in food procurement.  The Trust is asked to report on progress and attend key 
meetings.  
 
NHSA: Discussions are ongoing between the Northern Health Science Alliance, led by Professor Ian Greer 
and Hakim Yadi on government support for research and development in the North. These discussions 
are progressing well as part of the overall Northern Powerhouse Strategy and we are hopeful that this 
will ultimately lead to significant inward investment. 
  
Where have we been challenged? 
  
Emergency Pressures: As referred to in my Executive summary. 
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Values:  Patient centred and professional
Strategic objectives:  Further enhance culture of patient safety
Indicator Target Actual Period
‘care for Pats . i s  priori ty’ +ve s taff survey response 68% 71% Annual

‘happy with care provis ion’ +ve s taff survey response 64% 71% Annual

‘incident reporting’ +ve s taff survey response 90% 86% Annual

Fa l l s  per 1,000 bed days , moderate to severe harm 0.12 0.13 Month

C. di ff cases  (Hospita l  Acquired) 4 2 Month

C. di ff cases  (Hospita l  Acquired) 36 35 YTD

MRSA cases  (Hospita l  Acquired) 0 2 Month

MRSA cases  (Hospita l  Acquired) 0 8 YTD

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

Patients  with Grade 3/4 Pressure Ulcers  per 1,000 bd (Hosp Acq) 0.00 0.05 Month

VTE assessments  conducted 95% 96.0% Month

Serious  Untoward Incidents 0 5 Month

Never events 0 0 Month

NHS Safety thermometer - Harm Free Care 90% 97.5% Month

Inpatient Experience Survey - Pos i tive Responses 91% 73.0% Month

Friends  and Fami ly - Net Promoter Score 75 52 Month

SHMI (most recent quarter ava i lable) 1 1.087 Month

18 Weeks  RTT - Admitted 90% 93.1% Month

18 Weeks  RTT - Non-Admitted 95% 96.4% Month

18 Weeks  RTT - Active Pathways 92% 92.1% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 91.9% QTD

Cancer - 14 day wait - Breast Symptoms 93% 92.4% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 97.1% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 98.1% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 80.2% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 100.0% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 97.0% QTD

Cancel led Operations 0.6% 0.59% QTD

Audit data  WHO checkl i s t compl iance Month

Audit of transfers  from Broadgreen 5 Month

Nurses  receiving human factors  tra ining 145 YTD

Values:  Patient centred and creative
Strategic objectives:  Develop a learning culture
Indicator Target Actual Period
Staff F&F. Recommend Trust for care 80% 87% Quartely

Staff F&F. Recommend Trust for work 70% 70% Quartely

Sickness  absence 3.8% 5.1% Rol l ing12Month

Qual i fied nurse per bed 2.40 2.39 Month

Staff turnover N/A 0.49% Month

Actual  s taffing vs . establ ishment Month

Nurs ing & Mid.Wif. s taffing (WTE) levels  vs . establ ishment 95% Month

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

Data sources under development 

Data sources under development 

Data sources under development 

Data sources under development 

* Please Note that this figure will not be validated until Feb 2015  

* 87.5% 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Values:  Patient centred and collaborative
Strategic objectives:  Ensure appropriate staffing levels
Indicator Target Actual Period
A&E 4-hour s tandard (a l l  days) 95% 88.7% Month

A&E 4-hour s tandard (weekdays) 89.3% Month

A&E 4-hour s tandard (weekends) 85.4% Month

Inpatient Survey - Discharge Planning 90% 56.1% Month

Dai ly Average Discharges  (week days) 139.0 Month

Dai ly Average Discharges  (weekend days) 136.0 Month

Average Length of Spel l  - Elective (week days) 6.2 Month

Average Length of Spel l  - Elective (weekend days) 9.0 Month

Average Length of Spel l  -  Non-Elective (week days) 6.0 Month

Average Length of Spel l  -  Non-Elective (weekend days) 5.6 Month

HSMR (Weekdays) 100 Rol l ing12Month

HSMR (Weekends) 100 Rol l ing12Month

Diagnostics  wait times  (week days) 1.7 Month

Diagnostics  wait times  (weekend days) 2.0 Month
Same sex accommodation breaches 0 2 Month

Ready for discharge 10% 19.0% Month

Values:  Patient centred and professional
Strategic objectives:  Develop a learning culture
Indicator Target Actual Period
'Trust acts  on concerns ' +ve s taff survey response Month

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

Mandatory tra ining 95% 72.2% Month

'Reporting incidents '  +ve s taff survey response Month

Audits  providing s igni ficant assurance 5 5 YTD

Cl inica l  audits  Changing working practice YTD

% RCAs  completed (previous  months  data) 100% 56.5% Month

% RCAs  completed (year to previous  month) 100% 89.5% YTD

Completed commercia l  s tudies 7 Month

Time from study open to fi rs t recrui t (days) 70 66 Month

Patients  recrui ted to NIHR tria ls 4,361 2,843 Quarter

Information governance breaches 0 1 YTD

Values:  Collaborative and creative
Strategic objectives:  Develop and implement transformation programme
Indicator Target Actual Period
Key project progress  report aga inst timel ines G Month

Progress  against key migration path objectives A Month

Finance Monitor ri sk rating 4 4 YTD

EBITDA margin £24.2 £20.9 YTD

Surplus/defici t £7.73 £5.86 YTD

Cash forecast accuracy assessment A Month

QEPs  del ivery - approved PIDs 90.0% 78.0% Month

QEPs  del ivery - completed qual i ty impact assessments 100.0% 100.0% Month

QEPs  del ivery - completed medica l/nurs ing s ign offs 80.0% 74.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £9,777 £7,481 YTD

Total  income actual  vs  plan 106.2% YTD

Monitor governance risk rating #VALUE! Month

TDA risk rating #VALUE! Month

Data not available until Feb 2015 

Data sources under development 

Data unavailable until Feb 2015 

Unavailable due to Dr. Foster delays 

Unavailable due to Dr. Foster delays 
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1 

The 2018 Programme – January 2015 Report owner: Helen Jackson 

What is the programme for 2015: are we on track?  Key: On current plan 
At risk of delay 
Behind plan 

Sep May Jan 15 Oct Mar Feb Apr Jun  Jul Aug Nov Dec 
How are we progressing with the key steps associated with The 2018 Programme? 

2 
3 

4 

6 
7 

  8 

9 

5 

10 

Number/Title Progress update 

Preparation 

1 Master Programme The master programme continues to be populated.  It now has almost 6000 deliverables and it is 
anticipated that this number will reach circa 50,000 encompassing, for example, the Project 
Agreement with Carillion, detailed commissioning plans, information technology, service redesign 
projects, sustainability and reconfiguration issues. Works continues to further develop the IT and 
Fund Raising programmes. 

Service Redesign/Transformation 

2 Service Redesign Projects To date six key service redesign projects have been identified: Outpatients, Theatres, Project White 
Space, 7/7 Working, Closer to Home. Single Bedroom/Ward Design. 
 
Key developments include:   
As part of the Closer to Home project, a meeting was held with the Brownlow Practice prior to 
Christmas to discuss the possibility of aligning of care homes to GP practices to prevent unnecessary 
attendances and admissions.  The Frailty Assessment Unit will be open 7days a week from the end of 
January and the results of the impact of the opening of this unit will be available shortly. 
As part of the Outpatient project, an evaluation of staff and patient views on the need for face to face 
follow up appointments is to be undertaken.  This will be undertaken in part with the University of 
Liverpool  which will be undertaking a study  of attitudes and cultural change. 
Within Project White Space discussions are underway to identify potential private sector funding for 
MR scanning required to increase the capacity to reduce length of waits.  This will require a major 
business case.  Length of stay reductions are beginning to be seen. 
 
The single bedroom/ward design and 7/7 Working projects will continue to report into the Service 
Redesign Group but have otherwise are moving into the implementation phase. 
 
In addition to the above projects, a workshop is being arranged for recently appointed consultants to 
obtain their ideas and suggestions for service redesign projects .  

New Hospital 

3 Clinical and technical design 
and Reviewable Design Data 

The Trust continues to review technical design information submitted by Carillion, e.g. pneumatic 
tube system, CCTV, Security installations and the Building Management System. 

4 Construction Carillion reports that it has maintained the programme at 14 weeks behind schedule as at the end of 
December 2014 and also indicated that the contractual handover date will still be achieved. The Trust 
has written to The Hospital Company (Liverpool) Ltd requesting that a recovery programme is 
provided to the Trust by close of play on 23 January 2015.  This was previously promised for the end 
of 2014. 
 
Work on the realignment of Mount Vernon Street, the access road from Prescot Street past the Linda 
McCartney and Education Centre commenced on 12 January. Access is being maintained.  The 
refurbishment of the Edwards building will be completed by the end of January 2015. 

Jan 16 Feb 
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The 2018 Programme – January 2015 Report owner: Helen Jackson 

What is the programme for 2015: are we on track?  

Number/Title Progress update 

5 Hospital Environment and 
Readiness for Service Move 

Work has started on the construction of the two single bedroom and en suite mock up near to the 
Education Centre.  The Interior Design Strategy has been signed off by an extended Corporate 
Branding Group this is being reviewed in the context of the work Uniform has undertaken on the 
Trust logo.  The 900 days events scheduled for 26 – 28 January 2015 will focus on the interior design 
and way finding. One of these events will be held at Broadgreen.  Visits to the Edwards building have 
been arranged for the Implementation Group and the Executive Team in the first instance. 

6 Sustainable Communities The first Up-Skilling programme was completed in mid-December.  Sixteen long-term unemployed 
people have graduated from a 10 week training programme provided  by  the City of Liverpool 
College to prepare them for construction jobs. Three have already started on site.  A job shop opened 
on West Derby St in December and to date 59 people have registered, with 11 of those gaining 
employment as a direct result of registration. 

7 FM Mobilisation and transition Carillion’s Mobilisation Plan is on schedule for  the transition to Interim Services in April 2015. 
Methodologies have been agreed for each of the Performance Parameters  in the FM Services and 
these will be used to monitor contract performance during Interim Services.    
 
All of the asset surveys for the existing estate that will inform an agreed asset condition prior to 
transfer of services have been received. Each survey is being reviewed to determine whether any 
action needs to be taken in respect of the findings (for example outstanding maintenance issues).  

Clatterbridge Cancer Centre 

8 Sale and Development 
Agreement 

Work on the Sale & Development Agreement has been put on hold, pending the outcome of the 
discussions with the TDA on the circular flow of funds to facilitate the land transfer. 

9 Joint project planning The Royal’s clinical teams will be invited to take part in the detailed planning for the new Cancer 
Centre from January – July 2015.  Joint clinical pathway workshops/workstreams continue. 

Liverpool Health Campus 

10 Accelerator The Accelerator Business Case will be considered by the TDA at their Capital meeting on 26 February 
2015. 

KPIs are being identified to enable service redesign projects in particular to be monitored for delivery.  These will be included 
in the next few months on the 2018 Dashboard.  The Trust Board is asked to consider whether they would like other changes 
to the format and content of this dashboard. 
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Report owner: John Graham Capital expenditure: Are our investment projects on track? 

Area Project / Investment description 
Total 
cost 

(£000s) 

2014-
15 cost 
(£000s) 

On 
time 

On 
budget 

On 
benefit 

Corporate PFI Prepayment PDC 94,000 13,700 n/a n/a n/a 

Corporate Liverpool life Sciences Accelerator 11,000 8,200 n/a n/a n/a 

Core 
Clinical 

CT Scanner 1,000 1,200 Yes No n/a 

Surgery Additional Ultraclean Theatre BGH (Approval Pending) 2,800 0 Delayed n/a n/a 

Surgery Vascular Fixed Radiology kit (Approval Pending) 3,900 500 Delayed n/a n/a 
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Area Overview of projects 
Total 
cost 

(£000s) 

2014-
15 cost 
(£000s) 

Activity update and any concerns 

Dental Dental Equipment Replacement 342 342 
£95,000  reduced from the 2014/15 
Programme and c/fwd  into 2015/16 

Surgery Medical Equipment replacement 1,054 1,054 

 
Spending plans now agreed 

 

Medicine  
& Core 
Clinical 

 
Medical Equipment replacement 

 

 
792 

 
792 

 
Spending plans now agreed 

IT IT Schemes 1,734 1,734 
Additional £800k allocated, now £1.6m 

plus central DoH funds of £134k  approved 
for Safer Hospitals initiative 

Estates 
Environmental & Essential 

Improvements (incl Asbestos) 
1,050 1,050 

Programme funding increased by £100,000  

Estates Backlog Maintenance 950 950 
Schemes on programme and will complete 

within budget 

Corporate Heart Emergency Centre 650 650 
Schemes on programme and will complete 

within budget 

Corporate Upper GI Transfer 450 450 
Schemes on programme and will complete 

within budget 

Corporate Aggregate corporate schemes 1,748 1,748 
Schemes on programme and will complete 

within budget 

Corporate 
Aggregate of Proposals (awaiting 

approval) 
550 550 

Plans not yet finalised 

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

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

 
Executive Summary [1-4 sentences]. MRSA Bacteraemia. The trust has currently reported 8 cases against a zero 
target. There were 5 serious incidents declared in December. RCA completion rates:  Completion to the end of 
December has reduced to 56.5% although year to the end of December is 89%.  Incident reporting also reduced in 
December.  
How are we performing?  
• Infection prevention and control: The trust remains over trajectory for MRSA [8] and under trajectory for C. 

Difficile. There was one CDT case reported in December on ward 5A. In relation to MRSA, 5  are related to poor line 
care and access. Actions: Ward based Skills facilitators are in post to train on aseptic non touch technique [ANTT] 
and peer review ( 80 nursing staff trained and peer reviewed to date) . All junior medical staff will be peer reviewed in 
January. ANTT passport process to be in place by the end of March to ensure only competency assessed staff are 
accessing devices. 

• VTE assessments: These report one month behind and so the figure for November is reported which was 96.1%. 
This is the 2nd month in a row that the Trust has met this target.   The divisions continue to closely monitoring  VTE 
performance. The daily performance will also  continue to be monitored in these areas to ensure improvement. 

• RCA processes: There is an increase in the number of RCAs being presented as more incident categories are 
included in the figures. The completion rate is monitored by  the Risk Manager through datix. The key area of 
underperformance in relation to RCAs remains VTEs acquired in hospital. These will now be taken through the new 
VTE steering group chaired by haematology clinicians. A desk top review of all cases from April 2014- December 
2014 will be completed on the 23rd of January. A full report will be provided to the VTE steering group and each 
review will be recorded onto datix. A similar exercise will be undertaken for medication incidents on the 23rd of 
January where every outstanding RCA will be presented to the Assistant Chief nurse [Corporate]. Again all outcomes 
and lessons learned will be shared through the weekly meeting of harm.  

• Serious Incidents declared in December:  1. Loss of Data (external contractor for nephrology), 2. Grade 3 
pressure ulcer declared on a patient admitted with a grade 2 pressure ulcer that then deteriorated to a grade 3. 3. 
Patient Fall resulting in a fractured neck of femur. 4. Cardiac Arrest in CT [A&E patient]. 5. GUM Viral load results 
auto-filed – delay in treating patients. All SI reviews are underway and outcomes will be reported to the patient safety 
sub committee.  

• Lessons learned form falls moderate to severe harms: 1. We have found gaps in staff undertaking lying and 
standing blood pressure for patients. We have directed the following: Every patient should have a lying and standing 
blood pressure recording completed when triggered for a falls care plan as per policy directive. 2. Staff are missing 
out on the need to re-assess falls risk when the patients condition changes, this has led to an insufficient plan of care 
to mitigate any new risks for example, new low blood pressure due to medications, .Staff have been reminded to 
undertake reassessment of falls risk assessment [FRAT] score post fall, on change of condition, on transfer to 
another clinical area or weekly as per policy directive. There has also been an increase of incidence where 
environmental clutter has caused falls. Staff have been asked to be extra vigilant about these risks.  

• Falls: The rate of falls has increased in December  to 5.9% per thousand bed days. The rate of moderate [defined as 
short to medium term harm requiring further intervention or procedure i.e. dressing]to severe [defined as harm that 
may be permanent of have the potential to cause longer term effects e.g.. Fractured neck of femur] has marginally 
increased with three patient sustaining moderate to severe harm. 1 patient sustained a fractured neck of femur on 
ward 5 BGH. This has been declared as an SI and early review indicates this was a lady who was undergoing 
intensive rehabilitation, mobile with assistance normally, who tried to get herself out of the bathroom unaided. Full 
lessons learned will be reported on conclusion of the investigation. The remaining moderate to severe harms were 2 
patients who sustained lacerations to the head [1 of these patients also sustained a nasal fracture]. On the whole 
falls rate is up from the same period in 2013-14. Falls training for staff: Training for staff is on-going and the falls 
team have delivered this to meet the needs of ward, with most sessions being held on the wards. This includes 
formal theory training and practical risk assessment and patient management training whilst working with staff on the 
wards. New areas that the team wish to focus on, based on lessons learned are: Postural hypotension  and 
undertaking an accurate lying and standing blood pressure, [certain medications or cardiac conditions, can result in a 
sudden drop in blood pressure when standing up which result in a fall]. The team are also meeting with A&E 
educators to review the head injury pathway and potential adaptation/rollout to wards. This is following 2 head 
injuries on ward where the head injury pathway may have improved recognition and response of head injury and 
improved timeliness of diagnosis.  

• Hospital acquired pressure ulcers: In December the trust reports 7 grade 2 hospital acquired pressure ulcers and 
one grade three. This was a patient on ward 8A. This has been declared as an SI and will be subject to full 
investigation. Outcomes will be reported to the Patient safety sub committee.  

• RIDDOR: There was one RIDDOR reportable incident in December and this was  in the division of medicine when a 
member of staff alleged that they tripped after leaving the on-site multi storey car park, the injured person sustained 
a nose and finger fracture  

• NPSA and CAS Alerts: The trust is compliant with all timescales and there are ZERO open or out of date.   
 
Are there any questions for the board?  Are we confident that incident reporting will increase following December results? 
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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 97.6%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 5.90
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.13

% adult patients risk assessed for falls 98% 98.9%
% with care plan in place if at risk 98% 94.8%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 8
# Clostridium difficile toxin cases 36 35
# MSSA cases 21
# E. coli cases 73
# VRE cases (target = full year target) 4
# ESBL cases (target = full year target) 6
% CAUTIs (Catheter Associated UTIs) 2% 0.5%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 4.2

Outcome: # medication incidents 580

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 1
# staff-related H&S incidents (inc. contacted staff) 176
# visitor H&S incidents 9
# CAS 'applicable' alerts 14

# CAS alerts in breach of compliance 0
# NPSA alerts 2

# NPSA alerts in breach of compliance 0
Process: % staff attended/enrolled for mandatory training 82.5%

% staff who attended mandatory training 80.0%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

% RCAs completed (previous months data) 100% 56.5%
% RCAs completed (year to previous month) 100% 89.5%

* Please see glossary for definition

H
 &

 S

Are we investigating why incidents took place?
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Are we delivering harm-free care?
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Did we have any H&S incidents, and are we following the right processes?
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Effectiveness: Are we treating patients effectively? 

Commentary 

Report owner: Lisa Grant/Peter Williams 

Executive Summary  

• The most recent SHMI is 107 (as expected) . This figure  incorporates mortality data until end March 
2014.There were 1854 deaths  in the Trust and in the 30 days post discharge from the Trust. For the 
most recent 12 months on Dr Foster (June 2013 to June 2014), for the HSMR basket of diagnoses, 
the relative risk was 85.5, with the upper confidence interval at 90.7. 

• The provisional SHMI data for the 12 months ending  September 2014 shows further improvement. 
• HSMR data has not been available due to technical difficulties experienced by Dr Foster. 
• There are alerts for higher than expected rates of post operative VTE and sepsis. These are not 

mortality alerts but require investigation  by the Patient Safety leads to assure quality of care. The 
weekend v weekday HSMR rates are as expected. 

• Please note, PROMS data is based on patient participation rates (internal data) as agreed as part of 
the Quality Contract with our commissioners. We are achieving above 80% for each of these. 

• The In-depth ward audit is rated green highlighting that 90.9% of wards are now rated green or 
green amber. Out-patient areas are all rated green or green amber.  

How are we performing?  

The latest Summary Hospital-level Mortality Indicator (SHMI) covering the period up to March 2014 
represents a 2 point improvement. The diagnoses which have the greatest number of observed v expected 
deaths are: 1. Pneumonia  by far the most frequently recorded cause of death in our Trust.(over 350 
deaths each year). 2. Acute Kidney Injury. The most recent SHMI shows that the observed v expected 
deaths are not  significantly higher than expected. This represents an improvement on the previous quarter 
report. 

WQIs: Performance in the monthly ward quality audits has been sustained at an overall green since 
September 2014. There are no red wards in December.  

WQA/SQA: The performance target for the detailed ward quality audit [WQA] and outpatient service 
quality [SQA] audit programme has been set at 90% of areas to achieve green or green amber. The Trust 
is compliant with this figure. There is one ward currently rated amber and this is ward 2A. The ward has 
been performing well in the monthly audits and is due to have the deep dive audit completed again in 
February. In relation to the outpatient areas [SQA] there has been an increase in the number of areas 
scoring a green [17] with 20 rated green amber and three rated amber [Audiology, St Pauls Primary care 
and the imaging department]. Within St Pauls primary care there were issues with case note storage and 
condition. The imaging department had a number of issues highlighted in relation to medication storage 
and equipment. A meeting will be held with the department leads in February to ensure they are supported 
in delivering improvement.  

CQC reviews: To supplement the ward audit programme the quality team are also undertaking internal 
CQC visits, to date a total of 59 mock inspections have been undertaken. There is also a planned 
inspection to be undertaken on the 20/21st of January in 4 areas identified for review. The process will be 
in line with CQC methodology and will have a range of staff and expert patients participating. The 
feedback will be provided to the Chief Executive and Chief nurse and an action plan agreed to deliver any 
improvements. All quality audit results and CQC style inspections are fed through perfect ward and to the 
patient experience sub-committee.  

New to follow up rates are outside target for the month of June at 1:2.33. 

Are there any emerging issues on the horizon?  SHMI  is within the expected range using the standard 
NHS reporting methodology but any further rise will take it above the confidence limits.  

Are there any questions for the board?  
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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% 92.8%
Ward Quality Assessment 90% 97.6%
Service Quality Assessment 90% 100.0%

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% 98.85%
Hip & Knee 95.00% 96.65%
Heart Failure 87.50% 73.71%
Pneumonia 85.60% 81.51%
Stroke 80.30% 71.15%

% stroke patients spending at least 90% of stay on a stroke unit 80% 81.4%

Treatement effectiveness
PROMS: Hip Replacements N/A 87.9%

Knee Replacements N/A 89.7%
Hernia N/A 85.8%
Varicose veins N/A 84.5%

Readmittance Rates
% elective patients readmitted as an emergency w/in 30 days* N/A 2.3%
% non elective patients readmitted as an emergency w/in 30 days* N/A 14.1%
*NB: 30 day lag in the data available Month Month Month

Target Actual vs. r3m

% A&E patients reattending on an unplanned basis within 7 days 5% 8.6%
New to follow-up ratio 2.23 2.35
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Diagnoses / Procedures Where Audit / Investigation Required

There have been five new alerts identified in the last month of Dr Foster data. The alerts were in relation to: 

Therapeutic transluminal operations on vein, Non-Hodgkin's lymphoma, Pancreatic disorders (not diabetes), 

Rest of Soft tissue (diagnostic/minor), Leukaemias.

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

Commentary 

Executive Summary  
 
• The wait for diagnostic treatment and 18 week RTT for December remains within the national 

standard. 
• The trust did not achieve the 95% standard for emergency care in December, there is a full paper 

to trust board regarding this. 
 

How are we performing?  
 
1. Access.  
There has been improvement in Choose and Book for Medicine (Dermatology) which has previously 
been reported as an issue.  Surgery has also improved and remains over target.  There are on going 
actions to improve performance.  Diagnostic waits remain within target, for every month during this 
financial year.  The trust did not consistently achieve this standard during 2014-15. 
 
2. Emergency Access  - 4 Hour Standard 
There is a separate paper on 4 hours standard elsewhere on the board agenda.  This details actions 
taken and a mitigation strategy to improve 4 hour performance. The year to date performance 
remains under 95%. 
The other ED quality standards have been achieved which is a credit to the staff given the level of 
pressure within the department. 
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin 

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

Appointment Access: # slot issues per booking Medicine 7% 5.7%

Surgery 7% 20.6%

CCSS 7% 4.3%

% patients who did not attend (DNAs) 10% 11.2%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 0.6%

Quarter Quarter Quarter

Target Actual vs. r3Q

% operations cancelled by hospital and not rebooked within 28 days 0% 0.0%

% total operations cancelled by hospital 0.6% 0.59%

Month Month Month

Target Actual vs. r3m

Initial A&E assessment: # minutes to initial assessment (95th percentile) 15 4

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 43

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 88.7%

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

Transfers of care: % patients whose discharge is delayed once medically fit 2.1% 1.7%

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?

A
C

C
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S 
TO

 C
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R
E When care is delayed or cancelled, are we rebooking patients quickly?

Are we diagnosing and treating emergency patients quickly?
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Commentary 

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

 
Executive Summary [1-4 sentences] 
Complaints response times for level 1 remains on target at 100%. There has been a reduction in performance 
regarding response time compliance for formal complaints in October 2014 to 25.7% and November 46%[data 1 
months behind due to timescales]. Immediate actions taken  are reported below. In patient surveys have been 
undertaken on only 57 patients for the month of December compared to our average of 250 responses.  
How are we performing? Business as usual performance and implementation of initiatives [FY + YTD] 
Complaints – The response rate to Level 2/3 complaints has deteriorated to 23% at the end of October and is at 46% 
in November. This has been reviewed in some detail to ascertain why this has occurred and immediate action has 
been put in place to address  the situation. This deterioration coincides with : an increase in the number of  formal 
complaints received by the Trust (Q1 – 80, Q2 – 88, Q3 – 99), and sickness within the complaints team. Action taken: 
Agency staff have been recruited to backfill  the Complaints manager’s sickness absence. The department is currently 
recruiting 2 x band 7 WTE complaints managers, and a band 5 assistant to support the team .  A  system has been 
developed in Medicine and will roll out in Surgery that tracks all complaints  consistently so that they can be monitored 
by the division. A datix electronic system has been purchased that will robustly capture complaints and where they are 
within timescales , this is currently being implemented. On-going actions include: Divisions are in the process of 
appointing 2 band 8a Risk and Governance Mangers who will have responsibility for clinical governance within the 
divisions. On review of the figures for November there has been an improvement to 46%. Overall the quality of the 
complaint responses have improved since the roll out of additional training for directorates.  
Learning from complaints: 
Division of Medicine. A patient complained about the attitude of a member of staff in the A&E department: This was in 
relation to waiting times and being seen in a timely manner.  Action taken: Communication to the member of staff 
regarding  their attitude and the patient complaint. The department have also been reminded to ensure patients are 
informed of the waiting times . 
Division of Surgery: A Patient complained about poor communication and discharge planning.  They, and their family 
felt that they had not been given the right information. Action taken: Staff have been spoken to and further education 
has been provided  regarding the importance of detailed documentation particularly, the assessments of patients on 
admission.  Weekly documentation audits to be undertaken by Team Leaders/ Senior staff members that will be 
monitored through the Perfect Ward Group.  All staff to be reminded of RLBUHT Discharge Protocol and Safe 
Administration of Medication Policy. Day of Discharge Checklist to be completed by Nursing staff coordinating 
discharge as routine. Ward Manager to address with Urology teams the prompt prescribing of TTO's to avoid delays in 
discharge.  
Division of Surgery 2:  Recognized the need to improve communication for patients contacting medical secretaries 
[access to medical secretary for query's]:  Actions taken:  1. Increased number of medical secretaries - Have just 
recruited to the vacancies, full complement starting 1st February 2015.  2. Advised all secretaries to liaise with 
consultant or junior doctors if patient raises concerns re: pain etc. - Provide this complaint as an example of the effects 
of communication breakdown. 3. Ensure all telephones answered and not left to machine - Where the secretary 
concerned is away, there will be a rota on who takes their telephones and action the. 
Staff attitude complaints: There were  6 staff attitude complaints in December [Surgery – 4, Medicine  2]. YTD target 
is no more than 39 and we are reporting 53. This year the trust is reporting much higher following two previous years of 
reductions in staff attitude.  The trust will review this  increase trend as part of staff conversations in 2015. A trend 
analysis will be provided in March quality reports and the Divisions will be expected to undertake a focussed review of 
these complaints and agree actions for 2015-16.  
• In- Patient experience feedback: From the 57 patients surveyed in December , satisfaction has  reduced to 73% 

from 88.2% in November.  
• Involvement in care: 71% of patients report feeling involved in their care.  
• Pain management rating from the monthly ward audit is good at  98.9%  showing excellent levels of pain 

assessment and management on the wards . Patient feedback in the surveys shows that  98.2% of patients felt 
their pain was effectively managed all of the time.   

• Discharge Summaries - The Q3 target for completion of discharge summaries  is 80% in Inpatient areas  [79.4% 
achieved in December] and 70% in assessment and A&E [75.5% achieved in December].  

• Mixed Sex breaches: There have been 2 mixed sex breaches . 1 was on 9A day unit and one in CCU.  
• Friends and family test: for our inpatient areas the net promoter score was 52. Response rates were  16% for 

A&E and 24.9% for inpatients. The roll out to OPD, Day case and Dental continues to go extremely well with 
excellent response rates a highly positive feedback [no net promoter scores used in these areas].  Day case areas 
returned a 31% response rate with 93% of patients rating the service positively [Extremely likely or likely], Dental 
hospital returned a response rate of 28% with 95% of patients rating positively and OPD areas returned a response 
rate of 27% with over 93% of patient positively rating the service.  

Are there any emerging issues on the horizon? 
Friends and family net promoter score will be removed form April 2014 and ratings will be reported to reflect those 
Extremely likely or likely to recommend the Trust. This is in recognition that the net promoter score was confusing for 
the majority of people and that results need to be meaningful to everyone.  In December over 51 thousand patients 
were surveyed for friends and family and over 15 thousand responded with feedback.  
Are there any questions for the board?  Are we confident the issues in the complaints department are fully resolved? 
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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% 71.9%

Were you given enough privacy when discussing your condition or treatment? 95% 80.7%

Did you find someone to talk to about your worries and fears? 90% 57.8%

Have your medications and possible side effects been discussed with you? 90% 71.9%

Have you been kept informed of your discharge plans? 90% 56.1%

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

Was your pain was managed effectively? 95% 98.2%

Friends and Family Test ('Net Promoter Score') 75 52

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

Month Month Months

Target Actual vs. r3m

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

- inpatient ward areas 80% 79.4%

- assessment & observation units 70% 75.5%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 97.5%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 97.9%

Cleanliness performance audits - BG ward areas 95% 97.7%

Accom: # mixed sex accommodation breaches 0 2

Pain: Pain Management Nursing Quality Audit Score 90% 98.9%

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

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

YTD YTD YTD

Month Month Month
Responding to complaints: Target Actual vs. r3m

Level 1: Response < 5 days 98% 100.0%

Level 2/3: Response < 25 days 90% 25.7%

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 with our peer group of Teaching 
Trusts outside London across a number of areas. There are no significant movements from the previous 
period (September data nationally not yet available). 

How are we performing? 

Infection Rates: The Trust has a high incidence of MRSA bacteraemia compared to our peer group. Our 
CDT rates remain within the range of our comparative peer group. 

Elective Length of Stay: Although the Trust has 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 on 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 comparative 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 only a very slight 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 has 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 November we were rated 164th of 167 Trusts for 
inpatients and 120th of 139 for A&E for the percentage of respondents that would recommend the service 
(December data nationally not yet available). 

The Friends & Family Test now includes a measure of staff recommending their Trust as a place to receive 
care. The Trust score in September 2014 was 87% and was ranked 49th of 244 Trusts. 

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. The 2018 Programme has developed a number of workstreams to identify 
service improvements that will help to address this issue. 

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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The Top and Bottom Performing Peer l ines  show the 

best and worst peer score from each individual  

month. The named Peers  are the best and worst in 

the most recent month.
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This Month

Nottingham University Hospitals NHS Trust
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Best Peer 

This Month

University Hospitals Of Leicester NHS Trust

Worst Peer 

This Month

University Hospitals Birmingham NHS 

Foundation Trust
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This Month

University Hospitals Of Leicester NHS Trust
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This Month

Central Manchester University Hospitals NHS 

Foundation Trust
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Best Peer 

This Month

Nottingham University Hospitals NHS Trust

Worst Peer 

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 0.05 0.13

Best peer 0.00 0.08

Worst peer 0.03 0.21

RLBUHT target

All Benchmarking including infection rates is based 

on the latest Dr Foster data period (to Aug 14)

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 Grant 

CQC 

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

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

Are we confident we are compliant with this regulator?   
  
 
The CQC undertook an unannounced follow up inspection on the 30th June and 1st July focusing on all areas within 
the trusts action plan following the initial visit in November and December 2013.  The final report has now been 
published by the CQC and has found the trust to be compliant with all of the action plan with the exception of the 
Heart Emergency Centre relocation that is planned for November 2014.  
 
The move of HEC and CCU has been completed however the CQC has had to be notified at the end of December of 
the use of the old HEC/CCU areas as escalation areas. The has been undertaken as a result of the pressures upon our 
service.  

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

Feedback:  Provided and 
now published onto the 
CQC site.   

Action taken in response:  Outcome:  

NHS England Staffing requirements.  

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. 
• This will be produced in hours. 
• 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.  

 
The report  for December highlights good fill rates for shifts at trust level, though a little lower than normal.  
There were 10 wards where the 80% target was not met. A Full report is included in the board pack. 
 
A&E has not been included in the safe staffing mandate however the Trust has taken steps to remedy this and from 
January this area will be included.  
 
December was a challenging month but three times day staffing huddles [weekdays] continued to support effective 
deployment of staff.  
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin 

Thresholds Weight Plan YTD
Risk Score (based on 

Weighting)
RAG

P
ro

gr
es

s

Clostridium difficile Clostridium difficile YTD
<= Quarter 

Plan
1 <=36 35 0

Thresholds Weight Nov-14 Dec-14
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 96.6% 97.1% 0

Surgery >=94% 94.2% 98.1%

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

Urgent GP referral to treatment >=85% 85.4% 80.2%

Screening service referral >=90% 97.0% 97.0%

Admitted >=90% 1 91.0% 93.1% 0

Non-admitted >=95% 1 95.9% 96.4% 0

Incomplete >=92% 1 92.2% 92.1% 0

Urgent suspected cancer referrals >=93% 91.5% 91.9%

Breast symptomatic (not susp cancer) >=93% 93.7% 92.4%

A&E % patients waited ≤ 4 hours >=95% 1 94.5% 92.8% 1

N/A 0.5 0.5

2.0 3.5

Indicators

Cancer: two week waits 1

Monitor Risk Assessment Framework - Service Performance Score Month 9 (December 2014)

Indicators

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

All cancers: 62-day wait for first 
treatment

Referral to treatment waiting times

1 1

1 0

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

Governance Concerns

Service Performance Score Total: 3.5 (Amber-Red)

1

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

Key: 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.

Plan Month 9 RAG Month 9 RAG Month 9 RAG

Clostridium difficile Clostridium difficile
Surgery: 15 

Medicine: 19 
CCSS: 2

20 14 1

All cancers: 31-day wait Diagnosis to first treatment >=96% 96.3% 100.0% 100.0%

Surgery >=94% 97.9% 100.0% N/A

Anti cancer drug treatments >=98% 100.0% N/A 100.0%

Urgent GP referral to treatment >=85% 77.3% 89.1% 55.5%

Screening service referral >=90% 97.0% N/A N/A

Admitted >=90% 92.3% 95.4% 96.8%

Non-admitted >=95% 97.2% 96.2% 99.4%

Incomplete >=92% 90.5% 93.7% 93.7%

Urgent suspected cancer referrals >=93% 96.8% 86.4% 91.6%

Breast symptomatic (not susp cancer) >=93% 92.4% N/A N/A

A&E % patients waited ≤ 4 hours >=95% 100.0% 91.2% N/A

Medicine CCSS

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

Indicators

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

All Cancers: 62-day wait for first 
treatment

Referral to treatment waiting 
times

Cancer: two week waits

Surgery

6.06�High�Quality�Care.pdf

Top

Overall�Page�41�of�173
Page�12�of�16

http://www.eshareuk.com


2014/15 CQUINS 

Report owner: Lisa Grant/Peter Williams CQUIN tracker: Are we on track to meet our CQUIN targets? 

Goal 
 

Summary of targets and progress.  
 

NATIONAL 

Friends and Family 
Test [INCLUDES LOCAL 
COMPONENT]  
On track. Q1 full 
payment achieved. 
Q2 under review by 
full payment achieved 
Q3 on track.  
 
Please note increased 
response rates for Q4 
required.  
 
30% inpatients. 
20% A&E. 
 

1.1 Staff FFT: All staff must have the opportunity to provide their feedback at least once per 
year. Questions based on how likely our staff are to recommend this hospitals to friends and 
family for treatment and also to friends and family as an organisation to work. Lead Stella 
Clayton. Q1 report provided in the quality performance report. This highlights that 83.3% of 
staff are extremely likely or likely to recommend this Trust for care and treatment and 68.8% 
as a place to work. From the quarter one staff FFT report there is now national data that 
highlights The Trust results (for medicine) on both questions are higher than the national 
average at 85% (recommend as a place to receive care/treatment) and 71% (recommend as a 
place to work). In Q2 87% of staff would be extremely likely or likely recommend this Trust as 
a place for work and 86.5% for care and treatment.  
1.2 Day case and OPD Early Implementation :  In Q3, Response rates were 26% OPD, 28% 
Dental, 32% Day case areas.  
1.3 Maintain or increase A&E response rate [15% Q 1 minimum].  17% in Q1 and 19.4% in Q2. 
October response rate is 16.5%, November response rate was 16.2% and December 16%.  
1.4 Increased response rate in acute inpatients [25% Q1 and 30% by Q4]. 24.6% in Q1 and Q2 
25.8%].  October response rate is 25.8%, November 25% and December 42.1%.  
1.5: Analysis and demonstration of improvements based on feedback. [Local] On track? Yes. 

NHS Safety 
Thermometer [On 
track]. Q1 full 
payment achieved Q2 
under one month 
payment withheld. 
Q3 on track.  
 

The NHS Safety Thermometer requirements remain on the whole unchanged with the 
requirement to submit each month.  
There is also a target to reduce pressure ulcers, both old and new based on our data in the 
previous year.  Following discussion with the CCG the trust has submitted a plan to collaborate 
with the community tissue viability team to help increase awareness of the risks and to deliver 
joint education events. This has been accepted as way forward.  

Dementia: Q1 Target 
not met.  Q1 payment 
not achieved. Q2 not 
achieved and Q3 not 
on track.  

The requirements for this CQUIN remain unchanged from 2013-14. Performance against the 
90% target is: [1 month behind] 
• Case finding questions within 72 hours of admission: Q1 67.7% Q2 67.7%., October 64.4%, 

November 66% 
• Dementia Diagnosis assessment when indicated: Q1 26.1% and Q2 44.7%. October was  

20.8% and November 33.3%  
• Referrals for follow up when indicated: Q1 80% and Q2 92.3% . October was 89.4% and 

November 76.4%  

LOCAL /REGIONAL CQUINs 

Advancing Quality 
[REGIONAL] on track?  
Yes. Engagement on 
going but financial 
payments approved 
for Q1.   
The remaining targets 
will be assessed at Q4. 

The latest data for the pathways below [3 months behind] is: 
• 4.1 AMI 100% against a target of 94.86% 
• 4.2 Heart Failure 70% against a target of 83.41%. 
• 4.3: Hip and Knee Replacement 95.8% against a target of 95%. 
• 4.4: Pneumonia 82% against a target of 78.75%.  
• 4.5 Stroke 72.87% against a target of 86.81% [this is based on the percentage of stroke 

patients that spend 90% of their stay on the stroke unit].  
For the 2014-15 contract  the are additional pathways and these are: 
• 4.6: COPD August discharge data now live. Analysis to commence.  
• 4.7: Hip Fracture. Data collection to commence in November for October discharges.  
• 4.8: Sepsis measures agreed. Data collections commenced in October for September  
       dis charges.  
• 4.9 AKI: Awaiting final measures to be released, data collection date to be confirmed. 
• 4.10:  Diabetes: data collection to commence January 2015 for December discharges.  
• 4.11: Alcoholic Liver Disease: Measures and data collection go live date are yet to be 

agreed.  
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Report owner: Lisa Grant/Peter Williams CQUIN tracker: Are we on track to meet our CQUIN targets? 

Goal 

 
Summary of targets and progress. 

 

Local CQUINs 

Communication 
[LOCAL]:  
 
On Track? For Q3.  

1. Communication (In-Patients) - Electronic Discharge Summaries to be sent to GP within 24 
hours. Q1 Target is 60% Target met and payment achieved. Q2 target 60% Trust achieved 
80.9%. 2. Communication (In-Patients) - Patients to be offered a copy of summary on 
discharge. Q1 Target is 60%. Payment not achieved.   
3. Communication (In-Patients) - MDS.  Q1 Target is 60%. Payment not achieved. Not all 
wards use electronic prescribing and so TTOs will never be on the electronic discharge 
summary".  This was for further discussion at CQPG in October and the CCG quality lead was 
to discuss this target with I Merseyside. For further discussion in November.  
4. Communication (In-Patients) - Assessment Units. Q1 target 50% Trust achieved  76.3%. Q2 
target is 70% and the trust achieved 77.8% We are on track to achieve Q3.    
5. COMMUNICATION - Outpatient Correspondence. Further discussion at CQPG. 
Implementation plan required.  
6. COMMUNICATION - A&E and St Pauls Correspondence. Implementation plan required. The 
department need to explain how the Trust is getting its IT systems ready to deliver EDS in A&E 
and St Pauls A&E.  
7. I Links Transformation Programme. Q1 and Q2 payment achieved. Trust represented at I 
LINKS Programme Board 
8. Business Continuity: Next assessment for Q3 data, due early February.  
9. Systems Interoperability: Removed by CCG as IT systems are not ready.   

Ambulatory 
emergency care for 
adults. [Local].  
On track? Discussion 
with CCG underway.  

The aim of this CQUIN is to ensure safe and effective patient care for patients attending as an 
emergency who can be diagnosed, treated and discharged on the same day. The agreement 
was to focus on 4 pathways: Chest Pain, Abdominal Pain, Supraventricular Tachycardia [SVT] 
and Acute Headache.  
Project team headed up by Dr Kate Clarke and Dr Pete Burnham.  Discussion is underway with 
commissioners regarding the improvement target. This needs to be agreed in September. In 
Q3/4 we need to be in a position to demonstrate compliance against the agreed outcome 
measures. Priority: To agree with the CCG the improvement target for the 4 pathways.   
  

Frail Elderly: To 
provide high quality 
care for frail elderly 
people [LOCAL]. 
On track: yes Q1 
payment achieved. 

This CQUIN has been removed due to the trust advancement with the opening of its frailty 
unit.  

Effective Discharge 
Planning [LOCAL].  
On track? Yes Q1 and 
Q2 payment 
achieved.  

Q2 performance under review by the CCG. 7 Day implementation plan submitted to CCG and 
full payment for Q2 achieved. Q3 to be assessed in February.  
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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: The scores for the KPIs are calculated as follows: WQA/WQI: 0 if Green or 
Green amber, 0.5 if amber and 1 if red or red amber. Hospital Acquired Pressure Ulcers. 0 if none, 
0.5 if any grade 2 and 1 if any grade 3 or 4. Falls 0 if no falls and 1 if falls reported, MRSA/CDT 0 if 
none reported 1 if reported, VTE 0 if over 95%, 0.5 if 90-94.9% and 1 is under 90%. Complaints 0 if 
none, 0.5 if 1 and 1 if more than one complaint.  Ward level RAG rating is based on: 0-2 = green, 2.5 
-4 = Green/Amber, 4.5 – 6 = Amber, 6.5 – 8 = Amber red and 8.5 or above is a red risk rating.   
There are no wards rated amber in December with all performing at either Green or green amber.  
 
Ward Quality audits. There are no wards rated red in December.  
Hospital Acquired pressure ulcers: The Amber rating indicates where a ward has reported a grade 2 
hospital acquired pressure ulcer in December and the red rating reflects a grade 3 or 4 [which are 
reported as serious incidents]. These will all be subject to full RCA. Ward 8A reported a grade 3 
hospital acquired pressure ulcer.  
Falls: The red rating indicates where a ward has had an increase in the rate of falls for more than one 
month in a row and the amber rating indicates an increase in the number of falls in the month. Wards 
6Y reported 12 falls, Ward 9X reported 11, 2A reported 9 and AMU reported 8. Every fall is followed 
up by the falls team. 2B seem to have a reduced fall rate in December [this ward is normally in the 
highest number].  
Falls with a resulting injury [Moderate to Severe].  There were 3 falls in December that resulted in 
moderate to severe harm. One has been declared as a serious incident [Ward 5 BGH] as the patient 
sustained a fractured neck of femur. A Full serious incident review is underway. When describing the 
category of harm for falls the following applies: Low harm = minor injury such as a scar, cut or bruise. 
Medium or moderate harm = short term harm likely to require further treatment or procedure for 
example wound dressing, stitches. Not likely to cause any long term impact. Severe harm = High 
level of injury that has the potential to cause long lasting impact for the patient: for example a 
Fractured neck of femur that could cause the patient on-going problems with mobility or that could, as 
a result of co-morbidities result in the patients death. Death: The patients dies as a direct result of the 
injury, for example an intracranial bleed from which the patient does not recover.  
MRSA/CDT: The red rating indicates where a ward has reported any incidences in December. Ward 
5A reported one case of CDT and ward 8A reported a case of MRSA bacteraemia. 
VTE assessments: The red rating indicates any ward where the 95% target for assessments was not 
completed. These wards will be engaged with by the patient safety lead to ensure there are 
improvements and will be raised at the Perfect Ward Meeting. 
Complaints: Any Amber indicator highlights where a ward has received 1 complaint in month and a 
red rating is where a ward has received 2 or more complaints in month. The areas reporting the 
highest numbers of complaints are A&E [5] 3 were formal, one informal and one exgratia claim.  The 
main themes are communication. Ward 4B reported 4 complaints, 2 were formal and 2 informal. 2 
relate to communication, 1 admission and discharge arrangements and one regarding  care and 
treatment.   
Friends and family net promoter score: This highlights the rating for a ward in December. There 
are a number of wards that have not received any ratings this month and discussions have been held 
with the directorates to discuss this further.  
Establishments and vacancies: This provides a summary of where our current vacancies are and 
how many have actually been recruited to. Recruitment remains a high priority for the nursing team 
and is reviewed at least monthly, supplemented by the safe staffing reports to understand where 
there may be risk. 
 
Summary: Overall performance at ward level has improved in December.  
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant 

Specialty

O
ve

ra
ll 

R
is

k 

Sc
o

re

Es
ta

b
lis

h
m

e
n

t

V
ac

an
ci

e
s 

W
TE

R
e

cr
u

it
e

d

(N
o

t 
St

ar
te

d
)

A&E / EAU A&E 3 52 105.9 5 4

Ward 4 (BG) Dermatology 2 63 10 0 0

3A Cardiology 1 56 39.15 2 2

3B Clin Pharm/Inf Dis 2 30.4 1 1

9BDW Medical day ward 1.5 75

3X Infectious Diseases 3 40 24.6 3 3

3Y Infectious Diseases 2.5 80 25.63 0 0

5X Gastroenterology 1.5 73 29.9 4.1 2

5Y Gastroenterology 0.5 20 34.1 3.9 0

6A Nephrology 1.5 25 26.6 1 0

6B Nephr (Dialysis) 1 54.04 2 1

6X Respiratory 2 50 36.34 2 1

6Y Respiratory 3.5 91 36.77 1 0

7A Diabetes 1.5 58 32 4 1

7B Diabetes 2.5 45 27.8 1 1

9ADU Nephrology HDU 1

AMU Acute Medicine 0 83.19 2.75 2.25

RCCU Coronary Care 2 100 TBC 3.5 3.5

HEC Cardiology 1 67 TBC 3.5 3.5

SRU (W8 BG) Clinical Gerontology 1 93 31.2 1 0

2B Clinical Gerontology 2.5 50 33.21 1 1

2X Clinical Gerontology 2 83 30.2 0.8 0

SU & 2Y Stroke Unit 1 50 44.44 0 0

2A Clinical Gerontology 2.5 31.43 4.6 1.8

Ward 2 (BG) Urology / Gen Surg 2 44 23.23 2 0.4

5A General Surgery 4 30 38.74 1 1

5B General Surgery 4 33 46.05 5.9 1

8X / ACRU General Surgery 3 33 44.01 1 1

8Y Vascular / Urology 2 42 22.17 5.9 3

ESAU ESAU 2 24.22 1.3 0

9A Renal Transplant 0 67 20.06 2 1

8A Vascular Surgery 3.5 58 38.28 4 3

9Y Breast Surg/Ophthalm 1 60 34 0 0

ITU Anaesthetics 3 131.4 8 5

POCCU Anaesthetics 3.5 100 24.33 0 0

8HDU Anaesthetics 3.5 67 49.23 2 0

Ward 1 (BG) Orthopaedics 2 65 34.66 2 1

4A Orthopaedics 1.5 60 31.61 0.3 0

4B Orthopaedics 2 -18 46.32 2.8 2.8
4X, NOFU, 

OTAU Orthopaedics
4.5 37 26 10

Ward 5 (BG) MTC Rehab (Ortho) 2.5 100 24.6 2.6 2

DCU (BG) Day Case Unit 1 9.81 1 0

7Y Clin Haematology 1.5 80 27 1 1

10Z Clin Haem (BMT) 0 30.4 3 3
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Executive Summary 
This year our focus is on providing an optimal environment for translational and clinical research. To achieve this, we 
are focusing on our relationships with strategic partners in academia  including Liverpool Health Partners, the NHS, the 
National Institute for Health Research (NIHR) and commercial partners. We have a strong capability for research with a 
number of areas of excellence, and our commercial portfolio is growing well.  A number of the fields within the report 
have been updated to provide a simple but meaningful overview of our performance including the financial information 
that now corresponds with our RD&I Committee financial  dashboard for consistency.  
 
How are we performing?  
What has  gone well – why and what are the implications? 
• We have seen an upward trend in our targets this month 

• 57% of the studies that have closed this month delivered on time to target for recruitment which is a 
significant improvement on last month when 34% of studies that closed delivered on time to target 

• We have remained within the target of 30 days for RD&I approval 
• Of those studies that recruited the first patient within 70 days this month the median was 66 days 

• We have seen a decline this month with 43% of studies failing to recruit the first patient in 70 days this is due to 
study complexity. 

• We have received 14 feasibility studies  this month, 2 have been completed and returned and so far non have been 
declined to date. 

• The Innovation framework has provided the platform required to identify, develop, diffuse and consider adoption of 
innovations and the IP framework for the management and exploitation of IP. There are currently 76 projects on the 
IP & Innovation project list that are being reviewed and supported through RD&I. We are working closely with the 
Service Improvement Team and the QEP Team to ensure a corporate approach across the Trust for innovation and 
IP, this is also supportive to the Monitor process.    

• The PBRU 13/14 Annual report was submitted in July of this year and the feedback received (Oct 14) was 
extremely positive of the progress being made to date.  NIHR visited the PBRU in the Royal on the 11 th December 
2014 and the feedback from this meeting both verbally on the day and after in correspondence has been very 
positive also.  
 

Where have we underperformed or been challenged – why and what are the implications, overall and specifically in 
relation to our strategic objectives and quality of care? What actions are we taking? Have we considered the possibility 
of any unintended consequences occurring? 
• Continue to strive to achieve the 70 day target for 80% of studies as set out by DoH.  
• We submit our Performance Initiating & Delivery (PID) to the DoH quarterly and we remain mid in the league 

table  but continue to strive to increase performance. 
 
Are there any emerging issues on the horizon? 
What are the challenges /your concerns for the future– and what are the implications, overall and specifically could they 
impact quality? 
• The Health Regulatory Authority are currently working through the process for National approval  with a single sign 

off  for studies , RD&I remains to be fully engaged with the HRA and supports any pilot workstreams. 
• The BRC is evolving with workshops taking place to consider the themes and project portfolio. Two of the BRC 

posts have gone to advert with 2 further job descriptions with AfC review.    
 

Are there any emerging issues on the horizon? 
What are the opportunities /your hopes for the future – and what are the implications, overall and specifically could they 
impact quality? 
• Working closely with 2 Bio on the C4C programme that has recently received its  Trademark for the Royal and the 

diffusion strategy across the Northwest Coast AHSN. This project has the potential to support recruitment across 
our LCRN.  

• Working closely with North West E health on a GP practice recruitment system called “Farsite” RD&I will keep the 

Board informed as this progresses. 
• Four IP projects are under discussion with commercial partners and this has been feed into the IP & Innovation 

Management Committee Chaired by John Graham. 
 
Are there any questions for the board?  

Commentary 

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

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') 34% 57%

% studies failing to recruit a patient in first 70 days* 42% 43%

Time from full document set to RD&I approval: Local LCRN (Target 15 Days) 13 14

Time from full document set to RD&I approval: All Studies (Target 30 Days) 23 25

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 45 66

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 attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 91 89

# non-commercial studies open 336 338

# feasibility studies requested by pharma or CLRN 15 14

# feasibility studies awarded (updated biannually) 2 2

# feasibility studies declined by our clinicians 4 0

NIHR league table ranking (1-4) N/A N/A
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Executive Summary 
 
The following exceptions are noted this month. 
 
• The sickness rate reduced during November from 5.71% in October to 5.53%. The rolling average 

is 5.08%, up from 5.06% in October. The Trust target is 3.8%. 
 

• Mandatory training has remained at around 75% for the past 12 months. We have seen a reduction 
in the planned figures and this is likely to be due to the move to ESR Self Service and managers 
having to book staff onto training as well as deal with current winter pressures. We are working with 
the managers and staff in the divisions to ensure compliance. Where staff are non-compliant 
without mitigation, action may be taken under the Trust’s disciplinary policy. 
 

• We are continuing to see improvements in the recruitment data which is being reported, with 
reductions in the length of recruitment clearly visible to an average of 11 weeks.  Work continues to 
improve the detail at department and staff group level, which will enable clear identification of 
delays in the system, highlight areas of high recruitment activity and show significant workforce 
pressures against establishment. Introduction of the new e-Recruitment Request form with the 
financial approval built in was implemented in December with more e-forms scheduled for January 
and February. 
 

• Following the introduction of an Appraisal window in April 2014, the HR & OD teams are now 
preparing for the next window starting in April 2015. This includes working with the national ESR 
team to improve system usability, updating the management hierarchies in the system, as well as 
improving guidance and delivery of training to further understand the appraisal process and the use 
of the ESR system.   
 

• The revised Induction programme covers a staff engagement session for all new and existing staff 
and is followed by specific core training for each Induction pathway. It is due for review from 
February and will be reviewed with those staff attending, the managers and the presenters.   A 
revised programme will be agreed by CMT. 
 

• From January we are piloting the new national Certificate in Care (post Francis) with all new HCAs 
joining the Trust. They are expected to complete 15 competencies, which are assessed in the 
workplace, over 12 weeks, From April, all bands 1-4 new to the NHS will be expected to complete 
the dedicated 12 week programme to fully prepare them for their roles.  The emphasis is on quality 
of care and compassion.  

  
  

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

Heads WTE By Division : Month Ending 30 November 2014

339 308.59 5.69%

1006 899.29 16.30% Heads WTE
1424 1253.57 23.25% 1014 936.05

393 342.61 6.32% 2423 2190.72

130 122.14 2.15% 2041 1820.93

255 238.55 4.52% 500 446.06

603 549.09 10.29% 5978.00 5393.75
1828 1679.92 31.48%

5978.00 5393.75
*WTE excludes bank, agency and overtime.

Employee Relations Activity
Sep-14 Oct-14 Nov-14 Sep-14 Oct-14 Nov-14

0 2 4 2 1 5

0 0 0 0 1 1

14 20 3 20 32 16

1 0 1 2 1 2

3 2 3 4 1 7

5 5 2 2 2 2

0 0 0 0 0 1

0 0 0 1 1 1

23 29 13 31 39 -35

Corporate Services

MHPS Policy

Total

% 
Workforce

Add Prof Scientific and Technic

Additional Clinical Services

Estates and Ancillary

Actual

Staff Group

Administrative and Clerical

Allied Health Professionals

Total

Division of Medicine

Division of Surgery

Healthcare Scientists

TRUST BOARD WORKFORCE SUMMARY

November 2014

Medical and Dental

Nursing and Midwifery Registered

On Going CaseNew Cases Logged

Totals

Actual Establishment

Redundancy

Capability (Formal Process)

Grievance

Liverpool Clinical Labs

Employment Tribunal
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Equal Pay
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Report owner: Ros Edwards 
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RLBUHT BOARD PACK 

Report owners:  
Ros Edwards & Peter Williams Teaching: Are we a leading centre of clinical education and teaching? 
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What is the status of all the teaching programmes that we are delivering this year? 
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Are we delivering our teaching programmes as planned? 

What feedback have we received and how are we responding? 

Care Research Teaching Finance IT People 

How are we performing?  
Medical Education 
 
Simulation-We have refurbished our simulation facility and have jointly funded this between Dinwoodie charity and our own 
income generation. The new facility was opened in December by the CEO and will greatly enhance our simulation training. 
We have also appointed our first simulation Lead (Annemarie Brown, Consultant in ED) and we have exciting developments on 
the horizon including developing simulation faculty and the development of our very strong current permanent team.  
In addition we have updated all the AV equipment in the lecture theatre, again through joint Trust funding and our own income 
generation so our facility is second to none. 
 
New Medical Undergraduate Curriculum – We have contributed immensely to the development of the medical school 
curriculum.  This year, years 1 & 3 are the main focus. We have developed a comprehensive teaching programme for 3rd year 
medical students in pharmacy education as well as clinical skills training. 
 
LQAF - The purpose of the NHS Library Quality Assurance Framework (LQAF) England is to ensure that the NHS Library 
Services across England are reviewed and quality assured against national standards. Each library service has to demonstrate 
they are delivering a quality service which meets both national and local business needs and expectations. 
 
In 2014 the RLBUHT Trust Library & Information Service achieved a compliance score of 98%, resulting in us being the joint 3rd 
highest scoring Library service in the North-West. 
 
Royal Liverpool Emergency Medicine App – multi-award winning joint project between the Education Service and the 
Emergency Medicine Dept. the App has now had 2,500 downloads in 70 countries worldwide. The Android version is due for 
imminent release. 
 
(can’t remove this heading) 
 
 
 
 
 
 
Indian alliance- We have formed via our Director of Medical Education a unique alliance with an Indian  
organisation providing teaching and assessment in A&E and Diabetes and Endocrinology. Our  
consultants will go to India at agreed times to assess Indian graduates in these specialties. We are sure this will be a successful 
source of income and hope to develop this model further in other areas. 
 
We have appointed a new SAS Lead Doctor in Mr Syed Ashraf who is a surgical Associate Specialist with the Trust. He will 
manage the development and education of our SAS doctors. 
 
 
 

 
 
 

  # students 
Total Number of 

Placements 
Max Capacity 

Students Per 
Placement 

Medical  
& dental:  

Undergraduates 342 

Postgraduates* 428 

Nursing 298 64* 929.88 * 4.6* 

  Add Prof Scientific and Technic ** 23 13 48 5.5 

Allied health professionals 78  16 316.8 50 

Healthcare scientists *** 7 6 3.5 15.26 

Vocational learning 17 37 

*All data is from LDA 2014/15 submission  
** This includes pharmacy technicians and assistant practitioners   
*** This data includes physiological sciences, physical sciences and clinical engineering and life sciences 
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RLBUHT BOARD PACK 

2 

2 

Feedback received Update on our response 

Internal feedback 

• Accommodation to deliver training continues to  be 
a cause for concern 

• Inability of departments to release staff to attend 
courses is an issue.  Staffing levels being cited as the 
reason on a regular basis 

External feedback 

• Trust highlighted as an example of best practice in 
Health Education England widening Participation 
Directory – this is for work with UTC, pre-
employment scheme, skills clubs , work placements 
etc 

Developing Our Coaching Culture 
5 people entered into coaching relationships through the Trust Coaching Register. 
Managers coaching conference being held on 9th February 
2 day Executive Development Workshop in Coaching on 18 & 19 February 
5 day coaching skills courses starting at the end of April with a plan to train 150 people over the next 12 
months 
Postgraduate Certificate in Business and Executive Coaching commencing March 
 
Time to Lead ILM Programme 
50 Ward/Theatre Unit Managers taken part in an ILM endorsed programme to support them in their 
supervisory roles. 
 
Induction and Mandatory Training - Induction and mandatory training have been revised and merged 
and new programme being kept under review for effectiveness.  Work is being done to improve 
attendance at mandatory training.  
 
Care Certificate - Work has been taking place to ready the Trust for the introduction of the Care 
Certificate in April.  Courses and assessment documentation have been developed and a ‘mock’ 

programme commenced in January to pilot the materials. 
 
Leadership Programmes - A range of half day and one day programme continue to run on a regular 
basis.  113 people attended from Oct-Dec.  Accredited first line manager courses were outsourced to a 
local college last year for capacity reasons, but a decision has been made to bring them back in house.  
This is to ensure that the materials covered on the course link more effectively with Trust policies and 
procedures.   
 
ILM accredited courses being re-introduced for first line managers and delivered internally. 
 
Provision of apprenticeship programmes been reviewed and Trust will be working with City of 
Liverpool College to support the delivery of these 
 
Appraisal – training for the revised ESR appraisal system and processes being rolled out from 
February. 
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham 

Commentary 

Executive Summary 
 
The Trust has a planned EBITDA to month 9 of £24.2m with a reported EBITDA to month 9 
of £20.9m, an adverse variance of £3.3m. 
Over performance against planned activity levels is driving higher than planned 
expenditure levels, particularly with regards to pay budgets.  The unplanned expenditure is 
at premium rates, for example through the use of agency staff, which is having a 
detrimental impact on the EBITDA. 
How are we performing? 
Income is ahead of plan to Month 9 by £33.7m, mainly attributable to Patient Care of £19m 
(Core contract £14.5m, Specialist Commissioners £4.5m) and Non Patient care of £14m. 
Are there any emerging issues on the horizon? 
The joint activity review has been completed. Discussions on the findings are continuing 
with commissioners. 
Recovery plans are in place focusing in particular on expenditure control for the remainder 
of the year. 
Are there any questions for the Board? 
  
Our Finances 4/4: How are we managing our costs? 
Executive Summary 
Activity has been above plan for the first nine months of the financial year, which in turn 
has led to additional cost in pay budgets. This has partly been attributable to the use, by 
commissioners, of the Month 6 2013/14 activity to set the 2014/15 baseline. 
Are there any issues emerging on the horizon? 
Continued focus on the QEP programme for the year. 
Robust management of the main CCG Contract for the year.  
Financial recovery plan progress 
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Are we delivering our services profitably? 

Income £328,799 £362,536 £438,210 £461,168

Expenditure (£304,557) (£341,599) (£406,085) (£430,366)

EBITDA £24,242 £20,937 £32,125 £30,802

Operating surplus £12,242 £10,176 £16,259 £15,401

Retained surplus £7,737 £5,860 £10,268 £9,410

I & E surplus margin 2.35% 1.62% 2.34% 2.04%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 7.37% 5.78% 7.33% 6.68%

Operating surplus margin (op. surplus/income) 3.72% 2.81% 3.71% 3.34%

Retained surplus margin (ret. surplus/income) 2.35% 1.62% 2.34% 2.04%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

£3,399 £367 (£3,976)

£8,500 £8,691 £5,078 £386

(£3,876)£3,783 £2,519 (£7,200) £6,678 £7,119

(£1,862)

Net cash inflow/outflow:

£0 (£1,413) £1,000 £6,740
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£000m 18 month projected cashflow

Are we cash generative?
Month Month Month
target  actual vs . r3m

Cash balance £46,000 £35,165

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 22 16

Cash days of op. expense 41 28

%debtors >90 days overdue 5% 35%

%creditors >90 days overdue 5% 31%

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

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

** This year, the Trust continues to have patients on block agreements and local and national PbR tariffs. An 
increase in the number of patients on block does not increase the income received by the Trust. An increase 
in patients on the national or local PbR tariffs does increase the income received by the Trust. Local tariffs 
tend to reflect the actual cost of treatment for the Trust, whilst national tariffs can sometimes be insufficient. 
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Are we delivering patient care profitably?

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

Income (000s) £101,526 £104,263 £101,806 £111,764 £44,651 £50,444

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

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

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

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

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

Total # patients 216,906 237,244 194,283 198,622 155,467 167,380

# elective 5,932 6,024 573 682 291 328

# non elective 5,316 5,505 21,327 26,140 102 120

# inpatients 11,248 11,529 21,900 26,822 393 448

# outpatients 192,404 211,670 159,799 158,257 151,243 162,200

# day cases 13,254 14,045 11,193 12,053 3,831 4,732

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 
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YTD YTD Month YTD YTD Month

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

Non-current assets £169,935 £158,382 Working capital £30,799 £26,586

Current assets £93,368 £87,790 Net assets £184,317 £171,320

Trade & receivables £41,868 £45,718 Assets - current liabilities £200,734 £184,868

Non-current liabilities (£16,417) (£13,648)

Current liabilities * (£62,569) (£61,204) YTD

Trade & payables (£60,000) (£58,221) Estimated risk rating if FT (5=best): 4

Total assets employed £184,317 £171,320 (see glossary for component parts )

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

Have we got the resources we need to deliver high quality patient care?
YTD YTD Month

target actual vs. r3m

Bed util isation (%) 91% 0.0%

Theatre util isation (%) 80% 0.0%

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

HCA per bed 0.8 0.8 0.7 0.6 2.9 2.9

Qualified nurse per bed 2.6 2.5 1.7 1.7 7.4 6.8

Junior doctor per bed 0.7 0.6 0.4 0.4 3.4 2.4

Consultant per bed 0.5 0.5 0.2 0.2 2.8 1.7

Spend on locums, agency & bank staff £0 £0 £0 £0 £0 £0

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 6 0 0

Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days) 5.8 0.0 0.0

Income per patient (£) £468 £449 ###### £522 £552 ###### £289 £281 #DIV/0!

Wastage

% DNAs 10% 0.0% 10% 0.0% 10% 0.0%

Equipment  ALL DIVISIONS

SURGICAL MEDICAL CCSS

People

Report owner: John Graham Our finances 3/4: Are we using our resources effectively & efficiently? 
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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
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Report owner: John Graham Our finances 4/4: How are we managing our costs? 
C

O
ST

S Commentary 

 

Executive Summary 

Activity has been above plan for the first six months of the financial year, which in turn has led to additional cost 

in pay budgets. This has partly been attributable to the Month 7 2013/14 activity being set by commissioners as 

the 2014/15 baseline. 

Are there any issues emerging on the horizon? 

 Continued focus on the QEP programme for the year. 

 Robust management of the main CCG Contract for the year.  

 Expenditure mitigation plan implementation 
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Are we on track to deliver the planned savings from CIPs? 

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

Are there any updates this month on the Cost Improvement Programme? 
 

NB: Please see  the Appendix for the more detail on the CIP savings. 
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Commentary 

Report owner: John Graham Our IT: Do we have the IT systems and devices we need? 

Key highlights for this month: A new Director of IT, David Walliker, has been appointed and started 
with the Trust on 12th January 2015. David is also CIO at Liverpool Women’s Hospital and will be a 

shared appointment across the two Trusts. 

What has gone well?  
EPR Procurement project is on track.  

The Department achieved its Quality and Efficiency Programme target for 2014/15. 

A major upgrade of “Active Directory”, the underpinning technology that controls all user accounts, 

was undertaken in November. This is a vital part of the operating system and a significant piece of 
work for our technical teams; we are pleased to report the upgrade went smoothly and to schedule.  

JAC Upgrade is on schedule to complete as planned over the weekend of 21/22 February. Supplier 
training is scheduled to take place 13th - 15th January and will give greater clarity about the impact 
of the change, inform the detailed plans and allow the go-live date to be confirmed. 

Implementation of the Bed Management Whiteboard has been completed for all but a small number 
of exceptions where we are awaiting completion of wiring. These have occurred due to Health & 
Safety restraints that require completion of specialist surveys; this was identified as a risk for the 
project. 

The Service Desk average call wait time and abandoned call rate are below target. 

Where have we underperformed or been challenged?  
In November ICE printing had an outage for 2 hours15 minutes, caused by the interface application 
losing connection with the live database; connection had to be made manually by the Technical 
Services Team and Supplier. PACS had three extended outages and IPM/PAS had a single 
extended outage in November; we will schedule a Service Performance Review with the suppliers 
(Care-Stream & CSC respectively) to understand the causes and actions required to prevent such 
failure in future CyberRen had an outage of 1 hour 51 minutes in December, due to corruption of 
database table during a reboot. The system was restored from backup and this should not reoccur.  

Paper Free Health Records programme is reviewing its business case, to present to Trust Board in 
February.  

The following projects are in the process of being re-scoped and rescheduled as agreed by the 
IM&T Programme Committee in November: VNA; Medworxx; Pathosys; St Paul’s Hardware; 

Centralised Printing; Outpatient Kiosks; and Paperless ECG. 

How are our improvement initiatives progressing?  
The Electronic Bedside Monitoring project is in initiation but delayed against the original schedule for 
approval of the business case and the outcome of the Nursing Technology Fund bid.  

The Desktop Optimisation is still behind schedule but progress is being made; we will integrate the 
plans with the schedule for the Paper Free Health Records programme to recognise this key enabler 

Sarah Lomax, Project Manager for EPR, left the Trust; as a contractor she only needed a short 
notice period. Recruitment is underway but this is a significant loss and will draw down Senior 
Management effort until a replacement is found. 

Are there any emerging issues on the horizon? 
Several staffing changes/losses in our technical teams mean that demand is far outstripping 
capacity in our Technical Teams. This presents a significant risk to the Department. Recruitment to 
these posts is underway and to help mitigate the risk further we will recruit temporary staff to provide 
cover until the recruitment concludes successfully 

Following the changes in Senior Management of the Department, progress will now be accelerated 
on development of the IT Strategy, this will facilitate the development of the Trust mobile IT user and 
end user computing policies previously mentioned. 6.11�IT.pdf
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Report owner: John Graham Our IT: Do we have the IT systems and devices we need? (1/2) 

Reporting period is: Dec, 2014

Freedom of Information
Indicator Target Actual
# FOI requests 36

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

Security
Indicator Target Actual vs. r3m
% Staff who have received mandatory info gov tra ining (YTD) 80.00% 78.89% ####

Number of Information Governance Breaches  (YTD) 0 65

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

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

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

Network

99.80% 100.00%

####

Fi lestore 99.80% 100.00% ####

Bob 99.80% 100.00% ####

Tie 99.80% 100.00% ####

MS Exchange 99.80% 100.00% ####

IPM

99.80% 100.00%

####

PACs 99.80% 100.00% ####

ICE 99.80% 100.00% ####

JAC 99.80% 100.00% ####

Winscribe 99.80% 100.00% ####

CyberRen (Renal ) 99.80% 99.78% ####

Bluespier 99.80% 100.00% ####

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

Programmes and projects
Description Stage Actual

Paper free health records across the trust by December 2016 Delivery 
R

Electronic Patient Record (EPR) Electronic patients records Initiation G

Pharmacy upgrade to system from v4.47 to v5.1 Delivery G

Electronic whiteboard for bed management Delivery G

Desktop upgrades form windows xp to windows 7, and replacement 

programme for older pcs Delivery 
R

Desktop Optimisation

Paper Free Health Record (PFHR)

JAC/EPMA Upgrade

ADT Whiteboard

Indicator
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Report owner: John Graham Our IT: Do we have the IT systems and devices we need? (2/2) 

Are we providing effective IT support throughout the Trust? 
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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 

Are we engaging with our stakeholders on our strategic priorities? 

Stakeholder Priorities identified Update on response taken 

Governors & 
Members 

Engaging and recruiting young 
members 

Work is being  done  with  the University Technical College  
to help to address the under representation in young 
members. Presentations are now given  to students  on 
work experience placements with the Trust and the Trust 
has attended a careers event at the UTC.     

Priority: 2018 Lead: Helen Jackson 

Activity update: New Royal -  Carillion is continuing to run onsite  construction for 24  hours per day to  recover 
initial time slippage. The fourth and fifth tower cranes are  now on site.  The high winds during December and 
January  have  made it difficult for Carillion to catch up with the schedule but they are still anticipating finishing the 
construction on time.  Banners have been placed on the site hoardings which show images of how the hospital will 
look and key facts about the Trust. The 1000 days event at the end of October saw the unveiling of the proposed 
artwork for the hospital entrances. The events to mark 900 days are to be focused on key information for staff and 
will be held over several days  to allow as many staff as possible to attend.    

Priority: World Class Workforce Lead: Ros Edwards 

Activity update:  The Trust  is working with the University Technical College to identify ways of ensuring that the 
students  nearing completion of their courses are aware of the opportunities at the Trust and the methods for 
applying for relevant roles and further training. 

Priority: Sustainable Health System Lead: Aidan Kehoe 

Activity update: As part of the  Healthy Liverpool Programme  clinicians from the Trust, Aintree and other hospitals 
are looking at ways to improve service delivery across the systems on a specialty by specialty basis. This work is  
expected to be conducted between January and March.  The  communication via the Liverpool Echo of the other 
aspects within the Healthy Liverpool Programme prospectus is due to start in early February. Feedback from the 
communication will  contribute towards the pre-consultation phase of the programme. 

RD&I Lead: John Graham/Peter Williams 

The Trust, Aintree and the Walton Centre submitted an application for NIHR accreditation for a Hyper Acute Stroke 
Research centre but unfortunately this was unsuccessful however, the Clinical Research Network has agreed to 
take forward a programme of work to make the North West Coast ready for any future calls.  RD&I remained 
engaged with the Health Regulatory Authority as we move towards the launch of the new system. RD&I will be 
present and contributing to the Health is Wealth Conference organised by Liverpool Health Partners on the 21st & 
22nd January 15. At this event the Trust/LHP funded Biomedical Research Centre will be launched including a 
dedicated workshop for Translational Research with Industry Partners. The NIHR visit in December to the PBRU was 
successful and we continue close engagement regarding our activity.  
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Please note, patient and staff engagement is covered in the Performance sections of the pack. 
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Are we regularly listening and responding to our key stakeholders? 

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

Stakeholder Priorities identified Update on response taken 

Universities Establishment of a  Joint research office   The Trust and the University of Liverpool , working with 
Liverpool Health Partners agreed to establish a joint 
research office (JRO). There was a pilot set up for a twelve 
month period. The oversight committee for the JRO 
recently agreed to extend the pilot phase and the Trust is 
taking a lead role in encouraging other local Trusts  to be 
part of the JRO. 

Patients Improvement in complaint handling 
 
 
Increasing learning from incidents 

The Trust has improved the response times for complaints 
and  continues to work on the quality of the responses. 
 
Since the introduction of the weekly harms meetings and 
the patients safety bulletin  the Trust has seen significant 
increases in incident reporting. This in turn enables the 
Trust to communicate the learning from these incidents. 
There is a plan being developed for human factors training 
as part of the work to develop a more open learning 
culture within the Trust. 
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Please note, patient and staff engagement is covered in the Performance sections of the pack. 
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant 

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

* reported on the last board report  
Key:  <8 = Low risk (green)  8 - 14 = Moderate risk (amber)  15+ = High risk (red) 

Risk Source Risk Owner Risk 
Date 

added 
Risk * 
rating 

Main Controls Review Date 

Link to a 

Strategic 

Objective 

Andrew Cleary – 

Directorate 

Manager - 

Orthopaedics 

*ID2785 Division of Surgery – Orthopaedics 

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. 

 

Oct 

12 

16 

(20) 

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. 

31.1.2015 

Identified 

following 

Serious 

Incident – 

Failure to 

comply with 

Guidance 

Teresa Keyes, 

Divisional General 

Manager – 

Division of Surgery 

*ID3224 Division of Surgery -  Division 

Team Brief and the WHO Checklist 

Cause:  Following reported and Serious Incidents and Never Events, it was identified that 

the WHO checklist was not being used consistently across all surgical directorates.   

Effect:  Potential for further wrong site surgery and patient harm. 

Impact: Patient Safety, Financial penalties for undertaking wrong site surgery and 

reputation damage. 

Mar 

14 

16 

(20) 

The specific actions which have been implemented are as follows: 

A letter has been sent by the Trust's Medical Director to all staff to ensure full compliance 

with the completion of the WHO checklist.  All surgical teams have been informed that if the 

WHO checklist is not carried out they must ‘call it out’ and  surgery will not be undertaken and 

the incident will be reported to the Medical Director. The letter indicates that if in future any 

harm occurs to patients because the WHO checklist is not undertaken all members of the 

team involved can expect a full investigation which may result in a disciplinary process and 

formal action being taken.  

Monthly audit of the team brief and the W.H.O. checklist to monitor compliance,  reported to 

the Surgical Divisional Board and Surgical Divisional Governance Meeting on a monthly basis.  

Overview report of outcomes and forward plan presented to Divisional Governance and 

Patient Safety Sub Committee 

Dental Hospital audits to be implemented and reported in the same way. 

In the medical divisions, similar audit systems are being implemented 

31.1.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Strategic 

Objective Risk 

Susan Hayes, 

Directorate 

Manager, GUM, 

TIDU and Clinical 

Pharmacology 

ID3446 Division of Medicine – Clinical Pharmacology/TIDU 

Management and control of outliers within Clinical Pharmacology and TIDU 

Outlier Data challenges impacting on patient flow and safety 

CAUSE: 

 1. The Outlier list sent out each day us inaccurate 

2. The List is sent out late 

3. High numbers of patients triaged from AMU to TIDU / Clinical Pharmacology 

EFFECT:  

There is a delay in the correct clinician seeing the patient and a delay in the patient being 

seen. There is an unacceptable delay in patient flow 

There are an increased number of outliers to review 

IMPACT:  

This poses a significant clinical and patient safety risk and impacts upon the patient’s 

experience 

There is a reduction in continuity of patient care 

The second Consultant on TIDU is subsequently required to support this process which 

impacts on the flow of patients on £X and 3Y and outpatient clinics 

Dec 

14 

16 

(20) 

1. Consultants/Regs contacting patient flow on a daily basis/ twice daily to ensure any errors 

to the list are rectified. 

2. Consultant support from TIDU to support the number of outlier assessments/ reviews 

3. Escalated to Medical Director, Director of Operations and Divisional General Manager who 

are reviewing the process to ensure a robust process is identified and  developed. 

31.1.2015 
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant 

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

* reported on the last board report  

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

Risk Source Risk Owner Risk 
Date 

added 
Risk * 
rating 

Main Controls Review Date 

Link to a 

Strategic 

Objective 

Analysis of 

Incidents, 

Complaints 

and Claims 

Marie Dewhurst – 

Deputy Director of 

Infection, 

Prevention and 

Control 

*ID3169: Corporate – Infection Risk 

Patient Safety Risk of MRSA Bacteramias 

Cause:  Lack of competence and compliance with asepsis when access devices, i.e. lines, 

peripheral devices and surgical drains.  Effect: Hospital acquired MRSA bacteraemia.  

Impact:  Application for foundation Trust Status, financial clauses and patient safety 

implications.  

Nov 

13 

16 

(16) 

Infection, Prevention and Control Forward plan.  RCA process in place for all reported MRSA 

bacteraemia events.  Reporting on above through Infection Control Group, with lessons 

learned and action plans reporting to the Divisional Governance Committees. 

Introduction of  ward based Skills  facilitators  to ensure robust peer review process  and 

training in ANTT. 

Introduction of  ANTT competency pathway  

 

31.1.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Lynne Murphy, 

Nurse 

ID3402:  Division of Medicine – Emergency Department 

Resus capacity 

When Resuscitation areas are at full capacity or patients are waiting for a speciality bed 

there is no current provision for this cohort of patient within a triage area 

CAUSE:  

1. high capacity resuscitation area 

2. Limited appropriate clinical space 

EFFECT:  

There is a risk that a patient deteriorates and is not being monitored in an appropriate area 

– this did occur WEB62547 a patient with a raised early warning system score was being 

cared for in a triage area until an appropriate space could be made available 

IMPACT:  

This poses a significant clinical and patient safety risk 

Oct 

14 

16 1. bed throughput to allocate beds for speciality referrals within 4 hours of arrival 

2. Emergency Floor Manager Mon-Fri 8-6 or breach buster out of hours, monitor beds and 

throughput within the Emergency Department 

3. escalate any blockages to operational team 

12.2.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Ruth Suckling, 

Consultant 

*ID3391:  Division of Medicine – Emergency Department 

Using corridor as a clinical area 

Due to high capacity and throughput patients are cared for in a non-clinical triage area 

which is in fact a corridor  

CAUSE:  patients cared for in non-clinical area due to over-crowding. 

EFFECT:   There is a high risk of delayed detection of significant injuries / serious clinical 

conditions - see WEB61634. 

IMPACT: This poses a significant clinical and patient safety risk 

Oct 

14 

16 1. full capacity protocol 

2. proposed ED escalation protocol to be trialled in November. 

12.2.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Lisa Bailey, 

Consultant 

*ID:3422: LCL – Blood Sciences 

LHCH EPR issues 

Cause: 

Problems with EPR result in Clinical staff unable to to view differentials (haematology 

results)  reported in percentages, although the units are in absolute values. 

Effect: 

Comments on Blood Sciences reports are not easily viewable and nursing staff are unaware 

of how to access them. 

Impact: 

Approximately 50% of antibody screens for transfusion are incorrect on EPR and do not 

match the results on Telepath which will have adverse on patient care. 

Nov 

14 

15 LHCH are aware of all the above issues. 

Informatics working with LHCH  and RLH to address 

 

Fix for the issue has been tested in LCL’s IT test environment.  Awaiting sign-off of associated 

additional fix in same release from supplier before this can be promoted to the live 

environment.  This is planned for w/c 8/12. 

 

LCL will formally write to LHCH to reaffirm the obligation for the viewing and processing of lab 

results data in local systems remains the responsibility of LHCH provided LCL are providing the 

results data in the pre-agreed format and that the decision to implement this version of the 

interface (HL7) was taken by LHCH.  LCL do not use this version of the interface as it has not 

yet been signed-off as fit for purpose for all laboratory work. 

30.1.2015 
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Report owner: Lisa Grant 

Risk management: Are we mitigating divisional risks effectively? 

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

* reported on the last board report  

Risk Source Risk Owner Risk 
Date 

added 
Risk * 
rating 

Response Review date 

Linked to 

Strategic 

Objective 

Paul 

Bradshaw, 

Deputy 

Director of 

Finance 

ID3438 – Corporate – Finance Department 

Affordability of an elective over activity for Commissioners 

Cause:  Non elective activity over 14/15 contract level. 

Effect:  Commissioners may not be able to afford the cost of the over activity in 14/15 

Impact:  Potential shortfall in income of circa £2m in 2014/15.  Potential risk to delivery of financial 

plan for 14/15 

Dec 14 15 Continue to focus on activity in month contract management meetings with 

Commissioners, 

12.2.2015 

Linked to 

Strategic 

Objective 

Paul 

Bradshaw, 

Deputy 

Director of 

Finance 

ID3439: Corporate – Finance Department 

Non-elective activity 

Cause:  CCG issued AQN regarding short stay non elective admissions. 

Effect:  Commissioners may challenge payments due to the Trust in 14/15 regarding short stay non 

elective admissions if coding judged incorrect. 

Impact:  Potential reduction in income of circa £1 m - £2m.  Potential risk to delivery of financial 

plan for 14/15. 

Dec 14 15 Complete AQN audit programme 12.2.2015 

Linked to 
Strategic 
Objective 

Marie 
Dewhurst, 
Infection 
Control 

*ID3405:  Corporate – Infection Control 
Lack of Ward decant facility 
Cause:  Lack of dedicated decant bay for decontamination following serious infection outbreaks, as 
it is essential the bay is emptied to carry out the deep clean.  Effect:  Potential delay in 
environmental decontamination whilst finding alternative bed spaces.  Impact:  Loss of bed days 
and potential risk of cross infection to patients. 

Oct 14 16 
(12) 

Robust procedures in place to identify, isolate and reduce the risk of infections 
when a patient is isolated it is necessary to terminal clean that bed area and the 
bay. Operational management /IPC are identifying a decant area. 
New improved Technology introduced  to reduce bed turn around time 
Isolation Pods  in process of being introduced in  AMU  
 

31.1.2015 

Link to 

Strategic 

objective 

Stella Clayton, 

Deputy 

Director of 

Human 

Resources 

*ID1724 – Corporate Services Human Resources 

Failure to achieve Mandatory Training Targets 

Cause:  Likely principal cause is release of staff from clinical setting due to high volume of activity, 

however there may be other factors such as personal responsibility or lack of manager prioritisation 

of mandatory training. 

Effect:  Not enough staff are attending mandatory training. 

Impact:  Could result in de-skilled staff, patient complaints, litigation and inability to provide 

evidence of training. 

Sept 11 15 

(9) 

Divisions have been informed to action non attendance and improve their 

compliance rates.  Learning and Development targeting staff who are non 

compliant.  Additional course styles being explored.  On-going monitoring 

02/02/2012 - L&D has adopted an approach of booking staff to training in advance 

and notifying them of the date/venue. Senior Managers/HRBP's have re-visited the 

importance of attendance within Divisions. 

27.03.2012 - MT target set at 95% 

Integrated HR/OD reporting to show compliance achieved by a combination of 

training delivered, those exempted and staff booked to required training. 

February 2014 - Implementation of Mandatory Training Improvement Plan - to be 

monitored and reviewed 

From April 2014 self service for training bookings introduced, giving great staff and 

manager flexibility to choose appropriate training date 

Additional courses styles being explored.  Target previously 80% by end of 

October, attendance achieved 79% continuous monitoring to track compliance 

30.01.2015 

Linked to a 
Strategic 
Objective 

Phil Forrester, 

Assistant Chief 

Nurse 

ID3381 – Division of Surgery – Division 

Mandatory Training data not within target 

Since the ESR new process introduced Mandatory training data is no longer coordinated and driven 

locally and the Trust target is not being met across the Divisional teams 

Sept 14 12 

(16) 

Review of ESR data.  All Directorate Managers tasked with local scoping. 28.1.2015 
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What risks have been downgraded in the last month? (15+ risks on the Divisional Risk Registers) 

Risk Source Risk Owner Risk Response Review date 
Date 

added 
Curr 

Health and 
Safety Risk 
Assessment 

Tony Gaynor, 

Directorate 

Manager, 

Anaesthetics & 

ITU 

ID3421:  Division of Surgery – Anaesthetics 

Steris Tables in Broadgreen Site 

Cause:  Steris table has potential design fault, in that water egress can cause the table to short out 

and lead to fire, as  seen in two separate incidents 

Effect:  Potential fire hazard, harm to patient and disruption to theatre usage. 

Impact:  Patient and Staff safety risk, loss of theatre time, damage to theatre equipment  

Oct 14 8 

(16) 

Designed cover to reduce egress of water, with manufacturer engagement. 

Educated staff to ensure cover was used appropriately and use of water was not 

excessive. 

 

31.1.2015 

Risk 
Assessment 

Paul McNulty, 

Directorate 

Manager, 

Vascular and 

Renal 

ID3183:  Division of Surgery – Vascular 

Ward 8Y Physical environment 

Cause:  Directorate Manager visited Ward 8Y and noticed significant amounts of wear and tear.  

The ward has been damaged in numerous places due to the movement of beds and general heavy 

usage.  There is also lack of disabled facilities. 

Effect:  Lack of disabled facilities impacts upon patient experience and poses an infection control 

risk.  In addition wardrobes are not to standard and cause risk of infection to patients. 

Impact:  Patients have no access to shower facilities and alternative of bed bath is offered, leading 

to patient dissatisfaction.  Risk of infection due to materials used on wardrobes being porous. 

Dec 13 9 

(12) 

Estates contacted to review the areas and "patch" up the problem spots however 

the ward needs modernising and a general overall. 

Discussion are in place to relocate 8Y to 9X which would be a more suitable 

environment for the cohort of patients who attend this ward. 

3 CDTs in 2 months, environment a contributing factor.  Estates work on-going 

and due to be completed early August 

8Y works have been on going but are incomplete.  Return to ward required due 

to HEC move to 3B. Snagging list provided for works to be completed on Monday 

11th with a future plan to remove/encase wooden wardrobes.  A infection risk 

still present but reduced if all works completed to the standard required. 

19/8 - Mock CQC inspection identified and number of issues (see action) 

31.3.2015 

Linked to a 
Strategic 
Objective 

Peter Griffiths-

Evans, 

Directorate 

Manager 

ID3413: Division of Medicine – Dermatology 

Dermatology 2 week rule NCA Patients – Potential to fail Trust Quarterly Targets 

Not meeting the 2 week target for cancer 2WR referrals, current delay > 2weeks. We are also 

experiencing long term sickness and maternity leave, with a Consultant retiring from service and 

has reduced his workload. We are currently advertising for Locum Consultants and have been 

unsuccessful due to the high demand across the country. The local economy does not support 2WR 

and we are the main centre for Skin cancer treatment in Liverpool and the surrounding area. 

Significant risk of failing 2 week cancer target in Quarter 2 which would impact on Trust overall 

performance and achievement and Foundation Trust Status 

Oct 14 12 

(16) 

Medical team currently working extra sessions to increase capacity weekly. 31.1.2015 

Linked to a 
Strategic 
Objective 

Heather 

Rogers, 

Research 

Governance 

Manager 

ID1458:  Corporate services – Research Department 

MHRA Inspection 

Potential triggered or routine MHRA inspection of Trust research activity for drug studies. 

Cost to Trust £20K+ 

Mar 11 4  

(15) 

The Trust will have a routine inspection by the MHRA in the next 4 years. 

Triggered inspections are caused by GCP breaches or complaint to the MHRA. 

Training in GCP of all active principle investigators is a Trust policy. Monitoring 

systems are in place to ensure this occurs 

This is an on-going risk, the MHRA will definitely inspect at least every 4 years 

and possibly more frequently if triggered by an event. 

Current control measures :- 

1. Research Governance committee reporting to RD&I committee and hence the 

board 

2.Sponsorship committee reporting to Research Governance Committee 

3. Quality assurance manager in post to audit compliance 

4. Quality management system approved by MHRA in place 

5. Finance Director sign off of all research studies 

6. external audit including MIAA of governance procedures 

7. Principle investigator sign off for all responsibilities. 

Likelihood of risk is small 

30.06.2015 
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Are there any areas requiring Board attention? 

Item Comment 
ID3432:Loss of company support of major analysers if they process a positive Ebola sample. 
Major suppliers of analysers have informed the department that they will not support maintenance of analysers if they have 
processed a positive Ebola (VHF) sample. The loss of these analysers would severely impact upon the Blood Sciences routine and 
emergency service provision. All affected analysers would have to be replaced at a significant cost. 

Within Haematology there is a standalone analyser that could be used for ?EBola samples. If it later transpired that the 
sample was positive, it would require the isolation of that analyser alone. Which would reduce capacity but not totally 
degrade the service for FBCs. However this option is not open for Chemistry as all the analysers are connected. 

6.15�Risk�Management.pdf
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Clinical Audit

% Statutory audits on track 80% 96%

# locally agreed mandatory audits on track N/A 126

# on programme following SUIs N/A 14

# on programme following Complaints N/A 1

# on programme following mortality alerts (internal/external) N/A 6

Findings & impact: # audit returns with red RAG for quality assurance N/A 3

Mortality review

% of peer reviews taken place in appropriate time frame 90% 77%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 628

# NICE guidance RAG rated Green 0 574

YTD 

target

YTD 

actual

Month 

v. R3m

Item Comment 

Clinical Audit 
programme 
 
Findings & Impact 
 
 
 
 
 
 
 
 
 
 
 
 
 

% statutory audits on track: National Clinical Audit and Patient Outcome Programme 
(NCAPOP) and Quality Accounts (QA). Currently 96% of statutory audits are on track.  
 
There are 126 Local mandatory audits on plan and increase of 2 from the previous 
month. 
 
14 audit returns have been received 
Assurance rating: 
10 Green 
4 Amber 
 0 Red 
 
The following audits have been identified as audits of note: 
 
Due to no narrative being included in the December submission the following 
includes both audit returns received in November and December 
 
Clinical Audit demonstration Red Assurance: 
None 
 
Clinical Audits instigated due to SUI 
 
AC02831 WHO Checklist – Gastroenterology Unit  Assurance: Green 
All standards were met, however the following action was implemented in 
November: 
Raise awareness to all staff to ensure the time out section is completed on the WHO 
checklist on all patients 
 
 

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 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Clinical Audits instigated due to a complaint 
 
AC02525 Renal Transplant complaint, Assurance: Green 
The following standard was assessed and met: 
All Patients with unexplained rise in creatinine are investigated with ultrasound 
doppler and biopsy  
 
 
Clinical Audits instigated due to a Mortality Alert 
 
AC02807 Diabetes UK Mortality & Morbidity Review – RCA, Assurance: Amber 
7 complex cases were reviewed and a root cause analysis carried out for each. 
The following summary has been received from the Clinical lead and the Divisional 
Effectiveness Coordinator who supported the project: 
Patients are not being referred to Diabetes specialists for opinion in a timely fashion.  
There was little recognition that diabetes ‘control’ plays an important role in the 
mortality/morbidity of inpatients with diabetes even if they are admitted for a non-
diabetic related problem.  
There was no apparent regular review of the finger prick blood glucose readings.  
Changes to diabetes medication were only initiated on the advice of the diabetes 
team once a referral had been made.  
For hypoglycaemia the trust policy is not being followed.  
For patients on IV insulin hourly finger prick sugars are not being done/recorded.   
The pressure care screening tools are being used appropriately and appropriate 
prevention measures taken. 
An action plan has been developed, the TAL has reviewed the action plan and 
requested that the actions be made more explicit. The outcome is to be disseminated 
to all divisions. 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AC02668 Palliative Care Recording (to address reputational concerns regarding 
mortality rates press article), Assurance: Green 
The following standard was set: 
All clinical episodes with a Specialist Palliative Care code (Z51.5) should relate to 
patients reviewed by the Hospital Specialist Palliative Care Team (HSPCT).  
Following an audit 98.3% compliance was met. 
No action were required and a reaudit has been scheduled for April 2015 
Statutory Audit results 
 
AC02259 National COPD (BTS) Organisational Audit, Assurance: Amber 
The following review has been provided by the respiratory team and a full action plan 
developed: 
 
Local Unit Findings: 
RLUH scores above average with an organisational score of 41/51 (Median 33; IQR 
30-37) meaning we largely have appropriate policies, organisation and staffing in 
place (e.g. oxygen, NIV, COPD nurses, care bundles, smoking cessation, palliative care, 
access to pulmonary rehabilitation and early supported discharge) 
Admissions for COPD have continued to increase nationally, but proportionately less 
than the increase in medical admissions, which could indicate better community care. 
STAFFING:  
Number of respiratory consultants WTE per 1000 emergency AECOPD admissions is 
5.8 at RLUH, and 6.7 nationally indicating that we are understaffed. 
We have less junior doctor equivalents than the median number in other units, and 
also lower number of specialist respiratory physios and dieticians. Vacancy for 
respiratory technician. 
Staffing for COPD nurses better than average. 
PULMONARY REHABILITATION 
We refer our patients to a service commissioned by Liverpool CCG, provided by LHCH, 
and therefore cannot directly act upon the lack of availability for PR within 4 weeks of 
hospital discharge.  
 
POST TAKE AND WEEKEND REVIEW 
We score well for 7 day working, and review of COPD patients on the respiratory 
wards. However, patients with COPD on non-respiratory wards do not get the same 
level of care. Discharge bundles are not completed at a weekend and there is no 
access to dietician and routine respiratory physio. 
 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
AC02715 Myocardial Infarction National Audit Project (MINAP), Assurance: 
Green 
This audit demonstrated that the Trust compares favourably to the national 
results with the following notable exception: 
Comparison to national averages for %NSTEMI patients having coronary angiography 
RLBUHT (before discharge) 63.9% out of 255 RLBUHT (after discharge) 65.9% out of 
255 National (before discharge) 77.9.9% out of 38473 National (after discharge) 
80.3% out of 38473 
The following two actions have been started and are yet to be implemented: 
Adults with NSTEMI or unstable angina who have an intermediate or higher risk of 
future adverse cardiovascular events are offered coronary angiography (with follow-
on percutaneous coronary intervention [PCI] if indicated) within 72 hours of first 
admission to hospital. 
 
AC02765 National Diabetes Audit (NDA): Core Audit, Assurance: Green 
The following summary was provided by the Diabetes team: 
The results of this National Audit show that for care processes / treatment targets 
and structured education RLBUHT in line with other comparable Trust nationally. 
The report also shows there has been a general improvement in recording across the 
board in 12/13. However, where there are areas that require focus is ‘foot 
surveillance’ and ‘urine albumin 
 
AC02248 Severe Sepsis & Septic Shock (CEM), Assurance: Green 
Two of the 10 standards were met , however green assurance was given as the audit 
demonstrates improves from the previous audit and the Trust is amongst the higher 
percentile nationally. No specific action has been developed due to the Trust wide 
implementation of the Sepsis campaign which should address all issues. Further more 
the Trust will be submitting to the Advancing Quality Sepsis measures. 
 

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

 
 
 
 

AC02192 Bowel Cancer (NBOCAP), Assurance: Green 
Following review by the clinical lead it was reported that the national standards was 
met and surpassed. 
 
AC02874 ICNARC - Case Mix Programme (CMP) Assurance: Green 
A full summary was provided in the October report. 
 
AC01075 National Joint Registry, Assurance: Green 
The NJR currently collects data on all hip, knee, ankle, elbow and shoulder joint 
replacements across the NHS and independent healthcare sector. 
The report was reviewed by the clinical lead who felt that green assurance could be 
provided however an internal audit was required to identify any issues in regards to 
consent in order to improve consent rates.  
 
AC02888 National Prostate Cancer Audit - Organisational Audit, Assurance: Green 
The following summary was received from the clinical lead following review of the 
report: 
RLBUHT meets all the recommendations: 
 
AC02738 Stroke Improvement National Audit Project (SSNAP) - Acute 
Organisational Audit, Assurance: Green 
Overall the Royal Liverpool Stroke Service was awarded a B (Green) rating. 
The individual domain results are as follows: 
Domain 1 - Acute Care - D (Amber) 
Domain 2 - Specialist Roles - A (Green) 
Domain 3 - Interdisciplinary Services - A (Green) 
Domain 4 - TIA/Neurovascular Clinic - A (Green) 
Domain 5 - Quality improvement, training and research - D (Amber) 
Domain 6 - Planning and Access to Specialist Support - A (Green) 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AC01072 DAHNO - Data for Head and Neck Oncology, Assurance: Green 
There are only a very small number of head and neck cancer patients treated at the 
Royal Liverpool and those that are do not have complex problems. This group of 
patients are predominantly treated by Aintree or Clatterbridge and therefore it is 
hard to provide a response to the DAHNO report that is meaningful or relevant for 
our patients. A response has been sought from the Cancer Network regarding the 
poorer performing areas of the report since there maybe be some issues in primary 
care but gaps in service provision identified are not attributable to the Royal 
Liverpool.  
 
AC02675 IBD UK Inflammatory Bowel Disease Audit Round 4 Part 4: Organisational 
audit, Assurance: Green 
The UK IBD audit seeks to improve the quality and safety of care for all IBD patients 
throughout the UK by auditing individual patient care and the provision and 
organisation of IBD service resources, and by assessing inpatient experience and 
patient-reported outcome measures. This audit of service provision is one element of 
the wider UK IBD audit programme.  
Following review by the clinical lead it was felt that all standards within the 
organisational audit were met by the Trust. 
 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AC02505 National Oesophago-Gastric Audit (NOGCA) (upper GI), Assurance: Green 
The National Oesophago-Gastric Cancer Audit covers the quality of care given to 
patients with Oesophago-Gastric (OG) cancer.  
 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mortality 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NICE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Mortality: Figures reported are with effect from October 2013, at which time an 
amnesty was introduced with a caveat that directorates confirm a review of the 
deceased's care had taken place in their Mortality and Morbidity meetings. Currently 
77% of reviews have taken place, 3% increase from the previous month. 
 
Top 3 reporting Directorates: 
Breast – 100% (2 of 2) 
Urology – 100% (7 of 7) 
Emergency department – 94% (243 of 258) 
 
Bottom reporting Directorates: 
Renal Transplant – 0% (0 of 2 completed) 
General Surgery -  52% (33 of 63  completed) 
Infectious Diseases & Clinical Pharmacology – 52% (59 of 113 completed) 
 
Mortality MDT Review 
One mortality MDT meeting took place during December. 
 
 
NICE: Currently there are 628 pieces of NICE guidance that are or are potentially 
applicable to the Trust of these 574 are RAG rated green. Of the 54 pieces of 
guidance not RAG rated green the majority are due to a lack of response from the 
clinical lead in regards to its applicability to the Trust and/or its implementation 
stage. A review of the 54 outstanding pieces of guidance continues. 
 

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

 
Advancing Quality 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Advancing Quality 
At the request of the clinical and Cost Effectiveness Sub Committee the following 
information in regards to the Advancing Quality initiative has been included. 
Discussions and work continue in regards to the following measures: 
 
Heart Failure 
Discharge instructions 
 
Stroke 
Stroke unit admission within 4 hours after hospital arrival  
 
COPD 
The COPD pathway opened for submission with August discharges in November 14, 
work continues to streamline the data collection process. 
 
Full details for all pathways follow on the next page. 
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Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams 
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Advancing Quality Year to End Reporting

Apr 14 - Mar 15 Oct-14 Nov-14 Dec-14 Oct - Sept 14
Rate Rate Rate Rate Num Den Variance

Acute Myocardial Infarction
Evaluation of LV function 97.62% 50.00% 1 2 -50.00%
Statin prescribed 100.00% 100.00% 2 2 0.00%
Referral Made 100.00% 100.00% 2 2 0.00%
Antiplatelet prescribed within 24 hours before or after arrival, or start of symptoms 100.00% 100.00% 5 5 0.00%
Antiplatelet prescribed at discharge 100.00% 100.00% 2 2 0.00%
ACEI or ARB for LVSD 100.00% 100.00% 2 2 0.00%
Smoking cessation advice/counselling 100.00% #DIV/0! 0 0 #DIV/0!
Beta-blocker at discharge 100.00% 100.00% 1 1 0.00%
Fibrinolytic therapy within 30 minutes of arrival N/A N/A 0 0 N/A
PCI within 90 minutes N/A N/A 0 0 N/A
AMI: Composite Process Score (CPS) 99.69% 93.75% 15 16 -6.25%
AMI: Appropriate Care Score (ACS) 98.85% 80.00% 4 5 -20.00%

Heart Failure
Beta-blocker at discharge 95.35% 100.00% 17 17 0.00%
Specialist Review 91.92% 94.74% 18 19 3.83%
LV function evaluation 100.00% 100.00% 28 28 5.00%
ACEI or ARB at discharge 97.10% 100.00% 14 14 0.00%
Discharge Instructions 75.00% 85.19% 23 27 10.19%
Adult Smoking Cessation Advice/Counselling 100.00% 100.00% 3 3 N/A
HF: Composite Process Score (CPS) 90.96% 95.37% 103 108 5.37%
HF: Appropriate Care Score (ACS) 73.72% 85.71% 24 28 10.71%

Hip and Knee Replacement
Appropriate Duration 100.00% 100.00% 53 53 0.00%
Antibiotics one hour prior to surgery 97.83% 100.00% 54 54 4.69%
Antibiotics recommended by local guidelines 100.00% 100.00% 54 54 0.00%
Antibiotics discontinued within 24 hours 100.00% 100.00% 54 54 0.00%
VTE prophylaxis ordered 100.00% 100.00% 53 53 0.00%
VTE prophylaxis given 98.73% 100.00% 53 53 1.67%
H&K: Composite Process Score (CPS) 99.42% 100.00% 321 321 1.07%
H&K: Appropriate Care Score (ACS) 96.65% 100.00% 54 54 6.25%

Pneumonia
Oxygenation assessment 100.00% 100.00% 87 87 0.00%
Initial antibiotic selection for CAP in immunocompetent patients 95.40% 90.48% 57 63 -3.40%
Initial antibiotic received within 6 hours of hospital arrival 88.17% 89.33% 67 75 2.89%
Adult smoking cessation advice / counselling 97.86% 94.12% 16 17 -5.88%
CURB-65 score (introduced April 11) 89.18% 81.25% 52 64 -10.59%
PN: Composite Process Score (CPS) 93.80% 91.18% 279 306 -2.63%
PN: Appropriate Care Score (ACS) 81.52% 77.53% 69 89 -6.76%

Stroke
Stroke unit admission within 4 hours after hospital arrival 76.04% 58.06% 18 31 -20.66%
Swallowing disorder screening within 24 hours of hospital admission 97.34% 91.43% 32 35 -6.49%
Brain scan within 24 hours of hospital admission 98.68% 97.14% 34 35 -2.86%
Aspirin or Antiplatelet received within 24 hours of hospital admission 92.59% 88.89% 24 27 -11.11%
Physiotherapy assessment received within 72 hours of hospital admission 97.31% 91.43% 32 35 -8.57%
Occupational therapy assessment within 72 hours of hospital admission 97.28% 91.18% 31 34 -8.82%
Weighed at least once during the admission process 94.97% 96.88% 31 32 -0.95%
STK: Composite Process Score (CPS) 93.59% 88.21% 202 229 -7.99%
STK: Appropriate Care Score (ACS) 71.15% 51.43% 18 35 -24.08%

COPD (Aug 14 Test Month, CQUIN Live Sept 14 - March 15)
Pulse oximetry performed and targeted oxygen prescribed within 4 hours of arrival 92.31% 13.33% 2 15 -42.22%
Arrange referral for spirometry if appropriate 33.33% 62.50% 5 8 52.50%
Patients requiring NIV should have documented evidence about their ceiling of care options 100.00% #DIV/0! 0 0 N/A
Corticosteroids administered appropriately within 4 hours of arrival 43.33% 38.46% 5 13 -8.60%
Bronchodilators administered appropriately within 4 hours of arrival 50.00% 40.00% 4 10 -17.14%
Antibiotics administered appropriately within 4 hours of arrival 25.00% 15.38% 2 13 -17.95%
Offer smoking cessation support 88.89% 92.86% 13 14 8.24%
Offer pulmonary rehabilitation referral 8.33% 0.00% 0 12 -16.67%
Review inhaler technique 68.75% 100.00% 3 3 38.46%

Provide a written self management plan, including use of rescue meds and contacts 33.33% 17.65% 3 17 -27.81%
If the patients O2 saturation 92% or less, arrange ref. for Home O2 therapy 
assessment 8.33% 7.14% 1 14 -2.86%
COPD: Composite Process Score (CPS) 39.25% 31.93% 38 119 -13.27%
COPD: Appropriate Care Score (ACS) 5.13% 0.00% 0 17 -9.09%

Focus Area/Measure
Oct-14

Year to Date % Reporting Quarter (Q3) Reporting Month
Prev Month 

Comp
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Quality Performance Overview - Trust - November 2014 (Month 8 2014-2015)
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Inpatient Experience Surveys >=91% 250 342 73.0%  qt

Friends and Family Test CQUIN >=75 - - 52  qt

Outpatient Surveys - CRT (% +ve 
performance)

>=90%  qt

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

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

Staff attitude complaints <=41 - -  t

Ward Quality Indicators (NQI audit data) >=90% 2,582 2,781 92.8%  t

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

>=90%  t

Service Quality Assessment - % rated 
green or amber green

>=90%  t

Health Records Performance (casenote 
availability)

>=100%  t

Stroke Care >=80%  nmq

Advancing Quality CQUIN - AMI  q

Advancing Quality CQUIN - Heart Failure  q

Advancing Quality CQUIN - Hip & Knee  q

Advancing Quality CQUIN - Pneumonia  q

Advancing Quality CQUIN - Stroke  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%  q

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

At risk patients refer to dietician >=100%  q

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

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Indicator
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Emergency admissions dementia 
screening (inpatients aged 75+, LOS 
72hrs+)

>=90%  q

Dementia diagnostics for at risk patients >=90%  q

Referral for specialist diagnosis 
following positive diagnostic 
assessment

>=90%  q

Full monthly submission of audit data >=100% - - On Track 

 % of patients receiving harm free care >=90% 687 704 97.5%  t

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 3 704 0.5%  q

VTE risk assessments >=95% 9,175 9,549 96.0%  nq

% appropriate prophylaxis >=98% 7,702 7,702 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 8 23,734 0.34  q

Grade 3/4 PU per 1,000 bed days <=0.00 1 23,734 0.05  q

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

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

>=98% 275 278 98.9%  q

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

>=98% 167 176 94.8%  q

Falls per 1,000 bed days <=3.33 384 70,551 5.45  q

Smoking status recorded (inpatients) >=90%  q

Ratio of MRSA Screens: Elective 
Admissions

>=1.0:1  n

MRSA zero tolerance (in month) <=0 - - 2  nmq

MRSA - Rate per 1,000 bed days YTD <=0.031 8  t

Clostridium difficile toxin - Number YTD <=36 - - 35  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

35  t

Implemented as part of DN 
Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Nov-14

Patient Safety

Patient Safety Thermometer CQUIN

Indicator
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MSSA - Number YTD - - 21  t

E. coli - Number YTD - - 73  qt

VRE - Number YTD - - 4  qt

ESBL - Number YTD - - 6  qt

Mortality (HSMR) <=100  nt

Mortality (All diagnoses) <=100  nt

Discharge summary <= 24 hours 
(inpatient ward areas)

>=95% 1,482 1,866 79.4%  q

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

>=80% 538 712 75.5%  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)

 t

Number of vacancies WTE <=55.0 - -  t

Vacancies recruited waiting to start - -  t

Average time from offer to start date
<=8 

Weeks
- -  t

Recruitment in Nursing [for recruitment currently]

Clinical Indicators

Productivity

Communication CQUIN

People

Workforce

6.18�Additional�Dashboards.pdf

Top

Overall�Page�81�of�173
Page�1�of�2

http://www.eshareuk.com


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 8 2014/15 (April 2014 to November 2014)

Indicator
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Cancelled Operations <=0.6% 78 13,302 0.59%  n

Cancelled Operations 28d breach <=0% 0 78 0.0%  n

RTT: admitted >=90%  n

RTT: non-admitted >=95%  n

RTT: active pathways >=92%  n

Diagnostic waiting times <=1%  t

A&E Waiting Times ( RLBUHT) >=95% 26,327 28,356 92.8%  nm

Unplanned reattendances < 7 days <=5% 746 8,706 8.6%  n

Left without being seen <=5% 9 8,705 0.2%  n

Time to initial assessment 95th 
percentile

<=15 
mins

- - 4 mins  n

Time to treatment decision median
<=60 
mins

- - 43 mins  n

Delayed transfers of care <=2.1%  n

Two Week Waits (urgent suspect. ca) >=93%  nm

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

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

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

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

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

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

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

RACPC waiting time (Quarter to date) >=98% 155 155 100.0%  q

MINAP audit data completeness >=90%  q

Stroke care >=80%  nm

Data Quality on Ethnic Group >=85%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

Indicator
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MRSA zero tolerance (in month) <=0 - - 2  nmq

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.031 8  t

Ratio MRSA Screens: Elective 
Admissions

>=1.0:1  n

Clostridium difficile YTD <=36 - - 35  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

35  t

VTE Assessment >=95% 9,175 9,549 96.0%  q

Activity against plan t

Daycase Rate >=80% 32,906 40,183 81.8%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 38,309 7,277 5.3  t

Av. Length of Spell (Non Elective) <=5.0 170,861 31,524 5.5  t

New to Follow Up Ratio <=2.23 308,797 136,118 2.27  t

DNA Rates <=10% 58,667 503,582 11.7%  t

Emergency Readmissions following non 
elective

N/A  t

Emergency Readmissions rate following 
elect/dc

N/A  t

Theatre Utilisation >=79% 5,399 7,821 69.0%  t

PATIENT SAFETY

Infection Control

VTE

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

Indicator
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Sickness Absence (Rolling 12 mth)% <=3.8%  t

Sickness Absence (In month)% <=4%  t

Turnover (monthly) 0.49%  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 - -  m

PEOPLE

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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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:  27/01/2015 

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?                                                                                                           [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) 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. 

 

Traditionally the minutes of the Board’s committees have been brought to the Board for discussion and adoption.  In 

accordance with the recommendation from the review of the Trust’s Board Governance Memorandum 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 16 January 2015.  Copies of the minutes are available electronically 

for all Board members on e-share.      

 

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) Resources and Performance Committee – 9th December 2014   

   Considered 

 Workforce dashboard including the final response rate for the staff survey, the Trust’s 

performance in the Friends and Family Test and the rates of sickness absence and 

recruitment.  

 Monthly Finance Report – Noted the cash position and areas of under and over performance.  

 Corporate Performance Report - An overview of the Trust’s performance against key 

indicators (4hr standard, Diagnostics, Cancer, Ebola and VTE/EDS) was considered.  

 Risk Register – Considered a report setting out a revised Risk Management Policy proposal. 

 HR policies – Considered and ratified a number of changes to several policies.  

 

   Key Risks 

 Contract discussions with commissioners with regards to over performance.  

 Increasing financial challenges.  

 Pay costs; staff numbers increasing alongside spend on agency/overtime  

 QEP Delivery - Whilst the Trust was performing significantly better than in previous years it 

was still behind plan. Stated that it was important that there was not a recurring gap going 

into 2015/16. 

 

Assurances 

 Cash Working Group Update 

 Capital Costs Report 

 

2) Quality Governance Committee – 13th November 2014 

 

Considered 

 Division of Surgery – Governance Presentation – Particular attention was drawn to the work 

to improve the sickness rate in the division.  

 CQUIN Targets – Considered actions being taken to improve Dementia assessments. 

 Noted that Health Records Performance had not been recorded for four months due to 

staffing issues and the co-ordination of records.  

 The Committee considered the falls data for quarter 2. The work that had progressed to 

rectify underreporting was noted. 

 The Committee considered the themes and lessons learned from the incident and claims 

data. 

 Infection Control Report.  

 Clinical Audit Report. 

 

Key Risks 

 Lack of deep cleaning decant facility (included on risk register)  
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Assurance report from committees  
Mark Grimshaw  

 MIAA had given the Trust limited assurance in respect of the management of complaints 

(included on risk register). 

Assurances 

 Noted that the Friends and Family test had been rolled out to the Dental Hospital. The 

Committee was assured that any issues would be monitored and reported. 

 Advancing Quality – Whilst some areas were graded red these were being managed by the 

Advancing Quality Steering Group.  

 Francis/Berwick/Hard Truths Action Plan – Assurance provided that there would be no 

outstanding actions once the areas of focus for 2014/15 were achieved. 

 

3) Quality Governance Committee – 11th December 2014 

 

Considered 

 An update against the TDA Infection Control Action Plan. Committee informed of the current 

position regarding C. diff numbers and flu vaccine take up. A formal report was scheduled to 

be considered at the next meeting. 

 Patient Engagement Report. A number of initiatives were considered. An action was 

generated to ensure that a further drive on no smoking be highlighted at the next Listening 

Event. 

 

Key Risks 

 Outliers (included on risk register and BAF). Noted that the issue would be graded amber 

(from green) on the CQC Action Plan. 

 Dementia CQUIN target – Trust unlikely to recover payment for screening, identification and 

referral. 

 

Assurances 

 Assurance of risk and governance processes within the Division of Surgery 

 Noted that all four high risk recommendations in the MIAA complaints report would be met 

following the implementation of the Datix complaints module. 

 Assurance provided that there were adequate numbers of staff trained to obtain blood 

culture specimens in order to meet demand. 

 That completed actions against the TDA Infection Control Action Plan were fully embedded 

in the organisation and monitored regularly. Programme of work in development to review 

actions contained in previously completed action plans. 

 Informed of the work undertaken to improve VTE assessment compliance. This included a 

pilot to enable locum doctors to have access to paper forms.  

 MIAA Incident Management Review – Trust was given significant assurances with five 

recommendations (2 medium, 3 low). An action plan had been developed and would be 

monitored by the Patient Safety Sub-Committee. 
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Assurance report from committees  
Mark Grimshaw  

 MIAA Pressure Ulcer Reporting – Found that there was under-reporting of pressure ulcers in 

the Trust. An action plan had been developed and would be monitored by the Patient Safety 

Sub-Committee. 

 Committee was given assurance that good progress was being made against the Quality Plan 

action plan. The CCG had rated the Trust ‘amber’ in terms of delivery of the CQUIN contract.  

 CQC Intelligent Monitoring Report – Assured that there were no major areas of concern. 

 CQC mock inspections process was agreed to be working well. Additional questions had been 

added to the process for further assurance on infection control. 

 

4) Quality Governance Committee –  7th January 2015 

 

Considered 

 Infection Control Quarterly Report – Noted that the Trust was under trajectory for C. diff 

infections and that work was on-going to improve performance on MRSA rates.  

 Informed of the continuous pressures related to full capacity.  A particular increase in the 

number of elderly patients admitted was noted and a delay in discharges due to social care. 

An action was generated to explore why there had been an increase in readmissions. 

 Informed that the Carbapenemase Producing Enterobacteriaceae (CPE) organism was 

becoming more prevalent internationally, nationally and locally.  

 Quality Performance Report – 2014 data. Areas rated red against the Advancing Quality 

targets (Stroke and Heart Failure) were explained.  

 Complaints report – considered an update on the current situation in relation to the 

management of complaints within the organisation in response to an increase in complaints 

received by the Trust during the first 2 Quarters of 2014/15. 

 

Key Risks 

 The Trust had not met the CQUINN target against Dementia.  Action plan developed for 

quarter 4 with the information reviewed on a daily basis.   

 

Assurance 

 Assured that overall good progress was being made against the TDA Infection Control action 

plan. An action was generated to include this in the overall TDA action plan. 

 Informed that the recruitment and retention issues within the Health Records Department 

had been addressed and this would help the retrieval of case notes for mortality reviews. 

 Informed that the current process for undertaking mortality reviews was being reviewed to 

ensure improvement was made against the number of completed reviews, quality of the 

process and to ensure lessons were learned. 

 Assured that a VTE Steering Group was in place in order to improve compliance of completed 

VTE assessments. A paper based system was to be used for locum doctors who did not have 

access to the IT systems.  

 Committee informed that a new process for Outliers had been established.  The process was 

being continually monitored at the Bed Meetings.  
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Assurance report from committees  
Mark Grimshaw  

 Divisional Risk Register Review - The Committee was given assurance that many of the issues 

raised at the meeting were reflected on the risk register.   

 

5) Audit and Assurance Committee – 20th November 2014  

 

Considered 

 External Audit – Noted that the audit process for the Quality Account may change, although 

this was subject to clarification, with the work now being mandated by NHS England. An 

action was generated to inform the Quality Governance Committee.  

 The Committee considered the report which summarised the six themes from losses and 

special payments for the period April – August 2014. 

 Review of Standing Financial Instructions (SFIs) and Scheme of Reservation and Delegation 

(SORD) - Agreed that External Audit/MIAA explore whether other Trusts had sought to 

extend the SID role to provide an additional level of assurance. 

 Considered the report on the Payment by Results (PbR) data assurance framework. 

Confirmed that additional auditing would take place to improve overall costing information. 

 Discharge Planning - Noted that the Trust was developing a patient flow toolkit which would 

confirm roles and responsibilities for discharge planning.  

 

Key Risks 

 Need to demonstrate value for money through a detailed plan for the Accelerator Project. To 

be defined as a specific risk within the audit plan. 

 

Assurance 

 Internal Audit – Progress Report - Comprehensive reports had been provided to the Trust 

detailing findings, recommendations and agreed actions. Agreed actions had been followed 

up by MIAA to ensure that the control issues had been addressed. 

 Internal Audit – Composite Follow up – Assurance provided that there were no high level 

recommendations outstanding. 

 Summary of the losses and special payments for the period   April – October 2014. 

 Considered the quarter 2 Clinical Audit assurance report. Reported that auditing of the 

compliance with the WHO checklist confirmed that all standards had been met. An action 

was generated to develop a framework for assessing value for money from clinical audit for 

consideration by R & P. 

 Board Assurance Framework (BAF). 

 That in response to an internal audit report work was underway to define a process to 

ensure accurate reporting of tender waivers to the Audit and Assurance Committee in 

accordance with SFI 2.1.1 
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Assurance report from committees  
Mark Grimshaw  

6) Transformation Committee – 15th December 2014 

 

Considered 

 Noted that there was engagement with patients, families and visitors, and staff-side in terms 

of design development and readiness for service move for the new hospital.  

 Considered support/funding for further arts in the new hospital 

 Service Re-design update  

 Aintree/Liverpool Configuration 

 Liverpool Life sciences Accelerator 

 Clatterbridge cancer Centre – Noted that that the public consultation had reported over 90% 

of responses in favour of the project and the construction contractor had been appointed. 

 Variation Enquiry - Arisen from the on-going clinical planning review. 

 

Key Risks 

 Activity & Capacity Issues – requirement for bed reductions. Considered at Trust Board on 16 

December 2014. 

 

Assurance 

 Noted that whilst the construction programme for the new hospital had been delayed, 

assurance had been provided that the programme would be met.  

 

7) Research, Development and Innovation Committee – 17th November 2014 

 

Considered 

 Summary of the PID performance of the Trust. 

 NIHR Liverpool Pancreas BRU - advised that the Annual Report had been submitted to the 

NIHR and that positive feedback had been received. 

 Finance dashboard 

 Advised that work had begun on the business case for the Bio-accelerator which would be 

submitted to the NHS Trust Development Authority. 

 BRC creation 

 

Assurance 

 Committee assured that the JRO Sponsorship Committee was working well. 

 

CONCLUSION & RECOMMENDATION  

  

The Board is asked to discuss and note key items, decisions made and linkages to key risks.     
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BAF – 3rd quarter review 2014/5      AUTHOR: Madelaine Warburton 

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:  27/01/2015 
Budget: [Please insert]  Security marking:  None 
Funding source: [Please insert]  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive  Team, QGC, R & P, Audit Jan 15  
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

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

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

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

Have we considered opportunity & risk in the following areas?                       

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 to the Board on the delivery of its strategic 

objectives. The framework informs the Board on the principal risks threatening the delivery of the objectives.  

The BAF aligns principal risks, key controls and assurance alongside each objective.    

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 

The BAF has been discussed by the Executive team.   In accordance with the recommendation from the 

external governance review of the Trust’s risk management arrangements the Resources and Performance 

Committee and Quality Governance Committee have considered their assigned risks to enable the 

committee chairs and executive leads to provide an overview of how the committee has sought and 

considered assurances over the effective management of their assigned risks, used the BAF to inform the 

committee agenda.   

 

The BAF has been updated to reflect additional controls/assurances to address gaps in assurance as well. 

Also emergent gaps in control and assurances have been included as a result of continued monitoring and 

oversight of the delivery of the Trust’s objectives. 

 

The review has specifically focussed on the outstanding gaps/negative assurance to ensure that all action 

have a deadline/date or next substantive review.  

 

In accordance with the recommendation from the external review of risk a heat map is also included in the 

report.  
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BAF – 3rd quarter review 2014/5      AUTHOR: Madelaine Warburton 

A copy of the full BAF is available to all Board members (Link).   

 

The main changes are summarised below:    

Inability to effectively manage demand   

 Development and implementation of patient toolkit to improve control of patient flow. Will be 

implemented in January 2015.  

 Increasing pressure on A & E with ongoing scrutiny and assessment of 4 hour/winter plan, 

reporting internally to R & P and Board and externally. There were some delays in 

implementation of some of the additional controls within the winter plan (refer to substantive 

Board reports). 

 To introduce independent clinical review of long stay patients. 

 

Failure to develop a sustainable local health system  

 Ongoing discussions with local Trusts to increase joint working.  

 To develop 10 year Strategy (to 2025)  

 Potential loss of income from specialist commissioning reflected on the BAF.   

 

Failure to deliver exceptional patient experience  

 Ongoing implementation of action plan to improve complaint handling and learning from 

complaints.  

 Implementation of perfect ward to improve governance of ward performance.  

 Improved patient safety walkabouts.  

 Customer care training to be reintroduced. 

 Perfect Ward reporting and oversight being implemented within agreed framework.  

 

Failure to develop world class workforce 

 The People Strategy has been approved and is being implemented.   

 Continuing challenges in terms of attendance at mandatory training.           

 Need to update performance management and accountability framework to ensure clarity of 

responsibility and accountability.   

 

Failure to maintain financial viability 

 Mitigations plans are being updated which will ensure appropriate plans in place to mitigate risks 

within the financial plan (to be discussed at Board workshop in January 2015).  

 Need to enhance financial monitoring and management recognising increasing financial 

pressures.   

 

Failure to improve health and wellbeing of patient 

 Need to improve mortality review process.  

 Further development of MAPS to ensure effective in providing assurance.   

 Need to implement action plan from complaint handling internal audit.  

 External review of safeguarding commissioned to provide external assurance.   
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BAF – 3rd quarter review 2014/5      AUTHOR: Madelaine Warburton 

Failure to deliver effective IT systems to support delivery of Trust’s objectives 

 Implementation of PMO to oversee IT project.   

 The reporting arrangements for IMT are reflected as red, pending the implementation of the 

revised governance arrangements.   

 The IMT Strategy and Plan are being updated, and reporting of the Strategy and Plan needs to be 

improved.   

 

3. CONCLUSION AND RECOMMENDATION                                   

 

To discuss and approve the proposed scores, controls and assurances provided.  
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   STRATEGIC THEMES 

 
 

REF 

 
 

STRATEGIC RISK 

 
INITIAL 

RISK SCORE 
(Impact x 

Likelihood) 

 
PREVIOUS 
QUARTER 

RISK SCORE 
(Impact x 

Likelihood) 

  
CURRENT 

RISK SCORE 
(Impact x 

Likelihood) M
o

ve
m

e
n

t 

 
 

Improve 
Wellbeing & 

Quality of 
Life 

 
 

Deliver an 
Exceptional 

Patient 
Experience 

 
 

National 
Recognition 

Research 

 
 

World Class 
Workforce 

 
 

Sustainable 
Healthcare 

System 

1  
Inability to effectively manage demand 
 

 
4 x 5= 20 

 
4 x 5 = 20 

 
4 x 5 = 20 

  
  
    

 
X 

 
X 

   
X 

2  
Failure to play a lead role in the 
development of a sustainable local 
health system.  

 
5 x 4 = 20 

 
5 x 3 = 15  

 
5 x 3 = 15   

 
X 

 
X 

   
X 

3  
Failure to deliver an exceptional patient 
experience   

 
4 x 4 = 16 

 
4 x 3 = 12 

 
4 x 3 = 12 

 

 
X 

 
X 

   

4  
Failure to develop a world-class 
workforce 

 
4 x 4= 16 

 
4 x 3 = 12 

 
4 x 3 = 12 

 

 
X 

 
X 

 
X 

 
X 

 

5  
Failure to maintain financial viability 
 

 
5 x 4 =20 

 
4 x 4 = 16 

 
4 x 4 = 16 

 
 
 

 
X 

 
X 

  
X 

 
X 

6  
Failure to improve the health and 
wellbeing of our patients  

 
4 x 4=16 

 
4 x3=12 

 
4 x3=12 

   

  

 
X 

 
X 

   
X 

7  
Failure to achieve national recognition 
for our research and innovation  

 
4 x 3 = 12 

 
3 x 2 = 6 

 
3 x 2 = 6 

   
 

 
X 

  
X 

  

8  
Failure to deliver effective IT systems 
and infrastructure to support delivery  

 
5 x 4 = 20 

 
4 x 4 = 16 

 
4 x 4 = 16 

 

 
X 

 
X 

   
X 

9  
 Threat to Trust’s reputation 
 

 
5 x 3 = 15  

 
4 x4 = 16 

 
4 x4 = 16 

 
      

 
X  

 
 X 

 
X 

 
X 

 
 X 

STRATEGIC THEMES MATRIX 

 

Movement 
The direction from last reported quarter 
 
     Indicates deterioration from last reported quarter 
    Indicates same level from last reported quarter 
     Indicates improvement  from last reported quarter 
    New item added since last quarter 
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BAF Risk Heat Map 
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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: Trust 

  Date of board meeting to discuss this paper:  27th January 2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Please see appendix for details of full audit trail of this paper 
 

 

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          

This paper forms part of the quarterly update that is provided to Board. 

Patient Safety forms part of our Trust values and is one of our quality objectives for 2014/15. 

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

 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                                   

 

 It is important for the Trust to ensure that mortality, as measured by SHMI and HSMR, is within expected 

parameters.   

 Recommended for the Board to note overall performance and the proposed/embedded process improvement 

in various aspects of patient safety and clinical deterioration 
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MAIN REPORT: Mortality and Patient Safety 

1. Mortality 

Dr Foster Mortality Data Update – Aug13 to July14 

1.1 Crude Mortality 
Aug13 to July14 Crude rate Expected rate 
Crude mortality 1.34% 1.51% 

1.00%

1.20%

1.40%

1.60%

1.80%

2.00%

2.20%

Q
4

 2
0

1
0

/1
1

Q
1

 2
0

1
1

/1
2

Q
2

 2
0

1
1

/1
2

Q
3

 2
0

1
1

/1
2

Q
4

 2
0

1
1

/1
2

Q
1

 2
0

1
2

/1
3

Q
2

 2
0

1
2

/1
3

Q
3

 2
0

1
2

/1
3

Q
4

 2
0

1
2

/1
3

Q
1

 2
0

1
3

/1
4

Q
2

 2
0

1
3

/1
4

Q
3

 2
0

1
3

/1
4

Q
4

 2
0

1
3

/1
4

Q
1

 2
0

1
4

/1
5

Ju
l-

A
u

g 
2

0
1

4
/1

5

Dr Foster All Diagnoses
Mortality Rate Trend By Quarter

Crude Rate Expected Rate

 
Figure 1, Crude mortality 

Aug13 to July14 Crude rate Expected rate 
Crude mortality excluding daycases 2.46% 2.79% 

1.50%

2.00%

2.50%

3.00%

3.50%

4.00%

Q
4

 2
0

1
0

/1
1

Q
1

 2
0

1
1

/1
2

Q
2

 2
0

1
1

/1
2

Q
3

 2
0

1
1

/1
2

Q
4

 2
0

1
1

/1
2

Q
1

 2
0

1
2

/1
3

Q
2

 2
0

1
2

/1
3

Q
3

 2
0

1
2

/1
3

Q
4

 2
0

1
2

/1
3

Q
1

 2
0

1
3

/1
4

Q
2

 2
0

1
3

/1
4

Q
3

 2
0

1
3

/1
4

Q
4

 2
0

1
3

/1
4

Q
1

 2
0

1
4

/1
5

Ju
l-

A
u

g 
2

0
1

4
/1

5

Dr Foster All Diagnoses - Excluding Daycase
Mortality Rate Trend By Quarter

Crude Rate Expected Rate

 
Figure 2, Crude mortality, excluding daycases 
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1.2 HSMR 
Aug13 to July14 Relative risk Low confidence 

Interval 
High confidence 

Interval 
HSMR 94.23 89.16 100.34 

70

80

90

100

110

120

2009/10 2010/11 2011/12 2012/13 2013/14 Last 12 months
(Sept13-Aug14)

HSMR Mortality - Relative Risk

 
Figure 3, HSMR 

HSMR relative risk is currently reported at 94.23, despite a recent rebase by Dr Foster. 

1.3 SHMI 
1.087 (published late July 2014, within expected range, period Jan13-Dec13) 

 
 

1.4 Internal data – Crude Mortality 
Emergency admissions in 13/14 to date have steadily increased (see fig 1). Mortality rates since 
commencement of MAPS in Oct ’13 has started to improve (fig 2).  When comparing against 
previous year performance 4.41%, whilst mean performance for 2014 has improved to 3.40%. (2  
proportion test conducted for statistical significance. p value = <0.05). Crude mortality performance 
is indicating a consistent downward trend as observed in SPC chart below.  It also highlights a 
reduction in variation, as shown in figure 3.        
     
If crude mortality rate had continued as previous year (4.41%) the Trust may have observed an 
additional 246 deaths. See fig 4. Assumption that improvements made from driving MAPS to 
address peer reviews, mortality alerts groups etc has contributed to this improvement. 
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Year
Crude 

Mortality

Emergency 

Admissions

2013 1661 37,563               

2014 1415 41,555               

Diff V LY 246 3,992                 

% difference v LY 14.81% 10.63%  Fig 4 

1.5 Mortality Alerts Monitoring 

A multi-disciplinary Mortality Alerts Group was also established and has continued to review and 
audit the mortality alerts produced by Dr Foster. The group audit and review the alerts to understand 
any potential changes in practice, where applicable. Please note that many of these alerts stay as 
an ‘alert’ for approximately 12 months. See appendix 1 

Mortality Peer Review Process 
 
MAPS are fully supportive of the current MPR process which advocates that each and every death 
within the Trust is now subject to a Consultant Led Mortality Peer review. The Medical director 
requested assurance from all Clinical directors and Governance leads that regular M&M meetings 
were happening within their areas prior to re-launch of the MPR process 
The current (MPR) process has been reviewed and all information is now held electronically within 
effectiveness. The next stage of the MPR process is to ensure that lessons learned from the MPR 
process are disseminated widely across all areas of the trust. This will require further work and 
education to ensure that the information within this section is robust, transparent and can inform 
clinical practice. 
 

Division Actual deaths Total Mortality 

Peer Review 

completed 

Completion rate 

as of July ‘14 

Completion rate 

as of October ‘14 

%difference in 

completion 

Medicine 1135 775 68% 76%  8% 

Surgery 301 249 83% 80% 3% 

Trustwide 71% 78%  7% 

 

Whilst the above does illustrate a slight improvement on compliance with peer reviews, various 
pieces of work have been identified to improve the completion of peer reviews including the 
attachment of scales to judge the preventability of death, which enable the Trust to learn lessons 

Fig 3 
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from mortality deemed as potentially preventable. Further engagement with divisional governance 
leads, and engagement with Health Records for timely notes. This work is currently ongoing, and its 
progress will be presented at the next Board update.  

 
Deteriorating Patient 

 
‘2222’ Call Breakdown 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The graph in figure 1 highlights the number of 2222 calls activated for medical emergencies 
compared with the number for true cardiac arrests. The name of the team was changed in May 2014 
from ‘Cardiac Arrest Team’ to ‘Medical Emergency Team’. 
 
The trust has seen an increase in Medical emergency calls due to the integration of the NEWS 
system which show escalation is being followed and patient are reviewed earlier than previously with 
the MEWS escalation system, it is envisaged that once the NEWS system is trust will see a  
reduction in true cardiac arrests and continue to see an increase in Medical emergency calls 
 
The new NEWS documentation has been launched throughout the surgical wards and on the 
Broadgreen site. Role out to the remaining wards will be complete by the end of January. 
 
BGH Transfers group 
The Group have reviewed patients transferred from the Broadgreen site due to a clinical 
deterioration since April 2014. Robust casenote review sessions have taken place and lessons 
learnt identified for action. No RCAs have been requested within this timeframe and the trust has 
seen a reduction in transfers from BGH . Engagement of anaesthetic team to proactively review pre- 
operative patients at BGH  a direct action from SI review which was highlighted during the new 
process of case note reviews. Escalation to Consultant prior to decision to transfer to Royal, 
consultant reviews take place when patient presents with a high MEWS. 
Education given to ward staff regarding deteriorating patient, objective measurement in place to 
capture activity regarding MEWS/NEWS escalation. 
All patient waiting 60 minutes or more after decision to transfer are escalated to CCG. 
 

Fig 1 
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Sepsis 

 
This work forms part of the Advancing Quality (AQ) work, facilitated by AQuA and also regionally led 
by Dr Nsutebu. 
 
The AQ sepsis measures are defined below 
 

  
 
AQ sepsis data for month of September (first submission month) submitted and suggests that we 
provide perfect care for 43% of patients with sepsis admitted to our hospital. We plan to improve this 
to >80% and maintain it next year by utilising various improvement initiatives as listed below; 
 

 A new pathway has been developed which also forms part of the NEWS observations charts, 
currently being utilised on all wards.  
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 Sepsis nurse job agreed and job description agreed in August 2014. The job has been 
advertised and a nurse should be in place in January 2015. 

 Links developed with NWAS who have joined out steering group and plans for formal work 
with them in 2015 on prehospital management of sepsis 

 Over 400 nurses and 200 doctors received training on recognising and managing sepsis 
 Blood culture packs designed and funding agreed in July 2014. LCL expected to deliver in 

January 2015 after initial delay. 
 Process mapping carried out to identify barriers for timely administration of antibiotics and 

used to identify strategies to improve sepsis management 
 Pilot for administration of bolus antibiotics in A & E/ED designed and to be started in January 

2015 
 A live dashboard has been created so we are able to track and identify improvements in 

mortality and length of stay. 
 

 
 
Sepsis Average length of stay 
 
On the back of increased awareness and communications re the Sepsis project, the team anticipate 
an increase in length of stay and mortality over the coming few months as the sepsis pathway now 
also includes instructions for specific coding. However, in light of the above interventions, we do 
anticipate that that outcomes and performance will improve. 

 
Patient Safety 

 
VTE 
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Please see below chart relating to HAT (Hospital Acquired Thrombosis) numbers within RLBUHT. 
 

 
 

Whilst the above graph shows slight variance there is work in place to improve this as listed below; 
 

 Creation of a multidisciplinary VTE steering group (Oct ’14) led by haematologists to manage 
RCAs and to identify key areas of improvement. 

 Review of current VTE policy 
 Improved admission and discharge patient information 
 Improved electronic assessment process making it simpler for medical staff to manage 

patients and help identify those at potential risk of acquiring a clot (PR or DVT) within the 
Trust 

 Review of VTE related prophylaxis and management 
 Sustainable and manageable RCA process with lessons learned disseminated throughout 

the Trust 
 Support with any VTE related mortality alerts and audit, where applicable 

 
 
Falls 
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The most recent data it is encouraging that the number of incidents reported is increasing, whilst the 
number causing moderate/serious harm is fairly static. Although, moderate to severe harm has 
risen, there has been a reduction in fractured NOF resulting from falls with 13 from April to end 
December 2013 against 8 for the same time frame in 2014. 
 
The following interventions are currently taking place to help reduce falls that cause specific harm 
within 2015; 
 

 Improved data collection to identify trends of falls i.e circumstances surrounding fall, toileting, 
trips over objects - ongoing 

 Improved electronic referral process to the falls team, highlighting patients who are assessed 
as being at risk of falling– February 2015 

Medicines Management 
 
Key aims and objectives have been set from 2014-2015 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 : 
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 Improve the knowledge and understanding of the Self-administration policy through-out 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 
 
A robust Forward plan which will report to Quality governance and medicine management group. 
.  

 
 

Monthly count of medication incidents by division 

 

Tissue Viability 
 
• For 2012/13 we achieved our Pressure Ulcers CQUIN, and for the full year the rate was 0.38 
hospital acquired pressure ulcers per 1,000 bed days.  
 
• We achieved fifty plus days without reporting a Grade 4 hospital acquired pressure ulcer 
 
The data below illustrates steady improvements year on year, whilst it has been identified that 
further sustained improvement may be required for  
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Themes identified and work to be taken forward into 2014-2015 
 

 Work will begin with community services to further strengthen the link with communities 
through joint education and teaching 

 Process mapping to help improve the assessment process and identify any potential 
improvements i.e electronic referral 

 Continued teaching at ward level 
 

Mortality and Patient Safety objectives for 2015 
 
Continue with the Patient Safety Huddle  
 
QEP - All areas of the MAPS work is currently subject to QEP and is managed on the QEP tracker. 
Ongoing 
 
Shared lessons learned – use of the intranet as a platform to share lessons learned from RCAs, 
SI, and mortality peer reviews – May ‘15 
RCA training – Training will be introduced from February between service improvement and 
governance to assist staff in completion of robust RCAs – February 15 

 
Safety Passport - Introduction of a Trustwide patient safety information leaflet for patients, visitors 
and carers to highlight simple key points of how patients can raise concerns and also help alleviate 
and manage any patient safety issues– June ‘15 
 
Introduction of an interactive Patient Safety dashboard available on the Intranet – March ’15. 

Please see Appendix 2 for initial image 
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TITLE: QEP END OF Q3 UPDATE  AUTHOR: John Graham 

 FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: John Graham 

x To note 
☐ For decision (insert funding source if financial 

implications).  
Service line 
affected: 

Trust 

  Date of board meeting to discuss this 
paper:  

27th January 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  R&PC 
(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          

The objective of this report is to provide a summary status of the Quality, Efficiency and Productivity (QEP) 
Portfolio to the Executive team as per the agreed QEP governance.  The last report to the Board was in 
October 2014 detailing the position at the end of Q3. The status in this report is representative of the 
Portfolio as of the end of Month 9/Q3, 31st December.  This report will also include a summary of the PIR 
status and findings to date. 
The QEP programme reports to the R&PC on a monthly basis and feedback from the R&PC has been included 
in this report.  However, a decision has been taken to report the most recent position to the Board and 
hence the quarterly board report has not been previously discussed at R&PC. 
 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The report is comprised of:   
1. Q3 Summary Status: Financial, Delivery and Quality;  
2. Post Implementation Review status and findings; 
3. General Update: Achievements in Q3, Plans for Q4;  
4. Conclusion and Recommendation. 

The Board will be asked to consider the current position and agree whether the actions being taken are 
supported. 
 

3. CONCLUSION AND RECOMMENDATION                                   

The Board will be asked to give support for the plan for Q4 and progress on identification of 15/16 QEP plans. 
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TITLE: QEP END OF Q3 UPDATE  AUTHOR: John Graham 

MAIN REPORT:  

1. M9/Q3 SUMMARY STATUS 

 

                                                   

 
M9 Year to Date 

(£m) 
In Year Forecast  

(£m) 
Full Year Forecast 

(£m) 
Stretch In Year 
Forecast  (£m) 

Stretch Full Year 
Forecast (£m) 

Target  £9.777 £17.676 £17.676 £25.000 £25.000 

Actual – Recurrent £4.748 £13.100 £16.054 £13.100 £16.054 

Actual - Non Recurrent £2.733 £4.252 £0.000 £4.252 £0.000 

Actual Total £7.481 £17.35 £16.054 £17.353 £16.054 

Variance to Target -£2.296 -£0.323 -£1.622 -£7.647 -£8.946 

Summary Status 

The year to date QEP position of £7.48m has been achieved through £4.75m (63%) recurrent projects and 

£2.73m (37%) non recurrent projects.  At Month 9, the Trust has a year to date shortfall of £2.3m.  The In 

Year Forecast is indicating the Trust will achieve £17.35m, with the Full Year Forecast showing £16.1m.  There 

has been little movement compared to Month 8 (in year and full year).  In total, projects with benefits of £6.5m 

in year have been fully completed, up from £6.4m in Month 8.  
 

The shortfall both YTD and in year in Month 9 can be attributed to a number of factors and are continuing to 

be addressed: 

- Delayed recognition of savings in Q3: 

o Consultant SPA Challenge. SPAs have been agreed but the process to confirm the change has 

yet to be implemented and hence the savings have not yet been recognised as QEPs. 

o Clinical Admin Review – the changes were largely implemented in September but have not 

yet been recognised.  Primary reasons: clarity of where resources have been released and 

whether any additional temporary costs have been incurred.  QEP PMO are supporting the 

analysis and working with the Project Team and Divisional Accountants to recognise in M9.  

o As previously, Drugs Savings have not materialised as expected.   

- Delayed projects in Q3: 

o Paper Free Health Records; Pathway Redesign – Hepatology; Standardisation of terms and 

breaks; Specialist Nurses Review; Royal Cadets; Interpreter and Translation Services;  

- Benefits not delivered as expected in Q3: 
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o Nursing Governance; Coding Review; Establishment Vacancy Analysis; Reimbursement of 

Aransep; Private Patients Review; Aseptics Production 

- Quality efficiencies e.g. LOS savings are now being recognised but are being recognised non-

recurrently.  The intention is that part of the savings will become recurrent in M12 depending on the 

outcome of the contract negotiations. 

 

Effort has been made, by all Programmes to identify the 15/16 QEP projects.  As a result, £14.5m or 58% of 

the 2015/16 QEP stretch plan was identified by the end of Month 9.  This is behind plan to identify 80% of 

the stretch £25m target for 15/16 by the end of November however Programme Leads are regularly meeting 

to discuss and work up potential projects.   

 

In addition to monthly programme meetings, the format of the remaining Strategic QEP meetings in 2014-15 

(from 26th November ’14) have been amended to review each programme against:  

1. 14/15 actions to achieve plan and update on any projects with red benefit or delivery status;  

2. 15/16 identification of stretch target;  

3. Quality sign off status and  

4. Any issues for escalation.   

The papers circulated prior to the meeting included a standard template for each programme to update 

against as per the Portfolio Summary below. 

 

 

Benefits Status 

The Benefit RAG status reflects the confidence in the benefits for a project being delivered and is highlighted 

as RED if either the benefits haven’t been identified or if there is a high risk that the stated benefits won’t be 

3Strategic QEP, 12th January

Portfolio Summary as of 09.01.15
.

Identified In Year Savings for 2014/15
Project Phase Trust Divisional Directorate Total
Idea £15,000 £0 £277,543 £292,543

Initiation £2,068,000 £150,000 £829,560 £3,047,560

Delivery £3,389,900 £535,556 £537,060 £4,462,516

Close Out £1,790,000 £585,000 £783,820 £3,158,820

Completed £527,194 £2,257,212 £3,614,482 £6,398,888

Total £7,790,094 £3,527,768 £6,042,465 £17,360,327

Target (@£17.7m) £5,000,000 £4,502,000 £8,174,000 £17,676,000
Stretch (@£25.0m) £25,000,000

Identified In Year Savings for 2014/15 by Benefits Type`

2014/15 In year £ No of Projects

Enabler £0 3

Income £1,914,060 50

Non Pay £9,069,269 103

Pay £4,668,507 92

Quality £1,708,491 56

Total £17,360,327 304

Confidence in Benefits Realisation & Delivery 
R A G Total

Benefits RAG £2,885,638 £4,299,067 £10,175,622 £17,360,327

Delivery RAG 39 113 152 304

Future Years QEP Plans
Sum of 15/16 FY Plan £ % 15/16 Stretch Sum of 16/17 Plan £

£14,341,642 57% £7,408,279

Quality Sign off status
No of Projects 
(Delivery-Completed) % signed off QIA overdue? PIR overdue?

196 74% 1 2

Summary of Savings for 2014/15

YTD
Recurrent as a 

% of YTD In Year F/c
In Yr F/c % of 

Target Full Year F/c
Full Yr F/c % 

of Target

Total £8.182m 65% £17.360m 98% £16.086m 91%

Summary
• 14/15 actions being taken

• Recovery plan for Red Projects

• 15/16 actions being taken

• Quality Sign off -

• Issues for escalation
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achieved. The Benefits RAG rating is currently showing that savings of £2.9m in year (£3.4m full year) are 

rated as ‘Red’ which is a decrease on the previous month of £0.9m (£0.7m full year). This is comprised of 53 

projects, of which 27 are at Idea or Initiation stage where the benefits are yet to be confirmed. The In Year 

value of projects rated ‘green’ has remained the same as Month 8. 

 

Projects at Idea stage amount to £221k in year and £164k full year recurrent. These projects need to be 

developed further to ensure benefits are delivered in 2014/15. There are £3.1m in year savings at the 

Initiation stage, £412k being RAG rated ‘Red’ and £1.98m being RAG rated ‘Amber’, again these projects 

need to progress to realise the 2014/15 benefits.   

Delivery Status 

The Delivery RAG reflects whether a project is delivering to plan and is highlighted as RED if the planned 

milestone is missed and hence may impact when benefits are realised.   The Delivery RAG rating is currently 

showing that savings of £4.2m in year (£4.4m full year) are rated as RED. This is spread over 44 projects.  

 

The Delivery RAG ratings are being monitored monthly and compared to Month 8 shows some progress of 

the projects from Idea stage to the Completed stage. The full year recurrent value of projects with a Delivery 

RAG rating of ‘green’ has remained static, although the number of projects at the completed stage has 

increased by 10 compared to Month 8. 

Quality Status 

Quality Sign off of all QEP projects by the Chief Nurse and Medical Director has increased to 74%.  

Agreement was reached in the Strategic QEP meeting that projects will not be moved into Delivery without 

this sign off.  It has also been recognised that the paper sign off process is time consuming and risks loss of 

signed templates hence an electronic process will be enabled.  For this reason, enablement of the electronic 

sign off process has been committed to by 31st January, 2015.  In the meantime, email sign off is now 

supported and a meeting on the 19th January has also been arranged for templates to be brought to Lisa 

Grant and Peter Williams for sign off. 

The completeness of Quality Impact Assessments (QIAs) for projects greater than £100k is now at 100% up 

from 94% in Month 8.   
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Post Implementation Reviews (PIRs) – Five projects were requested for Post Implementation Review by the Chief Nurse and Medical Director. A 

summary of the status of each is detailed in the table below. 

QEP 
PIR 
ref 

Clin Eff 
Ref 

Programme Project Name Exec 
Sponsor 

Planned date for 
completion 

Date 
Completed 
or latest 
estimate to 
complete 

Status Comment 

1 AC02800 Medicine JUNIOR 
DOCTOR RE 
BANDING ( 
YEAR 3) (DIV 1) 

Hilary 
Stennings 

30/09/2014 26/11/2014 Completed The Junior Doctors re banding exercise was a Budgetary 
exercise to realign the Divisional Plans for the Medical 
staff to ensure that the Budget was correct and included 
Banding at the appropriate Level for the posts in the 
plans and the “Excess of the Budget”, £415K, was taken 
to QEP. This had no impact on Quality or Service 
Delivery. 
Reviewed summary with Medical Director and Chief 
Nurse.  Email approval confirmed that no further review 
was required.  

2 AC02801 Medicine NURSING 
SAVINGS - 
BAND 
5  CONVERSION 
TO BAND 3 
(A&E2) 

Hilary 
Stennings 

30/09/2014 26/11/2014 Completed Small recurrent saving (£16k) due to some small skill mix 
savings in A&E with no impact on quality. Small changes 
like this happen each year and have never been looked 
at more at bringing us in line with benchmark 
organisations, certainly A&E, where these changes are 
subject to Workforce scrutiny where these issues are 
discussed before anything is agreed. 
Reviewed summary with Medical Director and Chief 
Nurse.  Email approval confirmed that no further review 
was required.  

3 AC02802 Medicine Nursing skill 
mix replace 
band 6 with 

Hilary 
Stennings 

30/09/2014 26/11/2014 Completed Small recurrent saving (£6k) due to some small skill mix 
savings in Cardiology with no impact on quality.   As part 
of the Directorate vacancy scrutiny and QEP process 
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band 5 CCU 
(CARD 2) 

posts are reviewed when they become vacant and skill 
mixes and unit requirements re-considered before 
recruiting new staff.  A band 6 post became vacant on 
the Coronary Care Unit and it was considered that the 
post could be replaced with a band 5 appointment. 
Small changes like this happen each year and have 
never been looked at more at bringing us in line with 
benchmark organisations, where these changes are 
subject to Workforce scrutiny where these issues are 
discussed before anything is agreed. 
Reviewed summary with Medical Director and Chief 
Nurse.  Email approval confirmed that no further review 
was required.  

4 AC02803 Surgery Workforce 
Review - B6 - 
B5 posts 
(CCU1) 

Teresa 
Keyes 

31/10/2014 23/01/2015 Audit 
report 
with PW 
and LG for 
review. 

In the financial year 2013/14, this has resulted in £143k 
saving from 24 WTE nurses being replaced at Band 5 
following resignation of Band 6 staff nurses and as per 
the agreement reached in 2008. Audit report sent to the 
Medical Director and Chief Nurse for review and 
approval. 

5 AC02805 Surgery 12 beds to 
close on 
Orthopaedics 
Ward 4X  (Div 
10) 

Teresa 
Keyes 

31/01/2015 30/01/2015 Re-audit 
action 
with PW 
and LG for 
review.  

Audit completed by 30th September as planned,  
Reviewed by Trust Audit Lead and agreed that further 
data would need to be analysed at end of M9.  Hence 
due to complete analysis by 31st January.  Analysis has 
now been completed and is currently in review with 
Medical Director and Chief Nurse. 
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2. GENERAL UPDATE 

Achievements in Q3 

- The QEP SharePoint site is continuing to be developed including Approval workflow. 

- The first projects have had Quality efficiencies recognised: HPB Pathway Redesign £91k and COPD 

£123k.  These project are both LOS savings and a similar approach will now be taken for all LOS 

projects.  Readmission reduction related savings are next to be agreed.  

- Detailed Programme Reviews to report progress against 14/15 as well as identification of the 15/16 

plan. 

- The 15/16 and 16/17 plan now includes Transformation Service Redesign projects, for example 

Project White Space. 

- QEP Evaluation Paper presented to Executive Team to highlight what has worked well in 14/15 and 

agree on priority improvements for 15/16. 

Plans for Q4 

- CMT focus group to engage with broader audience in support for improvements in Trust change 

delivery in 15/16 and beyond. 

- Improve completion of Quality sign off, QIAs and PIRs including enabling electronic sign off and 

simplifying the processes. 

- Identification of new PIR projects in January 2015 as well as implementation of learnings from the 

first PIRs completed. 

- Fully identified and signed off projects for 15/16 to meet the stretch target of £25.0m 

- Refresh and re-communication of the QEP governance document in readiness for 15/16 delivery 

3. CONCLUSION & RECOMMENDATION 

The Board will be asked to give support for the plan for Q4 and progress on identification of 15/16 QEP plans. 
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GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Donna McLaughlin 

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  27/01/2015 

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

Other forums where this has/will be discussed:  Executive Team, CCG contract meetings, TDA IDM meeting 
 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
xx Patients ☐x Regulators (PCT/SHA, Monitor, CQC etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Increased risk of mortality State: CCG contracted penalty State: Achievement of national patient 
due to overcrowding in ED  standard 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The achievement of the 95% 4 hour standard is a key patient experience metric, which the Trust has struggled to 

consistently achieve.  It is also well researched that crowding in ED departments can impact on mortality.  The Board 

received a paper in June demonstrating the overall strategy and a monthly update was asked for.  In December the 

Board approved a revised TDA performance trajectory for quarter 3. 

This paper articulates December’s performance and will be supported by a presentation to Board.  The Trust achieved 

November but was off trajectory from the last week in November and achieved 88% for December. 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How did the Trust perform in December? 

 What actions are being taken to address under performance? 

 What are the governance arrangements to ensure that these actions are delivered and if necessary further 
mitigations are put in place? 

 What are the key risks and issues to the organisation? 

 

3. CONCLUSION AND RECOMMENDATION        

 

The Board is asked to note these actions and progress taken. 

 

 

 

MAIN REPORT:  
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1. Introduction and Purpose 
 
The Trust achieved November at 95.76%, achieving 3 out of 4 weeks.  The Trust did not achieve December at 88%, 

with all weeks being below 95%. 

A trajectory to recover quarter 3 was agreed at last month’s board.  As at the end of November the Trust was 

marginally ahead of this trajectory.  The Trust was reliant on over achievement (96.5%) for December.  From 30
th

 

November the Trust has been off trajectory.  The size and scale of performance is in line with England’s average. 

2. Results 

The graph below shows the 4 hour emergency access weekly performance (April to end of December 2014). 

WEEKLY PERFORMANCE BAR CHART 

 

The reporting period for December was 3
rd

 December to 28
th

 December (a 4 week month).  The reporting period for 

January – 29
th

 December to 1
st

 February. 

The chart below shows the breach reasons for December (expressed as a % and by actual patient numbers). 

 

 

 

 

December breaches by reason 
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Too Ill to 
Move, 87, 9% 

Late ED Dr, 
287, 31% 

Late Spec 
Dr/Late Ref, 

49, 5% 

Beds, 470, 
51% 

Diagnostics 
or Treatment, 

24, 3% 

Other, 6, 1% 

DMc�4�hour�Emergency�Care�Stan

Top

Overall�Page�120�of�173
Page�3�of�6

http://www.eshareuk.com


RLBUHT BOARD PACK

 
 

  
 

TITLE: ACHIEVEMENT OF 4 HOUR EMERGENCY CARE STANDARD 

STANDARD AUTHOR: DONNA McLAUGHLIN 

3. Analysis 
 

In common with the country RLBUHT has experienced significant pressure within the ED department.  The Trust has 
failed to deliver the NHS Construction pledge to deliver 95% of all patients admitted and discharged within 4 hours of 
attending the Emergency Department.  In the midst of a crisis it can be difficult to evaluate why.  However, there are 
some consistent themes emerging: - 
 

 The predominant reason for breaching 4 hours is waiting for a bed, followed by ED review when the 
department is crowded with inpatients. 

 Discharges during for the 3 weeks up to Christmas were below the last 3 years average, by approx. 80 beds 
worth.  The ‘miracle’ of Christmas eve/day discharges did happen to a similar level of previous years.  
However, the Trust did not create significant capacity, prior to Christmas to manage the holiday GP/social 
care shut down. 

 ED attendances are up approximately 5% on previous years, which of itself is not ‘unprecedented’.  
However, there has been an increase in sicker, higher dependence patients.  The minor or workstream 
(patients who are not admitted) is declining with a sharp decline during days of high media reports of a 
“winter crisis”. 

 The age profile of admitted patients is increasing.  In 2014 297 beds were filled with patients aged over 75.  
On 8

th
 January there were 380 patients over 75 in the hospital. 

 The Trust has Medworxx system which gives us a daily snap shot of patients on the Royal site on average 
for 16% of our patients could be managed in another case section.  Last week this figure was 19% and over 
recent weeks it has peaked over 20%.  There has been a deterioration in discharge assessment process 
within community and social care partners and a longer wait for packages of care especially for high level 
home care support. 

 
The “Royal ED crisis” is to hold an increase in case and the lack of egress for admitted patients. 

 
4. Winter Plan – assumptions 

 
The October Board meeting approved the winter plan/system resilience plan, which included expenditure against the 
national additional winter money.  The planning assumptions for this plan was based on the requirement for 60 more 
beds or equivalent; 18 for October, rising to 41 in December and cumulating with the full 60 for January to manage the 
most challenging quarter 4 activity levels.  The Trust was behind by 11 out of 41 beds for December.  These related to 
schemes involved participation from partners and are out of our sole control of RLBUHT to fix the increase in demand 
and removal of 2 beds for Ebola means the deficit is 16, on top of the original requirement for an additional 19 beds (or 
equivalent).  Given the ongoing pressure surrounding the discharge process an additional 3 beds are required to 
mitigate any ongoing deterioration in community services.  Therefore the Trust needs to create an additional 38 beds 
(or equivalent) to manage the anticipated quarter 4 demand.  This is in addition to the 30 already created. 

 
5. Operational Response 

 
The revised winter plan at a high level contains the following elements: - 
 

Scheme Total 
Potential 
Capacity 

Jan Wk 
26 Jan 

Feb March April 

Hospital at Home* 6 0 3 4 6 6 

Frailty Unit* 3 0 0 3 3 3 

Internal Medicine* 
Floor/7 day 

12 0 0 6 12 18 

ED assessment area 6 0 0 0 0 6 

Operational CCP – week* 6 0 4 6 6 6 
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Ground floor escalation 
ward 

12 12 12 12 12 0 

Day case beds 6 0 0 0 0 0 

Total 51 18 19 31 39 39 

Demand  38 38 38 38 38 

Gap  (20) (19) (7) +1 +11 

 
(*) Bed equivalent schemes 
 
This plan is based on averages and does not take into account variability of discharges/admissions throughout the week 
and within the day with the Sun – Tuesday being the most challenging days.  This model assumes 100% bed occupancy 
at midnight of all general and accessible beds. 
 
Hospital at Home 
The Trust has commissioned directly with a private care provider to manage patients waiting for home care packages to 
start thereby releasing acute beds. 
 
Frailty Unit 
This is a multi-agency service between RLBUHT, Liverpool City Council and Liverpool Community Trust.  It has been 
operational Monday to Friday 9-5pm.  From February there is sufficient staff to increase this service to 7 days.  This 
should reduce LOS to equivalent of a further 3 beds. 
 
Internal Medicine Floor – 7 day 
This was planned as part of original winter plan, and is an outstanding recommendation by ECIST (Emergency Care 
Intensive Support Team).  It is a radically different way of managing short stay/general medical conditions by assertive 
twice daily ward rounds over 90 beds over 7 days.  The benefits of this change will realised over time. 

 
ED Assessment Area 
Additional investment has been made into ED to create a dedicated emergency triage area within the ground floor.  This 
will remove the use of Emergency Triage in the corridor. 
 
Operational – CCP Week 
CCP week (coffee, croissant and a plan) week 26

th
 January.  Last year the Trust ran a successful ‘operational fresh start’ 

week.  The lessons learnt have been accommodated into the 4 hour action plan.  This week will be used to embed areas 
of good practice and the recommendations from the TDA observation visit of the 3

rd
 November.  This will include: 

 Ward ‘working day’ to commence at 8am with board rounds throughout the medical wards. 

 8.30am all medical specialties tempted by coffee and crossaint to come together in AMU to agree 
allocation of patients from ground floor to the correct specialty beds.  

 Launch patient toolkit which outlines roles and responsibilities for all staff groups involved in patient 
flow. This will cover the action from the previous board meeting discussion surrounding roles and 
responsibility at ward level for discharge arrangements. 

 MDT of patients with LOS if over 4 weeks will be undertaken by a Consultant Geriatrician. 

 Diagnostic wait for CT is now within 24 hours. 
 

Ground floor escalation ward 
In light of the pressures experienced at the beginning of Jan, a risk assessment was undertaken and the area previously 
used by HEC/CCU was opened as an inpatient area.  The CQC have previously recommended the closure of this area.  
The Chief Nurse has discussed this decision with the TDA who understand the rationale.   
 
Day Case Beds 
In extremity day case areas remain open for emergency patients.  This is a last resort as this disrupts planned care and 
the overnight facilities are limited. 
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Gap 
There are daily discussions to manage the capacity ‘gap’, which includes increase in outlying patients (medical patients 
in surgical wards); reduction cancellation of elective cases.  Ultimately, the 4 hour target remains compromised whilst 
there is capacity gap. 

 
6. Strategic Response 

 
The Trust is actively engaged with Merseyside System Resilience Group (SRG) to redesign the discharge pathway.  The 
Trust’s operational response has been discussed with Liverpool CCG and Liverpool City Council. 

 
7. Key Risks 
 

Alongside this revised winter plan is a risk register which includes: 

 12 hour strike Thursday 29
th

 January 9am to 9pm, action short of a strike Friday 30
th

 January to Tuesday 24
th

 
February and 24 hour strike from Tuesday 24

th
 February midnight to Wednesday 25

th
 February midnight. 

 Unexpected changes to activity levels and case mix. 

 Liverpool CCG expressing concerns regarding financial affordability. 

 In ability to deliver elements due to availability of critical staff - medical workforce and therapy staff in time. 

 Capacity of 3
rd

 sector organisation for Hospital at Home scheme. 

 No exit from hospital at home scheme. 

 Potential double counting of LOS efficiency from these plans and the transformation programme. 
 
The BAF score was increased to 20 at the November Trust Board meeting. 
 

Performance Management and Governance Arrangements 

The paper to June’s board outlined the performance management arrangements.  These have been strengthened this 

month with the addition of the Emergency Care Taskforce which meets weekly and reports into the 4 hour Overview 

and Scrutiny meeting. 

The fortnightly overview and scrutiny meeting chaired by the Director of Operations remains in place to oversee the 

delivery of the 4 hour improvement action plan.  Membership of this group includes the TDA and Liverpool CCG.  The 

timing of this meeting has been moved to encourage greater external representation.  The minutes of this meeting are 

reported into Resources and Performance Committee. 

Conclusion and Recommendation 

The achievement of the 95% 4 hour standard is a key patient experience metric, which the Trust has struggled to 

consistently achieve.  The board is asked to note the revised plan whilst noting the ongoing risk to delivery. 
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

Since May 2014 the Trust is mandated to provide monthly safe staffing reports. These reports must fulfill the 

requirements of the NHS Quality Board recommendations for publishing safe staffing figures. The Trust must also 

provide bi annual acuity reviews to accompany this paper.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates in the Month of 

December 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 study that took place in February and July 2014. The board 

received a report on these findings in September 2014.  

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

For December the overall percentage of trained and untrained nursing staff against the actual required is >90%. There 

were ten areas that reported a fill rate of less than 80% across either a day shift or a night shift (80% and above is a trust 

internal target to achieve). There has been increased sickness reported in December and an increase in the number of 

patients who require close observation. The board is asked to note the report and its conclusion that overall nurse 

staffing numbers were maintained in December, they are also to note that the skill mix in areas of the trust requires 

further review and consider how they will gain assurance on how this will be captured and monitored.  
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Safe staffing report:  

 
Purpose  

 
To present the safe staffing report for December 2014 

  
Presented by: Lisa Grant: Chief Nurse 

 
For assurance  

For information  

For decision  

 
INTRODUCTION & BACKGROUND OF REPORT 
 
This report provides an update in relation to safe staffing in the Trust for the month of 
December. The content adheres to the guidance set out in the National Quality Board 
guidance.  

   
This month there has been an increase in the number of areas that highlighted a fill rate of 
less than 80%. On the whole this has been HCA fill rate and due to HCA sickness.  
  
We report 10 areas in December which are: 
 

 7A, 8HDU, 8Y, 9A, 9Y, POCCU, CCU, HEC, 8 BGH, ESAU. 
 
A full analysis of our fill rates is provided below.  
 
Trust level fill rate - December 
 

Site 

 
Day 

 
Night 

 

  

Average fill rate - 
registered 

nurses/midwives  
(%) 

Average fill 
rate - care 
staff (%) 

Average fill rate - 
registered 

nurses/midwives  (%) 

Average fill 
rate - care 
staff (%) 

BGH  95.4% 94.9% 99.6% 87.6% 
RLH 93.7% 93.9% 96.3% 100.3% 
Trust 
total.  94.55% 94.4% 97.95% 93.95% 

 
 
Comparison from the previous month:  
 
In December we reported ten wards with a fill rate of less than 80% across one shift group 
compared to four wards in November. 
 
The overall trust fill rate remains high, although is unfortunately lower than previous months.  
 
Sickness rates in December were higher and this resulted in some difficulties filling shifts.  
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Full report 
 
Section one: Fill rate data 
 
The trust submitted its safe staffing data for December on Tuesday the 13th of January 2015. The tables below are a copy of the data that was 
submitted to UNIFY and what will be uploaded to NHS Choices. Areas where shortfalls have been identified will be discussed in more detail below. 
Please note that planned hours are those that have been agreed, are required for safe staffing and on which our establishments are set.  
 
December safe staffing overview 

Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

2A 1332.5 1298 1312.5 1242.5 589 589 589 576.5 97.4% 94.7% 100.0% 97.9%

2B 1627.5 1339.75 1627.5 1366 589 522.5 589 560.5 82.3% 83.9% 88.7% 95.2%

2X 1405 1342.5 1622.75 1549.75 573.5 564.25 883 854 95.6% 95.5% 98.4% 96.7%

2Y 2187 1917.5 1846 1790.5 869.8 830.56 575.22 556.34 87.7% 97.0% 95.5% 96.7%

3A 2032.5 2197.5 1335 1215 876.06 734.76 584.04 763.02 108.1% 91.0% 83.9% 130.6%

9X 1702.5 1493 1395 1366.5 584.04 584.04 584.04 706.5 87.7% 98.0% 100.0% 121.0%

3X 1162.5 1056.5 1162.5 1077 573.5 573.5 286.75 286.75 90.9% 92.6% 100.0% 100.0%

3Y 1395 1172.5 1162.5 1207.5 620 620 310 340 84.1% 103.9% 100.0% 109.7%

4A 1602 1543.5 1022.5 901.5 666.5 663 643.25 643.25 96.3% 88.2% 99.5% 100.0%

4B 2487.5 2330 1548.5 1468 1333 1175 651 535 93.7% 94.8% 88.1% 82.2%

4X 1515 1292.5 1050 940 664.5 632.25 589 532 85.3% 89.5% 95.1% 90.3%

5A 1937.5 2120.5 1162 1015.5 1302 1211 651 559 109.4% 87.4% 93.0% 85.9%

5B 2015 2057.5 1162.5 936 976.5 871.5 651 587 102.1% 80.5% 89.2% 90.2%

5X 1552.5 1674 1162.5 1622.5 589 598.5 589 788.5 107.8% 139.6% 101.6% 133.9%

5Y 1552.5 1622.5 1162.5 1299.5 589 589 589 684 104.5% 111.8% 100.0% 116.1%

6A 1800 1473 675 681 645 676.5 645 573.15 81.8% 100.9% 104.9% 88.9%

Care Staff

Night Day Night

Average 
fill rate - 
care staff 

(%)

Average 
fill rate - 
RGNs (%)

Average 
fill rate - 
care staff 

(%)

Average 
fill rate - 
RGNs (%)

Ward name

RGNs RGNsCare Staff

Day
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Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

Planned 
hours

Actual 
filled 
hours

6X+REC 2790 2835 1162.5 1350 876.06 942 876.06 885.48 101.6% 116.1% 107.5% 101.1%

6Y 1860 1897.5 1162.5 1275 584.04 584.04 584.04 734.76 102.0% 109.7% 100.0% 125.8%

7A 2092.5 1776 1395 1571 883.5 617.5 573.5 751.75 84.9% 112.6% 69.9% 131.1%

7B 1627.5 1712 1395 1183.5 573.5 573.5 573.5 607.75 105.2% 84.8% 100.0% 106.0%

7X and 10Z 1917.5 1909.5 972 878 1302 1302 0 157.5 99.6% 90.3% 100.0% -

7Y 1535 1374.9 600 567.5 651 651 283.5 273 89.6% 94.6% 100.0% 96.3%

8A 2122.5 1810 1262.5 1294 995.75 963.5 641 545.25 85.3% 102.5% 96.8% 85.1%

8HDU 3720 3615 930 577.5 2604 2541 325.5 210 97.2% 62.1% 97.6% 64.5%

8X 2712.75 2429.25 1595.5 1534 1302 1054 956.5 1032 89.5% 96.1% 81.0% 107.9%

8Y 1847.5 1662.5 1162 861 666.5 661.5 627.75 537.25 90.0% 74.1% 99.2% 85.6%

9A 1567.5 1267.5 465 347.5 596.75 596.75 0 0 80.9% 74.7% 100.0% -

9HDU 1350 1132.5 120 120 555 554.75 74 74 83.9% 100.0% 100.0% 100.0%

9Y 1784 1362 464.5 417 620 610 140 150 76.3% 89.8% 98.4% 107.1%

POCCU 1800 1580 465 330 976.5 966 0 0 87.8% 71.0% 98.9% -

ITU 9015 8895 960 820 6300 6247.5 0 0 98.7% 85.4% 99.2% -

AMU 5460 5000 1740 1526.5 2628.18 2505.72 1092.72 998.54 91.6% 87.7% 95.3% 91.4%

ESAU 1191 1068 777.5 564 651 651 325.5 325.5 89.7% 72.5% 100.0% 100.0%

CCU 930 930 450 360 584.04 584.04 282.6 188.4 100.0% 80.0% 100.0% 66.7%

HEC 2235 1942 442.5 355.5 847.8 847.8 273.18 65.94 86.9% 80.3% 100.0% 24.1%

1BGH 1274.4 1281.4 540.5 533 690 700.5 241.5 231 100.5% 98.6% 101.5% 95.7%

2BGH 731 725 360 360 420 420 136.5 115.5 99.2% 100.0% 100.0% 84.6%

4BGH 744.75 737.45 233.85 233.85 89.4 89.4 89.4 89.4 99.0% 100.0% 100.0% 100.0%

5BGH 1127.5 1030.5 930 1008.25 620 620 310 300 91.4% 108.4% 100.0% 96.8%

8BGH 1395 1258 1627.5 1369.5 589 570 480.5 366.5 90.2% 84.1% 96.8% 76.3%

Day Night Day Night

Ward name

RGNs Care Staff RGNs Care Staff
Average 
fill rate - 
RGNs (%)

Average 
fill rate - 
care staff 
(%)

Average 
fill rate - 
RGNs (%)

Average 
fill rate - 
care staff 
(%)
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Reviewing and publishing of the data 
 
It is important to note that that the report will be published by site which will include the fill rates in the 
table above.  
 
For the purpose of this report we will, by exception, highlight the following: 
 
 Every ward where fill rates have fallen below 80% in month [80% and below has been chosen 

as an internal measure and is not mandated]. This will be highlighted at day shift and night 
shift level and by RNs/Care staff.  

 A full workforce and quality dashboard to review any impact upon performance and patient 
 satisfaction which will be triangulated with the gaps in fill rate for these wards. 
 A clear outline of what is being done to address any risks both in the short term and the 

medium term. 
 
It is important to be aware that a fill rate only provides a figure of hours covered and that extra 
assurance is sought three times a day at staffing huddles [led by the assistant chief nurses] to ensure 
the skill mix is also safe.  
 
There will be a further trust wide acuity study undertaken in February that will be reported to the Trust 
board in April. This will provide assurance regarding the skill mix on the wards and may include some 
recommendations for change.   
 
The senior nursing team are also looking at establishing a nursing pool that will provide more flexible 
support to fill shortfalls when they arise. This will, on the whole, be HCAs who will be employed by the 
trust and expected to provide a minimum number of hours per week. This will increase flexibility with 
staffing as it is more predictable than the current staff bank contract.  

 
 
Triangulating staffing data with patient safety and quality metrics 
 
The completion of the monthly staffing has been undertaken manually by Matrons and checked 
against off duty. This ensures the planned shifts are accurate and that true variances are picked up. 
Summary findings for the month of December are: 
 
 Of the 40 areas reviewed [the remit is for every inpatient designated ward to be included] there 

were 10 areas where less than 80% fill rates were identified across at least one shift [Day or Night].  
 From January 2015 we have commenced collecting A&E data for safe staffing, this will not be 

submitted nationally but will be included in this report in future.  
 
National Quality board report recommendations 
 
One of the key requirements for this report is that the wards highlighted as being under the 
acceptable fill rate [80%] are reviewed against a number of workforce and quality metrics. This has 
been completed for the wards in December and highlighted on the table on page 5.  
 
 % Fill Rate Days RGNs/HCAs and % fill Rate nights RGNs/HCAs 
 % Vacancies based on the whole time equivalent establishment that has been approved 

previously. 
 % Sickness which is always one month behind but provides and overall indication of sickness in 

the previous 12 months. 
 Harm Free hospital care from the most recent safety thermometer submitted. 
 Ward Quality Indicator results [WQI formerly known as NQI] 3 Month performance. This is 

indicated by the RAG rating for the past 3 months to provide an indication of overall performance.  
 The most recent ward Quality Audit [WQA] which is our in depth ward based quality audit. 
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 Falls where moderate to severe harm has been recorded in month. 
 Grade 2- 4 hospital acquired pressure ulcers reported in month. 
 Ward based complaints received in June. It must be noted that these complaints often originate 

from another time and are not a real indication of performance in month. 
 HCAIs reported in the past three months [MRSA/CDT/MSSA/E Coli]. 
 FFT score in month and patient satisfaction* score based on trust surveys. 
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Ward

% Fill Rate 

Days RGNs

% fill Rate 

Days HCAs

% fill Rate 

nights 

RGNs

% fill Rate 

nights 

HCAs % Vacs.

WTE Vacs 

RGN + HCA

% Sickness 

december

Harm Free 

Care.

NQI 3 

Month 

performan

ce NQA

Falls mod 

to severe 

harm. 

Grade 2- 4 

Hospital 

Acquired   

Pressure 

ulcers 

December

Ward 

Based 

Complaint

s received 

in 

December

HCAIs in 

past three 

months.

FFT net 

promoter 

score.

% Patient 

Satisfaction

7A 84.9% 112.6% 69.9% 131.1% 0.75% 2 11.88% 100% A/A/A GA 0 0 0 1 58 83.30%

8HDU 97.2% 62.1% 97.6% 64.5% 14.20% 7 9.74% 100% G/G/NA Green 0 1 1 2 67 No feedback

8Y 90.0% 74.1% 99.2% 85.6% 22.00% 7.1 8.87% 100% G/G/G GA 0 0 1 1 46 No feedback

9A 80.9% 74.7% 100.0% - 11.50% 3.8 567.5 hrs 100% G/G/G GA 0 0 0 0 60 No feedback

9Y 76.3% 89.8% 98.4% 107.1% 0 0 1.80% N/A G/A/G GA 0 0 0 0 60 No feedback

POCCU 87.8% 71.0% 98.9% - 8.20% 2 0.33% 100% G/G/NA Green 0 1 0 1 100 No feedback

CCU 100.0% 80.0% 100.0% 66.7% 0.80% 1 8.52% 100% NA/G/G GA 0 0 0 1 No feedback No feedback

HEC 86.9% 80.3% 100.0% 24.1% 7.10% 2 3.89% 100% G/G/G GA 0 0 0 0 No feedback No feedback

8BGH 90.2% 84.1% 96.8% 76.3% 4.80% 1.5 9.94% 100% G/G/G GA 0 0 0 0 100 68%

ESAU 89.7% 72.5% 100.0% 100.0% 5.30% 1.3 10.07% 100% A/A/G GA 0 0 0 0 No feedback No feedback  
 
Key for NQI 
 
R = Red rating [Less than 75%] 
A = Amber rating [75.1% - 89%] 
G = Green Rating [> 90%] 
N/A = no audit conducted in month 
  
Patient satisfaction scores*. Please note that there was an extremely low survey rate in December. 
 
These are based on the percentage of patients who positively respond to 6 core questions on our monthly patient surveys. These are: 
 

 Were you involved as much as you wanted to be in decisions about your care? 
 Were you given enough privacy when discussing your condition or treatment? 
 Did you find someone to talk to about your worries or fears? 
 Have your medications and possible side effects been discussed with you? 
 Have you been kept informed of your discharge plans? 
 Do you feel safe on this ward? 
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Ward 7A: The ward reported a low fill rate for RGNs on night duty although the HCA fill rate was 
131% as a result of the need for close patient observation and the skills required for the patient group 
in December. Where registered nurse shifts were unable to be filled by the temporary staffing 
resource, HCAs were allocated at times to at least enhance the number of staff working on the ward. 
The higher than average sickness rate (11.88%) has unfortunately contributed to an inability to meet 
the staffing requirements during the month of December. 
 
8HDU: reported a lower fill rate for HCAs on day and night duty and this too was as a result of 
sickness. Performance on the ward is very good and there are no concerns regarding quality of care. 
Patient feedback is excellent with 100% Friends and Family Test score.  The ward has reported 1 
CDT and 1 VRE in the past three months.  
 
Ward 8Y: The ward reported low HCA fill rates on day duty although the RGN fill rate remained 
appropriate. Vacancies are high on this ward with 5 WTE band 5 staff and 2.1 WTE band 2 HCAs. All 
posts have been recruited into although there will be an on-going gap before successful candidates 
commence in post. Performance on ward 8Y has remained good with monthly ward audits for the past 
three months being rated green. Patient feedback is also positive based on the friends and family 
results.  
 
Ward 9A: The ward reported a low HCA fill rate on day shifts, the RGN fill rate is above 80% but only 
just. Performance indicators are good within this ward, although the high number of vacancies in this 
area has had a direct impact on the ability to staff the ward effectively. Recruitment has recently taken 
place and it is envisaged that this will contribute to a significant improvement. 
 
Ward 9Y: The ward reported a low RGN fill rate on day duty. The sickness levels were high and are 
currently under review. Performance remains high and patient feedback is good although the 
manager of this area is working closely with HR to ensure all appropriate processes are being applied 
in order to reduce sickness episodes going forward.  
 
POCCU: The ward reported a low HCA fill rate on the day shifts. As a result of this area having a 
much lower allocation of HCAs, due to the nature of work undertaken here, the impact of annual leave 
allocation and sickness has more of an impact on HCA fill rates. The directorate are examining ways 
of utilising HCAs from other areas more effectively during periods of sickness or when leave is 
allocated. Performance on this ward remains high.  
 
CCU and HEC: The wards report a low HCA fill rate on night shifts. This is due to vacancies for the 
newly merged ward [in terms of staffing] which have 3 in total to recruit. It is important to highlight 
however that there have been 13 new starters in January. Performance on both of these wards is 
consistently high.   
 
Ward 8 Broadgreen: HCA cover was low for night duty and this was as a result of short term 
sickness and therefore an inability to cover planned twilight shifts. There is a low vacancy rate and 
excellent levels of performance on the ward. Patient feedback on the whole is very positive. The ward 
manager has reported that the twilight shifts will be covered from January onwards.  
 
ESAU: The ward reported a low HCA fill rate on day shifts. This is due to a higher than average HCA 
sickness rate reported in December. Ward level performance is consistently high. Patient feedback 
has not been obtained in December and this issue has been discussed with the ward manager in 
order to improve this situation moving forward in ensuring patient feedback is routinely attained.  
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Report summary and recommendations 
 
Sickness in December has had an impact upon the fill rates on the wards along with an increase in 
the number of requests to provide additional cover to meet the needs of vulnerable patients with close 
observations. There has been a significant increase in the number of patients we are now managing 
subject to a deprivation of liberty order [DOLs], where additional nursing resource is required in order 
to safeguard these patients.  
 
An acuity and dependency review lasting four weeks will be undertaken Trust wide from 2nd February 
2015. Any key issues from this audit will be shared with Trust Board. 
 
The questions this report wanted to answer was: 

1. What are the fill rates for our wards based on the skill mix that was agreed in the last 
establishment review? 
2. What are the gaps and why are they there? 
3. Has there been any obvious impact on quality and safety? 
4. What are we doing about the issues we identify? 

 
Wards that are below the agreed minimum fill rate continue to be reviewed three times daily and bank 
staff availability is prioritised according to patient dependency on the day. This is led by the Assistant 
Chief Nurses and the Matrons. All decisions made at the meetings are recorded and available for any 
audit purposes.  
 
The close observation policy is also under review and the senior nursing team are looking at ways to 
deploy staff for close observations in terms of priority. As mentioned above, we are seeing an 
increase in the number of patients that are now subject to a Deprivation of Liberty Safeguard (DOLS) 
and this increase will be recorded onto divisional risk registers, as it is anticipated that this increase 
will continue further to the introduction of new legislation in 2014. 
 
  
 
 
 
.   
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
      For assurance 

 
Sponsor: Ros Edwards/Madelaine Warburton  

☐ To note 
X For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  27/01/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:   
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

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

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

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

Have we considered opportunity & risk in the following areas?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

New fundamental standard regulations – the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 – 

will come into force for all providers on 1 April 2015, subject to Parliamentary process and approval. Within the new 

regulations, the fit and proper person requirements for directors for NHS bodies came into force on 27 November 2014.   

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                    

This paper outlines how the Trust will meet the requirements of the “fit and proper persons” standard. 

 

 

3. CONCLUSION AND RECOMMENDATION                                   

 

The Board is asked to approve the proposed actions the Trust intends to take to ensure compliance with the 

requirements of the fit and proper person requirements.  
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MAIN REPORT:  

ANALYSIS  

                                                   

The regulation: fit and proper person requirement for directors 

Currently providers have a general obligation to ensure that they only employ individuals who are fit for their role and 

they are required to assess the fitness of nominated individuals (organisationally determined, but usually directors) to 

ensure that they are of good character, are physically and mentally fit, have the necessary qualifications, skills and 

experience for the role, and can supply certain information (including a Disclosure and Barring Service (DBS) check and a 

full employment history). 

 

The new fit and proper person requirement for directors has a wider impact, in both the scope of its application and the 

nature of the test.  It makes it clear that individuals who have authority in organisations that deliver care are 

responsible for the overall quality and safety of that care and, as such, can be held accountable if standards of care do 

not meet legal requirements. 

 

It will apply to all directors and “equivalents”. This will include both executive and non-executive directors of NHS trusts 

and foundation trusts.  It will be the responsibility of the Chair to ensure that all directors meet the fitness test and do 

not meet any of the “unfit” criteria.  In addition to the usual requirements of good character, health, qualifications, skills 

and experience, the regulation goes further by barring individuals who are prevented from holding the office (for 

example, under a directors disqualification order) and significantly, excluding from office people who: 

"have been responsible for, been privy to, contributed to or facilitated any serious misconduct or mismanagement 

(whether unlawful or not) in the course of carrying on a regulated activity, or discharging any functions relating to any 

office or employment with a service provider." 

 

This is a significant restriction which, it is stated, will enable the Care Quality Commission (“CQC”) to decide that a 

person is not fit to be a director on the basis of any previous misconduct or incompetence in a previous role for a 

service provider.  This would be the case even if the individual was working in a more junior capacity at that time, or 

working outside England.  

 

Requirements 

The regulations will require the Chair to: 

 confirm to the CQC that the fitness of all new directors has been assessed in line with the regulations; and 

 declare to the CQC in writing that they are satisfied that they are fit and proper individuals for that role. 

 

A notification is already required following a new director-level appointment.  The CQC will cross-check notifications 

about new directors against other information that they hold or have access to, to decide whether they want to look 

further into the individual’s fitness.  They will also have regard to any other information that they hold or obtain about 

directors in line with current legislation on when convictions, bankruptcies or similar matters are to be considered 

‘spent’.   

 

Where a director is associated with serious misconduct or responsibility for failure in a previous role, the CQC will have 

regard to the seriousness of the failure, how it was managed, and the individual’s role within that. There is no time limit 

for considering such misconduct or responsibility.  Where any concerns about an existing director come to the attention 

of the CQC, they may also ask the Trust to provide the same assurances. 
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Should the CQC use their enforcement powers to ensure that all directors are fit and proper for their role, they will do 

this by imposing conditions on the provider’s registration to ensure that the provider takes the appropriate action to 

remove the director. 

 

Standards 

To meet this requirements of this regulation, the Trust must carry out all necessary checks to confirm that persons who 

are appointed to the role of director (or similar senior level role, whatever it might be called) in an NHS trust or NHS 

foundation trust are: 

 of good character (Schedule 4, Part 2 of the regulations); 

 have the appropriate qualifications, are competent and skilled (including that they show a caring and 

compassionate nature and appropriate aptitude); 

 have the relevant experience and ability (including an appropriate level of physical and mental health, taking 

account of any reasonable adjustments); and 

 exhibit appropriate personal behaviour and business practices.  

 

In addition, people appointed to these roles must not have not been responsible for, or known, contributed to or 

facilitated any serious misconduct or mismanagement in carrying on a regulated activity. 

 

The CQC does recognise that a provider may not have access to all relevant information about a person, or that false or 

misleading information may be supplied to them. However, they expect providers to demonstrate due diligence in 

carrying out checks and that they have made every reasonable effort to assure themselves about an individual by all 

means available to them.  

 

Assurance 

 

The table at appendix A identifies the specific requirements of the fit and proper persons test and sets alongside those 

requirements how the Trust intends to assure itself about the suitability of individuals. 

 

Immediate and long-term actions  

 

In order to comply with the F&PP test in the short term, the following actions will be taken by the end of March 2015;  

 Inform all Board Directors (voting and non-voting members) by letter about the new requirements, together with 

the actions we intend to take (listed below), and how the requirements will continue to be monitored. A copy of 

the letter will be kept on file. (MW/RE) 

 Conduct a search for insolvency / bankruptcy register for all existing voting and non-voting Board Directors by the 

end of March. (RE) 

 Conduct a search against the disqualified directors register for all voting and non-voting Board Directors by the end 

of March. (RE) 

 We will review the appointments process for new directors to ensure processes are in place to ensure that 

potential candidates for appointment meet the fit and proper persons test including development of a revised 

reference request template for all director and director-equivalent posts for agreement by the end of March. (RE) 

 Update the Standards of Personal and Business Conduct Policy to refer to the Fit and Proper Person requirement, 

incorporating an annual declaration form which will be managed through the annual appraisal process. The process 

and revised declaration form (to include an agreed list of requirements in addition to those listed above) will be 

prepared in draft and agreed before the end of March.  (RE/MW)    
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FIT and Proper Persons AUTHOR: Madelaine Warburton/Stella 

Clayton 

CONCLUSION & RECOMMENDATION                                       

 

The Board is asked to approve the proposed actions the Trust intends to take to ensure compliance with the 

requirements of the fit and proper person requirements.   
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Clayton 

Standard Assurance Evidence 

 
Providers should make every effort to ensure that all 
available information is sought to confirm that the 
individual is of good character as defined in Schedule 4, 
Part 2 of the regulations. 
 
(Sch.4, Part 2: Whether the person has been convicted in the 
United Kingdom of any offence or been convicted elsewhere 
of any offence which, if committed in any part of the United 
Kingdom, would constitute an offence. Whether the person 
has been erased, removed or struck-off a register of 
professionals maintained by a regulator of health care or 
social work professionals.) 
 

 
Employment checks are undertaken in accordance with NHS 
Employers pre-employment check standards and  include: 
 
 Two references, one of which must be most recent 

employer 

 qualification and professional registration checks 

 right to work checks 

 identity checks 

 occupational health clearance 

 DBS checks (where appropriate) 
 

In addition, we also carry out: 
 
 Declarations of fitness by candidates 

 Search of insolvency and bankruptcy register (*) 

 Search of disqualified directors register (*) 
 

 
References 

Other pre-employment checks 

DBS checks where appropriate 

Signed declarations from applicants 

Register search results 
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Standard Assurance Evidence 

 
If a provider discovers information that suggests an 
individual is not of good character after they have been 
appointed to a role, the provider must take appropriate 
and timely action to investigate and rectify the matter.  

 
Disciplinary policy and procedure provides for such 
investigations.   
 
Revised contracts allow for termination in the event of non-
compliance with regulations and other requirements. 
 

 
Contracts of employment (for EDs and 
director-equivalents) 

Terms and conditions of service 
agreements (for NEDs) 

Disciplinary policy and procedure 
 

 
Where a provider deems the individual suitable despite 
not meeting the characteristics outlined in Schedule 4, 
Part 2 of these regulations, the reasons should be 
recorded and information about the decision should be 
made available to those that need to be aware.  

 
This would be the subject of debate at the Remuneration  
Committee. Once the Trust is authorised as an FT the 
discussion will  take place at the Appointments Committee 
of the council of governors (for NEDs).  The minutes would 
record such decisions.   
 
The Chair would take advice from internal and external 
advisors as appropriate. 
 

 
Minutes of meetings. 

 
Where specific qualifications are deemed by the 
provider as necessary for a role, the provider must 
make this clear and should only employ those 
individuals that meet the required specification, 
including any requirements to be registered with a 
professional regulator. 
 

 
This requirement is included within the job description for 
relevant posts and is checked as part of the pre-employment 
checks. 

 
Person specification 

Recruitment policy and procedure 
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Standard Assurance Evidence 

 
The provider should have appropriate processes for 
assessing and checking that the individual holds the 
required qualifications and has the competence, skills 
and experience required, (which may include 
appropriate communication and leaderships skills and a 
caring and compassionate nature), to undertake the 
role; these should be followed in all cases and relevant 
records kept.  
 

 
Employment checks include a candidate’s qualifications and 
employment references. 
 
The recruitment process also includes qualitative 
assessment and values-based questions. 
 
 

 
Recruitment policy and procedure 

Values-based questions 
 

 
The provider may consider that an individual can be 
appointed to a role based on their qualifications, skills 
and experience with the expectation that they will 
develop specific competence to undertake the role 
within a specified timeframe.  

 
Any such decision would be discussed by the Remuneration 
Committee and would be minuted.  Actions would be 
subject to follow-up as part of ongoing review and appraisal. 

 
Appraisal framework 

Competence framework 

 

 
When appointing relevant individuals the provider has 
processes for considering a person’s physical and 
mental health in line with the requirements of the role. 
 

 
All post-holders are subject to clearance by occupational 
health as part of the pre-employment process. 

 
Occupational health clearance 

 
Wherever possible, reasonable adjustments are made 
in order that an individual can carry out the role. 

 
This is included in the Trust’s Reasonable Adjustment policy. 

 
Reasonable Adjustment policy 
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Standard Assurance Evidence 

 
The provider has processes in place to assure itself that 
the individual has not been at any time responsible for, 
privy to, contributed to, or facilitated, any serious 
misconduct or mismanagement in the carrying on of a 
regulated activity; this includes investigating any 
allegation of such potential behaviour. Where the 
individual is professionally qualified, it may include 
fitness to practise proceedings and professional 
disciplinary cases.  
 
(“Responsible for, contributed to or facilitated” means that 
there is evidence that a person has intentionally or through 
neglect behaved in a manner which would be considered to 
be or would have led to serious misconduct or 
mismanagement.   

“Privy to” means that there is evidence that a person was 
aware of serious misconduct or mismanagement but did not 
take the appropriate action to ensure it was addressed. 

“Serious misconduct or mismanagement” means behaviour 
that would constitute a breach of any legislation/enactment 
CQC deems relevant to meeting these regulations or their 
component parts.”) 

 

 
This is incorporated in the Model declaration form, as part of 
the pre-employment process.  
 
It is incorporated into a revised reference request template 
for all director and director-equivalent posts. 

 
 

Pre-employment declaration 

Reference requests 
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Standard Assurance Evidence 

 
The provider must not appoint any individual who has 
been responsible for, privy to, contributed to, or 
facilitated, any serious misconduct or mismanagement 
(whether lawful or not) in the carrying on of a regulated 
activity; this includes investigating any allegation of 
such potential behaviour.  Where the individual is 
professionally qualified, it may include fitness to 
practise proceedings and professional disciplinary 
cases.  
 

 
This has been incorporated as a specific declaration as part 
of the pre-employment process. 
 
It is also incorporated into a revised reference request 
template for all director and director-equivalent posts. 

 
Recruitment Information pack 

Reference Request 

 
Only individuals who will be acting in a role that falls 
within the definition of a “regulated activity” as defined 
by the Safeguarding Vulnerable Groups Act 2006 will be 
eligible for a check by the Disclosure and Barring Service 
(DBS). 
 
(CQC recognises that it may not always be possible for 
providers to access a DBS check as an individual may not be 
eligible.) 

 

 
DBS checks are undertaken only for those posts which fall 
within the definition of a “regulated activity” or which are 
otherwise eligible for such a check to be undertaken.  

 
DBS policy 

DBS checks for eligible post-holders 

 
As part of the recruitment/appointment process, 
providers should establish whether the individual is on 
a relevant barring list. 
 

 
Eligibility for DBS checks will be assessed for each vacancy 
arising. 

 
DBS policy 
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Standard Assurance Evidence 

 
The fitness of directors is regularly reviewed by the 
provider to ensure that they remain fit for the role they 
are in; the provider should determine how often fitness 
must be reviewed based on the assessed risk to 
business delivery and/or the service users posed by the 
individual and/or role. 
 

 
Post-holders undertake annual declarations of fitness to 
continue in post. 
 
Checks of insolvency and bankruptcy register and register of 
disqualified directors to be undertaken each year as part of 
the appraisal process. (*) 

 
Annual declaration 

Appraisal process 

 

 
The provider has arrangements in place to respond to 
concerns about a person’s fitness after they are 
appointed to a role, identified by itself or others, and 
these are adhered to.  
 

 
The disciplinary policy provides these arrangements, and 
revised contracts (for EDs and director-equivalents). 
 
Once the Trust is authorised as a FT this will include  
agreements (for NEDs) incorporating maintenance of fitness 
as a contractual requirement. 

 
Disciplinary policies 

Contracts of employment 

NED agreements 

 
The provider investigates, in a timely manner, any 
concerns about a person’s fitness or ability to carry out 
their duties, and where concerns are substantiated, 
proportionate, timely action is taken; the provider must 
demonstrate due diligence in all actions.  
 

 
This will be undertaken if concerns are identified and revised 
contracts provide for termination if individuals fail to meet 
necessary standards. 

 
Revised employment contracts.  

 
Where a person’s fitness to carry out their role is being 
investigated, appropriate interim measures may be 
required to minimise any risk to service users. 
 

 
This would be reviewed when concerns are identified. 

 
Disciplinary policy. 
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Standard Assurance Evidence 

 
The provider informs others as appropriate about 
concerns/findings relating to a person’s fitness; for 
example, professional regulators, CQC and other 
relevant bodies, and supports any related 
enquiries/investigations carried out by others. 
 

 
This would be completed if any concerns were identified. 

 
Referrals made to other agencies. 

Component  
 

(*) indicates newly-introduced requirements to address the regulations 

In the table above, unless the contrary is stated or the context otherwise requires, “ED” means executive directors and director-equivalents. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ 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:  27/01/2015 

  Security marking:  None 
  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: 
X Patients ☐ 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 ☐ Financial  ☐ Reputation  
State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (the 2014 Regulations) 

commenced on 27 November 2014. These regulations bring into force new statutory provisions regarding fit 

and proper persons and the duty of candour. A separate paper is on eth agenda in relation to the Trust’s 

response to the fit and proper person requirement.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The duty on providers to ensure an open and honest culture across and at all levels within its organisation parallels the 

existing contractual duty of candour. However NHS provider boards will need to assure themselves that they comply 

fully with the spirit of openness implied by the duty. The report explains how the Trust’s processes and procedures 

together with appropriate measures will deliver compliance.   The Trust’s values already support an open and learning 

although it is recognised that culture change will take place over a longer timescale.  

 

3. CONCLUSION AND RECOMMENDATION                             

 

The Trust board are asked to note the content of this paper and acknowledge the action taken to date. The revised 

policy is new and more work will be required to embed its principles and ensure there is evidence of its full 

implementation 
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Duty of Candour   AUTHOR: Madelaine Warburton/Sue Sadiq 

MAIN REPORT:  

ANALYSIS                                                         

  

The regulations make it a statutory requirement that health service bodies to act in an open and transparent way with 

relevant persons in relation to care and treatment provided to service users in carrying on a regulated activity.  

‘Regulated activity’ means activities set out in Schedule 1, Regulated Activities, of The Health and Social Care Act 2008 

(Regulated Activities) Regulations 20141 

 

As soon as reasonably practicable after becoming aware that a notifiable safety incident has occurred a health service 

body must:  

(a) notify the relevant person that the incident has occurred in accordance with the paragraph below and;  

(b) provide reasonable support to the relevant person in relation to the incident, including when giving such 

notification.  

 

The notification must:  

(a) be given in person by one or more representatives of the health service body; 

(b) provide an account, which to the best of the health service body’s knowledge is true, of all the facts the health 

service body knows about the incident as at the date of the notification; 

(c) advise the relevant person what further enquiries into the incident the health service body 

believes are appropriate; 

(d) include an apology; and 

(e) be recorded in a written record which is kept securely by the health service body. 

 

This must be followed by a written notification to the relevant person containing: 

(a) the information provided orally as described above; 

(b) details of any enquiries to be undertaken; 

(c) the results of any further enquiries into the incident; and 

(d) an apology. 

 

All correspondence between the parties must be kept by the health service body. If the patient or service user or the 

person acting on their behalf cannot be contacted in person or declines to speak to the representative of the health 

service body the above paragraphs do not apply, but the health service body must keep a written record of attempts to 

contact or to speak to service user, patient or their lawful representative. 

 

The regulations provide definitions as follows:  

Notifiable safety incident means any unintended or unexpected incident that occurred in respect of a service user 

during the provision of a regulated activity that, in the reasonable opinion of a health care professional, could result in, 

or appears to have resulted in the death of the service user, where the death relates directly to the incident rather than 

to the natural course of the service user’s illness or underlying condition, or severe harm, moderate harm or prolonged 

psychological harm to the service user.  

 

Severe harm means a permanent lessening of bodily, sensory, motor, physiologic or intellectual functions, including 

removal of the wrong limb or organ or brain damage that is related directly to the incident and not related to the 

natural course of the service user’s illness or underlying condition.  
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Moderate harm means harm that requires a moderate increase in treatment, and significant, but not permanent, harm.  

Moderate increase in treatment means an unplanned return to surgery, an unplanned re-admission, a prolonged 

episode of care, extra time in hospital or as an outpatient, cancelling of treatment, or transfer to another treatment 

area (such as intensive care).  

 

Prolonged psychological harm means psychological harm which a service user has experienced, or is likely to 

experience, for a continuous period of at least 28 days.  

 

Apology means an expression of sorrow or regret in respect of a notifiable safety incident. 

 

Trust response 

 

The Trust has revised its ‘being open’ policy to develop the new ‘duty of candour policy’. This has been written to meet 

the regulations placed upon trusts. The policy will be ratified at the patient safety sub-committee on Tuesday the 20
th

 of 

January 2015. There will be a requirement to undertake some education with managers and this will be planned 

between February and April.  

 

The Board received a presentation from Hill Dickinson’s in June 2014 on the duty of candour.   

 

CONCLUSION & RECOMMENDATION                           

 

The duty on providers to ensure an open and honest culture across and at all levels within its organisation parallels the 

existing contractual duty of candour. The Board is asked to discuss the arrangements and note the assurance provided 

in relation to arrangements for ensuring compliance with the duty of candour.  
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Standard  Assurance  Evidence  

As soon as reasonably practicable after becoming aware that a 
notifiable safety incident has occurred a health service body 
must notify the relevant person that the incident has occurred.  
Must be given in person by  one or more representatives of the 
health service body; 
 
Provide an account, which to the best of the health service 
body’s knowledge is true, of all the facts the health service body 
knows about the incident as at the date of the notification; 
 
Advise the relevant person what further enquiries into the 
incident the health service body believes are appropriate; and 
include an apology 

Datix incident reports: Patients must be 
notified, this must be recorded in the field 
provided.  
 
Trust action plans for RCAs has a mandatory 
line on duty of candour and staff are 
expected to record the date they discussed 
the incident with the patient.  
 
Outlines in the trust policy and will be 
monitored through the risk management 
systems  
 
 

Duty of Candour Policy  

 
Incident forms on datix 
 
RCA documentation 
 
Serious Incident/Never Event 
documentation 
 
 

Provide reasonable support to the relevant person in relation to 
the incident, including when giving such notification. 

Serious Incident Investigation Team for SI and 
Incidents 

 
Legal and Complaints Teams 

Incident forms on datix 
 
RCA documentation 
 
 

Be recorded in a written record which is kept securely by the 
health service body 

Templates in Policy Written record of discussion (retained 
where)  

 
Serious Incident/Never Event 
documentation 
 
Complaints /Legal Team Files of 
meetings 
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Locally – Patients record 
This must be followed by a written notification to the relevant 
person containing: 
(a) the information provided orally as described above; 
(b) details of any enquiries to be undertaken; 
c) the results of any further enquiries into the incident; and 
(d) an apology. 
 
 

Templates in Policy Serious Incident/Never Event 
documentation 
 
Complaints /Legal Team Files of 
meetings 
 
Locally – Patients record 
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TITLE: FT Progress / NTDA  

AUTHOR: Mark Thorne, 

Andrew Fearn, Jim Bluett-Duncan 

GENERAL PURPOSE: FOR APPROVAL 

Purpose of paper Key facts 
X To note Sponsor: John Graham 
X For decision (no budget requested) Service line affected: Trust 
 For decision (budget requested) Date of board meeting to discuss this paper:  27/1/2015 
  Security marking:   
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  FTSG, R&P 
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                         [Please tick all that apply] 

Key stakeholders: Our compliance with: 
☐ Patients ☒ Regulators (PCT/SHA, Monitor, CQC etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

☐ Clinical ☒ Financial  ☒ Reputation  

State: [Please insert] State: 10 year forward plan State: FT status   

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

 

Achieve authorization as a Foundation Trust. 

Last update – December Board 2014 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

 

1. What is the current position with respect to the Monitor assessment process? 

2. What are the key issues having a bearing on FT authorisation. 

3. What is the status of the NHS Trust Development Authority Accountability Framework? 

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

 

The Board is requested to: 

i. Monitor process – To note the timetable for FT authorisation and to provide support to resolving promptly the 

issues raised by the FTSG.   

ii. Accountability Framework – To review the proposed submission and confirm approval to submit. 
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1. FT Process  

a. The Monitor assessment of this Trust has followed a 2 phase approach.  

i) Phase 1 (initial assessment) was completed in April 2014 concluding with a board challenge 

session and follow-up detailed letter from Monitor itemising their concerns. 

ii) Monitor deferred commencement of Phase 2 while they awaited assurance from CQC and the 

TDA. Clearance to proceed to Phase 2 was achieved in December 2014. 

iii) Phase 2 will include follow-up on Phase 1 issues, re-evaluation of financial viability including 

completion of the working capital memorandum and report on financial reporting procedures 

and a range of board certifications.  

b. Monitor have advised that they expect to commence Phase 2 of their assessment process for this 

Trust in early March 2015. 

c. On this basis FT authorisation is estimated to be no earlier than June or July 2015.  See Appendix 1 

which shows the plan timetable. 
 

2. Key issues having a bearing on FT authorisation 

a. The following items require continued management attention and are material considerations in the 

FT authorisation process: 

i. Quality Governance - Quality Governance Self-Assessment currently scored at 4.5 (needs to be 

reduced to 3.5 or less).   

Action plan in place to address this. Update to be provided at February Board. 

ii. Cash Flow – Potential Forecast loan requirement of up to circa £35m between 16/17 and 

22/23 and availability of loan funding. This was reviewed at Exec Team meeting in January and 

the final list of items to be included/excluded is to be reviewed again and approved at 

February R&P Committee. This is a recent development not identified at the time of the Phase 

1 Monitor review.  

If the requirement for a loan persists discussions to be opened with the TDA and the 

Foundation Trust Financing Facility re loan availability. 

iii. Risk Management - New risk management policy and associated processes need to be 

sufficiently embedded with demonstrable benefits realised.  

RM review action plan implementation ongoing. 

iv. Activity / Capacity - Clear narrative to address key challenges in reducing average length of 

stay for non-elective admissions, the total number of short stay emergency admissions and 

total number of beds.  

Clear Action plan to be developed and agreed at the Transformation Committee.  

b. A schedule of these and other key issues being addressed by the FT Steering Group is shown in 

Appendix 2.  
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3. Board Preparation 

a. Preparation for Board members for the Monitor visit and board-to-board challenge are planned to 

cover the areas below. We have included a proposed Exec lead for each.  

i. Financial Sustainability – understanding the main cost and income drivers and assumptions.  

 Mitigations (January Board Strategy session)  

 Cashflow and loan issues (February Strategy Board) 

 Main cost and income drivers & assumptions (February Strategy Board)  

(Key documents: Mitigations, LTFM Summary Outputs) (JHG) 

ii. Quality – identified concerns and response. (February Board – LG)   

(Key document: Quality Governance Self-Assessment) 

iii. SWOT & PESTLE update – to be brought to Exec Team meeting and reviewed at Board in 

February. (HJ/JHG) 

iv. Migration Path – how the Trust will address the related challenges of ALoS and bed number 

reductions. (March Board - HJ)  

(Key document: report update from Transformation Committee) 

v. Trust Strategy and Local Health Economy Developments (April Board - AK/HJ) 

vi. Management Capacity & Capability – how is the Board assured that it has the capacity and 

capability to deliver the strategy (March Board - AK/RE) 

vii. Board coaching for board-to-board session. (March Board - RE/MW) 

b. These issues will be addressed in Board strategy sessions and further dedicated preparation sessions 

both before and during the Monitor Phase 2 assessment process. The proposed timetable above may 

be subject to change as Board discussions continue. 

 

 

4. Accountability Framework 

a. The Trust is required to submit a number of monthly self-certifications which consist of: 

i. A sub-set of Monitor’s Licensing Requirements. These exclude items that cannot reasonably 

apply until the organisation has achieved Foundation Trust Status and is regulated by Monitor.  

ii. A set of Trust Board Statements which are consistent with those that the Trust has been 

submitting for some time as part of the Single Operating Model process to the TDA 

b. The timetable for submissions is now usually the last working day of each month.   

c. Appendix 3 contains the December certification content drafted for submission by 31st January. The 

actual submission is made on-line on the NTDA website. 
 

5. CONCLUSION AND RECOMMENDATION 

The Board is requested to: 

i. Monitor process – To note the timetable for FT authorisation and to provide support to 

resolving promptly the issues raised by the FTSG.   

ii. Accountability Framework – To review the proposed submission and confirm approval to 

submit. 
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Appendix 1 – Project Plan Overview 

draft�FT�applic.docx

Top

Overall�Page�152�of�173
Page�4�of�7

http://www.eshareuk.com


RLBUHT BOARD PACK

 

TITLE: FT Progress / NTDA  

AUTHOR: Mark Thorne, 

Andrew Fearn, Jim Bluett-Duncan 

Appendix 2 – Key Issues Being Addressed by the FTSG 
 

i. Capacity & Activity Gaps - Addressing the current capacity and activity gaps in the migration plan as the 

Trust progresses toward the New Royal in 2017/18. These issues are being addressed by the 

Transformation Committee but it is important that the Trust is able to articulate simply and clearly to 

both Monitor and the TDA how and when the gaps will be closed moving forward. A paper was 

submitted to December Board. The paper set out principally Project White Space target areas for LoS 

savings, and therefore, bed reductions and requires further development. The Trust will need to 

demonstrate continuing progress in developing and implementing these opportunities. 

ii. QEPs for 2015/16 – The Trust needs to have a clear view of its plans covering the next financial year by 

January 2015. Development of QEP opportunities which will deliver required savings in 2015/16 is (end 

December) behind plan at 58% (plan is 80+%) of the stretch target (81% of the non-stretch target). 

iii. QEPs Quality Assessment – all QEP schemes should be quality assessed by both the Chief Nurse and the 

Medical Director. At the end of month 9 assessments have been undertaken on c74% of projects in the 

stages Delivery to Completed. This is an improvement from October but further work is required to 

rectify the position. Evidenced quality assessments around QEPs were also a significant issue to Monitor. 

iv. Escalation / Use of Chair’s Log – use of the Chair’s log and escalation of critical issues is being monitored 

/ audited to ensure proper use of the system.  

v. Root Cause Analyses – Monitor had a number of concerns over the RCA process. As part of the risk 

management review, practice around completion, action planning and feedback on RCAs is being 

reorganised and strengthened. 

vi. Trend Analysis – concern was expressed by Monitor, the CQC and Deloitte that there were deficiencies 

in the use and analysis of performance / quality data. This needs to be addressed through improved 

systems and exec director review of performance reports. 

vii. Clinical Audit Programme – weaknesses identified in the management and organisation of the clinical 

audit programme are being addressed to strengthen the effectiveness of this function going forward. 

viii. EPR Project Funding Support – uncertainty remains over the level of support the CCG is willing to 

commit to for the EPR project. The Trust is seeking to agree the process that needs to be followed to 

enable the CCG to commit to funding levels. 

ix. Viability of £12m Reserve – Monitor questioned how much of the £12m annual reserve was used 

recurrently and were concerned that it would not in fact be fully available to support PFI funding. This is 

currently being reviewed. 

x. Funding of additional capital expenditure – Ongoing consideration of significant additional capital items 

is due to be completed by February 2015 R&P Committee. Availability of funding needs to be explored 

to support the related financing strategy. This is a recent development not identified at the time of the 

Phase 1 Monitor review. 

xi. Capex Risk – Monitor expressed concern that there was insufficient provision for capital expenditure 

beyond 2014/15. A paper addressing this issue was to be prepared for the end of October. This remains 

outstanding. 

xii. Quality Governance Memorandum (QGM) Self-Assessment – The FTSG has considered the timing of 

QGM self-assessment, the approval process and the need for an independent review. The self-

assessment was brought to November board and the current score of 4.5 agreed. An updated action 

plan is in place to address identified issues. 
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For each Monitor Licence condition, the Board is asked to confirm compliance:

CONDITION MONITOR DESCRIPTION COMPLIANCE

GENERAL CONDITIONS  Response

Condition 
G4

Fit and proper persons as 
Governors and Directors

Yes

Condition 
G5

Having regard to Monitor 
guidance

Yes

Condition 
G7

Registration with the 
Care Quality Commission

Yes

Condition 
G8

Patient eligibility and 
selection criteria

Yes

PRICING CONDITIONS  Response

Condition 
P1

Recording of information Yes

Condition 
P2

Provision of information Yes

Condition 
P3

Assurance report on 
submissions to Monitor

Yes

Condition 
P4

Compliance with the 
National Tariff

Yes

Condition 
P5

Constructive engagement 
concerning local tariff 

modifications
Yes

 CHOICE and COMPETITION CONDITIONS Response

Condition 
C1

The right of patients to 
make choices

Yes

Condition 
C2

Competition oversight Yes

INTEGRATED CARE CONDITION Response

Condition 
IC1

Provision of integrated 
care

Yes

 

 

SELF-CERTIFICATION REQUIREMENTS - MONITOR 
LICENCE CONDITIONS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

DECEMBER 2014 - SUMMARY OF ON LINE SUBMISSION

 

 

 

This licence condition requires providers to be registered with the CQC (if required to do so by law) 
and to notify us if their registration is cancelled 

This condition requires licence holders to set transparent eligibility and selection criteria for 
patients and to apply these in a transparent manner.  

Under this licence condition, Monitor may oblige licensees to record information, particularly 
information about their costs, in line with guidance to be published by Monitor.  

Having recorded the information in line with Pricing condition 1 above, licensees can then be 
required to submit this information to Monitor.  

This licence condition requires licensees to have regard to any guidance that Monitor issues 

When collecting information for price setting, it will be important that the information submitted 
is accurate. This condition allows Monitor to oblige licensees to submit an assurance report 
confirming that the information they have provided is accurate.  

The Health and Social Care Act 2012 requires commissioners to pay providers a price which 
complies with, or is determined in accordance with, the National Tariff for NHS health care 
services. This licence condition imposes a similar obligation on licensees, i.e. the obligation to 
charge for NHS health care services in line with the National Tariff.  

The Act allows for local modifications to prices. This licence condition requires licence holders 
to engage constructively with commissioners, and to try to reach agreement locally, before 
applying to Monitor for a modification.  

This condition protects patients’ rights to choose between providers by obliging providers to 
make information available and act in a fair way where patients have a choice of provider. 
This condition applies wherever patients have a choice of provider under the NHS 
Constitution, or where a choice has been conferred locally by commissioners.  

This condition prevents providers from entering into or maintaining agreements that have the 
object or effect of preventing, restricting or distorting competition to the extent that it is against 
the interests of health care users. It also prohibits licensees from engaging in other conduct 
which has the effect of preventing, restricting or distorting competition to the extent that it is 
against the interests of health care users. 

The Integrated Care Condition is a broadly defined prohibition: the licensee shall not do 
anything that could reasonably be regarded as detrimental to enabling integrated care.  
It also includes a patient interest test. The patient interest test means that the obligations only apply to 
the extent that they are in the interests of people who use health care services  

This licence condition prevents licensees from allowing unfit persons to become or continue as 
governors or directors (or those performing similar or equivalent functions). In exceptional 
circumstances and at Monitor's discretion we may issue a licence without the licensee having met this 
requirement 

Appendix 3 – Accountability Framework – Draft submission for December 2014 
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For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that: Response

1 Yes

2 Yes

3 Yes

For FINANCE, that: Response

4 Yes

For GOVERNANCE, that: Response

5 Yes

6 Yes

7 Yes

8 Yes

9 Yes

10 Yes

11 Yes

12 Yes

13 Yes

14 Yes

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 
care on behalf of the trust have met the relevant registration and revalidation requirements.

SELF - CERTIFICATION REQUIREMENTS - 
BOARD STATEMENTS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

DECEMBER 2014 - SUMMARY OF ON LINE SUBMISSION

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the 
TDA's Oversight model (supported by Care Quality Commission information, its own information on serious 
incidents, patterns of complaints, and including any further metrics it chooses to adopt), the trust has, and will 
keep in place, effective arrangements for the purpose of monitoring and continually improving the quality of 
healthcare provided to its patients.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality 
Commission’s registration requirements.

The board is satisfied that: the management team has the capacity, capability and experience necessary to 
deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 
operating plan.

The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to date  
accounting standards in force from time to time.

The board will ensure that the trust remains at all times compliant with the NTDA accountability framework and 
shows regard to the NHS Constitution at all times.

All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised either 
internally or by external audit and assessment bodies) and addressed – or there are appropriate action plans in 

place to address the issues – in a timely manner

The board has considered all likely future risks to compliance with the NTDA Accountability Framework and has 
reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring occurrence and the 
plans for mitigation of these risks to ensure continued compliance.

The necessary planning, performance management and corporate and clinical risk management processes and 
mitigation plans are in place to deliver the annual operating plan, including that all audit committee 
recommendations accepted by the board are implemented satisfactorily.

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 
(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets as 
set out in the NTDA oversight model and a commitment to comply with all known targets going forward.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information 
Governance Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of 
interests, ensuring that there are no material conflicts of interest in the board of directors; and that all board 
positions are filled, or plans are in place to fill any vacancies.

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, 
experience and skills to discharge their functions effectively, including setting strategy, monitoring and managing 
performance and risks, and ensuring management capacity and capability.
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COVER SHEET: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Bill Griffiths  

☐ To note 
X For decision (insert funding source if financial 

implications).)  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  27/01/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Resources and Performance Committee December 2014  
(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 X Regulators (CCG/TDA, Monitor, CQC etc) 

☐ Staff X Legal frameworks (HSE, NHS Constitution etc.) 

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

Have we considered opportunity & risk in the following areas?                       

☐ Clinical X  Financial  ☐ Reputation  
State: [Please insert] Effective oversight of relevant risks State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The Terms of Reference for the Resources and Performance Committee were last approved by the Trust 
Board on 29 October 2013.  Some changes were considered by the Resources and Performance Committee 
on 9 December 2014 and are recommended by the Committee for approval by the Board.     
 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

The Trust has recently reviewed the sub-committee structure supporting Quality Governance Committee.  As 
a result of the review it is proposed that Health and Safety and Equality and Diversity Sub Committees report 
to Resources and Performance Committee.   
 
In addition following the review of the Trust’s risk management arrangements, the Committee’s responsibility 

for managing the strategic risks within its area of responsibility, has been expanded to include the specific risk 
reporting requirements in accordance with the Trust’s risk management policy.    
 
3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to approve the revised Terms of Reference in accordance with the recommendation from 
the Resources and Performance Committee.  
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COMMITTEE TERMS OF REFERENCE 
 
 
Committee Name: 

 
Resources & Performance Committee 
 

 
Constitution: 

 
The Resources & Performance Committee will provide assurance to the 
Board in relation to financial and non - financial performance (corporate) 
performance issues. The Committee will review and advise the Board on in 
year performance against agreed objectives.  
 
The Committee will provide assurance to the Board to ensure that the 
workforce has the capacity and capability to provide high quality, safe patient 
care effective management, leadership and development, workforce planning 
education and learning, and organisational development in accordance with 
the Trust’s strategic aims.  
 

 
Purpose: 

 
The Committee is responsible for managing the strategic risks relevant to its 
area of responsibility and to provide assurance that the risks are being 
managed.  
 

 
Membership: 

 
The Committee shall be composed:- 

 2 Non-Executive Directors of the Trust, one of whom will Chair the 
Panel. 

 All Exec Directors including Chief Executive.  
 

 
Attendance: 

 
Meetings of the Committee will routinely be attended by:- 

 Deputy Director of Finance 
 Deputy Director HR & OD 
 Director of Ops 
 DGMs 
 Associate Director of Corporate Affairs 

 
The Committee will invite additional attendees dependent upon the agenda 
items under discussion.  Attendees are likely to include: 

 Corporate managers from Finance, Performance, Governance, HR & 
OD  

 Associate Medical Director (Post Graduate Medical Education). 
 Clinical directors   
 Other directors 

 
 
Quorum: 

 
A quorum shall be four of the membership including at least one Executive 
Director and one Non-Executive Director. 
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Frequency: Meetings will be held monthly 
 
 

 
Duties: 

 
Finance 
 
To review the Trust income and set annual revenue and capital budgets for 
recommendation to the Trust Board. 
 
Assure the Board that appropriate management systems are in place to 
ensure delivery of financial targets including: 

 Cash flow forecast. 
 Overall I & E performance and forecast outturn.  
 Activity performance and associated income. 
 Quality, Efficiency and Productivity (QEP) 
 Directorates’ monthly financial performance together with financial 

recovery actions plans as appropriate.  
 Monitoring and delivery of capital programme and subsequent 

benefits. 
 and make recommendations for corrective action should excess variances 
occur. 
 
Consider the implications of longer term financial strategy for the Trust given 
the NHS commissioning arrangements, resources available and the local 
Economy position. 
 
Review business cases for developments or changes in service and make 
recommendations to the Trust Board. Monitor progress against developments 
in service and major capital schemes. 
 
HR & OD 
 
The Committee will provide assurance to the Trust that workforce strategies 
are delivered and that HR & OD arrangements and practices meet the 
business needs of the Trust.  
 
The Committee will establish and monitor programmes for efficiency 
improvements for example; the reduction of sickness absence and improved 
recruitment practices in support of the Trust’s cost improvement and quality 
objectives 
 
The Committee will provide assurance to the Trust of compliance with key 
legal and external professional body requirements.  
 
The Committee will provide assurance to the Board on the delivery of  the 
Trust’s: 
 

 workforce strategy 
 workforce plan.  
 education & learning strategy and learning investment plan.  
 staff engagement strategy. 

draft�R��P�T�of��R.docx

Top

Overall�Page�158�of�173
Page�3�of�5

http://www.eshareuk.com


RLBUHT BOARD PACK

 

  
 

Terms of Reference – Resources and Performance  

ComeCommitee CLICK TO INSERT  
Author : Madelaine Warburton  

 health and wellbeing strategy  
 equality and diversity objectives  

 
and make recommendation for improvement should variances occur.  
 
The Committee will review and approve HR & OD policies 
 
Operational Performance  
 

 Review and scrutinise monthly corporate performance dashboards.  
Review and scrutinise action plans to address failing targets and/or 
poor performance.   

 
 Assure the Board that appropriate performance management systems 

are in place to deliver agreed targets.    
 
IT 
 
The Resources and Performance Committee will oversee delivery of the IT 
Strategy and Plan and that IT systems support the delivery of the Trust’s 
objectives. The Committee will oversee delivery of the plan and make 
recommendations for improvement where there is slippage in the delivery of 
planned improvements.  
 
Health and Safety 
 
The Resources and Performance Committee will oversee delivery of the 
Trust’s H & S responsibilities and objectives and make recommendations for 
improvement where there is slippage in the delivery of planned improvements.  
 
Risk 
 
To ensure that risks relevant to the Committee’s purpose are minimised 
through the application of the Trust’s risk management system.   This will 
include, but not be restricted to the consideration of significant risks to the 
delivery of the Trust’s strategic objectives, through review and scrutiny of the 
relevant risks from the BAF and the divisional/corporate risk registers 
requiring consideration in accordance with the risk management policy (risk 
score of 10 or greater).   
 
 
Sub Committees 
The following sub committees shall report to the Committee and provide 
assurance in relation to the specific areas of agreed responsibility: 

 Capital Planning 
 IMT Programme Board 
 QEP Governance  
 Sustainability 
 Education Governance 
 Health and Safety 
 Equality and Diversity   
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Reporting  
Arrangements: 

 
The minutes of the Committee meeting shall be formally recorded and made 
available to all Board members.  A summary report of key issues, assurances 
and risks will be reported to the Board on a monthly basis.   
 
The Chair of the Committee shall draw the attention of the Trust Board any 
issues which require disclosure to the Trust Board or require executive action.  

 
Date Ratified by 
Trust Board: 

 
30 July 2013/ 29 October 2013 

 
Review Date: 

 
December 2015 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Madelaine Warburton 

x To note 
x For decision  Service line affected: Corporate 
  Date of board meeting to discuss this paper:  27/01/2015 
  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Committee 
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
x Patients x Regulators (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: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

This report summarises a range of issues from the environment in which the Trust operates and over time will highlight 

potential strategic, assurance, market influence and governance issues for the Board. As the environment is getting 

increasingly challenging and more ambiguous it is important that the Board continues to systematically examine the 

issues outside and inside the organisation. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

A number of national reports and frameworks identify the importance of external scanning for good governance e.g. 

‘The Healthy NHS Board – Principles for Good Governance’ and Monitor’s Quality Governance Framework. 

 

In Monitor’s deferment letter from February 2012, they stated that their assessment process had highlighted 

weaknesses in board governance, particularly in terms of the “visibility of external reports”. 

 

3. CONCLUSION AND RECOMMENDATION        

Explicit conversations at Board level about responding to and influencing our environment are key to successful Boards. 
 
The Board is asked to: - 
 

 Discuss the key issues contained within the report; 

 Agree the report as the Trust’s approach to scanning the environment; 

 Consider whether there is a need to flag the item as either an opportunity or a threat for inclusion in the 

Trust’s SWOT analysis watch list. 
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MAIN REPORT:  

1. STRATEGIC CONTEXT                                 
 
The Environmental Scan report aims to:  

 Provide an overview of the environment in which the Trust operates 
 Provide a summary of new policy, the political environment and the market place and the 

impact this may have on Trust business 
 Support strategic discussion and decisions at the Board and to encourage Board members 

to seek assurance on areas of concern 
 
The Environmental Scan is broken down into four areas: 
 

1. Social – including demographics, socio-economic conditions and member profile 
2. Politics and the Economy 
3. Legislation and Technology 
4. The health economy and marketplace 

 
Key Leads across the Trust (Nursing, Communications, Business Development/Finance, Research 
and Workforce) are involved in providing items for consideration along with analysis and updates on 
the steps taken by the Trust. This process is carried out virtually by the ‘Trust Scanning Group’ and 
collated into a report by the Corporate Governance Manager. 
 
Each item is assessed on whether it presents an opportunity and/or a threat to the Trust’s 

operations.  
 
2. ANALYSIS  

SOCIAL 
 

City’s growth highlighted in new report 

PwC’s 2014 Good Growth for Cities study indicates the city is heading in the right direction economically and 
socially. The index looks at a number of issues such as jobs, health, income, skills, housing, transport and 
environment to assess Good Growth, meaning it is a more balanced measure than just jobs or GVA (Gross 
Value Added). The data supports the Centre for Cities Monitor 2014 published earlier this year, which found 
that Liverpool had the fifth highest level of private sector jobs growth between 2010 and 2012. 
 
The PwC report can be found at  
http://www.pwc.co.uk/government-public-sector/good-growth/index.jhtml 
 
The Centre for Cities Monitor 2014 report can be found at 
http://www.centreforcities.org/assets/files/2014/Cities_Outlook_2014.pdf 
 

Opportunity: Positive that jobs are being created Threat: N/A 
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and businesses are increasingly attracted to the 
city in the context of the BioCampus development 
and for general health outcomes. 
 

 

Steps taken by the Trust: The Trust is working to develop the Biomedical Research Centre to help to develop 
and support economic growth in the City. 

POLITICS & THE ECONOMY 
 

General election tips for NHS boards 

With just five months until polling day, the NHS Confederation has put together a list of need-to-know tips for 
communications directors and NHS boards to make sure organisations are fully prepared for May 2015. 
 

Opportunity: To inform prospective candidates 
and the local press of the Health and Wellbeing 
agenda for the region. 
 

Threat: Some candidates could be deemed controversial 
or offensive to staff and members of the community, so 
thought is required about how this will be managed.   
 

Steps taken by the Trust: Plans are being developed by the communications team in terms of how to 
communicate issues around the General Election.  

Hunt: Additional funds will be linked to efficiency and tech 

In a speech to the House of Commons on 1 December 2014, Jeremy Hunt has indicated that £1.5bn of 
additional funding to be allocated to the NHS in 2015-16 will be contingent on hospitals providing plans to 
become more “efficient and sustainable” and to deliver “a commitment to a paperless NHS by 2018”. 
 

Opportunity: Additional funding potentially 
available if the Trust can demonstrate its 
commitment to a paperless NHS. 
 

Threat: Potential loss of funding by not demonstrating a 
commitment to a paperless NHS.   
 

Steps taken by the Trust: Steps to procure an Electronic Patient Record system continue. 
 

NHS cash injection to fund DNA research 

In the same speech to the Commons, Mr Hunt outlined that the NHS will invest in genetic research to find 
treatments for rare diseases that have been neglected.  
 
Jeremy Hunt said he planned to expand current NHS work on genetics.  
 
He said: “We are establishing the Genomics England Clinical Interpretation Partnership to bring together 
external researchers with NHS clinical teams . . . so that we can go further and faster in developing diagnostics, 
treatments and therapies for rarer diseases and cancers.”  
 

Opportunity: Aligns with the Trust’s work on the 
100,000 Genome Project and the development of 
a BioCampus. 
 

Threat: N/A   
 

Steps taken by the Trust: Work to develop the Biomedical Research Centre. 
 

Osborne's £2bn will 'bridge the gap' 

Ahead of the Autumn Statement, Chancellor George Osborne pledged the NHS a £2 billion funding boost. 
Speaking on the BBC's Andrew Marr show on 30 November, George Osborne described the additional funding 
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as a ‘down payment’ on the Five Year Forward View, launched by NHS England chief executive Simon Stevens 
earlier this year. 
 

Opportunity: Will help to provide funding to 
bridge the gap between what the NHS is currently 
spending and what needs to be spent in 2015/16. 
 

Threat: N/A   
 

Steps taken by the Trust: The Trust is in dialogue with commissioners to negotiate the 2015/16 contract. 
 

LEGISLATION & TECHNOLOGY 
 

Language controls for healthcare and associated professions 

The Department of Health (DH) is seeking views on changes to allow professional regulatory bodies to impose 
language controls on nursing, dental and pharmacy professionals. The measure is to ensure health workers 
from the EU can communicate effectively in English before being allowed to register and practise in the UK. 
 

Opportunity: N/A Threat: It is unlikely that there will be a significant impact 
on the Trust as this relates to the registering bodies, 
rather than employers themselves being required to 
undertake language checks so the direct effect in terms 
of policy change etc. should be minimal. However, there 
may be a wider impact if the required language test 
results in a reduction in the number of available 
applicants for posts, e.g. nursing in particular as the Trust 
has already sought to recruit from outside the UK very 
recently. 
 

Steps taken by the Trust: The results of the consultation will be reviewed once available. 
 

New Regulations applicable to CQC-registered providers now published 

The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 were made on November 6 2014 
and published on November 11 2014. They introduce:  
a) new ‘fundamental standards’ applicable to the care provided by registered providers; 
b) a statutory duty of candour; and 
c) a fit and proper persons requirement for directors and equivalents (FPPR). 
 
CQC Guidance 
 

Opportunity: Compliance with statutory 
requirements enhances the Trust’s reputation in 
terms of good governance. 
 

Threat: Non-compliance with statutory regulations. 
 
 

Steps taken by the Trust: Reports on Duty of Candour and Fit and Proper Persons Requirement scheduled for 
the January 2015 board. 

The Transatlantic Trade and Investment Partnership and the NHS 

Speculation has been rife recently about the possible impact on healthcare and a range of other public policy 
areas of the Transatlantic Trade and Investment Partnership (TTIP) agreement currently being negotiated 
between the EU and the USA. Concern about the NHS has focused on the fear that such an agreement could 
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open the NHS ‘market’ to American companies, leading to widespread privatisation of services and possibly 
damaging consequences for patient care. 
 
In his letter to Dr Sarah Wollaston, the Chair of the House of Commons Health Committee, Jean-Luc Demarty, 
Director General of Trade at the EU Commission, has given explicit assurances that the EU intends publicly-
funded health services to be excluded from the TTIP agreement. Publicly-funded services delivered by private, 
or third sector organisations will also be protected. However, the following opportunities/threats could be 
impactful. 
 

Opportunity:  

 Opportunity offered by TTIP for the EU to 
improve the quality and safety of medical 
devices by aligning with the higher 
surveillance standards that apply in the 
USA 

 There could be advantages in mutual 
recognition of standards in drug 
manufacture. 

 Potential mutual recognition of 
professional qualifications. 

Threat:  

 Recent European legislation has improved 
transparency on clinical trial data. Potential for 
TTIP negotiations to not maintain these 
improvements and ensure that ‘commercial 
confidentiality’ cannot be (ab)used to ignore 
certain trials or hide unfavourable results. 

 There is a need to be vigilant that the TTIP 
wording does not lower standards for the 
approval of pharmaceuticals, and for member 
states to retain control of the assessment of new 
drugs, pricing and reimbursement of 
pharmaceuticals. 

 The more stringent intellectual property rights in 
force in the USA could, if extended to the EU, 
affect the health sector negatively. Extending 
patent protection to interventions such as 
diagnostic, therapeutic and surgical procedures 
could limit and/or delay patient access to 
innovative treatments and medicines and to 
cheaper generic drugs. 

 

Steps taken by the Trust: Watching brief to be retained. 
 

New online tool takes the headache out of sick leave  

NHS Employers has launched a free online tool to further improve the management of staff sick leave in the 
NHS. The tool is designed to help managers adopt a confident and consistent approach and provides step-by-
step information about what to do when staff call in sick, practical advice on some of the common reasons for 
sickness absence and information on what to do if staff are frequently off sick. It aims to complement local 
sickness absence policies and is must-read for anyone managing staff in a healthcare setting.  
Link 

Opportunity: To help the Trust better manage 
sickness. 
 

Threat: Not managing sickness effectively can cost the 
Trust significantly. 
 

Steps taken by the Trust: Sickness improvement plan updated recently in accordance NHS guidance. 
Considered by R&P Committee on 13/01/2015. 

THE HEALTH ECONOMY & MARKETPLACE 
 

Top five findings from the HSJ commission on hospital care for frail older people 
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The HSJ has published the main report of its Commission on Hospital Care for Frail Older People. Chaired by 
Dame Julie Moore, and carried out in conjunction with Serco, the Commission considered how the NHS should 
care for the increasing number of frail older people in our population.  
Report. 

Opportunity: N/A 
 

Threat: Potential impact on migration path assumptions. 
 

Steps taken by the Trust: Work on the Frailty Unit and the ‘White Space’ and ‘Closer to Home’ Projects. 
 

Reforming the payment system for NHS services: supporting the Five Year Forward View 

Monitor has published a paper with NHS England which describes a new direction of travel for the payment 
system. This will result in radical changes to how healthcare is paid for and will enable the NHS to introduce 
new models of care. 
Report 

Opportunity: New payment mechanisms can help 
to support integration, personalised care and 
reward good outcomes 
 

Threat: N/A 

Steps taken by the Trust: The Trust is discussing early modelling of new tariff structures with the CCG. 
 

NHS England announces changes to NHS Standard Contract 

NHS England has announced a number of potential changes to the guidance it gives commissioners on the NHS 
Standard Contract. The contract is for use when commissioning healthcare services other than primary care. 
The potential changes, published on 12 December, follow a consultation earlier this year. The final version will 
be published early in 2015. 
Report 

Opportunity: Positive to have a consistent 
mechanism for contracts that commissioners and 
providers use to support improvements in care for 
patients, and ensure the health service is using its 
resources as efficiently as possible. 
 

Threat: The changes made in this guidance to the 
mandatory fines which commissioners can levy against 
providers that miss waiting time targets could be cause 
for concern. It is critical that these changes are not 
allowed to disrupt relationships at a local level, which are 
focused on delivering for patients. 

Steps taken by the Trust: The 2015/16 contract will be based on the new standard contract. NHS England is 
introducing the new contract at a workshop in January. 

Dalton Review 

Aims to encourage Boards to explore how new organisational models can help safeguard an organisation’s 
ability to provide safe and high quality care. 
Report 

Opportunity: To develop an ‘Enterprise Strategy’ 
and Standard Operating Models that could be 
transferred to another organisation or wider 
system. 

Threat: Not engaging in new models of care could leave 
the Trust exposed to being out-competed. 

Steps taken by the Trust: Work to assess the implications of the review continues. 
 

The Forward View into action: planning for 2015/16 

Monitor, NHS England, the NHS Trust Development Authority, the Care Quality Commission, Public Health 
England and Health Education England have come together to issue the joint guidance: The Forward View into 
action: planning for 2015/16. 
Report 
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Opportunity: A Forward Plan aligned to the 
national context will enable the Trust to be 
sustainable and well-positioned for further 
opportunities. 
 

Threat: Not aligning the Trust with the national policy 
context will be deleterious to engaging with future 
opportunities.  
 

Steps taken by the Trust: The Trust is currently compiling its 2015/16 plan with reference to this guidance. 
 

Media 

 

 

 
 

The first UK based case of Ebola gained widespread 
coverage, leading to requests for comment from our 
experts, whilst locally we were involved in a number of 
Christmas themed stories. Pressures on health services 
became a growing theme throughout December and we 
turned down numerous requests to film in our 
Emergency Department. The communications team 
tweeted live from the ED, in support of the local 
Examine Your Options campaign to use services 
appropriately and to highlight the type of cases the ED is 
for. This was seen by 41,000 twitter users, gained over 
200 new followers and received lots of very positive 
feedback for our staff. 

 

Opportunity: As well as highlighting the huge 
interest in emergency departments, the great 
response to the Twitter event shows the power 
and reach of social media in informing and 
engaging with a wide yet interested audience. 
 
 

Threat: NHS England announced plans to publish weekly 
figures on emergency department performance for all 
trusts using data taken from the Sit-Reps. They later 
decided not to publish the figures over the Christmas 
period until the first week of the New Year. 
 
These figures for all Trusts are of significant media 
interest both locally and nationally, ahead of the General 
Election in May 2015. 

Steps taken by the Trust: The communications team plan to hold more social media events on this and other 
areas in the future. 

Local Health Economy 

Liverpool Clinical Commissioning Group and City Council’s ‘Examine Your Options’ campaign was launched. This 
was to highlight to local people the various types of health services available in order to encourage them to use 
services that were appropriate to their needs and to avert inappropriate attendances to the Emergency 
Department. 
 
This campaign included posters and leaflets distributed to our hospitals, advertising in the Liverpool Echo, local 
radio stations and on buses etc. 

Opportunity: Working with the emergency 
department team, the communications team 
undertook a social media event on Twitter, 

Threat: Examine Your Options may discourage people 
who do need emergency care from using accident and 
emergency services. The campaign may not succeed in 
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reporting live from the emergency floor. This was 
to highlight the types of cases that the emergency 
department were seeing and underline what these 
services are for.  
 
 
 

signposting people to alternatives if the provision of 
those services are not comprehensive and readily 
available.  
 
People may still not understand what types of conditions 
are to be treated by alternatives to emergency 
departments and what type of care will be provided to 
them. 
 
 

Steps taken by the Trust: The communications team has requested that the Trust is more closely involved in 
developing next year’s communications plan for winter pressures locally, so that it reflects more accurately 
what is being seen in the emergency department. 
                                                       
3. CONCLUSION & RECOMMENDATION                                       

The Board is asked to: - 
 

 Discuss the key issues contained within the report; 
 Agree the report as the Trust’s approach to scanning the environment; 
 Consider whether there is a need to flag the item as either an opportunity or a threat for 

inclusion in the Trust’s SWOT analysis watch list.
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APPENDIX - SWOT analysis watch list 
 
Opportunity Date raised Threat Date 

raised 
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Acronym Term Definition 

 95
th

 percentile The 95
th

 percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 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. 

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” i.e. 
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. 

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. 
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Acronym Term Definition 

 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 requirement based upon the responsibility for nursing staff to work 
in a safe manner. 

 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 
control, nutrition, pain, nurse cleaning elements, discharge & transfer. 

 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. 
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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. 

RCA Route Cause Analysis   

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. 

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. 

RLBUHT Royal Liverpool and 
Broadgreen University 
Hospital  

 

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 untoward 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 
Mortality indicators 

SHMI is a hospital-level indicator which reports on mortality at trust 
level across the NHS in England. 

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. 
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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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